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Abstract

The m édicalisation o f  W estern childbirth that was initiated in the seventeenth century has 
resulted in healthier wom en and infants, but it has also changed the cultural definition o f  birth as 
a restricted female experience. There is an increasing insistence am ong experts to define birth as a 
heterosexual couple’s experience and to regard the w om an and the foetus as two separate 
‘patients.’ This developm ent potentially im plies a  m arginalisation o f  w om en from birthgiving 
and changed w ays o f  experiencing pregnancy and childbirth.

This thesis aim s at analysing the transition to m otherhood in contem porary W estern societies 
as an asym metrical discursive space in w hich first-tim e expectant m others m eet w ith professional 
experts. A t hospitals, prenatal clinics, birth preparation courses, at the actual birth site and in 
paediatric clinics the w om en are socialised into an expert-defined cultural model o f  maternity 
care. How ever, they do not ju st accept the presented m odel passively: there is a continuing 
negotiation betw een the agents o f  the local birthing system  over w hat is considered to be 
authoritative know ledge and practice in this area.

The study is based on anthropological fieldwork in 1993/94 in a northern Italian town, Borgo. 
It focuses on how the experts provide m odels o f  and for im portant birthgiving issues such as what 
birth is and how  pregnancy and birth should be m anaged, defining w om en’s agency in birthing, 
and prescribing what is a proper experience o f  birth.
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Introduction
Borgo, northern Italy: 

A local site for studying birthgiving

The personal is political. The personal is theoretical.
— American  fem inist slogan , 1960s

The personal is theoretical.
—  J u d i th  O k e ly , 1992

EVERYWHERE IN THE WORLD, the transition to motherhood through 
pregnancy and birth is a potential female experience, culturally meaning
ful in the sense that it demands interpretation, and yet — irrespective of 
its collective connotations — it is also an individual mystery. Giving birth 
is an absorbing multifaceted experience that is only partly imaginable and 
understandable before one actually goes through it. Going through it, 
however, does not unveil all of its secrets. “Mysteries,” in the words of 
David Morris (1991: 23f), “designate a truth necessarily closed off from 
full understanding. They remain always partly veiled in silence.” The 
bodily process of becoming a mother, thus, might be ‘scientifically’ ex
plained, for example biomedically, psychologically, anthropologically, but 
such an explanation will never be exhaustive. Part of the meaning of this 
process continues to escape us, in much the same way as we can never 
fully understand the fact that almost every one of us once started our own 
life inside the body of a(nother) woman. Underscoring the transitional 
character of the first childbirth in a woman’s life, the sociologist Ann 
Oakley (1979: 24) writes that

First childbirth ... is a turning point, a transition, a life crisis: a first baby 
turns a woman into a mother, and mothers’ lives are incurably affected by 
their motherhood; in one way or another the child will be a theme for ever.



The topic of this dissertation is contemporary Western1 birthgiving. By 
‘birthgiving’ I mean the transitional period to motherhood including 
pregnancy, childbirth and the early stages of lactation. I consciously chose 
to use this term throughout the book because of the problematic assump
tion of passivity in traditional terminology. For example, the terms ‘child
bearing’ and ‘childbirth’ emphasise the birth of a child rather than the 
bodily and emotional experiences of a woman which result in a child. The 
term ‘birthgiving’ emphasises the woman as the locus of agency, as an 
active subject, consciously engaged in the act of producing a child. For 
the same reason I also use the word ‘birthing’ throughout the thesis in an 
attempt to focus on the agency of the woman in the act of giving birth.

I will argue that late modern Western birthgiving has to be understood 
as the outcome of an historical process of médicalisation that began in the 
seventeenth century. During this process, a number of shifts have occur
red, including transfer of knowledge and power and change of locations. 
From a gynocentric point of view it is important to understand the 
advantages as well as the disadvantages for women that the médicalisation 
process has resulted in. Practically no pregnant Western woman today can 
go through birthgiving without having to confront a considerable 
amount of choices. These choices are not at all only, or mainly, of a 
private character. In order to be able to make as informed choices as 
possible, every Western woman who is contemplating birthgiving would 
benefit from an analysis of the institution of late modern birthgiving. By 
institution, I mean the institutional organisation of pregnancy, birth and 
early mothering (in European countries often by means of the National 
Health Service system) and the discursive space surrounding it in which 
‘lay’ women meet with professional experts.

1 I am aware that ‘Western’ is a notoriously vague notion and rarely used in 
anthropology. The main reason for why I apply it is that biomedicine is usually 
described as the dominating Western medical system, although it is nowadays a 
global institution (cf. Kleinman 1995: 25). Sometimes, ‘Western’ will be substituted 
by ‘European’, particularly when I want to emphasise that North America is not 
included. Otherwise, Western’ mostly includes (western) Europe and North 
America. A different solution would perhaps have been to use another somewhat 
imprecise notion, ‘North’, focusing on the distinction between industrialised societies 
and agrarian ones, as for example Wendy Harcourt (1997) has recently done.



To begin with, let me draw attention to the question of how, and in 
what way, historical processes have turned motherhood through birth- 
giving into an existential choice for many contemporary Western women. 
As a cultural and social choice, motherhood is constrained by numerous 
factors. The present situation is best described as ambiguous for women. 
Motherhood is expected to be managed privately despite the fact that 
women’s growing public participation in ‘productive’ life diminishes their 
ability to handle their traditional responsibilities as mothers. Young 
women today are brought up to see themselves as independent auto
nomous individuals. When they choose motherhood they suddenly 
become dependent in intricate ways on spouse, family and society 
(Harcourt 1997b: 192f).

Earlier in Western history, fertile women carried an often inevitable 
burden of (repeated) pregnancies, childbirths and lactation periods, 
whether desired by them or not. Nowadays, motherhood has in certain 
important ways become a question of choice, albeit within a social con
text that states that women should be mothers. Motherhood is culturally 
constructed as a ‘natural’ choice for women. Nevertheless, it is no longer 
a necessary individual choice. In fact, the possibility of a choice is of 
crucial importance, and has been described as one of the characteristics 
that makes childbirth a human project, involving agency, rather than a 
mere physical condition dictated by hormones that seem to live their own 
life independent of the pregnant female subject (Held 1989; Ruddick 
1994). In Italy, where the birth rate is extremely low (Statistiche su na
scite e matrimoni in Italia 1993), anthropological discussions about a new 
‘culture of maternity’, as well as psychoanalytic studies of maternity, 
emphasise this contemporary possibility of choosing motherhood (Longo 
1992; Vegetti Finzi 1997). When women decide to become mothers 
through pregnancy and birth they consciously engage in what I shall call 
bodily mothering. An important part of this (prenatal) mothering con
sists of making various reproductive choices. To use the term ‘mothering’, 
which is usually applied to an adult’s interaction with a child after birth, is 
a way to underline the importance of agency in birthgiving, seen as a dia
chronic process. I am, thus, primarily interested in social and cultural 
aspects of the maternal biological functions of pregnancy, birth and 
lactation.



The project of writing this thesis emanates from my own personal 
experience of becoming a first-time mother in two different geographical 
locations: the small northern Italian town that will be called Borgo 
throughout this thesis, where I sought prenatal care, and the Swedish 
capital city Stockholm, where I gave birth. These two locations are geo
graphically, socially and culturally quite separate yet connected by their 
relationship to the biomedical system (represented mainly by the speciali
ties of gynaecology/obstetrics and paediatrics). They are also joined by 
their adherence to the overarching discursive space of Western birth- 
giving. The purpose of this thesis is to analyse this overarching discursive 
space in which women become first-time mothers, and the construction 
of meaning that takes place within it. In what I take to be an important 
sense, I have tried to accomplish this task by using “a ‘local’ site to study a 
‘nonlocal’ phenomenon,” (Gupta and Ferguson 1997: 15) i.e. by analys
ing a particular local birthing system within this space, the northern Itali
an system as I encountered it during my own first pregnancy and later 
during anthropological fieldwork.

The analysis is based on fieldwork between September 1993 and June 
1994, followed up by a brief return visit in the fall of 1998, consisting of 
participant observation and semi-structured interviews, combined with an 
analysis of written biomedical discourse. The focus is on the institutional 
organisation of pregnancy, birth and early mothering in the specific 
northern Italian context and the wider Western one. In the analysis, I pay 
particular attention to the professional medical experts’ models of and for 
birthgiving. How are these models constructed and expressed in speech, 
written scientific texts and in practice? How do the experts define birth, 
women’s agency in birthgiving and women’s experience of birth?

Italy is today one of the most industrialised countries in the world. Yet 
there are considerable social, cultural and economic differences between 
the poorest southern and island regions, the wealthier central and eastern 
regions and the richest regions in the northwestern part of the Italian 
peninsula (Ginsborg 1989). These differences create and maintain a 
number of political problems in the country. The so-called la questione 
meridionale (‘the southern problem’) is always on the Italian political 
agenda (Schneider 1998; Lappalainen 1999).



Borgo is a small, quiet northern Italian town with approximately 
14,000 inhabitants. Compared to its neighbours, Borgo has relatively few 
migrants from southern Italy, and its political life is distinguished by this 
fact. Before the recent and unexpectedly turbulent years of political 
scandals, often referred to as the tangentopoli (‘bribetown’) or mani 
pulite (lit. ‘clean hands’), which managed to overthrow the political 
system that has been at power during the postfascist period, the DC 
(Christian Democratic Party) was the power holder of the town council, 
the Comune. During my years in Borgo, the new rightwing party Forza 
Italia, created by the media mogul Silvio Berlusconi, became dominant. 
The separatist party Lega Nord and the leftwing PDS (former Com
munist Party) both had more votes than the renewed Christian Demo
crats (PPI).

Borgo is situated in the Bassa Padana (lower Po-valley), in southern 
Lombardy. On clear spring mornings, after bad windy days, one can see 
the Alps far away to the north, and — much closer — the beginning of 
the Apennine mountains to the south. In fall and winter however, a dense 
fog often covers the vast plain, and the temperature might fall below 0°C. 
Summers are hot and damp, with an excess of mosquitoes. In other 
words, the local climate is anything but the nice, mild and dry Medi
terranean climate that is usually evoked in people’s minds when they 
think of Italy. Here, the soil is very fertile, and Borgo has an important 
past as an agricultural centre. It has also been famous for its cheese- 
industry. Now, this is mostly history, and Borgo, being the central town 
in its district, owes its importance today to its role as a commercial 
centre. The closest bigger city is Piacenza, in the region of Emilia- 
Romagna. There has always been exchange between the two regions of 
Lombardy and Emilia-Romagna. It is quite common that people from 
Borgo work in Piacenza, or the contrary. For example, some of the 
gynaecologists/obstetricians working at the Borgo hospital are from 
Piacenza, and have private practices there. This means that some of their 
private patients choose to give birth in Borgo and not in Piacenza (cf. 
Colombo 1987a: 48).

The modern Borgo hospital was built during the Second World War. 
Nowadays it is partly in need of restructuring. It is a public institution (of 
the state), and has several wards. Treatment is free of charge if the patient



is hospitalised. One can be accepted as a private patient as well, but this 
arrangement is costly, since the patient has to pay for everything. There is 
no separate maternity ward nor a childbirth ward, but a common ward 
for gynaecology and maternity. Attached to this ward are two separate 
rooms for labour and delivery and a traditional nursery with paediatric 
staff.2 During my fieldwork period, the hospital had about 500 births a 
year.

In the remainder of this introduction, I will make some short notes on 
‘location-work’, as described and elaborated by Akhil Gupta and James 
Ferguson (1997: 5). That is, I will try to position myself in relation to 
Borgo as a field site and to methodological questions concerning my 
study.

Every anthropologist has her or his story of how s/he found her/his 
field. This ‘story’ usually contains a long list of implicit sets of values and 
choices that for good scientific reasons should be made explicit. In my 
own case, it seems particularly relevant to reflect upon the anthropo
logical project, since my study emanates from my own diverse personal 
experience of two local birthing systems. As Gupta and Ferguson (1997: 
18) point out, some anthropologists are able to produce excellent ‘dis
interested scholarly3 reasons for their choice of fieldwork site. It would, 
perhaps, be possible for me to argue that the choice of place to do field
work was of scarce theoretical importance to my project, since my main 
interest was the overarching Western medical expert system and its way 
of considering birthgiving. This system could be studied in a lot of 
different places. However, to say so would only be an edited version of 
events. It would be at least as true to say that I chose Borgo as a place for 
fieldwork for reasons that are inextricably linked to my ‘personal’ life 
situation.

Since my husband is from Borgo, I had already been a regular visitor 
for ten years before living and eventually conducting fieldwork there. 
Therefore, I already knew something about the local life and I had some 
good friends in Borgo and its surroundings. I had the opportunity of

2 During my return visit to the field in the fall of 1998, one two-bed room was 
used for a rooming-in arrangement, i.e. the mothers had their infants with them
during the day.



utilising my personal network in the search for ‘informants’, both among 
the medical experts and among lay people.3 Being pregnant in Borgo in 
1992, the year before actual fieldwork began, gave me personal experien
ces both from the ‘medical’ side of prenatal care — through regular visits 
to the gynaecological/obstetrical consulting-room (ambulatorio) — and 
from the ‘psychosocial’ side — through participation in a birth pre
paration class at the hospital. Although I did not expect to find exactiy the 
same biomedical expert world in Borgo as I had met in Stockholm, I was 
soon surprised and intrigued by the fact that the differences between 
them were so marked.

The medical side of prenatal care in Borgo was different from the one I 
experienced in Stockholm. In Borgo, physicians, not midwives, took care 
of the (monthly) check-ups. The midwives assisted the doctors during 
certain exams. The technical side was more prominent in Borgo prenatal 
care. More (costly) exams, for example prenatal cardiotocographies 
(CTGs), were used on a routine basis in Borgo and they were used more 
frequently than in Swedish prenatal care. Likewise, more thorough blood 
and urine analyses were made in Borgo. Both experts and lay persons also 
seemed to be obsessed by ultrasound, and a majority of women knew the 
sex of their babies long before they were born. The psychosocial side of 
prenatal care in Borgo was different from the Swedish system too. In 
Borgo, no lay men, expectant fathers, were involved in the psycho
prophylactic birth courses organised by the hospital. That is, they could 
attend the lectures held by the medical experts about birth, birthing

3 I would like to think that the distinction used in this thesis between ‘infor
mants’, sometimes ‘interviewed women’, and ‘friends’ is purely heuristic, and does 
not exclude a friendly relationship between my informants and me. However, those 
who are called ‘friends’ are people I have known on a personal basis since long before 
fieldwork was conducted. While working on this thesis, I have distinguished between 
my own experiences before fieldwork and those of actual fieldwork. Although it has 
not always been possible to do so, I prefer mainly for personal reasons to keep the 
experiences as separate as possible. Sometimes, however, I draw on pre-field 
experiences. With respect to the importance of ‘deconstructing boundaries’, I none
theless have to admit that I have found it difficult to include what I know about my 
old friends in this text, and apart from a few cases I do not know how they think and 
feel about appearing in my thesis.



routines and care of the newborn. But they were not allowed to partici
pate during the main part of the course, the exercises in relaxation and 
breathing. In fact, very few males attended the lectures. At the time, it 
seemed to me that they were scared off by this female-focused arrange
ment and by the fact that the lectures took place during daytime on week
days. Or were there other reasons why males did not involve themselves 
in birth preparation in Borgo?

My interest in the Borgo birthing system grew during my pregnancy. I 
gave birth in Stockholm for personal reasons — I wanted to be close to 
my family of origin and in my own local birthing system. After this, I 
returned to Borgo and decided to study the Borgo way of birthgiving. At 
the time, it seemed to be a good idea to start with the birth courses: to 
participate once again in a few courses, listen to the experts and interview 
the women who attended the courses in order to find out how they 
constructed meaning from their experiences during the course and during 
birth. I conducted participant observation in two birth classes, each held 
by one of the two birth class teachers at the hospital. A few weeks after 
the participating women’s experience of giving birth, I interviewed eight 
out of thirteen women about their pregnancies, perinatal experiences and 
their first weeks as new mothers. The semi-structured audiotaped inter
views took place in the women’s homes and lasted about an hour and a 
half. After this, I intended to return to the hospital and interview the 
experts and listen to their versions of what the women had told me. 
However, I soon found out that I wanted to know more, not only about 
the experts’ ‘reactions’ to the women’s experiences, but about how they 
actually constructed meaning regarding birthgiving.

This interest in the expert world of birthgiving emanated from my 
experiences of the birth courses, particularly from the Borgo experts’ ways 
of treating topics that are central in all kinds of birth preparation dis
course, for example regarding aspects of ‘natural birth’. Talking to the lay 
women, during and after the courses, I had found that many of these 
topics, and the way they were treated, concerned culturally important 
values as regards the institution of birthgiving. Therefore, I concentrated 
the rest of my fieldwork period on formal and informal interviews with 
experts involved in prenatal care, birthing and early mothering. In 
addition to participant observation and interviewing, based on oral dis-



course and practice, I have analysed written biomedical discourse in the 
search for expert views on birthgiving. I have a professional background 
in media studies, with ten years of experience both as a research assistant 
and as a researcher from quantitative and qualitative content analyses of 
various mass mediated texts.

In particular, I have analysed two Italian handbooks. The first one 
(Pisciceli! 1982) is written by a physician who is also an important 
theorist behind the most commonly adopted psychoprophylactic method 
in Italy. The book principally addresses birth class educators and obstet
rical staff. Also the second one (Miraglia 1992) is written by a physician 
who is a proponent of the psychoprophylactic method, but it addresses 
pregnant lay women. Both these books are widespread in Italy and in 
Borgo. The latter one is the fifth, revised edition of a popular handbook, 
first published in 1957. According to its cover, “the book has accom
panied millions of women into maternity.” The birth class educators in 
Borgo used an earlier edition of it as a reference book. The teachers 
during the practical exercises employed the first book, by Piscicelli.

I have made a qualitative but systematic reading of these books, with 
the aim of analysing how the psychoprophylactic method is described for 
the experts and for the lay women, how the authors construct female 
agency in birthgiving, and how they account for the father’s presence at 
birth. As regards the book by Miraglia, I have also analysed how its 
author constructs medical authority, and how he constructs the doctor- 
patient relationship. In the dissertation, I draw extensively on these 
analyses.

I left Borgo and returned to Stockholm in the summer of 1994. In the 
years following my fieldwork there have been substantial changes regard
ing prenatal courses at the hospital. A new course co-exists with the old 
one. The new course has a different organisation and uses another tech
nique. It is now held by both doctors and midwives. For example, Maria, 
an experienced midwife and my main informant at the hospital, is more 
involved in the new course. During my brief return visit to Borgo in 
1998 I did not have time to participate in any class. However, I have 
tried to include relevant comments regarding the new course when 
possible.



The boundaries between fieldwork and ordinary life are never easy to 
draw. Living the life of a (foreign) mother in Borgo, I have also had 
several occasions to observe and discuss bodily mothering and mothering 
with local friends and acquaintances. These meetings often took place in 
people’s homes or in the City Park (giardini pubblici), which is one of the 
places where especially small children and their caretakers meet and the 
children play during the day.

Ал outline of the thesis
The thesis follows a certain chronological order in the sense that it begins 
with prenatal care and ends with intrapartum care and early mothering, 
i.e. it follows the nine month journey of the pregnant woman into 
motherhood and the first months as a mother. The middle section, how
ever, has another character. It discusses key issues in different birth philo
sophies that are culturally important in order to analyse birth preparation 
practices, particularly those that I have studied in Borgo.

In chapter one, Tales o f birth, I introduce Western birthgiving as an 
anthropological object of study, and I position my study theoretically in 
relation to other (anthropological) analyses of birth. The importance of 
the médicalisation process is emphasised. I argue that the ‘problem’ of 
late modern birthgiving discourse is its ambiguous and unstable charac
ter. Women become first-time mothers within a discursive space of birth
giving where the experts’ voices dominate. At the same time, the authori
tative voice in birthgiving is being questioned both from within and out
side the biomedical system. Thus, analyses of authoritative knowledge 
reveal the differences within obstetrics as much as they point to it as a co
herent system. The main theme of the dissertation will be to analyse what 
constitutes authoritative knowledge and practice in birthgiving in a local 
Western birthing system, Borgo in the 1990s, and how it changes 
through negotiations between different actors.

In chapter two, Preparing for birth, I outline the particularities of 
modern Western birthing systems and the main discourses (or models) 
within them as a background for understanding the modern idea of birth 
preparation. The organisation of birth preparation courses at the Borgo



hospital is described. The fact that these courses, at the time of fieldwork, 
were aimed at women rather than at the heterosexual couple (as is com
mon in many other Western countries) is analysed in view of the fact that 
this has changed during the nineties. In the analysis I compare Italian 
written expert discourse to expert and lay discourse and practice in Borgo.

In chapter three, Introducing a dynamic clement into obstetrics, I 
argue that the development of prenatal care has brought with it a new 
conceptualisation of pregnancy and of the foetus as a separate patient. 
During this development, the woman has been discursively detached 
from her unborn. The question of what implications this detachment has 
for women’s bodily perceptions of being with child is raised. In the 
chapter I will analyse the cultural implications of this discursive detach
ment in relation to authoritative knowledge and practice during prenatal 
care in Borgo.

The following two chapters, four and five, take a look at the core of 
birth preparation, summarised by the two key words ‘fear’ and ‘agency1. I 
argue that biomedical discourse is characterised by an ambivalent or 
negative view of women, which creates problems for conveying know
ledge in birth preparation. Together, the two chapters problematise the 
usefulness of birth preparation practices. In chapter four, “Don’t be like 
the suffering Madonna,” I provide an analysis of how pain and fear are 
managed and negotiated in the birth preparation class in Borgo. I empha
sise that fear has to be understood both as women’s fear and as the staffs 
fear. The latter influences discourse in birth class as well as decision 
making in birth management.

In chapter five, Birthing according to the experts, I take the argument 
concerning inherent ambiguities in birth preparation discourses a step 
further by focusing on the role of women in birthing. What do women 
do when they give birth ? What is birth? I argue that an inability to decide 
what women actually can do to influence the birthing process, women’s 
agency in birthing, exists both within mainstream obstetrical discourse 
and in alternative discourse. Focus of the analysis is the Italian written 
psychoprophylactic discourse. The argument raised in the previous chap
ter about the difficulties of conveying knowledge in birth preparation is 
brought to its conclusion by a discussion of the importance of birthing as 
an extraordinary experience.



In chapter six, “A  birth with a minimum o f obstetrical intervention, ” I 
analyse the management of birth in Borgo through its obstetrical prac
tices during birth and puerperium. Focusing on the correlation between 
how birth is constructed in birth preparation discourse and actual birth 
management in Borgo, the obstetrical practices are analysed in con
sideration of the medical rationale given and of their symbolic dimension. 
I try to illuminate the potential constraints on real female agency within 
this particular local birthing system as well as the socially constructed 
character of obstetrical practice. I problematise two different meanings of 
‘natural’. First, I consider the notion of natural birth in relation to a high 
degree of médicalisation. Secondly, I analyse the focus on natural birth in 
the birth preparation course in relation to the high degree of caesarean 
section births. In the former case, natural is shown to mean ‘vaginal birth 
without using anaesthetics’, in the latter it simply means Vaginai’ birth.

Finally, in chapter seven, To have enough milk, I focus on women’s 
feeding practices in Borgo. These practices initiate and are shaped by the 
feeding discourses at the hospital, and hospital routines, which put 
constraints on female agency. I argue that the feeding discourses and 
practices at the hospital are ambiguous: the official policy of the hospital 
is to promote breastfeeding but hospital routines in combination with a 
tendency to avoid information on breastfeeding undermine this policy. 
When women leave the hospital, many stop breastfeeding and initiate 
bottle-feeding. The expert discourses and practices have a crucial role in 
this, but it is argued that there might be other reasons for bottle-feeding 
as well. My analysis of feeding strategies in Borgo and its surroundings 
focuses on social and cultural impediments to breastfeeding, but I also try 
to take seriously the issue of bottle-feeding as a chosen strategy for some 
women.

In my concluding remarks, I return to the concept of authoritative 
knowledge. I stress the importance of deconstructing authoritative know
ledge in order to find a future balance in the field of tension that exists 
between medical experts and lay women.



1
Tales of birth

On reproductive politics

L ’utero è mio e lo gestisco io. [‘The uterus is mine and I’m in charge of it.’]
— Italian fem inist slogan , 1970s

Bodies. I t  all has something to do with bodies.
—  H e n r i e t t a  M o o re , 1994

IN THIS CHAPTER, I will outline the main theoretical perspectives, ema
nating from feminist and medical anthropology, which will be used in my 
analysis of birthgiving. I am probably more eclectic and interdisciplinary 
oriented in reading as well as in choosing problems and methods than 
many fellow anthropologists, for two reasons: an identification with the 
heterogeneous field of feminist studies and — as mentioned earlier — a 
professional background in the likewise heterogeneous field of media 
studies. The former has influenced the kinds of questions asked in this 
thesis. The latter definitely has made its mark on the choice of focusing 
on discourse through combining fieldwork methods with a qualitative 
analysis of written biomedical discourse. There are many problems in
volved in an approach that ‘blurs scientific genres’ but it is also a way to 
recognise both the multifaceted nature of birthgiving and the subjective 
influences in research.1

1 In anthropology there is an ongoing discussion about blurring scientific genres. 
Recent examples include Marcus (1995); Gupta and Ferguson (1997); and Hastrup 
and Olwig (1997). Similar discussions are also held within feminist anthropology, 
e.g. Strathern (1987); Moore (1988) and (1994). Likewise, there is the field of 
‘cultural studies’ which is closely connected to media studies, e.g. Hall et al. (1980); 
and more recentiy During (1993).



As will hopefully be clear in this dissertation, I sympathise with what 
might be called a ‘critical approach’ within medical anthropology, which 
“reflects a growing interest in anthropology at large in more fully integ
rating history and historical analyses of colonialism, political economy, 
and ‘subaltern studies’ of various forms into ethnographic analysis and 
writing.” (Good 1994: 56) A critical perspective often focuses on ques
tions of power and ideology. This is quite different from the approach 
that concentrates on so-called care-seeking strategies of supposedly ratio
nal and autonomous individuals (ibid.: 43f). In particular, to link the field 
of ‘reproduction’ to the term ‘politics’, as I will do in this thesis, draws 
attention to the historical process of making reproduction a target of 
political interventions and women into bearers of social duties. For 
example, in fascist Italy, a mother’s duty was to raise healthy children for 
the nation (Horn 1994: 126).

The anthropologist David Horn argues that if today “many Italians and 
others — in and outside the West — take it for granted that reproduction 
can be ‘planned’ or ‘managed’, this is in some measure the result of a 
modern, social-scientific construction of social bodies as objects of know
ledge and government.” (1994: 127) Horn’s Foucauldian standpoint is 
one of the main reasons why it is important to analyse birthgiving in the 
context of reproductive politics rather than as a question of individual 
choice. The question raised in the introduction about how, and in what 
way, historical processes have turned motherhood into a choice for con
temporary Western women is a starting point for my inquiries into the 
multifaceted field of ‘reproductive politics’ in which birthgiving is a 
central part. The field of reproductive politics, in a theoretical or practical 
way (or both), is still a considerable part of what being female means for 
most women, regardless of whatever else it means.

Let me begin this chapter by providing the reader with a thought- 
provoking metaphor, which is also a political statement. It appeared in an 
interview with the head of paediatrics, Dr. Manfredi, at the hospital in 
Borgo where I have conducted fieldwork.2

2 All personal names of people living in Borgo and its surroundings used in this 
thesis are pseudonyms. The pseudonyms of the hospital staff reflect and also recreate 
the Italian hierarchical hospital system as it appeared to me during fieldwork. The



L ’ospedale è un’utero (‘The hospital is a uterus’), said Dr. Manfredi as 
he answered my question whether women who have given birth at the 
Borgo hospital, during their postpartum stay feel nervous in their new 
role as a mother or if they feel that their newborns are well taken care of 
by the staff. According to Dr. Manfredi, women become more nervous, 
experiencing “an initial sense of inadequacy,” when they return home 
after having been discharged from the hospital. His point was that 
women feel safe while staying inside the stronghold of modern bio
medical expertise: the hospital, but inadequate once they leave the 
hospital/uterus’s protective walls.

I will try to show in this thesis that the metaphorical connection that 
Dr. Manfredi makes between an important symbol of femaleness (the 
uterus) and an important symbol of the widely acknowledged superiority 
of the biomedical way of regarding birthgiving (the hospital), is in no 
way accidental and smoothes over rather than brings out the asym
metrical and ambiguous relationship between ‘lay3 women and pro
fessional experts.

The metaphor of the hospital as a uterus is particularly thought pro
voking if it is put in a wider biomedical context and read from a feminist 
point of view. As will be discussed throughout this thesis, there is a 
growing tendency within the more and more interlaced disciplines of 
gynaecology/obstetrics,3 foetal medicine and neonatology to regard the 
woman and the foetus as two different patients, sometimes with con
flicting interests. I will refer to this as the ‘two-patient model’. If the 
metaphor of the uterus is seen from this angle it becomes intricate. To 
begin with: is the hospital a uterus for women or for infants? Current 
biomedical views stress that the two patients, the woman and the foetus,

midwives were presented or presented themselves to me by first name while all the 
doctors were presented or presented themselves by title and surname. I only heard 
the doctors’ first names when they addressed each other. The birth class teachers 
presented each other using their surname. Later however we called each other by our 
first names. While I never heard any midwife address an older male doctor using his 
first name, it sometimes occurred with the younger male and female doctors. The 
doctors always addressed the midwives using their first name.

3 For the sake of simplicity, I will in most cases henceforth use ‘obstetrical’ as 
shorthand for ‘gynaecological/obstetrical’.



sometimes have conflicting interests and that the uterus is not always the 
ideal place for the foetus, once it stands a chance to survive outside of the 
uterine walls. If the hospital is regarded as a uterus for women, it is thus 
likely to be a potentially dangerous rather than safe place for the mother 
within its walls. If the hospital is regarded as a uterus for the newborn, 
the hospital might be interpreted as being a substitute for the mother. 
This, in turn, can be seen as a step towards a complete removal of women 
from birthgiving, i.e. a future disembodying of women from birthgiving. 
This leads to an important question: whose foetus/infant is it, the hos
pital’s (and in extension, the state’s) or the woman’s?

It has been argued that the ‘two-patient model’, and questions about 
state interference in birthgiving are particular problems of modern times, 
beginning around the Enlightenment, in the Western world (e.g. Duden 
1993). In Europe during the seventeenth century important social and 
cultural changes occurred within as well as outside biomedicine. This was 
the emergence of a process that has been called the médicalisation of 
social life by social constructionists like Irving Zola (1972) and Peter 
Conrad (1992). The development of this process has been analysed from 
a slightly different angle by Michel Foucault (e.g. 1981 [1976]) as ‘bio
politics’, the control of social bodies through discursive practices. The 
implications of the médicalisation process for modern Western women 
have also been analysed by various feminist theorists at least since the 
1960s and 1970s (e.g. Ehrenreich and English 1973; Rich 1976; Pizzini 
1981; Oakley 1984; Corea 1985).4 A common denominator in many 
feminist studies on birthgiving, which will be further discussed in this 
thesis, is a problematisation of the notion of ‘risk’, particularly in relation 
to prenatal diagnosis but also in relation to the actual management of 
birth.

The médicalisation process, as I will call it, has turned birthgiving into 
a matter of public and political importance. Before this period, the uterus

4 The historian Barbara Duden (1998), during a conference on women’s health in 
Milan, argued that the term ‘médicalisation’ is no longer sufficient to cover the 
current development of this process, since women have increasingly come to depend 
on medical as well as non-medical health institutions. In fact, she defined today’s 
‘Woman’ as a “hygienic unit of consumption.” I will, however, use the term ‘médi
calisation’ throughout the thesis.



was commonly regarded as the home of the unborn. Pregnancy was not 
recognised before the expectant woman herself acknowledged it. This 
happened after the so-called quickening, when the woman felt the first 
movements of her unborn (Duden 1993). In this sense, pregnancy was a 
private matter for the individual woman. The two-patient model as well 
as questions about state interference in pregnancy and childbirth were 
simply not topical before modern times. Not even the church which — at 
least on the Italian peninsula — persecuted unwed pregnant women 
(Kertzer 1993) could in reality do much before the pregnancy became 
known to others than the expectant mother herself or at actual birth.

The theoretical focus in my dissertation will be on what constitutes 
authoritative knowledge and practice in late modern Western birthgiving, 
particularly in the local context of Borgo, and how it has changed during 
the 1990s. I will argue that the present discourses about authoritative 
knowledge are part of the ongoing médicalisation process, which started 
three hundred years ago. Before arriving more specifically at this dis
cussion at the end of the chapter, I will begin by contextualising the late 
modern way to give birth. I will provide the reader with a brief descrip
tion and reconstruction of how birthgiving has changed during the last 
centuries. After that, I will present what I regard as the central feminist 
issues at stake in a medical anthropological analysis of modern Western 
birthgiving. Lastly, I will focus on the importance of the médicalisation 
process and present what I consider to be my contribution to the field of 
reproductive politics in late modernity.

The médicalisation of birthgiving
In order to understand and be able to ‘deconstruct1 the character of late 
modern Western birthgiving it might be fruitful to look back into the 
history of western European birthgiving (cf. Ginsburg 1990: 12). The 
ideological battlefield of writing biomedical, particularly obstetrical, his
tory includes at least one developmental-optimistic line, a view that de
fends rather uncritically obstetrical development, and one critical line, a 
view that defends a critical, feminist perspective. The former states that 
every scientific discovery has led to unquestionable advances in the clinical



field. The latter points to the double-edged character of new discoveries; 
even if they may lead to advances in one area they may have negative 
results for women in other areas. This, of course, has to do with the social 
and cultural context in which biomedical experts are active. However, it is 
essential not to glorify the past — whether this regards sisterhood, the 
position, attitudes and practices of the midwife/helper, the ‘natural’ 
course of labour and birth — and/or to condemn or reject science and 
modern technology altogether.5 The (European) ‘past1 was different, not 
‘better’ (Gélis 1991; Pizzini and Giacomini 1990). In the global context 
of modernity and médicalisation I agree with Wendy Harcourt that the 
feminist research aim consists of “looking at each case and understanding 
where women can benefit from modern life and where the constraints 
lie.” (1997a: 13)

The present situation of Western birthgiving is an outcome of a specific 
historical development. Yet, as the sociologist Deborah Lupton (1997: 
107) has pointed out, it would probably be naive to think that birth- 
giving — being partly constructed through biomedical discourse and 
practice — can ever again be completely de-medicalised. According to 
Conrad, a complete de-medicalisation of Western childbirth would occur 
“if childbirth were defined as a family event with lay attendants.” (1992: 
225) It is highly questionable whether this is something to strive for. It 
can, however, be argued that the present outcome of the médicalisation 
process in the West has negative, even harmful, consequences for women. 
These are not only ‘psycho-social’ in nature but also medical. For 
example, certain routinely used obstetrical practices in many Western 
hospitals have been categorised by researchers within biomedicine as 
“likely to be ineffective or harmful,” where ineffectiveness or harm is 
sometimes even clearly demonstrated (Enkin et al. 1995).6 Among these

5 This is as much true for the heterogeneous European context as for non- 
Western contexts. For a recent discussion of the dangers of romanticising various 
aspects of traditional birth, see several articles in the volume Maternities and 
Modernities (Ram and Jolly 1998), in particular Jolly (1998: 14ff); Ram (1998); 
and Rozado (1998).

6 Likewise, Duden argues that modern prenatal procedures might be questioned 
from the perspective of their “inevitable psychic results. What do they do to the 
woman’s self-understanding,” she asks (Duden 1993: 27).



are non-stress cardiotocography and liberal use of episiotomy, which both 
are common in Borgo. So, there might be good reasons for Western 
women to move towards a certain de-medicalisation, even though such a 
move paradoxically might imply a growing penetration of the Foucauld- 
ian ‘clinical gaze’ into the everyday lives of pregnant women in the sense 
that women will be encouraged to acquire medical knowledge for them
selves more actively and adapt it to an even greater part of their everyday 
life than would the gynaecologist or midwife (Lupton 1997: 107).

In the following representation of the ‘past’, I will focus on how ‘the 
expert take-over5 of the management and knowledge of birthgiving from 
women as a category has guided whose tale of birth it is that today is con
sidered authoritative. The creation of general expert systems in (Western) 
modernity has been described by the sociologist Anthony Giddens as a 
‘disembedding mechanism’, a “‘lifting out’ of social relations from local 
contexts of interaction and their restructuring across indefinite spans of 
time-space.” (Giddens 1990: 21) This is exactiy what has happened to 
birthgiving. My account is mainly based on the following books, articles 
and a video about the history of western European childbirth: Pizzini 
(1981); Gélis (1985; 1991 [1984]); Accati (1985); Filippini (1985); 
Giacomini (1985); Minicuci (1985); Saraceno (1988); and Pizzini and 
Giacomini (1990). Other sources that I have drawn upon are: Foucault 
(1973 [1963]; 1981 [1976]); Ehrenreich and English (1973); Merchant 
(1980); Shorter (1983); Oakley (1984); andMiraglia (1992).

Researchers of the history of western European childbirth seem to 
agree that there is a remarkable uniformity when it comes to practices and 
values surrounding ‘traditional’ birth among rural people. This is so not
withstanding the difficulty of interpreting the sources. There is for 
example an absence of documents — especially written by females — 
covering ordinary (everyday) births among rural women. The written 
documents mostly emanate from male doctors and surgeons who, accord
ing to Jacques Gélis “[fļrom the end of the sixteenth century ... acquired 
the habit of giving a written account of the births they attended.” (1991: 
xiv) The problem is that the doctors usually described extraordinary 
births that they were called to or birth among the urban elite or in institu
tions. The uniformity that, according to Gélis and other historians, never
theless characterised traditional village childbirth in western Europe has



to be understood in its particular social and cultural context. This context 
includes the ideas of nature and gender that existed in the Middle Ages, 
all of which began to change during the Renaissance and the Enlighten
ment.

‘Traditional western European rural societies’ have been described by 
the historians as perceiving human beings as part of a coherent whole. 
The naturalist image of the world placed women at the centre as the 
crucible of life. The human lifecycle, and in particular the female repro
ductive cycle, were linked metaphorically to the agricultural cycle. Mother 
earth was seen as a living organism under constant renewal. Birth and 
death, disease and suffering, all belonged to a natural order of things, 
which had to be respected and not interfered with. Female fertility was of 
central value, respected but also feared by men, due to certain contami
nating aspects of the female body and its fluids (menstrual blood, milk 
and birth fluids). This reinforced gender differences and the separation of 
male and female spheres. Women had a transcendent position as commu
nicators between this life and eternal life (cf. du Boulay 1986). Particu
larly the pregnant female body occupied a central place. The female, as a 
potential birthgiver, was a symbolic mediator between life and death. 
Birth is a reminder of human mortality. Yet creating new life (or in a 
figurative sense — creating artefacts) is the only way to gain immortality 
for humans.

Childbirth in rural Europe was an exclusively female arena. Usually it 
took place in the house of the pregnant woman, in the communal room 
and more often on the floor than in her bed. Experienced women (rela
tives and neighbours), who reciprocally helped with material things as 
well as assisting birth surrounded the labouring woman. Sometimes, a 
village ‘midwife’ helped with the birth assistance. Since birth — both 
human and animal — was part of community life, knowledge of it existed 
among ordinary people, sometimes including children, young girls and 
husbands. However, human birth was not necessarily connected to 
animal birth. Usually, children, young girls and husbands were kept out 
of the actual birth event.7 Qualified knowledge of birth was handed down

7 Gélis (1991) reports exceptions to this rule. Male presence at birth will be dis
cussed in chapter two.



orally by elder women to younger women, just as mother handed down 
knowledge of the body to daughter. In this sense, childbirth was a collect
ive female ritual. Childbirth was a marked female life crisis event, not a 
medical event.

It is important to keep in mind that a discussion about physical birth as 
an (almost) exclusively female arena does not say anything about control 
over other issues within a society’s reproductive system, such as marriage 
rules and fertility. Women as a category did not control reproductive 
issues, although they dominated the actual birth scene. Therefore, to de
scribe the médicalisation process that changed and eventually replaced the 
‘traditional’ birth as only a question of a ‘masculinisation’, a male take
over, is far too simple (Callaway 1978: 170ff). This issue will be further 
discussed below.8

Likewise, the quality of female assistance is not at stake here. As 
mentioned above, I do not want to romanticise traditional birth. It was 
different from modern birth. Some cross-cultural studies of exclusive 
female birth scenes from contemporary, mainly third world societies 
clearly show that female ‘assistants’ can sometimes be ignorant as well as 
cruel to the birthgiver (e.g. Ram and Jolly 1998; Davis-Floyd 2000; 
Einarsdóttir 2000). There is no reason to believe that examples like these 
have not occurred further back in Western history. However, other cross- 
cultural studies point to the importance of what is nowadays called a 
doula, a Greek word for slave, usually signifying “a woman companion in 
childbirth,” (Kitzinger 1997a: 220) in birthing (Mead and Newton 
1967: 192ff; Raphael and Davis 1985: 7). An experienced woman who 
assists another woman at birth has been shown to (emotionally and 
socially) help the parturient woman, supporting her in important ways, 
even when the experienced woman does not do anything in particular.9

8 Helen Callaway, using a cross-cultural perspective, argues convincingly that 
“control structures of human reproduction (including female care) in most societies, 
not only today but throughout history, have been male dominated.” (Callaway 1978: 
174)

9 The American paediatrician Marshall Klaus and colleagues, 1992, cited in 
Trevathan (1997), have written a review of studies of social support in different 
settings, that reveals that a doula present at birth reduced the caesarean section rate, 
the length of labour and the use of forceps. Certain positive effects on mothers six



Around the world, other women have always assisted women at birth: 
daughters, sisters, mothers, mothers-in-law, co-wives, other relatives and 
friends and/or helpers or midwives. The most common cross-cultural pat
tern found by Margaret Mead and Niles Newton is “for the laboring 
woman to have two or more attendants for labor and delivery.” (1967: 
169) Unassisted births exist in certain cultores, but are extremely rare, 
especially as a rule.10 In view of the significance of a doula, it is important 
to note that Italian women apparently differed from for example French 
and English women. Italian women in general continued to use female 
helpers and/or trained midwives and refused male assistants well into this 
century (Filippini 1985).

The Catholic Church played a decisive part in the changes that occur
red in traditional western European childbirth. The church regarded the 
female body as the place and cause of damnation. After the Council of 
Trent in the mid-sixteenth century, the church increased its control over 
traditional midwives/helpers who, in torn, should control women during 
childbirth. Physical birth was regarded as a disgusting corporeal event.

weeks after birth are connected to the presence of a doula. Also Kitzinger (1997a: 
219f) writes about this recent Western rediscovery of female support during child
birth.

An empirical study on the role of the doula, based on the works of Maus et al, 
has recently begun in a Stockholm hospital (Svenska Dagbladet 1997b). Head of 
obstetrics Peter Thomassen talks about the study in relation to dystocia (cf. also the 
head of obstetrics at another Stockholm hospital, quoted in chapter five below).
What he does not mention is the political economy of birth in Sweden today. To use 
a doula in order to help women to easier and faster births, in combination with other 
already introduced measures as the father’s expected assistance, early discharge etc., 
saves money. This shows that different perspectives meet on the discursive birth- 
giving arena. For one reason or another, it seems that widespread, old, popular wis
doms suddenly spread to, and even influence, the biomedical view on birth. Deprived 
of their earlier context they take on new cultural and social meanings.

10 Helsti (1994) gives an (historical) example of unassisted births in the West. In 
parts of Finland in the late nineteenth and early twentieth centuries, many women — 
deliberately breaking the rules — chose to give birth all by themselves. Other 
examples of non-Western unassisted births are cited in Mead and Newton (1967); 
Kay (1982); the second edition of MacCormack (1994); Davis-Floyd and Sargent 
(1997b); and Einarsdóttir (2000). Only rarely is unassisted birth the norm.



The real birth was the social one, the christening, when the father recog
nised and adopted the child into his patrilineal family. Midwives were 
allowed to christen in utero if the foetus’s life was in danger. Until the 
mid-1700s the church was the only institution that interfered in issues 
regarding childbirth.

During the Renaissance, a new desire for investigation and control over 
nature eventually legitimised the anatomical exploration of the human 
body. A new consciousness of the body emerged through the concept of 
‘the Renaissance Man’ — an individual who could decide for himself and 
therefore over his body, a man who was aware of his ability to master 
life.11 The Renaissance saw a popularisation of a lay model of the body 
that was more optimistic than that of the church and more oriented 
towards the appreciation of the body’s beauty and health. Rich women 
began to seek professional assistance during pregnancy and birth, in order 
to avoid death in childbirth and to maintain a healthy and good-looking 
body throughout the fertile period. This lay consciousness of the body 
decisively asserted itself during the Enlightenment. Upper- (and later 
middle-) class women thus collaborated with the professional experts in 
the dawn of the médicalisation process.

During the Enlightenment the state gradually became involved in 
birthgiving questions. There was a growing consciousness of maternal 
and infant mortality. Together with state policies favouring population 
increase, the ground was prepared for governmental interference in birth- 
giving. Initiatives were taken for the promotion and diffusion of obstetri
cal innovations. The prestige and power of surgeons, who had begun to 
explore the anatomy of (female) bodies, rose considerably during this 
period. Nature was no longer seen as a living organism but rather as a 
machine ruled by laws. This cleared the way for what has been called ‘the 
masculinisation of scientific thought1 (Merchant 1980) and for men’s 
intervention in the world of birthgiving. New regulations separated the 
duties and interventions of the midwife from those of the surgeon- 
obstetrician. In most of Europe the surgeon-obstetrician took over the

11 As has been discussed within feminist studies this ideal applied at first hand to 
males rather than to females, and from the upper classes rather than the lower classes 
(Merchant 1980; Lloyd 1984).



entire pathology sector of birth including the manual therapy, which was 
known and practised by midwives, and instrumental births (using for
ceps). Traditional midwives/helpers were cut off from this new system 
both by the regulations of the entire medical system that made popular 
medicine and its practitioners illegal and by the increased use of written 
obstetrical manuals. The ‘modern’ trained midwife is a product of a hier
archical medical system that places the male doctor at the top and the 
female midwife lower down. In Italy, midwives take care of so-called 
physiological births, but the more powerful doctors supervise their work.

This was the beginning of the process that has come to be known as 
the ‘médicalisation’ of birthgiving. So far this change involved a ‘profes
sionalisation’ within biomedicine, i.e. obstetrics developed and slowly 
raised its status as a medical speciality. This in turn led to a ‘masculinisa
tion’ of the knowledge of birthgiving, i.e. its location gradually shifted 
from experienced lay females to (mainly) male professional experts. The 
doctors who eventually replaced lay females at the birth site in the 
Western world were male. In Italy, this is to a high degree still so.12 In 
Borgo, at the time of fieldwork, there were only two female gynaeco
logists. The other six were males. Likewise, none of the female doctors 
occupied a position higher up in the medical hierarchy. Since both 
modern female doctors and trained midwives are products of the hierar
chical medical system, it is questionable whether being female is enough,

12 It should be noted that earlier in Western medical history, women have occu
pied important roles. A famous example from the Italian peninsula, where higher 
education for women was possible at the time, is Trottila de Ruggiero, known as 
Trotula of Salerno, who occupied the chair of medicine at the influential School of 
Salerno in the 11th century. This medical school was associated with several female 
medics and surgeons, known as the Mulieres Salernitanae (Alie 1986). Trotula’s 
main interest was to alleviate the suffering of women, and she was the author of 
several medical works, which were influential for many centuries. Because knowledge 
of the female body generally was lacking, Trotula wrote her most important book in 
order to educate male medics about this issue. One of the daring things she claimed 
was that not only women but also men could have physiological defects that affected 
conception (Bois 1999). During the Victorian era, some historians, regardless of 
what Italian historians claimed, began to dispute whether Trotula had ever existed. 
Likewise, her main book was suddenly supposed to have been written by a man (Alic
1986).



or even helps, when dealing with female patients. The possible or actual 
implications of a female doctor/female patient relationship are a much 
discussed issue, both among scholars and physicians (e.g. Scully 1980; 
Davis-Floyd 1992; Riska and Wegar 1993; Hultcrantz 1998). It should 
be noted that among my Borgo informants, the opinions differed regard
ing the gender of the doctor. They were divided both on whether it made 
any difference that the gynaecologist was female and on of what the dif
ference consisted. An example is provided in chapter three.13

During the twentieth century the médicalisation of birthgiving has pro
ceeded. Today, it is characterised by three other processes: the ‘institu
tionalisation’ (birth taking place in hospital), ‘technologisation’ (increased 
use of sophisticated technology) and, what I call the ‘mentalisation’ of 
birth. This concept will be explained at the end of this chapter. A prere
quisite of these processes was the increasing governmental interest in 
childbirth that occurred at the same time as obstetrics developed as a new 
biomedical speciality. Biomedicine, and in extension, the state, took over, 
and consolidated, the function of social control over women’s (and child
ren’s) life from the church. Modern birthgiving has been pointed out as a 
classic example of medical surveillance, where “physicians may legitima
tely lay claim to all activities concerning the condition.” (Conrad 1992: 
216)

13 Furthermore, during my return visit to the field in 1998 I noted an interest in 
the gender-of-the-doctor issue in the national mass media. A popular television series 
had as its protagonists a married couple who were both gynaecologists. The plot was 
built around how the professional conflicts between the woman and her husband 
(e.g. she was appointed head of the ward) seriously afflicted their marriage. The diffi
cult position of the female gynaecologist was in focus.

14 I would like to stress how the historic past of biomedicine (and gynaecology in 
particular), described inter alia by Moscucci (1990), Laqueur (1992) and 
Johannisson (1994) frames contemporary reproductive politics, showing at the same 
time the culturality of biomedicine. Their research show how biomedicine to a con
siderable degree was influenced by the political climate of the eighteenth and nine
teenth century, in which the search for a particular, biologically and/or psychologi
cally grounded femininity was important as a way of defining the so-called public 
sphere as a male business, leaving (bourgeois) women to the pains and delights of 
the so-called private sphere. This search for gender differences and the construction 
of female disorders, which were considered as ‘disorders of society1, (Turner 1996:



What happened to female knowledge and experience of birthgiving in 
the wake of this médicalisation? To begin with, it is necessary to keep in 
mind that saying that women as a category once controlled the childbirth 
arena and the management of normal birth is not the same as saying that 
every individual woman possessed qualified knowledge of birth. Obvious
ly, some women were more experienced and skilled than others. As the 
birthing site slowly shifted from home to hospital and as the control of 
physical birth shifted from females to males and from lay people to pro
fessional experts, the collective female knowledge of traditional birth lost 
its social and cultural context. The contents of the female birth tale, as 
well as its form and meaning, changed. There was, I believe, an important 
difference between the scientific tale and the female one. Women’s stories 
were based on primary experience and how to deal with all kinds of prob
lems, how it actually felt to give birth according to a known person. The 
experts’ stories were about what happened inside the body of an average 
birthing woman, explained in terms that few people understood. The 
psychosocial dimension was obscured. Evidently, valuable knowledge 
about how to ease pain and fear (for example by various types of massage 
or herbal mixtures) was lost when the scientific tale became prevailing.

The asymmetric gap between tales told by female relatives and friends 
and tales told by experts widened as the biomedical tales of birth came to 
be considered as the reliable knowledge of birth, the authoritative know
ledge. By the middle of the twentieth century, birth was in most Western 
countries completely institutionalised, i.e. it occurred in hospital, mana
ged by medical personnel using increasingly sophisticated technology. In 
Italy, the institutionalisation of birth took off in the postfascist period, i.e. 
mostly after the end of World War Π. In Borgo, it happened even later, 
in the late 1950s and early 1960s. In the hospital environment, the 
woman giving birth was left, many times alone, with her hopes and fears.

38) continued into the twentieth century. When neither anatomy nor psychology 
could provide scientists with the answer to gender differences, they proceeded ‘inside’ 
the brain in this search. Biologist Nelly Oudshoorn (1994) describes how a shift 
from an interest in female anatomy to biochemistry took place in the twentieth 
century. In fact, at the turn of this century, hormones (e.g. Robert and Uvnäs 
Moberg 1994) and genes (Fausto-Sterling 1992) are utterly popular in defining 
gender characteristics and gender differences.



Gone was the familiar setting with close (female) relatives, friends and 
helpers. Women’s tales of birth became marginalised, and within the do
minant cultore referred to as superstitious ‘old wives’ tales’, ‘chatter’ or 
‘gossip’. I will discuss several interpretations of this marginalisation later 
on in this thesis. Suffice it to mention here that the medico-technical 
environment of the hospital and the processes that characterise birth in it 
add fuel to a particular form of the female birth tale, the modern ‘horror1 
story. Telling horror stories, i.e. negatively exaggerated, even ‘false’, sub
jective versions of what birth in hospital is, might have to do with a need 
of working through a sense of anxiety and powerlessness, and a sense of 
having been maltreated, during the birthing process. Obviously, this is 
not the only reason for telling horror stories, which have also existed 
before the modern era. It might for example be a female way of showing 
courage, a way of confirming the importance of the birthgiving experi
ence in becoming a ‘real’ woman, or a result of a destructive wish directed 
at other women. It might — as will be discussed in chapter four — also 
be a way of resisting a male defined discourse of childbirth pain or a way 
to confirm an image of the suffering mother, popular in the Mediterra
nean area. It all depends on in which situations stories are told, by whom 
and to whom. I do not remember having actually heard many horror 
stories being told in Borgo, although most informants referred to altra 
gente (‘others’) who liked to tell horror stories.

However, the female birth tale is not only a horror story. The Italian 
psychoanalyst Silvia Vegetti Pinzi writes that:

... although the right of women to be represented and to shape their own 
lives as mothers were expropriated [by the experts], women still continued to 
see motherhood as the central event of their lives. And they continued to 
communicate to each other their experiences and feelings about being or not 
being mothers, even though this form of communication remained marginal 
by comparison with the ‘competent1 discourses of obstetricians, paedia
tricians, educators and all the other experts who came along. (Vegetti Finzi 
1992: 138)

Before concentrating on late modern Western birthgiving and my own 
contribution to analyses within the field of reproductive politics, I will 
outline a feminist perspective on motherhood, childbirth and mothering,



and discuss how these issues have been analysed in the social sciences, 
particularly in anthropology.

Pursuing motherhood
In comparison with many (other) mammals, the human infant is born 
unfinished and totally dependent for its survival on older people, for a 
long time. In other words, there is an asymmetric relationship between an 
infant and its caretaker(s) (Vegetti Finzi 1990). The child needs the care
taker more than the caretaker needs the infant. This early dependence and 
the needs it creates have in every known society been culturally projected 
onto females rather than onto males. Western societies are no exception 
to this. On the contrary, the complicated love/hatred representation of 
the Mother that has been cultivated in the Western world stands out as 
particularly clear and influential within a culturally comparative perspec
tive. For instance, what would Catholicism be without the representa
tions of the Mother? Or what would Shakespeare’s plays be?1 Or folk 
tales? Or psychoanalysis?16

15 For an analysis of the maternal in Shakespeare’s plays, see Adelman (1992).
16 In psychoanalytic theory there has always been a debate about the importance 

of the so-called omnipotent mother. It originates from the notion that most children 
begin in helpless dependency upon a mother from whom they must separate. As 
Jessica Benjamin notes, “[t]he implications of this image of the mother and the 
child’s relation to her are far-reaching.” (1994: 130) The argument, which underlies 
the most common psychoanalytic explanations for male dominance, is often put like 
this: men have to denigrate or dominate women because they are actually dependent 
on and envious of the mother who can give birth and nurture the young (‘mother- 
hood-envy5). In order to gain an independent identity men have to give up their 
original identification with the mother, and therefore the pull to her is felt like a 
threat. The way out of this dependence both for boys and girls is assumed to be to 
transfer the power of the mother to the father instead, and with his help enter into 
the wider world. Although the original Freudian account of this predicament — 
especially his way of describing female development — was questioned quite early by 
female psychoanalysts, e.g. Deutsch (1945); Homey (1932 and 1933 [1967]), the 
idea of the omnipotent mother remains intact.



The cultural projection of childcaring onto women identifies women 
primarily as mothers, even when the infant no longer depends on its 
mother’s body. A strong social norm is created as a result of this, stating 
that women should engage in general mothering, such as offering daily 
care, nurturance and socialisation to the child until adolescence. This pro
jection has kept Western women in a socially subordinated position com
pared to men, who are to a higher degree freed — and sometimes kept 
away — from the responsibility for the daily nursing of a society’s 
children (Oakley 1993a: 147).17 From a feminist point of view it is im
portant to analyse the ideological dimension of this cultural projection in 
Western capitalist, patriarchal societies, where a separation between cultu
rally highly valued paid and culturally lower valued unpaid work is a 
salient feature (cf. Rosaldo 1974; Ortoer 1974).18 Women who take on 
the main responsibility for childcaring in this kind of society lose impor
tant privileges, such as economic freedom and the possibility of earning a 
decent pension as well as participating on equal terms with males in poli

17 An example of the close connection between ‘woman’ and ‘mother’ is found in 
a common Swedish dictionary of synonyms ( Ord fór ord 1986). It originates from 
1960 and was revised in 1977. One of the given synonyms for ‘feminine’/Temale’ is 
‘motherly’. In Italy, motherhood is often expressed as the essence of being a woman 
(Welles-Nyström et al. 1994). According to Julia Kristeva, “Christianity is no doubt 
the most sophisticated construct in which femininity ... is confined within the limits 
of the Maternal.” (1986: 99f) In anthropology, as has recently been analysed by 
Dubisch (1995), it is often taken for granted that womanhood in the Mediterranean 
region is achieved by natural means, for instance through motherhood (e.g. Gilmore
1987).

18 I apply the commonly used term ‘patriarchal’, although for an anthropologist it 
denotes a hierarchical gender system where fathers have more power than other men 
and, of course, women rather than a gender system where males in general have 
more power than women (Gemzöe et al. 1989: 51). By patriarchal I mean a society 
where the majority of societal institutions are male dominated and where the various 
‘agendas’ are male biased. This means that women and less powerful men either 
accept the hegemonic ‘male values’ or resist them to varying degrees. However, it 
should be noted that Italy in certain important ways can also be described as a matri- 
centric society, where key values are tied to the institution of motherhood and where 
mothers are powerful figures within the family (Accati 1995; Saraceno 1988; cf. 
note 26 below). Compare also the note on ‘Western’ in the introduction.



tical decision making. The expected reward for women is entirely of a so- 
called private nature.19 In most discussions about motherhood, also 
among women, there is a (deliberate) ideological blurring between con
ceptually different kinds of mothering (Held 1989: 372). In short, this 
blurring consists in confusing what I call bodily mothering (female prac- 
ices during pregnancy, birthing and lactation) and mothering (childcar- 
ing) in a way that makes the latter kind of mothering seem as natural for 
women as the former (Chodorow 1978; Holm 1993; Ruddick 1994).20

The ambiguity of motherhood is also related to blurring another con
ceptual difference inherent in the notion ‘motherhood’, i.e. between 
‘institution’ and ‘experience’ (Rich 1976; cf. Kristeva 1986).21 While the 
institution of motherhood contributes to the control of women (and 
children), motherhood is nevertheless experienced by many women as a 
gift, a privilege, something that both changes and enriches one’s life. A 
society’s continued existence depends on a certain number of women 
giving birth. This does not necessarily have to be organised through the 
institution of heterosexual marriage. Yet this is precisely what has hap
pened in the Western world. The ‘Malthusian couple’, according to 
Michel Foucault (1981 [1976]), is the result of political changes during 
the Enlightenment, which in several ways encouraged and eventually 
rewarded procreative sexuality within the heterosexual family. Crucial 
issues regarding childbearing and maternity, which earlier were of interest 
only to the church, have since then been concerns of the state as well as of 
the individual woman and her family (Treichler 1990: 120). In today’s

19 This goes of course ako for the possible loss that men might suffer when they 
disclaim the main responsibility for daily childcaring.

20 For the sake of clarity, it should be pointed out that pregnancy and birth are 
not the only ways to become a mother. Various forms of adoption are other obvious 
passages to motherhood. It should, however, be noted that the most common form 
of adoption is when a woman who has given birth to an infant socially ‘adopts’ it in 
the sense that she accepts to mother it. This adoption is usually considered ‘natural’ 
and therefore not a topic for further social or cultural investigations, except by 
feminists (e.g. Rich 1976; Ruddick 1994).

21 A recent discussion in anthropology shows that the distinction between ‘institu
tion’ and ‘experience’ is still relevant, albeit not without difficulties, as an analytic 
dimension in the cross-cultural study of various aspects o f ‘maternities’ (Ram 1998).



learning process of how to become a good mother, expectant first-time 
mothers will have to deal with all kinds of supervising (state) experts who 
will try to convince them of the veracity of their particular motherhood 
discourse (Woollett and Phoenix 1991; Marshall 1991; Gardner 1995). 
During pregnancy women have to make their choices regarding prenatal 
care, birth place and birth assistance within a specific techno-political eco
nomy of the state that sets the legal limits to the choices that are available 
or forbidden. In short, contemporary Western women make their repro
ductive choices within a context where these choices are already restricted 
(Rothman 1984; Pizzini 1987a; Szurek 1997). Hence, the importance of 
analysing reproductive politics (Ginsburg and Rapp 1995; Harcourt 
1997; Ram 1998; Jolly 1998; Lock and Kaufert 1998).

Compared to studies on motherhood during patriarchy, the topic of 
birthgiving (including pregnancy, birth and early mothering) has had a 
somewhat ambiguous status within feminist studies for a number of 
reasons (Ruddick 1994; Ross 1995). One is its close connection to bio
logy, which gives birthgiving an aura of being ‘difficult1 for feminists to 
study. To pay attention to biology might nourish essentialist discussions 
about gender.22 One of the central dilemmas of political feminism con

22 Italian-born feminist theorist Teresa de Lauretis (1989) points out that it is 
necessary to reflect on what kind of essentialism we are talking about when dis
cussing — as they do in Italian (and French) feminism — differences between 
women and men. After all, stating that there are no differences between women and 
men is as essentialist as saying that there are differences between them (cf. Bock and 
James 1992: 7). De Lauretis proposes that Italian feminism, if being essentialist at 
all, is essentialist in a nominal way (using Locke’s distinction between nominal and 
real essence). The nominal essence of a thing is

[t]he totality of the properties, constituent elements, etc., without which it would 
cease to be the same thing; the indispensable and necessary attributes of a thing as 
opposed to those which it may have or not... (de Lauretis 1989: 5)

According to de Lauretis, this kind of essentialism is far removed from ideas about 
woman’s immutable nature, her ‘real’ essence. On the contrary, it leaves room for the 
historical development of gender as a social and cultural construction. We can only 
know and talk about those differences that actually exist today, differences, which 
have been created within a patriarchal social and cultural context. This does not 
exclude per se the possibility that all important differences are socially and culturally 
created (but neither that some differences might be more or less biological). This,



cerns gender differences and how they should be treated. The difficulties 
involved in this matter may easily infect academic feminism too. The 
sociologist Pam Carter expresses the dilemma like this:

[sjhould women attempt to minimize gender differences as the path to libe
ration or should they embrace and enhance gender difference through fight
ing to remove the constraints placed on them by patriarchy and capitalism, 
thus becoming more ‘truly1 women? (Carter 1995: 14)

Another reason for the ambiguous status of birthgiving within feminist 
studies is directly connected to the hierarchical dichotomy between body 
and mind (reason) and the meanings of gender in the Western philoso
phical tradition (Lloyd 1984). For a female academic, who wants to be 
taken seriously within male dominated academia with its focus on the 
mind, in view of a possible backlash, it might be politically unwise to ana
lyse something so firmly anchored in the female body as birthgiving.

Birthgiving has been problematic within mainstream social sciences 
too. It is significant that human birth as a life crisis, a rite of passage of 
collective (social) importance, has interested anthropologists as well as 
other social scientists (an early example is of course Arnold van Gennep 
(1977 [1909]) for a long time. Childbirth, understood as a “culturally 
grounded, biosocially mediated, and interactionally achieved event,” 
(Jordan 1993: xi) was rarely considered a theoretically worthy subject of

however, is something we do not know. According to Paola Bono and Sandra 
Kemp, difference is somehow both sex and gender; “it is the inscription of both of 
these in the symbolic dimension.” (1991: 16) De Lauretis, referring to Italian philo
sopher Adriana Cavarero (1987), writes that “[t]he conception of sexual difference as 
‘originary human difference’ ... [appears as] a historical materialist analysis o f ‘the 
state of emergency1 in which we live as feminists.” (de Lauretis 1989: 27) Woman- 
ness is not simply a biological factor; it is the historical experience of estrangement 
and separateness.

... this is not the sexual difference that culture has constructed from ‘biology’ and 
imposed as gender, and that therefore could be righted, revisioned, or made good 
with the ‘progress of mankind’ toward a more just society. It is, instead, a diffe
rence of symbolization, a different production of reference and meaning out of a 
particular embodied knowledge, emergent in the present time but reaching back 
to recognize an ‘image of the past which unexpectedly appears to [those who are] 
singled out by history at a moment of danger.’ (ibid.)



in-depth study among earlier anthropologists, although for example Ame
rican anthropologists in general were interested in other bodily processes. 
It was difficult to get access to the actual birth site, particularly for male 
anthropologists. According to Robbie Davis-Floyd and Carolyn Sargent, 
the omission of childbirth among early anthropologists was not only due 
to gender bias since “well-known female ethnographers of the first half of 
the twentieth century paid little or no attention to birth.” (1997a: 3; cf. 
McClain 1982: 38) It should however be noted that for example 
Margaret Mead paid theoretical attention to women’s reproductive life in 
general (e.g. 1928; 1935; 1949). Rather, the omission reflected a general 
bias of earlier anthropologists toward holistic studies of societies, i.e. 
studies that did not focus on one cultural aspect in particular.

My perspective on birth in this thesis will be to try and analyse it in all 
its complexity, as a biopsychosocial event of vital importance both to the 
individual woman and to the society at large. The analysis has, purposely, 
a gynocentric bias. That is, I consciously focus on the institution of birth- 
giving from a female point of view, as fertile women’s normal biopsycho
social transition into first-time motherhood. I am not analysing birth as 
for example the birth of a new social member of a group. Neither do I 
focus on the interests of the foetus/infant in birthgiving.

Birthgiving consists of practices that hitherto only the female, a bio
logical woman, can do.23 What kind of mothering is involved in preg

23 Not only gender, but also the biological sex of an individual, is a problematic 
thing to decide (Fausto-Sterling 1992; Brody 1993; Worthman 1995). According to 
a traditional biomedical theory (the ‘female default’ model), “sex differentiation 
occurs along four axes, as genetic, gonadal, morphologic (body), and brain (beha
vioral) sex.” (Worthman 1995: 603) The genetic sex depends on the chromosome of 
the sperm (if it is an X or an Y). The gonadal sex is created by the kind of chromo
somes that establish themselves and stimulate the gonad (a sex gland) in producing 
reproductive cells. The morphologic sex, i.e. the internal and external genitals, 
emanates from the gonadal sex. In pathological cases, internal and external genitals 
might not correspond. This creates difficulties when the (biological) sex of the infant 
is going to be ascribed (almost always shortly after birth), since it is usually built on 
the form of the external genitals.

However, these three types of sex (genetic, gonadal and morphologic) together 
form what is usually called the biological sex of an individual (and in normal cases 
they all correspond). But in pathological cases there might be, as a result of how the



nancy and birthing? Rather than to emphasise the link between a preg
nant woman and her foetus in genetic terms, the concept of ‘bodily 
mothering’ emphasises the corporeal, material experiences of the preg
nant, birthing and later lactating woman, and her (un)conscious acting 
out of the cultural models of pregnancy, birthing and feeding that she has 
internalised. To use the term ‘bodily1 is a way of underlining the impor
tance for a woman’s life and identity of these intimately connected pro
cesses.24

On a political and existential level, the practices concerned with 
modern pregnancy and birthing are different from — maybe unique 
amongst — other kinds of human practices in the following way: they are 
to a high degree directed to the presumed interests, and well-being, of the 
foetus (another person) that the pregnant woman is carrying. According 
to contemporary pregnancy discourse, should the woman decide to do 
something that is considered (by herself or a medical expert) against the 
interests of her foetus, it will have direct influence on the foetus’s well
being. In addition it might, for example in the USA, have legal conse
quences for her. The foetus, increasingly conceptualised as a different 
patient (person), is considered to be dependent on its mother’s practices 
for its survival.

Bodily mothering can be divided into ‘prenatal mothering’ and ‘post
partum mothering’ or ‘early mothering’, although this is not completely

sex differentiation has developed, different kinds o f ‘biological women’. Some of 
them might bear a child, others remain sterile. In a strict sense though, they are not 
‘complete biological women’. According to Carol Worthman, a recent biomedical 
model points to specific genetic factors as more important than gonadal differen
tiation in sex development (1995: 604).

Non-biological sex, brain (behavioural) sex, according to the traditional bio
medical theory, usually emanates from the classification made at birth. Perhaps we 
could call the non-biological form of sex gender, providing there is a clear line 
between biological sex and non-biological sex. This is however, to say the least, a 
much debated matter (e.g. Kessler 1990; Butler 1990, 1993; Moore 1994; 
Worthman 1995; Morris 1995).

24 Margaret Mead stressed something similar in Male and Female, writing that 
once a woman “has borne a child, her full sex membership, her ability to conceive 
and carry and bear another human being, is assured and can never be taken away 
from her.” (Mead 1950: 371)



satisfactory. Following the philosopher Ulla Holm (1993), I would like 
to argue that there is no clear-cut conceptual boundary between these 
necessarily female practices at birth, which justifies a theoretical division 
of them into prenatal and postpartum mothering. The division is more a 
heuristic device. As I see it, the important conceptual division is at 
another level that has to do with choice, agency and conscious activities. 
That is, I argue that women, while going through the maternal functions 
of pregnancy, birth and lactation, are also conscious, acting subjects. The 
practices they engage in during this period, what I call bodily mothering, 
can be studied from an anthropological perspective. Yet, there might be a 
clear-cut division regarding the bodily if a woman chooses after birth not 
to breastfeed. Then the bodily mothering is over when birth is. Although 
bottle-feeding might indeed have physical aspects, someone else than the 
bodily mother might take care of it, and it does not involve her whole 
body in the same way as breastfeeding does.

When birthing is over and the baby is born, mothering changes charac
ter. The corporeality of it all is suddenly over, but it can be prolonged 
through breastfeeding. Prenatal ‘bonding’ with an imagined infant is 
over. The new mother, the birthgiver, is about to begin a relationship 
with a ‘real’ infant, who will communicate with her as a separate, yet 
deeply dependent (on her), person. This mothering relationship is con
ceptually different from the earlier bodily mothering one (the prenatal 
mothering relationship). The birthgiver is no longer necessary for a 
mothering relationship to take place, although she is without doubt often 
the best prepared in various ways. From an anthropological and feminist 
point of view it is important to keep in mind that other persons can and 
indeed (in some cases) do mother — at least share mothering — in a 
cross-cultural perspective. At least in the patriarchal, capitalist Western 
world, the ideological blurring between bodily mothering and general 
mothering is of an almost Bourdieuan doxic character. It seems only 
‘natural’ that the mother who has done all prenatal bodily mothering also 
does almost all the general postpartum mothering. The cultural norm 
states that she should mother.

Whenever a Western woman chooses to breastfeed her infant herself, 
she is deliberately prolonging the corporeal phase of mothering. Al
though she might herself dislike the ideological blurring between dif-



ferent kinds of mothering, she is in her own daily practice mixing bodily 
(necessary) mothering and gendered (contingent) mothering. She must 
be close to the child at least part of the day (assuming that she is not 
using a breast pump full time), and the child will be more dependent on 
her than on any other caretaker. Especially breastfeeding on demand, i.e. 
letting the child suckle whenever s/he wants to, might develop into a(n 
initially time-consuming) lifestyle of its own, with mother and child 
adapting to one another, creating a mutual rhythm that easily excludes 
other persons as well as other needs of the mother. Breastfeeding does 
not inevitably imply that a woman will be tied to the infant all day. She 
can at least try to breastfeed following a schedule instead of practising 
feeding on demand. Her body, though, will remain under various (excep
tional) hormonal influences, and she will still be sharing part of it with 
her child. A woman who ‘chooses’ to breastfeed, thus has to grapple with 
the problem that her own mothering practice might contribute to an 
implementation of exactly what she ideologically contests: a blurring be
tween different kinds of mothering. This might contribute to a heavier 
parenting load for herself in the future. Needless to say, perhaps, in a 
genuinely woman-friendly society, this development does not necessarily 
occur. To my mind, such a utopian society would be able to cope with 
reproductive differences, whether necessary or contingent in nature, be
tween women and men, without having to subordinate women. How
ever, all this is different if she should choose to bottle-feed.25 But choices 
are always made within a particular social and cultural context. Let us 
therefore leave the utopian world and turn to the Italian context. What 
are the implications of motherhood for Italian women? And of bodily 
mothering through breastfeeding?

Given the prevailing Western cultural norm that a birthgiver also 
should mother her newborn, a new mother in Italy does not have much

25 As Nancy Scheper-Hughes (1993: 552) points out on a critical note, there is 
always an ideological dimension in discourse about ‘free choices’ in infant feeding, 
which is — perhaps — particularly relevant when the circumstances of poor and/or 
illiterate people are discussed. In Italy, and probably the whole Western world, there 
are huge economic interests in formula (artificial milk) feeding. On the other hand, 
to choose formula feeding does not imply direct health risks for the infant in contrast 
to what is often the case in poorer countries.



of a choice. The choice not to mother at all or to share early mothering 
with someone else, for example the father, is something that has to be 
accounted for and defended. To many Italians, paid work or severe illness 
are the only acceptable explanations for a mother not to mother her infant 
full-time. Early mothering is a culturally contested area. In contemporary 
Italy, the cultural norm to breastfeed is not as strong as the norm to 
mother. There are many more socially and culturally accepted reasons not 
to breastfeed than not to mother at all. Nonetheless, breastfeeding today 
is socially and culturally constructed as ‘natural’ and it is a powerful 
symbol of good mothering.

Mothering work, as it is described by Sara Ruddick (1980; 1994), 
implies “to ‘see’ children as demanding protection, nurturance, and train
ing and then to commit oneself to the work of trying to meet these de
mands” (1994: 33). In the Italian context, mothering is difficult to dis
tinguish and/or isolate from other domestic and/or reproductive work. 
Italian family life centres on the mother to a high degree. Chiara Saraceno 
(1988: 77) writes about the modern family as matrìcenttica (‘matri- 
centric’) in the sense that affectivity and family continuation are ex
pressed, by both women and men, in their relationship to their mother 
(cf. Accati 1995).26 Women, who are the main weavers of kin networks, 
also define themselves in relation to the various maternal figures: as 
daughters of the same mother, as wife to the son of one’s mother-in-law, 
as mother of one’s mother’s grandchildren or of one’s mother’s-in-law 
grandchildren. Women are also normally responsible for various kinds of 
services among kin: if someone becomes ill, it is usually a female relative 
who comes to visit, who helps with errands, personal hygiene and so on. 
Saraceno (ibid.: 78) describes this as extending to the kin network the 
work that women already do in their nuclear families. Saraceno (ibid.: 
187) defines ‘family work’ as “all work that is necessary for the daily re
production and creation of the family and of its individual components.”

For some women this asymmetrical division of family work is a prob
lem, but many women in Borgo and its surroundings accept this, as the

26 Luisa Accati argues that “British and American historians and social scientists 
... have not given sufficient weight to the fact that the Italian family is matricentric.” 
(1995: 254)



way things should be. Besides, most of them have already taken on part 
of this family work when they got married, in spite of the fact that in 
many cases, as with the majority of my informants, they have full time 
paid work. Italian women in general, as Gioia Longo (1992) and Riita 
Kyllönen (1996: 105, 109) have noticed, are conscious of the practical 
implications of motherhood: to give up a professional career (sometimes) 
or at least to radically change it so as to be able to combine paid work 
with unpaid mothering (and family) work. The low birth rate is among 
other things a sign of this awareness. My informants all talked about their 
husbands as “helping them” with domestic tasks. This is an indication of 
the fact that women are taking on the main responsibility for these tasks.

Women are also responsible for the care of newborns in Italy. Men 
participate in varying degrees but they do not take on the main responsi
bility for it. Nor are they supposed to. Luisa Accati argues that “[fļrom 
the eighteenth century on, responsibility for child-rearing and the moral 
guidance of children was allocated [by the Catholic church] ever more 
exclusively to women.” (1995: 252) Northern Italian birth rates are lower 
than southern Italian ones. Furthermore, more northern Italian women 
than southern Italian ones have paid jobs (ISTAT 1999). For example, 
Lombardy’s neighbouring region, Emilia-Romagna, had in 1997 the 
lowest birth rates in Italy and the highest level of female paid work 
activity in Italy (Rapporto 1997 1999). Thus it does not seem too far
fetched to argue that contemporary northern Italian women have less 
experience with childcaring than southern Italian women. Perhaps they 
are also more prone to seek expert help. Many of my Borgo informants 
came from one-child families. Although informants with sisters or cousins 
sometimes had experience of baby-sitting, it was my impression from 
interviews and observations that young Borgo women in general were 
inexperienced, particularly when it came to their own newborns.

In Borgo, most pregnant women want and expect to do most of the 
mothering of their coming child. A strong maternal identity is part of the 
Italian femininity ideal. And, as Longo (1992) argues, a new maternal 
concept influenced by feminist ideas has gained strength among Italian 
women. Pregnant women are aware of (feminist) discussions about



shared mothering (or parenting).27 The women I interviewed after birth 
did talk about the fact that the father of the child shared some mothering 
with them, for example changing diapers, or walking around with the 
crying child late in the evenings and at night. This was regarded as a 
significant change of attitudes and behaviour from their own fathers’ 
generation. A few of my friends shared mothering to a high degree, even 
when the child was newborn. However, other friends of mine practised 
‘traditional parenting’ with the mother doing all mothering and the father 
doing some kind of almost part-time fathering (i.e. occasionally playing 
with the child and educating it, even sometimes physically punishing it).2

To see women as different from men, for whatever reason, is common 
among Italians. Equality between women and men, according to interes
ted Italians, must be won on a socio-political level where gender differen
ces can be embraced and accepted without leading to discrimination 
against women. This difference perspective on gender also permeates the 
discussion of bodily mothering. Few Italian women would regard breast
feeding per se as an impediment to gender equality. However, they are 
aware that breastfeeding as the most time-consuming part of early 
mothering, might further reinforce the situation in which women take on 
the main responsibility for daily mothering and domestic practices. This

27 This is not the place for a discussion of the particularities of Italian feminism, 
which is as heterogeneous as most other feminisms (see e.g. Birnbaum 1986; 
Cavarero 1987; de Lauretis 1989; Bono and Kemp 1991; Bock and fames 1992; 
Longo 1992; Kemp and Bono 1993; Passerini 1994). What I would like to point 
out, however, is that Italian feminism has been quite successful in influencing politi
cal discourse as well as women’s everyday life (Birnbaum 1986; Ginsborg 1989; 
Longo 1992). Moreover, the most influential Italian feminists, according to Saraceno 
(interviewed by Montadert and Trägårdh 1993), are adherents of a so-called differ
ence (rather than sameness) perspective on gender: women are due to historical 
reasons culturally and socially different from men.

28 Physical punishment, which has been forbidden by law in Sweden since 1978, 
exists in Italy. To slap the fingers or even the face of a child, is something quite com
monly seen in both public and private places. So is scullacciare, to spank a little child 
on the buttocks. This is considered normal, and was also defended by the birth class 
teacher and psychologist, Dr. Landi, in Borgo as we discussed child abuse on one 
occasion after class.



might, in fact, influence a woman to opt for bottle-feeding. Feeding prac
tices in Borgo will be further discussed in chapter seven.

So far, I have stressed some important conceptual distinctions from a 
feminist anthropological point of view in regard to the field of mother
hood, childbirth and mothering. I have noted that in the Italian context, 
it is difficult to separate these notions from each other, since they are all 
linked in women’s everyday life. In the last two sections of the chapter, I 
will turn to theories of late modernity, the importance of expert systems 
and to the influence of biomedicine in Western culture.

Birthgiving as an institution
There are mainly two interrelated reasons for why I have chosen to focus 
on birthgiving as an institution. One has to do with the impact of moder
nity on people’s lives during the twentieth century. The existence and im
portance of expert systems are one of the prime characteristics of moder
nity (e.g. Giddens 1990). The other reason has to do with the influence 
of biomedical models of explanation in Western culture. Let me begin 
with the first reason. The point I want to make about the human predica
ment during modernity has been nicely formulated by Giddens:

No one can become an expert, in the sense of the possession either of full 
expert knowledge or of the appropriate formal credentials, in more than a 
few small sectors of the immensely complicated knowledge systems which 
now exist. Yet no one can interact with abstract systems without mastering 
some of the rudiments of the principles upon which they are based.
(Giddens 1990: 144)

Contemporary Western life is imbued with all kinds of expert information 
and advice that a good citizen is supposed to take under consideration. 
Birthgiving is no exception to this. Authoritative knowledge of birth
giving, as discussed earlier, has been removed from women as a category, 
which in short means that modern women in general are no longer 
experts on birth. Hence, the need for women to get in contact with the 
expert world of birthgiving. Most Western women today seek some kind 
of ‘expert5 organised prenatal care, which often includes a birth prepa



ration course. According to Giddens (1990), modem people are already 
socialised into a basic trust in expert systems.

Brigitte Jordan and collaborators in several texts (Jordan 1997; see 
Jordan 1993 [1978] for earlier references), have developed the concept of 
‘authoritative knowledge’. It points to the fact that

for any particular domain several knowledge systems exist, some of which, by 
consensus, come to carry more weight than others, either because they ex
plain the state of the world better for the purposes at hand (‘efFicacy5) or be
cause they are associated with a stronger power base (‘structural superiority1), 
and usually both. (Jordan 1993: 152)

What is particularly important for the discussions in the remainder of this 
chapter is what Jordan (ibid.) claims to be one of the characteristics of 
authoritative knowledge. When one kind of knowledge gets accepted as 
authoritative by a group of people, it thereby devalues and often dismisses 
other ways of knowing. This devaluation is one of the mechanisms by 
which hierarchical social structures are generated and maintained. Autho
ritative knowledge is powerful and persuasive precisely because it seems 
natural, reasonable and consensually constructed. It is that knowledge 
that counts.29

Modern Western childbirth has been called a classic example of com
plete médicalisation (Conrad 1992: 216). Médicalisation, according to 
the sociologist Peter Conrad, “describes a process by which nonmedical 
problems become defined and treated as medical problems, usually in 
terms of illnesses and disorders.” (ibid. : 209) However, médicalisation — 
being a bi-directional process (including a possible demedicalisation) — 
always contains space for multiple voices.

A point of departure for this analysis is that the learning process of how 
to become a good first-time mother, how to make the right decisions re
garding pregnancy and birth, takes place within a discursive space of 
birthgiving which is open to multiple voices but nevertheless asymmetric 
in the sense that a majority of (expert and lay) people consider the 
experts’ voices more authoritative.

29 Professor Gudrun Dahl has indicated to me that similar discussions about 
authoritative knowledge are found within the anthropology of development, e.g. 
Hobart (1993).



The second reason for which I have chosen to study birthgiving as an 
institution has to do with the pervasive influence of biomedicine in 
Western culture and the problems of coming to grips with its ‘aura of 
factuality5 (Geertz 1973: 109). In order to ‘understand’ contemporary 
birthgiving in the West, I have found it necessary to make inquiries into 
the global world of biomedical culture, which is to a large degree un
known to me and most lay people, before making inquiries into the 
meanings of birthgiving that the local ‘recipients’ of biomedical culture 
create.

One of the central problems in medical anthropology is how to deal 
epistemologically with the strong truth claims made by biomedicine. In 
the words of Byron Good, biomedical knowledge is presented as “a pro
gressive system that has emerged through the cumulative results of ex
perimental efforts.” (1994: 3) It reflects ‘nature’, which entails “that our 
own biological categories are natural and ‘descriptive’ rather than essenti
ally cultural and ‘classificatory’.” (ibid.; cf. Kleinman 1995: 29f) These 
strong truth claims are not only made by professionals working within 
the biomedical system, but receive legitimacy all over the world. This 
renders it difficult to analyse biomedicine as a cultural system.30

Lorna Amarasingham Rhodes (1990: 161) nonetheless describes three 
strategies of making visible the culturality of biomedicine, all of which I 
will make an attempt at applying in this dissertation. One is historical 
contextualisation. I have already provided a brief account of the develop
ment of western European birthgiving since the seventeenth century. 
Another is to uncover, through analysis of metaphor and other forms of 
speech, ways in which social meaning is embedded in biomedical cate
gories. I will utilise professional discourse during birth classes in Borgo in 
the search for social meaning. A third strategy is to attend to the life 
worlds of clinicians. Through participant observation and interviews, I 
have to some extent tried to grasp parts of these.

I am, however, uneasy about a relativist tendency in post-modern or 
poststructuralist thinking that treats different epistemological standpoints

30 In fact, many earlier studies in medical anthropology treated biomedicine as 
epistemologically different from various ‘ethnomedical’ systems (Lock 1988; Good
1994).



as competing discourses of equal value, i.e. involving no truth values at 
all.31 I think that only one who is entirely uncritical of postmodernism 
would be willing to deny that biomedicine, besides being culturally con
structed, is also a steadily growing body of knowledge, i.e. a cumulative 
system, that often but not always offers reasonable diagnoses and cures 
diseases. Why biomedicine cures diseases is on the other hand not only a 
question of providing a patient with the appropriate drug. It has often as 
much to do with the importance of culture and psychology, not least in 
the meeting between a doctor and a patient.

“One is both born and constructed as a woman,” writes the Italian- 
born feminist theorist Rosi Braidotti (1989: 101) paraphrasing the 
famous words by Simone de Beauvoir. There is an inevitable material or 
corporeal side of pregnancy and birth for a woman. These processes are 
not only matters of culture or ‘discourse’. What is at stake here is ultima
tely a question of life, health and death: a woman’s and an infant’s. Child
birth is one of the major causes of death for both women and children. 
The rate of maternal mortality in the so-called developing world has not 
improved in the past fifty years, in spite of the attempts to improve 
maternal health during pregnancy and birth (Davis-Floyd and Sargent 
1997a: 27f).32 Rather, the rates have increased by 15 to 20 percent 
world-wide (Bergström 1998). Maternal mortality is one of the few 
major measurable types of mortality that is increasing in the world 
(Bergström 1999). Infant mortality, however, has been reduced by half 
since the 1960s as a result of international campaigns to improve child 
health. A woman in Africa has a 1 in 21 lifetime risk of dying from birth 
complications; in Asia, 1 in 54; in northern Europe, 1 in 10,000. Obstet
ric emergencies account for up to 75 percent of all maternal deaths 
(Davis-Floyd and Sargent 1997a: 27f).

Not long ago, both maternal and perinatal mortality were also high in 
Western countries. One of the debates within obstetrics concerns the

31 A recent debate within the sociology of medicine on criteria for assessment 
regarding obstetrical practices concerns these matters (Annandale and Clarke 1996; 
Campbell and Porter 1997; Annandale and Clarke 1997).

32 Davis-Floyd and Sargent (1997a) are quoting an article in Science from August 
1995.



reasons why mortality nowadays is low (e.g. Loudon 1992; Corsini and 
Viazzo 1997). According to some, the principal answers are to be found 
in the great achievements in the medical field and in the quality of obstet
ric practice and clinical standards. According to others, it is principally a 
question of socio-economic improvements (for example in public health, 
nutrition, habitation, work, economy). What is interesting, as usual, is 
the grey zone between these positions (Loudon 1992).33 Socio-economic 
improvements are extremely important, so are biomedical achievements. 
Without any doubt techniques such as asepsis and later antisepsis are of 
utmost importance in saving lives. The same is true for the introduction 
of sulphonamides in the mid 1930s and (modern) antibiotics after World 
War II. Another example is the development of various caesarean section 
techniques.

However, partly because of divergent estimations of ‘risk’ between 
different clinics, there is an abuse of some of these techniques in many 
Western hospitals. This does not lead to better birth outcomes (e.g. 
Wagner 1994). There is thus a gap between knowledge and practice. Be
sides the example of the caesarean section, there is the case of ultrasound. 
Let’s say that in one clinic ultrasound is only used during high risk 
deliveries. In another clinic, ultrasound is used routinely in every delivery. 
It is not clear that the babies born in the latter clinic are healthier than 
those born in the former are. On the other hand, it is likely that the latter 
clinic has a higher degree of instrumental deliveries (using forceps or 
vacuum extractor) and caesarean sections. These examples point to the 
importance of so-called evidence-based medical practice, defined by 
Robbie Davis-Floyd (1998: 279) as “care that reflects the realities of a 
large and growing body of relevant data.” (e.g. Chalmers 1985; Regalia 
1987; Wagner 1994, 1997; Enkin et al. 1995; Ransjö-Arvidson 1998; 
Levi 1998)

I want to emphasise that pregnancy and birthing will always be potenti
ally dangerous for both women and infants, in spite of strongly improved 
mortality rates. The paths of life and death will inevitably be crossed in

33 Irvine Loudon states that “the two sets of views are not mutually exclusive. 
Poor obstetric care and poor maternal health could interact.” This suggests the 
“relative importance of different determinants.” (1992: 45)



childbirth, as they have always been. Childbirth is a life crisis. Neither 
pregnancy nor birthing are completely safe or controllable processes. The 
notion of risk is crucial in obstetrics and it shapes practice (see e.g. 
Kjølsrød 1985 on Norway, Annandale 1996 on Britain, Wrede 1997 on 
Finland).34 The tendency in many Western countries is that an increasing 
number of births, for various reasons, fall into the category of high risk 
births. In Italy, the gynaecologist Anita Regalia (1985; 1987) and the 
midwife Marta Campioni (1985) write about this predicament and its 
impact on obstetrical practice in general. According to Regalia, fear of 
death exists in all medical practice. In obstetrics, this fear is constantly 
present. An apparentiy normal situation can in a short time develop into a 
pathological, even mortal one. The fear this fact creates characterises the 
obstetrical discipline.35 This means that even if birth, according to Regalia 
(1987: 29), is physiological in 80-85 percent of the cases, i.e. proceeds 
smoothly and concludes with positive results for both the woman and the 
infant, the remaining 15-20 percent of births need some intervention in 
order to avoid serious damage to the woman and/or the infant.36 It is in 
rare cases — at least in the Western world — that death is the outcome of 
birth.37

34 The notion o f ‘risk’ is not only crucial in obstetrics. It has also been noted as a 
central feature of late modernity. According to, for example, the German sociologist 
Ulrich Beck (1992), the reflexive post-modern society can be analysed as a ‘risk 
society1, where people in general are actively interested in all kinds of dangers, not 
least technological, that threaten the environment and the human body.

35 Following another line of argument, that physicians who specialise in obstetrics 
choose to emphasise life, the sociologist Diana Scully nevertheless argues that “be
cause of the infrequency with which death is confronted, death may pose special 
problems for obstetrician-gynecologists.” (1980: 89)

36 These numbers o f ‘physiological birth’ vary among researchers, according to 
definition. For example, Davis-Floyd (1998: 277) argues that “birth, when comple
tely left alone, turns out well more than 90 percent of the time when the mother is 
healthy, well nourished, and receives adequate social support.”

37 Concerning pohtics, Italy has been described in Mary Douglas’s grid-group 
terms as characterised “by a fatahstic view of Efe, in which group involvement is low 
and social prescriptions are high.” (Thompson et al. 1990: 248) FataEsts, according 
to these theorists, regard nature as capricious and unpredictable. To describe entire 
nations (particularly extremely heterogeneous ones Eke Italy) in these generaEsed



An important notion in anthropological studies of birthgiving is ‘birth
ing system’, a concept developed by Jordan (e.g. 1993).38 The notion ori
ginated from the assumption that childbirth as an event in every known 
society is considered of such importance that the administration of it is 
never left in the hands of individuals. There are social and cultural rules 
and practices that organise childbirth. In any particular social group these 
rules and practices are always connected to, and get their meaning from, 
other cultural ideas and beliefs of this group, for example their world
view, religious ideas, ideas of the body, gender ideas. A birthing system is 
defined as the totality of the ideas, beliefs and practices that organise birth 
in a particular social group. This group can be formed on a transnational 
basis (e.g. the Western obstetrical system), on a national basis (e.g. the 
Italian obstetrical system) or be formed on a local basis (a particular hos
pital, e.g. Borgo). The birthing system is based on social consensus and 
defines the significance that the group ascribes to the birth event as well 
as establishes the rules for its administration. A birthing system has two 
important characteristics, according to Jordan: 1) since it is always part of 
a greater cultural and social system one can say that what happens at the 
moment of birth reflects the entire conceptualisation of the social group 
in question; 2) since the beliefs and practices that constitute a birthing 
system are intimately connected and coherent (having an internal logic), 
it is impossible to change something without it having consequences for 
other parts of the system (1985: 76f). In another context, Jordan re
phrases this, saying that

We know th a t ... it [birth] consists of a set of internally consistent and mutu
ally dependent practices that make sense from the inside out, though not 
necessarily from the outside in. (Jordan 1993 : xii)

terms is of course a hazardous task (cf. Boholm 1996: 79). Nevertheless, it would be 
interesting to study if, and how, a fatalistic approach to nature and its place in birth- 
giving affects decision making in Italian prenatal and intrapartum care. Although I 
am not able to say anything with certainty about this from my empirical material, my 
impression from interviews and observations is that the notion of risk is crucial in the 
management of pregnancy and birth in Borgo.

38 For a different use of this notion, see Blom (1988); Öberg (1996); and 
recently Fjell (1998).



According to Jordan, what makes a birthing system dependent and con
sistent is “the local, culture-specific definition of the event.” (ibid.: 48) To 
see through the internal logic, to analyse it — to discover its culturally 
constructed character — is more easily done from a cross-culturally com
parative perspective. Jordan argues that the comparative analysis of these 
(internally logical) systems, using basic anthropological notions, is what 
“differentiate[s] anthropological studies of childbirth from biomedical or 
sociological or psychological or literary investigations about the same 
topic.” (ibid.: xii)

However, as will be further discussed below, I am critical of the idea of 
emphasising too devotedly that birthing systems have to be completely 
logical. After all, the term ‘system’ is an analytic device that does not im
mediately correspond to an ‘empirical reality1. A birthing system (not 
only in a complex society) is most likely influenced by diverse, sometimes 
conflicting, discourses and experiences. That is, there is room for consi
derable intracultural variation in a birthing system, which might threaten 
the usefulness of the term, in particular if we are talking about a general 
‘Western birthing system’. The usefulness of the term might be threat
ened even if we allow ourselves to talk about various Western systems. I 
will nevertheless apply this notion in the dissertation, keeping closely in 
mind the theme of intracultural variation.39

The problem of late modern birthgiving discourse
The process of médicalisation has turned birthgiving into a biomedically- 
defined problem and lay female collective knowledge of it has been mar
ginalised. In a certain sense, thus, the battie between lay women and 
medical experts was won by the medical experts in the middle of the 
twentieth century when birth in most Western countries (definitely) 
moved out from people’s homes and became institutionalised (taking 
place in a hospital). However, Jordan underlines that authoritative know
ledge, despite its hierarchical nature and its devaluation of other ways of

39 A similar critique is of course applicable to the notion of the biomedical system 
in itself (e.g. Good 1994; Kleinman 1995). The biomedical system is both a general 
system and at the same time a local phenomenon with various manifestations.



knowing, is “an interactionally grounded notion.” (1993: 154) This 
means that people on different levels within a particular group, not only 
those in authority positions (for example experts), must agree on what 
constitutes authoritative knowledge. In other words, while it is true that 
women — as I mentioned earlier — have collaborated in the médicalisa
tion of birthgiving, they must also continue to place trust in the expert 
system of birthgiving. Lay people’s attitudes of trust in expert systems are 
strongly influenced by experiences at so-called access points. These are, as 
Giddens (1990: 85) has emphasised, ordinarily characterised by mutual 
displays of manifest trustworthiness and integrity, but they also carry a 
reminder of the ‘vulnerability’ of expert systems: it is potentially fallible 
flesh-and-blood people who are their operators. In the meeting between a 
lay person and an expert, authoritative knowledge is exposed to the 
‘demeanour1 of the experts (ibid.: 85). For example, a doctor may choose 
a demeanour of solemn professionality, sometimes as a means of reducing 
the impact of imperfect skills, human fallibility and/or inadequate medical 
practice. Everyone is aware that real trust is in the expert system rather 
than in the individua/ experts. Access points are “places of tension be
tween lay scepticism and professional expertise.” (ibid.: 91)

Neither lay opinions nor the professional expertise, however, form 
monolithic systems. They both contain ambiguous and contradicting ten
dencies, and they also influence each other. The cultural ‘resistance’ that 
women have sometimes offered against the médicalisation process has not 
taken place “independent of the categories of the dominant cultore.” 
(Ginsburg and Rapp 1995: 11) For example, the médicalisation of birth
giving has at least since the 1970s been questioned by many so-called 
consumer organisations (Oakley 1984; Romito 1985; Fjell 1998). Even 
the institutionalisation of birth (i.e. birth occurring in hospital) has been 
questioned, albeit on a more modest level (Balaskas 1997; Szurek 
1997).40 This means that the debate about what constitutes authoritative

40 In most Western countries the choice of birthplace is almost non-existent today 
since birth in hospital is the only alternative. Holland is the most important excep
tion to this norm (Jordan 1993). Planned homebirthing has in most countries been 
made difficult to choose — and more importantly — is nowadays regarded as a 
strange, dangerous, and out of the question alternative, not only by experts but also 
by most women (Szurek 1997: 299). This is so notwithstanding the fact that (for



knowledge regarding birthgiving is still going on, both within and out
side the medical system.

Both lay persons and experts have access to various mass mediated ‘up
dates of knowledge’ (Giddens 1990: 91). This process of reappropriation 
of knowledge, on the part of lay persons, is as fundamental a quality of 
modernity as the appropriation by experts. In addition to this, in line 
with what Thomas Ziehe (e.g. 1987) argues, there is yet another process 
of knowledge involved in late modernity: a cultural expropriation of 
people’s possibilities of making primary experiences. The mass media and 
the societal institutions in late modernity provide people with an over
whelming amount of secondary, (mass) mediated, experiences, which 
renders it more difficult for them to make their own primary experiences. 
Ziehe uses the notion of ‘cultural expropriation’ in an analysis of expe
rience and socialisation among mostly young adults. However, as far as I 
can see, it is an accurate description of what is at stake in modern birth- 
giving where most women ‘already know’ what birthing is going to be 
like through mass mediated information long before being pregnant or in 
labour. This ‘knowledge’, which is based on secondary experience, has a 
completely different character than the traditional lay female collective 
knowledge, which was discussed earlier.

The biomedical, hierarchical system has difficulties in accepting much 
critique, both from within — from midwives and doctors — and from 
outside — from lay women.41 Marsden Wagner, himself a paediatrician, 
explains the difficulties in challenging authoritative knowledge from with
in. First, one has to recognise its deficiencies. Second, one must want “to

healthy women at least) homebirthing is apparentiy as safe as birthing in hospital 
(Campbell and Macfarlane 1994; Balaskas 1997; Davis-Floyd 1998). Planned home- 
birthing in Italy is extremely rare today. Jane Szurek reports that in 1992 “more than 
99 percent of all deliveries in Italy took place in hospitals.” (1997: 288) However, 
Marta Campiotti (1985) and Rossana Cavaglieri (1985) write about their experien
ces of the small and slowly expanding homebirth culture in Italy.

41 Jordan (1993) suggests that some birthing systems are more open to non- 
hierarchical forms of authoritative knowledge and takes Holland as an example. 
Another example is perhaps Norway in the 1990s, which, according to Fjell (1998) 
shows signs of being less hierarchical. Also Sweden in the 1990s is perhaps a case in 
point.



correct those deficiencies strongly enough to be willing to speak out 
against the authority of the group.” (1997: 366) His point is that to 
challenge authoritative knowledge is difficult even when strong scientific 
evidence supports the new line. Yet medical experts working within the 
system are aware that what constitutes authoritative knowledge and prac
tice in obstetrics is in no way either stable or scientifically well-founded 
(e.g. Chalmers 1985; Regalia 1987; Wagner 1994 and 1997; Enkin et al. 
1995; Davis-Floyd 1998; Ransjö-Arvidson 1998).

From a feminist point of view it is disquieting to notice that the bio
medical system seems to have great difficulties in being able to integrate 
lay women’s critiques of the médicalisation process. As will be stressed in 
the next chapter, to define ‘old wives’ tales’ as the most unreliable know
ledge about birthgiving has been a notable practice within written bio
medical discourse during the twentieth century.

I will argue in this thesis that one response from the biomedical system 
to internal as well as external critique is to ‘mentalise’ birthgiving, to ex
plain in a reductionist way multi-faceted social and cultural issues and 
subjective experiences regarding birthgiving by simplified psychology 
alone.42 Biomedical discourse has integrated popular, simplified psycho
logical assumptions, about ‘the pregnant woman and her unresolved inner 
conflicts’ and ‘childbirth pain’, instead of considering individual women’s 
actual, subjective experiences of birthing. For example, Diana Scully 
(1980: 96f) shows how American residents in obstetrics are taught that 
pain in childbirth is (entirely) of psychological origin, i.e. in the head of 
the birthing woman, and not to be considered ‘real’. By stressing that 
non-medical phenomena are responsible for ‘disturbances’ (such as fear 
and pain) of the physiological process of birth, biomedical discourse pays 
insufficient attention to the so-called iatrogenic effects, i.e. effects created 
by the médicalisation process and the medical system itself (IHich 1976). 
There is an ambivalence and/or negativity towards women in the tenden
cy to mentalise and a genderisation of what is at stake in birthing. That is, 
the individual woman who experiences trouble during birth is accused of 
not being a mature woman, which in this case means an assumption that

42 This mentalisation of birthgiving is not to be confused with a non-reductionist 
interest in psychosocial aspects of birthgiving.



there is something wrong with the labouring woman’s ‘natural’ female
ness. She has somehow not developed her specific female qualities. This 
in turn often leads to what has been called a ‘performative view’ on child
birth (Michie and Cahn 1996): birth is regarded as an individual ‘achieve
ment’, something which might be a failure or a success.43

My contribution to the anthropological study of the creation and nego
tiation of authoritative knowledge in late modern Western birthgiving, 
aims at analysing these fissures in authoritative knowledge which reflect 
and are part of ambiguous representations of gender as well as the cul- 
turality of biomedical knowledge. I am interested in the differences with
in expert discourse rather than in its coherence as a ‘system’. How does 
obstetrical discourse construct pregnancy, birthing and breastfeeding? 
How does it construct women’s agency in birthgiving? In order to answer 
these questions, it is of central importance to analyse differences between 
as well as within the main discourses: the tokologies (birth philosophies) 
that have dominated Western obstetrics in modern time. Particularly im
portant is to take into account how these main discourses influence each 
other. In obstetrical discourse about the central notion of ‘natural birth’ 
the different constructions of women, of fear in birthing and of agency in 
birthing are particularly salient. As we shall see in the next chapter, a 
common denominator of most kinds of obstetrical discourse is to define 
women’s birth tales as the most unreliable knowledge about birthgiving.

Differences in expert discourse on birthgiving can be studied empiri
cally at the local level, at access points where experts meet lay women. In 
Borgo, there are several access points to birthgiving. I have particularly 
studied one of them: the birth preparation courses at the Borgo hospital 
where I have conducted participant observation. The succeeding chapters 
of this dissertation are in diverse ways attempts at answering the follow
ing question, the main theme of this thesis: what constitutes authoritative 
knowledge and practice about birthgiving issues in Borgo in the 1990s, 
and how does it change through negotiations?

43 This use of the notion ‘performative’ is not to be confused with how the notion 
is used in symbolic anthropology (Hastrup 1995). Nor is it to be confused with how 
the notion is used by gender theorists such as Judith Butler (1990; 1993).



My analysis of birthgiving, thus includes different discursive levels: the 
particular discourses that exist within the local northern Italian birthing 
system and the overarching biomedical discourses that exist mainly within 
the medical specialities of gynaecology/obstetrics and paediatrics. In ad
dition to this, I will make certain comparisons with local discourses with
in the Swedish birthing system in order to illuminate northern Italian 
and/or more general Western phenomena. The discursive space of birth- 
giving has transnational aspects that should perhaps be taken into more 
serious theoretical consideration. For the sake of brevity, it is perhaps 
sufficient to note that what in a somewhat imprecise way are described 
here as ‘Western’ ideas are often of a transnational character. In other 
words, biomedicine is a global phenomenon with many different local 
applications (cf. Good 1994; Kleinman 1995).

*

In the next chapter, I will proceed in two directions. First, I will take a 
closer look at the main discourses within modern Western obstetrics. 
Then I will introduce birth preparation as a central field of investigation 
into late modern Western birthgiving and describe how the birth pre
paration courses in Borgo are organised.



2
Preparing for birth

On late modern birthgiving discourses

IN THIS CHAPTER I will take a closer look at the contemporary way of 
conceptualising birthgiving. If late modernity is distinguished by its re
flexive character, as suggested by for example Giddens (1990) and Beck 
(1992), what are the particularities of today’s Western discourses of birth
giving? I will suggest that the discourses, or birth-models, which are 
relevant for contemporary Western obstetrics — the ‘medical’ and the 
‘social’ — rather than being dichotomous are better analysed as extremes 
on a tokological continuum, and that local practice often falls between 
these extremes. The analytic focus thereby shifts to the interdiscursive 
character of modern Western birthgiving discourses. Everyday obstetrical 
practice, like every other kind of practice, is based on constant negotiation 
between agents of what constitutes authoritative knowledge and practice 
within the obstetrical field. Later in this chapter I will particularly look at 
how the issue of birth preparation is elaborated in different versions of 
obstetrical discourse. Which cultural ideas lie behind modern birth pre
paration? Why has it become publicly important to prepare women for 
birth in hospital? Why, and for whom, has it become important to pre
pare women to participate consciously (i.e. by not being heavily drugged) 
in birthing?

Comparing various Western birthing systems to non-Western birthing 
systems is a fruitful anthropological task, albeit difficult. There are two 
closely connected reasons for this difficulty. The first was briefly discussed 
in chapter one and has to do with the fact that modern Western birthing 
systems are part of the biomedical knowledge system with its strong 
claims to truth. The other reason leads me back to where I left the médi
calisation process in the last chapter. Modern biomedicine is firmly em



bedded within a philosophical tradition that has come to look upon 
humans as complicated machines, separating the body and the mind (e.g. 
Lloyd 1984). The influence of this mechanistic view of the body still per
severes in obstetrics.1

According to a mechanistic view of the body, human pregnancy and 
birthing are physiological processes that humans share with other ani
mals. In human females, birth normally takes place about 265 days after 
conception, or a full nine months (about 280 days) after the first day of a 
pregnant woman’s last menstruation (Brody 1993; Faxelid et al. 1993). It 
is worth noting that medical experts always estimate the expected date of 
confinement, or due date, using the date of the latest menstruation 
(Naegele’s rule), often in combination with an ultrasound dating. This is 
so even when the expectant mother insists that she knows the date of con
ception, i.e. the day of intercourse (time of actual fusion of two gametes 
[conjugation] is unknown to everyone). The woman’s knowledge is not 
considered as authoritative as either medical practice or technologically 
established knowledge. Sam Brody (1993: 153), in his handbook in ele
mentary gynaecology/obstetrics for Swedish medical students, briefly 
mentions the conception date, but then only writes about what is used in 
clinical practice, i.e. menstrual date. That birth is a physiological event 
implies that it will occur whether the pregnant woman wants it to happen 
or not, normally within the limits above. In this way it is ‘natural’. To 
speak of ‘unnatural’ birth in this context will hardly make sense. I will, 
however, argue that in all other contexts, ‘natural birth’ is a culturally 
loaded concept, open to diverse interpretations.2

Since the male body is considered the norm in an orthodox mechanistic 
model, the female body is regarded as dysfunctional, as a defective male 
machine (Davis-Floyd 1992: 51). The mechanistic model conceptualises 
female pregnancy and birth in accordance with this view. Pregnancy and

1 Emily Martin (1987) and Robbie Davis-Floyd (1992) have done well-known 
studies on the implications of the mechanistic philosophy for women who are giving 
birth in the USA. I will return to these studies throughout this thesis.

2 The concept ‘natural birth’ has also meant different things during Western 
history. Oakley (1984: 12) mentions that médicalisation of pregnancy and birth 
started when pregnancy got incorporated into medical discourse in the seventeenth 
and eighteenth centuries as a ‘natural’ state.



birth are regarded as physiological (natural) processes, which are often 
complicated or easily disturbed. The female body (machine) has difficul
ties in doing its proper work, so interventions by professionals have to be 
performed in order for the machine to function properly (to deliver a 
healthy child and to enable the survival of the woman). Today, the hos
pital is the only right place for a safe surveillance of these processes. Birth 
in hospital is in most Western societies such an accepted phenomenon 
that it almost seems like (safe) birth would not occur unless various pro
fessional experts made it happen with the help of the latest technological 
means. In other words, birth in our culture is in a certain (ironical) sense 
constructed as anything but a ‘natural’ event. This mechanistic view on 
childbirth constitutes what has been called by different authors the me
dical (Rothman, Oakley, Wagner, Cosslett) or technocratic (Davis-Floyd) 
model — or discourse — of birth.

Often, this model is compared to and seen as in direct opposition to 
the midwifery (Rothman), social (Oakley, Wagner), natural childbirth 
(Cosslett) or holistic (Davis-Floyd) model — or discourse — of birth. 
This model conceptualises birth as a process that in most cases takes care 
of itself, needing as little intervention as possible. For several reasons, the 
dichotomy between the medical model and the social one is unhappy. 
Like every structure built on oppositions, it disguises the fact that a grey 
zone of in-betweens exists. The division also disguises the asymmetry 
between the models. While the medical model and its derivatives domi
nate in Western societies (are considered more authoritative by a majority 
of experts and lay people), the social model and its derivatives are ‘alter
natives’. Also, because of the dominance of the first it is easy to forget 
that they are both cultural models.

In stressing the importance of in-between alternatives, which have per
haps always been more common in Europe than in North America, I 
differ at least in degree from Robbie Davis-Floyd (1992), who argues 
that the technocratic and the holistic models are mutually exclusive. 
According to her, a lay woman or a medical expert who encompasses the



technocratic paradigm cannot without serious reconsideration of her/his 
fundamental beliefs accept even parts of the holistic model.3

What is important, to my mind, is that late modern Western obstetrics 
contains alternatives to an orthodox medical mechanistic model. During 
the twentieth century, the contemporary medical model has integrated 
some of the ideas that emanate from the ‘natural childbirth’ model 
(Cosslett 1994). Today’s medical model of birth is, as a result of this ‘re
flexi vi ty3 process (Giddens 1990), not perceived to be completely separate 
from other cultural and social domains, albeit considered more authori
tative.

Informed women do not have to be entirely ‘possessed by1 the medical 
model. By getting access to more knowledge of health issues they can 
increase their own ‘possession o f medical knowledge, thereby changing 
their cultural ‘perspective’ (Hannerz 1992). In the end, depending on 
how they ‘read’ the different birth models, women form what Davis- 
Floyd (1992) calls a ‘belief system’ of birth. However, as Tess Cosslett 
(1994) has pointed out, there is a danger here, emanating from the fact 
that even the natural childbirth discourse is deeply influenced by the 
medical discourse. Advocates of alternative discourses do not reflect upon 
what this influence implies for their own models. Above all, Cossletfs 
point is that much feminist critique of the medical model is uncritically 
influenced by the natural childbirth model, without reflecting on the 
‘ideological’ basis of it.

The modern concept of ‘natural birth’ must be seen in the inter- 
discursive context I sketched out above, as a reaction to (too much) 
obstetrical interference with the physiological process of birth. Even 
though the modern tendency in obstetrics to intervene took off mostly in 
the mid-nineteenth century (Loudon 1992: 340), it is important to no
tice that various obstetrical interventions have for a long time been accep
ted as circumstantially necessary by adherents of different birth philoso

3 Recently, Davis-Floyd has reconsidered this polarised view in favour of a 
cautious interest in Donna Haraway’s cyborg model (1991), saying that “I found the 
complexities of the cyborg to more accurately, more hopefully, and more thoroughly 
represent the complexities of the technologization of reproduction than the reduc- 
tionistic holistic-technocratic dichotomies with which I had been working.” (Davis- 
Floyd 1998: 267).



phies, and by different birth assistants (midwives or doctors). What was 
new, and eventually became characteristic of an orthodox medicalised dis
course of birth was that interventions should be done routinely (Treichler 
1990: 119).

This background gives ‘natural’ a cultural and ideological meaning and 
to speak about ‘unnatural’ birth suddenly makes sense. According to ad
herents of an alternative discourse, ‘unnatural’ birth refers to a birth under 
rigorous medical and technical surveillance, where birth — too often end
ing in a caesarean section (Wagner 1994: 193f) — is likely to occur 
whenever the physician intends it to occur. In other words, in the ma
nagement of an ‘unnatural’ birth, the doctor or midwife do not listen to 
and follow the biopsychosocial signals of the woman’s body and mind but 
rather adhere to a medical protocol that states when it is proper to in
tensify, speed up, or even start, labour.

Medical and technical surveillance includes at least a few of the fol
lowing procedures and/or operations: a clyster (for the woman to cleanse 
her intestines), pubic shaving, changing to special hospital gowns, amnio- 
tomy (artificial rupture of the amniotic sac), repeated cervical checks 
(internal exams), external and/or internal foetal monitoring (which in 
most cases confines the woman to bed for long periods), intravenous 
feeding, oxytocin infusion (to speed up labour), a sedative (to calm down 
the woman), analgesics/anaesthetics (pain relief for the woman), trans
portation from the labour room to the delivery room, episiotomy (a 
surgical incision of the perineum in order to enlarge the vagina for the 
baby’s head), obstetrical press (on the uterus in order to speed up birth). 
In the case of a so-called instrumental birth, the procedures might extend 
to application of forceps or a vacuum extractor or transportation to the 
operating theatre for a caesarean section. In other words a nightmare, at 
least to someone who has prepared herself for giving birth ‘naturally’.

However, the amount of obstetrical interference is not the only way to 
think about ‘natural birth’. Davis-Floyd (1992: 162f) argues that, in the 
North American context, ‘natural birth’ seldom has to do with the degree 
of obstetrical interference but with the conscious participation of the 
birthing woman. As long as the labouring woman is not heavily drugged, 
birthing can be labelled ‘natural’, even if interventions are done routinely. 
This version of ‘natural’ can quite easily be integrated into a medical



model of birth. It does not question the medical model’s way of con
ceptualising birth as a basically risky business that should be taken care of 
by experts, as much as the version of ‘natural birth’ that concentrates on 
the amount of obstetrical intervention.

In much contemporary mainstream obstetrical discourse, at least in 
Europe, it is fashionable to declare adherence to some kind of ‘natural 
birth’ philosophy.4 This might mean everything from vaginal birth with 
low medical and technical surveillance without pharmacological pain 
relief to vaginal birth with high medical and technical surveillance with a 
certain amount of pharmacological pain relief. According to some, the 
only kind of birth that does not fit in under the heading ‘natural birth’ is 
caesarean section birth. From a feminist point of view, an important 
dimension of ‘natural birth’ is power. Who decides what is considered 
‘natural’? What decisions can the labouring woman influence? To me, this 
elasticity of the concept seems to indicate that to declare adherence to a 
‘natural birth’ paradigm without specifying what this means does not say 
anything about which general birth model a person adheres to. I will 
argue that, in Europe at least, the ‘natural birth’ discourse is too hetero
geneous to be categorised in terms of a technocratic model only. How the 
concept ‘natural birth’ is used in Borgo will be further discussed later in 
this chapter and throughout the thesis.

In the previous chapter I mentioned that medical experts working 
within the biomedical system are aware that what constitutes authorita
tive knowledge and practice in obstetrics is neither stable nor scientifically 
well-founded (e.g. Chalmers 1985; Regalia 1987; Wagner 1994 and 
1997; Enkin et al. 1995; Ransjö-Arvidson 1998). Western obstetrical 
practice, (like biomedical practice in general), is not evidence based, 
according to Regalia (1987: 33f). There are different opinions. The 
‘accepted practice’ in the end turns out to be the one that a majority of

4 France is an exception. In a Swedish television program on birth (Borelius
1995), a Parisian head of obstetrics was interviewed. He declared that birth, accord
ing to him, should be ‘cultural’, i.e. subject to human interference, as much as pos
sible, since ‘natural’ birth in ‘primitive’ societies implies high rates of maternal and 
infant mortality. Therefore, every woman in his clinic was anaesthetised (using epi
dural anaesthesia) and hooked up to electronic surveillance equipment during the 
whole birthing process.



professionals engage in during a certain period. The instability of the 
scientific base of obstetrics can perhaps be seen in the choice among 
obstetricians, and also in obstetrical manuals, of (occasionally) calling it 
an ‘arri (Hahn 1987: 267; Valle et al. 1992: vii). Regalia (ibid.) also no
tices that obstetricians themselves are reluctant to evaluate their own prac
tice. This is a problem that has been pointed out by many practitioners 
within the field as well as by different researchers.5 However, there are 
signs showing that this reluctance among obstetricians is about to 
weaken. In fact, Alberto Valle et al. (1992: vii) state that one of the aims 
of their birthing manual, which presents protocols for the management of 
different types of labour, is to convince Italian obstetricians to abandon 
the notion of ars ostetrica in favour of evidence-based practice. By the 
notion of ‘obstetric art’, Valle et al. refer to practices which are too open 
to personal interpretation and therefore difficult to communicate to 
others (ibid.).

There is furthermore a notable time lag in obstetrical practice. During a 
birth conference in Stockholm, the anthropologist and childbirth edu
cator Sheila Kitzinger (1997b) underlined that from the first appearance 
of critical articles about a particular obstetrical procedure, it takes on 
average 15 years before a change in (mainstream) obstetrical practice 
takes place. Since it is unlikely that these changes occur at the same time, 
a woman who has gone through pregnancy and birthing a few times 
during a period of ten to fifteen years has probably received different 
advice during each pregnancy (for example about certain types of food 
that should be avoided during pregnancy and/or lactation), different birth 
preparation (for example regarding relaxation and breathing techniques), 
different intrapartum care (for example regarding ‘necessary’ interven
tions), and different postpartum care (for example rooming-in or 
nursery).

5 See for example Chalmers (1985) and (1991), Wagner (1994), Campbell and 
Macfarlane (1994) and Enkin et al. (1995) for discussions about the need to do 
controlled randomised trials within birth management. According to Campbell and 
Macfarlane (ibid.), this type of experimental approach has only recentiy begun to be 
widely used. For a discussion of the limits of this method, especially in relation to 
certain aspects of midwifery care, see Johnson (1997).



At an important overarching level, the intracultural variations in 
obstetrical practice are restricted by the overall philosophy that the 
practitioners adhere to. In the USA at least, a mechanistic worldview 
seems hegemonic. Davis-Floyd argues that “obstetrical procedures are 
rituals that attempt to resolve certain conceptual dilemmas with which 
American society is confronted by the natural process of birth, thereby 
enabling us to continue to place our faith in the fragile model of reality 
that constitutes the central mythology of our culture.” (1994: 1125)

To sum up: Western (particularly European) tokological discourse 
presents us with a variety of developments consisting of traditional and 
alternative possibilities, without a clear-cut dyadic structure. It would, I 
think, be a good idea to analyse this as an asymmetrical continuum of 
birth philosophies. At one end there is what could be called an orthodox 
medical model of birth, at the other is what could be called a holistic 
model. Every real birthing system develops its own bricolage of obstet
rical practices in relation to these ideal models. The social field of Western 
obstetrics, thus, contains many birthing systems that differ between 
countries as well as between clinics and medical experts in the same 
country (e.g. Jordan 1993; Wagner 1997). Paediatrician Marsden 
Wagner, former director of Women’s and Children’s Health in the World 
Health Organization (WHO), refers to European cross national surveys 
of present maternity care practices, saying that

The variation [in obstetrical practices with little or no relationship to peri
natal outcome] was among countries, within countries, within districts, be
tween hospitals. In other words, obstetrics reflected the opinions and wishes 
of the chief of obstetrics in a given hospital. The variations also reflected 
custom [e.g. in using forceps or vacuum extractor] ... Such findings went a 
long way to disenchant me not only with ‘authoritative’ knowledge but with 
authoritative practice ... as well. (Wagner 1997: 370)

In my opinion, Wagner simplifies the complicated social and cultural 
steps in negotiating meaning in a birthing system. Even though the head 
of obstetrics in a Western hospital is a mighty figure (often male), he is 
not the only tokological bricoleur in the obstetrical ward. It is not only 
his ideas that structure daily life in the ward. In Borgo every doctor and 
midwife has his/her own professional style in performing the daily tasks 
which s/he practices whenever it is possible, for example when the head of



obstetrics and/or another (superior) doctor is not present. Nor is the head 
of obstetrics likely to have more power than the hospital administrators 
and local and/or national politicians. Nonetheless, Wagner’s comment 
does illustrate my argument here. It asserts that even though institu
tionalised birth is the norm almost everywhere, the degree of inter- and 
intracultural variations is high. Put in another way, it means that most 
Western birthing systems are deeply permeated by the medical model of 
birth but in terms of practice their place on the tokological continuum 
can be more towards the middle than at either of the extremes.

*

So far, I have argued that reflexive processes have contributed to 
changing what counts as authoritative knowledge in contemporary 
Western obstetrics. Expert discourse has been able to integrate various 
concepts of ‘natural birth’, at least those versions of it that do not 
question the fundamental beliefs of the medical model. As we shall see 
later in this chapter, professional agents within the obstetrical field have 
developed the most influential versions of ‘natural birth’.

Maintaining interpretive precedence in expert discourse
What about alternative lay discourse? Given the reflexivity of late moder
nity, what impact does it have on authoritative knowledge? I will argue 
that reflexive processes have not had much bearing on the hierarchical 
relationship between experts and lay people. On the contrary, a common 
denominator of different expert discourses, independently of their place 
on the tokological continuum, seem to be to distance themselves from lay 
women’s experiences and critique (oral or written) of the médicalisation 
process.6 The difficulty to integrate women’s experiences and critique is 
related to the ambivalent view of women’s place in modern birthgiving, 
which in turn resonates in expert discourse. The female birth tale (lay

6 As said earEer, women’s critique of the medicaEsation of birthgiving started in 
the 1960s and 1970s and has then continued. One of the earEest most influential 
books (in Italy as weE as in the U.S.), focusing on motherhood during patriarchy, is 
Adrienne Rich’s O f Woman Born (1976).



women’s everyday talk about birthing) has been repeatedly rejected as 
‘unreliable knowledge’ in written biomedical discourse during the twen
tieth century.

For example, Robert Hahn, in his chronological analysis of various edi
tions of the most influential obstetrical handbook in the USA, finds that 
women during the whole investigated period, i.e. 1903-1985, were 
advised to rely completely on the physician and not to take advice from 
“women friends.” (1987: 265) Another modern (Swedish) example 
comes from the earlier mentioned and widely used handbook in elemen
tary gynaecology and obstetrics by Sam Brody. Between two editions of 
the book, there is a change of formulation, perhaps coloured by political 
correctness and/or a certain sensibility to changing gender values and/or 
attitudes towards popular cultore. In 1987 Brody writes regarding 
psychological birth preparation that it is

important to do something about misconceptions and horror stories [about 
pregnancy and birth], that are generously served in the movies, in weekly 
magazines and by mothers, mothers-in-law and female friends. (Brody 1987:
135) (My translation)

In the 1993 edition, the sentence ends before he localises the tales as ema
nating from mass media and important females surrounding the pregnant 
woman (Brody 1993: 158). Nevertheless, the way contemporary written 
biomedical discourse treats women’s tales of birth is a significant part of 
the ‘mentalisation’ of birth and it will therefore be analysed in some 
detail.

The important dividing line in authoritative knowledge about birthing 
runs not only between lay people and various experts, but also between 
an oral and a written tradition, according to Cosslett (1994). She goes so 
far as to call ‘old wives’ tales’ the ‘third, marginalised, discourse about 
childbirth’. This is defined by her as “the oral stories women tell each 
other about birth, especially those told by mothers to daughters.” (ibid.: 
109) Cosslett argues that this third discourse is repudiated not only by 
orthodox adherents of a biomedical discourse but also by advocates of the 
alternative natural childbirth. In writing this, she refers directly to the 
founding father of psychosocial birth preparation, the British obstetrician 
Grantley Dick-Read, who soon after World War I, wrote an unpublished



brochure about his ideas on delivery, which included a new approach to 
childbirth pain and its origins (see note 16 on Dick-Read and ‘old wives’ 
tales’). In 1933 Dick-Read’s book on Natural Childbirth was published. 
In 1942 this was to be revised and rewritten as Revelation o f Childbirth, 
and in 1954 the third revised edition, Childbirth W ithout Fear, was in 
print. Dick-Read claims in the foreword of the fourth edition from 1954 
which is the one I have used (all references are from this) that his book 
was met with enthusiasm by many women while obstetricians remained 
sceptical. Nonetheless, his work — which will be discussed below — 
eventually gained influence on all kinds of psychosocial theories of child
birth, at least in Europe, including the psychoprophylactic philosophies.

In Italy, the experts’ discourse is even more openly paternalistic in tone 
than in the earlier mentioned Swedish example. Italian physician-patient 
relations in general have been described as paternalistic and protective in 
their character (Good 1995), and as gender asymmetrical when between 
male physician and female patient (Pizzini 1990). Thus, women are sub
ordinated both as patients and as women in the male physician-patient 
relation. The obstetrician Ferruccio Miraglia rewrote a popular handbook 
for expectant mothers in 1992. (The earlier edition of it [Miraglia et al. 
1961] was used as a reference book by the birth class teachers in Borgo). 
Miraglia (1992) has a whole chapter on superstition and ‘old wives’ tales’. 
At least in this chapter, Miraglia is a good example of the ‘doctor next-to 
God tradition’, that Good (ibid.) mentions.

I will dwell on Miraglia’s chapter for a while, because it illustrates some 
important themes. First, it underlines the trivialisation and marginalisa
tion of female knowledge about pregnancy and birth in relation to 
‘superior1 ‘true’, scientific knowledge. Second, it ‘explicates’ to the reader 
what ‘true femininity’ is. Third, it ‘psychologises’ female personality. 
Fourth, it displays a certain ‘motherhood-envy”, which seems to be a 
recurrent theme in Italian expert discourse.7 And, lastly, it authorises the 
unequal bond between women and (male) experts.

7 Some female psychoanalysts have argued that males actually can suffer from a 
‘motherhood-envy’, for example Karen Horney (1931). Motherhood-envy is a 
double-sided coin that can be culturally expressed either as an idealisation of the



Miraglia uses a fictive dialogue between a pregnant woman of middle 
education and her male obstetrician. The chapter is written in an informal 
tone, very different from the rest of the book, and it is so paternalistic 
that it becomes unintentionally comical, at least to this reader. The con
versation itself is significantly hierarchical, both regarding gender and 
social status. It is the male expert who is talking to (rather than with) the 
emotional pregnant female. And the talk is about scientific facts versus 
superstitious rubbish.

As the conversation begins, the woman is crying. Weeping, she con
fides in the doctor all the strange tales that her (female) acquaintances 
(including her maid) have told her about pregnancies. The examples are 
manifold: if you sprain your wrist, your baby might be born with a 
missing hand, if you fall and get frightened, you might have a boy, etc. 
Now, the physician’s recipe to the poor woman is for her to learn how to 
make distinctions between truth and fantasies, just as she, as a Catholic, 
has learned how to distinguish between the sacred and the profane. The 
woman, somewhat relieved, goes on to talk about remote towns where 
pregnant women do not even want doctors to touch them. The physician 
answers her that these women are not to be blamed,

they live in isolated places, without any kind of professional assistance, and 
they do not understand the importance, which should be attributed to a 
child’s birth. Those who irritate me are the women who, even though they 
live exposed to the most modern concepts of science, collect and spread these 
stupid beliefs in their spare time. (1992: 364) (My translation)

After another few pages, covering all kinds of superstitious beliefs, we 
learn that this type of woman, the one who spreads stupid beliefs, has a 
certain psychological profile, according to the doctor.

If she is still young, she is almost always a frail woman, almost never beauti
ful, with a precarious psychic balance, who does not succeed in realising the 
most intimate and feminine aspirations: love, marriage, maternity. If she is of 
advanced age, even if she is married and has children, she is a woman who 
looks at her past with rancour, precisely because it has gone by and for her 
there is nothing left, except perhaps the distress that what has been will not

mother/motherhood or as a devaluation of the mother/motherhood. Both these 
features are prominent in Italian culture. Compare also note 31 below.



repeat itself. In each of these women there is a motive for rancour towards 
life and its most symbolic expressions. And what expresses better the joy of 
life than the expectant woman, the woman who is passing through the most 
vigorous and enviable phase of existence? (1992: 366-67) (My translation)

Since this woman is not malevolent, but only acting unconsciously to 
calm her own chaotic inner life, she is not to blame, according to the 
doctor. The fictive dialogue finishes with this ‘sensible advice’ to the preg
nant woman:

To anyone who is approaching you to scatter about her own wisdom, cut her 
off gently. Tell her that you are impressionable and that the doctor has for
bidden you to listen, to see and to talk, just as in the old Chinese proverb. 
Maybe she will feel offended, but it is much better for you to have removed 
the cause of so much agitation. Maybe she will understand you, and the 
lesson will have been salutary, because one who has learned it will seldom 
repeat similar rubbish. (1992: 367)8 (My translation)

So, judging from analyses of contemporary representative medical hand
books from the U.S., Sweden, and Italy, it does not seem hazardous to 
read the message of written biomedical discourse as saying that women 
should (still) listen to, and trust, the experts. But, what about the ‘de
coding1 process,9 do Italian women actually trust the experts? In Borgo, 
as will be suggested by the ethnographic examples presented in this book, 
this is not always the case.10

8 Since Miraglia (1992) has been writing explicitly about women, especially in the 
paragraphs cited earlier, I take the liberty of using the feminine form in the transla
tion in this last paragraph, where he is using the neutral form ‘anyone’.

9 The term ‘decoded’ is borrowed from a classical reference within the field of 
cultural studies, namely Stuart Hall (1980 [1973]). Using the pair of terms ‘en
coded’/  ‘decoded’, Hall provides a discussion about various forms of resistance to 
hegemonically encoded mass mediated messages.

0 The point Giddens (1990) is making about a general trust among modern 
people in the expert system rather than in the individual expert representing the 
system, might need an elucidation in the Italian context. I am hinting at something 
that might be clearer in a comparison between different attitudes among Swedes and 
Italians, since I think they have a relative importance. For historical reasons that I 
cannot go into in this thesis (see e.g. Ginsborg 1998; Lappalainen 1999), the 
relationship between the citizens and the state in Italy is more ambiguous than in 
Sweden. In contrast with Italians, Swedes tend to have a basic trust in public health



Birth preparation: an introduction
On an overarching public level, it is important that women are socialised 
into a basic trust in the biomedical expert system and its way of managing 
birth in hospital. Modern birth preparation contributes to fulfilling this 
end. In particular, a birth preparation course that is organised by a hos
pital, like the one in Borgo, is an excellent arena for transmitting the local 
dominant medical model of birthgiving to lay recipients (cf. Oakley 
1984; Davis-Floyd 1992). It is not likely that a hospital-organised course 
will present critical perspectives on hospital birth. Nor will it present 
substantial information about different birth preparation techniques, or 
about different hospital birth agendas. It aims at preparing women to 
give birth in this specific hospital, following an already selected technique, 
and according to its particular rules. As Dr. Contini, the head of obstet
rics in Borgo said, la donna deve sapere le metodiche nel reparto (‘the 
woman should know how birth is managed in this hospital’). However, 
even a seemingly perfect arena like this is susceptible to multiple voices. 
As will be discussed throughout this thesis, various topics are debated by 
both professionals and lay people. I will try to show that the participating 
experts’ discourse reveal significant fissures, or differences, within the 
dominant system.

A second overarching aim with contemporary birth preparation is to 
prepare the heterosexual couple for parenthood within the frame of the 
nuclear family. As we shall see, this second aim has only recently become 
important in Italy, although not on a national level.

structures and are usually not as suspicious as Italians towards individual physicians 
who represent the health system, given the fairly long and, until recentiy, stable 
Swedish welfare system resting on an ideology of equality. Italians must first be con
vinced that the physician is a person to trust. Nevertheless, Italians, as well as 
Swedes, generally do trust the biomedical expert system as a knowledge system. This, 
however, does not mean that either Italian or Swedish women trust everything an 
expert says. It is always a question about negotiating authority. The widespread 
distrust of Italians towards the state and its representatives however contributes to 
the fact that at least middle class women prefer to see private gynaecologists rather 
than have faith solely in the public health system, and that many women actually 
choose to give birth in private clinics.



On a tokological level, birth preparation courses have another main 
purpose: to prepare the pregnant woman to participate consciously in 
birthing. The woman should not be heavily drugged during birth. Before 
describing how the birth preparation courses in Borgo are organised, let 
me draw the reader’s attention to the tokological background of modern 
birth preparation. What is birth preparation? Why is it important to pre
pare oneself for birthing? Which cultural ideas of the body and of birth
ing are involved in birth preparation?

The main idea of contemporary Western mainstream birth preparation, 
based upon Dick-Read and his followers, might be formulated as

Knowledge about birthing will liberate women from fear and pain or teach 
them how to deal with the thereby strongly reduced pain.

Dick-Read (1954 [1942]) claimed that women are filled with a deeply 
embedded fear of childbirth. This fear creates tension, which in turn 
produces pain. Convinced that ‘nature’ did not intend childbirth to be 
painful, his method of birth preparation therefore concentrates on how to 
‘protect’ women from, and relieve them of, fear, so that tension will not 
create pain. Knowledge about the birthing process is one of the key 
words in this theory. The other one is relaxation of the mind and the 
body. Perfectiy relaxed in a warm and comforting atmosphere, a birthing 
woman will not experience pain (except maybe during the transitional 
phase, when contractions are usually both strong and — as he now and 
then lets slip — somewhat painful).11 If she is not completely relaxed 
(free from fear), but still experiences tension and pain, she should be 
given pain relief. Women should not suffer.

In Dick-Read’s tokology (birth philosophy) there is an underlying cent
ral cultural assumption, namely the idea of a ‘natural’ body that can be 
liberated from social and cultural constraints. Feminist theorists Helena

11 Biomedical definitions of birth usually divide the birthing process into at least 
three stages: the dilation stage (when the cervix is widened enough to let the foetus 
leave the uterus), the expulsion stage (when the foetus makes its journey down the 
so-called birth canal, and actually is being born), and the after-birth stage (when the 
placenta is being delivered). The transitional phase is the last part of the dilation 
stage, when the cervix reaches its widest opening, i.e. about ten centimetres, and the 
woman usually begins to feel an irresistible urge to push.



Michie and Naomi Cahn (1996) argue that there are two main impli
cations following from a view of the body as natural: 1) that the body 
existed prior to culture, and 2) that to speak about this natural body is 
not part of culture. According to such a view there is no culture of the 
natural and nature exists outside of ideology. The natural body is ‘pre- 
cultural’. The idea of a precultural body is crucial in the cultural construc
tion of the notion ‘natural childbirth’.

When the extremely high maternal mortality in childbirth was reduced 
in the West (around the turn of the last century or during the first de
cades of the twentieth century), many biomedical professionals became 
increasingly interested in psychological aspects of childbirth. Many 
women were afraid of giving birth and suffered great pain. This interest 
in women’s fear of birthing was of course not anything new in itself. For 
instance, the (male) physician Soranus of Ephesus from the second cen
tury AD Rome, advised midwives to “work hard to allay the fears and 
anxieties of the mother” during difficult labour (French 1986). The (fe
male) physician Trotula of Salerno from the eleventh century described 
the use of opiates to dull the pain of birthing (Bois 1999). As will be dis
cussed in chapter four, to describe how to ease childbirth pain was against 
the teachings of the church. However, with the decrease in maternal mor
tality (and later perinatal mortality), the obstetrical context was different. 
The declining morbidity and mortality rates allowed the obstetrical per
sonnel to concentrate on earlier less prioritised matters.

The institutionalisation of birth created new kinds of fear in women. 
During the first part of the twentieth century, women were in many hos
pitals left alone during hours of hard labour, with or without some kind 
of (harmful) pharmacological pain relief. They were not allowed to bring 
any support person. The professional assistants were neither with them all 
the time nor did they pay much attention to the state of mind of the 
birthing women. Direct knowledge and shared experience of birth had 
become more restricted to the medical experts. Many women did not 
know what to expect.

Those, like Dick-Read (1954), who reacted compassionately to this 
widespread way of managing birth in hospital, concentrated on how to 
prepare women ‘psychosocially’ for childbirth and how to prepare hos
pital staff to care for birthing women. Dick-Read identified hospital cui-



tore and hospital personnel as the main agents in creating and main
taining fear. In doing this, his teachings deviate from other, more modern 
theories of prepared childbirth that have gained territory within main
stream obstetrics, partly because of a reluctance to discuss biomedicine’s 
role in the fear-complex.12 However, Dick-Read also focused on women’s 
minds in his method for ‘natural childbirth’.

Behind this interest in problems of the female mind is an idea that 
while sensitivity to danger is a biological reaction in animals and humans, 
fear (including fear of childbirth) is a learned behaviour in humans. Dick- 
Read contextualises fear by giving it status as a phylogenetic creation, i.e. 
emanating from development. Infants are born free from instinctive fear. 
Childbirth is inherently painless. ‘Civilisation’ or ‘culture’ has created fear. 
The human potential of imagining fear has, then, been increasingly de
veloped during history. Three underlying, and later contested, assump
tions led to this conclusion: animals show no evidence of pain during 
labour so pain in women must therefore be learned through culturally 
created fear and tension;13 natural physiological processes are painless and 
labour is a natural process so a woman (ideally) should not feel pain 
during uterine contractions;14 women in so-called primitive cultures have

12 The absence of this self-critique in modern tokologies can be interpreted in 
many ways. For instance, Davis-Floyd (1992: 162f) argues that the so-called 
Lamaze-method (based on similar ideas) that has been widespread in the USA was 
accepted as better than Dick-Read’s because it did not criticise the technocratic 
model of hospital birth and the leading role it ascribed to the physician. Dick-Read, 
who attended many homebirths, was far more radical in his critique of the hospital 
culture, and also prescribed to the physician a less interfering role during birth.

13 This idea has been questioned by later studies on animals, which argue that 
animals in labour show signs of pain (referred to by Olofsson and Irestedt 1998).

14 The idea of birth as inherently painless has been convincingly dethroned during 
the latter half of the twentieth century. The psychologist and pain researcher Ronald 
Melzack (1984) claims that pain in childbirth is partly caused by physiological fac
tors. For example, the human pelvis is very different from comparable four-legged 
animal pelvises and the fact that humans are walking on two legs has made birth 
more difficult. Intense uterine contractions, with stretching or tearing of cervical, 
vaginal or other tissues of the organs in the pelvic floor and the perineum, would be 
expected to produce pain. This, in turn, might have bad effects on the child during 
birth, since pain can adversely affect uterine blood flow. To deny every organic



painless births.15 These assumptions imply that as a consequence of the 
development of ‘civilisation’, ‘modern’ women have become estranged 
from their natures, and they have to learn how to behave ‘naturally5. 
Thus, modern birth preparation is built on a paradox: modern (civilised) 
women have to learn how to behave ‘naturally5. As we shall see, this 
paradox is recurrent throughout expert discourse on birthgiving. Anthro
pologically, the idea of a precultural body misses the point that birthing, 
whatever else it is, is always culturally mediated.16

component in childbirth pain, as Dick-Read (1954) did, and to mentalise it instead, 
is a way of trivialising women’s pain (cf. Scully 1980).

15 See Cosslett (1994) for an extensive critique of this notion about ‘primitive, 
natural’ woman, and the earlier work by Mead and Newton (1967). Compare the 
similar Western tendency to regard all non-Westerners, i.e. not only women, as 
closer to nature (Ortner 1974).

16 Dick-Read (1954) lists five potential sources of women’s fear regarding birth: 
significant relatives and/or friends; people (including the partner/husband) with pre
vious experiences of childbirth; public opinion (i.e. the impact of various mass 
media); old scriptures (especially the Bible; see chapter four, note 14 about Dick- 
Read’s ideas on the Bible); and finally, experts. In relation to the earlier discussion 
about ‘old wives’ tales’, Dick-Read gives considerable space to pointing to mothers, 
sisters (but also husbands) as the worst sinners in the ‘misinformation’ campaign 
about childbirth that surrounds the pregnant woman. By including males among the 
‘story tellers’, Dick-Read emphasises, at least in this paragraph, the dividing line be
tween expert and lay knowledge rather than portraying only women as the worst 
‘sinners’. He writes that for a first-time mother, ‘to have a child’ is identical to what 
others have told her that it will be like.

Curiously enough, Dick-Read does not seem to bother that in lumping women 
and men together, he forgets that women who have given birth have their own 
personal, bodily experiences of childbirth that they at least can partly recall, mobilise 
and reflect over in their support of a pregnant daughter, sister or friend. To have a 
personal experience of having gone through childbirth is epistemologically and 
phenomenologically different from having attended birth, for example as an expec
tant father or as a woman who has not given birth. Empathy, or an experience of 
taking part as a companion only, can never be at the same level as a personal ex
perience of actually giving birth. Furthermore, as a woman, one is aware from an 
early age that childbirth is only a potential experience for women. This too should 
have an influence on imagining birth. But in Dick-Read’s view, both women and 
men are victims of horror stories that exist in our society. According to him, women,



So, this is the tokological background, from which late modern birth 
preparation discourse has grown. The contemporary obstetrical context 
is, of course, very different from Dick-Read’s time. The médicalisation, 
institutionalisation and technologisation of birth have increased during 
the twentieth century. The gap between women and experts has widened 
even more as the use of technology has been intensified. Today hospital 
birth is the norm almost everywhere (which it was not in Dick-Read’s 
time), and even if the personnel is educated in psychosocial ideas about 
for example how to ease tension, and the importance of being present 
during labour and not only at birth, the hospital environment has not 
changed for the better. On the contrary, for those who are frightened by 
the hospital environment, new machines and techniques have made it 
even more alienating. There might be conflicting interests between medi
cal personnel and birthing women that did not exist in Dick-Read’s time. 
He regarded the personnel as potential helpers to the women, with a 
similar need to be psychosocially educated. The possibility of medical 
malpractice, which is much discussed today, is not present in his dis
course, only psychological maltreatment. On the other hand, hospital 
personnel today are much more aware of the importance of the psycho
social components of childbirth, and women generally are theoretically 
better educated about childbirth. Yet, as will be discussed in chapter four, 
women still experience fear in birthing.

How, then, are the birth preparation courses in Borgo organised? Let 
me start my introduction to birth preparation in Borgo by giving an 
account of my first meeting with the women participating in one of the 
birth courses in Borgo.

A hot September morning in 1993 I went down the stairs o f the 
apartment building where I lived with my husband and my son situated 
at the outskirts of Borgo, said buongiorno to  a neighbour, took my

with their own past or forthcoming experiences, feel a need to tell ‘horror stories’ 
about birth because they had had painful experiences because of the fear they had 
been experiencing. This in turn is a result of the widespread belief that childbirth is 
inherently painful — a belief that Dick-Read himself contested. That people are 
victims of horror stories may of course be true. Horror stories, or misinformation, 
however, are not the only ways to tell a birth tale.



bicycle and began my five to  ten minutes journey to  the hospital with 
the hope o f  initiating participant observation in one o f  its birth courses. 
After arriving at the hospital I went across the parking lot in front o f it, 
looking out for the overly diligent guardian at the main entrance, al
ways suspicious o f  someone who tries to  enter w ithout what he con
siders to  be a proper errand. Fortunately he was not on service this 
morning, so I  entered w ithout any problem and continued down the 
corridor towards the wing where the paediatric and gynaecology-ob
stetrical wards are located. I met the women who later became my main 
lay informants in the room where the birth courses at the Borgo 
hospital used to take place during the time o f my fieldwork.

For me it was not the first time I entered the room since I had parti
cipated in a class when being pregnant myself a year earlier. My pre
sence now  in my new role as a participant researcher had been announ
ced just a few minutes earlier by dottoressa Landi, one o f  the two birth 
class teachers, a psychologist who at the time o f fieldwork worked at 
the hospital. By giving Dr. Landi a chance to  introduce me to  the 
group beforehand, the women had an opportunity to  refuse my attend
ance. Fortunately, they accepted my presence. Since meeting new 
people is not what I like the most, I was quite uncomfortable and sat 
down almost immediately after Dr. Landi’s short introduction. She told 
the class that I  had participated in one o f her courses last year and that I 
had become interested in the differences between Swedish and Italian 
ways o f giving birth. N ow  I was here to  study these differences and at 
her request I  had to  participate in the exercises, not just observe. This 
was perfectly in line with my intentions to  get to  know the participants 
in a plausible way.

There were seven women in this class and they were sitting in a semi
circle with Dr. Landi, who was dressed in a white coat, behind the 
table. They looked at me with some curiosity, but just for a moment. I 
felt very much out o f place, because I did no t have a nice big belly like 
them and because I felt like an intruder who somewhat violated their 
intimacy. Dr. Landi asked me a few things about my child in order to 
break the ice and I answered willingly.

Much later I realised that Dr. Landi, introducing me in this way, 
ascribed to  me a more advantageous role, than the social assistant and 
second teacher in birth classes, signora Colombo did at the other course 
in which I  participated during fieldwork. In  Dr. Landi’s class I  got the 
position o f someone who had been through it all and who was now a 
mother. I f  they wanted they could ask me about my experiences. And



after a while they did. Despite the differences between us, for example 
that I was a foreigner who had given birth in Stockholm, they recog
nised at least some commonality between us17 that went beyond the 
fact that I had attended a birth class in Borgo or that the father o f my 
child was from Borgo. I would not say that we in any simple way 
shared some ‘basic female experience o f  birthgiving’ but nonetheless I 
felt that there was something indefinable in the air that brought us 
closer together than if I  had not gone through birthgiving. In  signora 
Colombo’s class I let her ascribe to  me a role as more o f an observer, 
which was not very fortunate. The women in her class did not consider 
me as a suitable interlocutor for quite a long time, and I did not feel 
like a participant in the same way as I  did in the first class. This was the 
reason, I think, why, in the end, I  got fewer interviewees from 
Colombo’s class than from Landi’s.

Dr. Landi asked us all our names, where we lived and a little about 
the motives for choosing this course. I  gazed at the others and noticed 
that with one obvious exception (a seventeen-year-old, as I later found 
out) they were all about my age or slightly younger, i.e. in their late 
twenties or early thirties. They were all expecting their first child, and 
this was the case in the other class as well. This is normal, according to 
the teachers. (At my own course there were two women who already 
had one child each but that was an exception.) Only two o f the women 
hved in Borgo, two in Piacenza and the other three in towns and 
villages close by. The women had chosen this class for various reasons. 
For many it was the m ost obvious choice since they intended to  give 
birth in the Borgo hospital and they wanted to get acquainted with the 
environment. For yet others who hved in the area but who intended to 
give birth in another hospital it was the most convenient choice.

Dr. Landi explained the (paradoxical) aim o f the course — to prepare 
women for ‘natural birth’ — although most o f  the participants had 
heard o f  it already. She underlined the importance o f  practising the 
exercises at home as much as possible. “You have to take responsibility 
yourself if you want the training to function,” she said. “It is not these 
seven or eight meetings that will do the work, you have to  practice at

17 For a description of a ‘commonality among women’ experience of a first-time 
pregnant woman, see Abu-Lughod (1995: 347). As would be expected from a femi
nist anthropologist, after having admitted this feeling of commonality, she immedia
tely provides the reader with reflective interpretations of the implications of her 
experience for feminist anthropology.



home.” A few questions arose as to how often one was supposed to 
practice, and Dr. Landi answered that it would be a good idea to prac
tice at least once a day.

Then she started the first exercise. Despite the disturbing presence of 
a noisy bug in the room, we shut our eyes and tried to find a com
fortable position, however without touching the armchair mechanism 
for changing position. We were told that the exercise consisted in con
centration on respiration and in finding different groups of muscles and 
by turns straining and relaxing them. After about twenty minutes we 
opened our eyes again, and Dr. Landi asked us a bit about our reac
tions. Apart from some discreet utterances of satisfaction, someone 
commented on the disturbing bug. Dr. Landi said that we had to 
prepare ourselves for all sorts of disturbing elements since the hospital 
is a busy and noisy place. She gave us a piece of paper that summarised 
this first exercise, and that was it. We all said good-bye and I went off 
with Dr. Landi, who wanted to know if I was satisfied with her pre
sentation of me. I said that it was fine and left her office. I did not try 
to catch up with the women of the course. This was the first meeting 
for all of us and I had noticed that everyone was somewhat shy. No one 
really spoke to anyone else this first day.

A woman who wants to participate in a birth preparation course at the 
Borgo hospital has to contact the Consultorio familiare, the Family Care 
Clinic.18 This is located in a special wing of the hospital which, at the 
time of fieldwork, contained on the first floor the paediatric ward, on the 
second the gynaecology-obstetrical (including maternity) ward, and on 
the third the Consultorio. About one hundred women per year partici
pate in these classes, which means that about one woman in every five 
births occurring at the hospital is likely to have participated. However,

18 The Consultorio familiare has a special history in Italian politics (La guida Pre
natal alla nascita 1993; cf. Longo 1992, for a discussion and an evaluation of the 
Consultorio). As a result mosdy of feminist lobbying, the parliament in 1975 deci
ded to establish a new kind of health care centre throughout Italy, where health was 
also seen from a social angle. The idea was to create places that would provide ser
vices like gynaecological exams, psychological counselling and social assistance, 
where women without paying could inform themselves and decide on their own 
about health measures. In the following years all regions instituted this service, 
however with great differences between various regions and districts.



these figures are not completely reliable. Some women who participate in 
the Borgo classes do not give birth in Borgo; some, for example second
time mothers, might have participated during their first pregnancies but 
not during their second one; some women who give birth in Borgo 
might have chosen other kinds of birth preparation classes. According to 
the teachers, most of the women who participate in Borgo are middle 
class or upper middle class. This was true for the majority of women in 
the courses I followed during fieldwork. The educational level of these 
women, with few exceptions, ranged from diploma di scuola profes
sionale (Vocational school’), diploma di liceo (hipper secondary school’) 
to college and university degrees (laurea). There is, thus, a middle class 
bias in this thesis, due to the bias of the birth preparation courses. The 
middle class is perhaps also generally more supportive of the expert 
systems of modernity. The teachers gave one reason for the middle class 
bias in the courses in Borgo. They claimed that working class women 
who visit the Consultorio to ask about the course, often choose not to 
attend the course when they understand that the teachers advise women 
to stay at home as much as possible with their newborn, stressing the 
importance of the presence of the mother for the child’s well-being 
during its first year. According to the teachers, many working class 
women cannot afford to stay at home but have to return to their work 
soon after birth.

A woman who chooses a hospital organised birth preparation course 
probably has a ‘mainstream’ orientation in birth questions. At least she is 
not actively seeking ‘alternative’ birth care. Mainstream oriented women 
are likely to have “belief systems [about birth] that [fall] in-between the 
extreme forms of the technocratic and holistic models.” (Davis-Floyd 
1992: 207) I know women in Borgo who chose different courses, mostly 
because they had strong opinions about how to give birth. They preferred 
private clinics with alternative pedagogies, for example those influenced 
by Frederick Leboyer or Michel Odent.19 These ‘alternative’ friends of

19 Both Leboyer and Odent are French doctors. Leboyer is associated with ideas 
of managing birth in ways that respect the newborn. His focus is almost entirely on 
the foetus/child and not on the mother. Odent’s philosophy will be further analysed 
in chapter five.



mine were critical of mainstream birth policies, including the Borgo ver
sion, and they had the economical means necessary to search for other, 
private clinics with different policies. Other women I know had more 
idiosyncratic reasons for choosing birth preparation. For example, Rita 
chose to attend a similar course which was given privately by a dottoressa 
in the town, because she did not get along with one of the — as she called 
her — ‘bigot Catholic’ teachers at the hospital. Another friend of mine, 
Pina, attended a course at a prestigious clinic in Milan where she later 
gave birth. In her case it was quite obvious that her mother who lives in 
Milan had a strong influence on her choice of clinic and birth class.

To choose a birth class might be a question of money. The private 
alternatives have fees while the hospital class is free of charge and open to 
every pregnant woman who resides in the area. It is not my impression, 
however, that any of the women whom I talked to at the hospital chose 
that class because they lacked money. They said that they were not inte
rested in the alternatives. The women participating in the birth prepa
ration class in Borgo, like my ‘alternative’ friends, had gained information 
about labour and birth from various sources, from friends and relatives 
and from (mass) mediated material: specialised magazines, handbooks, 
videos and television.20

20 When I interviewed the women after the course, it was clear that these (middle 
class) women had read a lot about birthgiving. Attending the hospital course, wo
men are offered (and often accept) a free subscription to a widespread specialised 
magazine, Io e il mio bambino (‘Me and my child’). The tides of most Italian maga
zines like this are all ideological in the way I alluded to in chapter one. They blur the 
boundaries between bodily mothering and general mothering (which of course re
flects and recreates the Italian experience). Similar Swedish magazines address both 
parents, at least in their names, for example Vi föräldrar (TJs parents’) and Föräldrar 
och barn (‘Parents and children’). Italian specialised magazines are the forums of the 
experts to a much higher degree than similar Swedish magazines where ‘normal’ 
people are often interviewed on diverse subjects. Italian journalists choose instead to 
give voice to the experts. This means that the women I interviewed were also comp
letely aware of the contradictory nature of expert advice, since various books and 
magazines often give opposite advice — even regarding important matters (cf. simi
lar reports in Browner and Press 1997). In fact, this was mentioned spontaneously 
by some of the interviewees as something that rendered decision making in birth- 
giving more difficult.



During the woman’s visit to the Consultorio, the psychologist or the 
social assistant explains the contents of the birth course and hands over a 
pamphlet about it. The aim of the course is to prepare women to give 
birth without the use of anaesthetics, using a psychoprophylactic training 
that allows women to manage their own relaxation without needing the 
assistance of one of the staff or a support person. The practical exercises 
only enable pregnant women to participate. Husbands, or other male or 
female potential support person(s) during birth, might only attend the 
lectures in pregnancy, birthing and childcare. I will return to this at the 
end of the chapter.

The most common way of hearing about the course seems to be from 
female friends. Some private gynaecologists, who also work at the hos
pital, inform their patients about it, but this does not go for the majo
rity.21 Women who attend the hospital consulting-room for gynaecology- 
obstetrics, the ambulatorio, are not likely to hear about the course either, 
although it would seem a natural place for information. In fact, signora 
Colombo remembered that she had once put some pamphlets about the 
class in the ambulatorio, but she did not know what had happened to 
them. When I was pregnant, I learnt about the course through the clinical 
case sheet one gets in the ambulatorio during pregnancy. It has a box to 
tick off if the patient has attended a birth class, so I asked the gynae
cologist about it, and he told me to contact the Consultońo for further 
information.

There are at least two versions of why the Borgo hospital offers a birth 
preparation course. The difference between these versions lies in degree 
(of médicalisation) rather than in essence. According to the head of obs
tetrics, Dr. Contini, who arrived at the hospital at the beginning of the 
1990s, the main reason for offering birth preparation courses has to do 
with the impossibility of having the service of anaesthesiologists available 
both day and night. Since this request has not been granted by the hos

21 The first time I visited the hospital during my return visit in 1998,1 immedia
tely laid eyes on a sign that informed about the (new) birth preparation course, 
attached to the entrance door of the ward. This way of informing women about the 
course did not exist at the time of my fieldwork.



pital administration, the hospital must prepare women for giving birth 
without the routine use of anaesthetics.

According to Dr. Albertini, who became an important informant at the 
hospital, the history of birth preparation courses goes back to the 1980s 
when the staff at the Borgo hospital decided to change the childbirth 
philosophy from, in his words, “entirely medicalised birth” to “a more 
natural approach.” This policy change in Borgo meant an important shift 
from practising a so-called induced birth, using different drugs (including 
analgesics/anaesthetics), to the new line of avoiding induction of ‘normal’ 
birth. This, in turn, opened up a space for birth preparation as a method 
for coping with birth without the use of anaesthetics for pain relief. The 
gynaecologists considered different methods, including hypnosis. Even
tually, they decided to adopt the most widespread method in Italy in 
public hospitals, the RAT-method.22

The Respiratory Autogenous Training (RAT) originated from the 
psychoprophylactic methods invented by Soviet gynaecologists and phy
siologists in the 1950s. From Pavlov they borrowed the idea of teaching 
women conditioned reflexes and maintained the belief that contractions 
of the uterus are painless per se (cf. Dick-Read). Cultural superstructures 
(for instance the Bible, various myths and experiences) during history 
have destroyed the original painless contractions and created painful ones. 
The idea was to break this vicious circle by using a training program for 
pregnant women that combined a special fast breathing technique during 
the contractions with relaxation training.

It was in the 1950s that the development in the pedagogy of birth 
Svithout pain’ exploded. In France, Ferdinand Lamaze among others 
studied the Soviet experiences and soon developed a new psychoprophy
lactic method. In Italy, the psychoprophylactic method was introduced in 
1955 at the Maternità provinciale in Milan. The Italian psychoprophy
lactic method soon took on its own line of development by using a 
different breathing technique than the French one, and its advocates pre
ferred talking about ‘natural birth’ rather than ‘birth without pain’

22 The RAT-method is still partly used in the new course, although the new one 
advertises another method, the RITA (Imaginative relaxation and self-hypnosis tech
niques), that aims at a form of self-hypnosis.



(Miraglia 1992). In 1966 the Italian Society of Obstetric Psychopro
phylaxis (SIPPO) was founded, and the special Italian profile was further 
shaped when Umberto Pisciceli! presented a new method for birth pre
paration, the RAT-training. Pisciceli! (1982: 214) explains that the 
method does not take away the visceral sensations of the uterine con
traction, but it blocks those painful components in it that are created by 
fear, tension and psychological defences. By learning a new conditioned 
reflex (a breathing/relaxation pattern), women learn to control their own 
relaxation (it is autogenous) without being dependent on any particular 
instructor. This focus on autogenous relaxation made it attractive for 
using en masse in different clinics.

The training consists of weekly meetings (7-8), in Borgo beginning in 
the seventh month of pregnancy. The meetings should present seven dif
ferent exercises and an explanation towards the end of the course on how 
to breathe during the so-called expulsion stage in birth, i.e. when the 
child moves down from the uterus through the birth canal to actually 
being born. Every exercise finishes with a particular reactivating sequence 
of movements, a conditioned reflex, in order to break the relaxation and 
retake control over the body. The participant stretches her muscles, takes 
a deep breath and then clenches her fists and opens her eyes. The par
ticular scientific background, based on the idea of conditioned reflexes, is 
what makes RAT and other psychoprophylactic methods different from 
other forms of psychosocial birth preparation methods, for example those 
more directly inspired by Dick-Read (Brody 1987). The teachers in 
Borgo, however, do not explain the theory behind RAT. Only the overall 
purpose of the exercises is explained, and sometimes parts of it — for in
stance the handclaps that simulate uterine contractions — are explained.

Before and after the exercise there is room for the birth class teacher to 
discuss birthgiving issues with the participant women. The teachers in 
Borgo had two completely different styles of managing this discursive 
space. The social assistant, Colombo, dominated the arena, giving advice 
and lecturing the women on various issues, such as feeding and good 
mothering. The psychologist, Landi, was more inclined to let women talk 
among themselves without intervening too much.

In Borgo, the theoretical lectures usually start after the first three 
exercises. At the time of fieldwork, the lectures were in the hands of the



gynaecologists and the paediatricians instead of the midwives and 
children’s nurses.23 Midwives and nurses are more involved than doctors 
with the women, both during birth and afterwards. Many of the lay wo
men I interviewed commented on the fact that no midwives were in
volved in the course as it was organised at the time of my fieldwork. The 
reason why midwives did not participate, according to Maria, the mid
wife, was that the midwives for a number of reasons were on a collision 
course with the staff of the Consultorio. One of the most controversial 
issues was a disagreement regarding the birth class teachers’ way of des
cribing childbirth almost without mentioning that it involves hard phy
sical work. The midwives wanted to make this important matter perfectly 
clear to the participating women. In addition to this, there were probably 
organisational problems as well, such as what was considered the proper 
role of different hospital personnel.24 The gynaecologist is supposed to 
explain normal pregnancy and birth to the women and they in mm can 
ask questions about this. After this lecture a visit to the ward is scheduled. 
Sometimes the visit includes a short meeting with the midwife if she is 
available.25 A paediatrician who is supposed to talk about the morphology 
of the newborn baby and basic infant care holds one lecture. On one oc
casion (but it did not always happen) a dentist appeared and talked about 
the child’s dental care. At the time of fieldwork there were no after birth 
meetings scheduled, although the possibility of the participants them
selves organising a post-natal meeting on the hospital premises was men
tioned by one of the teachers. Many of the participants with whom I tal

23 Midwives, physicians and children’s nurses hold the new course. The old RAT- 
course is, however, still held by the social assistant Colombo of the Consultorio.

24 During my return visit, Maria explained what had happened to the old course. 
The psychologist, Dr. Landi, was retired and Colombo could not manage on her 
own. For a brief period there was no course. At about the same time, Maria changed 
from assisting at birth to prenatal midwifery (for example assisting physicians during 
various ultrasound exams). Together with one of the younger physicians at the hos
pital, she reorganised the course, adding a new technique — the RITA — as an alter
native to the old RAT-technique.

25 All midwives working in the Borgo hospital are women. Italian midwives are 
usually female but apparently male midwives exist too.



ked were interested in having a ^ost-natal meeting but no one took on 
the responsibility of organising it.

There are differences in opinion between medical experts in Borgo re
garding the need and usefulness of birth preparation in general as well as 
of the particular course that existed at the time of my fieldwork. The fact 
that many gynaecologists do not inform their ‘patients’ about the course 
probably reflects a conservative view of the woman as a patient rather 
than as an active birthgiver who can prepare herself, and/or an attitude 
towards women signalling that childbirth is the business of physicians 
rather than of women. Dr. Albertini, who at the time was very involved 
in birth preparation, wanted to prepare as many women as possible for 
childbirth, either by means of the course or, if the woman preferred, by 
another kind of preparation of her own choice. The midwife, Maria, also 
stressed the importance of being prepared but said that there were better 
courses and techniques than those available in Borgo. She thought that 
the course in Borgo did not manage to prepare the women well enough 
for the (physical) realities of childbirth, i.e. hard and painful labour. The 
teacher, signora Colombo, underscored the importance of being moti
vated to prepare oneself, for birthing as well as for motherhood in 
general. She was therefore not so interested in extending the course to 
every pregnant woman. On the other hand, she did not come into close 
contact with the women during birth and did not have to consider what 
Dr. Albertini said: “prepared women are usually easier to assist than non 
prepared women.”

Birth — a female or a couple’s experience?
Earlier in this chapter I argued that biomedical experts’ written discourse 
continues to stress that women should not listen to, or trust, other 
women. Yet this is precisely what many women in Borgo do. When I 
interviewed the women from the courses, I asked them about who they 
listened to regarding pregnancy and childcare issues. All of them men

26 The new course includes a post-natal meeting with the new mothers and their 
babies. It also offers a complementary stretching class, something that several of my 
interviewees searched for at the time of my fieldwork.



tioned close female relatives and/or friends as important information 
givers. Almost all women, except for a few who did not have a good rela
tionship with their mother, considered their own mothers to be parti
cularly reliable. The other women favoured instead the advice of their 
paediatrician, or they tried to rely on themselves or close friends. Un
reliable advice came mostly from gente di strada (‘people in the street3, 
i.e. acquaintances or strangers), who ‘just had to say something3. A signi
ficant cultural clash occurred between lay women and experts over the 
importance of other women, and a pregnant woman3s own mother in 
particular, as I will soon discuss, during the birth preparation course.

In the context of information about reproductive health and sexual 
matters, one should keep in mind that no comprehensive sexual education 
programme exists in Italian schools. During fascism, a law against adver
tising and selling contraceptive preparations was passed. The distribution 
of information on contraception remained in effect until the 1970s (Horn 
1994). The Catholic church as well as many parents have been opposed 
to sexual education in school for years. It is left to the free choice and 
initiative of science teachers (Amann-Gainotti 1989).27 Yet, according to 
an interview study with samples from Rome and a northern Italian town, 
in the 1990s, school is indicated by both teenagers and parents as the best 
place to inform young persons on sexual matters (Calabrini and Vaccaro 
1997). Before AIDS changed the sexual scene, one rarely saw for example 
condoms displayed in pharmacies or other stores. In fact, coitus 
interruptus (withdrawal) still remains the most commonly used contra
ceptive method in Italy (La guida Prénatal alla nascita 1993). Information 
on reproductive health issues and sexual matters has with few exceptions 
not been widespread in the national mass media until the 1990s. Italian 
censorship in the media has traditionally been directed not against explicit 
violence (as in Sweden) but against sexually explicit scenes. During the 
1990s, however, there seems to be more information about sexuality and 
reproduction available in the media (Calabrini and Vaccaro 1997). Be
sides public information, young women in the 1990s, compared to their

27 During my return visit to the field in 1998, it was pointed out to me that this 
situation has not changed. Some gynaecologists at the Borgo hospital, however, 
sometimes lecture in schools on the subject of sexual education.



mothers, also seem to receive more information about general sexual and 
reproductive matters from their mothers (ibid.). This liberalisation, how
ever, is not extended to personal sexual matters, which are still more often 
discussed among peers than in family (ibid.). It is my impression from 
interviews and observation that married women in Borgo do not easily 
admit that they engage in family planning, despite the fact that feminism 
has had a notable impact on women and on the Italian society in general 
(for example, abortion, following the result of a referendum, has been 
legal since 1978). I noticed in birth class as well as among friends in 
Borgo that few women admitted to having planned their pregnancies. 
The majority of women I talked to simply said, “it just happened.” This is 
at most only partly true in view of Italy’s extremely low birth rate, parti
cularly in the northern regions.

In spite of a more liberal view on sexuality in Italy since the 1970s, it is 
not as openly discussed, particularly not in small towns like Borgo, as in 
for example the northern European countries. I would like to discuss this 
question of pudore, modesty, in relation to the organisation of birth pre
paration courses in Borgo and how it has changed during the 1990s. One 
of the most striking features with the courses at the time of fieldwork in 
1993-94 was that they were aimed almost exclusively at women. I was 
told that in big cities, like Milan and Rome, there were courses aimed at 
the couple, but not in Borgo. Thus, Borgo did not seem to fit the image 
of the overall tendency within Western expert birth preparation discourse 
to define birth no longer as a female event but as the heterosexual 
couple’s event (Oakley 1979: 21f).28 In the following analysis I will dis
tinguish between several levels: a general Western expert discursive level, 
an Italian expert discursive level, a Borgo expert discursive level, a Borgo 
practice level and a Borgo lay discursive level. How do they interact?

28 Ann Oakley (1979: 21f) argues that in childbirth preparation, birth is regarded 
as a couple’s experience, and that the male partner is regarded as of equal importance 
to the woman in the delivery room. I would like to stress that this is often the case 
on a discursive level. In practice, there is often a noticeable difference between what 
has been said during birth preparation and how males are treated in the actual birth 
situation. In Sweden, for example, this difference is often commented on during 
birth preparation classes.



In many Western countries today birth has become an event of the 
nuclear family. It seems ‘natural’ that an inexperienced pregnant woman 
who reflects on the choice of a support person almost immediately 
chooses the father of the child as the support person. This is, however, 
not an obvious choice in Borgo, where birth for many — regardless of 
whether they like it or not — is still a largely female arena. As I will try to 
show, women in Borgo might have good reasons for choosing a woman, 
often their own mother, as a support person. To choose one’s mother as a 
support person, which was once the ‘natural’ choice for many women, is 
however nowadays not a good choice, according to most experts. In 
order to understand the issue of support persons, which is of central 
cultural importance in Borgo, a cross-cultural review of male birth assis
tants is a convenient starting point.

In chapter one I stressed that the most common cross-cultural pattern 
found in birth shows that women are surrounded by females (Mead and 
Newton 1967). Sometimes, however, men have been important partici
pants at birth, and for various reasons. Claude Lévi-Strauss’ (1986 
[1963]: 186ff) account of a shamanist’s song to help a woman with diffi
cult labour is a famous example of one of the culturally and psycho
logically important (symbolic) roles males have had in childbirth. Also 
when greater physical strength has been important males have helped in 
childbirth, for example in sustaining the woman and/or in pressing on the 
uterus in order to get the baby out of its mother’s body. Male midwives 
have also existed in non-Western cultures (Kitzinger 1981: 115), but are 
extremely rare. There are, of course, also the different practices of 
couvade, a cross-culturally found rite of ‘man in childbed’ (e.g. Gélis 
1991; Aijmer 1992). The father takes part in the process of birth in an 
indirect way, i.e. he is not actually present at the birth site during birth, 
but nonetheless ‘participates’ by performing certain ritualised activities in 
another space, usually while the woman is in labour.

However, males have also participated in other ways in birth, as 
emotional support persons, assistants and/or observers. Jordan (1993), 
for instance, writes about how Yucatan women expect their husbands to 
assist them at birth. Also in Western cultures, lay males are known to 
have assisted at birth, both as spectators and as participants. Historian 
Lisa Oberg shows that Sweden has a long tradition of males (i.e. the



father to be) participating at birth, both at the royal court and in homes 
of ordinary people. As part of the struggle over the management of 
birth, which occurred at the time of early institutionalisation of birth, the 
future father and female relatives were sent away by the doctors and 
midwives. “It is, thus, a myth, introduced by modern obstetricians, that 
[Swedish] fathers only in the 1960s have been allowed to participate at 
the birth of their children.” (1996: 41)

As for the Italian peninsula, however, there is as discussed in chapter 
one, with few exceptions,30 no evidence that birth has historically been 
anything other than a female domain (Colombo et al. 1987; Filippini 
1985; Pizzini and Giacomini 1990; Miraglia 1992; Triolo 1994). Tradi
tionally, women were assisted by other women, and apparentiy it was 
only during the later stages of the médicalisation process that women in 
general accepted male birth assistants (Filippini 1985). The modern idea 
of letting the future child’s father participate at birth is therefore quite 
radical in the Italian context. In a study conducted by the sociologist 
Franca Pizzini and her colleagues (Colombo et al. 1987) at the beginning 
of the 1980s in Milan, only a few (two) hospitals allowed the father to 
participate, and then only as a highly ritualised spectator: completely 
covered by hospital clothes for ‘hygienic’ reasons, although this strict 
hygiene did not apply to members of the hospital staff.

Miraglia (1992) claims that in psychoprophylactic philosophy the main 
reason for letting the future father participate is his role as a container for 
the woman’s anxieties. The birthing woman projects her fears for the out
come of birth on the father of the child. Somehow, she transfers part of 
her fear from the foetus to the father, which is apparentiy better for the 
birth outcome. According to Miraglia, the woman sees him as a threat to 
the birth of the child. Piscicelli (1982: 263f) summarises research into the 
father’s role at birth, emphasising the following: 1) the father’s emotional

29 The tradition to participate at birth at the royal court also existed in other 
European countries. In France, a royal birth was indeed open for public inspection 
(Gélis 1991). When the back-lying position was introduced in the seventeenth 
century, it was for the purpose of allowing the king and all the other witnesses to see 
better that the newborn really was the legitimate heir to the throne.

30 For an example of birth in Sardinia, where the husband is normally present, see 
Raphael and Davis (1985).



role (for himself in being there, for the woman who is the one who gives 
birth, for the woman in sustaining her); and 2) the importance of his pre
sence (at the moment of the recomposition of the (nuclear) family, as a 
way to compensate himself for not being able to give birth and — what 
seems to follow from this — for being able mostly to identify himself 
cognitively rather than emotionally with the child). Being present at birth 
for the father, thus, is supposed to be important mainly from a psycho
logical angle. By getting involved in the birthing process, the father is 
compensated for not being able to give birth, and his presence com
pensates the woman in childbirth for ambivalent feelings of separation 
from the foetus.31

Culturally interesting is that Piscicelli defines birth as a couple’s event, 
thereby neglecting its historical past and its different cultural meanings in 
Italy. If birthing was once a social female event, it has now become 
confined to the couple. According to Piscicelli, this is due to psycholo
gical causes. This has been pointed out as a way of underlining the he
terosexual part of the birthing process and/or as a way of reproducing the 
nuclear family. Balsamo et al. (1992: 76) argue that this way of focusing 
the couple’s sexuality is also a way of hindering the development of erotic 
feelings between the mother and her newborn, which would be a threat 
against the only accepted erotic relation in a patriarchal society, the he
terosexual couple’s.

Both Oakley (1979) and Colombo (1987b: 236) have argued that the 
tendency to regard birth as a couple’s event is another factor that might 
lead to a less central role for the woman in birth and birth preparation. 
Colombo (ibid.) quotes women in favour of a ‘humanistic’ view of birth 
who express themselves about the event by saying noi abbiamo partorito 
nel tale ospedale (‘we gave birth at the x hospital’). This, and other 
phrases like vi är gravida (five are pregnant1) instead of the previously 
known vi väntar barn (five are expecting a child’), are also quite common

31 Piscicelli also involves himself in a kind o f‘motherhood-envy1 argument, stress
ing that males have to compensate themselves for not having “any value inside the 
maternal function,” investing their energy in “defensive instincts, in procuring food 
and in social organisation.” (1982: 264) Likewise, for the male to become an obstet
rician or a paediatrician is a way to “regain the pleasures of motherhood.” (ibid.)



in Sweden.32 Both phrases are often an expression of a wish to involve the 
expectant father in birthgiving matters or a result of the fact that he is al
ready involved in becoming a father. But it might also be a way, perhaps 
more for men than for women, to evade, or a wish to deny the fact that 
pregnancy and birthing are exclusively female bodily experiences. To 
expect a child, however, can of course be a shared gender experience.

What about the situation in Borgo? Is birth among experts considered 
a female event or a couple’s event? When I asked the teachers in Borgo 
for the reasons for excluding male partners from the birth class exercises, 
they told me that “Many women do not want their own or other 
women’s husbands to be present when they do the exercises. They would 
feel embarrassed.” This answer refers to the modesty, pudore, mentioned 
above. It is also connected to a view of birthing as being something that 
the woman does with or without her male partner present. The important 
thing is that experts in the hospital supervise birth. This in turn indicates 
that a definition of birth as a couple’s experience is not self-evident in the 
Borgo context. Another indication of this is the idea, expressed by the 
birth class teachers, that “men are not very interested” in participating in 
birth preparation. However, this statement is only partly confirmed by 
my study. Most of the women I interviewed from the courses would have 
liked to have their male partners present during the theoretical lectures 
but not during the practical exercises. Other female and male friends of 
mine, who regarded birth preparation and birthing as an event of the 
couple, chose a couple-oriented private birth course in Piacenza.

The official policy of the Borgo hospital is that a woman’s husband is 
most welcome to be present when his wife is giving birth. At least pro
vided that ‘he is somewhat prepared’, i.e. to see the blood and to under
stand something about the various stages in birthing. What this means in 
reality, though, is not clear. Obviously, the personnel often ‘encourage’ 
the husband to stay. During my return visit in 1998 I spoke to two 
women who had given birth the day before, and they laughingly said that 
the staff almost pushed their husbands inside the labour room. Midwives 
Maria and Patrizia, however, displayed a certain ambivalence towards 
husbands. Perhaps husbands are tolerated more than welcomed. Either

32 They are also common in Norway, according to Fjell (1998).



males were said to be ‘not interested’ and had to be ‘talked into staying’ or 
they were ‘not prepared’ and ‘in the way’. According to Patrizia, the hus
band is not often present during the entire period of labour. He comes 
and goes, and is often replaced by the woman’s mother or his own 
mother. The most ‘courageous’ husbands pull a chair close to the bed and 
sit through most of the labour. I think a comparison with Swedish pre
natal care is illuminating at this point.

In Borgo, the male partner is usually named il marito (‘the husband’), 
as if the relationship to the future child is of secondary importance.33 A 
man participates as the woman’s husband more than as the child’s father. 
Thus, the gender of the ‘parent5 in birth preparation in Borgo is mostly 
female. In Sweden a common way of relating to a woman’s male partner 
is to call him pappan (‘the father5). During the whole pregnancy, the 
couple is treated as future parents and their relationship to the future 
child is marked. This might of course mirror the fact that more than 50 
percent of Swedish first-time fathers are not legally married to their 
female partners (Metro 1998a). But I think it has as much or more to do 
with the fact that many fathers participate much more in prenatal care 
than fathers do in Italy, and that they actually have an emotional and 
practical part to play.34

In Borgo, a male support person is a new phenomenon. There is no 
elaborated part for him to adopt. He is mainly a spectator. Thus, practice 
in Borgo does not correspond to what Oakley (1979: 21f) argues, that 
the male partner is regarded to be of equal importance as the woman in 
the delivery room. I reached this conclusion from what both lay women

33 Perhaps this is indeed the way the situation is perceived, considering the Italian 
history of policing unwed mothers and refusing paternity investigations regarding ‘il
legitimate’ children well into the twentieth century. This widespread policing system 
actually protected males from being charged with paternal responsibilities, except 
when they chose to take them on (Kertzer 1993).

34 Birth preparation courses in Sweden are ideologically named parental courses 
and are part of a program for parental education, covering also the newborn period, 
which is offered to all new parents. A news-item in Dagens Nyheter (1997) reported 
that a parliamentary investigation suggests that parental education would be replaced 
by another terminology, namely parental support. This is considered to sound less 
intrusive.



and midwives told me. Most husbands, if they are present at all during 
labour and/or birth, have to put on sterile clothes, including cap and 
shoe-protection (and in case of a cough, a mask) when they enter the deli
very room.35 In the delivery room, the husband is assigned a place beside 
the delivery table, at the upper part of his wife’s body. At most, he holds 
his wife’s hand. Furthermore, there are often various staff present in the 
delivery room: a midwife, a doctor, some nurses. They are busy at the 
lower part of the woman’s body, attending the birth.

Another important item in this is of course the fact that males are ex
cluded from the main part of the birth preparation course. They are not 
regarded as participants during birth, nor as support persons to their 
wives, since the whole method works on the principle that relaxation is 
autogenous.36 In Borgo the organisation of the courses is discussed as a 
practical problem. The classes are held in the daytime during weekdays. 
This makes it almost impossible for most males to participate, since they 
are usually working. Italian law does not permit men to take leave in 
order to be able to assist in prenatal care. Not even the lectures on preg
nancy, birth and childcare, where males are allowed to participate, are 
organised in the evenings or on Saturdays. They are also held during 
normal work hours. So males are not present at them either.

Do women in Borgo, then, want their husbands to take part in the 
birth preparation? Do husbands want to be present during labour and 
birth? One day at my own birth class, dottoressa Landi, smiling some
what, asked us if we had heard that Leboyer had changed his opinion 
about males being present at birth. His new idea was that males did not 
belong at birth, since birth is a mystical experience that only women can 
understand. Now, in this class there were two or three who wanted to 
give birth alone, assisted only by the midwife and/or the obstetrician. 
They did not want any kind of support person. One woman said that she

35 As will be further explained in chapter six, labour and delivery in Borgo take 
place in different rooms. Many husbands who are present during labour avoid being 
present during actual birth. According to the midwives, they are afraid of birth.

36 This is partly a technical problem. It would not be difficult to organise the 
exercises in a way that allow husbands to be active support persons to their wives, 
even if relaxation is autogenous. Autogenous relaxation does not necessarily mean 
that the woman giving birth must be alone all the time.



preferred to have her mother present but her husband insisted on being 
the only one present. Others did not have an opinion. Their husbands 
would probably be present, but maybe not. Some jokes were told about 
males fainting at birth.37 However, no one reacted negatively like I did. 
Socialised into the Swedish ideas of the importance of the father’s pre
sence, I was indignant over the idea of not having the father present 
during birth.38

It was very different in the two groups I followed during fieldwork. 
Almost every woman wanted her husband to participate during birth or 
at least during labour, and also during the lectures at the course. No one 
expressed the wish to do the exercises with their male partners though. 
Laura, a young woman, said that she wanted both her mother and her 
husband to participate. She was afraid, though, that her mother would 
not be able to bear seeing her daughter in pain. Instead it turned out to 
be the husband who did not put up with his labouring young wife. He 
went home and left her with her mother, during both labour and birth. 
Laura was very angry when I interviewed her and blamed the course for

37 This also happens in Sweden where males have participated for a much longer 
period of time. These jokes are almost like modern myths. Everyone has heard about 
some man who has fainted, but when asked about it they can seldom produce a 
name. Hospital personnel do not consider fainting males a problem; rather they use 
the myth as a threat to get rid of unwanted male participants. If a man is nervous and 
hears about fainting men, he might change his mind and be present only during 
labour and not in the delivery room at the actual birth. To be present only during 
labour is not unusual in Borgo.

38 In January 2000, Swedish newspapers, using provocative headlines like Släng 
ut papporna från BB (Throw out the daddies from the obstetrical wards’) (Afton- 
bladet 2000), report that Dr. Michel Odent, after 48 years of assisting birth, has 
reached the same conclusion as Leboyer regarding birth. According to Odent women 
become more nervous with their husbands around, which probably contributes to 
higher levels of caesarean section births and an abuse of pharmacological means for 
pain relief. Women should therefore be assisted by other women. The Swedish head 
of obstetrics mentioned earlier (chapter one, note 9), Thomassen, who initiated the 
experiments with doulas in his ward, comments on Odenf s statement, saying that “it 
is provocative, but it contains a nucleus that should be taken seriously.” (ibid.) 
Perhaps a sign that the definition of birth as the heterosexual couple’s experience is 
no longer self-evident in Sweden?



it. Had he been able to participate at the course, he would not have left 
her, she argued.

What will a woman do in a similar situation, where the husband for 
some reason does not participate? Usually, she brings her mother or a 
female friend as a support person. However, this choice is not appreciated 
in any kind of modern expert birthgiving discourse, particularly if the 
support person is the mother (Cosslett 1994). In the physician and RAT- 
theorist Umberto Piscicelli’s own research on Italian couples and their 
preferences of support persons, half of the couples wanted to share the 
experience of birth. In 30 percent of the cases, however, the pregnant 
woman expressed the idea of giving birth with her mother or a female 
friend present, and in 20 percent of the cases, the woman preferred to be 
alone with the staff (1982: 265). Yet, Piscicelli immediately interprets the 
request of the mother or a female friend instead of the husband as a sign 
of psychological immaturity, although he adds that the woman ought to 
have every right to decide on her own which support person she prefers 
at birth, since she might have unknown reasons of her own:

If one takes into consideration that childbirth, within the realm of instinctual 
needs, entails a regression of the emotional order which regulates female 
sexuality, the request of having the mother or a female friend present signals 
the existence of an intense need for protection. The figure of the mother or 
of a female friend does indeed have a more efficient protective effect, how
ever to the detriment of the maturative and social functions of the husband.
The absence of the husband prevents the creation of a triadic relationship of 
birth, in which the heterologous elements should form a request (sollecita
zione) for a public and relational planning (impostazione) of the event. The 
presence of the mother, of a female friend or of a non-biological father gives 
an egotistical direction to the experience. (Piscicelli 1982: 265) (My transla
tion) 9

39 This could be confronted with what the psychoanalyst Julia Kristeva argues 
about birthing in the context of primal regression. According to her, birth inevitably 
activates “the homosexual-maternal facet” of motherhood (1982: 239). “By giving 
birth, the woman enters into contact with her mother; she becomes, she is her own 
mother; they are the same continuity differentiating itself.” (ibid.) Thus, Kristeva 
stresses the importance of this particular inter-female bond. A bond, whose impor
tance Piscicelli and Miraglia want to minimise by focusing on the heterosexual and/or 
nuclear family facet of birthing.



Thus, by stressing the importance of the heterosexual family formation, 
Pisciceli! brings out the role of the father in birthing at the expense of that 
of inter-female bonds. In doing so, he neglects not only the historical past 
of childbirth in Italy, but also the importance of the complex real life 
bonds between mothers and daughters in contemporary Italy, or inter- 
female bonds in general (cf. Balsamo et al. 1992).

Among the experts in Borgo, the mother as a support person was sur
rounded by ambivalence. Midwife Maria told me that a lot of women are 
assisted by female friends. This did not seem to be a problem in the eyes 
of the medical staff. However, the presence of the mother (and/or the 
mother-in-law) of the woman giving birth is considered problematic. The 
situation of Angela illustrates this. Angela knew that her husband did not 
want to participate at birth (and he did not). Apparently he was afraid 
and she therefore preferred her mother to be present. One day in class 
there was a discussion about support persons, and Angela asked about the 
possibility of bringing her mother as a support person. Dr. Albertini told 
her in quite a rude way that “I should advise you not to do that. It is not 
a very good idea. It gets too personal. But of course, if you insist, she will 
be welcomed.” Angela was a bit discouraged but did not ask for the 
reasons.

When I talked to midwife Maria, she agreed with Dr. Albertini, but she 
also said that as far as she was concerned it is a question of what kind of 
mother it is. A mother who really is of help to her daughter is not a 
problem. The problematic mother is the one who thinks that she is the 
one who is giving birth, who wants to play the leading part. This mother 
is not a good support person to a birthgiver, according to Maria.

Some women would never want their own mother (or mother-in-law) 
at the birth site. This was the case for some of my informants. But others, 
like Angela or Laura, want precisely this, and for good reasons. They 
know that their husbands are afraid and/or not interested in seeing the 
birth. They want someone they trust, i.e. their own mother, to be there 
with them. In Borgo birthgiving sometimes remains an exclusively female 
realm. A friend of mine, Pina (who gave birth in Milan) had a difficult 
pregnancy with the threat of miscarrying due to a particular gynaeco
logical problem. Pina discussed this problem with her mother, and with 
her mother-in-law (in spite of an otherwise problematic relation to the



latter), but not with her husband, because all the women assumed he 
would become too worried if he got to know about the threat of 
miscarriage. He did not know anything about it until the baby was born. 
Considering this, it was not a surprise that he was not present at the birth 
of his daughter either.

Situations like these were interpreted by the teachers of the course as 
signs of Borgo’s cultural backwardness, ‘being a small town in the 
countryside’ (i.e. in the periphery). Women, like Angela, Laura, and Pina, 
are considered traditionalists or non molto emancipate (‘not very emanci
pated’) by the experts. The way I see it, to choose the mother as a support 
person and/or confide in her only might be expressions of a rational 
choice in a particular social situation where males to a high degree do not 
in fact participate in birth preparation practices, whatever the reasons 
might be. However, nowadays they are usually present during labour but 
not always at birth.

Women who want to bring their own mother as a support person at 
birth, are the most discursively disadvantaged in the Borgo birthing sys
tem. However, in practice this does not seem to be a big problem. 
‘Emancipated’ women, who want to involve their male partners more in 
birthgiving and who themselves consider birth to be the couple’s expe
rience, are not discursively disadvantaged. On the contrary, according to 
expert discourse, males should be present at birth. However, practice as 
regards to participating males seems to work against discourse in Borgo, 
particularly during birth preparation. During actual birth, the situation 
seems more ambiguous. Attitudes regarding male participation in birth 
preparation and during birth are still ambivalent among the personnel 
and among many women. Expert discourse (more than practice) in 
Borgo, however, increasingly states the importance of birth as a couple’s 
experience.

*

In this chapter, I have emphasised the reflexive character of late modern 
Western birthgiving discourse. I have suggested that it might be a good 
idea to look at the late modern obstetrical discourse through a model of a 
tokological continuum. For an orthodox medical model, the idea to pre
pare women to participate consciously in birthing is hardly relevant. Or



rather, ‘preparation’ occurs at another level. Women are socialised into a 
basic trust in the biomedical expert system long before becoming preg
nant. In an orthodox system, it is not important that the woman is con
scious during birth, as long as the management of birth is left to the 
experts. She might just as well be heavily drugged. Orthodox obstetrics, 
thus, concentrates on the medico-technical management of birth.

Leaving the orthodox end of the continuum, we begin to find 
alternative models. In these, the conscious participation of the woman is 
important to various degrees. However, the idea of a prepared, con
sciously participating woman does not in any simple way correspond to a 
particular model of birth management. Some birthing systems stress the 
importance of the woman giving birth to choose, for example, whether 
she wants pain relief, or what birthing position she finds comfortable. 
Other systems, like for example the one in Borgo, are more inclined to 
leave these choices to the professional experts, stressing however that the 
expectant mother should be prepared to go through ‘natural’ birth with
out fear.

Thus, I have also introduced the ideas of modern birth preparation and 
described how birth preparation courses are organised in Borgo. I have 
stressed that the course aims at socialising women into conscious and 
calm birthgivers who will facilitate the experts’ management of birth. I 
have also analysed a distinguishing but also culturally contested mark of 
birth preparation in Borgo, its way of addressing pregnant women rather 
than couples. In Italy, then, birth preparation does not have the over
arching purpose of preparing the heterosexual couple for parenthood 
within the frame of the nuclear family, although in many places courses 
exist that address the couple. In Borgo, birth preparation aims at pre
paring women for motherhood within the nuclear family. This can be 
interpreted in several ways. Obviously, it is an expression of power in the 
management of birth. To let the father of the child actively enter into the 
birth scene opens the door for a less hierarchical atmosphere. A man, who 
is not completely absorbed by labour, could possibly interfere more than 
the labouring woman.40 The policy of addressing solely women is defen

40 This argument could be applied to accompanying women too. In fact, the 
personnel dislike support women who interfere too much.



ded on grounds that are able to relate to a certain modesty, pudore, 
among Italian women. This, in turn, is connected to a traditional Italian 
way of regarding pregnancy and birth primarily as exclusively female 
bodily events rather than as a heterosexual couple’s experiences. It is my 
impression that the cultural rationalisations for this way of regarding 
birth have received less support during the 1990s, not only among ex
perts but also among lay women in Borgo. This indicates that Borgo is 
adapting to a mainstream Western pattern to regard birth as a couple’s 
event.

A factor that has facilitated this change in defining birth, to regard 
birth as a heterosexual couple’s experience rather than as a female col
lective rimal, is the increasing discursive separation of the woman from 
her foetus. In the next chapter I will pursue the main theme of this book, 
i.e. the analysis of negotiations about authoritative knowledge in Borgo, 
regarding an increasingly important part of modern birth preparation, 
namely medical prenatal care.



3
Introducing a dynamic 
element into obstetrics

On the development of prenatal care

... there is [because o f  the covert social control function o f  antenatal care] a dialectical 
relationship within the philosophy and practice o f  antenatal care over the years 
between what is happening to antenatal care and what is happening to women.

— A n n  O a k l e y , 1984

O n  a  r a i n y  SUNDAY afternoon during my return visit to Borgo in 
1998 I walked across the town to meet an old friend of mine, Rafaelia. 
As I helped her to store away a variety of paraphernalia in her base
ment, we talked about how my research at the hospital was coming 
along. I noticed that she withheld something from me and waited to 
see if she would let me know what it was. I suspected that it had some
thing to do with her second experience of childbirth, which she had 
gone through after I had left Borgo in 1994. After a while she put 
down the cardboard box she was carrying and told me what had 
happened.

During her pregnancy her husband began to have severe mental 
problems. The older child was afraid of him and very dependent on her. 
Rafaella’s pregnancy soon turned out to be complicated, the foetus did 
not gain weight as it should (suffering from what seemed to be intra
uterine growth retardation) and she went to a hospital in Milan for 
prenatal check-ups twice a week. In the seventh month of her preg
nancy she was advised to spend the remaining time in hospital. She 
needed to rest and the foetus needed to be supervised. Although she 
worried about her unborn, Rafaelia felt that she could not do this. She 
did not want to leave her child alone for two months with his sick



father and she was not able to find any other solution for such a long 
period of time.

Thinking about what to do she found a compromise: she was pre
pared to intensify her check-ups and, if necessary, stay for shorter 
periods in hospital. Rafaelia therefore contacted the Borgo hospital and 
asked the head of obstetrics whether they would consider ‘collabo
rating’ (her own word) with her under these conditions. Doing her 
check-ups in Borgo would reduce her frequent travelling to Milan and 
give her more time to rest. The head of obstetrics said that they would 
do everything to help her. So Rafaelia went to the Borgo hospital for 
an ultrasound scan. The results from this made the two involved phy
sicians conclude that she should indeed return to the Milan hospital 
(which was better equipped to take care of high risk pregnancies and 
births) and stay there. At any rate, they would not take responsibility 
for the consequences if she refused. Rafaelia went on with her story, 
saying, “they practically accused me of wanting to see my baby dead.” 
After a while, she found another hospital (ironically even further away 
from Borgo than Milan, which meant that she had to travel more) 
where they agreed to ‘collaborate’. In the end, her child was born there, 
below weight but otherwise healthy.

Rafaella’s situation was arduous and the Borgo doctors found themselves 
caught in a likewise troublesome situation, considering the fact that many 
women with ‘high risk’ pregnancies in Borgo are treated elsewhere. Their 
choice, in the end, was to refuse to have anything to do with her because 
she was not willing to follow their medical advice. Rafaelia had to con
sider her whole life situation and in doing so she had to deliberately dis
regard medical advice. Caught between the authoritative voice of bio
medicine and a strenuous life situation, Rafaelia was forced to make an 
unusually difficult choice. Her solution to this dilemma was to go on 
searching for another medical opinion and in doing so she risked aggra
vating the health of her unborn.

1 The issue here is not whether Rafaella’s interpretation was ‘reasonable’ or not. 
However, it should be noted that I have collected several stories about how different 
staffs at the Borgo hospital have scolded women in various situations (e.g. during 
labour, when an infant happened to pee during a check-up). Compare also Pizzini 
(1987c: 167ff), who provides numerous examples of similar behaviour among staff.



The case of Rafaelia problematises the whole question of making (indi
vidual) ‘choices’ during the transitional period to motherhood. Her story 
also illuminates the problem of médicalisation and biomedicine’s reduc
tionist view of birthgiving, i.e. its inability to see childbirth in a holistic, 
rich social context. According to biomedicine, successful birthgiving de
pends to a high degree on careful prenatal care, which in turn has been 
described as a question about ‘following the doctor’s orders’ (Oakley 
1984). Luckily for Rafaelia, she does not live in the USA where it hap
pens that pregnant women, against their will, are forced to undergo court 
ordered treatment (e.g. Petchesky 1987; Paludi 1991; Davis-Floyd 1992; 
Bogdan 1996).

It has been argued (e.g. by Oakley 1984; Rothman 1984; Petchesky 
1987; Duden 1993) that the development of obstetrical prenatal practices 
has brought with it a new conceptualisation of the foetus, which in turn 
makes medical prenatal care into a central cultural arena. The develop
ment of modern prenatal care has led to an increased focus on the foetus, 
which has resulted in a ‘two-patient model’.2 This leads to an interesting 
question about the female experience of being with child. Is it likely, as 
for example Duden (1993) and Mitchell and Georges (1998) have 
argued, that this development of prenatal care, which has discursively 
detached the woman from her unborn, has also detached the real woman 
from her own bodily perceptions of being with child? In this chapter, I 
will analyse the cultural implications of the various discursive detach
ments in relation to the negotiations of authoritative knowledge and 
practice during prenatal care in Borgo. Modern prenatal care uses more 
and more sophisticated tools for gaining knowledge about the unborn. 
The high degree of technologisation of prenatal care, which has been a 
prerequisite for the development of the ‘two-patient model’, has in turn 
the effect in Borgo of diminishing the group of pregnant women who, in 
the end, will experience vaginal birth. This significant consequence will, 
however, be analysed in chapter six.

2 An interesting version of this two-patient model concentrates on agency, the 
foetus’s versus the mother’s. Who commands whom during pregnancy? (Martin 
1998). This version of the two-patient model will be discussed further in chapter five 
on female agency in birthing.



From which circumstances did modern prenatal care grow and how has 
it become the way it is? According to present biomedical discourse, to
day’s prenatal care is the result of a wish to diminish or abolish preeclam
ptic toxaemia (a disorder characterised by hypertension, oedema and pro
teinuria), one of the most serious and feared complications in the preg
nant woman (Shorter 1983; Oakley 1984; Brody 1993). In spite of this, 
Ann Oakley notes that purveyors of prenatal care have been more interes
ted in saying what it ought to be, rather than defining what it is.

Thus we receive such alternative messages as: antenatal care promises the 
abolition of toxaemia, is the answer to maternal mortality, will produce 
future generations of mothers educated properly in the hygiene of parenting. 
(Oakley 1984: 251)

The physician Sam Brody (1993: 149) writes that modern prenatal care 
has its roots in a prenatal clinic in Dublin, established in 1858. This clinic 
was initiated because of a shortage of beds at the city’s usual maternity 
ward. Soon it was evident that women, who at an early stage were tested 
and treated for preeclamptic toxaemia, showed a lesser degree of eclamp
sia in late pregnancy than untreated women. The rate of toxaemia, thus, 
diminished when treatment was administered in early pregnancy.

However, this is not the only way of describing why prenatal care has 
been established on a national level in most Western countries. The deve
lopment of prenatal care should also be critically viewed in the context of 
reproductive politics. For example, Nadia Maria Filippini (1985: 64) and 
David Kertzer (1993: 44) argue that the purpose of the first maternity 
wards on the Italian peninsula in the early nineteenth century was to se
quester and protect unmarried pregnant women from social dishonour, 
rather than to provide them with medical care. The rationale, though, 
was to diminish the extremely high infant mortality rates among found
lings (cf. Pizzini and Giacomini 1990).

Oakley (1984: 14fiE), representing a critical perspective on the develop
ment of prenatal care, points out that before the modern era pregnancy 
itself was not considered a disease. The whole period of pregnancy, birth 
and motherhood was seen as a continuous entity, i.e. pregnancy, birthing 
and mothering were not divided between different medical specialities 
(obstetrics and paediatrics), as they are today. Pregnant women were sup



posed to need medical treatment because the bodily changes during preg
nancy resulted in many troublesome symptoms, not because of any 
medically perceived danger per se. Neither did early Western advice ma
nuals on pregnancy distinguish between normal and abnormal pregnancy, 
according to Oakley.

This stands in sharp contrast to modern biomedical discourse about 
prenatal care. Brody (1993: 16If) writes that the overall strategy of pre
natal care, i.e. offering every pregnant woman a certain basic obstetrical 
care, is built on the idea that a rather large fraction of these women, 
about 10-20 percent, belong to different high risk populations.3 These 
include the majority of cases of perinatal morbidity and mortality, which 
can be identified by certain diagnostic routines and are or could be avail
able for therapy. This means that there is, in Oakley’s words, a “clinical 
insistence on the probability of pathology in all childbearing.” (1984: 2)4

According to Brody (1993: 161), obstetric prenatal care and puerperal 
(postpartum) care had a completely different goal prior to the 1960s, 
than today. It was aimed at localising illness in the mother-to-be. The 
pregnant woman was the focus of prenatal care. This was a direct conse
quence of the fact that the statos of the foetus was very difficult to 
measure. One knew that the foetus was in danger when maternal compli
cation occurred, but there was not much one could do about it. Obstet
ricians tried to manage birth considering maternal as well as foetal health, 
but the lack of adequate means resulted in a mechanical judgement of the 
dimensions of the birth canal and the size of the foetus and its presenting 
part.

3 Identification of so-called high risk patients is based on the following para
meters, according to Brody (1993: 162): general physical, demographic and social 
characteristics; medical, surgical and other complications; reproductive anamnesis; 
and present pregnancy. The definition o f ‘high risk’ pregnancy has a tendency to 
include more and more pregnancies, both as a consequence of more sophisticated 
diagnostic tools and as a consequence of the medical system itself, for iatrogenic 
reasons. Also, the risk — for individual doctors and hospitals — of being sued plays a 
part in this (Chalmers 1985).

4 Compare Kjølsrød (1985) and her discussion about the ‘worst case scenario’ 
reasoning in birth management.



In Oakley's more critical words, this is to say that obstetricians had to 
rely on the pregnant woman in order to obtain information about the 
foetus (cf. Duden 1993). It was mostly from what she told the doctors 
and from what they could find out through (dangerous) X-rays of her 
body that knowledge about the foetus could be gathered. This scenario 
changed radically in the 1960s when a growth in the professional tech
niques for managing reproduction resulted in new interventions.

[These techniques] are revolutionary because, for the first time, they enable 
obstetricians to dispense with mothers as intermediaries, as necessary infor
mants on fetal status and life-style. It is now possible to make direct contact 
with the fetus, and to acquire a quite detailed knowledge of her or his phy
siology and personality before the moment of the official transition to per- 
sonhood — the time of birth. (Oakley 1984: 155)

The discovery of new techniques is something that has had deep conse
quences for biomedical development, for women’s conceptualisation of 
and relationship to their pregnancy and their foetus/child, and — al
though not always — for the health of the child. The most obvious conse
quence for biomedicine is probably that it is easier to separate the mother 
and the foetus. They can be seen as two different individuals with dif
ferent and, often mistakenly assumed, opposing needs.5 Brody writes that 
“[t]he increasing intrauterine accessibility has created a growing con

5 I will not go into this dilemma more than necessary. Suffice it to mention that 
especially in the USA there have been several dramatic battles in court between on 
the one hand hospitals and/or doctors and on the other expectant mothers over treat
ment of the foetus and/or birth (Bogdan 1996; Davis-Floyd 1992; Paludi 1991; 
Petchesky 1987). A woman, acting in accordance with what she thinks is the best for 
her foetus, wants to go through vaginal birth. The hospital and/or doctor, acting in 
accordance with what they think is the best for her foetus, opt for caesarean birth 
against the mother’s wish. Apart from actual deaths which have occurred following 
court ordered caesarean births, the tragic tendency in this is to regard the mother’s 
and the foetus’s needs as opposed, and the mother as unable to understand what is 
best for her child. It goes perhaps without saying that a woman might be wrong.
The issue is rather whether she should have the right to decide about her body, her 
pregnancy and the unborn or whether the society (hospitals, doctors) should have 
the right to decide about the foetus or the concept ‘life’ and about herself.



sciousness about the foetus as an individual, and not only as a more or 
less passive passenger.” (1993: 300)

One cannot misjudge the enthusiastic tone of voice of Brody below 
when he describes what has happened in obstetrics since the 1960s. Signi
ficantly, he has also changed the title of the chapter in question from 
Mödrahälsovård (‘Maternal health care’) in the 1987 edition, to Hälso- 
övcrvakning och fórlossningsfórberedelse (‘Health care supervision and 
birth preparation’) in the edition from 1993.

Since the 1960s, however, a new sector in obstetrics has developed — foetal 
medicine. This is one part of perinatology, a medical speciality with floating 
boundaries between obstetrics and paediatrics. The proliferate (sjudande) de
velopment has been made possible through our strongly increased knowledge 
about the physiology and pathophysiology of the foetus. Through the appli
cation of a great variety of biochemical, cytogenetical, microbiological, mole
cular-biological, and physical examination methods a previously unsuspected 
estimatíon (bedömning) o f  the foetus is possible nowadays. This has had as a 
consequence that one can nowadays analyse and evaluate facts, which directly 
or indirectly relate to the development and intrauterine situation of the 
foetus. Owing to this, a dynamic element has been introduced into obstet
rics, which makes possible a consideration during delivery not only of mater
nal but also of foetal complications. Through the functional evaluation of the 
foetus and the foeto-placental unit, delivery is no longer a mechanical but to 
a high degree a functional problem. (Brody 1993: 161)
(My translation. First emphasis in original, others added.)

Obviously the historical development of obstetrics and prenatal care raises 
questions of vital (political) interest for women concerning their repro
ductive choices. For example, when the foetus is regarded as a separate 
patient it is no longer evident that its bodily mother, as in Rafaella’s case, 
will be able to continue to ‘choose’ treatment during pregnancy. Nor is it 
evident — as it usually is in countries practising legal abortion — that the 
woman will retain her already limited right to decide whether to continue 
her pregnancy or not. In other words, the issue about women’s control 
over their own body, or ‘self-propriety1 (Petchesky 1995), is questioned 
(again).6

6 The abortion question, which has for a long time been a sensitive issue in Italian 
political debate, is returning on the political agenda also in Sweden (Dagens Nyheter 
1998).



These questions are even more complicated in the light of recent bio
medical, religious and legal discussions of the concept ‘life’ (Duden 
1993). The discursive split between woman and foetus has led to yet a 
new conceptualisation of pregnancy. The modem woman, almost imme
diately after conception, is regarded as an ecosystem for the abstract value 
‘life’. In the words of Barbara Duden, a modern pregnant woman

... is forced to choose between two existential attitudes, aliveness or life: on 
the one hand, her aliveness, on the other, life that can be added to other lives 
and managed. These words refer to two modes of existence, two kinds of 
consciousness that are not made of the same historical stuff. In the former, 
she feels and experiences because aliveness is simply her condition. In the 
latter, a scientifically established state is imputed to her by the current 
experts. (Duden 1993: 53)

Ultimately, “a woman must decide whether to be the guardian of a public 
image [a life], whether to share responsibility for its protection and deve
lopment with representatives of the law.” (ibid.: 54)

Prenatal care in Italy and in Borgo
As stated in the introduction to this thesis, there are considerable social, 
cultural and economic differences between mainly the southern and 
northern Italian regions. The regions in Italy are important (adminis
trative) units, and many issues are decided on a local level. Health care on 
the national level is controlled by the state through the National Health 
Service, but “organization, administration, and priority setting in health 
care are under the jurisdiction of local government officials in the separate 
regions.” (Szurek 1997: 293) This means that there are regional, as well 
as local, differences in prenatal care. Lombardy, where Borgo is situated, 
is the richest region in Italy (and one of the richer regions in Europe). 
The level of health care is high.

According to Regalia (1987: 39), the most common model for both 
prenatal and intrapartum care in Italy is one that emphasises the patho
logical aspect of pregnancy and birth, and the importance of medical



intervention.7 The role of the midwife in such a model is to assist the 
physician, more or less as a professional nurse. Regalia (1985: 169) 
argues that Italian midwives continually lose power and influence over 
the management of pregnancy and birthing.8 The degree of médicalisa
tion of prenatal care is thus high all over Italy.9

7 Within biomedicine there have also been discussions about the importance of 
ante-prenatal care, often called preconceptual or preconceptional care (Oakley 1984). 
In Italy, at least sometimes, a preconceptual visit to a gynaecologist is recommended, 
e.g. by La guida Prénatal alla nascita (1993). This is a popular (more than one mil
lion copies have been distributed, according to the cover) and useful manual on diffe
rent aspects of pregnancy and childbirth. It is distributed free of charge to purchasing 
customers in the chain of stores, Prénatal, which sells clothes and childcare objects 
for babies and children up to seven.

8 Nancy Triolo (1994) describes how Italian midwives tried to resist the obstet
rical take-over of birth management in the nineteenth century, and how the fascist 
period influenced the status of midwifery. It recognised it as a profession but also 
institutionalised it as a secondary and subordinate profession within the Italian me
dical hierarchy. This has not changed. The professionalisation of childbirth in Italy, 
thus, is different than in Sweden where the competition between physicians and 
midwives quite early resolved into what has been described as a considerably high 
level of concord between the professions (Oberg 1996).

9 Maternal health care in Italy is differently organised than in Sweden. In Sweden 
expectant mothers are supposed to go to the nearest maternal health clinic, which 
might be situated outside the hospital environment, and “close to 100 %” do (Hälso
vård fore, under och eñer graviditet 1997: 20). During the whole pregnancy mid
wives medically supervise them. Only a few physician-led medical check-ups are sche
duled during a normal pregnancy. Some women, however, go to their gynaecologist 
during pregnancy, often in combination with check-ups at a maternal clinic. Also, the 
psychosocial part of prenatal care is in the hands of midwives, who for a long time 
have had a strong position in Sweden compared to most other European countries 
(DeVries 1993). In fact, Swedish midwives are unique in the sense that they are 
allowed to undertake instrumental deliveries, i.e. using forceps or vacuum extractor 
(Loudon 1992; Oberg 1996). Thus, prenatal care in Sweden in the 1990s, medica- 
lised but dominated by midwives, does not completely construct the expectant 
mother as a patient, i.e. a person who has a disease, but as something in-between, as 
a healthy woman in need of careful medical, technological and — nowadays — 
psychosocial supervision.



The Italian model implies that the choices of what kind of prenatal care 
a pregnant woman wants are already restricted. Alternatives, such as 
choosing a midwife-supervised pregnancy, are not free of charge unless 
the Consultorio familiare (the family care clinic) can provide the (free) 
services of a midwife. Prenatal care might be less medicalised in those 
places where the Consultorio functions as it is supposed to, i.e. providing 
midwifery service. Also, ‘critical birth activists’ are more interested in 
obtaining midwife-supervised prenatal care and often, as some of my 
friends in Borgo did, seek alternative birth places as well (cf. Szurek
1997).

In Borgo an expectant mother is socially and culturally constructed as a 
patient from the start, since the medical side of prenatal care is almost 
completely in the hands of gynaecologists/obstetricians, either at their pri
vate clinics or at the hospital consulting-room (ambulatorio). Because the 
ambulatorio, just like the private practice, is a consulting-room for all 
kinds of gynaecological problems and pregnancy-related matters, a preg
nant woman finds herself, waiting in the corridor amongst women with 
different requests. Women giving birth are also referred to by the mid
wives as le malate, patients or diseased. However, many Borgo women 
from all classes, do not use the ambulatolo for their prenatal check-ups; 
they have private gynaecologists instead.10

When the Consultorío was established in Borgo, its staff wanted the 
assistance of a gynaecologist but they were denied it with the excuse that 
“women could visit the ambulatorio instead, since it is in the same build
ing and also free of charge.” Thus, the Consultorio does not provide any 
midwifery service. An additional reason for this is that most gynaeco
logists also have private practices and therefore have a personal interest in 
not offering alternative free services. By refusing to provide midwifery

10 Among the women in Borgo and its surroundings with whom I came into con
tact during fieldwork, only one did not have a private gynaecologist but used to go 
the ambulatorio for check-ups instead. AH the others had private gynaecologists, 
some of them worked at the Borgo hospital. During my return visit in the autumn of 
1998 it was pointed out to me that “nowadays there are mostly immigrant women 
who use the ambulatorio for their prenatal check-ups.” In fact, I noticed the presence 
of many immigrant women in the waiting room during the short time I spent in 
Borgo.



service at the Consultorio, not only the gynaecologists at their private 
practices but also the hospital administrators reinforce the médicalisation 
of birthgiving instead of for instance regarding it as a normal part of fe
male life that requires special attention. This is even more so since the 
hospital does not have separate maternity/childbirth and gynaecological 
wards. In other words, physicians at their private practices and at hospital 
continue to mix obstetrical care with gynaecological diseases, at least in 
their waiting rooms and also sometimes in the (lying-in) rooms at the 
hospital ward.

The degree of médicalisation of prenatal care in Borgo is high, and my 
impression from interviews with different women is that most women 
not only expect but indeed want this medicalised care. For example, when 
I asked about the quantity of check-ups and analyses during pregnancy, 
no one thought that they were redundant. On the contrary, several wo
men wanted more check-ups and more analyses. Of course there are ex
ceptions, also in Borgo. Some of my friends, who planned to have alter
native births, also chose to participate to some extent in alternative pre
natal care, for example led by midwives.

Many women use both the public structures and private alternatives 
during prenatal care. For instance, they may choose to do an ultrasound 
scan at the hospital, sometimes in combination with private ultrasono
graphies. Or they choose to do all blood and urine analyses at the 
hospital, while seeing their private gynaecologists for the regular check
ups. As I noted before, hospital prenatal care is free of charge. At the 
Borgo hospital, they recommend visits every 40th day at the ambulatorio 
at the beginning of pregnancy (“otherwise the woman gets nervous,” 
according to Dr. Contini), and, later on, more intensified visits. Apart 
from the regularly repeated (extensive) blood and urine analyses, a visit to 
a cardiologist (for an EKG exam) and a visit to an anaesthesiologist (to 
check for allergic reactions) are scheduled during a normal pregnancy. 
Some women, like Rafaelia above, with pregnancies that are considered 
to be so-called high risk pregnancies are followed at special clinics in 
Milan or elsewhere.

In the midwife-supervised prenatal care in Sweden, the normal pro
cedure during a prenatal check-up is that the midwife does an external 
exam by palpation of the uterus, followed by an assessment of the height



of the fundus, using a measuring tape. Hands-on techniques like this are 
considered old-fashioned and unreliable in Borgo, where the internal, 
vaginal exam is normal procedure. In relation to the low authority of 
hands-on techniques, it should be mentioned that they are not even used 
on those rare occasions, according to Maria, the midwife, when a woman 
refuses to have a vaginal exam. Such a woman only does chemical blood 
and urine analyses and ultrasound scans during pregnancy. In the Swedish 
prenatal setting, the woman can keep most of her clothes on and she does 
not have to expose her naked vagina. In Borgo, the lower part of the 
woman’s body is inevitably naked and exposed. The meeting between a 
pregnant (or labouring) woman and the (in Borgo often male) doctor is 
rather awkward, potentially embarrassing to both, and often carries sexual 
overtones. The meeting, thus, must be culturally constructed and socially 
managed in a way that minimises its obvious sexual connotations (Scully 
1980; Regalia 1987; Pizzini 1991). This has been a problem, not only in 
Italy, at least since the take-over of pregnancy and birthing by physicians. 
In the eighteenth century it was considered highly indelicate for a male 
birth assistant to see the woman’s body, so the examination was con
ducted under a sheet (Kitzinger 1997a: 214).11

One way to manage the awkwardness is to underline the professionality 
of the situation, to depersonalise it (Scully 1980: 116f), sometimes by 
over-formalising the situation, deliberately using an abstract language 
(Kitzinger 1981: 144). Another way of managing the awkwardness is to 
inflict discomfort (Oakley 1979: 302). A third, and common, way of ma
naging the awkwardness for the persons involved is to joke about it 
(Regalia 1987; Pizzini 1991). Gynaecologist Barbro Wijma (1998a and 
b) writes about the asymmetrical relationship between the gynaecologist 
and his/her female patient, emphasising that the gynaecologist expresses 
his/her position of power vis-à-vis the woman whether s/he wants it or 
not or whether s/he is conscious of it or not (cf. Pizzini 1990). This may 
be particularly disempowering for the woman in the context of the vagi-

11 Also, the medical history of hysteria has been described as “a form of sexual 
theater acted out between male doctors and female patients.” (Morris 1991: 112; cf. 
Johannisson 1994.)



nal exam when the physician, male or female, touches and penetrates the 
exposed and most intimate parts of the female body.12

One of the gynaecologists in Borgo, Dr. Rossi, held a joking attitude 
towards women and in relation to certain topics. When talking about 
natural birth he laughed and said, “What is that, to hang from a tree and 
deliver?” This was commented on by the women, and later also by mid
wife Maria, as “typical of a doctor to paint everything in black and 
white.” During a visit to the delivery room he asked the women laugh
ingly if they had defecated yet (hinting at the straining/bearing down 
position one has to take when trying the delivery table). This passed with
out any comment, maybe as a sign of its inappropriateness. He also joked 
about the episiotomy, saying first “you know, the incredibly painful cut,” 
and then, laughingly, “I was just joking, it does not hurt so much.” The 
women laughed nervously but Dr. Rossi was never confronted by any 
critical comments. They were voiced in other contexts. His joking atti
tude turned up as a question of gender when I interviewed Giusy and 
Laura. Both said that they did not listen too carefully to what the male 
doctors said. Especially the youngest one, Laura, who had a female 
gynaecologist, said that

... a man does not actually go through it... therefore he is always cold, that is, 
he only reports (riporta). Even when he [Dr. Rossi] mentioned the cut... and 
he said that ‘it does not hurt so much’... and then, instead, I found it was 
completely different, that is... it really does hurt. Therefore, he said every
thing, but he did not mention the feelings, because he does not go through it 
himseE A female midwife or obstetrician who has had at least one child un
derstands better the feelings involved.

So, sometimes the gender and attitude of the doctor work in combination 
to undermine some of the authority that is normally invested in the phy
sician’s role.

12 Wijma, however, argues that there are ways for the gynaecologist to help to 
empower the woman instead, for instance by talking with rather than to the woman 
or changing his/her position vis-à-vis the back-lying woman (Wijma 1998a and b).



Gaining knowledge about the foetus13

Foetal diagnostics is, for better or for worse, part of the new world of 
Western obstetrics. Care of the mother is more or less the same as it was 
decades ago. Instead, the future of the prenatal part of obstetrics seems to 
lie in increasingly detailed knowledge about the ‘second patient’, the 
foetus. Gaining knowledge about the foetus, then, is intimately linked to 
the professionalisation of obstetrics (Oakley 1993b: 192). It has resulted 
in new subspecialties, which in turn create needs for new technology. The 
pursuit of ever more refined medical knowledge about the foetus creates 
new conflicts for the woman (and for the future father), for instance in 
decisions about abortion (Rapp 1993 and 1994 [1988]). Increased 
knowledge is intimately connected to an increasing responsibility and 
more (difficult) choices (Ruddick 1994). Dealing with the problems and 
opportunities of foetal diagnostics is, or will soon be, part of every preg
nant woman’s ‘natal reflection’ (ibid.). At the same time, to actively seek 
knowledge by accepting as much as possible of prenatal diagnostics in 
general is, according to Carole Browner and Nancy Press in their study of 
American prenatal care, “women’s only culturally approved means of 
reassuring themselves, and others, that they are doing ‘all that can be 
done’ to ensure a healthy pregnancy.” (1997: 127) So, women are caught 
in a double-edged situation regarding prenatal diagnostics in general.

There are several ways of acquiring knowledge about a foetus. Amnio
centesis, cordocentesis, chorion villus biopsy and foetoscopy are some of 
the exotic-sounding procedures used for this purpose. For the obstetrician 
it is important to get knowledge in order to manage pregnancy and birth 
in an accurate way. For the woman and the father of the child in Borgo, 
knowledge about the foetus is to a high degree a question about calming 
fears of congenital malformations and chromosomal aberrations, and to a 
lesser degree, curiosity about the sex of the infant. It is also a way of

13 The following representation of prenatal diagnostics is relevant for normal 
pregnancies, not when there are reasons to be extra careful, e.g. in diagnosing here
ditary diseases. In this thesis, I distinguish between ‘prenatal diagnostics’ and ‘foetal 
diagnostics’. The former is used in an inclusive sense, covering all sorts of analyses/ 
exams during pregnancy. The latter focuses exclusively on diagnostic tools and tech
niques used for gaining knowledge of the foetus.



(mostly visually) getting to know the foetus better, to personalise it long 
before birth. The importance of this ‘gaze’ will be discussed below.

It has been suggested that most Westerners are affected by a wish to 
control as much as possible, including life and health (Ruddick 1994; 
Ryding 1998). Foetal diagnostics can never guarantee that the infant will 
be healthy. Only certain conditions can be diagnosed. Midwife Maria in 
Borgo said that, according to her experience, few women in Borgo know 
this. They hope that foetal diagnostics is the answer to their fears.

No woman at the course mentioned that she had had any problems 
related to prenatal diagnostics in general or to foetal diagnostics in parti
cular. The anthropologist Susan Erikson (1999) has suggested that Ger
man women in the 1990s consider prenatal care to be a duty rather than, 
as in the USA, a question of choice and reproductive rights. I am inclined 
to believe that the Borgo women too considered prenatal care more or 
less as a duty. Even those friends of mine who were interested in alterna
tives in birthgiving did not question for example the frequent use of 
ultrasound in Italy (see below). What struck me most when talking to 
various women, especially the younger ones, in Borgo about their preg
nancies was their outspoken interest in knowing as much as possible 
about their children before birth, and their almost ‘easy1 attitude to tech
nology. For example, a typical question among women during the birth 
preparation class was “Have you started to do your CTGs yet?” The phy
sicians recommend that the women during the last weeks of pregnancy go 
and have a cardiotocography (CTG) exam at least once a week. This is 
done in order to check if the foetus is all right. A CTG exam consists in 
attaching an ultrasound device to the woman’s body, around her abdo
men, to measure the strength of the contractions (also those that are not 
considered part of true labour) and to measure foetal heartbeats. The 
ideal is to place the woman in a supine position, which is very uncomfort
able towards the end of pregnancy, as the weight of the belly and the 
uterus is considerable and has a tendency to press on veins in the back 
and legs. In fact, many women find it so uncomfortable, often experienc
ing a fainting tendency, so as to change position to lie on their side. This 
is accepted, but not ideal.

Both contractions and heartbeat are measured by an electronic foetal 
monitor (EFM) — described by Ferruccio Miraglia (1992: 307) as a



‘marvellous electronic apparatus’ — which graphically writes down the 
contraction curves, and signals the heartbeat. The amplified sounds of the 
EFM are difficult to interpret for an untrained ear and not always ex
plained. The foetus’s heartbeat is much faster than normal heartbeat and 
often seems irregular. The apparatus is always on unless one specifically 
requests the staff to lower the volume.

One of my informants, the young Laura whom we have met earlier in 
the text, expressed some doubt about the use and accuracy of prenatal 
CTG, saying that she went to the hospital every two days during the last 
two weeks to do CTGs. Then, on the day her daughter was born

... I felt another kind of pain ... not very strong, but ... They told me [after 
the CTG] ‘Certainly not. [You are not in labour.] Come back on Thursday, 
because there is nothing going on here.’ Well, that same evening I went back 
to the hospital... [and the labour started],

Laura, however, was an exception. Most of my informants regarded CTG 
as a necessary thing to do; a way of ensuring that everything was as it 
should be. I even heard comments suggesting that some of them relied 
more on the EFM than on their own sensations to tell them if, and when, 
labour had started. Technology was, in this case, seen as more authori
tative than bodily experience. The obstetricians tried to get the women 
who participated in birth preparation classes to trust the signals of their 
bodies to understand when birth was imminent or labour had started. But 
they nonetheless also recommended CTG, and not only to women who 
did not participate in preparation classes.

Some other women in Borgo, with their pregnancies lying well behind 
them, were more sceptical towards foetal diagnostics. Some gave religious 
or ethical reasons, others psychological and/or medical. For example, 
Elena said that she would never have done any kind of foetal diagnosis. 
“The baby that comes to you is your baby, no matter if it is healthy or 
not.” She was also sceptical about the validity of diagnostics. “What if the 
result is wrong, or ambiguous? Is it right to do an abortion because of a 
positive reply from an amniocentesis?,” she asked herself and me when we 
talked about foetal diagnostics. Maybe, in her case, the issue was parti
cularly sensitive since one of her children was born with a small malfor
mation. But, she was not the only one who expressed doubts about foetal



diagnostics after having had children. This is also in line with findings 
from the USA, where some women are sceptical “about the accuracy of 
information derived from prenatal testing.” (Browner and Press 1997: 
117)

Miraglia writes about the apparentiy existing need (in Italy) to “calm 
down a widespread fear of giving birth to a child with Down’s syn
drome.” (1992: 290) There is an enormous (and, according to him, un
justified) request for amniocentesis — a diagnostic exam based on ultra
sound — in Italian hospitals, which have resulted in an age limit of 36 
years and above. Private alternatives do however exist. Although midwife 
Maria said that there is a considerable request among Borgo women to 
do an amniocentesis, only one of my informants had gone through it.

Giovanna, was 33 when she went through an amniocentesis, being in 
the 15 th week of her pregnancy. Her reason for doing it was simply a 
wish to offer the best conditions possible to her child. Being born with a 
serious handicap was not one of them, according to her. Giovanna ad
mitted however that she was not completely sure that she would have 
aborted in case the amniocentesis indicated that there was something 
wrong with the foetus. She only said that she might have had another 
opportunity of getting pregnant. She did not mention any other reasons, 
for instance what it would mean to take care of a disabled child in the 
context of her daily life, in relation to work. According to midwife Maria, 
women who go through an amniocentesis have already made a prelimi
nary choice about abortion in the sense that they are willing to consider 
it, and probably go through with it, in case there is ‘something wrong’ 
with the foetus. However, this kind of ‘intentional pregnancy loss’ is al
ways difficult for the woman to deal with, according to Rayna Rapp 
(1994: 208).

Miraglia (1992: 289) mentions a lot of other ‘non-dangerous’ dia
gnostic tools accessible for every pregnant woman, for example chemical 
analyses of the blood and ultrasound scans. Ultrasound is mechanical 
vibrations with a high frequency, which produce various echoes when 
they are reflected against tissue. In obstetrics there are two types of ultra
sound, transabdominal and transvaginal. Ultrasound is used for various 
purposes in obstetrics, and in many countries it has become a routine 
screening method: ‘objective’ dating of pregnancy, discovery of possible



twins, localising the placenta, measuring foetal development, diagnosing 
malformations (those which are incompatible with extrauterine life, those 
which require intrauterine therapy and those which require therapy 
during birth and/or soon after). These are some of the most important 
from the woman’s angle, since they have consequences for her choices of 
care during pregnancy, a possible interruption of pregnancy, and also for 
type of birth available to her (vaginal or caesarean).

However, there is a discussion of possible long-term negative con
sequences of ultrasound waves, regarding for example hearing damages, 
heating or thermal effects in tissue and low birthweight. This discussion 
also includes more curious side effects, like left-handedness. Miraglia does 
not mention either long-term negative effects or more curious consequen
ces of ultrasound. Ultrasound is an example of a technique that has been 
judged as ‘most probably safe’ because of lack of proof of immediate da
mage. In the USA, however, both the American College of Obstetricians 
and Gynaecologists and the International Childbirth Education Associa
tion do not support the routine use of ultrasound and recommend that 
only scans based on careful medical indication be done. “No well-con- 
trolled study has yet proved that routine scanning of all prenatal patients 
will improve the outcome of pregnancy.” (Phillips 1991: 449) In addi
tion, “[t]he safety of diagnostic ultrasound in obstetrics has been exten
sively discussed and reviewed, and the consensus is that additional clini
cal, laboratory, and epidemiological research is necessary to evaluate its 
safety.” (ibid.: 451) Apparently this was still valid in 1994, according to 
Wagner (1994), who discusses the safety and efficacy of the available 
studies of ultrasound.

At the Borgo hospital, which provides ultrasound scans on the so-called 
first level only,14 they recommend three scans during a normal pregnancy, 
one in each trimester (cf. Georges 1997: 95, about Greece). In Sweden 
— where ultrasound is not mainly used for foetal diagnostics but for 
pregnancy dating, location of the placenta and discovery of possible twins 
(.Hälsovård fore, under och efter graviditet 1997) — one scan is usually

14 This means that in cases when a doctor suspects that something is wrong with 
the foetus, the woman is remitted to a clinic which is able to offer a more sophistica
ted diagnosis (i.e. ultrasound on a higher level).



considered sufficient. However, several of my informants in Borgo had 
had more than three scans. For example, Giusy told me that her obstet
rician, who was not working at the Borgo hospital but in a larger city 
nearby, had said that one scan per month, would be ideal. Some other 
women (one of them a professional nurse) complained about the ‘hasty5 
character of hospital ultrasonographies, thereby revealing that they went 
to see private specialists as well. During my first pregnancy, a friend of 
mine in Borgo highly recommended an ultrasound specialist (not work
ing at the hospital). Also, midwife Maria told me that she went to Milan 
for ultrasonographies during her pregnancies, in a place, as she said, 
“technologically better equipped” than Borgo in those days. In Milan they 
offered not only the usual — and in Borgo generously distributed — 
photographs of the foetus, but a video recorded scan. So, many in Borgo 
did not appreciate either the ‘hasty5 hospital way of doing ultrasono
graphy, or the number of scans offered by it.

Prenatal ultrasonography
A consequence of prenatal diagnostics and the increased knowledge about 
the foetus via ultrasound, thus, seems to be an individualisation of the 
foetus; the foetus is transformed into a (separate) patient long before 
being born. For a woman who is longing for a child it might be a positive 
experience to regard the growing foetus inside her as a child. But this per
sonalisation takes place within a medical context that by using the same 
(ultrasound) technique discursively separates her from the unborn, the 
foetus, and transforms it into an autonomous patient. What once were 
the secrets of the pregnant woman’s body are no longer either secrets or 
only hers. Pregnancy has become public in yet another sense than during 
early médicalisation, i.e. when it became of interest for the National 
Health Services. Before the unabashed visual exposure of the secrets of 
the foetus provided by ultrasound, the merging of the woman and the 
baby both as bodies and as subjects was more salient (Duden 1993).

In her article about the use of prenatal ultrasonography in Greece, 
Eugenia Georges writes that ultrasound combines two important ele
ments in Western thought: the visual and the scientific. It represents the



‘real’ in an authoritative way, and therefore “it has the potential to 
produce a novel cognitive and bodily experience of pregnancy.” (1997: 
93; cf. Duden 1993, and earlier Petchesky 1987) Does increased know
ledge about the foetus and about pregnancy also alter the experience of 
being pregnant? Does technology alter the personalisation of the foetus? 
Without claiming with certainty to be able to answer in the affirmative 
these extensive and difficult questions, I will suggest some evidence that 
points in this direction.

There was, as previously mentioned, an enormous curiosity among the 
Borgo women regarding their foetuses, and ultrasound scans were consi
dered of great help in satisfying this curiosity. This is in line with 
Georges’ (ibid.) findings (cf. Hyde 1986). Pleasure and anxiety are the 
often simultaneously active emotions in connection to ultrasound. The 
scopophilic value of ultrasound is high, i.e. the Borgo women definitely 
gained pleasure from looking at their foetuses, at least when they were 
satisfied with the amount of information and the feed-back they got 
during the scan, which however did not always happen (cf. Hyde 1986). 
In Borgo, the doctor, sometimes assisted by a midwife, does the ultra
sonographies. The possibility of women gaining pleasure, thus depends to 
a high degree on the power of the doctor in satisfying this. The hospital 
environment is usually not the right place for pleasure seeking, even 
though pleasure might also be an extra bonus in ultrasound scans at the 
hospital. However, in Borgo the joy of just seeing the baby move was an 
important reason to do additional scans privately.

Some hospital doctors were very accommodating towards women 
regarding the amount of information given, and in their often highly 
elaborated ‘cultural scripts’ for interpreting the foetus’s apparition on the 
screen. To an untrained eye, this apparition is quite indecipherable, i.e. 
indeed open for cultural interpretations. Other doctors had a reputation 
of being very restrictive with information (cf. Mitchell and Georges 
1998). One female doctor, Dr. Bianchi, whom I myself encountered 
while doing an ultrasound scan, did actually not say a word and commen
ted when asked only that everything was all right. And because of the 
often hasty character of “the typical hospital scans” (as they were con
temptuously called by those who preferred to go elsewhere) only ‘essen
tial’ information was given. This included what could be deducted regard-



ing the health of the foetus, and sometimes about the morphologic sex of 
the foetus, although this was denied by midwife Maria who claimed that 
the operator never reveals the morphologic sex before the woman asks 
about it. Perhaps this reflects a particular view of women by hospital 
staff: women should not be too interested in the sex of the foetus, or, 
rather, women should be more interested in the health than in the gender 
of the foetus (cf. Mitchell and Georges 1998: 112, on Canadian hospital 
practice).

However, when I was pregnant and had one of the ultrasound scans, I 
specifically asked the operator not to reveal the morphologic sex of the 
foetus. I did this only because I already knew that many people wanted 
and also got this information during ultrasound scans. The three doctors 
(two were there for learning purposes) present at the exam reacted to this 
by saying that I did well to tell them, because otherwise they would most 
likely have informed my husband and I if the morphologic sex was detect
able.15

Almost everyone I talked to in Borgo already knew the morphologic 
sex of their expected baby from ultrasound scans (at the hospital or 
privately). Of those who did not know the morphologic sex, a few did 
not want to know, but most responded that they had not been able to get 
this information during an ultrasonography. When asked about the rele
vance of gender, people assured me that the gender of the child was of no 
importance (as it was in the old days), they were just curious. Nonethe
less, a majority of women said that they and/or their husband preferred a 
male child.

If pleasure is one of the motives for doing repeated scans privately, the 
strongest motivation in Italy (as in Greece) for doing ultrasonography,

15 In Sweden, midwives and doctors who do ultrasound scans do not usually in
form the parents about the morphologic sex, both because there is a considerable risk 
of mistakes when judging gender from the genitals and because ideologically it is not 
considered important, whatever the opinions among different Swedes. Recentiy, 
there has been a debate in the main Swedish newspaper, Dagens Nyheter (1998), 
initiated by a young female doctor, about abortion politics. The question of the gen
der of the foetus has been discussed as a ‘cultural’ issue for certain immigrants in 
Sweden, thereby suggesting that for ‘normal’ Swedes this is not a relevant cultural 
issue.



particularly the first time, is fear of abnormalities (Miraglia 1992).16 
During discussions in Borgo, both in birth preparation classes and in 
interviews after birth, many women talked about their fear of “something 
being wrong” with the baby, and how ultrasonography could calm some 
of it. Everyone I spoke with, including the medical experts said that the 
first question a parent asks after birth is the following: “Is there some
thing wrong with the child? Does it have everything?” During one of the 
lectures in teacher Colombo’s class, one of the participants confessed that 
she was “obsessed by the fear of something being wrong with the child.” 
She rationalised this as being a consequence of a teratogenic infection she 
had had a few years before. However, most of the other participants 
agreed that they all had been thinking about this. Also Angela in the 
other course, when I interviewed her after birth said that she was haunted 
by this thought during pregnancy.

There are, I think, several reasons for this fear. In Italy, with its extre
mely low birth rate, a couple which decides to have one child, is likely to 
invest everything they have hoped and feared for into this one child. 
Therefore they also accept all kinds of medical prenatal care (Pizzini
1998). I have also heard several medical experts, in Sweden and in Italy, 
argue that many women today underestimate their capacity of giving 
birth to a healthy child. While there are various psychological explana
tions of this phenomenon, I would emphasise the historical development 
of Western birthgiving and the disempowering of women regarding birth 
that it has contributed to. However, the fear of malformations is detect
able early in Western history, which suggests that it also has to do with 
the status of birth as a liminal phase between life and death (Park and 
Daston 1981; Speert 1994, on the importance of ‘monstrous’ births in 
Western history; cf. Gélis 1991).

There is no doubt that the Borgo women also appreciated the scan as a 
way of involving their husbands more closely in the pregnancy (cf.

16 Georges (1997: 98) discusses the feelings of uncertainty that are associated 
with the unpredictability of pregnancy, pointing to the fact that both physical and 
mental disabilities have historically been stigmatised in Greece. Her interviewees 
were also very anxious before doing the scan. Notwithstanding the fact that they 
could not be reassured as to whether the brain functioned or not, they were content 
to hear that their foetuses had no physical abnormalities.



Mitchell and Georges 1998). In fact, women were often accompanied by 
their husbands at the ultrasonographies. It has been argued (e.g. by 
Sandelowski 1994) that for men, visualising the foetus on a screen might 
be the first time they really feel that they are going to be fathers. Through 
the scan they have an opportunity of almost getting into contact with the 
foetus. Their experience of the foetus is usually enhanced. Women who 
already have bodily knowledge of the foetus tend to experience ultra
sound differently. Sometimes, their experience of the foetus may be 
attenuated (ibid.).

Georges (1997: 98) underlines that women’s perceptions about their 
babies also change considerably after the first ultrasound scan. Visualisa
tion has a primacy, not least in time, over other forms of bodily exper
ience in making the foetus ‘real’ for Greek women, she argues convin
cingly by linking the ‘realism’ of the ultrasound apparatus to other visual 
technologies, like for example television. Also, women who have grown 
up used to television’s realist representational codes might accept foetal 
images produced by ultrasound easier than older women (cf. also Mitchell 
and Georges 1998).

When a first-time mother feels the movements of her baby inside her 
body, the so-called quickening, she has usually already seen it on the ‘tele
vision’, as the ultrasound session is so conveniently called in Greece. The 
real quickening, based on bodily experience, thus receives secondary sig
nificance when it occurs. Georges, however also discusses “how ultra
sonography might work to reconfigure women’s senses by giving a tactile 
quality to the pregnancy through the visualisation of what is, without the 
technology, impossible to see.” (1997: 99) The foetus feels more alive, 
more present, when it is seen, particularly the first time, on the screen. 
Mitchell and Georges (1998: 110-111) argue that, for Canadian women, 
bodily knowledge regains its importance as the pregnancy progresses. 
Thus, the ultrasound technology loses some of its authority during the 
latter stages of pregnancy. This might be the case in Borgo too. On the 
other hand, the women in Borgo are encouraged to do CTGs, and thus 
they continue to put faith in technology.

The Borgo women talked a lot about their future babies. No one talked 
about it using the word ‘foetus’. To call the foetus if bambino (‘the [male] 
child’), also corresponds to how the more talkative physician and/or mid



wife present during an ultrasonography describes it (cf. Mitchell and 
Georges 1998: 108-109). Apparentiy, seeing a foetus — or rather the 
baby — on a screen is of help in the process of accepting to become a 
mother and of accepting the child, in personalising it, and in strengthen
ing some sort of prenatal relationship between mother and unborn. Ac
cording to Mitchell and Georges (1998: 120), Greek women, in compari
son to Canadian women, are not encouraged (in written discourse) to 
‘bond’ with their foetus. In Borgo they are, and ultrasound evidently 
helps them to do so. To give just one example: Angela expressed that for 
her, knowing the sex of her child after ultrasonography, which persona
lised ‘it’ in her eyes, helped her a lot to identify herself as a future mother 
(to this particular child). Since most of the women, like Angela, knew the 
morphologic and/or genetic sex of their foetus, it became even more a 
person to them. Evidently, technology helps promote this personalisation 
of the foetus.

For the Borgo women, visual knowledge of the foetus enhanced the 
personalisation of the foetus. The personalisation was also enhanced by 
the cultural script used by the physician/midwife (the talkative ones) 
during the scan (cf. Mitchell and Georges 1998). They did not only refer 
to the foetus as il bambino. They also described the foetus’s movements 
as particular activities: guardate come saluta con la manina (‘look how it 
waves its little hand’), or as a sign of an emotional expression: non gli 
piace farsi guardare (‘it doesn’t like being looked af), or of personality: è 
un tipo vivace (‘it is lively5). If the doctors knew the woman and her 
family, these comments were often accompanied by a specification as to 
whom in the family the baby takes after or imitates.

Visual knowledge also made their pregnancy more ‘real’ to the women, 
particularly at an early stage. Whether their bodily knowledge of their 
foetus also received secondary significance (i.e. was considered less autho
ritative or important than the visual knowledge of it), or if it, as sugges
ted by Mitchell and Georges (1998), regained its importance, is harder to 
tell. I suspect, however, that the frequent visual exposure of the foetus on 
a screen facilitated a certain sense of estrangement towards their own 
body and pregnancy. At least I noticed an unfamiliarity with touching 
and examining one’s own belly. Self-examination obviously has a lower 
grade of authority in a technology-dependent culture. Likewise, hands-on



techniques, like measuring the height of the uterine fundus in order to 
check pregnancy progress, are not used in obstetrical practice in Borgo. 
Perhaps a self-examination also complicates the personalisation of the 
foetus by reminding the woman that her unborn actually is part of her 
body and not a completely separate person.

The unfamiliarity with touching and examining the pregnant belly re
vealed itself to me one day during birth preparation class. The obstet
rician present — Dr. Albertini — touched, or rather squeezed the fundus 
(the upper part of the uterus) on one of the pregnant women. He wanted 
to show how a pre-labour contraction might be traced. When seeing the 
reactions of surprise among the women, he laughingly said that the baby 
perhaps liked to be touched in this rather brusque way. Many of the 
women reacted strongly to his move, and even returned to this incident 
on several later occasions. Although they might have reacted negatively to 
his move as a way of challenging the woman’s modesty, pudore, during 
the course, this was not how they commented on the incident.17 They 
were surprised that it was possible to touch and feel the baby in such an 
ungentle way without hurting it.

*

In this chapter I have critically discussed the development of medical pre
natal care, using Borgo as an example of where this development has been 
intense. Borgo prenatal care in the 1990s is to a high degree medicalised 
and technologised. In the analysis of Borgo, I have emphasised how the

17 Jill Dubisch critically analyses the classical Mediterranean shame/honour-phe- 
nomenon and its relevance for modern Greece. She suggests that the socially highly 
valued side of motherhood actually ‘overrides’ possible shameful bodily values 
attached to pregnancy in modern Greece. Women tend to exaggerate their pregnant 
condition instead of concealing it (1995: 209). My impression from Borgo is that 
there was a certain ambiguity regarding the pregnant body’s appearance. Advertise
ments tended to show that pregnancy is nothing to be ashamed of nowadays. On the 
contrary, you should be proud of your pregnancy. The amount of different fashion
able maternity clothes was also overwhelming. I did not have the impression that 
young women concealed their pregnant bodies. However, a possible pride of preg
nancy does not, of course, necessarily carry over into knowledge of the body proper 
and the foetus inside it.



majority of women that I have talked with, express an ‘easy3 attitude to
wards technology. They want a careful and highly technologised medical 
supervision during pregnancy. It might even be the case that they consi
der prenatal diagnostics to be a duty rather than a right. They like to see 
their foetuses on the screen during ultrasonography, not least as a way to 
calm their fear of abnormalities. However, both the easy attitude and the 
combined pleasure-seeking and fearful attitude should be analysed in the 
context of reproductive politics. As Duden (1993) has argued, the predi
cament of late modern women is that being pregnant today involves a 
particular mode of existence as a guardian of a foetus or of ‘life3. When a 
woman3s scientifically established pregnancy has been made official, she 
has to jump on the constraining medical prenatal train. Riding in this 
train always involves a discursive detachment of her from her unborn. 
This is likely to influence the woman's experience of being with child.

I noted a tendency enhanced by technology towards a personalisation 
of the foetus in the way women talked about their future child, often 
already knowing the morphologic and/or genetic sex of it. A pregnant 
woman in Borgo is not only alive during new and interesting circum
stances, but also very conscious of being a guardian of another person. In 
order to arrive at the destination of the prenatal train, where a healthy 
child hopefully awaits, the woman might have to confront an easily esca
lating burden of new and difficult choices. She is supposed to make these 
choices solely on the basis of medical advice, without taking into consi
deration other parts of her life. If the woman refuses or accepts only parts 
of this ride, like my friend Rafaelia, she is put in an extremely difficult 
situation. As a guardian o f ‘life3, she might be accused and morally, if not 
legally, condemned for not having taken good care of this life. In the pre
vious chapter, I stressed that birth has been redefined as a couple's event. 
In this chapter, I have emphasised that a woman's pregnancy has become 
a public event; both in the sense of being of increasing importance to the 
National Health Service and of being exposed to visual penetration. 
Using the example of ultrasonography and how it is experienced, I have 
tried to analyse some of the implications of this for women in Borgo.

In the following two chapters, four and five, I will take a closer look at 
the core of birth preparation, summarised by the two key words ‘fear3 and 
‘agency3. In chapter four, I will analyse the idea that women fear birth.



Pain is a crucial feature in expert discourse of fear. How is the question of 
fear (and pain) treated in Borgo? How does the staffs fear of the dark 
sides of birth influence discourse and practice? In chapter five, I will ana
lyse the knowledge of birth that birth preparation offers to cure women’s 
fear of childbirth. What is birth? What do women prepare themselves for? 
What do women do in childbirth? I will argue that the ambivalent or 
negative view of women that characterises much expert discourse creates 
problems in various tokologies when they confront the core of birth pre
paration.



4
“Don’t be like the 

suffering Madonna”
On fear in birthing

Vuole un parto senza dolore? Facile. Vada in un’orfanotrofio e si adotti un bambino!
[‘Do you want a painless birth? That’s easy, go to an orphanage and adopt a child.’] 

—  F o r m e r  h e a d  o f  o b s t e t r ic s  i n  B o r g o , c it e d  b y  m id w i f e  M a r ia

T im e  H A D  c o m e  for the obstetrician’s lecture in one of the birth classes 
in Borgo, and we were all waiting for the physician to arrive. Dr. Landi 
was not sure if this time it would be Dr. Albertini, as it often was, or 
another physician who would talk about the latter stages of pregnancy, 
the onset of labour and the management of birth in the hospital. It 
turned out to be Dr. Albertini, and Dr. Landi left us almost imme
diately after his arrival. Dr. Albertini started with a description of early 
labour contractions, although he shortly after (deliberately?) blurred the 
line between early contractions and later ones. “You should call them 
contrazioni (‘contractions’) and not doglie (‘labour pains’). They are 
not always painful.”1 When I first heard him say this, in my own birth 
class, I reacted in two ways: first, I did not believe him and at the same 
time I wondered why he said so, secondly, I so much wanted to believe 
him. It was a confusing experience. I also remember that we talked 
about this afterwards in the group, and some women laughed, saying, 
“that’s easy for him to say, he doesn’t have to give birth.” This time,

1 Caterina Arcidiacono (1985: 28) argues that the euphemism of ‘contractions’ is 
frequent in biomedical discourse, including the Italian RAT-method. In a recent 
Swedish handbook about fear of childbirth addressed to experts in birth preparation, 
it is argued that this way of speaking is old-fashioned, something that (in Sweden) 
occurred in the 1970s (Olofsson and Irestedt 1998: 121).



Dr. Albertini used almost the same words as I remembered from my 
own class. I looked at the women present to  notice their reactions. 
They were, as I  was able to understand the same as me: confused.

Later, during the interviews after birth, I asked the women about Dr. 
Albertini’s way o f describing labour pains, and several o f  them reacted 
in an indignant way. Since he put strong emphasis on the ‘painless’ 
character o f  the contractions during the initial stage o f birthing, they 
accused him o f making birth seem if no t painless, so completely en
durable, which it was not, according to  their own recent birth 
experiences. Likewise, the women reacted to  Dr. Albertini’s way o f de
scribing ‘natural’ birth in a way that, in their opinion, rendered birth 
something very common, a trivial everyday thing. For example, Angela 
stressed that she did not like that he made birth seem like a “routine 
business,” while for a woman it is “a very particular” event in her life. 
From my interviews with Dr. Albertini I  know that he tried to  demysti
fy birth (he also said that medical experts themselves, following their 
own professional interests in monopolising knowledge o f birth, have 
contributed to  the mystification o f birth). The women, however, 
accused Dr. Albertini o f describing birth in a way that ‘minimised’ the 
sensations involved, saying that he probably did this either because he is 
a man or because he believes it to  be the ‘psychologically correct’ way 
to  treat pain in a birth preparation class.

Soon after this frustrating way o f describing contractions, the 
women started to  interrupt Dr. Albertini with questions about various 
things: whether anaesthetics are harmful (after a question from me 
about the epidural block); if it is possible for the physicians to  miss a 
condition known as placental abruption, i.e. premature separation of a 
normally implanted placenta; whether birth often starts with sponta
neous rupture o f the amniotic sac. In all these cases, Dr. Albertini an
swered as briefly as possible, saying that he “wanted to  talk about 
natural birth,” which I interpret as meaning ‘an average vaginal birth 
w ithout the use o f anaesthetics’. Dr. Albertini continually interrupted 
the women, often as they answered one o f  his questions. The women 
also interrupted him, albeit to  a lesser degree. Now, interrupting 
another interlocutor is not immediately considered bad manners in 
Italy, as it is in Sweden. However, it m ight be analysed as a gender- 
power problem in the particular (male) physician-(female) patient 
situation (Pizzini 1990). Furthermore, Dr. Albertini’s way o f closing 
the discursive space by refusing to speak about things other than ‘ave-



rage vaginal birth’ was significant. He did not want to talk too much 
about fear.2

After another few ‘interruptive’ questions like the above mentioned 
from the women, Dr. Albertini changed his (rigid) attitude slightly, 
and started to talk about fear. This was, I think, a reaction to a certain 
fearful atmosphere in the group that he could no longer ignore. He said 
that it is normal to be concerned and afraid of what is unknown, but 
there are too many people who talk too much, telling stories that are 
absolutely not true (cf. ‘old wives’ tales’). The female body has been 
prepared for childbirth for thousands and thousands of years, and a 
woman who prepares herself by taking a birth class is going to make it.3 
Prepared women are also nicer for the staff to assist than unprepared 
women, who might be difficult to assist, he let slip. “You, who are 
attending a course, must take responsibility for your own labour and 
birth. Nobody will carry you to the delivery room, you are not being 
ill. You have to be active. Non fate la Madonna addolorata come nei 
nostri quadri del medioevo (‘Don’t be like the suffering Madonna, as in 
our medieval paintings’), but remember that it is you who are giving 
birth.”4

In Italy it is fairly common to say to a woman who is lamenting over 
something: Non fare la tragica or Non fare la Madonna addolorata. The 
latter expression, the one Dr. Albertini used during birth preparation 
class, does not necessarily carry any religious meanings, even though Dr. 
Albertini actually connects the image of a suffering woman/mother to re

2 Miraglia (1992) maintains that during birth preparation it is accurate to 
mention something about pathological aspects of pregnancy and birth including 
caesarean section birth. The new course in Borgo in fact explicitly addresses the 
question of caesarean section birth.

3 This ambiguous message will be discussed in the next chapter.
4 I have deliberately chosen Dr. Albertini’s discourse as an example of managing 

fear in birth preparation in Borgo. Among the obstetricians, he was one of the most 
dedicated to birth preparation and the most frequent lecturer during my fieldwork 
period. Dr. Rossi, whom I heard once on this subject, had a joking attitude to the 
course, to natural birth, and — I would add — to women. However, it should be 
noted that Dr. Rossi did not say that contractions are painless, but compared initial 
labour contractions to menstrual pain. He actually said that the length of labour 
depends on the individual woman’s fear o f birth and pain.



current motives in the religious iconography of the suffering Mary (e.g. 
Our Lady of Sorrows, the Pietà). The everyday meaning of this expres
sion, however, connects gender, motherhood and suffering in a culturally 
significant way. The dominant, patriarchal image of the suffering mother 
connotes a traditional Mediterranean image of ignorant (peasant) women 
who are vividly lamenting over the burdens of motherhood. This is not 
necessarily an image, with which modern women identify, particularly 
not in an urban northern Italian context.5 In using this expression, how
ever, Dr. Albertini deliberately alludes to the Biblical passage of (ordi
nary) women’s compulsory suffering in childbirth.6 What he is actually 
saying, as I see it, is that women should not suffer like martyrs. If they 
suffer unbearable pain, they should ask for help and not continue to be 
weighed down by the Biblical load. This message, however, is conveyed 
in an ambiguous context. (Modern) women are encouraged to take re
sponsibility for their own birthing (by using the RAT-technique) in order 
to facilitate birth, in contrast to what is supposed to be an existing (tra
ditional) female identity, at least from a male perspective. Dr. Albertini 
uses the image of the suffering mother in a biomedical context as a nega
tive example. At the same time, this image is regarded — by many others 
than Dr. Albertini and in non-biomedical contexts — as an ideal charac
teristic of motherhood that women are supposed to identify with.7

Many women fear birthing. Pain is usually an important part in this but 
it is not the only part. Why do women fear birthing? What can be done

5 Compare however note 25 in chapter five.
6 Mary, in comparison to ordinary women, “did not suffer labour or any of the 

pains and problems of childbirth.” (Warner 1990: 43)
7 The image of the suffering mother is open for a feminist reading that links it to 

the oppression of women in patriarchal societies. However, Luisa Accati argues that 
such an interpretation in an Italian context might miss the point and easily play into 
the hands of the ecclesiastical hierarchy and conservative parties formed on Catholic 
principles.

In a Catholic and Mediterranean context... the association Oppression’-’Women’ 
recalls above all the tradition of heroic maternal sacrifice, and also the tradition 
which never denies the oppression of women, but indeed exalts it and praises it in 
the image of the marer dolorosa, the со-redeeming Mother of the Counter- 
Reformation. (Accati 1995: 259)



about fear during birth preparation? How do birth managers handle their 
own fear of the dark sides of birth? In this chapter I will analyse how the 
complex question of women’s fear in birthing is managed and negotiated 
during birth preparation in Borgo. What kind of an ‘object’ is fear in 
Borgo (cf. Jordan 1993: 52)? I will argue that there is an ambiguity in 
Borgo expert discourse (birth class teachers and medical personnel) 
regarding women’s pain and fear, which can be traced back to the tradi
tional image of motherhood as a burden, the Bible’s view of childbirth 
pain as a rightful punishment for the original sin and the development of 
pain management in obstetrics. This ambivalence among the experts has 
turned pain and the whole complex of fear into something one is not sup
posed to talk about (cf. Pizzini 1987c: 156) and to something that should 
be quietiy resolved mainly by technical means (cf. Pizzini 1981). Further
more, the management of fear in Borgo is also affected by the personnel’s 
own fear of the risks of birth. The fear-complex in Borgo is also influen
ced by a general problem in birth preparation: how is it possible to mini
mise (unconscious) fear, which probably has an existential origin? I will 
first take a closer look at how the question of pain has been treated in 
biomedical discourse. Then, through a general discussion of fear in birth
ing, I will arrive at an analysis of the local discourses in Borgo.

Biomedical management of pain
A convenient starting point for a discussion about pain in modern birth- 
giving discourse is the mid-nineteenth century when the first experiments 
with the new anaesthetics ether and chloroform in obstetrics occurred in 
Great Britain and the USA (Poovey 1987; cf. Morris 1991). Chloroform 
was after a while supposed to be better than ether (Loudon 1992: 344f).8 
In 1853 Queen Victoria was administered chloroform for the birth of her

8 Mary Poovey (1987) refers interesting views on female sexuality and childbirth 
during this period. According to some doctors, ether produced a state in women 
where they displayed improper sexual excitation. One of these doctors goes on to say 
that maybe pain in childbirth neutralises the sexual emotions involved in it, that 
otherwise could ruin the woman’s modesty.



eighth child.9 After that taboo-breaking event, considering the above 
mentioned religious dogma of the time, anaesthetics were increasingly 
used for pain relief in labour. According to Ronald Melzack (1984: 322), 
this increased use of anaesthetics contributed to a drop in mortality and 
morbidity in both mother and child, because absence of pain permitted 
the medical personnel to work unhindered in difficult labours. Before the 
introduction of anaesthesia, the use of the only effective analgesic — 
opium and its derivatives — was rarely mentioned in obstetric texts.10 
Pain, at least in normal labour, was supposed to be inevitable and a 
normal part of childbirth.11

Since the introduction of anaesthesia in obstetrics, ideas about pain and 
suffering have changed (Morris 1991: 57f; Johannisson 1997). Before 
knowing and experiencing that suffering from pain is not always neces
sary, it was perhaps in some way ‘easier1 for women to come to grips 
with, and eventually resign to, the fact that birthing included pain. On 
the other hand, natural drugs, sometimes highly toxic, to ease childbirth 
pain have been used by midwives and helpers all over the world (Shorter 
1983; Gélis 1991). There was a scarce knowledge of these natural drugs 
among physicians when the médicalisation of childbirth began. Fear of 
pain in birthing has probably always been part of the human condition 
and, as mentioned in chapter two, labour pain, in contrast to what Dick- 
Read (1954) argued, has partly physiological reasons (Melzack 1984).

The introduction of anaesthesia in obstetrics also placed the question of 
pain in childbirth on the agenda of Western reproductive politics, where 
it has been discussed in terms of women’s rights to pain relief. From a 
feminist point of view it can be argued that the issue of pain relief should 
be a question of individual female choice if there are no medically valid 
reasons against using analgesics and/or anaesthetics. Pain relief policies

9 This form of so-called light chloroform anaesthesia became known as à la reine 
(Loudon 1992: 345).

10 However, Trotula of Salerno wrote about the use of opiates in childbirth in the 
eleventh century, against the teachings of the church (Bois 1999). Loudon argues 
that later on in for example Britain, opium was probably used in prolonged labours 
more often than it seemed from written texts (1992: 343).

11 Jacques Gélis (1991) writes that it is difficult to find anything at all about child
birth pain in his sources until the end of the eighteenth century.



should not be decided on any grounds other than those connected to 
women’s own preferences. They should never be based on for example 
religious or administrative considerations. Yet they have indeed been sub
ject to such considerations. The question of pain and suffering is to a high 
degree a social and cultural issue. Although pain is a universal feature of 
the human condition, “the cultural elaboration of pain involves catego
ries, idioms, and modes of experience that are greatly diverse.” (Kleinman 
et al. 1992: 1) In modern Western societies, where an image of happiness 
and well-being is nourished, pain and suffering, particularly in connection 
to terminal diseases, have become taboo, confined to institutions (Ariès 
1974). Of course, people walk around feeling all kinds of (small) pains 
and ailments, which to a certain extent is an acceptable topic of conver
sation. Nevertheless, outside of the institution, most healthy persons 
prefer not to think about suffering and pain and few want to see a person 
in severe pain. Just as death and disease have been isolated from everyday 
life and confined to institutions, it has been argued that the same is true 
with childbirth (Pizzini 1981).

In biomedical discourse of pain, a radical split has been made between 
‘physical’ pain, regarded more or less as electrochemical disturbances in 
the nervous system that can be (potentially) cured by pharmacological 
means, and the more obscure category ‘mental’ pain (Morris 1991). This 
Cartesian split permeates most Western discourse about pain.12 The 
‘problem’, according to Morris (ibid.), is that lay persons have surren
dered the whole question of controlling and interpreting pain and suf
fering to the hands of physicians (cf. Ariès 1974). The biomedical view of 
pain is considered authoritative. According to modern biomedicine, 
“most women suffer severe pain during labor,” (Melzack 1984: 321) even 
though the intensity of pain varies a lot, both inter- and intra-individually 
(Fridh 1988; Sjögren 1998; cf. Freedman and Ferguson 1950). Labour

12 The most currently widespread form of anaesthesia in childbirth, the epidural 
block, reinforces this mind-body dualism. The woman can still cooperate, be a good 
patient, because her mind is unaffected while the lower part of her body is numbed.



pain ranks among the most intense pains, measured by a particular scale, 
which have been reported (Melzack et al. 1981; Melzack 1984).13

There is, however, another more holistic discourse of pain that states 
that pain and suffering must be understood in relation to meaning, i.e. 
they have to be interpreted (e.g. Illich 1976; Odent 1984; Morris 1991; 
Kleinman et al. 1992). There is no ‘natural’, ‘physical’, body that can be 
separated from what is an important part of human life, i.e. suffering. 
David Morris (1991) argues that pain, interpreted as a human mystery, is 
always given meaning by the individual in a cultural context. Challenging 
the body-mind dichotomy, he (ibid.: 75f) regards pain not as a sensation 
(as in biomedicine) but as a perception that requires a mind to experience 
it.

Before concentrating upon how the alternative view of pain has been 
elaborated within birth preparation discourse, I will briefly return to the 
historical moment when anaesthesia was introduced in obstetrics, in order 
to analyse the relationship between biomedicine, religion and gender. 
Mary Poovey argues that the introduction of anaesthesia was not only a 
result of medical conquests and scientific discourse. According to Poovey, 
“the debate presented itself as an argument about the nature of women 
and medicine’s proper relation to them [the women].” (1987: 139) One 
of the most important issues was whether women in labour belonged to 
the realm of nature, which is governed by God, or to culture, where na
ture submits to man. In other words, was it ethically right to alleviate wo
men’s suffering in childbirth or not? Pain in childbirth was thought to be 
sanctioned in the Bible as a punishment for the original sin, and in Catho
licism it was not until 1956 that Pope Pius XII eventually accepted 
natural, i.e. non-pharmacological, means of pain relief (cited in Miraglia 
et al. 1961: 349). In a speech, the Pope declared that God was upset and 
angry at Eve when he said that “I shall multiply thy sorrow and thy con
ception, in sorrow thou shalt bring forth children.” (Genesis 3:16) Since 
the Bible has nothing more detailed to say about this, the Pope interprets

13 The reader is asked to keep in mind that Dick-Read and earlier proponents of 
psychoprophylactic methods argued that childbirth pain was not compulsory.



this to mean that la maternità darà molto da sopportare alla madre (‘ma
ternity will give much to endure for a mother’).14

The Catholic church, thus sanctioned the psychoprophylactic method, 
since it only used natural means of pain relief. More than a hundred years 
after the introduction of effective pain relief for women giving birth (al
beit not without serious side effects), the Catholic church, in 1956, modi
fied its ideas about the rightfulness in women’s suffering during birth.15 
Theological arguments had, and still have, an important place in birth- 
giving discussions, at least in the Catholic world, even though officially 
they are not popular any longer within the biomedical realm. The Italian 
situation illustrates this ambivalence. Franca Pizzini argues that the use of 
anaesthetics is not widespread in Italy, and that the médicalisation of 
birth has been unidirectional and has nothing to do with relieving wo
men’s suffering (Pizzini 1987b: 139). In Borgo the doctors used anae
sthesia in normal childbirth in the 1970s, and from what I have been 
told, mainly as an effect of a more medicalised way of managing birth 
that was common in those days. The policy then was to practice induced 
birth, which led to a high degree of instrumental births (using forceps), 
using anaesthesia. It was, thus, not primarily used in order to alleviate 
women’s normal suffering during childbirth.

In many countries hospitals continued into the twentieth century to 
offer a so-called painless childbirth (Davis-Floyd 1992). The labouring 
woman was anaesthetised completely or partly drugged, and the child was

14 Dick-Read commented on this passage in the Bible in Childbirth Without Fear 
(1954). He argued that this version, emanating from the 17th century, is coloured 
by the fear of birth and the dramatic birthing situation that was common during this 
historical period. The translators of the Bible used the word ‘sorrow’ for the Hebrew 
word ‘etzeV only in passages about women and birth. In other passages they chose 
different words like ‘labour’ or ‘hard work’. A similar comment had already been 
made in the mid-nineteenth century by one of the British physicians mostly associa
ted with anaesthesia in childbirth, the Edinburgh-based James Young Simpson 
(Loudon 1992: 344).

15 A discussion about how deeply this notion about the rightfulness of women’s 
suffering in childbirth has affected Christianity, especially Catholicism, is provided by 
Julia Kristeva (1986) in her famous reading of motherhood in the essay Stabat 
Mater.



delivered with her being oblivious or more or less unconscious of it. A 
notorious form of pharmacological intervention was the so-called twilight 
sleep; a German invention based on a cocktail of scopolamine and mor
phine, which for the woman resulted in amnesia of the birthing event. 
Her body, though, showed every symptom of pain during birth. It was 
common to put the labouring woman in a special bed where she could be 
tied, protecting her from the intense moving of her own body.

This extreme form of pharmacological manipulation illustrates an im
portant argument in this chapter. When biomedicine took over the re
sponsibility for pain in childbirth — the cultural iatrogenesis of pain 
(Illich 1976) — the result was that women, for better or worse, lost con
trol over their own bodily experience of birthing. In the end, the experts 
in a way ‘knew1 better than the woman herself what the female body ex
perienced, while her mind was drugged.16 The experts took over the con
trol of pain and suffering, both the evaluation of it and the responsibility 
for it, and in doing so they also deprived women of the meaning of their 
pain. For some women, of course, the meaning of pain is precisely to be 
relieved of it.

In this context, it is important to distinguish between different levels of 
control. Women might seek control over what kind of birthing they want 
(place, assistance, and type of birth). Or, they might seek control over the 
birth management in itself and/or over themselves during the birthing 
process by participating in the decisions during birth. In the latter case, 
the experience of giving birth is in focus. It is important to keep in mind 
that different women might feel empowered by gaining control at either 
or both of these levels depending on which belief system of birth that 
they have (Martin 1987; Davis-Floyd 1994). A woman who has much

16 The idea that experts know better than the birthing women themselves what 
the latter really experience during birth can obviously also take interesting turns in 
today’s less drugged birth management. Gerd Fridh (1988) in her dissertation on 
pain in birthing in Sweden, writes that Swedish midwives usually report a lower 
degree of pain in the labouring woman shordy before birth than the women them
selves when they are measuring their own pain. She has no explanation of this, but 
speculates that it might have to do with the fact that the midwives know that birth is 
imminent and therefore underestimate pain, while the women in pain do not think of 
it in this way, but feel overwhelmed by it.



confidence in technology and institutionalised birth might feel relieved in 
leaving the responsibility of her birthing into the hands of midwives and 
obstetricians. She probably seeks control over birth in the former sense, 
in reassuring herself that she will get precisely a high-tech birth. A 
woman, who has a more holistic belief system, probably seeks control at 
both levels.

In her analysis of the debate over ‘twilight sleep’ that occurred in the 
USA in 1914 and 1915, Judith Walzer Leavitt (1980: 161) argues that 
some American feminists actually wanted control only in the former 
sense, over what kind of birthing they wanted, by defending their right to 
choose twilight sleep. They wanted to be able to choose ‘painless’ birthing 
although it deprived them of any means for controlling what happened to 
themselves during birthing, leaving the management of birth into the 
hands of the physicians. Important parts of the childbirth experience were 
lost with this kind of heavily drugged birth. Therefore, it was thoroughly 
criticised, both by the women who experienced it and from within the 
expert realm. Apart from Dick-Read, discussed in chapter two, early 
criticism of drugged childbirth came from the psychoanalyst Helene 
Deutsch (1945), who underlined the importance of a conscious birthing 
experience for women in the process of becoming a mother.

When ‘safer’, locally working, anaesthetics (e.g. the epidural block) 
came into use, supposed to be not too harmful and allowing the partu
rient woman to be conscious, new requests for pain relief came from 
many women. Politicians and physicians often treated the problem as a 
practical and economic one. There was a shortage of anaesthesiologists in 
most hospitals, especially in the small ones.17 As I noted in chapter two,

17 In spite of the practical and economic problems with a twenty-four hour service 
of anaesthesiologists, Sweden decided in 1975 to guarantee women the possibility of 
pain relief during birth (even if this parliamentary decision was not immediately fol
lowed) (Faxelid et al. 1993: 223). In fact, Swedish pain relief politics in the 1980s 
reduced the childbirth issue more or less to a question of choosing between various 
types of anaesthesia rather than choosing between a pharmacological intervention or 
not (Jordan 1993: xvii). In the 1990s this has changed somewhat. Although it is still 
considered more or less self-evident to use pharmacological pain relief, there is a 
quite lively debate about the issue. Nonetheless, most Swedish women use some kind 
of anaesthesia, often the epidural block. Recentiy, there has been an increased rate of



the lack of a twenty-four hour service of anaesthesiologists is still a prob
lem in Borgo. In Borgo in the 1970s, before the change in their birth 
management policy from ‘entirely medicalised’ to a ‘more natural app
roach’ and the initiation of birth preparation courses, there was, accord
ing to Dr. Albertini, a notable interest among women for pharmaco
logical pain relief techniques. This female interest evidently had no impact 
on the physicians, since they chose to concentrate on psychoprophylactic 
birth preparation with its focus on ‘natural’ pain relief. Women living in 
Borgo or its surroundings today, who are interested in pharmacological 
pain relief, probably choose to give birth in another hospital in the 
vicinity where they offer anaesthesia on a routine basis. When the subject 
of pharmacological means for pain relief showed up in the courses I 
followed during fieldwork, it was discussed as something to be suspicious 
of on medical grounds, both by the birth class teachers, the physicians 
and the participating women. Thus, ‘natural’ birth in Borgo means 
‘vaginal birth without the use of anaesthetics for pain relieP.

What about medically valid reasons against using pharmacological 
methods for pain relief? An important reason not to use analgesics/ 
anaesthetics, both within mainstream obstetrics and within alternative 
discourse, has to do with the safety of the mother and/or child, although 
concern for the child began mostly in the twentieth century. There are no 
safe drugs. Every drug has its disadvantages, and should therefore only be 
used on a restricted level. Some favourable effects on the fetos have 
apparendy been noticed when the woman has been given certain kinds of 
anaesthetics (Ahlenius et al. 1997). On the other hand, even types of 
analgesia usually considered harmless, apparendy interfere with the in
fant’s developing breastfeeding behaviour within hours after birth 
(Ransjö-Arvidson 1998: 51). The issue of safety has been much discussed 
over the years and is of course a crucial point within natural childbirth 
discourse. In spite of this, there is an abuse of certain drugs in many con
temporary Western hospitals where drugs, also those considered more 
harmful than others, are used on a routine basis (Davis-Floyd 1992).

caesarean section births in Sweden which has been discussed as a result of young 
women’s fear of pain (Metro 1998b; Dagens Nyheter 1999; cf. Sjögren 1998).



An alternative view on pain in childbirth states that (a certain amount 
of) pain in childbirth is meaningful, linking pain and suffering to some
thing important in the birthing experience. This in turn is supposed to 
have positive consequences for the woman in one way or another. When 
pain is regarded as meaningful it is not self-evident that it should be 
(completely) removed. It is in this natural birth discourse that birth 
preparation is of central importance. Adherents of this view have concen
trated on getting rid of the causes of fear, thereby reducing but also 
getting control over pain. Most of these accept non-pharmacological 
methods for pain relief, such as relaxation, massage, acupuncture or 
hypnosis.

In one and the same article in an American specialised magazine on 
childbirth (Fisk 1997), pain is interpreted in the following ways: as a 
healthy signal of preparation for birth and not as a sign of disease, as a ne
cessary rite of passage into motherhood, as a reminder of our mortality, 
as a way to spirituality, as a necessary tool for accepting the separation 
from the foetus, as necessary in producing endorphins and hormones that 
increase maternal feelings, as a necessary tool for insight into one’s bodily, 
psychic and emotional powers.18

18 From an anthropological and feminist point of view it is important to analyse 
the implicit gender assumptions that are hidden in this discourse, and the ways they 
can be mobilised to underpin different political ideologies. For example, the question 
of the relative importance of hormonal secretions for the initial mother-infant rela
tionship is obviously controversial. Whether pain or other factors are important for 
the early mother-infant relationship is an issue to take into consideration for hospital 
practice. An affirmative answer, if possible to make, would however in fact prove no
thing about either the quality of mothering or how it in the long-term perspective 
should be arranged. The holistic discourse of the meaningfulness of pain also has a 
tendency to sound like a gendered version of the familiarly classical saying that ‘suf
fering ennobles a person’ (cf. Morris 1991). Does a woman who has suffered a lot in 
childbirth love her infant more than a woman who has not suffered much? Or does a 
birthgiver love her child more, or differendy, than does the father of the child or for 
instance an adoptive mother? I would personally not think that is the case. Yet argu
ments of this nature are obviously used both to legitimate that women suffer pain 
and to blur the boundaries between bodily mothering and general mothering. An
other problem in a natural birth approach is that birthing easily develops into some 
kind of achievement, where women are judged by others and by themselves as good



Some advocates of natural birth, thus, are inclined to see pain in birth
ing as something to accept, even to trust, and to be lived through, princi
pally for the benefit of the woman. Such a (potentially empowering) ex
perience is supposed to create a self-consciousness in the woman giving 
birth which transforms birth from a necessary event to a process that puts 
the woman in contact with important, hitherto hidden, parts of herself. 
Birthing is given a spiritual dimension and pain is seen as a transcendent 
quality. Physician Michel Odent (1984) writes about the possibility of 
utilising pain in mobilising the body’s own ability to produce endorphins 
that act like a ‘natural’ anaesthetic. A question that perhaps should be 
asked is whether something other than the labour pain itself is important 
for female psychosocial or individual development, for example the satis
factory knowledge of a woman that she has been capable of nurturing and 
carrying a new human being inside of her own body. The exact way of 
giving birth, whether anaesthetised, ‘natural’ or even by a caesarean sec
tion, in the end may be of secondary importance.

The pain in birthing can be overwhelming. In fact, many women di
rectly after birth cannot imagine that they will ever deliberately put them
selves through the torment of birthing again. Research cited in Melzack 
(1984), shows that women whose expectations of labour are violated by 
the actual labour experience report more severe pain. Women who antici
pate natural birth, and who then are confronted with so much pain, or for 
that matter complications of any kind, that they ask for pain relief or have 
to have a caesarean section birth, may experience intense feelings of guilt, 
anger or failure. Melzack (1984) concludes that women in birth prepara
tion classes should be given an honest presentation of information about 
what happens during birth and about anaesthetic procedures, including 
possible deviations from the average birth (individual variations in pain, 
possibilities of caesarean section birth).

or bad birthgivers. The extremely composite childbirth experience is then judged as 
good or bad, depending on whether the woman used anaesthetics or not.



The problem of fear
Fear in childbirth, however, is not only a question of pain. The complex 
processes occurring inside a pregnant or labouring woman, i.e. on an 
intrapersonal level, are both influenced by, and influence the social and 
cultural context in which the woman lives. Returning to the idea of the 
pre-cultural ‘natural’ body, discussed in chapter two, this is a way of say
ing that there is no such thing as a purely natural body, with a specific 
pure psyche, uncontaminated by culture (Kleinman et al. 1992). Every 
human body and psyche are encultured, just as culture is embodied (e.g. 
Brennan 1989; Moore 1994). This statement is not, however, an expres
sion of a ‘cultural essentialisf view, rather a move towards an elaboration 
of a dialectical view of the relation between biology, psychology and 
culture (Jaggar 1983).

Fear obviously changes throughout history, some fears have been crea
ted and maintained after the expert take-over of childbirth, and some have 
disappeared or changed. Thanks to decreasing rates of maternal mortality 
in the West, fear of dying in childbirth has been reduced. The risk of cer
tain kinds of birth injuries for the mother has diminished greatly, for in
stance the serious laceration of the perineum and the internal organs 
which results in a so-called fistula, i.e. a hole between the vagina and the 
rectum or the bladder. The risk of (especially postpartum) haemorrhage 
has also been reduced. Still, the concrete fear of being torn apart exists in 
many women, and for good reasons. Many of the techniques used today 
in obstetrics are likely to increase the risk of laceration. If the woman is 
not allowed to labour following her own rhythm, for instance when 
birthing has been speeded up, her perineum will not be able to stretch as 
much as possible, and the risk of a tear is much greater. To avoid uncon
trollable lacerations is one of the main reasons for performing an episio- 
tomy, a surgical incision of the vagina in order to enlarge it for the baby’s 
head to pass. This technique is used in many birthing systems, for in
stance in Borgo and in Italy generally.19 Also, the risk of certain birth in

19 Episiotomy is, however, a contested technique. In many hospitals in Sweden, 
for example, it is not routinely used. The reason is that a surgical incision like the 
episiotomy always implies certain risks. A spontaneous laceration is also more likely



juries for the child has been reduced. The possibility of better foetal sur
veillance exists today; it is easier to check if the foetus is suffering.20

Some fears, however, are probably of an existential nature, albeit cul
turally mediated, having to do with human questions about life, death 
and one’s own birth. Psychiatrists Lawrence Freedman and Vera 
Ferguson write about cross-cultural studies of pain in childbirth that

[ajpprehension of the unknown, and of complications and death, in some 
degree ... apparendy permeates the attitudes of most women all over the 
world and in all levels and complexities of civilization. (Freedman and 
Ferguson 1950: 368)

In other words, even if it would be possible for women to have every 
possible kind of theoretical knowledge, and realistic descriptions about 
what kind of work giving birth is, it would not be enough, i.e. it would 
not completely cure the fear of the unknown. Theoretical knowledge can 
never replace primary experience. Furthermore, the unconscious does not 
let itself be guided by knowledge alone, or at all.

Fear is not always rational. As in all existential experiences, there is a 
thin line between life and death in childbirth. This includes a fear of sepa
ration from life. The present situation in most Western countries, which 
involves the deliberate choice to have children, contains — as I interpret it 
— both an acceptance and a refusal of human mortality on an uncon
scious level. By taking on the parental role, one accepts to be a generation 
closer to death. At the same time, one refuses death in a general sense as a 
final point, by investing a part of oneself into the next generation.

From an anthropological view the most valuable psychological or 
psychoanalytical explanations of fear are those which relate intrapersonal 
(conscious and unconscious) processes to a wider social and cultural con
text. For example, Ruddick (1994) claims that women in their ‘natal re
flection’ aim at separation of the foetos from the mother, i.e. that the 
pregnant woman accepts the separation. This is true on a conscious level. 
The concept of birth includes separation both from the foetus/child and

to heal better and with less risk of being infected than a surgical incision (e.g. Faxelid 
et al. 1993: 208ÍF).

20 As will be discussed in chapter six, there is, however, an apparently increasing 
risk for abuse of this technique.



from physiological existence through the possibility of death in childbirth. 
However, many psychoanalysts, including Helene Deutsch (1945), argue 
that the problem of separation is the most important factor in creating 
fear of birth in women.

Caterina Arcidiacono (1985) discusses" how (Italian) women are socia
lised in ways that make them incapable of managing the fear of birth/ 
separation. She argues that for women, separation is often assimilated 
with the loss of the object of love. To be ‘maternal’ does not imply the 
capacity of sustaining the separation. On the contrary, it often includes 
ways of maintaining, incorporating, and devouring, in a fictive symbiotic 
unity. Therefore, it is necessary in birth preparation to help the woman to 
trust her competence and her own resources as protagonist, to sustain her 
in her hard work, including both pain and joy. According to her, this is 
not currently being done. In (Italian) birthgiving discourse, the dark sides 
of birth have been removed from the agenda, often in order to overcome 
the dominance of pain. Women are not helped by birth educators, who 
avoid mentioning pain and the hard work that childbirth involves. The 
situation in Borgo is, as will be discussed in a moment, a case in point.

So far, I have argued that certain fears are of an existential origin. They 
are probably found cross-culturally among women, as part of the human 
psyche. Others have to do with the development of obstetrics and its 
practices, and are likely to vary between different birthing systems. Some 
have to do with the social and cultural context in which women live, and 
are probably found in most Western countries, albeit in varying degrees. 
Women react differently to cultural norms. Lastly, every woman has her 
own story and her own fears regarding childbirth. The complexity of fear, 
thus, turns birth preparation into a tricky business. What has been shown 
since birthgiving experts started to educate women about birthing is that 
psychosocial birth preparation helps, at least in part. It is better for a wo
man to attend a birth class, or prepare herself using other techniques, or 
via mass mediated information, than not to do anything (Melzack 1984; 
Piscicelli 1982; Sjögren 1998). A few lessons, or indeed a thorough pre
paration, however, can never eliminate a whole culture’s imprint on wo
men, who are socialised into an asymmetrical gender system that creates 
problems, for example regarding female agency. Women may not trust 
their own bodies as capable of giving birth. If women do not trust their



own bodies as capable of giving birth, they may choose pain relief for 
what might be called the ‘wrong’ reasons. That is, not because they can
not stand the suffering (which might be greater or lesser), but because 
they are a priori convinced that the pain in birthing is too strong to 
handle, and that they have to be helped through the whole birthing 
process (which includes pain). Questions of agency will be further dis
cussed in the next chapter.

Managing fear in Borgo
It is now time to return to the situation in Borgo and analyse the parti
cularities of expert discourse on pain and fear in birth preparation. What 
can be said anthropologically of the way fear of birthing was treated 
during birth preparation in Borgo? To begin with, the birth class opened 
up a space for discussing fear but the educators controlled the discussion 
with a firm hand, sometimes afraid of letting too much fear and realism 
enter the scene. This is not in line with the RAT-philosophy, which un
derscores that “the best prophylactics regarding fear for the pregnant 
woman is to be able to know the emotional problems that dominate her, 
and to utilise her reactions in a correct sense.” (Piscicelli 1982: 19)21 On 
the other hand, Piscicelli also argues that a woman should be protected 
from “manifold cultural contamination” during birth preparation (ibid.: 
250; cf. Dick-Read 1954). Part of this ‘cultural contamination’ is, as was 
discussed in chapter two, female talk about birth (‘old wives’ tales’). I 
believe that another part of this is the ambiguous (taboo) status of pain in 
Italian expert birthgiving discourse.

At the first lesson in the birth class, teacher Landi underlined that 
“women must take responsibility for their own birth,” and that a tho
rough training in the RAT-method would help the women to give birth. 
She also mentioned that it had been scientifically evaluated as a method. 
The method’s influence on pain was not directly discussed, though. It was 
said to help relax the muscles and to ease the passage of the child. During 
my interview with Dr. Albertini, he gave the impression that the main

21 Compare Melzack (1984); Polden and Mande (1990); and Sjögren (1998) for 
non-Italian examples of a similar view.



value of the RAT-method lies in its limited group therapeutical effect. It 
gives expectant mothers a chance of speaking to other women, and to 
ventilate some of their fears, however in the presence of an expert.22

Neither the gynaecologists nor the birth class teachers, though, were 
able to let the women ventilate their fears. The gynaecologists tried hard 
to avoid all other topics but normal pregnancy and birth. Even when 
explicitly asked about complications — as in Dr. Albertini’s case — they 
soon returned to normal birth. There are several dimensions to their way 
of managing fear. Pain is one of them and can, in turn, be separated into 
at least three sub-dimensions: a medical, a cultural and a gender dimen
sion. The medical dimension for the Borgo experts is to state, following 
the current biomedical view, that pain can be treated and should be 
treated in extreme cases. The cultural dimension has to do with the fact 
that even though nowadays effective pain relief (pharmacological) exists, 
it is rarely used at the Borgo hospital. I will argue that there is a 
discrepancy between the medical and the non-medical (‘cultural’) dimen
sion in Borgo that turns the whole question of pain into something ambi
guous, almost a taboo. Why is pain in childbirth only to be treated in 
extreme cases? Other kinds of pain, as far as I am able to understand, are 
treated in Borgo. The gender dimension of pain in Borgo is not immedia
tely obvious, although it became clearer to me during my return visit to 
the field in 1998 when I compared what the physicians say about pain to 
how the midwives talk about it. I will argue that pain in childbirth to a 
higher degree is a cultural taboo for physicians than for midwives. Fear of 
realism, i.e. what really happens during birth, is another dimension of the 
experts’ way of managing fear, in this case the personnel’s fear of esti
mating and talking about the potential risks and the fatigue associated 
with birth. I will return to the question of realism below.

In childbirth preparation, as it was organised at the time of fieldwork in 
1993-94, the voices of the midwives were not heard. Only the voices of

22 Dr. Albertini went on to say that in his mind a woman can prepare herself in 
whatever way she finds useful. The important thing is to be prepared. If this is the 
main value of the birth classes, which seems quite plausible to me but hardly to the 
advocates of the quite rigid RAT-method, why insist so much on the method itself 
during the lectures? In fact, the physician’s fine seems to have won against the RAT- 
teachers since there is now an additional course, which offers another technique.



the physicians and the teachers were heard. When I interviewed Dr. 
Albertini during fieldwork and asked him about his way of treating pain 
and fear, he almost desperately asked me why women continue to talk as 
much as they do about pain and not about the other sensations involved 
in birth. Like Dick-Read forty years before (1954), he seemed convinced 
that birthing is not inherentiy painful, and this was what he tried to teach 
the Borgo women. However, according to him, women insisted on 
showing fear and talking about pain. This exaggerated talk about pain, 
which to my knowledge does not occur during the birth preparation class 
but sometimes on other occasions, was the reason Dr. Albertini gave for 
why he was so reluctant to speak of pain and fear during his lessons and 
why he wanted to concentrate on ‘natural’ birth. According to his ex
perience, women direcdy after birth are willing to talk about all kinds of 
sensations involved in birth, for instance joy. After a while they seem to 
forget everything else but pain, which they, according to him, often exag
gerate. This stands in sharp contrast to an old popular saying, in dialect, 
among women in the lower Po-valley, where Borgo is located: A l part l’è 
un mal che se desmentegha (approximately ‘Birth is a pain which one 
forgets’). Dr. Albertini also said that, although it is not common, there 
are certain women who do not seem to be in pain at all during childbirth. 
This statement, however, should be confronted with findings from Diana 
Scully’s research on American residents in obstetrics-gynecology who 
often denied that what birthing women felt was pain, dismissing it as “a 
little pressure and discomfort.” (1980: 96f; cf. Fridh 1988) Only one of 
my informants said that everything she had heard about pain was exag
gerated and that birthing was not at all as painful as she had expected it to 
be.

During my return visit in 1998, I once again brought up the topic of 
pain. Dr. Albertini, somewhat tired of my ‘obsession’ with pain, then pro
vided another argument against using pharmacological methods for pain 
relief, linking pain relief to the whole question of the médicalisation of 
childbirth. According to him, huge economical interests of the biomedical 
industry are invested in the discourse of pain relief. While this is evidently 
true (Szurek 1997), it does not at all take into consideration women’s 
opinions and experiences of pain.



The head of obstetrics, Dr. Contini, had obvious problems regarding 
how to speak about pain. He stressed that the hospital unfortunately has 
not been able to provide his division with an anaesthesiologist day and 
night. Therefore it is necessary to educate women, to prepare them for 
childbirth. He quickly went on, saying that “Mediterranean women have 
una preparazione sbagliata (‘a defective education’) regarding childbirth 
and tend to feel more pain than northern Europeans.”23 When I asked 
him to elaborate on this, he said that Italian women hear about the in
credible pains of childbirth since childhood, but not a word about con
tractions and what they are. After birth, they continue to lament about 
the pain. Thus, Dr. Contini, evoking the same image of traditional 
motherhood (as a burden) that Dr. Albertini alluded to, also referred to 
the same distinction about pain and contraction that Dr. Albertini used. 
While Dr. Contini did not deny women’s pain he certainly trivialised it. 
In fact, in a joking tone he referred to the earlier mentioned notorious 
Bible quote about pain, which I interpreted as a way of saying W hat’s all 
the fuss about, anyway?’

The midwives, in contrast, talk about pain in birthing without any hesi
tation. When I told Maria and Patrizia about the conversation I had had 
with Dr. Contini, Maria immediately commented that “of course it is 
painful to give birth, but what does he know about that?” Maria believed 
in birth preparation, though not necessarily the RAT-method, saying “a 
woman gives birth with her head, not with her bottom.” She was critical 
of the course as it was organised at the time of my fieldwork. It was too 
theoretical and unrealistic in the sense that it had too little to say about 
the actual birthing event and the hard work involved in it. This could 
cause the most undesired effect for a midwife, namely that the woman 
giving birth does not trust her, because she includes the midwife in the 
group of people who have not told the truth about childbirth. According 
to Maria, women are more afraid of not having a good relationship with 
their midwife or of being left alone during labour than of pain in itself. 
Maria had a pragmatic view of pain, and she did not have much patience 
with women who, according to her, were lamenting over pain. Her satis

23 Compare also what was written in chapter two about the absence of compul
sory sexual education in Italian schools.



faction was obvious when she cited the former head of obstetrics at the 
hospital (see initial quotation in this chapter), saying more or less that a 
woman who is not prepared to suffer should not be a mother.

Franca Pizzini (1987b: 129), in her study of childbirth in Milan in the 
1980s, argues that some doctors and midwives actually reprimand a wo
man giving birth who ‘does not behave well’. I have heard stories from 
women of staff at the Borgo hospital, who have behaved like this. When I 
asked midwife Maria about her attitude towards a screaming woman, she 
said that she did not have any problem with that, “but,” she went on, “it 
happens that I tell them not to.” According to her, it is a waste of energy 
to scream and to go on screaming might make the woman hysterical. 
Women, however, screamed more often in the old days when induced 
labour was routine in Borgo, she said.

Women, like my informants, who choose to give birth in Borgo, usu
ally know that they are going to give birth without pharmacological 
means for pain relief. Other public hospitals in the vicinity have different 
policies regarding pain relief. But as Ruddick (1994) points out, that 
those women have actually chosen, or at least accepted, pain, does not 
mean that they have chosen unbearable pain. In fact, Giovanna told me 
that after hours of ‘unproductive’ labour she asked for (and was given) a 
caesarean section birth. She just could not stand the pain any longer. 
Thus, Giovanna — for whatever reason — did not suffer like the Ma
donna evoked by Dr. Albertini. An important factor in the way of manag
ing fear that the physicians in Borgo displayed is precisely their own fear: 
their own way of looking at, and managing their reactions to, women in 
pain (cf. Dick-Read 1954). The idea is that labouring women should not 
suffer too much. In fact, if an anaesthesiologist is available, it happens 
that a woman in pain is anaesthetised during the last stage of a birth or 
that she is given an epidural. It also happens that a suffering woman, like 
Giovanna, asks for and/or is given a caesarean section birth. According to 
Dr. Contini, a woman who is in “too much pain” (eccessivo dolore) or 
who is screaming “help me to get rid of it” (tiratemelo fuori) is given a 
caesarean section birth. Apparently, expressions of fear and pain make at 
least the doctors feel — and seem — helpless.

Thus, the Borgo experts’ way of managing fear also reflects and re
creates the hospital personnel’s own fear of the reality of birth. The Borgo



experts (physicians and birth class teachers) seemed to be convinced that 
women heard enough horror stories about pain from people in their en
vironment. They thought that women were not capable of selecting infor
mation and need to be protected from the reality of childbirth, which 
includes pain. As mentioned above, hospital personnel, as well as various 
birth preparation manuals, always speak about ‘contractions’ rather than 
‘labour pains’ (Arcidiacono 1985). However, if this is so, it is a way of 
displaying power and control of information: the experts’ worldview vis- 
à-vis lay people’s. Negotiating authoritative knowledge in childbirth mat
ters is thus not only about dismissing women’s thoughts about birth- 
giving but also about not wanting to, or not being able to, confront the 
dark sides of childbirth. When I told the teachers about the negative 
reactions among the informants against the expert way of describing 
birth, teacher Colombo strongly defended the pedagogy, saying that 
women are too sensitive and might get upset if too much realism is used 
in describing birth. Keeping in mind what the women had criticised re
garding fear management in the birth preparation class, I suggested that 
maybe it was better to be scared before birth rather than during birth, but 
she did not agree. Neither did Dr. Albertini.

An important part of the reality of childbirth, from the personnel’s 
point of view, does not have to do with women’s pain, but with potential 
risks. In fact, the personnel’s fear of the reality focuses on risks. In com
parison to the question of pain, the discourse on risks, when it occurs in 
birth class, is not a taboo, although it is not encouraged either. When 
risks are brought up, as in the example from the beginning of the chapter, 
when a woman asked Dr. Albertini about the placental abruption, the 
doctors tend to tone down the risks. What they do is refer to the 
authority of the technical equipment, saying, like Dr. Albertini did, that 
“[w]e have machines that signal if anything goes wrong.” This is not the 
case when it comes to pain, which, as I have tried to show, for a variety 
of reasons, is a much more sensitive topic in Borgo.

*

In general biomedical discourse, pain in childbirth is an ambiguous 
object. On the one hand childbirth is said to be painful for almost every
one, partly for physiological reasons (Melzack 1984). According to some,



it is however supposed to be forgotten by women after birth (Olofsson 
and Irestedt 1998: 128). Others, like Dr. Albertini, argue that pain tends 
to be exaggerated by women after birth. Furthermore, some argue that 
birth is painful but that pain and suffering are meaningful and might even 
be beneficial to women. On the other hand pain has been constructed as 
non-physiological (non-natural) in origin, created by ‘culture’ (Dick-Read 
1954) or the individual psyche (Scully 1980). At the same time, women’s 
own talk about pain is reduced to ‘old wives’ tales’, exaggerated horror 
stories, by the dominant culture.

As I have tried to show in this chapter, the gynaecologists and the birth 
class teachers in Borgo were not capable either of confronting women’s 
expressions of fear or of considering women’s own interpretations of pain 
and suffering in childbirth important enough to discuss them in birth 
class. In the eyes of the women, this way of managing fear by avoiding it 
contributed to what they saw as an expert trivialisation of the whole 
birthing event. Pain was not even the main issue for most of the women I 
talked to. Women in Borgo not only accepted a certain amount of pain 
but also expected childbirth to be painful, no matter what the experts 
said. They also considered it quite painful after having experienced it. 
They would, however, have liked a more realistic description of what to 
expect during birth, of the pain and of the fatigue.

Still, when it comes to expressions of pain and fear, for example 
screaming, it is not considered a proper attitude during labour by these 
northern Italian women (cf. Pizzini 1987b: 129).24 In this, women and 
doctors (more than midwives) seem to agree. One of my informants, 
Giusy, emphasised that she tried not to disturb other, sleeping women at 
the ward when she gave birth at night. She was proud of not having 
screamed. Others were less inhibited, even though I did get the im
pression from what women told me that they kept themselves quite under 
control during birth. At least that is the impression they wanted to give 
me when interviewed.

24 Franca Pizzini (1987b: 129) notes an important difference between women in 
Milan from northern and southern Italy as regards to maintaining self-control in 
birthing. The former are against the idea of behaving unrestrainedly, for example by 
screaming.



In the eyes of the experts, particularly the doctors, pain has to be con
trolled, by pharmacological means or, like what is preferred in Borgo, by 
using a psychoprophylactic technique, rather than allowing pain to be 
lived through by moving the body, screaming or whatever it takes. 
Caterina Arcidiacono describes in the following way attitudes like the one 
Dr. Albertini displayed when he talked with me about pain:

... the divine punishment in the Hebrew and Christian tradition is still alive 
in the imagination and in the childbirth reality ... in order to refuse and 
overcome the condemnation of pain, one prefers to emphasise the joy of 
birth. Silence falls on the fatigue and concentration involved in the process. 
(Arcidiacono 1985: 25)

Yet even a medical expert like Dr. Albertini could not help invoking the 
culturally loaded and ambiguous image of the suffering Madonna when 
he talked about normal childbirth during the lecture.

In the next chapter, the question of female agency in birthing will be 
discussed as another key problem in birth preparation discourse. Robbie 
Davis-Floyd cites an American obstetrical handbook, Williams Obstetrics, 
where uterine contractions are described as “involuntary and ... indepen
dent of extra-uterine control.” (1992: 56; cf. Hahn 1987) Apparently, 
biomedical messages about the birthing process are often confusing or 
contradictory on this point: is the female body a defective machine that, 
with the help of medical experts, does its own work in labour and birth or 
is it possible for women to influence these processes, not only labour 
during the expulsion stage but also early labour during dilation? Can a 
well-prepared woman actually facilitate or shorten labour by helping the 
uterus in its work?



5
Birthing according 

to the experts
On ascribing agency in birthgiving discourse

THE PURPOSE OF modern birth preparation is to teach women how to 
deal with their fear of birthing by providing them with knowledge of the 
birthing process. Dick-Read (1954) and succeeding advocates of pre
pared birth claim that increased knowledge of the birthing process will 
help women to calm their fear, thereby helping them to experience an 
easier and less painful birth. It is, thus, of immediate interest to analyse 
the biomedical expert discourse in order to find out what kind of know
ledge is at stake in birth preparation. What is childbirth, according to the 
experts? What exactiy are women preparing themselves for? What do 
women do when they give birth, according to the experts? Can a well- 
prepared woman actually facilitate or shorten labour by helping the 
uterus in its work? In this chapter, I will take a closer look at the theo
retical context of birth preparation. In particular, I will analyse (mostly 
written) Italian biomedical discourse, in order to discover possible con
tinuities and discrepancies in ascribing agency to women in birthing, as 
compared to other Western expert discourse. The two Italian books that I 
have chosen to analyse are: a popular (widespread) handbook for preg
nant women, by Miraglia (1992) and a manual on the RAT-method for 
birth class instructors, by Pisciceli! (1982). The birth class teachers in 
Borgo used both books (although they used an earlier edition of the book 
by Miraglia than the one I analyse). Is it possible that the knowledge, 
which the RAT-based birth preparation courses in Italy try to convey, is 
the same as in the USA, or in Sweden?



I will argue that there are two central (and related) problems, which all 
kinds of modern birth preparation courses have to confront. One has to 
do with the relative degree of intentionality that is involved in controlling 
one’s muscular tensions in a situation of fear. This is related to the de
scriptions in biomedical discourse about defining the somewhat uncertain 
status of the activated muscles — are they voluntary or involuntary? The 
other has to do with the problem of conveying preparatory knowledge 
for a process that in effect can best be understood through personal ex
perience, of being lived through. At this time I am not referring to ex
perience as ‘accumulated knowledge of birthing’, but to the immediacy of 
the birthing experience, perhaps as perception or ‘lived experience’. To
gether these problems lead us back to the question of the overall useful
ness of birth prophylactics and to the nature of the experience as to which 
knowledge is conveyed. In the next chapter, the important question about 
how birth is managed in Borgo will be scrutinised. The management of 
birth is linked to how one answers the question above about the onto
logical status of birth and birthing. Needless to say, both birth prepa
ration and actual management of birth are also influenced by non-toko- 
logical factors, for example politico-economical power structures or com
mercial pressures, and by different hospital traditions (cf. Wagner 1997: 
378Í).1 These non-tokological factors, however, will not be focused on in 
this chapter.

Before concentrating on the Italian expert discourse, and the way it 
ascribes agency to women in birthing, I will summarise critical research 
on American obstetric discourse. Paula Treichler (1990) argues that 
(American) obstetrics, which regards women as possessors of defective 
bodies, is incapable of discussing women’s agency in birthing and that 
this is directly connected to how birth is defined in biomedicine (cf. 
Martin 1987; Davis-Floyd 1992). The tendency in biomedical definitions 
of birth, according to Treichler, is to eliminate (the role of) the woman in 
favour of (the roles of) the foetus and the physician. The principal actor 
in birth or — as it almost always is called — delivery, thus, is the doctor 
(or in a European context: the midwife), who is said to ‘deliver the child’ 
(1990: 129; cf. Regalia 1987: 36). Treichler notes that ‘deliver1 is used as

1 For an analysis of the political economy of Italian birth, see Szurek (1997).



an active, transitive verb for a medical creation that puts the physician at 
the centre of the birth scene. A woman can be “delivered, [i.e., liberated] 
of her child” after having laboured for too long. This does not necessarily 
mean that ‘the doctor has delivered’ her child (ibid.). Treichler underlines 
that “the definition of childbirth as simultaneously ‘the act of giving birth 
to a child,’ and ‘the act of bringing forth offspring’ leaves possibilities for 
a wealth of diverse meanings and experiences.” (ibid.: 122) In this kind of 
discourse the ambiguity of the extent of female agency in birthing is 
salient.

Treichlefs argument receives support from other American analyses of 
written biomedical discourse. Emily Martin’s analyses of mostly American 
medical written discourse show that “medical imagery juxtaposes two pic
tures: the uterus as a machine that produces the baby and the woman as 
laborer who produces the baby. Perhaps at times the two come together 
in a consistent form as the woman-laborer whose uterus-machine produ
ces the baby.” (1987: 63)2 Robert Hahn’s analysis of Wilhams Obstetrics 
shows that women in childbirth are conceptualised in four ways: 1) the 
woman is conceived of as ‘the maternal organism’ or as a uterus, i.e. she is 
no longer seen as a whole person; 2) the course of childbirth is viewed as 
so danger-ridden as to be inherently pathological and in need of pervasive 
medical attention and control; 3) the woman is ascribed an essentially 
passive role, while the physician assumes the central agency in delivery; 4) 
when the woman is ascribed any agency, it is essentially as an adversary 
obstructing the process (1987: 261f).

2 One thing should be pointed out for the sake of clarity. No professional birth 
expert will claim that women are not important in delivery, but the role ascribed to 
women in biomedical definitions of delivery is ambiguous (Martin 1987). When 
labour is described in biomedical texts, it is practically impossible, at least for a lay 
person, to understand what women are supposed to be able to do in labour. I started 
reading in this field, when analysing Piscicelli’s (1982) book on the RAT. Then I 
read all kinds of handbooks, until I finally got Dick-Read’s book (1954) in my 
hands. Although Dick-Read’s book was published over 40 years ago, his explanations 
of the work of the uterus, aimed at pregnant women, is one of the few that explains 
the status of the different muscles involved in labour. Some of them are involuntary, 
others are voluntary.



From a gynocentric point of view, this is indeed a disappointing per
spective on women’s real scope of agency in birthing. I would argue that 
women’s real agency in birthing is at best difficult, even impossible, to 
decide. This in turn creates a space for various discursive manipulations of 
agency with different ideological signatures. American biomedical dis
course represents an extremely negative view on women’s role in birthing. 
It almost completely fails to make clear to what degree birthing is a vo
luntary process. This is not only due to the complex biopsychosocial cha
racter of birthing in itself, which makes it exceedingly difficult to say with 
certainty what women can actually do during the birthing process. It is 
also due to a particular ideological emphasis on the importance of the role 
of the doctor and/or the foetus, not of the woman giving birth. Hypothe
tically, one would assume that the European discourse, with its liberal 
attitude towards psychoprophylaxis, should be more generous in ascrib
ing female agency in birthing.

On the other hand, European birth preparation discourse has to 
grapple with a kind of paradox that the American discourse escapes. The 
paradox as regards to ascribing female agency can be summed up in the 
following way: no matter what happens, the woman is going to give 
birth, but she should prepare herself anyway. For example, this was the 
message Dr. Albertini conveyed to women during his lecture about birth 
in Borgo. I will argue that this has a parallel in written European dis
course about labour: the work of the uterus is beyond female control, but 
women can help/obstruct its work.3 Before beginning to examine the 
continuities and discrepancies in different sorts of expert discourse, I want 
to say a few general words concerning my own perspective on ‘agency5 
and ‘birthing as an experience’. In doing so, I draw on accounts from 
both Italian and Swedish women, including my own accumulated know
ledge of two births. The reader should keep in mind that my fieldwork is 
not based on observations of the Borgo women’s birthing experiences but

3 Furthermore, in early medical records dating back to the Ebers Papyrus (1550
BC), the uterus was seen “as an independent animal, capable of movement within the 
host.” (Speert 1994: 8) This does not mean, as sometimes has been suggested, that
the uterus was seen as moving freely around in the body. Apparently, it was regarded 
as movable in its position (Johannisson 1999).



on participation in birth preparation courses and from interviews and 
conversations with women in Borgo.

Birthing as an extraordinary experience
For a first-time mother, childbirth is a previously unknown experience. I 
will argue that the meaning for her is itself born out of the meeting be
tween cultural preconceptions and the activation of hitherto unknown 
parts of herself. If this is so, how then is it possible to prepare oneself for 
birth? In a trivial sense it is of course true for most bodily grounded 
experiences that one truly learns about the body by primary experiences.4 
Birthing is however a composite, perhaps unique, experience — “cut 
loose from the chronological stream [of experiences] in a non-arbitrary 
fashion.” (Hastrup 1995: 84) This occurs in several ways: it is the only 
experience that involves the separation of two bodies living in symbiosis,5 
it involves altering states of consciousness (Brudal 1985), agency in birth
ing is limited, it involves strong emotions (e.g. fear, happiness, relief), 
strong perceptions (e.g. pain) and strong muscular strain to a degree 
which is normally unknown to women who are not in labour. In other 
words, birthing is life hved most intensely, a completely self-absorbing 
activity that goes on for hours or even days. Labour is hard enduring 
work, for many Western women at least (provided they do not have an 
extremely physically demanding job), the hardest and most intense work 
they will ever perform. Birthing has been said to cause a kind of ‘amnesia’ 
in women (Olofsson and Irestedt 1998: 128). It is impossible to recall 
exactly how it felt to give birth, although there remains, I think, a ‘bodily 
remembrance’ which is activated when one is in labour the next time. 
This elusiveness of the birthing experience is also the reason why it is 
difficult to analyse birthing only as accumulated knowledge. It is also 
difficult to talk about these bodily matters.

4 However, there is the previously discussed problem of a cultural expropriation 
of experience that deprives people of making primary experiences (Ziehe 1987).

5 There is of course the case of Siamese twins, but then to be a Siamese twin is a 
rare and — above all — radically diEerent experience than to expect a child.



In fact, during birth class in Borgo, apart from the theoretical lecture 
on labour and birth, almost nothing was said about what labour and 
birthing are assumed to be, neither physiologically nor psychosocially (cf. 
the critique of the course the midwife Maria raised in the previous chap
ter). Labour and birth were mainly confronted in relation to technique: 
how and when should the different types of respiration be used, how 
should women push. One message that the teachers conveyed to the 
women was that women can actively do something and help their baby to 
be born during the expulsion stage. During the dilation, women are asked 
to distract themselves mentally from the birthing process by focusing 
their imagination on ‘pleasant things or situations’. I will return to this 
piece of information later in the chapter, when I analyse the written texts 
on the RAT-method.

Moreover, Dr. Landi asked the women several times “to concentrate on 
the perineal muscles which will be in focus during labour.” What does 
this mean? Many women must have asked themselves which muscles 
these are? When I went to my own birth class, I remember feeling clue
less as to what this message implied, particularly since all we did in class 
was to talk about these phenomena. For example, we were not invited to 
look at any graph, although, as I noted later, there was one graph de
picting the reproductive organs of the female body, on the floor behind 
the teacher’s desk. During fieldwork, Maria Rosa expressed something 
similar when she asked dottoressa Landi to explain better what it meant 
to concentrate on the perineal muscles. Maria Rosa said that she could 
feel the muscles involved in urinating, but she wanted to know if these 
were the same. She did not get any direct answer to this question, only 
that she could ask her gynaecologist.

The other teacher, the social assistant Colombo said that the (male) 
obstetricians talk about the birthgiving moment as defecating6 but that 
she preferred another (more positive) association. Midwife Maria occasio
nally talked about birthing as similar to defecating but searched for an
other metaphor. Neither of them was able to come up with an acceptable 
expression. This is perhaps a sign of the difficulty of finding a(n em

6 This is also true for Swedish written obstetric discourse where the mechanisms 
behind pushing are described as “the same as in defecation.” (Brody 1993: 396)



powering) language for specific female experiences, i.e. apart from the 
colourful somewhat disparaging language often heard from birthgivers. A 
Swedish friend of mine used the denigrating expression ‘to shit out a 
melon’.7 1 have, however, never heard any Italian woman spontaneously 
express herself in such a ‘vulgar1 mode. In any case, even though it might 
be easier to imagine the physical difficulty of childbirth after having heard 
a few expressions like this, it is still difficult to grasp the complexity of the 
bodily grounded birthing experience.8

What about women’s real scope of agency in birthing, then? ‘Action’ 
has been defined by Giddens as involving a “stream of actual or con
templated causal interventions of corporeal beings in the ongoing process 
of events-in-the-world.” (1979: 55) In order to apply such a definition to 
birthing, certain qualifications must be made. There are significant limits 
to women’s real agency in birthing, as I understand it. Agency in birthing 
stands in important ways in direct contrast to the kind of agency that 
interests for example Pierre Bourdieu. I am thinking of what Loïc 
Wacquant (1992: 19) calls the complex kinds of mastery that “agents 
acquire of their social world by way of durable immersion within it,” or 
perhaps what Wilhelm Dilthey called Erfahrung (approximately: experi
ence as accumulated knowledge). Women giving birth, of course, bring 
with them a kind of general mastery of their social world when going into 
labour; something which influences their labour experience. However, 
agency in birthing is limited and it is exceptional, rather what Dilthey 
called Erlebnis (approximately: experience as ‘lived’, ‘immediate’).

To start with, female agency, i.e. what women do, in birthing is limi
ted, perhaps best expressed by a sensation that many women, both 
Swedish and Italian, talk about: they feel overwhelmed by the sheer force 
of the birthing process in itself and by the pain of it. An Italian woman 
used the expression M i sono sentita impotente davanti alla forza del mio

7 Compare what the American radical feminist, Strillamith Firestone, who is 
extremely critical towards ‘natural childbirth’, wrote thirty years ago. “Like shitting a 
pumpkin, a friend of mine told me when I inquired about the Great-Experience- 
You’re-Missing.” (1970: 225)

8 It should be noted that one seldom hears people use metaphors of defecating 
when talking about experiences of lovemaking. Yet in all kinds of lovemaking the 
perineal muscles are also involved.



corpo in travaglio ed ero sopraffatta dal dolore. (Ί  felt helpless in front of 
the intensity of my labouring body and I was overwhelmed by the pain.’) 
Birthing is to a high degree an “extraordinary bodily experience.” 
(Hastrup 1995; Abrahams 1986) This expression, ‘being overwhelmed’, 
appears to refer to one’s agency and suggests that agency is normally 
located in the mind and not in the body, as if it is an outcome of cog
nitive rationality alone (Hastrup 1995: 81 and 94). The sentence expres
ses the difficulty, not only in birthing, of experiencing the self as a unit of 
body and mind, as a ‘mindful body1 (Scheper-Hughes and Lock 1987). 
As if ‘embodiment’ was not our human condition, our being-in-the-world 
(cf. Csordas 1994). Hastrup (1995: 89f) argues convincingly that the 
mind-body dualism in a certain sense is based on lived experience, and 
then fallaciously interpreted as ontology (cf. Jackson 1996: 31). In 
reasoning, the body tends to experientially disappear, while being in pain 
makes the body unbearingly manifest. However, the limits of agency in 
birthing are also influenced by other circumstances.

The ‘nature’ of the mother-foetus interaction during pregnancy and 
labour is of relevance here. The foetus in biomedical discourse, as argued 
earlier in this thesis, has been discursively detached from the pregnant 
woman and conceptualised as a different patient as it grows during preg
nancy. According to a traditional view of the mother-foetus interaction, 
the foetus-patient has been thought of as a rather powerless victim of the 
mother-patient (Martin 1998: 131ff). This model depicts the mother’s 
body as ‘tolerating’ the foetus (ibid.: 134). In the 1980s, a new model of 
the mother-foetus interaction has developed, which reverses the roles 
(ibid.). In one version of this model, the foetus is depicted as the “little 
commander in the womb.” (ibid.) There are thus certain signs in bio
medical discourse of ascribing a greater scope of agency to the foetus 
during pregnancy. Whatever the case, there seems to be a consensus 
among various experts that at the onset of labour, the woman is con
fronted by her unborn in a qualitatively different way. Although the 
causal chain is not established, it seems like the foetus itself, albeit not 
alone, plays a major part in starting labour (Brody 1993; Faxelid 1993;



Örn 1998).9 The birthing process in itself does things to the woman’s 
body that she can only partly control. The body itself sets another limit: 
the involved muscles, particularly the uterus and the perineal muscles, are 
apparendy both voluntary and involuntary. These limits render it difficult, 
but not impossible, to speak about women’s practices during birth.

In this context, I would like to comment on what seems to be a basic, 
often implicit, notion in different childbirth discourses about women’s 
innate knowledge of how to give birth. A notion of innate knowledge, 
even when not being openly expressed seems to have an a priori status in 
various tokologies. This notion involves ideas about psychological remini
scents of presumed female power, or high female status, in former 
‘matriarchal’ times (e.g. in Cedercreutz 1988, a philosophical analysis 
inspired by Jung’s disciple Neuman). In Italy, Silvia Vegetti Finzi (1990) 
has her version in the analysis of ‘the child of the night1 remnants in 
women’s psyches, i.e. young girl’s fantasies of being able to procreate on 
their own. Innate knowledge can also be seen as some kind of instinctive 
behaviour (e.g. Odent 1984, below) that human females have in common 
with animals. This attitude can also be found in mainstream obstetrics. In 
Borgo, it was hinted at on different occasions whenever the double-edged 
message ‘prepare yourself because it is better, but whatever happens you 
are going to give birth’ was given. Each time, this message produced 
confusion (see chapter four). 0 I would suggest that this assumption 
about an innate knowledge should be considered in the light of the 
historical development of Western birth. Women as a category have lost 
their knowledge of childbirth: of the management of childbirth, their 
own experiences of giving birth and of helping other women to give 
birth. If there is an innate, though culturally mediated, knowledge, it is 
likely to be hidden deep inside the majority of expert-dependent lay

9 To establish the causal chain in delivery is one of the two most interesting fields 
for future research in obstetrics (the other one being the reasons for dystocia, i.e. 
when contractions are irregular or ineffective or cease prematurely). These statements 
were made by the head of obstetrics at one of the larger hospitals in Stockholm in a 
television programme about childbirth (Borelius 1995; cf. Örn 1998).

10 Dick-Read’s (1954) idea of a natural, premitura!, body also seems to imply a 
notion of an innate knowledge of birth, deeply hidden behind layers o f ‘civilisation’.



women living in late modernity. Thus, an important question in birth 
preparation is how this knowledge should be liberated.

What, then, is birth? This question is answered differently by pro
ponents of different birth philosophies. The following definition of 
normal delivery is taken from a Swedish midwifery handbook:

Normal deEvery is characterised by a spontaneous start with contractions at 
filli term, ± 2 weeks. The child Mes in a flexible cephaEc presentation11 and 
the deEvery is completed in reasonable time. Furthermore, the child should 
be born spontaneously and the discharge of the placenta should take place in 
due time with an ordinary blood loss (>600ml). Finally, both mother and 
child should be weU. (FaxeEd et al. 1993: 175) (My translation)

Another definition comes from a Swedish handbook in elementary gynae
cology/obstetrics:

A deEvery is defined as normal when left to itself or with sEght assistance it 
passes off without serious compEcations for mother and child. The vast 
majority of deEveries are of this kind. In spite of the fact that the normal 
deEvery process is a most efficiently controlled course of events, its mecha
nical, physiological and dynamic background is very compEcated. One of the 
reasons for this is the integration of three components in this course of 
events: the birth canal (the bony pelvis, the genitals and certain other soft 
parts of the pelvis), the foetus, and the expulsion forces (uterine contractions 
and pushing). Each of these represents autonomous systems. During deE
very, however, they influence each other and thereby the whole course of 
deEvery.

It is the task of the midwife and the physician to distinguish between a 
normal and a pathological course of deEvery. Sometimes it might be difficult 
to make a correct diagnosis, partly because different types of compEcations 
can produce similar symptoms, partly because compEcations can become 
cEnicafly manifest at a late stage of the deEvery. In addition, there is great 
variety in what is termed normal deEvery. Besides purely mechanical and 
functional factors, it is to a high degree influenced by such elusive elements 
as the degree of preparation of the patient and her emotional and psychic 
stabiEty. (Brody 1993: 381) (My translation)

11 In fact, Swedish definitions both of the so-cafled presenting part of the foetus 
and its position in relation to the uterus differ sEghtiy from Anglo-American ones. 
According to PhilEps, the most common position — the one of the Swedish defini
tion in the body text, which is a mixture of presentation and position (“barnet Egger
i flekterad huvudbjudning”) — is caUed ‘left occiput anterior’ (1991: 199).



These biomedical definitions do not say anything about what the birth- 
giver has to go through, the birthing experience, or much about female 
agency in birthing, and practically nothing about the mother or the 
child. The female body (or rather the birth canal) is seen as a birthing 
machine that can function or dysfunction. This, from a gynocentric point 
of view, rather disappointing picture is only slightly ameliorated at the 
end when the woman (as patient) is mentioned. Her preparation and 
mental and emotional stability are nevertheless indicated as important for 
the development of the birthing process. In this sense, Swedish bio
medical texts seem to differ a bit from American ‘orthodox1 ones (Martin 
1987; Hahn 1987; Treichler 1990; Davis-Floyd 1992).

The ambiguity regarding female agency is nevertheless also obvious in 
Swedish medical discourse. In his description of the expulsion forces, 
Brody states that “uterus contractions are completely involuntary11 com
pared to pushing which is described as “voluntarily controlled.” (1993: 
392) Nonetheless, Brody also writes about the influence on the course of 
the delivery of “elusive elements,” i.e. the birthing woman and her state 
of mind (ibid.: 381).

In a Swedish television program on birth, the head of obstetrics in one 
of the larger hospitals in Stockholm was interviewed about Swedish ob
stetrical care (as compared to French obstetrical management, which was 
viewed negatively as being too technological in the program). Immedia
tely after having said that Swedish midwives do wonderful caring work 
with women, listening to the women's wishes, and respecting them, 
letting them have ‘natural1 births, he went on to talk about the future of 
obstetrical research, saying approximately the following: “What makes 
the delivery proceed? We do not completely understand why the delivery

12 Likewise, none of the biomedical definitions (somewhat different between 
countries and clinics) of the various stages of birth say anything about what the 
woman giving birth has to go through, or about the mother as a person. What all 
these definitions have in common is they ascribe agency to women during the ex
pulsion stage. They do vary in how they describe the earlier stages however. To 
define the stages might help the woman giving birth and/or her support person in 
locating approximately what is going to happen in the next stage. Again though, 
birth is very seldom experienced as a linear process. While some women claim to 
have gone through different stages, others have not experienced any stage at all.



starts, and we do not completely understand why the uterus sometimes 
does not have the strength to, or manage to do the work that is required 
of it, so called insufficient labour.” (Borelius 1995) Here, the uterus, and 
not the woman, is actually seen as doing the work. Of course this might 
have been a slip of the tongue. Whatever the case, if the uterus is also 
seen as an involuntary muscle, then the recommended treatment, as 
Martin pointed out, will certainly have different consequences for the 
woman giving birth than if the uterus is seen as partly affectable by the 
woman’s own efforts (1987: 62).13

From a biomedical view of birth (whether American or Swedish in 
origin), containing ambiguities regarding female agency, it follows that 
there are some important ‘rules of conduct5 in birth management: that 
birth should be strictly supervised in hospital, using all kinds of medical 
and technical help in controlling the foetus and in clearing the birth canal 
so that a healthy child can be delivered, that obstetrical interventions 
should be more of a rule than an exception. Let me give one influential 
European example, which is highly relevant in Borgo. A famous obstet
rical school today is the Dublin school, advocating that birth is adminis
trated according to what it calls ‘active management of labour5 (Mattsson 
and Ladfors 1989; Valle et al. 1992; Brody 1993).14 This means that the 
obstetrical personnel is more active vis-à-vis the parturient woman, 
especially when it comes to the duration of labour. A delivery for a first- 
time mother is not allowed to take more than about twelve hours, from 
the start of ‘true5 labour. This, in turn, means intervention in order to

13 In the latter Swedish definition of birth, there is a closely interwoven relation
ship between a normal delivery and a pathological one. That such a definition should 
come from a handbook in basic gynaecology/obstetrics is not strange, since, at least 
in Sweden, doctors are mainly involved in pathological delivery, leaving normal deli
very to the midwives. Nevertheless, it is significant for the mainstream biomedical 
view on birth: every normal delivery can easily develop into a pathological one 
(Kjølsrød 1985; Regalia 1985). However, a ‘pathologisation5 of (normal) birth, i.e. 
to conceptualise normal birth as an ‘illness’, also exists in certain non-Western socie
ties, for instance among some South American indigenous cultures (Mead and 
Newton 1967: 170).

14 Various forms o f‘active management of labour1 also exist in non-Western 
societies (Mead and Newton 1967: 217f).



speed up labour.15 To use Martin’s words, ‘“productivity1 is what is being 
increased.” (1987: 59)

Agency in alternative birthgiving discourse
What about those tokologies that, unlike the American, emphasise the 
importance of women’s collaboration in birthing. How do they ascribe 
female agency? The birth philosophy of Dr. Michel Odent (1984) has 
gained an enormous influence on the natural birth movement and other 
alternative birthgiving discourses. Odent practised for many years in a 
small public clinic, Pithiviers, located near Paris.16 ‘Natural’ or ‘physio
logical’ birthing, according to Odent, is an emotional and sexual 
experience, and as such, of a private character, involving the birthing 
woman and her chosen support person.17 Birthing is an instinctive pro

15 For a first time mother, labour can go on for hours (or, in exceptional cases, 
even days). Now and then it stops, and this might be completely normal. A long 
labour is utterly tiresome for a woman, and often painful. Speeding up labour, using 
synthetic oxytocine (a hormone), however, is not without risk, and is often experien
ced as painful (see discussion in chapter six).

16 There are two things in Odent’s biography worth mentioning here, since 
according to him, they have influenced his work (Odent 1984). First, Odent was not 
trained as an obstetrician, but as a surgeon. He came to Pithiviers as a surgeon. Pro
fessional training is known to have effects on the approach to traditions in the trade 
(e.g. Scully 1980; Davis-Floyd 1992). If someone specialises in gynaecology/obstet
rics s/he will probably not openly question traditions in the medical practice. Odent, 
coming from another specialisation, did question obstetrical traditions. Second, 
Odent’s mother, to whom he dedicates his book, was a Montessori-influenced pre
school teacher. She taught him a lot about the importance of early infancy for future 
development. His interest in questions about mother-infant bonding got him to 
change the routines in puerperal care at Pithiviers. Maria Montessori was one of the 
first female physicians in modern Italy and a forerunner in taking an interest in the 
early care of the newborn, a field that has later been associated with Frederick 
Leboyer.

17 Several tokologies discuss sexual aspects of birth (Odent 1984; Kitzinger 
1997b; Balaskas 1997). This does not necessarily mean orgasmic experiences, al
though undrugged childbirth is sometimes likened to sexual excitement (Mead and



cess, an innate capacity that women have and can use, if they are left alone 
in a calm and supportive environment. Women know how to give birth, 
with practically no medical assistance. They choose what to do, how to 
move, how to select ‘physiologically correct3 birthing positions, and they 
know what to do with their newborn.

Odent claims, after decades of experience, that women, independent of 
social and cultural background, do give birth in more or less the same 
way when left to themselves. They get a faraway look in their eyes, they 
seem to forget themselves and what is going on around them, they forget 
social conventions, lose self-consciousness and self-control. Often they 
choose a supported standing-squat birthing position, and many of them 
let out a characteristic cry at the moment of birth.

I am inclined to believe that women coming to Pithiviers all share the 
same cultural idea about what birthing is, or should be, namely ‘natural’. 
If this is the case, then they are probably prepared to do what Odent 
claims that it takes: usually removing their clothes, surrendering them
selves to the process, not controlling themselves, doing away with cultural 
ideas and behaviour, forgetting everything they have learned about birth, 
expert advice as well as lay advice. There is, however, good reason to be
lieve that despite best intentions, no one can ‘do away with cultural ideas 
and behaviour3, or forget everything she has learned about birthing. 
There is no intrinsic natural form of ‘labour3 hiding behind ‘culture3, 
labour is necessarily mediated by culture, since the labouring woman con
stitutes herself within a specific social and cultural context. It should 
nonetheless be noted that women giving birth at Pithiviers come from all 
kinds of background: different countries, different social classes, different 
previous birthing experiences, and very little is said by Odent about their 
shared ideas. An exception is made as to certain women with previous 
negative birthing experiences. They come to Pithiviers with the explicit 
desire to have a better birthing experience.

Odentis own explanation of this is that birthing is probably an invo
luntary process in the brain, dictated by hormones. Important for the 
woman is that her body reaches the right hormonal balance. In this way

Newton 1967). Rather, birth is seen as part of the female reproductive cycle and 
therefore sexual.



she attains another state of consciousness. Birthing is not in Odent’s view 
regressive or ‘primitive’. He describes women’s activities that lead to 
spontaneous birthing as ‘instinctive’, well aware that instincts are often 
held to be in opposition to rational behaviour. He writes that an action 
might be simultaneously instinctive and rational. Women surely know 
what they are doing, they are acting rationally. Instincts are important for 
human behaviour, especially for behaviour taking place at the intersection 
of nature and culture, such as lovemaking, labour of birth, or the new
born’s search for the mother’s nipple.

Martin criticises this description of childbirth as an echo of the well- 
known Western distinction between women as natural and men as cul
tural. “It is ironic that Odent’s efforts to give birthing back to women 
occur at the cost of reasserting a view of women as animal-like, part of 
nature, not of culture.” (1987: 164) Martin suggests that we can just as 
well see these women as engaged in higher-order activity, an activity that 
requires the involvement of both body and mind. Why should these not 
be higher, more essentially human, cultural forms of consciousness and 
activity?18 I think Martin, on the whole, is right in her critique of Odent’s 
attachment to the Western philosophical tradition with its specific gender 
values. Nevertheless, one should keep in mind that Odent himself opens 
up the discussion, in writing that activities can be simultaneously instinc
tive and rational.

The radicality of Odent’s tokology lies in three parts: 1) he has faith in 
women’s capacity to give birth, which 2) leads him to a non-inter
ventionist attitude, unusual in modern obstetrics (cf. the Dublin school 
above). In fact he calls a chapter in his book ‘anti-obstetrics’: by offering a 
calm and supportive environment, he leaves the birthing process to itself, 
letting it take time, and with minimal obstetrical interference.19 From this

18 Held (1989) expresses convincingly a similar view.
19 Odent ascribes an important role to midwives, who in France, as in Italy, 

usually have a subordinate role in obstetrics, even though they do most of the actual 
work. Odent also has another, more curious, opinion when it comes to midwives: 
they should be female, because of the emotional and partly sexual aspects of birthing 
and breastfeeding. Women usually stand in a vulnerable position vis-à-vis the pro
fessional birth assistants. This relation should be kept clear from sexual overtones. 
Obviously, he does not take homosexual overtones into consideration. In any case,



follows the third point, that normal birth preparation practices are not 
necessary. On the contrary, they might have negative consequences for 
the spontaneous birthing process. I shall return to this.

Odent argues that the woman giving birth reaches another state of 
consciousness that leads her to act in certain ways. Can this be described 
and understood in a plausible way that still recognises a scope for female 
agency? That is, can birthing be described without falling into a bio
logically deterministic trap?

This is partly the question that the researcher in religion, Kirsten 
Grönlien Zetterqvist (1996) poses in her analysis of what women do in 
childbirth. Her study is based on conversations with one informant, a 
practising midwife (working in a large Swedish hospital). From her 
descriptions and analyses of what happens in birth, Zetterqvist proposes 
an account of what women do in childbirth. I will discuss its implications 
for birth preparation later.

The special kind of agency involved in birthing has two characteristics: 
the woman is active, deliberately helping (or obstructing) the labour pro
cess. At the same time, her agency is ‘carried away5 (and must be) by the 
force of her body in labour. According to Zetterqvist, the woman is 
active and passive simultaneously, she is both a subject and an object. 
According to Zetterqvist’s midwife informant, being in these two modes 
of positioning simultaneously helps labour. The process of birthing con
sists of letting out the innate, bodily knowledge of birth that every wo
man, according to Zetterqvist, has. This knowledge is activated when the 
birthing process initiates, when the body is in movement. The body is 
conductive in this mental and bodily dance, and the woman’s mind must 
cooperate under this condition.

As far as I can see, this is an illustration of the particular agency in 
birthing; perhaps an example of the ‘mindful body5 (Scheper-Hughes and 
Lock 1987). Thus, we are far away from what I discussed earlier in this 
chapter, the kind of agency criticised by Hastrup as “an outcome of cog

this leads Odent towards the end of the book to write that birthing should be left 
completely in the hands of women. See also his recent statement on this, mentioned 
in chapter two, note 38.



nitive rationality alone.” (1995: 94) But if Zetterqvist is right, it follows 
that birthing is not solely a matter of being carried away by ‘the body1.

According to Zetterqvist, if the woman’s mind cooperates, her innate, 
bodily knowledge of birth will be liberated. She must not try to take 
control of her body, and override its primacy, but let the body carry her 
away while being conscious of what is going on. Being conscious of her
self giving birth gives the woman strength to live through the (painful) 
contractions. By holding on to this consciousness, she can live through 
the contraction, instead of being abandoned to the force and pain of it. If 
she loses concentration, and gets completely carried away by the labour 
process, pain and fear are bound to take over. Thus, mind and body, 
according to this model, meet in the contraction and ideally form a 
union, which creates an insight that will help the woman to live through 
the pain. At the height of the contraction, she gets to know the limits of 
pain, and she is somehow aware that there is a rhythm in the con
tractions, and that the pain is limited. She thereby fully realises that she is 
giving birth. This insight, according to Zetterqvist, has to do with an 
inherent bodily knowledge or power. A birthing woman can accept this 
power and use it by acting through it, but she can also be frightened by 
it, refuse it, and let it act on her (being more passive than active). The 
baby will be born in any case but the mother’s experience will be 
different. Birthing, according to Zetterqvist, has both a bodily and an 
existential dimension.

So far, I have detected both continuities and discrepancies in the 
Swedish mainstream written biomedical discourse, as compared to the 
American discourse. Women are ascribed a limited agency mainly during 
the final stage of birth. During the main part of labour, the dilation, the 
woman’s mind can at most passively help or obstruct the almost auto
nomous work of her body/uterus, either by relaxation or by tension. This 
model clearly reflects the mind/body dichotomy and a mechanistic view 
of the female body as defective. The main difference between the Swedish 
and the American discourse seems to be a greater emphasis on female 
agency in the former. Alternative discourses, like Odent’s and Zetter- 
qvist’s tokologies, reflect an effort to overcome this dichotomy by 
ascribing first a greater scope for female agency. The birthgiver is ascribed 
agency during the whole birthing process, not only during the final stage.



Second, the agency ascribed to women in alternative discourse is pheno- 
menologically different from agency in ordinary biomedical discourse. It 
is a combination of activity and passivity, and it is connected to a parti
cular kind of mindful bodily knowledge or power, which is liberated 
when the birthgiver reaches a particular insight (Zetterqvist) or state of 
consciousness (Odent).

The time has finally come to look closer at the Italian context through 
an analysis of the place for female agency in written psychoprophylactic 
discourse, notably by proponents of the RAT-method. After that, I will 
conclude the chapter with an analysis of the consequences for birth pre
paration of the various ideas of agency presented in this chapter.

Agency according to the RAT-method
Psychoprophylactic philosophy ascribes an ambiguous role to women in 
labour and birthing. On the one hand, it states that birthing is a physio
logical process that can easily be disturbed (by the environment and by 
the woman herself). It is assumed that women can influence their labour, 
both in a positive and negative way. That is, women can facilitate or ob
struct their labour, depending on whether they make proper use of their 
training. On the other hand, it is stressed both in written RAT-discourse 
and by the birth class teachers in Borgo that women can actively do 
something mainly during the expulsion stage. RAT-training is quite 
demanding, and aims at learning how to control the contractions in an 
autogenous way in order to ease pain. It combines an emphasis on ‘imagi
native’ relaxation with one on respiratory exercises and control, which can 
be experienced as quite frustrating. The idea is to reach a relaxed state by 
using the imagination. During class, the women are invited to think 
about, and try to imagine pleasant situations. They are specifically asked 
not to think of the birth. The RAT-training thus mentally distracts the 
women from the main part of the birthing process, the dilation, during 
which her body is assumed to do its own work. The mental attitude of 
the woman is however assumed to have a bearing on her body’s work.

Moreover, focusing on control by way of a demanding training puts a 
heavy burden on women. Most women who have given birth know that



there are moments when a birthgiver, for a variety of reasons, ‘loses con
trol’ over some contractions. A good or a bad birthing experience, 
according to psychoprophylactic philosophy, seems to be dependent on 
whether the woman has properly used the training at birth, leaving the 
hospital’s management of birth out of the discussion.20 Birthgiving is 
transformed into an achievement which, at least in the Italian context, is 
linked to a fulfilment of true femininity (Miraglia 1992). In pointing to 
this, my argument about the prevalent mentalisation of birth throughout 
this thesis is finally approaching its conclusion.21

For the RAT-method to function, the woman, according to Piscicelli, 
is required to do two things. During early labour (when the cervix is di
lating), she should persist in relaxation during the pauses between the 
contractions and immerse herself in autonomous respiration during the 
contractions. This saves energy and helps to protect against tearing of the 
tissue. During the expulsion stage (when the foetus makes its journey 
from the uterus, down the birth canal, to actually being born), she should 
help the uterus by pushing in a coordinate and valid way, instead of ‘hin
dering the lucky outcome’ of this work with atteggiamenti inconsulti 
(‘thoughtless attitudes’). During the pauses she should immerse herself in 
autogenous respiration (1982: 214f).

Detecting the production metaphor, as spelled out by Martin (1987), is 
not difficult. Woman’s labour, like factory labour, is subdivided into va

20 The same is true for what was discussed in the previous chapter, fear. To say, as 
Dick-Read (1954) did, that labour should (ideally) be painless, or, as others do, radi
cally less painful, is to put a heavy burden on the individual woman, particularly if 
she has attended a birth class. If she feels pain (as she most likely will) it is construed 
as her fault because she has not learned the training properly and/or that she has let 
fear take control.

21 Needless to say, I am not criticising the overall usefulness of the psychoprophy
lactic RAT-training, which has apparently shown its efficiency in diEerent tests 
(Piscicelli 1982; Miraglia 1992). Such a critique could, for example, focus on the 
scientific ground of psychoprophylaxis, the creation o f ‘conditioned reflexes’ or 
‘responses’. Rather, I am questioning the idea, common to every psychoprophylactic 
technique, of finding a technical solution to a complex problem (fear) instead of 
problematising the modern biomedical way of managing birth in the West (Pizzini 
1981).



rious stages, requiring different amounts of female activity. During the 
first stage the woman helps her own body by being relaxed; during the 
second stage she is more active. The uterus, at least during the second 
stage, aided by the pushing woman produces efficient (or inefficient) con
tractions. The woman should refrain from hindering the ongoing labour.

Pisciceli! describes how the muscles, not of the uterus but of the peri
neum, have an intermediate position between voluntary and involuntary 
muscles. They might work in a retentive or expulsive way, depending on 
how the woman acts during the expulsion stage. Piscicelli then immerses 
himself in a mentalisation of birth:

This zone [the perineum] might become a battlefield (campo di scontro) for 
the conflicting attitudes that surprise the woman during delivery. On one 
hand the psychosomatic impulse to deliver and expel the child, on the other 
the wish to keep it, might in an antagonistic mode surprise the poles of the 
[birth] canal. The peristaltic forces (fòrze) then set out in opposing direc
tions. The bottom of the canal pressures downwards in order to liberate itself 
from a body that now seems alien. The perineum contracts in an inverse 
sense, as if it tries to keep the foetus to itself and escape the effects of the 
emptying sensation that birth is. (Piscicelli 1982: 239) (My translation)

In writing this, Piscicelli creates a space for the question of how fear and/ 
or anxiety influences women’s labour. Such concerns are, according to 
Martin (1987), absent in most American medical texts. But a woman’s 
labour can be disturbed and even stop for other reasons as well, which are 
not mentioned by Piscicelli. For instance, she may need a pause because 
she is exhausted, she may dislike the assistance she gets, she may be afraid 
of the probable lacerations she will get. Note also how Piscicelli’s 
language, by focusing only on the perineal zone, almost forgets the per
son (the woman), treating the birth canal as an autonomous unit and 
ascribing mental attitudes to it.22

22 Compare what Martin writes about this way of focusing on the uterus as the 
agent in birth.

... in the nineteenth century women were seen as controlled in mind, body, and 
soul by the ovaries and the ‘paramount power’ of the uterus; ... Perhaps we no 
longer see women as so enslaved by their reproductive organs. But we are still a 
long way from seeing quintessentially female functions as acts women do with 
body, mind, and emotional states working together or at least affecting one



Miraglia (1992) is another leading advocate of the Italian version of 
prophylaxis and of the importance of the psychological preparation of the 
pregnant woman. He is also concerned about how she is treated by the 
hospital personnel during birth. In comparison to Piscicelli’s book, which 
is written for birth class instructors, Miraglia’s book addresses pregnant 
lay women. Yet, his text is as problematic as Piscicelli’s (1982), when it 
comes to what labour is, and what women do during birth. Notwith
standing Miraglia’s sincere interest in women, being the ones that should 
perform la magnifica opera (‘the magnificent deed’) (1992: 409), that of 
bring in g  forth life, he does not seem to think that they have much in
fluence on their own labour. In describing labour, he writes that

... labour contractions have the following characteristics: they are involun
tary, they follow one another with a regular rhythm·, they are intermittent, ... 
they are of progressive fast extension ... (Miraglia 1992: 398) (My trans
lation)

The uterus, as in the American discourse, is seen as an involuntary 
muscle. On page 399 Miraglia writes that knowledge about the process of 
labour “permits the woman herself to formulate a diagnosis of labour.” 
Evidently women should be active in perceiving and interpreting the 
body’s signals. This however, does not mean to him that women are able 
to influence labour. Immediately after this statement, Miraglia explains 
why there are pauses between two contractions. This explanation covers 
ten lines and he mentions only the need of the uterus to rest and regain 
energy. At the conclusion of this explanation he briefly mentions the 
needs of the baby. The woman as a person and her needs are not men
tioned at all. The same is true for his explanation of the effects of the 
uterus in contraction where the only agent in birthing mentioned is the 
uterus, pushing the foetos down against the uterine opening.

At page 401 Miraglia explains the utility of counting the centimetres of 
the cervical dilation (from some millimetres to almost 10 centimetres):

another. The day has not come when instead of speaking o f ‘hypotonic uterine 
dysfunction’ or ‘nonprogressive labor5 that has to be treated by chemical or opera
tive intervention, we will say that ‘the woman has stopped her contractions5 and 
focus on alleviating the fear and anxiety which have probably, in the majority of 
cases, led her to do so. (1987: 88-89)



This numbering has the practical value of marking the degree of accomplish
ment of the dilation stage. Furthermore, it permits the physician to com
municate to the parturient how much work the uterus has already carried out 
and how much it has left. (Miraglia 1992: 401) (My translation)

The woman is not described as someone that can actively influence her 
own labour during the dilation stage. Rather, one can visualise her, pre
sent somewhat accidentally, on the birth site. The woman is encouraged 
to wait at home until time has come to go to the hospital, to find a com
fortable position during the early dilation stage, and to prepare a bag with 
necessities (including the results of prenatal medical tests). In the hos
pital, when the woman has reached complete dilation and received the 
new signal to push, she should behave in the following way:

You have to push vigorously with a particular and intelligent technique that 
will allow you to realise maximal advantage with an obvious saving of 
energy, (ibid. : 404)

... in this way the final part of the expulsion stage is initiated, during which 
your attention and your control must be perfect, (ibid. : 406)

This delicate moment must be completely controlled, the pushing exactly 
weighed, in order to allow the ductile adjustment of the relaxed perineal 
plane, from where your child (creatura) will glide out. (ibid.: 407) (All 
translations are mine)

According to both Pisciceli! and Miraglia, women have to perform well, 
to do efficient work, in order to escape pain and perineal lacerations.

The RAT-trained women that I interviewed after birth said that they 
found their training useful during labour, at least during the earlier 
stages. When they approached full dilatation (the so-called transitional 
phase) most of them had problems, either with the relaxation or with the 
respiration. Mostly, the pain was pointed out as the reason for this. The 
RAT-training includes a rather rigid breathing-during-pushing instruc
tion that is given when the woman is fully dilated (about ten centi
metres), which might not always coincide with her felt urge to push. 
Many women are fully dilated without feeling an urge to push, while 
others want to push before being fully dilated (Enkin et al. 1995: 226). 
Davis-Floyd (1992: llóff) discusses this in comparison to evidence from 
homebirthing, which seems to indicate that it is common that women



experience a period of rest, a latent phase, in their birthing before feeling 
any urge to push. This “is largely unknown in the hospital, where it is 
rarely given time to occur naturally.” (ibid.: 118)

During one of the birth classes in Borgo, the teacher Ms. Colombo 
talked about the particular respiration, called ‘blowing out a candle’, and 
how it was supposed to be used during pushing. She managed to describe 
pushing as some kind of performance (achievement), using words like “it 
is not productive to stringere (tighten) the perineum during pushing,” “it 
is not productive to push with your legs and throat.”23 

At the time, having been through one birth myself quite recently, I 
remembered clearly the experiential frustration I felt during this particular 
phase, and the very different approach I met in Sweden. The midwife told 
me more or less the same things that I had heard during my own birth 
class in Borgo a few months earlier but there was no rigidity, no pre- 
established rules to follow, in her instruction. The emphasis was put on 
the importance to feel what I myself wanted to do.24

The Borgo doctors however, talked at the course about pushing as 
something that should take place when a woman is fully dilated, and their 
instruction was as mechanical as the RAT-teacher’s. The informants com
mented on the instruction, saying that it seemed a bit difficult to follow. 
In Ms. Colombo’s class the participants were invited to try out the respi
ration. Dr. Landi, instead, did not want the women to blow, saying that 
she did not want to take the responsibility if some woman went into la

23 It should be mentioned that signora Colombo at the end of the same lesson 
described birth in a non-performative way, underlining that the most important 
thing during birth is to keep calm. To relax during at least parts of the delivery is 
important. “You will give birth all the same, but it is better for yourself if you 
manage to be relaxed.” As will be discussed shortly in the body of the text, this 
statement contains its own difficulties in the context of the whole question about 
conveying knowledge in birth preparation. Is it the RAT-technique or the mental 
attitude that should be stressed? And how much agency are women ascribed, 
according to the RAT-philosophy?

24 This way of stressing the individual woman’s own capacity of doing what feels 
right for her is consistent with findings from the mainstream Swedish birthing 
system in the 1970s by Jordan (1993 [1978]). I suspect that this tendency has been 
reinforced in the 1990s.



bour as a result of this practice (!). Thus she only explained how it should 
be performed.

Returning to the analysis of written discourse, one can note that appre
hending the technicalities of the psychoprophylactic method is not 
enough, at least not according to Miraglia. If a woman also wants to give 
birth with as little pain as possible, she should execute birth “driven by a 
continuous desire to realise herself as a woman and as a mother.” (ibid. : 
409)

... within you should always be present the devotion towards the child that 
you have nourished, the fruit of your love, flesh of your own flesh, that you 
cannot but love, with that unproblematised attitude (noncuranza) towards 
the sacrifice which is the real essence of maternity, (ibid.: 410) (My trans
lation)

Motherhood, according to Miraglia, is a sacrifice (cf. Accati 1995).25 
Miraglia seems afraid that childbirth, because it hurts, will stop women 
from loving their babies, unless the experience of pain is given meta
physical dimensions. Apart from the critique one might have against a 
reasoning like this, Miraglia in his paternalistic worries about women is 
also guilty of the ideological blurring of the conceptual division between 
bodily mothering (in this case giving birth) and general mothering. Wo
men’s capacity to give birth is interlaced with their capacity to be good 
mothers. Women, somehow, must be persuaded into mothering (cf. 
similar comments by Cosslett 1994: 58). In this, he is not alone. 
Pisciceli!, in a somewhat motherhood-envious tone, writes:

As has been said, labour is in reality hard work, both for the parturient and 
for those who assist. It is not honest to offer the parturient false dimensions 
of delivery. To have a child requires a process of fission and recomposition 
that has an effective temporal and energetic price. Motherhood is not a 
hobby. The woman who is not willing to carry, deliver and raise a child 
might direct her energy and her interests towards other goals. Motherhood 
should not be a whim, nor should it be reduced to a scapegoat for cultural 
disputes (contese culturali). It is life’s most important mission. Unfor
tunately, the value of the significance of motherhood is often concealed by

25 Compare Balsamo et al. who claim that in their fieldwork material from Turin 
there exists in both women’s and doctor’s discourse of motherhood a “persistence at 
the cultural level of the myth of suffering mother-love.” (1992: 76)



emotional crisis, evolutionary defects, and by affective regressions. There is 
no other more magnificent event in life than the experience of giving birth to 
a human creature.

The task of psychoprophylaxis is to protect women from manifold cultural 
contamination, and this can be done during the birth preparation course, by 
showing birth to be nature’s masterpiece. The future life destiny of the 
human individual and his capacity for love depend on the genuineness of this 
experience. (Pisciceli! 1982: 250) (My translation)

The RAT-method is, as I have shown, demanding. Many activities should 
be combined in an ‘efficient’ way and kept under perfect control, for 
example relaxation, respiration and pushing. In order to function, the 
training has to be practised on a daily basis. No wonder that the woman 
has to be protected from ‘cultural contamination’ by the mighty doctor, 
who will tell her what a wonderful mission she has to complete. Women 
are active, in the sense of performing well. But they are also victims, 
albeit not helpless, of their uteruses and perineal muscles. This is a more 
complicated picture than that of orthodox American obstetrics (where the 
body functions or dysfunctions). In psychoprophylactic philosophy, much 
responsibility is ascribed to the woman, but the ‘natural’ birth that for 
example the RAT-method is supposed to generate seems to be anything 
but spontaneous. Psychological preparation is necessary to achieve a good 
outcome, although the training should contain elements of a metaphysical 
character in order to be really efficient.

To sum up the Italian psychoprophylactic philosophy of birth and wo
men’s part in it, one can say that women, according to both Pisciceli! and 
Miraglia, are agents in the sense of being coaches following a scheme. 
They help the real agent, the uterus, to perform its work. In summarising 
the chapters on birth, Miraglia states the following advice to women: 
1) not to waste energy; 2) to ‘actively5 assist nature’s forces that are ex
pressed by the dynamics of the uterus, with the specific characteristics 
noted regarding the dilation stage and the expulsion stage (1992: 411). 
In fact, Miraglia, illustrates what Martin (1987) argued, that the meta
phor of production is useful in analyses of birth-texts, when he actually 
compares women’s childbirth to “the assembly line of an automobile.” 
(ibid.: 412) On the whole, Miraglia’s book leaves a ‘production biased’ 
aftertaste of childbirth as being something divine that has to pass through



women’s bodies, although preferably with the women’s help. This, of 
course, is not something new, especially in a Catholic context. Virginia 
Held (1989: 369) writes that “[i]mages of birth ... are standardly images 
of natural events, if not of divine ones.” Or, as in the quotation from 
Pope Paul VI that Miraglia reproduces at the beginning of the book: La 
donna genera ciò che Dio crea (Woman brings forth what God creates’).

One of my informants, Carla, made a comment on the somewhat 
ambiguous relationship between the strict RAT-technique and the im
portance given to the mental attitude of the woman learning the tech
nique. She criticised dottoressa Landi for having given the impression 
that the utility of the course lay in the women’s own hands. That is, the 
RAT-‘messages’ had to be received in the right way by every woman 
present. At least at that particular occasion, Dr. Landi chose to emphasise 
the mental attitude of the woman, and not the technique in itself. Carla 
had rather wanted a reassurance that the technique worked by itself. She 
wanted to feel that by working hard on the exercises, her experience of 
giving birth would be better.26 In a certain sense, Carla did not want the 
amount of agency that was ascribed to her by the RAT-teacher.

On the one hand it is pointed out (by Piscicelli, Miraglia and the 
teacher Ms. Colombo in Borgo) that RAT-prepared women have better 
birthing outcomes than unprepared or differently prepared women. On 
the other hand Piscicelli and Miraglia underline the importance of the 
woman’s attitude. Dr. Albertini went so far as to say that the importance 
of the course lies in its therapeutic value. So, this dilemma between stress
ing either the technique or the mental attitude is real and embedded in 
the discourse itself.

26 Carla had also taken another, private course based on the RAT-technique. 
Since she was in a one on one situation with the teacher it was easier to learn the 
exercises, she explained to me. The exercises made more sense to her.



On the difficulties of 
conveying knowledge in birth preparation

In the previous chapter, as in the present one, I have argued that the 
success of conveying knowledge in birth preparation can, at most, be 
limited. There are several reasons for this. One of them has to do with 
how agency is constructed. In this chapter, I have tried to show the ambi
guity of agency in different tokologies. There are both quantitative and 
qualitative differences in how female agency in birthing is constructed. 
The scope of women’s real agency is probably impossible to establish, 
something that contributes to this ambiguity. However, I have stressed 
that this ambiguity, which is not only seen in the American mainstream 
discourse but also in the European, is rooted in the mechanistic model of 
birth and its negative view on women, which is characteristic of bio
medicine. I have thus shown that there is a cross-cultural continuity in 
biomedical discourse as regards to ascribing female agency in an ambi
guous way. The ambiguity in European discourse is even more pro
nounced than in the American, due to the influence of birth preparation 
philosophy in the European discourse.

Nevertheless, there are also discrepancies: between the American and 
different versions of European discourse, between mainstream obstetrics 
and alternative discourse. Let me start with mainstream discourse. A 
major difference between Swedish and Italian written biomedical dis
course is that the Italian discourse constructs birth as an achievement, 
stressing the importance of learning a demanding technique. A similarity 
between Swedish and Italian written discourse is that they both ascribe 
women agency to a great extent, albeit mainly during the expulsion stage. 
The scope of ascribed female agency during the dilation is much more 
ambiguous in both Italian and Swedish texts.

A prerequisite for exploring real agency in birthing seems to be to over
come the mind/body split and to focus on the woman (and the foetus) as 
the protagonist(s), not the doctor or midwife. The woman should also be 
conceptualised as a ‘mindful body3, not as divided into separate parts: the 
uterus, the perineum, the mind. However, an anthropological analysis of 
female agency should critically examine the almost taken for granted



notion of an innate knowledge. This notion leads too often to a mystifica
tion of an assumed precultural, i.e. not culturally mediated ‘female 
power’. Such a mystification upholds the nature/culture dichotomy where 
female activities during birth are linked to nature rather than to culture.

Discussing agency in birthing also illuminates the weight of experience. 
The importance of birthing as lived experience is another obstacle in birth 
preparation. As many of my informants said after birth, nobody really 
knows what the birthing experience will be like before having gone 
through it. I would add that both pain and fear will most likely be part of 
the experience. Birth educators, of course, are aware of this. No one pre
tends anything else. But, many women — like Carla above — seem to 
hope that birth preparation and its conditioned reflexes will do the whole 
work for them, and that thorough training can be the key to a painless, or 
a fearless, experience. Technique might help a woman who relies on it to 
have an easier birth. Relying too much on technique, particularly on a 
technique like the RAT that distracts women from the act of birthing, 
however, does not resolve the question of birth as an existential life crisis 
and the place of fear in this.

In conclusion, I would like to return to Zetterqvist’s analysis, presented 
earlier in this chapter, and place it in the context of lived experience. 
Getting to know the limits of pain, a crucial point in Zetterqvist’s ana
lysis, is something that can only be done through immediate experience. 
A pregnant woman can read, hear, see things about the birthing ex
perience, and create a mental image of what it will be like. In this sense, 
birthgiving as a primary experience has been culturally expropriated by 
the media and by birth preparation discourse in late modernity (Ziehe 
1987). Yet, the woman has to go through it herself, feeling (and tasting 
and smelling) it. This is what lived experience is all about. The meaning 
develops from the process itself (Hastrup 1995). However, it does not 
make sense until being (consciously) experienced and understood, re
flected on, by the birthing woman herself in some way.27 This is also why 
it is difficult to convey knowledge about birth in birth preparation, a 
difficulty that probably contributes to the rather mechanical emphasis on

27 Held argues that childbirth cannot be understood adequately “from an external 
point of view only.” (1989: 369)



technique that is characteristic of the RAT-method. The experience of 
giving birth, activating in an unusual way the whole self of a woman, is 
an experience that cannot be understood beforehand. To learn how to 
relax and/or how to use conditioned reflexes, though, might be of help in 
the birthing process.

Another dimension of the birthing experience, which adds to the diffi
culties for birth preparation, is the unpredictable character of the process 
itself. Every birth is a new one, and even a woman who has gone through 
birthing before does not know the course of events this time, although 
she will have accumulated knowledge of birth to relate to. In this, she 
differs from the first-time mother, who is the concern of this book. If we 
are to take seriously the argument made by Hastrup (1995) about 
meaning as emergent, not static, only the woman giving birth herself can 
know under what circumstances she will experience a good birth when 
she is in the middle of it and afterwards when reflecting upon it.28 This 
does not mean that she, when pregnant, cannot have ideas about how she 
wants to give birth, what kind of assistance she wants, and so on. In other 
words, she has a belief system about birth (Davis-Floyd 1992), which 
guides her reproductive choices. Otherwise preparation would not make 
any sense. As Davis-Floyd points out, there is an intricate problem 
inherent in the ideal of natural birth, namely the tension between the 
‘holistic’ and the ‘technocratic’ birth paradigms: “many pregnant women 
consciously espouse one while at the same time unconsciously believing 
in the other. When this is the case, a woman may only find out what she 
really believes in the act of giving birth.” (ibid.: 187f) For example, a 
woman may have a strong conscious belief in the holistic model and yet 
unconsciously doubt it, in favour of the technocratic model. Such a 
cultural clash may negatively influence her labour.

After the extraordinary experience of birthing, in reflecting upon it, the 
woman knows whether she got the help, or support, she wanted and 
needed, if she felt cared for, if she felt strengthened by it, or felt that it 
was an abominable experience, or that she felt maltreated. Davis-Floyd

28 I think this is also in line with what Holm (1993: 101) writes about agency in 
mothering, when she states that one becomes aware of agency retrospectively, by 
self-reflection.



calls the reflections the “conceptual outcome” (ibid.) of a birthing ex
perience. This evaluation of experience takes place against the paradigms 
and scripts provided by culture, and often in the interaction with others 
who mutually validate or rephrase each other’s account.

Recent research in medical sociology from Australia indicates that the 
experience of giving birth is a critical reflexive moment in many women’s 
lives (Zadorozny) 1999). Maria Zadorozny) argues that a woman’s first 
birth is strongly influenced by a factor like her social class (cf. Martin 
1987). However, she also argues that women’s previous obstetric expe
riences strongly influence later experiences. The childbirth experience thus 
is important enough in the shaping of identity that it can even transcend 
the importance of social class.

After birth, a woman can also evaluate the preparation she has under
taken. Depending on whether she feels birthing was a good or a bad ex
perience, this might, or might not, influence her (early) mothering of the 
child. In any case, it will leave traces in her personality and identity, either 
leading to psychological progression or regression (Bradai 1985). It is, 
however, beyond the limits of this book to elaborate this further.

Odent (1984) writes that traditional birth preparation techniques, like 
respiratory training and relaxation exercises, are not necessary for a good 
birth outcome. They might even be contra-productive. Instead, he stres
ses general fitness in women: eating well, doing small amounts of physical 
exercises, or even yoga. Apparently, he would not like women to study 
childbirth manuals either, filled as they are with theoretical explanations 
of birth and practical advice. Women should however not only be in 
good physical shape, controlled by medical check-ups and analyses, but 
also be mentally ‘tuned in’ on birth. Indeed, the only preparation a 
healthy pregnant woman might need, according to Odent, would be to 
participate in the musical evenings that used to be an important part in 
the activities at his clinic. Singing and dancing are good for the muscles 
and for breathing.

Contemporary proponents of ‘natural’ birth (e.g. Balaskas and Gordon 
1987) state that women can prepare themselves according to their own 
wishes. As a consequence of the view that women in most cases are 
capable of giving birth by themselves, the necessity of strict preparation 
techniques, like the RAT, has been questioned. In ordinary obstetrics,



however, there is still a tendency to see delivery as the responsibility of 
professionals rather than of women. If its adherents share the view that 
women can prepare themselves according to their own wishes, this has 
much to do with the fact that a prepared woman is easier for the staff to 
assist than an unprepared one. The type of preparation technique is not 
important as long as it does not incur unnecessary costs (for example if it 
requires the help of the personnel in order to function, as in ordinary 
hypnosis, which is different from the ‘self-hypnosis’ technique that is used 
in Borgo today). This leads us to what will be discussed in the next 
chapter, the question of the management of birth, which is at least partly 
a consequence of how birth is defined in various tokologies. In different 
kinds of contemporary birth management, there is an underlying conflict 
between the degree of médicalisation and technologisation that are con
sidered necessary.

Odent (1984), as a consequence of his views on childbirth, takes it as 
his mission to create an environment that will enable women — with as 
little interference as possible — to give birth as whole human beings, 
letting it take time. His view on obstetrical intervention is not new of 
course. There is a long tradition of a non-interventionist standpoint in 
Western midwifery tradition. Likewise, there is a long tradition of a more 
interventionist style, dating from even before the seventeenth century 
when the médicalisation of childbirth began. Prior to the mid-nineteenth 
century obstetricians usually taught their students to “watch, wait, and be 
patient.” (Loudon 1992: 340)

The interesting thing with Odent is that he, although being a modern 
biomedically schooled doctor, proposes a management of birth that takes 
birth back to older ideas about expectation. At the same time, he is a 
friend of technical equipment and medical techniques, but only when they 
are necessary. Like for example Regalia (1987), Oakley (1993b), Wagner 
(1994), Campbell and Macfarlane (1994) and Enkin et al. (1995), Odent 
underlines that many of the techniques (including ultrasound) that are 
used in obstetrical practice are not scientifically evaluated. The reasons to 
use them vary. The consequences of this will be discussed in the next 
chapter.

Zetterqvisfis account of what good childbirth might be, like Odent’s, in 
its focus on the importance of living through pain, seems to rule out at



least one kind of birth management, namely one which uses analgesics/ 
anaesthetics on a more or less routine basis. This kind of liberal pain relief 
policy is common in Sweden. Thus, neither Odent’s model nor Zetter- 
qvisfs are able to account for women with experiences from different 
models of birth management, who claim to have had good experiences of 
birth in all kinds of hospital settings. For example, Davis-Floyd, in her 
American study (1992), found that 70 out of 100 women were com
fortable to varying degrees with their high-tech births in hospital. Nine of 
these 70 women had both actively sought high-tech interventionist births 
and felt empowered by it. As the next chapter will stress, many women in 
Borgo are satisfied with their experience of childbirth, in spite of the high 
degree of technologisation that characterises birth management in it.

In the next chapter then, the management of birth in Borgo will be 
analysed.



6
“A birth with a minimum of 

obstetrical intervention”
On intrapartum care

Natural birth? (a short pause) We have a lot o f  respect for i t ... a birth without any 
complications ... a spontaneous birth, however carefully supervised by 

cardiotocography.
—  H e a d  o f  o b s t e t r ic s , D r . C o n t i n i , 1 9 9 8

... a birth with a minimum o f  obstetrical intervention.
—  D r .  A l b e r t i n i ,  1 9 9 8

Natural birth, what is that — to hang from a tree and deliver?
—  D r . R o s s i , 1 9 9 3

Cesarean section has become such an accepted phenomenon that the redundant 
phrase ‘vaginal birth’has come into common usage, to distinguish it from the 

euphemistic ‘abdominal birth’.
—  M a r s d e n  W a g n e r , 1 9 9 4

THIS CHAPTER h a s  two purposes. One is to analyse the correlation be
tween what was analysed in the previous chapter, how birthing is con
structed in birth preparation discourse, and actual birth management in 
Borgo. The birth preparation course aims at preparing women for 
‘natural’ birth. How is ‘natural’ to be understood in a context where the 
birth policy, according to Dr. Albertini, has changed from “entirely medi- 
calised birth” to “a more natural approach?” How is women’s real agency 
potentially constrained by the way birth management is organised in 
Borgo?



The second purpose is to illuminate what was discussed in chapter two, 
the socially constructed character of obstetrical practice. I argued that it is 
not self-evident that various practices inevitably lead to different birth 
outcomes. Almost every obstetrical practice has been contested. Opposed 
techniques are used in different birthing systems and they are all defended 
‘on scientific grounds’. The rationale for a particular technique is seldom 
based on solid scientific evidence, but rather on consensus. Yet, when the 
personnel in Borgo explain to a lay woman why they use a certain tech
nique, it is normally presented as self-evident, as something that is ‘prac
tised everywhere’. Implicit in this utterance is that ‘everywhere’ is equi
valent to what is considered to be the most scientifically advanced 
birthing systems, preferably North American. Sometimes, however, the 
fissures in the expert system are exposed to lay people, often when there is 
a professional conflict involved: between a midwife and a doctor or 
between different doctors.

Most hospitals have working schemes, protocols, that define how long 
‘normal’ labour is allowed to go on before delivery should take place, how 
long the various stages in labour should last, and what interventions are 
supposed to take place. During my return visit to the field I asked the 
head of obstetrics in Borgo, Dr. Contini, if he could provide me with a 
copy of the protocol for the management of ‘normal’ birth for a first-time 
mother. Dr. Contini answered that the Borgo hospital does not use speci
fic protocols but gave me the reference to a general Italian ‘Manual of 
labour1 (Valle et al. 1992). When talking to the midwives Maria and 
Patrizia about the issue of protocols, they said that bigger hospitals 
usually use protocols but in a small hospital like Borgo it does not always 
happen. According to them, using a written protocol would perhaps eli
minate some of the idiosyncratic practices that exist now, particularly 
among the physicians. Judging from this conversation and from what Dr. 
Albertini continually reiterated during fieldwork, that he did not want to 
speak for his colleagues but only for himself, the image of the Borgo 
gynaecology-obstetrical ward as a strict hierarchical place, which I had at 
the beginning of fieldwork, should probably be reconsidered. While being 
true on paper, the hierarchical model is often questioned in practice (cf. 
Colombo 1987a: 47f). This is clearly illustrated when we take a closer 
look at the situation in Borgo.



When Dr. Contini is involved — almost never at night — the personnel 
has to carry out his decisions. When one of the two assistants to Dr. 
Contini is present, the junior physician has to carry out his decisions, 
when any physician is present, the midwife has to carry out his/her parti
cular decisions, and so on. Considering the relative freedom that the lack 
of specific protocols gives, the image that comes before me is the one I 
have been given by almost everyone in Borgo with whom I have talked 
about childbirth in the Borgo hospital — “It all depends on which 
physicians and/or midwives are on duty. If you are lucky to find the right 
one, you can have a nice birthing experience.” The professional agents 
nourish an idea of their reality as one that allows them to act rather freely, 
and many lay women confirm this idea. However, there is also a tendency 
to blame other agents, often in an upward direction, when this freedom 
image does not hold. Thus, we have the head of obstetrics blaming the 
hospital administration, the health ministry, the biomedical industry; 
other physicians blaming the head of obstetrics, the administration; and 
the midwives blaming the physicians. The political economy of Italian 
birth has been discussed briefly in chapter two in this thesis. Szurek 
(1997) emphasises the impact of technology and technological thinking 
in Italian obstetrics, and how this has been backed up by the state since 
the 1970s when the state became more involved in supervising female, 
pregnant bodies.1 In addition to this, other cultural ideas influence obstet
rical practice in Borgo, rendering it a lot ‘less’ free than the agents 
working within the system want to admit. As we shall see, the lack of 
written protocols does not mean that there are no ‘oral’ ones.

In Goffmanian-inspired studies (e.g. Asylums from 1961) of childbirth, 
best represented in Italy by the works of medical sociologist Franca

1 The medical profession (and the pharmaceutical profession) are put under cons
tant pressure from the biomedical industry and its representatives to use as much 
technology and medicines as possible. This is a problem in Italy as in many other 
countries worldwide. During fieldwork I read and heard about this on different occa
sions. For example, the health minister of that time, Costa, talked about the issue in 
an interview in La Repubblica 6/6/94. In the field of childbirth it means difficulties 
in promoting low-tech births and breastfeeding. The pressure consists o f both 
punishments (e.g. to blacklist entire hospitals or individual doctors) and rewards 
(e.g. bribes, secret paylists).



Pizzini and her colleagues (e.g. Colombo et al. 1987), a starting point is 
that high-tech birthing, to varying degrees, implies a ‘hospitalisation’ of 
the woman in labour, and that her ‘patienthood’ is confirmed during the 
‘social production of birth’. This includes also postpartum care. For hos
pital personnel as well as for women it is important that everyday work 
functions and that patients behave like patients, following the hospital 
rules. Both partners in these matters sign a kind of informal silent con
tract. The partners, however, are not equals in this arrangement. From a 
feminist perspective, women (and their newborns) are losers in signing 
themselves into the hierarchical hospital system, for example regarding 
decision making.

When Robbie Davis-Floyd (1992) analysed childbirth in the USA as 
an ‘American rite of passage’, she used a different starting point. From the 
discovery that the majority of the women she interviewed were satisfied 
with high-tech birthing, she focused on the differences between a ‘techno
cratic’ belief system and a ‘holistic’ belief system and analysed the Ame
rican birthing system as a symbolic system based on a technocratic world
view. Pizzini’s and David-Floyd’s studies have inspired my analysis.

The official policy regarding birth management in Borgo is that it 
should promote as far as possible ‘natural’ or ‘physiological’ vaginal birth, 
without the use of anaesthetics, as I have discussed earlier. This birth 
policy has not always been practised. In the 1970s most births in Borgo 
were induced, high-tech births with all kinds of medications routinely 
used. Anaesthesia (including nitrous oxide in combination with other 
drugs) was used. At the moment of birth the woman was put to sleep and 
the baby was born vaginally, however literally delivered by the active 
doctor. While the level of caesarean section births was lower, the level of 
instrumental births (using forceps) was high. This policy changed during 
the 1980s. After the arrival of the new head of obstetrics, Dr. Contini, at 
the beginning of the 1990s, the precautionary words regarding ‘natural’ 
or ‘physiological’ vaginal birth, i.e. that the hospital should promote this 
kind of birth as far as possible, have gained more weight.

In 1998, childbirth in the Borgo hospital meant vaginal birth in less 
than 70 per cent and caesarean section birth in more than 30 per cent of 
the cases, according to Dr. Contini. The situation was more or less the 
same at the time of my fieldwork in 1993-94. However, an important



change in the presentation of the birth management policy has occurred 
since my 1993-94 fieldwork. The presentation note for the new birth 
preparation course, placed at the entrance door to the ward, says that “the 
course aims at preparing the pregnant woman to face labour and to be 
aware of the possibility of a caesarean section.”2 Responsibility for the 
new course is divided between a gynaecologist and an anaesthesiologist. 
There is reason to believe that this policy change is also reflected in the 
expert discourse on birth management during the birth preparation cour
ses. On the other hand, at the time of my fieldwork the Borgo women al
ready knew that the level of caesarean section births is high in Borgo and 
in Italy in general.

In Borgo, as in Italy in general, it is the midwife who follows the 
woman in ‘normal’ labour, while the doctor has the overall responsibility 
for her treatment. How do they divide the tasks between themselves?3 
Midwife Maria described a typical, however frustrating, scenario in which 
the doctors in Borgo behave in different ways. Some (the younger males 
and females) leave most of the normal procedures in the hands of the 
midwives. In such cases there is mutual exchange of information and a 
general trust between midwife and doctor. Other doctors want to be in 
control. This control might consist in repeating a vaginal exam that the 
midwife has done a moment ago. “They want to see if the hen is ready to 
lay eggs,” Maria said in an irritated voice. Her own explanation of this 
was that doctors adhere to different schools. She mentioned one of the 
younger male doctors as an example. After his own wife gave birth at the

2 This phrase continued in an earlier version of the note that is no longer used 
with the highly interesting words (considering the discussions about agency in 
chapter five) "... completely in charge of her own body and mind.”

3 I am aware that there is a discussion in sociology whether midwives constitute a 
profession or rather a semi-profession, particularly since the status of midwives vary a 
lot cross-nationally (see e.g. Abbott 1988 on theories of professionalisation; De 
Vries 1993 on the status of midwives; cf. also debate at a cross-disciplinary confe
rence on maternal health care in Turku 1999). In Italy, midwives are professional 
nurses who then, through theoretical and practical training, specialise in midwifery. 
The law (Valle et al. 1992) regulates the labour division between midwives and 
doctors. Therefore, I apply the term profession to midwives’ work in this thesis (cf. 
Öberg 1996).



Borgo hospital, he had changed his attitude from being an ‘interven
tionist1 to being less interfering in his approach towards birthgiving 
women.

Colombo and Regalia (1987), Regalia (1985), Filippini (1985) and 
Triolo (1994) analyse the question of professional cultures from a dif
ferent angle, pointing to the old European controversy between midwives 
and physicians. They argue that Italian midwives continually lose formal 
power to doctors. Colombo and Regalia confirm the scenario that Maria 
gave, noting that while the midwife does her vaginal exams periodically, 
the doctor comes by when s/he is called upon or just happens to be there 
on his/her own initiative. The doctor’s checking takes place independently 
of whether the midwife has recently examined the woman. The frequency 
of vaginal exams has, thus, little to do with medical or organisational 
reasons (ibid.: 69ff).

That there is an ongoing negotiation between the professions of doc
tors and midwives in Borgo also became clear during my return visit. One 
of the physicians, Dr. Rossi, commented on my description of the Swe
dish birthing system and the prominent role of midwives in it in the fol
lowing way. Looking towards Dr. Contini, he said “[i]n fact, we ask our
selves if we are not performing the work of the midwives.” A few mo
ments later he added that “[w]e have taken the place of the midwives.” In 
saying this, he referred to important parts of the prenatal care as well as 
to the management of ‘normal’, physiological, labour. Later, I confronted 
Maria with something that Sheila Kitzinger had observed in northern 
Italian hospitals, but which sounded unfamiliar to me. Midwives, 
Kitzinger notes, are not allowed to deliver although they “otherwise give 
total care during labour.” (1997a: 215) Maria got upset by this comment 
and told me that it was simply not true. Many physicians are not even 
present at the moment of delivery, according to her. This also seemed to 
be the opinion of Patrizia, the other midwife. A guess is, however, that 
the physicians monopolise what they define as ‘pathological’ labour and 
birth. Since this category tends to include a growing number of all cases 
of labour and birth, doctors are getting more and more involved. The 
number of cases of ‘normal’ labour and birth that they leave to midwives 
is slowly shrinking. Some indications of this are a growing rate of caesa
rean section births and a technological development of both prenatal and



intrapartum care that allows new means of detecting a pathological 
development of pregnancy and labour.

Entrance, admission 
(registration) and preparations

Care during labour and birth (intrapartum care) in Borgo often begins in 
one of two different ways. 1) Usually, the parturient woman contacts her 
doctor and/or the hospital because she suspects that ‘true’ labour has star
ted. An important aim of the birth class training is to enable the woman 
to recognise the first signs of true labour in order to know what to do. 
Women in Borgo were encouraged to stay at home during this initial 
period.4 2) The woman is rarely already in the hospital, doing some kind 
of medical exam or check-up when she goes into labour. If the foetos 
shows signs of not being well, the obstetrician probably decides to keep 
the woman in the hospital. Also, if she is beyond term (which in Borgo 
means more than 41 weeks of pregnancy) she will be kept under strict 
surveillance, and sometimes made to stay.

According to midwife Maria and Dr. Albertini, spontaneous entry is 
most common. Among my informants seven (of eight) entered because 
they suspected that labour had started. Only one, Angela, was admitted 
because she was beyond term. Advised by her doctor, she thought it bet
ter to be under surveillance in hospital than at home, especially since she 
did not perceive any (painful) contractions at all.

At entrance, even if the woman is in company, she will probably be 
alone with the hospital personnel. Her husband, mother or other support 
person does not usually assist during the registration procedures. Midwife 
Maria said that she did not have any problem with letting the accompa

4 There seems to be a general agreement among different birth managers that it is 
better to stay at home during the early period of labour (the so-called latent phase of 
the dilation stage) when contractions are usually weak and irregular. Labour has then 
a better chance to establish itself as ‘true’ and efficient. Transfer to hospital before a 
cervical dilation of about four centimetres is known to cause problems, labour either 
halts or becomes more difficult (ABC 1996). For the hospital it also saves money 
and space if women remain at home during early labour.



nying person enter, particularly not the husband, but admitted that the 
(male) physicians “for hierarchical reasons” prefer to be alone with the 
patient. Midwife Patrizia gave another version of this, saying that the 
husband is kept outside because the woman might want to talk to the 
personnel about certain things without his presence. Among these she 
included the question of biological paternity. Often, the husband is poli
tely sent away to do something, for example to register his wife’s arrival. 
To be alone with the personnel is most probably not a surprise to the wo
man, since hospital rules like this are often known in advance (Colombo 
and Regalia 1987: 56). It is nevertheless of symbolic or ritual (Davis- 
Floyd 1992) importance. From now on, the woman is supposed to fol
low institutional rules, and she is conscious of this. She is now a patient 
(the word used by the midwives in Borgo is la malata, the sick one). Hos
pitalisation in this stronger sense has begun.5

Before deciding whether the woman is in true labour or not, which 
settles the place to which she will be sent, (ordinary lying-in room, labour 
room or delivery room), an interview will be done with her, as well as a 
CTG exam. A midwife and/or a doctor will perform an internal exam.6 If 
a midwife does it it has, by law, to be confirmed by a physician 
(Colombo and Regalia 1987; Regalia 1985).

Colombo and Regalia (ibid.) note that if the woman is a nullipara (i.e. 
has never given birth) — which applies to my interviewees — her own in
formation about what happens in her body is not taken very seriously by 
the personnel. They prefer to trust their own findings and those produced 
by the machines. If the woman has given birth before her own words are 
given more credit. There is no particular reason to believe that things are 
any different in Borgo. On more than one occasion, doctors as well as 
midwives expressed their gratitude towards and reliance on technology, 
for example the electronic foetal monitor (EFM). This might be con
trasted with what Iris Marion Young writes about pregnancy: “at a

5 Hospitalisation in a weaker sense could be said to have started when the woman 
decided to give birth at the (Borgo) hospital (instead of choosing homebirth) and 
initiated mainstream prenatal care.

6 Possible exceptions to this are: if the woman is not yet in true labour she might 
be sent home, a few women arrive fully dilated and are immediately taken to the deli
very room, some arrive when the baby is already born at home or on the road.



phenomenological level the pregnant woman has a unique knowledge of 
her body processes and the life of the fetus. She feels the movements of 
the fetus, the contractions of her uterus, with an immediacy and certainty 
that no one can share.” (1990a: 170) Or, with what Celeste R. Phillips 
writes: “Because labor is unique, careful questioning of the woman about 
when and how she felt that labor had begun usually gives a fairly accurate 
estimation of the onset time.” (1991: 186)

The woman is sent to the labour room if she, after the initial CTG and 
vaginal exams, is estimated as being in true labour. If estimated as being 
at the beginning of labour, she might be sent home or made to stay in an 
ordinary lying-in room. Established, or true, labour is, of course, not an 
exact term. It gets its meaning from the shifting criteria that different ob
stetrical schools and hospitals use. In Borgo, labour is judged to start 
when “something happens to the cervix,” as midwife Maria said, alluding 
to effacement and dilation.7 This has nothing to do with the individual 
woman’s own experience and evaluation of her labour. Thus, a nullipara 
might feel that she is in labour, but the decision taken might be contrary 
to what she feels as well as discouraging to her morale. However, even 
among obstetrical personnel it takes an experienced eye and an experien
ced hand to judge if a woman is in true labour or not (Enkin et al. 1995: 
298). It is therefore convenient to add a CTG exam to measure ‘object
ively’ the strength and rhythm of the contractions. The decision that 
follows upon the internal and CTG exams guides everything that from 
now on happens during labour, because women are not allowed to labour 
freely in most hospitals. In Borgo, notwithstanding the lack of specific 
written protocols, a woman might labour quite freely if her amniotic sac 
has not ruptured. After this, whether induced by the personnel or 
through a spontaneous rupture, delivery — because of the infection risk 
— must take place within about twelve hours. Otherwise, induction or — 
more likely — a caesarean section will be performed.

The preparational procedure also includes the (partial) dépilation of pu
bic hair and the clyster. Neither of these procedures is, according to the

7 For a technically correct Italian definition, see Valle et al. (1992: 6).



labour manual used in Borgo (Valle et al. 1992), considered necessary.8 
The medical reasons given in Borgo for the removal of pubic hair is that a 
shaved perineum is more sterile, to the benefit of the baby and if an 
episiotomy has to be performed. Also, it is easier to keep a shaved peri
neum clean after birth than a hairy one (see below about postpartum 
care). Antiseptic reasons are thus given in defence of dépilation to prepare 
for a further intervention (episiotomy) that may or may not be consi
dered necessary (Colombo and Regalia 1987: 61). Episiotomy, as will be 
discussed shortly, is used frequently in Borgo, especially on first-time 
mothers.

Depilation can be interpreted ritually. It is an important step towards 
further hospitalisation of the woman (Davis-Floyd 1992: 83f, compares it 
to the likewise symbolic shaving of the US Marines). On another level, 
the shaving returns the woman conceptually into a pre-pubertal, childish, 
state, thereby depriving at least the lower part of her body of its sexual 
connotations (Davis-Floyd 1992). The lower part of her body is as it 
were ‘claimed’ by the hospital, leaving the care for the upper part mostly 
in the hands of the woman’s support person during labour and birth.

Normal procedure in Borgo is to give a clyster to every woman in 
labour, if she has not recently defecated. When asking if this is obligatory 
the answer was that it is not but that it is better to do it. In class, Dr 
Albertini said that “it is better for the baby,” (alluding to aseptic reasons) 
while midwife Maria during our conversations gave another reason. 
According to her, women who have had a clyster feel freer to push during 
birth, since they are not so afraid of possible loss of faeces. An argument 
in biomedical texts, which sometimes is used in favour of the clyster, is 
that it is supposed to intensify labour. This might be a background reason 
in Borgo, since speeding up labour in general is an ideal. An indication of 
the importance of the latter reason might be that one of my informants, 
Giovanna, claimed that she had been given a clyster notwithstanding her

8 Enkin et al. list “routine enema in labour” and “routine pubic shaving in prepa
ration for delivery” as “forms of care likely to be ineffective or harmful,” for which 
ineffectiveness or harm (increased morbidity) have been demonstrated by clear evi
dence (1995: 410).



protest coming from the fact that she had had diarrhoea the night before 
while she was already in the hospital.

Changing into hospital clothing is another symbolic step that some
times marks the depersonalisation of the parturient woman as she enters 
into the hospital realm. This step is not taken in Borgo. Women, as well 
as newborns, in the Borgo hospital are supposed to use their own clothes. 
This might be of some help for the woman in maintaining part of her 
non-patient-identity during the hospital stay (Enkin et al. 1995: 205).9 I 
have never heard this clothing policy discussed as a matter of saving mo
ney for the hospital, which it of course does. I think that most Borgo 
women would find it degrading to change into hospital gowns, some
thing that only poor people do.

Labour
The labour room in Borgo has two beds that can be separated by a 
screen. This means that there might be two women in labour at the same 
time.10 Privacy is by no means guaranteed. This might be one of the 
reasons, although not the most important, why screaming (with fear and/ 
or pain), as was discussed in chapter four, is not regarded — either by lay 
women or personnel — as a proper attitude during labour.

The fact that a special labour room is used in Borgo, instead of using 
several single bed integrated labour-and-delivery rooms, makes it less pri
vate and more at the disposal of the personnel. They feel free to enter at

9 In Sweden, generally, women and their babies use hospital garments. Stamped 
on these are sometimes the following words Tillhör landstinget (‘Belongs to the 
county council’). A photo of a sleeping newborn with these words clearly visible has 
been used several times in newspaper articles that are critical of the Swedish welfare 
system and its ‘protective claims’ on citizens. Yet, I have never heard any Swedish 
woman complain about using hospital garments. They seem satisfied with not having 
to bring their own clothes since “you have to change gown all the time during the 
hospital stay because you are sweating during labour and after birth.”

1 Or, occasionally, even three. Maria Rosa told me that during part of her labour, 
there were three women in the labour room. This also meant that her husband was 
not allowed to keep her company, since there was no place for him in the over
crowded labour room.



any moment without given notice. This lack of privacy might, for reasons 
of modesty, complicate movement and changing of positions in labour, 
which is considered important by most obstetrical schools today. The 
labour room in Borgo does not contain equipment that facilitates move
ment. For example, there are no plastic covered bean bags for the woman 
to lean on in the bed and no birth stools, that invite the woman to sit in a 
more upright position or to change positions during labour. Apart from 
the bed, the electronic foetal monitor (EFM), a small table and two un
comfortable looking chairs, there is one armchair in the room, where the 
woman can sit. However, women are encouraged to ‘walk the corridors’ 
during labour, and most of them also go to the bathroom during labour 
and do not use the bedpan. In fact, some of my interviewees specifically 
mentioned that they managed to be in movement during labour.

If personnel do not overcrowd the labour room, the woman’s support 
person is allowed to stay with her during labour (on one of the uncom
fortable chairs).11 If she has several relatives or friends with her, they 
might have to stay outside and enter one by one. During for example a 
vaginal exam most physicians tend to send the husband out of the room.

Internal (vaginal) exams
The midwife performs internal exams during labour in order to check 
how dilation of the cervix is proceeding. There is no consensus in obstet
rical literature about how often vaginal exams are to be performed during 
normal labour. It is known that frequent use of vaginal exams increases 
the risk of infection (Enkin et al. 1995: 224). Kitzinger (1997a: 214) 
mentions every two hours during active labour, and every ten minutes in 
the second stage, as a common protocol. A vaginal exam might be painful 
if it is performed during an ongoing contraction.

Colombo and Regalia in their study (1987: 73) mention a habit 
among obstetrical personnel in general that exists also in Borgo, although

11 I specifically asked the midwives if the husband could use the armchair. They 
looked at me somewhat surprised and, giggling told me that the hospital provides 
care for the birthing woman in the first place, not for her husband. Compare what 
was described in chapter two as the ambiguous status o f ‘fathers’, especially in 
practice, at the Borgo hospital.



there it is said to be performed only by the oldest midwife.12 It is a man
oeuvre that consists in manipulating the cervix, in order to dilate it manu
ally, usually during a contraction. According to Colombo and Regalia no 
one openly admits to doing it, nor is it written down on the labour pro
tocol, yet there is no doubt that it is being done. Since this manual dila
tion hurts very much, women usually cry out when it is done during an 
exam. In Borgo it was officially condemned as being utterly inappropriate 
and unnecessary.

One of my informants, Teresa, in a thankful voice told me about this 
habit during the interview.

She [the old midwife] helped me like I said before... also morally, because 
she helped me, she encouraged me with her words, and then... manually, be
cause... if it hadn’t been for her, let’s say, I don’t know... when my amniotic 
sac would have ruptured, and I don’t know when I would have been fully 
dilated. She tried to intervene at the moment of the contraction ... with her 
hand, she entered with her hand inside me and it hurt, because there were al
ready the painful contractions and then also this. But she told me it was ne
cessary... to avoid a caesarean. Because, otherwise, if I hadn’t dilated fast 
enough, the baby would have suffered... there was already meconium in the 
[amniotic] liquid, so they would have had to perform a caesarean.

A woman giving birth finds herself in a position where she is utterly 
susceptible to messages from persons that she regards as having authori
tative knowledge in a situation like this (cf. Browner and Press 1997).13 
She is also emotionally dependent on them. The situation of Teresa 
points to an important facet of the interactional frame in hospital birth. 
That is, whether the woman — like Teresa — is ‘compliant1 during a hos
pital birth. The fear of having a caesarean section in this case led Teresa to

12 Since the time of my fieldwork, this particular midwife has retired.
13 Browner and Press (1997: 126) argue that expert advice in labour, in compari

son to prenatal care, is considered authoritative by their American informants at the 
expense of bodily knowledge and experience. The explanation for this is, according to 
them (ibid.) that the American birthing system regards birth as a completely techno
logical endeavour. My impression from what my Borgo informants told me is that 
this might be the case also in Borgo, although I would put more emphasis on the im
portance of the woman’s subordinated position vis-à-vis the birth attendant while she 
is living through a completely new, all-embracing and only partly controllable 
experience.



accept a painful intervention. That she also expressed gratitude towards 
the midwife for this manipulation is a consequence of her emotional de
pendency on her (in a hierarchical expert-lay person situation). This 
might have something to do with what John Blacking (1977: 6f) descri
bes as a kind of ‘fellow-feeling’ in extraordinary bodily experiences in
volving altered states of consciousness, like childbirth. Childbirth is nor
mally a good example of shared lived experience, in the sense that it tends 
to emotionally involve the participants. My guess is that in Borgo this 
sharing more often takes place between the parturient woman and the 
midwife than between the woman and her husband. The husband often 
comes and goes during labour and he is often afraid. Since the midwife is 
normally manifestly involved in a woman’s birthing, the woman might 
experience a fellow feeling with the midwife who has shared her experi
ence and helped her through her birthing experience. This, of course, 
does not exclude the possibility that the woman also shares important 
parts of the experience with her husband.

Amniotomy
Amniotomy, i.e. artificial rupture of the membranes (the amniotic sac) 
surrounding the foetus, is routine in Borgo. It is said to be done when 
the woman has reached a cervical dilation of six centimetres or at excep
tional circumstances. My informants told me about it in a way that made 
me understand that they more or less considered it normal procedure. I 
do not think that they (with a few exceptions) considered it to be an in
tervention at all. The reason may partly be that it is painless.

Amniotomy is one of the cornerstones in contemporary Western ob
stetrics. It is recommended by the labour manual (Valle et al. 1992), and 
energetically defended by Dr. Contini. It is performed in order to speed 
up labour, to control the baby’s condition by examining the colour of the 
amniotic liquid and to be able in some cases to insert an electrode, i.e. 
literally screwing it into the foetal scalp (which is not considered painful 
for the foetus according to mainstream biomedicine!).14 Once the mem
branes are ruptured the risk of infection to mother and baby increases.

14 For a critique of this mainstream view, see Chamberlain (1998).



Therefore, every hospital has rules for when birth has to occur after an 
amniotomy (or a spontaneous rupture). In Borgo, according to the mid
wives, there is a twelve-hour limit. Passing this limit, the woman will be 
induced or more probably taken to the operating theatre for a caesarean 
section. The time limit chosen in Borgo is not evidence based. Many hos
pitals, for example in Sweden, allow at least 24 hours to pass before deli
very (cf. also Enkin et al. 1995). The time limit in Borgo therefore signi
fies the importance of speeding up labour and birth.

Nutrition
Women in labour are not encouraged to eat much in Borgo. In hospital 
they get easily digested food like soup if they are in early labour. During 
birth class, the doctors advised the women to eat easily digested food, and 
to avoid excesses in early labour before going to the hospital. “Absolutely 
not a plate of pastasciuttaDr. Albertini said. The reason given was that 
in case of a caesarean section it is necessary to have an empty stomach. 
Otherwise there is a danger that undigested stomach contents and gastric 
juices may find their way to the lungs of the woman if she vomits. This 
risk is almost entirely associated with the use of general anaesthesia 
(Enkin et al. 1995: 201).

Labour is hard work. Certain non-mainstream obstetrical schools there
fore encourage women to prepare themselves in the same way as a mara
thon runner, ingesting a lot of carbohydrates, like a pasta dish, both be
fore and during labour. Should a caesarean, or another intervention re
quiring general anaesthesia, be necessary, the stomach would nonetheless 
have to be emptied. It just takes a bit longer if solid food is among the 
stomach contents.

In Borgo, they rely on intravenous feeding instead. Women who are 
tired and need nutrition usually get it from an infusion. This is conveni
ent, since once a hole in the skin has been made, the vein is open to other 
(necessary) interventions as well (cf. Davis-Floyd 1992: 92). This is hard
ly a secret, since Dr. Albertini openly said that he “liked to have a vein 
ready, just in case...” Like every other intervention this too might have 
iatrogenic effects, i.e. lead to new problems and further interventions 
caused by the original intervention. Hospital infections might occur. A



risk for the infant, according to Davis-Floyd (1992: 93) is (the treatment 
of) hypoglycaemia in the newborn. This will be considered in the next 
chapter, since discussions about this arise when rationales for infant 
feeding are given.

While some women lose their appetite during labour and would never 
want to come near solid food (which applied to many of my informants), 
others would willingly eat during labour. The symbolic effect of getting 
women to think that they depend on intravenous feeding — and in 
extension: the institution — in order to give birth should however not be 
underestimated. It is but another step towards hospitalisation, and away 
from relying on the woman’s own capacity of giving birth. Davis-Floyd 
puts it like this:

To deny a laboring woman access to her own choice of food and drink in the 
hospital is to confirm her initiatory status and consequent loss of autonomy, 
to increase the chances that she will require interventions, and to tell her that 
only the institution can provide the nourishment she needs. (Davis-Floyd 
1992: 92)

Oxytocin infusion
The intravenous bottle might also contain a speeding up infusion, a syn
thetic form of the hormone oxytocin that stimulates labour. It is a power
ful drug that might cause damage both to the woman and to her baby, if 
not being administered carefully. Unfortunately, the hormone often also 
intensifies labour pain, as a result of the intensified labour per se, and also 
because the woman loses control of her own contractional rhythm. Sud
denly others quite concretely direct her body through the administration 
of the drug. She is not allowed to rest as she is when her labour is free to 
proceed according to her body’s own individual rhythm. Her body is 
treated as a machine that should correspond with a preestablished pace. 
The Italian terminology is accurate here: labour with the use of oxytocin 
is called parto pilotato, piloted birth.

The use of oxytocin is another of the cornerstones in today’s obstetrics. 
It should be used mainly in cases of hypotonic uterine dysfunction, when 
contractions become ineffective at producing cervical dilation. As was dis
cussed in chapter five, this is an increasing obstetrical problem with as yet



unknown causes. Yet oxytocin is frequently used in ‘normal’ labour 
throughout the Western world (Colombo and Regalia 1987: 85f; Davis- 
Floyd 1992: 96). Oxytocin in normal labour is routinely used for two 
reasons, to increase labour or as a precaution against potential dysfunc
tion. In the former case the habit is often defended by saying that women 
prefer shorter labour. The reason might just as well be linked to how the 
hospital has organised its birth management. It is better to deliver women 
during daytime when there are more personnel. In the latter case, when 
oxytocin is used as a precaution, it is convenient to have a vein ready for 
potential interventions. Almost all my interviewees in Borgo had been 
given oxytocin. Dr. Albertini told me that nowadays in Borgo oxytocin is 
only used to stimulate labour after very precise indications.1 After having 
admitted that this depended on the individual doctor, he nevertheless 
went on to say that he often used it as a precaution at the end of a normal 
labour “in order to have a vein ready.” So, the reasons for using oxytocin 
are not completely clear.

The symbolic meaning of using the oxytocin infusion is even more po
werful than with the glucose infusion. Here, the body is regarded as 
potentially defective; it is not able to do its work, implying also that the 
woman is defective and not able to do her work. Linear time is a keyword 
here, since labour is supposed to follow a preestablished pace.

One of my informants, Giusy, expressed the resulting dependency on 
the institutional umbilical cord that the oxytocin tube made out. I was 
talking with her and another informant, Laura, when Giusy suddenly 
asked us: “So, you mean it could happen that a woman actually can do it 
[i.e. birthing] without having an infusion?” Giusy went on, saying that 
she never had heard about anyone giving birth without oxytocin. Laura 
was more ambivalent in her attitudes toward the oxytocin infusion. Appa- 
rentiy she had laboured through the night with irregular contractions that

15 Synthetic oxytocin is sometimes used to induce labour as well. Before the 
change in birth policy', it was frequently used in this way in Borgo. In fact, induced 
labour using oxytocin was routine. This is, however, not a routine in Borgo nowa
days, where labour — in fewer cases — is induced by using a gel on the cervix that 
contains other synthetic versions of hormones, prostaglandins. This gel is less aggres
sive, since it does not initiate violent labour immediately, but rather helps the cervix 
to mamre in order for the contractions to start.



did not result in sufficient dilation. In the morning the head of obstetrics 
decided to put her on the infusion. Otherwise, the extended labour would 
have exhausted her energy before the moment of birth. Laura explained 
to us that the midwife had told her, when they were alone, that it would 
have been better to labour longer but with less pain and that she would 
have preferred not to use the oxytocin drip. “It is much more natural,” 
Laura reported the midwife to have said. Since the head of obstetrics had 
already decided that she should have the infusion, the midwife did not 
have any choice. “If you had had the baby during the night when Dr. 
Contini was not present, the physicians would not have done anything 
like this,” the midwife added, according to Laura. In summing up this, 
Laura said

Yes, their explanations were sufficient, but I would have liked them to leave 
the decision to me, because... the pain is really too strong, almost not en
durable with... the oxytocin. At least in my case it became very strong.

Electronic foetal monitoring (EFM)
In Borgo, EFM is not normally used continually during the dilation 
stage, which means that the woman is not tied to the bed in a back- or 
side-lying position during the whole labouring period. However, the 
monitor is used repeated times (once an hour for 15 to 20 minutes). 
Thus, in reality the woman has limited space for labouring in other posi
tions. When the woman has reached full cervical dilation and during most 
of the expulsion stage the monitor is used continually. Giovanna who had 
a difficult labour claimed that she was connected to an EFM continually. 
Since the woman is usually transferred to the delivery room only when 
she is ready for the brief moment of actual birth, the EFM is rarely used 
in the delivery room. What is used, however, is a foetoscope; a Doppler 
device based on ultrasound.16

There are many reasons for using EFM to supervise the baby’s health 
instead of various hands-on techniques, such as stethoscope exams for

16 To use or not use the EFM continually during labour and delivery is one of the 
most contested areas when it comes to economical pressure from the biomedical 
industry.



example. Instead of measuring only the foetal heartbeat, much more in
formation can be gathered by the EFM. The major problem, as with ah 
kinds of information flows, is that nobody knows exactly what to do with 
it, and more seriously, that nobody knows what the acceptable degrees of 
variation in for example the foetal heartbeat might be (Enkin et al. 1995 : 
210). This leads sometimes to unnecessary interventions; the most notor
ious is probably the caesarean section. From having been used initially 
only in certain high risk labours, the EFM is today considered normal 
procedure at every birth (Valle et al. 1992).

Since the women giving birth in Borgo are so used to the EFM, having 
done several prenatal CTG-exams, they did not comment on the frequent 
use of the EFM during labour. Only one or two said something about it 
being uncomfortable. They all considered it normal and necessary.

In chapter three, the prenatal use of EFM was briefly discussed. Here, I 
would like to discuss the use of EFM during labour from another angle, 
that of fear in correlation to the question of authoritative knowledge. The 
EFM as an apparatus has relieved the obstetrical personnel and the wo
man giving birth from a lot of anguish. As Regalia (1985) and Campiotti 
(1985) explain in their essays, the fear of death is constantly present in 
the obstetrical practice. One day in birth preparation class, Dr. Rossi ex
pressed that ‘the art of obstetrics’ nowadays lies, not in the hands of the 
obstetrical personnel but in the machine. Dr. Albertini told the women in 
one class that there were few reasons to be afraid during birth, since there 
are machines to tell if something is about to go wrong. Also, midwife 
Maria preferred the EFM to the ‘old-fashioned’ wooden Pinard-horn, 
giving me the story of an independent, experienced midwife who accom
panied a parturient woman to the hospital. When asked if everything was 
all right, the midwife answered that she recently had used the horn and 
everything was all right, “and then the baby died in the uterus,” Maria 
concluded dramatically. Apparently, there is a risk of confusing the baby’s 
heartbeat and the mother’s when using a Pinard-horn instead of an 
EFM.17

17 The ‘old-fashioned’ wooden Pinard-horn, however, is still a strong symbol in 
obstetrics. I do not think it was purely by chance that I saw it exposed on a shelf, 
both in Dr. Contini’s and in Dr. Albertini’s offices.



To me this indicates that there is a notable difference in obstetrical 
practice in Borgo between what is considered ‘old-fashioned’ knowledge, 
based on hands-on experience, and modern authoritative knowledge, ba
sed on technology. The obstetrical personnel do not consider them mutu
ally exclusive, only that technology-based knowledge is more authori
tative. Both doctors and midwives agree with this evaluation. There are 
thus no conflicts expressed between the professions on this point.

Apart from the difficulties in moving and the pressure on the veins 
from the EFM equipment, a woman giving birth also has to consider her 
own fear for her baby’s health in relation to the EFM. Evidently, the 
CTG exam might be of help in calming her fear; at least if she is well in
formed about the EFM’s function (Pardi 1985). Believing that the appa
ratus registers ‘everything’, she might be able to leave the responsibility to 
the personnel and their presumed expertise in interpreting the informa
tion. This, however, is not easily done considering the fact that the foetal 
heart rate varies constantly during labour and the amplified sounds from 
the apparatus are always on (unless the woman expresses opposition to 
this). The same sound that during pregnancy perhaps reassured the wo
man that her baby was all right might now frighten her. Colombo and 
Regalia (1987: 82) in their study found that the personnel is convinced 
that the woman is so pleased to hear her baby’s heartbeat that minor dis
comforts coming from the EFM procedure are disregarded. There is also 
the risk of depending completely on the authoritative ‘expert’ status of the 
machine. This is something that might correlate with having less confi
dence in a woman’s ability to give birth without intervention. 8

The symbolic value of the EFM is high for both the medical personnel 
and the women, and the message conveyed by this practice is the overall 
principle of the superiority of technology. An important effect of its usage 
is that it reduces the direct contact between the personnel and the woman

18 This is not only a risk for the first-time mother. A Swedish woman with four 
children told me about her fears of brain damage when giving birth the third and 
fourth time. She said that her mind was completely fixed on the EFM and that she 
told her husband to control the graphs every time they did a CTG control during 
labour. She insisted on the benefits of the EFM, almost as if it was the machine who 
produced her baby’s heartbeat, giving no credit whatsoever to the fact that she had 
given birth previously and to the validity of these experiences.



giving birth. Everyone can concentrate on the machine instead of having 
to relate to one another. As Colombo and Regalia (ibid. : 82) notice, this 
probably helps the personnel to deal with their own fear. They are con
vinced that the woman is kept under competent surveillance. Whether the 
birthing woman feels relief or not depends on if she is left alone by the 
personnel or not. Being left alone or not is important for the birthing wo
man’s well being, which was confirmed by midwife Maria when we talked 
about pain in childbirth. According to her, women are usually more 
afraid of being left alone by the personnel during labour than of the pain 
in itself. In Borgo however, my informants said that they had a midwife 
or a nurse present almost all the time during labour. The women also 
appreciated the presence of their support person(s).

Expulsion stage — the pushing
The woman, if she has not been taken to the operating theatre for a 
caesarean section birth, normally approaches full dilatation and the so- 
called expulsion stage after between six and ten hours of labour. (Average 
time for the entire birthing process for first-time mothers in Borgo is said 
to be eight to ten hours.) The expulsion stage is not supposed to go on 
for more than two hours in Borgo. As has been discussed in the previous 
chapter, this is the stage that most birth literature and birth classes des
cribe as the active phase, where women can at last do something actively. 
Following the theoretical lines of the previous chapter, one can analyse 
this as descriptions of the potentially failing body-machine as it enters a 
new phase in baby production.

At what is estimated as full dilation, the labouring woman in Borgo is 
asked to start pushing. When the expulsion stage is well established and 
the baby’s head is about to crown, the woman is asked to stop pushing 
and (in most cases) walk to the delivery room close by. This transfer has, 
as Colombo and Regalia (1987: 92) and Davis-Floyd (1992: 121) note, 
a kind of definitiveness. Women know that the transition from expectant 
to real motherhood will take place in the delivery room. The same is true 
also for the personnel. The reactions among women to the transfer in 
itself, according to Colombo and Regalia (ibid.), are said to vary from



gaining new strength, to greater fear or to irritation about having to 
interrupt the process.

The delivery room in Borgo is a sterile, green tiled, surgical-like room, 
with the delivery table in the middle, covered by a green sheet. Bright 
lights and a lot of shiny instruments surround it. The room can be quite 
crowded with personnel, at least during the day. The woman has to climb 
on the table, semi-lying, with her legs in stirrups, sometimes strapped.19 
The table has two handles for the woman to grasp during pushing, and 
another one used by the doctors for pressing on the uterus (see below). 
This strange position, in which women have to push without being able 
to use their leg muscles, exists only because it is comfortable for the per
sonnel.20

Neither the personnel nor the women try to deny why this birthing 
position exists. There is instead some joking about it, both among the 
personnel and among women. Everyone seems to know in advance that 
this is the common birthing position in hospital, and the only one offici
ally accepted in Borgo.21 However, the midwives complain about it, 
saying that on behalf of the women they have requested a delivery chair 
instead. Yet, the comments among the women after the guided tour that 
included a trying of the table varied from saying that it was highly un
comfortable to saying that it provided good support for pushing.

19 Whether a woman is strapped to the stirrups or not is a sensitive topic in 
Borgo. I have been told horror stories about this from female friends, but I noticed 
that Maria did not want to admit that it happens. Patrizia, however, told me that 
women, who are kicking their legs and/or manage to place them in any way that 
obstructs the midwife from seeing the perineal area, are strapped to the stirrups.

20 The back-lying position slowly became popular after its introduction at the 
French royal court in the seventeenth century. The woman lies flat on her back in a 
horizontal position, which means that she cannot use the force of gravity during ex
pulsion. In Britain a version of this position, side lying, has been extensively used as 
well (Kitzinger 1997a). The full lithotomy position was introduced much later in 
obstetrics. In consists of the woman lying flat on her back with her legs in stirrups, 
which means that she gives birth against gravity.

21 The midwives told me that it happens, especially with women who have already 
given birth, that a woman gives birth in the labour room, even though this is forbid
den, according to regulations. In the labour room, women do not have to use the un
comfortable delivery table.



Episiotomy
Because of the constant threat of infection, all hospitals have to pay 
attention to antiseptic methods. One of the easiest ways for the personnel 
to avoid infections is to touch the woman’s vagina as little as possible du
ring birthing. In Borgo, this is not the case. Therefore there are strict 
sterility rules, which are applied to the personnel, the woman giving birth 
and her support person. One explanation for the strict sterility rules in 
Borgo is that episiotomy on first-time mothers is frequently used in 
Borgo. It is apparendy not used routinely, but midwife Maria said, “some 
of my colleagues are faster than others to use the scissors.” The episio
tomy is a surgical incision in the perineum, used to prevent spontaneous 
tears of the tissues, excessive pushing and to protect the baby’s head from 
bumping for too long against a resistant perineum. The rationale given is 
that it is better, more controlled than spontaneous tearing, and easier to 
repair.22 The incision might or might not hurt when being performed, 
since the perineum is usually under such a pressure that it is almost 
numb. In any case, an episiotomy hurts a lot afterwards, and it is vulner
able to infections. Antibiotics are often administered as a precaution and 
careful hygiene is necessary.

My informants all expected to have an episiotomy. They had read about 
it in specialised magazines on pregnancy and childbirth and they had 
heard about it during the gynaecologist’s lecture at the course. Some had 
heard from friends and others that it hurt and were afraid, others said 
they were not. The comments afterwards seem to indicate that the opera
tion was endurable but gave them problems when healing. One woman, 
Laura, told me that the personnel made a mistake during her episiotomy, 
resulting in a too large incision that gave her a lot of problems afterwards. 
She did not explicitly criticise the personnel when we talked, although she 
said that it hurt a lot. Rather, she told about this incident, mentioning 
that the personnel came to her and asked quite embarrassed, to be for
given.

22 Compare the opposite prevailing Swedish opinion mentioned in chapter five.



Fundal pressure
When the baby is ready to be born the birth attendant ‘helps’ the woman 
to deliver by pushing with an elbow on her abdomen. This fundal pres
sure is called the Kristeller manoeuvre. Colombo and Regalia (1987: 
101) write that this is used routinely in almost every Italian hospital, not
withstanding the fact that it should be used only in cases of emergency 
when the mother does not have the strength to push the baby out of her 
body. According to them, fundal pressure is usually practised by mid
wives more than by doctors. No one wants to admit that s/he practices it 
(cf. below the somewhat different attitude in Borgo). It is painftil.

In Borgo it is frequently used, at least by many of the doctors, and 
apparently, more by the male doctors than the female ones. The midwives 
did not approve of this painful manoeuvre. Maria said that it was typical 
of the interventionist doctor to do a Kristeller. In this way the doctor 
showed that s/he actually did something during birth, Maria said. The 
doctor ‘liberates’ the woman of her baby, s/he delivers it (cf. Treichler 
1990). “They call it colpetto di grazia,” (‘the little finishing stroke’) Maria 
said quite irritated, but added that the doctors often do it when a woman 
asks for help. Maria also mentioned the overall goal of finishing the birth 
as soon as possible. On one of the guided tours, the gynaecologist pre
sent, Dr. Rossi, showed us the delivery table, pointing to the handle that 
they used “in case the baby does not come out,” as he expressed it. Ob
viously, he did not have any problem with this practice.

All my informants (except one) talked about this manoeuvre as an 
accepted help (cf. Colombo and Regalia 1987: 103). In fact, “He helped 
me with his elbow” was a common expression. No one mentioned that 
she actually had asked to be helped in this way, even though it is quite 
probable that it happened. One woman, Gabriella, however, was angry 
and said that it was the most painful part of the whole birthing process. 
She explained that the doctor had told her that her baby had not yet in
stalled itself completely in the birth canal, and therefore had to be helped 
down. So he pressed on her abdomen, and the baby’s head and half of the 
shoulders came out at once. “I only felt the immense pain that the gynae
cologist gave me, and basta.” Notwithstanding her irritation at this — 
according to her — unnecessary intervention, Gabriella too used the ex-



pression “He helped me.” Colombo and Regalia (ibid.: 103) write that 
they observed women who screamed during this procedure, and even 
wanted to leave. Yet some days after birth, the same women talked about 
it with gratitude.

During my return visit to Borgo, I got the impression from the mid
wives that this intervention is not so common today. According to them, 
this has also had an effect on what they assumed to be a decreasing rate of 
episiotomies. If this is so, it could be an indication that my guess above 
— that normal birth is left more and more to the midwives — is correct.

*

When a child is safely born, the responsibility for it shifts from the gynae
cologist/obstetrician to the paediatrician. The woman, however, remains 
in the care of the gynaecologist and the midwife. This break, as Balsamo 
et al. (1992: 60f) note, is not only physical, but also symbolic, corres
ponding to the social division between two disciplines and two practices. 
Infant care and postpartum care are crucial in all kinds of birth discourse, 
so the analysis will continue where it stopped above: in the delivery room 
where the baby is about to be squeezed out of its mother’s body by the 
‘helping elbow1 of the obstetrician.23

Immediate infant care
When a baby is born in Borgo it is immediately rated for Apgar score 
(skin colour, muscle tone, breathing attempts, heartbeat, and response to 
stimulus — a touch for instance). This rating is repeated after five minu
tes. A blood sample is taken from the umbilical cord, which is normally 
cut after a few minutes. The baby gets its nose and mouth suctioned by 
the midwife. After this it is put on its mother’s tummy — by then covered 
with a sterile sheet — with a blanket on for a few minutes. Occasionally, 
it happens that it is placed immediately after birth on the mother for a 
few seconds before the procedures start. Then the baby is taken to the 
isola neonatale, a separate part of the delivery room, where it is examined

23 Infant care and postpartum care are slightly different after a caesarean section 
birth. They will, however, not be treated separately here.



by a paediatrician during daytime. At night this control is normally done 
by the gynaecologist/obstetrician. The baby is given an injection of vita
min К (to prevent internal bleeding problems) and (by law) a dose of sil
ver nitrate in the eyes (to protect it from blindness in case the mother has 
gonorrhoea). Washed, dressed and wrapped in a blanket in the nursery 
(lavato e stirato [lit. ‘washed and ironed’], as Maria called it) it is once 
again shown to the mother (and her support person). The mother might 
hold it in her arms for a short time, before it is transferred to the nursery. 
Once put in the nursery, the baby only leaves it during the scheduled 
feeding time. In case of medical problems, also minor ones, it is however 
transferred to the neonatal nursery in the paediatric ward. The mother is 
not allowed to visit the nursery. She can look at her baby through the 
windows only when the Venetian blinds are up.

The most common question that the mother asks immediately when 
the baby has left her body is about the infant’s physical appearance and 
health. “Does it have everything?” In case the morphologic and/or genetic 
sex of the infant is not known in advance, this is the second question to 
be asked. The discussion about infant care in relation to early mothering 
will be left to the next chapter.

Delivery o f  the placentā and suturing
When the baby has been taken away to the nursery, the remaining per
sonnel wait for the placenta to come out. Until this takes place the deli
very is not concluded. It is essential that the woman does not lose too 
much blood and that the uterus contracts efficiently after the delivery of 
the placenta.24 The waiting time in Borgo is not long, because of the 
overall goal to finish the delivery as soon as possible. Midwives, according 
to Maria, wait “at least twenty minutes,” while doctors are even more im
patient. Particularly the elder ones are inclined to use massage to get the

24 It has been stated that a method to contract the uterus is to let the baby suckle 
on its mother’s nipples. This increases the natural oxytocin flow, which helps contract 
the uterus. This method is not used in Borgo. Instead, intravenous oxytocin infusions 
are often given in order to contract the uterus.



placenta out, Maria said. This is a method that hurts a lot. It might also in 
some cases increase the bleeding.

The suturing of the episiotomy has by law to be done by the gynae
cologist. The Borgo midwives are nevertheless allowed to do “a few small 
stitches.” Local anaesthetics are normally used for this operation that re
quires much skill. A bad suturing can cause vaginal problems for the wo
man for several months. Colombo and Regalia (1987: 117) and Pizzini 
(1991) report that the suturing situation often takes place in a (sexually) 
joking atmosphere, focusing on comments about the woman ‘being re
made’. Only one woman, Teresa, commented extensively on another 
aspect of the suturing, making a comparison between the pain during 
suturing and the pain during labour. Apparently she did not feel the effect 
of the anaesthetics, since she said that she felt every stitch, when the 
needle penetrated the skin and when the suturing went on. This was no
thing compared to the labour pains, she said.

Physiological or natural birth?

Before describing the postpartum care in Borgo, it is necessary to reflect 
on the concept of ‘natural birth’ again. Different experts in Borgo nor
mally present the kind of vaginal birth that I have described above as 
‘physiological’. There was a certain resistance to the word ‘natural’.

Marta Campiotti writes about this usage in terms of “paradoxical com
munication.”

... a few days ago I phoned a gynaecologist to find out how the birthing of a 
woman I followed during pregnancy went. He answered me in a ready to 
jump for joy mood: all right, very physiological, a better birth than that is 
not imaginable. When the woman came back home she told me: oxytocin in
fusion, artificial rupture of the membranes, episiotomy... and to him all of 
this was indeed physiological! (Campiotti 1985: 142) (My translation)

I am inclined to believe that this is directly relevant for the Borgo local 
birthing system. The doctors, who talk about physiological birth, not
withstanding all kinds of medical intervention (apart from anaesthetics) 
along the winding road to a vaginal birth, are in good faith. This is 
actually what they call ‘physiological’. They do not see ‘physiological’ as 
the direct opposite to ‘(entirely) medicalised’, as would many (European)



natural birth proponents. The doctors’ point of reference may be how 
things were in the 1970s when induced birth was a common occurrence. 
With this comparison, the course of vaginal birth today is less medicalised 
and more physiological. To them, a more ‘medicalised’ birth is to use 
pharmacological methods for pain relief like an epidural block. This was, 
in fact, the example of a ‘medicalised’ birth that Dr. Contini gave me.

To regard analgesia/anaesthesia or its absence as the defining criteria of 
whether a birth is ‘natural’ or not is also consistent with how the Ameri
can women interviewed by Davis-Floyd conceptualised ‘natural birth’ 
(1992: 162). Emphasis in Borgo is thus put on the conscious participa
tion of the woman in her own birthing process, not on the presence or 
absence of obstetrical procedures.

Dr. Contini defined ‘natural birth’ as “a birth without any complica
tions ... a spontaneous birth, however carefully supervised by CTG.” Dr. 
Albertini defined it as “a birth with a minimum of obstetric intervention.” 
Yet, as I have tried to show, the judgement of what qualifies as a ‘serious 
complication’ or ‘minimal intervention’, is based on other criteria than 
within (European) natural birth discourse, or for that matter, what the 
World Health Organization (WHO) considers to be acceptable standards 
(Wagner 1994). The WHO advocates to a high degree a wait and see- 
attitude in birth management.

The midwives in Borgo are slightly more hesitant to talk about natural 
birth when referring to birth management in Borgo. This is partly due to 
the fact that their profession is sometimes in opposition to the physicians’ 
profession, and that their freedom of action has been reduced. Being at a 
subordinate level in the hierarchy the midwives are further away from the 
dominant and physician-defined notions of authoritative knowledge of 
birth. Midwife Maria who often pointed at discrepancies between the 
words and deeds in Borgo told me that during her own labour with her 
second child she stayed at home as long as possible to avoid all the inter
ventions that they did on her during her first birth. She wanted a more 
‘natural’ birth the second time. At other times she seemed to be in agree
ment with the opinion that birth is physiological in Borgo.

The women I interviewed referred to their birthing as natural or 
physiological, sometimes adding information like that of Teresa: “Well, 
let’s say that the midwife helped me a bit with the amniotic sac. Other



wise it was completely natural, nothing artificial like an infusion or any
thing.” Nonetheless, Teresa had at least the following interventions after 
the initial preparations (clyster and dépilation): amniotomy, repeated 
vaginal exams, manual dilation, frequent CTG-exams, episiotomy and 
placenta massage. Most of the women were satisfied with their — accord
ing to my standards — rather medicalised birth and talked about it as a 
collaboration between themselves and the obstetrical team. They did not 
consider birth as something being done to them (as passive objects). 
Most probably, the absence of pharmacological means for pain relief 
played an important part in this. Apart from the three women who had a 
caesarean section birth (see below), the others managed to live through 
the pain and experience birth as a worthwhile kind of suftering (cf. dis
cussion in chapter four).

*

The RAT-course concentrates on ‘natural birth’, meaning vaginal birth 
with some or all of the interventions mentioned above except for the use 
of anaesthetics for pain relief, notwithstanding the fact that the caesarean 
section rate at the Borgo hospital is high (over 30 per cent). This is, 
according to Dr. Contini, “a bit higher than the national average, but 
within the Lombard average.” If the possibility of a caesarean section 
birth is mentioned during the course, it is only on demand, i.e. when 
some woman specifically asks questions about it.25 This happens in spite 
of the fact that in a group of ten women the chance of having a caesarean 
section exists for at least three of them, and in spite of the fact that both 
psychological (e.g. light postpartum depression) and social risks (e.g. 
diEiculties in breastfeeding) for the mother have been associated with 
caesarean sections (Wagner 1994: 183f). Of the eight women I inter
viewed after birth, three had had a caesarean section birth.

25 However, as written at the beginning of this chapter, there has been a policy 
change regarding caesarean section birth in the presentation of the new course.



Caesarean section birth
The origins of the caesarean section, until the sixteenth and seventeenth 
centuries called caesarean operation, are wrapped in obscurity. “[It] has 
been part of human culture since ancient times and there are tales in both 
Western and non-Western cultures of this procedure resulting in live 
mothers and offspring,” writes Jane Eliot Sewell (1993) in a brochure for 
the American College of Obstetricians and Gynecologists in cooperation 
with the National Library of Medicine. Likewise, the origin of the term 
‘caesarean’ is uncertain. “It is commonly believed to be derived from the 
surgical birth of Julius Caesar, however this seems unlikely since his 
mother Aurelia is reputed to have lived to hear of her son’s invasion of 
Britain,” Sewell continues. The operation was, with few exceptions, for 
centuries performed only on dead or dying women, as an attempt to save 
the child and/or for religious reasons (to be able to bury the child 
separately from the mother). The latter reason was particularly popular 
on the Italian peninsula in the eighteenth century where (in parts of the 
peninsula) no pregnant woman was to be buried before undergoing the 
operation (Kertzer 1993: 20). It was only in the nineteenth century that 
the operation became a possibility of saving the woman’s life.

Nowadays, the caesarean section birth is so accepted among ordinary 
women that few either know or reflect on it as major surgery (‘serious ab
dominal operation’) with a much higher mortality risk for the woman 
than is associated with vaginal birth (Wagner 1994: 183f; Hanson 1998: 
139f).26 Also, medical risks exist for the baby.

What an internationally accepted rate of caesarean section would ideally 
be is apparently not easy to establish. Consensus meetings organised by 
the World Health Organization (WHO) have agreed upon a level not 
higher than 10-15% (Wagner 1994: 193f). There is a general consensus 
among obstetricians that the rising number of caesarean sections in many 
countries is problematic. The increase of the caesarean section rate in the 
industrialised countries, described by Wagner (1994: 175) as ‘epidemic’,

26 Elsa Lena Ryding states that many people in Sweden nowadays view a pre
scheduled caesarean section as the ultimate possibility to control birthing, and that 
these people seldom know about the dangers of the operation (1998: 38).



began in the 1970s and continued during the 1980s. In Italy the rate al
most doubled in the 1980s from eleven per cent in 1980 to nineteen per 
cent in 1988 (La Nuova Ecologia 1992). According to Dr. Contini, the 
Italian average in the late 1990s is approximately 25 per cent. A variety of 
reasons have been given for why this rate is increasing in many parts of 
the world (Nielsen 1985; Wagner 1994; Sjögren 1998).

In Borgo they do not have any vacuum extractor and the forceps are 
used infrequendy. According to Dr. Albertini, women no longer accept 
instrumental (and often traumatic) births, but want either a ‘fast and easy1 
vaginal birth or a caesarean section one. Dr. Contini added another 
reason against instrumental birth: the risk for injuries of the baby’s skull 
and brain. This explains to some degree the high rate of caesarean section 
births in Borgo. The overall goal to avoid prolonged labour probably also 
influenced the high rate. Apart from these general considerations there 
are a number of particular indicators suggesting a caesarean intervention. 
No breech baby (with the buttocks as presenting part), nor any baby with 
the face or shoulders as presenting part is delivered vaginally. Twins are 
delivered vaginally only if they lie in acceptable positions. If a woman has 
already undergone repeated caesarean sections (at least twice?) it is 
another reason to avoid vaginal birth. Technology also plays a part in the 
high rate in Borgo. One can relate the routine use of EFM and the pre
natal measuring of the foetal-maternal blood flow by ultrasound (Doppler 
velocimetry) to an increased caesarean section rate, according to Dr. 
Albertini. Another factor is the fear of legal sues for malpractice, which in 
Borgo was pointed out as a reason of increasing importance. The Borgo 
hospital is small (about 500 births per year) and doctors are more in
clined to listen to the wishes of their patients and their relatives — whom 
they in many cases know on a personal basis — regarding the caesarean 
section. This too was mentioned by the personnel in Borgo as an im
portant reason. “We try to give women what they want,” is an expression 
that I have heard several times, more often from physicians than from 
midwives, who prefer vaginal birth. The fact that the hospital is small 
might also have a bearing on the experience of the physicians, although 
no one has talked to me about this in Borgo. Having less possibilities of 
assisting difficult births than in a big hospital, the personnel might feel



more insecure and inexperienced.27 There are, thus, many reasons for why 
the Borgo hospital has a high rate of caesarean sections.2

Three stories o f  caesarean section birth
Apart from prescheduled caesareans, a caesarean section birth might 
occur for several reasons and at various stages during labour. In the most 
dramatic cases a decision must be taken within minutes. Decision making 
in obstetrics is, as has been described in chapter one in this thesis, how
ever always influenced by the fact that things might happen fast and they 
may lead to irreparable damage or even death (Regalia 1985; Campiotti 
1985). Decision making when it comes to caesarean sections is also in
fluenced by the women’s and/or their relatives’ wishes. So-called elective 
caesarean sections, which are made only on ‘humanitarian’ indications 
(i.e. for no medical reason, thus on women’s request only), do exist in 
Borgo but they are often advised against by the doctors, even if the 
pressure is strong from the woman and/or her relatives. The reasons 
given are that a vaginal birth is psychologically ‘better’ for the woman, if 
she is not suffering severe fear, and that it is safer for the woman and the 
baby. However, I got the impression from various informants that the 
line between medical reasons and personal or ‘humanitarian’ reasons 
rather than being a firm threshold is more of a quagmire. The fears that 
both the pregnant woman and the personnel may feel are important in 
this context, especially since the Borgo hospital has a policy of not using 
anaesthetics for pain relief; fear that something should go wrong, fear of 
pain and/or fear of seeing someone suffer. Compare also what Dr.

27 These latter reasons, susceptiveness to patients’ wishes and (in)experience of the 
personnel, due to the size of the hospital (or rather the birth rate), were discussed in 
a Swedish television program on caesareans (Medix 1995). The head of obstetrics of 
a northern Swedish hospital with an average yearly birth rate of 700-800 said that 
they can explain at least partly the high caesarean rate that her hospital has compared 
to lower rates in bigger Stockholm hospitals with many more births.

28 Being a public hospital with few private paying patients, the risk of letting eco
nomic interests influence medical practice directly is low in Borgo. Some private 
clinics in Italy (as in other countries) have exceptionally high caesarean rates that 
might be attributed to economic interests.



Contini said (in chapter four): a woman who is in “too much pain” or 
who is screaming “help me to get rid of it” is often given a caesarean. 
Thus, if a woman is in much pain and seems to suffer a lot, and if she is 
complaining and/or expressing a wish to stop her suffering, the decision 
to do a caesarean section is made in a more hasty way than what the me
dical criteria imply. At least so it appeared in two of the three caesarean 
section birth stories I have collected. It should however be kept in mind 
that additional reasons that I am not aware of might have played a sub
stantial part in these decisions.

Case 1 : Angela
Angela’s pregnancy had lasted 41 weeks and two days when she was 
admitted to the hospital on her doctor’s advice. Being beyond term and 
not having any painful contractions at all, the personnel preferred to keep 
her in hospital under surveillance. In the morning an amnioscopy had 
been performed which showed no particular sign of foetal distress. At the 
round the doctors asked her if she was sure of the date of her last 
menstruation. She confirmed the date and they said, “Let's see what we 
can do.” The decision of the head of obstetrics was to perform a so-called 
stress test (an oxytocin infusion is given under EFM surveillance and the 
contractions are measured against the foetal heart rate in order to see how 
the foetus reacts and if labour might start). So they gave her a clyster and 
she went to the labour room. While Angela did not react to the oxytocin, 
her contractions were very weak and she did not feel any pain, her baby’s 
heart rate was not at all satisfactory. Due to this sign of foetal distress the 
doctors decided to do a caesarean section immediately. Angela was terri
fied that she might not wake up after the operation, but told me that she 
accepted the reasons for the operation. However, her fear increased be
cause of an incident that took place while she was still in the labour room. 
A young woman arrived to the delivery room close by on a wheelchair. 
Angela heard someone tell the woman to rise up and walk inside and 
thought that this was strange. Why such a hurry, she thought.

She did not make it! I heard a non-human scream and the little girl was 
born. She almost had her in the car... she did not make it to the delivery 
room. Her scream really frightened me; it convulsed me [she laughs], I was 
talking, and I stopped and said “Mamma mia, what are they doing to her?”



Angela had time to call her relatives but they did not arrive before she 
went into surgery. She did not recall how many people there were in the 
operating theatre, only that she had to sign a paper that she agreed to 
have the operation. She was, as she repeated several times, “terrified.” 
Once she woke up afterwards her fear was gone. However, it was soon 
replaced by fear for her son since the paediatrician told her that he might 
have a minor brain damage due to his suffering (foetal distress). Her son 
was born with little amniotic liquid left and with bluish hands and feet. 
Later, it turned out that he was all right, and Angela was relieved but 
upset about the paediatrician’s choice to tell her before he was sure.

Case 2: Giovanna
Giovanna went into labour late in the evening. She went to the hospital, 
where she was examined and sent to bed in an ordinary lying-in room. 
She was in early labour and her husband was sent home. In the morning 
the contractions became stronger but the cervix did not open. An oxyto
cin infusion was administered in order to dilate the cervix enough so as to 
be able to perform an amniotomy. When the cervix was open one centi
metre, the infusion was stopped since the contractions were strong and 
the amniotomy was performed.

After this, it all happened at noon... at half past five I had done another centi
metre, that is I was open two centimetres. I was practically destroyed, [she 
laughs] I couldn’t make i t ... I was trembling like a leaf... and I was freezing 
... and I felt as if I would collapse. Really, they said, “Well, this is enough.
It’s useless to continue like this, because if after half a day you have only 
reached two centimetres, it’s useless to stay here...” And I said “All right, let’s 
cut and that will be it.” Also, because I really couldn’t stand it any more [she 
laughs], that is, I continued to say to them “Basta. Take me away because I 
can’t stand it any more.” And so it happened.

When I asked what her thoughts were at that moment, she continued

Well... nothing. The only thing I had in mind was to have it come out be
cause I couldn’t stand it any more. Whatever they might have done in that 
moment to eliminate the... for me it was all right. I couldn’t stand it any 
more; I couldn’t go on... not so much the pain. Rather, I was... frustrated... 
physically that is.



She also felt overwhelmed by the strong contractions and had a strong 
feeling of not being able to do anything about them, of not being able to 
influence her labour. Various doctors and midwives had told her during 
pregnancy both that she had some problem with her cervix and that the 
baby was big compared to her pelvis. This latter information had been 
given her when doing ultrasound, by the midwife and by her doctor on 
various occasions but it turned out to be completely wrong. The baby 
was quite small but she had an abundance of amniotic liquid. However, it 
had made her consider, even expect, the possibility of a caesarean section 
during pregnancy, although she would have preferred not to have one.

Her daughter was born with the umbilical cord around her neck. This 
fact seemed to help Giovanna rationalise the caesarean section. The offi
cial reason for the operation, Giovanna told me, was cervical dystocia, i.e. 
insufficient dilation of the cervix.

Case 3: Carla
Carla also experienced a long period of labour before having a caesarean 
section. The official reason in her case was foetal distress (bradycardia). 
Her son too was born with the umbilical cord around his neck. Carla’s 
labour started in a diffuse way. In the shower she felt something come 
out of her vagina and thought it was the mucous plug that fills the cervix 
during pregnancy. A slight bleeding (the so-called show) initiated. When 
she went to bed the contractions became stronger and appeared every five 
minutes. She decided to go to the hospital where she was told that it was 
not yet true labour since her cervix was still uneffaced. Her husband was 
sent home while she remained in hospital (in a private room). In the 
morning the contractions stopped but the bleeding continued. The next 
evening the contractions returned but stopped again the next morning. 
The same thing happened the third night but the contractions were 
stronger and more painful. The morning after, the head of obstetrics after 
an internal exam said that “something is changing.” The cervix was still 
uneffaced but started to get thinner. Since she was beyond term by one 
day he suggested the application of a prostaglandin gel in order to see if 
the cervix would begin to dilate. So, labour was induced the fourth 
morning around ten o’clock. She was also given a glucose infusion ‘in 
order to have a vein ready’, as she reported the doctor to have said. Soon



she had regular contractions every three minutes. At noon they did an 
amnioscopy to control the colour of the amniotic liquid. Apart from 
regular CTG exams she was free to move about. Being in a private two- 
bed room with no other patient, she could labour in any position she 
liked without being disturbed by others. At three o’clock another appli
cation of the gel was done. She said

It has a strong effect. I didn’t like it very much ... it was difficult to regain 
strength between the contractions ... they seemed to go on without pause ... 
Maybe in the end it was the only way to do because this baby [she laughs] 
was never born but I had the impression that it was not I that gave birth, 
that they made me deliver. I don’t  know if that makes sense to you? After all 
that they had been doing to me that day, all these exams, also the amnio
scopy... and the fact that they ruptured the membranes... they do that in 
hospital when they don’t rupture spontaneously... everything...

After the amniotomy and an oxytocin infusion, she went from one to 
three centimetres in two hours. She felt discouraged “What do I do with 
three centimetres?” A few hours later, and after a dose of oxygen because 
she was tired, she had arrived at a cervical dilation of six centimetres. She 
was then doing a CTG exam when her baby’s heart rate slowed down and 
did not improve fast enough after the contraction. The personnel decided 
to do a caesarean section. I asked what she thought at that moment and 
she answered

Well, in that moment I didn’t have any energy left. I don’t remember if it 
started before or actually when they told me the news, but I asked them to 
help me. I simply went on and said, “Help me, help me.”

Writing about caesarean sections
The stories of these three women and their experiences are very different. 
What can be said anthropologically about them? These women had pre
pared themselves for having a ‘natural’ birth, by way of the RAT-course, 
by reading a lot and by talking to other women. Despite the lack of infor
mation on caesarean section birth provided by the course, they were not 
unaware of the fact that they might end up with having a caesarean 
section birth. Nevertheless Carla said that she had never read about cases 
like hers, i.e. that a woman might labour for hours before it is decided



that she will have a caesarean section. However, no one had asked for an 
elective caesarean section. A woman who asks for an elective caesarean 
section, in many cases seeks total control and does not want a ‘natural’ 
birth at all (Ryding 1998).

There is a tendency in much childbirth discourse on caesarean section 
birth, particularly within alternative discourse, to equate caesarean section 
to identity (Michie and Cahn 1996). A woman having had a caesarean 
section birth is supposed to identify herself, or is being referred to, as a 
passive caesarean section-mother rather than as an active birthgiver. This 
is a way to deny her agency in the birthing process, notwithstanding the 
fact that she might have laboured for hours. She remains a passive object 
in the hands of obstetric personnel that make decisions on her behalf.

Another tendency is to discuss caesarean section births as failures. The 
woman expects, and maybe has prepared herself, to have a ‘natural’ birth. 
If she cannot have a vaginal birth (for whatever reason), it is seen as a 
failure, not least by herself. Apart from a tendency to mentalise in this 
argument, it is also a way of denying the importance of other aspects of 
the pregnancy and the birthing process. The fact of having been able to 
nurture a growing baby inside one’s body might be as gratifying as giving 
birth vaginally, especially if the caesarean section birth is seen as a help in 
a labour that is painful and that does not proceed or when there are risks 
for birth injuries.

Cosslett (1994: 9) underlines another important tendency within the 
natural birth discourse that is also closely connected to a performative 
view29 on birth: to focus exclusively on the woman’s subjective state of 
mind. It is something wrong with her (her motivation, concentration, 
relaxation, femininity, identity etc.), and this causes the caesarean section. 
This mentalisation has been discussed earlier in this book, but it is also 
relevant here.

Case 1 seems to be an almost clear-cut example of when a caesarean 
section should be performed. There was no sign of labour, Angela did not 
have any contractions, and her child was in distress. She understood and 
accepted these reasons. The problem arose from her fear of being put to

29 As written earlier, this use of ‘performative’ has nothing to do with how the 
term is used in symbolic anthropology.



sleep during the operation. In Borgo they do not normally use spinal 
anaesthesia for caesarean sections, although it might happen in presche
duled operations. Apart from the fact that it is unclear whether there was 
time enough for using spinal anaesthesia or not in this particular case, 
Angela told me that she would not have liked to be awake during the 
operation. Yet she was terrified to be put to sleep.

When I interviewed Angela a few months after birth, her worries about 
the possible brain damage were gone. It had left her only with an irrita
tion over the fact that the paediatricians did not wait to tell her before 
they were sure. Now, the fact that she was told that they suspected a 
damage would by many others have been appreciated as the right thing to 
do in a case like this. But to her it was not. A sign of the shocking experi
ence this birth must have been to her was perhaps that she had not re
conciled herself to the fact that she had not been able to hold her new
born son in her arms. This bothered her, since she thought that this 
would be the most beautiful moment of the entire birthing experience. 
Also, she seemed to be a bit disturbed by the fact that she had not ex
perienced any (painful) labour at all. She felt that she did not give birth, 
but was liberated (delivered). I will return to this problem in the next 
chapter when the bonding process is discussed.

The decision making process in cases 2 and 3 seems more complex. The 
decisions to do the caesarean sections were taken at much later stages 
during labour. At least in case 2, the decision seems to have been taken 
almost in complete concordance with Giovanna’s wish at that point in her 
labour. In case 3 this is not quite clear but it seems likely since Carla said 
that she actually pleaded the personnel to help her, although it is not clear 
whether this occurred before or shortly after she had heard about the 
decision.

My overall impression is that Giovanna reflected on her birthing as 
different (i.e. from vaginal birth) but not as a failure. After all, she appea
red to have wished to have a caesarean section in the end. Carla too, 
seemed to have wanted a caesarean section in the end. However, she 
stressed the manipulated character of her labour, “they made me deliver.” 
In comparison to Angela in case 1 above, both Giovanna and Carla actu
ally had been in labour for an extended period. Of course they were both 
conscious of the fact that vaginal birth is culturally considered the ‘nor-



mal’ alternative, and they regretted not having had that kind of birth, but 
they accepted their caesarean section birth. Through friends and acquain
tances, they probably also knew in advance about the high caesarean sec
tion rate at the Borgo hospital, and were therefore not taken completely 
by surprise. In any case, the three women who went through a caesarean 
section birth all wished that the birth preparation course would have 
taken up this kind of birth and not only talked o f ‘natural’ birth.

Postpartum care
The birthing is now concluded. The woman has returned to the ordinary 
lying-in room where she will stay during the postpartum period. Her in
fant remains in the nursery. If the woman is not in a private room she will 
have up to three roommates.30 The father of the child and/or other sup
port person(s) return home. Visiting hour policy at the Borgo hospital is 
apparently quite liberal, although only the private paying patients are 
guaranteed unscheduled visiting.

Early mothering develops in hospital where the new mother has to 
follow ordinary hospital rules during her stay, which normally lasts about 
five days. A new mother who has had a caesarean section birth normally 
stays for a week.31 Sometimes women, especially those who already have

30 The gynaecology/obstetrical/maternity ward in Borgo has ten rooms with up to 
four beds in each. Three of the rooms are private and have only two beds. As a pri
vate patient a woman can choose to pay for the whole room or for one bed. If she 
takes the whole room, she is free to dispose of it as she likes. Although it is unusual, 
she can let her husband or another relative stay there. Her child though, is confined 
to the nursery. If  she pays only for the bed, there is a chance of having a room-mate 
that is not at all an expectant or new mother, but in the worst case a woman who has 
had an abortion, a miscarriage, or has been operated for gynaecological problems. 
The hospital tries to follow a special division in the public rooms in order to separate 
diseased women from expectant and new mothers, for the good of the patients as 
well as for the staff.

31 During my remrn visit, it was pointed out to me that normal postpartum stay, 
as well as postpartum stay after a caesarean section birth, have been reduced by one 
day. This might be a step towards a policy of early discharge, which is practised in 
many Swedish hospitals. During my fieldwork period in 1993-94,1 heard a lot of



another child, ask to go home earlier. In the case of first-time mothers it 
rarely happens. No one I interviewed expressed a wish to return home 
earlier. Partiy because it is routine to stay five days in hospital post
partum. But also because women in Borgo appreciate the opportunity 
given to them by this hospital policy to rest and to be taken care of after 
birthing. They know that they will soon be alone at home with an infant 
that they are not acquainted with, while their husbands are away at work. 
Often they get part-time help from relatives but for the rest of the day 
they are alone.

In hospital, the infants are brought to their mothers six times a day 
following a three and a half to four hour schedule beginning at 4 a.m. 
The infants are supposed to eat sufficientiy during their half an hour to 
one-hour stay with their mothers, irrespective of whether they are breast
fed or formula fed. If they fall asleep or do not eat sufficientiy according 
to the paediatrician’s advice, they get supplementary formula (artificial 
milk) in the nursery. The 4 a.m. feeding was regarded as terrible by most 
of the women.

At about 6 a.m. the cleaning of the ward initiates. This disturbed the 
women a lot. During morning hours the activity is high in the ward. 
Medications take place. The temperature is controlled twice a day. Then 
there is the washing. This practice, described by midwife Maria, as “an 
excuse to look at the healing wounds” from the episiotomy, takes place 
twice a day. The midwives carefully cleanse the women’s perineal area. 
Maria said that the washing was necessary also to control the women’s 
hygiene, since some women are really dirty, according to her. One reason 
for this uncleanliness could be that the woman in question has completely 
absorbed, or accepted, her assigned role as a patient. Another one, and 
perhaps just as likely, could be that she has problems with how to deal 
with her postpartum body and its discharges, wounds and pains. Not so 
long ago in Italy, it was considered dangerous to wash one’s hair, or to 
take a shower, during menstruation and after childbirth. Maybe this is 
still relevant for some women, although apparently not for the women I 
have interviewed. A postpartum woman has apart from an aching body

negative comments, particularly from doctors, regarding the policy of early 
discharge.



for some weeks a (messy) uterine and vaginal discharge, called lochia, 
which consists of “blood, shreds of decidual tissue, mucus, bacteria, and 
epithelial cells from the vagina. Occasionally, lochia also contains small 
clots.” (Phillips 1991: 284) This means that she has to wear large post
partum sanitary napkins, and that she has to change these often. In fact, 
some of my interviewees complained about the difficulties to take a 
shower in the ward, since the bathrooms are few and old.

The medical round passes in the morning and the official visiting hours 
occur between ten and eleven in the morning and 6.45 and 7.45 p.m. 
Usually there is a certain activity outside the nursery during the visiting 
hour in the morning. New mothers and their relatives gather outside the 
nursery to get a glimpse of the newborns if and when the children’s nur
ses hoist up the Venetian blinds that cover the windows.

Generally, the personnel are not excessively accommodating towards 
either the patients or their relatives. Many women expressed a wish to let 
the blinds remain up during longer periods so that they could look at 
their newborns. The reason for not doing this, according to Maria, is that 
before “the patients and their relatives were there all the time, tapping on 
the window and asking a lot of questions: ‘has he eaten enough?’, ‘is there 
something wrong?”’ This disturbed the personnel. That it might be im
portant for a new mother, father, sibling or grandparent to see and find 
out that everything is all right with the newborn is obviously not a 
priority among the personnel. During the visiting hour in the evening the 
personnel seem to vanish from the ward altogether. When I was there 
once in the evening looking for Maria, I found only Dr. Rossi passing in 
and out of the rooms. Everyone else was in the kitchen. Some relatives 
were looking for someone to talk to, but did not succeed in their 
attempts.

Likewise, I myself reacted to the strong formulations of various signs in 
the ward. For example, a sign on the door to the staff’s kitchen informs 
the patients and the visitors that they do not have access. Vietato entrare 
in cucina, grazie (‘It is forbidden to enter the kitchen, thank you’), the 
sign says. Another one states that “Visitors are kindly requested to adapt 
themselves completely to the directives of the personnel of the nursery.” 
Maria and Patrizia laughed at my comment and said first that Italians 
never read notes like this, and then “if you do not use strong formulations



the visitors will take command and start to tell you about how babies 
should be taken care of.” Apart from whatever else a comment like this 
might reveal, it is a way of showing how things should be, i.e. a way of 
showing power. In the hospital, patients and their kin, according to the 
personnel, should not be in a position to decide. Notwithstanding this, 
the Borgo hospital has a reputation of being a ‘familiar’ hospital. It is 
small, people know each other, and there are not so many rules. How
ever, hospital routine is often incomprehensible and boring, according to 
my interviewees.

The women I interviewed did not complain much. They were mostiy 
satisfied with the postpartum care they received. However, they usually 
had something to say about the amount of information they got from the 
children’s nurses and the midwives. According to my lay informants, the 
personnel seldom took any initiatives to inform the women, but mainly 
answered questions from them. Some found this satisfactory while others 
were hesitant to ‘disturb’ the personnel and did not ask questions. This 
might be compared to what was said during the birth preparation course. 
During the course the women were sometimes invited by the doctors to 
ask questions about their labour and to tell the personnel afterwards if 
they had any complaints. “Only in this way can we change our intra
partum care,” Dr. Albertini said. However, this invitation should be seen 
in the context of various constraining (hospitalisation) mechanisms, 
which are apparently as important as the invitation.

Shortly before leaving the ward, the woman alone enters the nursery to 
bring her baby home. This is a symbolically important moment as the 
child changes status from ‘belonging to the hospital’ to ‘belonging to the 
mother1. For the first-time mother, this is an important moment, and she 
is overwhelmed by conflicting emotions. She wants to come home with 
her newborn and she is worried about it at the same time. Now, she has 
to do everything on her own.32 She has not even seen her infant naked 
since the moment s/he was born and she has not changed any nappies in 
hospital. All of my informants commented on this. The personnel, on the 
other hand, do not elaborate on the solemn character of this moment.

32 As said in chapter one, women are responsible for the care of the newborns in 
Italy.



The woman is invited into this formerly off limit place (sterility reasons) 
in her ordinary clothes. A short briefing of basic infant care is held, a 
chart with information about the infant’s weight is given to her together 
with a paper bag containing commercial samples of baby products and 
brochures on baby care (sometimes accompanied with bottles of for
mula). Finally the baby, dressed — as always during the hospital stay — 
in clothes that the woman brought with her, is placed in her arms. And 
that is it.

*

In this chapter, I have analysed intrapartum care in Borgo. I have stressed 
that the rate of caesarean section births is increasing. This is partly an 
effect of the highly medicalised and technologised prenatal care, which 
has a tendency to identify an increasing amount of so-called high risk 
pregnancies. I have also emphasised that what is called a ‘physiological’ or 
‘natural’ birth in Borgo is characterised by what seems to be a relatively 
large amount of routine obstetrical interventions. The notable exception 
is routine use of analgesia/anaesthetics. These interventions have a poten
tially constraining effect on women’s real agency in birthing. Nonetheless, 
for those women who manage to go through vaginal birth, giving birth 
consciously and being able to live through the pain might counterbalance 
this effect. Women’s real experiences of agency during birth in Borgo 
have as noted in the previous chapter not been the focus of my research.

Furthermore, I have stressed that there are differences in birth manage
ment between individual doctors and midwives. That there are two hie
rarchically organised professions is important in this. Three explanatory 
factors, pointed out by the midwives, are differences in age, gender and 
obstetrical school. These differences sometimes cross the professional bor
ders, linking together for example younger male and female doctors and 
midwives, or female doctors and midwives. Both doctors and midwives, 
when talking to me seem to accept a substantial amount of intra-pro
fessional differences in birth management. Initially, what struck me most 
when talking to both doctors and midwives, especially when I stressed 
differences between the Swedish and the Italian ways of managing birth, 
was their indifference. This occurred even when we talked about practices 
that seemed to contradict each other; for example that Swedish midwives



are allowed to use instruments (vacuum extractors or forceps) during 
birth. Also when I asked about differences among themselves, there were 
few positive or negative reactions. One explanation for this indifference 
is, of course, a concord between them as a collective against me as an out
sider. Nevertheless, it also points to the socially constructed character of 
obstetrical practice.

I have stressed what to me seem to be two guiding rules in birth 
management in Borgo, around which there are few inter-professional dif
ferences. If there are any inter-professional differences as regards to these 
rules, they are in degree, not in essence. One is the goal to finish the deli
very as soon as possible. The other is to consider technology-based know
ledge as the authoritative knowledge in obstetrical practice. Both rules 
should be considered in the light of the ever-present fear among the staff 
in obstetrical practice.

Early mothering starts in, and is shaped by, a context that embraces 
many paradoxes and double-edged messages. A crucial problem circles 
around the following: whose baby is it, the hospital’s or the woman’s? 
The next chapter is about early mothering practices, especially feeding 
practices, and discourses about this in Borgo. These practices initiate in 
hospital, shortly after birth. Discourses about feeding, however, influence 
women earlier during pregnancy, for example during the RAT-course 
where the subject of feeding is discussed on several occasions. The official 
policy of the hospital is to promote breastfeeding.



7
To have enough milk

On early mothering

...in  relation to infant feeding, there is an assumption, shared at least at a superficial 
level bypohcy makers, health professionals and women themselves that women 
ought to breast-feed in order to do mothering properly. This affects the way in 

which women themselves talk about their experiences. ...
— Pam C a r t e r , 1995

IT WAS ONE o f those late October afternoons, when one can feel that 
fall has finally arrived. The damp air is a sign o f the forthcoming win
tertime fog. There were not many people with children in the City Park 
on this day. M ost people had already changed the warm season’s pat
tern o f going to  the park both in the morning and in the afternoon. 
N ow  they turned up only in the morning when the sun was warmer. 
From a distance I  saw that at least two-year-old Anna was there with 
her grandmother, and I decided to  bring my son David to  them. Anna’s 
grandmother is a middle-aged woman, who only recendy stopped 
working at one o f Borgo’s day-care centres, in order to  take care o f her 
grandchild full-time when her daughter and son-in-law are at work. We 
said hello and chatted a bit about the weather, when she suddenly asked 
me if I was breastfeeding my son. W hen I answered that I did, she said 
quite satisfied, nodding her head, that it showed: è bel pieno  (‘he is 
well filled up’).

This stands in contrast to  an attitude I  noted among many younger 
women, especially among those who bottle-fed their infants. They were 
openly worried by what they considered to  be ‘fad (and big) babies like 
David. Many o f these women had infants that even to Italian standards 
were ‘tiny3 and actually below expected weight. This attitude was, to 
my knowledge, a mix between a general ideal o f slim-ness and informa
tion they had been given by paediatricians on the importance o f not 
giving too large portions o f formula (artificial milk) to  infants. I t was



said that formula fed infants, who gained too much weight, suffered an 
increased risk of turning into fat pre-school children.

Anna’s grandmother went on to tell me about her own feeding ex
periences and said that she had breastfed all of her three children for 
extended periods, although her daughter for a somewhat shorter pe
riod.1 “But nowadays” she said, “there is no one who takes time or 
bothers to breastfeed, at least not for a long period. This pattern has 
been going on for years now; I saw it at work too. It was different 
when I was young.” There was a certain contempt in her tone of voice. 
According to her, contemporary mothers are doing something wrong 
when they do not breastfeed.

Since this conversation took place quite early during fieldwork, and be
cause of her experiences of day-care work, it was easy to uncritically be
lieve Anna’s grandmother. Besides, I had met several women in Borgo 
who were not breastfeeding their babies, and recent research from other 
parts of northern Italy seemed to indicate that breastfeeding had indeed 
declined a lot in recent decades (Balsamo et al. 1992). The modem médi
calisation of feeding, starting with the invention of formula, is rather re
cent compared to the médicalisation of birthing. The introduction of for
mula caused rates of breastfeeding in hospitals to decline sharply. There
fore, I was quite surprised when I discovered later during fieldwork that 
the breastfeeding rates at the Borgo hospital had been rising for a few 
years, according to the medical experts. Many more women than before 
breastfeed their babies during the hospital stay. However, after the dis
charge from hospital there is a sharp decline in breastfeeding. A guess 
from the head of paediatrics, Dr. Manfredi, was that after the first three 
weeks in the infant’s life there is a dramatic decrease, and many women 
start to bottle-feed their infants instead.

Why are hospital breastfeeding rates important in understanding early 
mothering practices in Borgo? Human milk, especially from the infant’s 
own mother, is hitherto the best nourishment for the newborn, at least 
during its first months; in spite of the fact that there is a steady increase

1 To breastfeed sons for longer periods than daughters seems to be quite common 
in Italy (cf. Maher 1992a: 26). It can be seen as a reflection and recreation of the 
general patriarchal Italian culture with its traditional emphasis on the importance of 
sons.



of toxic substances found in it, due to environmental pollution.2 Breast
feeding is today a powerful symbol of (good) early mothering, in Italy as 
well as in most other Western countries. This has, however, not always 
been the case. Different ideas about human milk and different feeding 
strategies have existed throughout Western history. Feeding, particularly 
breastfeeding, has for long time been a culturally contested area. This im
plies that mothering and women as mothers have been objects of expert 
advice from ‘above’, and later of governmental intervention.3

To use a wet nurse has historically been part of mothering strategies in 
certain social strata. According to Kertzer, the system of using wet nurses 
on the Italian peninsula was widespread during the last centuries, being 
— together with foster care — “important industries in impoverished 
rural areas.” (1993: 152) It was important both as a method of ‘helping’ 
foundlings, although only a minority of them survived, and as a mother
ing strategy of married couples. To give an infant other mothers’ milk, or 
to try and give it animal milk, or practising systems of shared breast
feeding among close kin have been other strategies used. In a cross-cultu
ral study on feeding patterns in the 1970s, Dana Raphael and Flora Davis 
(1985) found that some kind of mixed feeding, i.e. breastfeeding with

2 Of course, there are toxic substances to be found in every kind of food. How
ever, I do not think that I am the only one who reacted by surprise when I read 
about the toxic levels found in breastmilk. This is perhaps a sign of how effective the 
dominant discourse is in the Swedish birthing system in the 1990s, where the impor
tance and naturalness of breastfeeding always are emphasised. It is only in 1999 that 
I have noticed a few articles in Swedish newspapers where experts state that women 
should also be advised about formula feeding, in order to avoid guilt if they do not 
breastfeed.

3 David Kertzer’s (1993) book Italian Infant Abandonment and the Politics o f  
Reproduction is an important contribution towards understanding the particular 
Italian history of reproductive politics. Another case in point is sociologist Pam 
Carter’s (1995) book on contemporary breastfeeding politics. Writing specifically 
about the British situation, Carter notes that “[ajlthough the decline in breast
feeding rates has been specifically identified as of concern from the 1920s onwards 
the ‘problem’ has a much longer history.” (1995: 7) She provides the example of an 
‘Essay on Nursing1, written in 1749, that —· according to her — illustrates that “a 
concern with infant feeding is also a concern with the behaviour of women.” (ibid.)



additional food and/or formula, was the most common pattern among 
women.

Soranus of Ephesus from the second century AD was, as mentioned in 
chapter two, an early medical expert. His book Gynaecology was influen
tial for more than fifteen centuries.4 Soranus offered (to upper class wo
men mainly) the following (and, from what it seems below, apparently 
contested by other experts, Damastes and Apollonius) advice about neo
natal feeding (cf. Mead and Newton 1967: 185):

Now, after putting the newborn to bed subsequent to the swaddling, one 
must let it rest and, in most cases, abstain from all food up to as long as two 
days. ... After the interval one must give food to lick ..., honey moderately 
boiled ..., one must gentiy anoint the mouth of the newborn with the finger, 
and must then drop lukewarm hydromel into it. ...

From the second day on after the treatment, one should feed with milk 
from somebody well able to serve as a wet nurse, as for twenty days the ma
ternal milk is in most cases unwholesome, being thick, too caseous, and 
therefore hard to digest, raw, and not prepared to perfection. Furthermore, it 
is produced by bodies which are in a bad state, agitated and changed to the 
extent that we see the body altered after delivery when, from having suffered 
a great discharge of blood, it is dried up, toneless, discolored, and in the 
majority of cases feverish as well. For all these reasons, it is absurd to pre
scribe the maternal milk until the body enjoys stable health.
Therefore we ought to censure Damastes, who orders the mother to give 

the newborn the breast immediately, contending that it is to this end that 
nature too has provided for the production of milk beforehand so that the 
newborn may have food straightaway. And one must also blame those who 
follow his opinion in these things, like Apollonius called Biblas. ... If, how
ever, a woman well able to provide milk is not at hand, during the first three 
days one must use the honey alone, or mix goat’s milk with it. Then one 
must supply the mother’s milk, the first portion having been sucked out be
forehand by some stripling (for it is heavy) or squeezed out gently with the 
hand, since the thick part is hard to suck out and also apt to clog up in new
born children on account of the softness of their gums. (Gyn. 2.17-18, 
quoted in Garnsey 1991: 58)

4 According to Margaret Alic, Soranus’s book Gynaecology was written for his 
female students. Soranus believed that other ‘medically’ trained women should treat 
women (1986).



When the neonatal period is over, the infant should, according to 
Soranus, be fed milk by a woman who had given birth two or three 
months previously. Peter Garnsey writes that “Soranus makes this point 
with the aid of a quaint simile from gardening,” (1991: 60) and then 
quotes him again:

But if circumstances allow a choice of women able to suckle, one must select 
the best, and not necessarily the mother, unless she also shows the attributes 
characteristic of the best nurses. To be sure, other things being equal, it is 
better to feed the child with maternal milk; for this is more suited to it, and 
the mothers become more sympathetic toward the offspring, and it is more 
natural to be fed from the mother after parturition just as before parturition.
But if anything prevents it one must choose the best wet nurse, lest the 
mother grow prematurely old, having spent herself through daily suckling. ... 
Consequently, the mother will fare better with a view to her own recovery 
and to further childbearing if she is relieved of having her breasts distended 
too. For as vegetables are sown by gardeners into one soil to sprout and are 
transplanted into different soil for quick development, lest one soil suffer by 
both, in the same way the newborn, too, is apt to become more vigorous if 
borne by one woman but fed by another, in case the mother, by some afflic
tion, is hindered from supplying the food. (Gyn. 2.18, quoted in Garnsey 
1991: 60)

Later on in the history of the Italian peninsula, other aspects of the feed
ing discourse grew in importance.

In a fascinating essay, Margaret Miles (1986) explores the meanings of 
an important thematic change in early Tuscan Renaissance paintings of 
the Virgin Mary. From the 14th century through the next three hundred 
years, numerous pictures of Mary with an exposed breast show up. Miles 
argues that it is necessary to understand these paintings in their social and 
cultural context, and points out two particularly relevant circumstances. 
One is the chronic malnutrition and anxiety over food supply in this pe
riod, and the other is the nursing of infants in early Renaissance Tuscan 
cultore. The practice of employing a wet nurse was common for middle 
class urban families as a sign of upward mobility. The wet nurses were 
frequendy slave women, and as such regarded as hostile and untrust
worthy. At the same time, child-care manuals and sermons insisted on 
maternal feeding. “Given this situation of conflicting feelings and values, 
a great deal of ambivalence must have attended a couple’s decision about



infant nourishment,” Miles writes (ibid.: 199). In the analysis of these 
paintings, she notes that “visual images of the nursing Virgin may have 
been a deliberate message to women, continuous with popular sermons, 
urging their emulation of the mother of Christ.” (ibid. : 200) Paintings as 
breastfeeding propaganda in a period of uncertainty of food supply, then? 
In her conclusion, Miles underlines that these paintings “both formulate 
and attempt to control one of the most awesome powers of women, the 
power to nourish.” (ibid. : 207) In a cross-cultural perspective, male con
trol of female milk, is not an uncommon theme (Maher 1992a: 18f).

In the late eighteenth century there was a turning point in the Western 
history of infant feeding, according to Valerie Fildes (1986). The be
haviour of women as mothers became more central in feeding discourse. 
This has remained so, as milk substitutes have begun to conquer the 
world. To bottle-feed with modern formula is a strategy used by many in 
the twentieth century. “Concern about why women are not doing their 
breast-feeding duty seems more constant than anything else during this 
period,” writes Pam Carter (1995: 14). Today, the situation in the West
ern world is characterised on the one hand by extensive breastfeeding pro
paganda in specialised magazines and childcare manuals, and on the other 
huge commercial and scientific interests in promoting the development 
and sale of formula. Sometimes, for example in Sweden, the pro-breast
feeding discourse is overwhelming and the commercial one toned down 
due to political decisions. In Sweden, breastfeeding is ascribed many 
values within a broad spectrum of nutritional, emotional and psycho
logical frames, from the passage of important antibodies to emotional 
protection and comfort. Successful breastfeeding thus symbolises almost 
everything the new mother and her infant are supposed to need. In Italy, 
the discourses are less polarised and are often found together in various 
media. Considering this, even today’s Western women’s (or couples’) 
decisions about infant feeding are surrounded by ambivalence. A Swedish 
woman may ask herself if she is a bad mother if she does not breastfeed, 
given all its ascribed benefits. An Italian woman may ask herself if breast- 
milk is really so much more nutritious than formula. However, because of 
the strong symbolic value of breastmilk, an Italian woman may also ask 
herself the same question as the Swedish woman: am I a bad mother if I 
do not breastfeed?



This chapter will deal with questions about early mothering, concen
trating on feeding practices. In what contexts are women making their 
choices about feeding in Borgo and its surroundings? How do these con
texts shape women’s decisions? What are the cultural constraints on fe
male agency in early mothering? What are the feeding decisions about? In 
order to begin a discussion of these matters, it is necessary to go back to 
the hospital, to the moment of birth and examine under what circum
stances early mothering starts.

Early mothering in the hospital
Mead and Newton (1967) called the period in a woman’s life between 
birthing and the infant’s complete physiological independence the “transi
tion period” of birthgiving. After birth, the quality of mothering changes 
phenomenologically as well as socially. During pregnancy and childbirth 
the woman has necessarily been completely involved in bodily mothering 
practices, since they emanate from processes that take place within her 
body. She has been making choices, for example about her own lifestyle, 
prenatal care, birth preparations, consciously aware of the fact that these 
choices are supposed to influence the growing foetus inside her as much 
as herself. Until birth, she and the baby are in many respects one unit, 
necessarily communicating. This prenatal bodily mothering is different 
from what happens after birth when bodily mothering is usually and 
gradually replaced by general mothering.

We have already seen that there were ancient experts, like Soranus, on 
mothering issues in the Western world. They offered advice, which was 
contested at the time (see quote from Soranus above). Nowadays, the dis
cussion is as lively as it was then, although more widespread and an
chored in governmental decisions. Today, almost every woman is exposed 
to (authoritative) advice from experts of all kinds.5 To advise new mo
thers on the subjects of baby care and feeding is part of the responsibility 
of the hospital personnel. A crucial problem in neonatal care is whose

5 I would like to recall here the comment made by Barbara Duden (1998), that 
women have increasingly come to depend on medical as well as non-medical health 
institutions (see chapter one, note 4).



baby the newborn is: the hospital’s or the mother’s (or parents’)? From a 
legal point of view, the responsibility of both mother and child when they 
remain in hospital is the hospital’s. To let the legal point of view rule 
hospital practice is, however, a completely different thing. According to 
Wagner (1994: ch. 7), there are important psychosocial reasons to let 
practice be guided by the fact that the mother is (or will be) the main 
person responsible for her child. Since the mother remains in hospital for 
an average of five days after a vaginal birth and a few days more after a 
caesarean section birth, the personnel have a lot of opportunities to advise 
her. Meanwhile, the woman finds herself embedded in a rich cultural con
text of competing discourses and practices. The whole question about 
what kind of advice a woman can get, and even if she should be given ad
vice, is a sensitive issue. Hospital practices and hospital personnel are 
often pointed out as major culprits in for example declining breastfeeding 
rates (Phillips 1991). Advice can easily become rules, and (hospitalised) 
women may find it difficult to evaluate this kind of expert advice.

On the other hand, since breastfeeding in reality has to be learned to a 
great extent and at the same time is vulnerable to stress, a woman who 
wants to breastfeed does need technical advice and also social, cultural 
and psychological support (Raphael and Davis 1985; Maher 1992a). 
Raphael and Davis (ibid.) emphasise the importance of such support for 
the so-called let-down reflex to function. The let-down reflex, which re
leases the oxytocin that makes the milk flow, is essential for breastfeeding 
to function and it is vulnerable to stress. If it does not function, the infant 
will not get hold of the richer hindmilk that constitutes almost two thirds 
of the available milk, but only the less richer fore milk, and it will still be 
hungry. However, advice and support do not necessarily have to come 
from hospital staff. Yet, being in hospital for several days it is likely that 
this is the new mother’s only alternative.6 As was briefly mentioned in the 
previous chapter neonatal care in Borgo is guided by certain rules that

6 Raphael and Davis (1985) write that some kind of doula system, involving ‘a 
woman companion in childbirth’, is usually necessary in order for breastfeeding to be 
successful in all kinds of societies. (Cf. the role of a doula in birthing as mentioned in 
chapter one.)



render early mothering difficult and, as we shall see, in certain cases con
stitute real impediments to it.

In Catholic Italy, with its emphasis on the value of the family, a woman 
bearing a child out of wedlock has, at least in the past, been treated as a 
disgrace and a threat to society. While the father of the (illegitimate) 
child, until the First World War, was protected by the law and — in com
parison to many Protestant countries — not made to take any responsibi
lity for it, the mother alone was to blame. According to David Kertzer 
(1993: 39), during the Counter-Reformation when the church began to 
undermine the autonomy of midwives by taking control over them, the 
function of a midwife as a bearer of women’s secrets changed into being 
the main instrument of the church (and later the state) in the policing of 
unwed pregnant women. The midwife was made both to report every 
unwed pregnant woman, and later her child, to the church and, in for 
example Bologna, see to it that an unwed woman who could not afford 
to pay the fee of the local foundling home, was made to spend a year as 
internal wetnurse at the foundling home (ibid.: 42f).

During the nineteenth century unwed women were no longer the only 
women (apart from prostitutes) who were classified as bad or evil. 
Kertzer writes that

As women entered the new factories in the mid-nineteenth century, a power
ful image of the bad mother arose among the moralists of the Italian elite. In 
this, traditional suspicions of women were magnified by fears of women’s 
new independence from paternal and husbandly control. ... The image of the 
evil mother was defined in contrast to that of the good mother and underlay 
many of the nineteenth-century reform efforts and social welfare movements.
The good mother places her children’s interests first. She embodied the old 
maternal virtues — virtues whose actual historical existence are questionable 
at best — as well as the new, attentive to the latest findings of science. The 
high priests were no longer clergymen, but doctors and social welfare plan
ners. (Kertzer 1993: 174)

A modern echo of this traditional policing of bad mothers was heard in 
the medical discourse about different mothers in Borgo. When talking to 
midwife Maria, I noticed an attitude to divide the mothers into ‘good’ 
ones and ‘bad’ ones. Maria did not actually use the terms ‘good’ and ‘bad’ 
when she talked about mothers and mothering. She bluntly said that



there were different mothers and some of them just were not in their 
senses. This implicit division corresponded to a high degree to the divi
sion between good and bad patients generally. Examples of bad mothers, 
according to Maria, are those who ask ‘too many questions’ and who 
want ‘too much help’; who do not want to see their baby after birth, who 
are indifferent or even hostile towards it and/or express too keenly the 
wish to rest; who want to (breast)feed the baby and then accidentally 
drop it on the floor or maltreat the infant in some other way; who do not 
want to breastfeed but insist on bottle-feeding without having a reason 
(i.e. a culturally accepted reason, preferably a medical one).

This implicit division between different mothers was also detectable in 
the physicians’ discourse about mothers, although they were more careful 
than Maria not to blame the (bad) mothers. According to Dr. Albertini, 
there is a problem with women who do not want to breastfeed their new
borns. He underlined the importance of starting discussions about breast
feeding long before birth, during the preparation courses. It is not 
enough to give advice on breastfeeding after birth. This was also the 
opinion of my son’s paediatrician, Dr. Riboldi, who had been working at 
the hospital for years and now had a practice of her own in Borgo. Unlike 
Maria who quite openly blamed some mothers, Dr. Riboldi accused the 
midwives of not giving good advice to new mothers. Being a physician 
herself she defended the doctors, saying that they in many cases were 
better at giving advice to women, who wanted help.

Unlike Dr. Riboldi, the women from the courses that I interviewed did 
not blame the midwives in particular. In contrast to some other women 
to whom I have talked, the women from the courses said that they were 
very satisfied with the midwives who assisted them at birth, and they 
seemed content overall with the personnel during postpartum too.7 Appa

7 During my return visit in 1998, midwife Maria told me about an inquiry that 
one of the gynaecologists/obstetricians had conducted among birthing women not 
long ago. The results were not yet available, but according to Maria the vast majority 
of women were content overall with their birthing experience. If they complained 
about anything it was, according to her, about the pain and the fact that the physi
cians were not present during labour and birth as much as they had thought in ad
vance. The services of physicians, midwives and nurses were, however, highly appre-



rently, the women from the courses did not get involved in any conflicts 
over bad mothering, except — maybe — in one case that will be discussed 
below. What happens in hospital in cases of conflict over bad mothering 
is, briefly, that if the mother does not ‘behave well’, she is patronised by 
the personnel. For instance she will not be allowed to feed her baby, at 
least not without close surveillance.

Establishing a social relationship between mother and infant
‘Bonding’ is a concept that has been thoroughly discussed in paediatric 
and psychological literature the last three decades. The original hypothesis 
about the presumed biological need of the mother to ‘bond’ with her in
fant was based on etological research, i.e. on animal’s behaviour, in this 
case on rats’ and goats’ behaviour (Eyer 1992: 2).8 The biological bond
ing in humans, by analogy, was supposed to take place during a presumed 
sensitive period in women following birth “during which they are hor
monally primed to accept or reject their infants.” (ibid.) Biological bond
ing was supposed to occur either through skin-to-skin contact between 
mother and infant or through (immediate) suckling. Ideally, some kind of 
prenatal biological bonding starts as soon as the woman discovers and 
accepts her pregnancy, and continues through their mutual nine-month 
journey towards birth and separation. After birth, the infant and her/his 
mother need to find each other (again) in order to initiate a ‘new3 rela
tionship.

dated. Perhaps Maria exaggerated somewhat, however I recognise the complaints 
she mentioned.

8 The most cited research about bonding emanates from the work by the paedia
tricians John Kennell and Marshall Klaus (popularised for the first time in bClaus and 
Kennell 1976). Their work has been criticised for methodological and ideological 
bias (e.g. Eyer 1992) but has gained influence among many paediatricians, social 
workers and lay people. For the hospital as an institution, organised bonding in the 
form of rooming-in has served at least two goals: it saves money (less personnel) and 
it secures the woman and the infants as patients. Obviously, the bonding period, 
particularly as it has been popularised (sometimes extending to a year or more) is 
ideologically important in a patriarchal culture.



Since the increasing popularity of the redefinition of birth as a hetero
sexual couple’s event, the original ideas of ‘maternal-infant’ bonding 
(Klaus and Kennell 1976) have changed into ‘parent-infanf bonding 
(Klaus and Kennell 1982; Klaus et al. 1995), where ‘bonding’ “refers to 
the tie from parent to infant.” (Klaus et al. 1995: xviii)9 

Medical and psychological discourse about (biological) bonding often 
leave out, or address too briefly, the following anthropologically impor
tant items: a relationship can be formed with an adult other than the 
physical mother (or even a few others); the relationship is necessarily 
asymmetrical, the child is more dependent on the ‘mother1 than s/he is on 
the child; a relationship with the mother can start directly after birth but 
since it is bound to go on for several years it does not have to start within 
minutes, hours or days (Maher 1992b).10 In other words, a close emotio-

9 Although extensive critique from researchers as well as lay ‘parents’ has cautio
ned the authors to be less inclined to decide exactiy when the presumed bonding 
starts, and which factors that are necessary in establishing a bond, the latest edition 
of Bonding (Klaus et al. 1995) is nevertheless afflicted with a whole range of ques
tionable lines of thought. Among the most problematic from a feminist anthropo
logical point of view is a noteworthy (ideological) blurring in gendering the ‘parent1 
throughout the book. For example, the authors, referring to Winnicott’s concept 
‘primary maternal preoccupation’, underline that “[dļespite changes in our society, 
we tend to agree with Winnicott that fathers’ and mothers’ roles are not interchange
able.” (ibid.: 112) A mean, but relevant, question to be asked is if the male parent 
exists because the authors really believe in him or as a result of a ‘politically correct’ 
choice not to overestimate the mother’s role. In both cases, the importance of the 
male parent is stressed as a concession to the definition of birth as a (heterosexual) 
couple’s experience or event. I interpret the blurring in gendering the parent as a sign 
of the inherent difficulty in deciding the importance of (female) biology and culture 
in the bonding research. A particularly evident example of this difficulty is the fol
lowing statement from a paragraph about the importance of “smell and touch”:

“The whole system appears to enable the mother to communicate with her infant 
in ways that can bypass the logical and rational areas of the brain and allow the 
mother to take in and sense the baby at a deeper, more primitive level.” (ibid.: 86) 
(Compare Martin’s critique of Odent regarding childbirth [Martin 1987: 164].)
10 Vanessa Maher writes that “[t]he idea o f‘maternal bonding’ is a Western folk 

notion which sustains other cultural notions such as those of exclusive maternal re
sponsibility for the care of offspring, the biological determination of gender roles and



nal relationship between adults and an infant is socially and culturally 
important for the child’s immediate survival and for the adults in ‘adopt
ing1 the child, taking on a long-term responsibility for it. That there 
should be a biological need of the mother to ‘bond’ with her infant is a 
completely different matter, which, apparently, has yet to be proved (Eyer 
1992).

The nowadays widespread (popular) bonding discourse implies that 
priority be given to offering enough time and space for the early meeting 
between the infant and its parents. During the time of my fieldwork in 
1993-94, this bonding discourse had not influenced the organisation of 
neonatal care in Borgo. Neonatal care at the Borgo hospital was, and still 
is, to a high degree characterised by the importance of the clocks of insti
tutional rationality (Millard 1990; Kitzinger 1997b). Still, the personnel 
and the lay women are aware of the popularised bonding discourse and 
discuss women’s relationship to their infants in ways that reveal this 
awareness. However, neither the personnel nor the women are, as we 
shall see, guided (in discourse or practice) by its presumed importance.

At birth, the baby is usually put on its mother’s stomach, if she wants 
to have it there, for a short while before being taken away to the nursery. 
A woman who has had a caesarean section will not meet or even see her 
baby until some time after the birth, since she is asleep during the opera
tion and the infant is often put in an incubator to be warm. (Her husband 
or other support person is likely to glimpse the newborn baby during its 
transfer in the incubator from the operating theatre to the nursery, since 
it passes through the corridors of the ward.)

This meeting between parents and baby is remarkably short, lasting 
from a few seconds to some minutes. The mother (and/or father) of the 
baby does not have much of an opportunity to begin a relationship in this 
situation. Yet, the personnel react against a mother who, for reasons pro
bably unknown to them, does not want to have her baby placed on her 
stomach (cf. Colombo and Regalia 1987: 109). The women too react if 
they miss this opportunity. For instance, Angela, who had a caesarean 
section birth (see chapter six), regretted that she was not able to see and

therefore of male political dominance although, and perhaps because, all these 
notions have come to be challenged.” (1992b: 156)



hold her baby at the moment of birth. She thought this would be the 
most beautiful moment of a birth. However, even though most women, 
who had had a vaginal birth, when I asked them, said something about 
this potentially beautiful and strongly gratifying moment of birth, their 
comments were quite moderate. This could depend on the intimacy of 
the situation and that they did not want to talk to me about it, but also I 
think on the emotionally conflicting situation in itself. Two women lin
ked the moment of birth to the pain and did not say anything about the 
baby. They said that the moment of birth was the most painful one 
during childbirth, underscoring that the doctor pressed on their uterus 
and that this hurt a lot. The only one who commented to some extent on 
the moment of birth, Teresa, said the following:

The moment of birth... For me it was beautiful (è stato bello)... a gratifying 
moment after the labour. It was a beautiful sensation (una bella sensazione) 
to feel the head of the baby as it slipped out (sgusciare fuori) of my body. It 
was very nice (molto bello) when they... eh... put him on my tummy. It was 
a beautiful experience (una bella esperienza) for me and my husband... I 
appreciate very much that we were able to share this moment.

According to Colombo and Regalia (ibid.: 109f), the emotionality of the 
moment of birth is difficult to manage by everyone involved (i.e. person
nel, mother and father). This is due to the following: the overall presence 
of the guiding rules of the institution (necessity of itself and of techno
logy, and professionality instead of emotionality) and the good patient 
attitudes of the woman (hospitalisation) in response to these. In Borgo, 
the practices at the moment of birth are to a high degree defined by their 
brevity. Since the baby is taken away so quickly the birth moment is over 
immediately after it has happened. The psychological and symbolic poten
tialities of ‘the moment1 are somewhat lost. Yet, the woman is supposed 
to have strong maternal feelings towards her newborn anyway.

The question of rooming-in, that is to let women take care of their own 
newborn during the hospital stay, was, at the time of fieldwork, perhaps 
the most discussed issue relevant for biological bonding as well as for the 
question of establishing a social relationship between women and infants. 
The doctors said that there was a certain request among women to have 
rooming-in accommodation, and it was about to start as an experiment in 
one room during the fieldwork period. Midwife Maria in contrast said



that not many women were interested, “they want to be taken care of.” 
The idea of practising rooming-in, however, was discussed by many wo
men during the courses I followed. Five of the interviewed women ex
pressed before birth that they would have preferred a rooming-in arrange
ment, while three preferred the nursery. Among the five who wanted 
rooming-in two had a caesarean section birth. Both of them told me that 
considering the fact of the caesarean section birth they were after all 
satisfied with the nursery arrangement, since “it would be impossible to 
take care of the child after a caesarean section.”11 The remaining three had 
not changed their opinion and said that they regretted that they could not 
have their babies with them during the day at least. The women who 
wanted the nursery likewise had not changed their opinion. They said 
that they needed to rest after birth, even though this was difficult to do 
because of the hospital routines.

The rooming-in that, at the time of fieldwork, was planned was a com
promise between the paediatric and the gynaecology/obstetrical/maternity 
wards. The arrangement would allow rooming-in during the day, with 
the baby in the nursery during the night. The head of paediatrics, Dr. 
Manfredi, claimed to be “extremely in favour” of a rooming-in experi
ment. In reality, however, he put a check on most attempts to initiate this 
experiment by referring to certain arrangements that he claimed to be 
necessary (e.g. single or specially arranged double-room accommodations 
where each mother and her infant together could have one wash-basin; a 
nursery with a separate part for rooming-in babies and their mothers and 
another one for ‘normal’ babies). Dr. Manfredi referred to the experiences 
of his own wife during the rare moments in hospital when

11 In Sweden for instance, where rooming-in has been practised for many years, 
and nowadays is almost compulsory, the political economy of postpartum care is dif
ferent. In fact, women with caesarean section births are expected to take care o f their 
infants together with the father of the child. If he has not the possibility to stay in the 
hospital with her, she gets help from the staff. The model is still rooming-in.



she was able to have our daughter close to her... but, I cannot only think of... 
eh... psychological and cultural aspects, I must... base my opinions on cer
tainties, for example hygienic ones. 2

Rooming-in, of course, provides the mother with a lot of opportunities 
to socialise with her baby and to take care of it. I suspected, however, that 
it would also be a constraining arrangement in Borgo, due both to 
organisational problems and to the personnel’s attitudes towards mothers.

When a hospital practices rooming-in on a large scale, the number of 
personnel is likely to be reduced. A woman who needs assistance or ad
vice will have limited possibilities of getting that.13 More important, the 
attitudes of the personnel towards mothers and mothering play a sub
stantial part in this. Women who first express their wish to take care of 
the baby in a rooming-in arrangement and then turn out to need help, for 
example with changing nappies, or dressing the infant, are likely to meet 
a patronising attitude from the personnel. At least, midwife Maria 
promptiy said that if it was up to her (which it was not), “such women 
should not be allowed to have rooming-in.” Maria stated clearly that cer
tain mothers who want rooming-in are not suitable for having it since 
they ask too many questions and are not capable of taking care of their 
infants.

At the time of my return visit in 1998, the rooming-in arrangement 
had materialised in one room and was being advertised in signs on the 
door to the ward. Curious about how the arrangement was being accep
ted and used by women, I asked Maria about it. She immediately told me 
that almost nobody wanted it. “They do not want any trouble,” she ex
plained, but then changed to a more understanding tone and added “be
sides, they are just here for some days and back at home they will have all 
the caring for years.” I asked whether it was possible to have rooming-in 
after a caesarean section. Maria answered that it is, but hardly anyone had

12 Dr. Manfredi’s ideas on early contact between mother and child could be con
trasted with what is written in the Italian handbook for delivery, namely that 
“[ejvery effort should be taken to help the mother to have unlimited access to her 
own child; there exist no scientific reasons to limit early interaction between mother 
and child...” (Valle et al. 1992: 46) (My translation)

13 This is the usual situation in many Swedish hospitals practising rooming-in.



asked for it. The wife of one of the physicians was one of these rare 
women.

Rooming-in had obviously not been a success, but why? I asked a 
woman, who had had a caesarean section birth the day before, what she 
thought about rooming-in. She told me that she did not want it because 
she was ‘timid’ (timorosa), as she said. Her answer illuminates, I think, 
the whole question about cultural change in the context of a birthing sys
tem. For years women hear that their newborns should be taken care of 
by nursery staff, since they are the experts and newborns are vulnerable. 
The rules that separate women from their babies are beyond discussion. 
Most women adapt to these rules and make the best of them. After all, 
they have the possibility to rest and to be taken care of, factors that have 
been pointed out as extremely valuable in establishing a good mother- 
infant relationship (Raphael and Davis 1985).14 Suddenly there is a 
change within the professional discourse: it is said to be better with 
rooming-in (for biological bonding as much as for hospital economy). 
The request for rooming-in emanates from lay women interested in birth- 
giving issues, who in the end have managed to change mainstream pro
fessional discourse of childbirth, but the idea does not immediately appeal 
to the majority of lay women who are not particularly involved in that 
discursive space. The cultural change in demedicalising infant care and in 
the woman’s suddenly increased authority as a mother is considerable. 
Most women do not change from being expert-dependent to being their 
own experts on infant care in a short time, especially not when most 
other discourses and practices work to keep them expert-dependent. So, it 
hardly comes as a surprise that not so many women are interested.

14 In Swedish postpartum care in the 1990s, marked by a tight economy, the 
possibilities to rest and to be taken care of is completely lost. Early discharge (1-3 
days) is beginning to be the norm. The argument is that women are supposed to rest 
better in their own homes. This is obviously true for some women, particularly those 
who have a supportive partner at home and no other children, but hardly for the 
majority of women.



Feeding in hospital
As mentioned earlier, women categorised as ‘bad mothers’ are sometimes 
patronised by the personnel. The ideal moment for such patronising is of 
course when a woman does mother, which in the Borgo hospital only 
occurs during the feeding hours, except for the rare cases of rooming-in. I 
suspect, for reasons soon to be explained, that a patronising attitude plays 
a part in the feeding patterns, especially (but not only) the first time a 
mother gets the opportunity to feed.

It has been said that a newborn starts to suckle within an hour or two if 
it is left alone with its mother and the mother wants to (breast)feed her 
baby (Odent 1984, on the so called rooting reflex in newborns). In 
Borgo this ‘instinctive’ suckling cannot occur because of the routine to 
place infants in the nursery immediately after birth. There was con
siderable discrepancy regarding the time lag from birth to first feed be
tween the stories women told and those of the personnel. According to 
Maria and Dr. Albertini, a woman in normal cases can (breast)feed her 
newborn subito (‘immediately’), which does not at all mean ‘at once’ after 
birth but at the first scheduled feeding hour after birth. These occur every 
three and a half to four hours. A woman who has had a caesarean section, 
and is still given infusions, almost always has to wait longer. According to 
Maria, if the first feeding does not occur within four hours, it is because 
the mother does not want to feed her baby or because the personnel de
cide that the woman should rest. If a woman does not behave Sveli 
enough’ according to the personnel’s standards, her baby will not be 
given to her. Maria’s own example of ‘bad’ mothering was a woman who 
falls asleep with the baby on her arm so that it almost falls on the floor.

Giovanna went through a caesarean section birth. According to her, she 
had to wait thirty hours before she could feed her baby for the first time. 
She did not understand why, since the infusions she had been given di- 
rectiy after birth were finished much earlier. Giovanna’s baby was born in 
the afternoon. When Giovanna woke up, she felt dizzy and suffered from 
severe pain. She wanted to rest in order to overcome the pain. Because of 
this she did not want to see her daughter at once. Yet, in spite of having a 
good reason, she felt like an ‘unnatural’ mother. At the time of the night- 
feed at 4 a.m. she was ready to see her daughter. The personnel told her



that it could be arranged provided the baby was "warm enough’ to leave 
the nursery. They returned with the newborn and showed her briefly to 
her mother. The baby had then to return to the nursery to be kept warm. 
The day after, Giovanna had a new infusion (for pain relief) most of the 
day. She was able to breastfeed her baby for the first time more than 
thirty hours after birth, an extremely long period. Giovanna had not been 
given any medical reasons for this, except for the time of the infusion, and 
wondered why it took so long before she could feed her daughter. She 
apparently accepted that the reason for why she only got a glimpse of her 
daughter was to keep the baby warm. She did not question its validity, 
for instance the baby could have been kept warm against her body. This 
was perhaps because she was in pain and wanted to rest.

Some other women openly said that they preferred not to feed their 
baby at the first scheduled hour, but wanted to rest. I think that a patron
ising attitude towards those women who wanted to rest in combination 
with — as in Giovanna’s case — a perhaps somewhat indifferent attitude 
towards the baby and/or a too demanding or decisive attitude towards 
the personnel explained the time lag between birth and first feeding. 
Maria frankly dismissed the extraordinary long time lag in Giovanna’s 
case as being a lie. When Dr. Albertini was asked to comment on the 
case, he said that it sounded unlikely, unless there were any medical rea
sons involved (which there apparently were not).

It remains unclear though, what Maria precisely intended by saying 
that a baby “will not be given” to a bad mother. I think that it meant that 
the mother was not allowed to feed her baby alone the next time or that 
the personnel did not give her the baby the next time unless she insisted. 
My impression from talking with Maria and Dr. Albertini was that wo
men have to show an explicit interest in breastfeeding, in order to be able 
to (breast)feed their babies at every feeding hour. Otherwise it might 
happen that the personnel, for various reasons, decide not to bring the 
baby.

Franca Balsamo et al. write about the mother-child separation in gene
ral from another angle that nevertheless might have a bearing on what 
happened in Borgo.



The separation of mother and child is taken so much for granted by the staff 
that they feel no obligation to give any but the most summary explanation if 
they don’t bring the mother her child with the other babies on the trolley. 
(Balsamo et al. 1992: 70)

When brought to the nursery after birth, the baby will within hours be 
given a small dose of glucose. The rationale for this is that the infant 
might get neurological damages from hypoglycaemia (i.e. a too low level 
of glucose in the blood). Commenting on this during my interview with 
him, Dr. Manfredi said “we cannot afford ourselves the luxury of waiting 
for the mother to initiate first the production of colostrum, then of milk.” 
Additional reasons, given by Maria, were that the glucose dose helps to 
get the meconium (the dark green or black intestinal substance of the 
foetus or newborn) out of the baby’s body faster. This in turn helps the 
digestion. Newborns given glucose have less fever, and are less dehyd
rated. They are even keener on suckling.

Most women do have colostrum (as the first milk is called), which is 
extremely rich in protein and contains a lot of antibodies, before or 
shortly after birth, even though it may be in small quantities.15 The more 
the baby suckles, the faster the mother will produce both colostrum and 
mature milk. It happens, of course, that an infant needs extra glucose, or 
extra milk, the first 24 hours of its life but normally infants do not. So, 
the rationale given in Borgo for routine use of glucose seems to have a lot 
to do with the hospital arrangements, which do not allow (breast)feeding 
on demand. The words of Dr. Manfredi quoted above, of not being able 
to wait for the mothers to produce milk, remind me of what Miles (1986: 
207) stressed about the early Renaissance paintings of the Virgin Mary as 
both formulations and attempts to control women’s awesome power to 
nourish. Davis-Floyd (1992: 93f) points to another significant factor that 
may have a bearing on this practice in Borgo: the use of glucose infusions 
during labour (see chapter six), which apparently can cause hypogly
caemia in the infant after birth.

15 Colostrum has its own story in feeding discourse. Distrust of it has been com
mon in Europe (cf. above the quotation of Soranus) and persists in many present- 
day Third World societies (Gunnlaugsson and Einarsdóttir 1993).



Supplemental feeding of formula or human milk is used more or less 
routinely in the Borgo hospital. The rationale is that the infant should not 
lose too much weight during the first days of life. Supplemental feeding 
is, as Balsamo et al. (1992: 81) note, a consequence of double weighing. 
Infants in the Borgo hospital, and often also at home and/or at frequent 
visits to the paediatrician, are weighed twice, before and after ‘the meal’, 
as the nursing situation is often called. This is bound to create worry in 
new mothers when they come home, and often while still in hospital (cf. 
Balsamo et al. 1992: 67ft). The success of meals becomes evaluated not 
on the grounds of the mood of the baby but on the basis of grams of the 
scale. On their last day in hospital women are given a chart with their 
baby’s weightlosses and -gains, and how much the baby has eaten in 
hospital.

Almost every mother I met during my years in Borgo could talk for 
hours about their babies’ weight and how much they ate, often spelled 
out in exact measures (cc’s per kilo). In fact, Dr. Riboldi, my son’s 
paediatrician, confirmed that mothers indeed worry a lot about their 
babies’ weight, and eating patterns.16 Of course, the hospital alone is not 
the only factor responsible for this concern. On several occasions the per
sonnel tried to tone down the importance of double weighing at home, 
apparently without success. But the expert discourse is double-edged 
since in practice double weighing is considered important. The women 
know that in the hospital, their babies — when an expert considers it 
necessary — are given supplemental formula or human milk by the per
sonnel in order to gain weight and the women are given the chart which 
shows the baby’s weight curves. The implicit message is that the woman’s 
body is not capable of nourishing a baby on its own. She needs the assist
ance of the institution, and later she will need supplementary artificial 
products.

Prefeeding (with glucose), as well as supplemental feeding might also 
disturb the sensitive breastfeeding pattern of demand and supply where

16 This can be compared with what Dubisch (1986 and 1995: 210) write about 
Greek women’s worries about children’s eating patterns. See also similar observations 
among Portuguese women in Gemzöe (forthcoming 2000).



increased demand (more suckling) increases the production of both 
colostrum and mature milk.

Feeding, irrespective of by breast or by bottle, is regarded in the Borgo 
hospital as important first and foremost as nourishment.17 This is quite 
strange since a traditional family meal in Italy is loaded with various other 
cultural values than ‘nutrition’ (Ochs et al. 1996). In a comparative study 
of American and Italian families and their eating habits, Elinor Ochs et al. 
find that Italian families, in comparison to the American ones, give prio
rity to food as pleasure over all other qualities, such as nutrition, a mate
rial good, a reward (ibid.). As regards to 7a poppata (‘the suckling’), as 
the nursing situation is called, the situation in Borgo was different. Per
haps because it takes place in the hospital context and not within the 
family, but also because the mother-infant relation should be kept clear 
from ambiguous sensual overtones. Pleasure may be one of these. The 
ideal Italian mother-infant relationship is of course loaded with meta
physical, spiritual values of love, but hardly with tickling bodily sensations 
(cf. Balsamo et al. 1992: 75f). The connotations of the meal will be dis
cussed later, since they definitely influence the discourse about (breast
feeding on schedule or on demand in Borgo.

In the Borgo hospital, the regimen is scheduled feeding, based upon 
rules applied for artificial feeding (cf. Balsamo et al. 1992). Scheduled 
feeding does not take into consideration the different prerequisites of 
breastfeeding (see below). During the feeding hour in Borgo, the baby is 
usually left with its mother for half an hour or an hour, depending on the 
situation of the personnel and/or on the mother’s behaviour. Since the 
baby gets supplemental milk or formula in the nursery, it is not so im
portant from a hospital perspective that s/he eats sufficiently during the 
feeding hour. Whether s/he has appetite or not should therefore not be so 
important, if it were not for the difficulties in breastfeeding that might 
result when the baby is not suckling. Women might have problems with

17 Compare what Maher stresses, namely that “[t]he assumption that breast
feeding is a merely nutritional, or at most psychological, matter lies behind both 
medical approaches and women’s failure to take position with regard to these 
approaches. Breast-feeding, according to this assumption, is the same the world over, 
a matter of the ‘successful’ or ‘unsuccessful’ functioning of a physical or psychological 
relationship between two individuals.” (1992a: 9).



breast engorgement and the baby might have difficulties to suckle from 
the breast (which is more tiresome for it than suckling on a bottle). Also, 
the whole breastfeeding pattern might be so disturbed that it will be im
possible for the woman to breastfeed.

Newborns are evidently good at adjusting themselves to rules, because 
as soon as the doors of the Borgo nursery fling open, the infants cry. The 
personnel, however, interpret this as a sign that (all) babies are normally 
hungry on average every three and a half to four hours. At least this is 
what Maria said when it happened during one of my visits. This interval 
corresponds almost perfectly to mainstream paediatric ideas of feeding at 
the end of the 1980s, according to Ann Millard (1990), who writes that

By the 1960s, the view that infants needed to be trained to live on a schedule 
was weakening, to be superseded by today’s perspective that the timetable is 
an innate characteristic of normal infants. The infant is expected to arrive at a 
regular schedule by the age of one week, and pediatric authorities generally 
view the nature of the infant as driving the process of breastfeeding, their 
advice as no longer opposed to but congruent with human nature, and them
selves as less hierarchically positioned than in the past. The issue of control 
has been disguised as advocacy of what is normal for infants and for maternal 
lactation. (Millard 1990: 218f)

Most babies that I heard of suckled during the feeding hour, whether they 
were breastfed or bottle-fed. But the feeding hour also provided the 
mothers with an opportunity to look at their babies and to get acquainted 
with them. The women also commented on this as the most gratifying 
moments of the otherwise quite boring daily routines in the ward.

Some questions about feeding techniques and digestion problems can 
also be dealt with during the feeding hour. No breastfeeding woman 
openly admitted that she let her baby suckle after it had had enough to 
eat (just for the mutual pleasure of it), but it might have happened in 
spite of hospital ideas about the correct length of a feed and the hygienic 
restrictions regarding feeding. Nipples should be disinfected before and 
after the meal (cf. Maher 1992a: 21). If suckling goes on continually, or 
restarts during the feeding hour, it falls out of the feeding frame. La 
poppata has at least one thing in common with a traditional family meal. 
It should occur at regular hours with enough time between different 
meals so as to augment the appetite. Italians like to eat nicely cooked food



at these times, and they eat quite a lot. Not like for example Swedes, who 
tend to eat small quantities of food, not always cooked, and more often 
during the day. If the suckling stops and restarts, and if the infants seems 
to eat too little and then wants more, the nursing situation questions the 
Italian idea of the meal in this particular sense (cf. notes 17 above and 28 
below).

Some breastfed babies do not suckle at all during feeding hours, 
according to Maria. No matter what the personnel try, for instance to put 
some sugar on the nipple. Maria did not contextualise this as for example 
having to do with the strict feeding time schedule. To not suckle during 
feeding hours was just something that happened with some children, 
according to her.

What advice might a new mother get from the midwives regarding 
(breast)feeding? Maria said that she would like to tell the women to feed 
on demand, but that is not possible in hospital. Instead, the general ad
vice was that mothers should not worry too much about the weight of 
their infants and to take it easy, try to relax during feeding. Maria empha
sised that the women are not too worried about feeding while in hospital. 
They know that competent personnel take care of their babies. However, 
almost all of my informants would have appreciated more information 
about infant care during the hospital stay.

The message of scheduled breastfeeding is nevertheless that it is the 
normal pattern and if the baby needs supplemental feeding or to eat be
tween scheduled hours, there is something wrong with the woman’s milk 
supply rather than with scheduled feeding. Bottle-feeding is different, be
cause the quality (texture and nutritional value) of breastmilk varies 
during the day and night, whereas the bottle-fed baby always gets the 
same quality. Also, scheduled breastfeeding might disturb the functioning 
of the so-called let-down reflex mentioned before.

The ambiguous feeding discourse in hospital
The intention to breastfeed exists among almost everyone nowadays, 
according to midwives Maria and Patrizia. The paediatrician, Dr. Riboldi, 
being a bit less optimistic in her guesses, also noted an increase in this



intention. Things were very different at the beginning of the 1980s when 
Maria started to work as a midwife in Borgo. “Then it was fashionable 
not to breastfeed,” Maria said. According to her, and to all doctors I 
interviewed, breastfeeding at the Borgo hospital has indeed increased 
since the 1980s.

The head of paediatrics, Dr. Manfredi, was openly satisfied with this in
crease in breastfeeding. Both during the birth preparation courses and in 
my interview he expressed the opinion that scheduled breastfeeding is a 
better alternative than formula feeding. Breastfeeding on demand, how
ever, was not advisable, according to him, although he added the obscure 
comment “unless it works.” His rationale was that infants, as well as 
adults, can eat small quantities of food often during the day. While they 
manage to be satisfied, i.e. not hungry, they have still not had enough 
nutritious food (cf. above about the Italian connotations of a meal). Most 
women who heard him saying this in class interpreted him as being posi
tive towards scheduled breastfeeding rather than formula feeding. Used 
to the current Swedish pro-breastfeeding discourse (see the beginning of 
this chapter), I nonetheless detected a certain mixed attitude in his feed
ing discourse on several occasions.

Almost immediately after having talked about the advantages of breast
feeding, Dr. Manfredi spoke only about how efficient modern formula is, 
not least in cases of premature births, that he as a neonatologist had vast 
experience of.18 In this context, he also mentioned that premature infants 
almost always want to eat every three hours, as if they were indeed in
herently on schedule (cf. Millard 1990). During one lecture he said that 
he considered it absurd to breastfeed a baby who had teeth. When I inter
viewed him later, he modified this by underlining that in certain cases he 
advises women to breastfeed “as long as the child needs milk ... even for a 
year or more,” adding however “if there is milk, do you understand?”

18 Balsamo et al. note an important ‘bias’ in biomedical research about feeding, 
writing that “[i]t is paradoxical that while in theory mother’s milk is held to be the 
best, research is moving towards the production of an ever more perfect surrogate, 
instead of enquiring, for example, into the circumstances that could support and help 
women who choose to breast-feed.” (1992: 61).



On another occasion, Dr. Manfredi gave a different kind of counter
argument to breastfeeding on demand that has to do with its tendency to 
almost turn into a temporary style of life. “Not only as a paediatrician, 
but also as a father and a husband, I would advise you not to breastfeed 
on demand.” According to him, the baby is ‘a dictator’ who is never satis
fied. This is in line with what Balsamo et al. note as a general attitude 
among Italian paediatricians, that of “defending the mother from the ex
cessive encroachment of the child’s needs and excessive social expecta
tions.” (1992: 80) I interpret Dr. Manfredi as saying that the mother 
should not even temporarily dedicate herself completely to the infant, if 
this implies the (emotional and/or sexual) exclusion of her husband.

These mixed attitudes in the feeding discourse at the hospital also re
appeared in mediated communication in one of the birth preparation 
classes. One day we saw a video on childcare authorised by the Italian 
Paediatric Association. A detailed explanation of how to prepare formula 
and how to disinfect bottles followed immediately after the short infor
mation about breastfeeding as the best alternative.

Thus, potentially confusing information was given on feeding during 
the RAT-course. More remarkable was the nearly total absence of infor
mation on how to increase milk supply, for example by letting the child 
suckle more often. Dr. Manfredi was not the only culprit, although one 
could interpret him as actually omitting information that a paediatrician 
is likely to know, despite the earlier mentioned cultural meanings of the 
meal in Italy.

Several times during fieldwork, I noticed that women did not seem 
aware of the possibilities of increasing their milk supply. Rather, the 
opposite was true. Women feared that lactation would cease from one 
day to another, and never return. My son’s paediatrician, Dr. Riboldi, 
also confirmed this in my interview with her, adding that quantity rather 
than quality of the breastmilk is what preoccupies mothers. The quality of 
breastmilk is sometimes discussed in relation to what mothers eat. Certain 
types of food, for example garlic, peperoncino (chili pepper) and onion, 
were supposed to give the milk an unpleasant taste for infants.19 One of

19 These types of food are not used as much in traditional northern Italian 
cooking as in the southern cuisine. For many northern Italians, they are intimately



the most frequent questions among mothers in Borgo was connected to 
the importance of quantity: “Do you have enough milk?”

However, not only lay women seemed unaware of the possibilities of 
increasing milk production. Midwife Maria talked about milk, also in rela
tion to her own personal experiences, as something one has or does not 
have enough of, not as something that can be increased. And the same 
applied to one woman at the course, Anita, who did not want to be inter
viewed after birth. She was a professional (trained) nurse. One day after 
class, a few women and I remained outside the classroom and talked 
about baby care and the purchasing of baby care items. Anita said to 
Giusy who talked about getting herself a nursing bra: “You better wait to 
buy one, until you know if you would like to breastfeed or whether you 
will have milk or not.”

Once in class, Dr. Albertini brought a second-time mother with him, 
who had given birth a few days before, to talk about her experiences. He 
asked her about feeding and she said that she was breastfeeding. She had 
asked to feed the newborn as soon as possible because she wanted to 
hasten the arrival of mature milk (which arrived on the third day). The 
first feeding occurred after two and a half hours. Dr. Albertini asked her 
about how she went along with the feeding and she replied that it went 
all right but that she did not have much milk. Dr. Albertini did not com
ment on this. This conversation between Dr. Albertini and the woman in
duced me to write a reminder in my notepad that I should keep my ears 
open the next time Dr. Manfredi talked about infant feeding. Dr. Man
fredi never mentioned anything about how to increase milk production.

Not having enough milk is perhaps the most common explanation for 
bottle-feeding in Borgo as well as in many other societies (Millard 1990: 
216). It is one of the culturally accepted reasons not to breastfeed. This 
can explain why neither Dr. Manfredi nor Dr. Albertini mentioned the 
possibilities to increase milk production, and also why Ms. Colombo, the 
birth preparation class teacher, reacted negatively to another paediatrician 
at the Borgo hospital that actually did talk about increasing milk pro
duction in class. This paediatrician had said that almost every woman can

associated with the culture of the Others’, the southern Italians and more exotic 
peoples.



breastfeed if she wants to and that the percentage that cannot breastfeed 
for medical reasons is almost negligible. Colombo said that it was foolish 
to say such a thing. “It will only create feelings of guilt in women if they 
cannot breastfeed,” she commented angrily when we were discussing 
breastfeeding. The absence of this information in Dr. Manfredi’s dis
course can be compared to the practice of protecting women from certain 
‘truths’ and/or not blaming women for certain choices that Dr. Albertini 
and the teachers used when they dealt with fear in birth preparation.

When the subject of feeding is introduced in the RAT-course, the dis
cussion often starts with a somewhat cautious question: “Do you intend 
to breastfeed?” Even though the question is about breastfeeding, it is 
framed in a way that allows women who intend to bottle-feed to say so. 
The idea is to promote breastfeeding, but also that women should not be 
blamed if they have other intentions. Nonetheless, only those who inten
ded to bottle-feed for ‘medical reasons’ responded to this. It is not com
mon for women who, for whatever reason, prefer bottle-feeding to admit 
that.20 Although feeding practices have varied in recent years, the cultural 
ideal of breastfeeding is strong in Italy. The paediatrician, Dr. Riboldi 
also confirmed this, when we talked about whether there really is a choice 
or not in feeding.

The concern for breastfeeding among experts has been stronger during 
certain historical periods. In Italy during fascism, breastfeeding was dis
cussed as a motherhood duty, and few women dared to neglect it (De 
Grazia 1993; Triolo 1994; cf. Horn 1994 about the fascist values 
attached to the maternal body). This has contributed to a tendency 
among modern experts to be cautious in their feeding discourse. Still, 
they are adherents of Western paediatric models, which promote breast
feeding. This dilemma adds another dimension to the feeding discourse in 
the Borgo hospital, rendering it even more ambiguous.

Although breastfeeding has evidently increased in the Borgo hospital, 
all the medical experts were convinced that breastfeeding did not continue 
for long once the women left the hospital. After a month or so, many

20 However, when I participated myself in a birth preparation course, one woman 
said that she intended to bottle-feed “because I did not breastfeed my first child and I 
do not want to make any differences between them.”



women had abandoned breastfeeding completely or were mixing breast 
and bottle. The latter, according to Dr. Riboldi, was rarely upheld for any 
longer time. This is, as I have tried to show, partly explained by hospital 
practice.21

It is now time to leave the hospital and take a look at the wider social 
and cultural context of the women in Borgo and its surroundings in order 
to understand how early mothering continues at home, how feeding 
strategies change, and how other women in Borgo talk about feeding.

Feeding practices and rationalisations in Borgo
Of the eight women I interviewed from the RAT-course, only Maria 
Rosa bottle-fed her baby right from the start, because of ‘medical rea
sons’, as she said (severe anaemia was mentioned as one of them). Some 
women already mixed breast and bottle during their postpartum stay in 
hospital. I interviewed these women after a few weeks (and in two cases 
after two months), but did not follow them afterwards. Therefore, I do 
not know what happened later, except for one woman, Carla.

Carla and I occasionally met afterwards in the City Park. I therefore 
know that she partly breastfed her son for more than six months. This 
was particularly interesting since she worried a lot about her breastfeeding 
during the interview after birth. Her baby son was crying during the 
whole interview, and she kept on saying that he had to wait for his 
feeding. When I asked why, she said that she thought it wise to wait at 
least two hours between feeds. “Otherwise, it is doubtful whether there is 
time enough for the milk to reproduce itself, don’t you think?”22 As the 
interview went on, it turned out that she had other motives for not

21 The Borgo feeding patterns can also be compared to the findings of Balsamo et 
al. from Turin. Most difficulties that Turin women had regarding the establishing of 
breastfeeding (and later weaning) were attributable to “the hospital ‘productive sys
tem’, and its persistent interferences in the relationship between mother and child.” 
(Maher 1992a: 27; cf. Carter 1995: 5)

22 This is a misconception since there is always some milk in the breast. Milkpro- 
duction is a continuing process, and it can be increased. Neither does milk comple
tely disappear from one day to another, which is another common belief (cf. above).



breastfeeding on demand. She wanted time for herself, and she was 
worried that her son would become too dependent on her. Yet, she was 
convinced of the nutritional benefits of breastfeeding. I had the feeling 
that she also liked to breastfeed, but not on demand.

Carla was particularly outspoken in admitting that she needed some 
time for herself. This need was implicit in much of what she and other 
women said about feeding in Borgo. However, it was not culturally 
accepted as a reason not to breastfeed, although perhaps as a reason 
against lengthy breastfeeding.

Carla’s other reason, to be afraid that an infant, particularly a male one, 
should be too dependent on its mother, is quite commonly expressed in 
Borgo. Italian children, particularly sons, are in many ways emotionally 
dependent on their mothers as they grow up since she is usually the 
parent that mothers them. This is, of course, not the whole explanation 
for intimate mother-son relations, since mothers usually take care of their 
children cross-culturally. Luisa Accati argues that in Catholic countries, 
sons are dependent on the mother at the same time as the son has the 
power over his mother. She interprets this as a specific Catholic feature 
and links it to the power of the church. According to the Catholic church, 
the only pure (human) relationship is that between the mother and the 
son. The special ‘power1 of the mother in Italian families is indisputable, 
but it should be understood in a religious context, where the mother is an 
instrument of church authority in the shape of the son/priest (1995: 
244). What part breastfeeding might have in this kind of context — apart 
from its obvious symbolic value and that boys are fed longer than girls — 
is, to say the least, unclear.23

I know quite well one mother-son relationship in Borgo that, for as 
long as I am aware of, has been characterised by a mutual emotional de
pendency between mother and adult son. Once, while I was visiting this

23 Mothers are also often culturally honoured by their sons, sometimes publicly 
thanked (e.g. movie directors receiving important awards, soccer players winning an 
important game, famous songs that honour la mamma). Italian sons also leave their 
home later than daughters and later than other European youth. This mammismo, 
part of international stereotypes of Italy, is also a phenomenon that receives serious 
attention in both the Italian academic world and the business world (Svenska Dag
bladet 1997a).



mother — Giulietta — with my eight month-old son David, she was 
worried that I would never be able to wean him. When I asked why, 
Giulietta told me that she herself had found it difficult to wean her son. 
“He always wanted the breast, no matter what I did,” she said. Giulietta 
had tried several methods, including putting ill-smelling and ill-tasting 
substances (e.g. salt) on her nipples. At last, when her son was more than 
a year old, she resolved the dilemma by sending him away to live alone 
with relatives for some weeks. This happened in the mid-1950s, i.e. be
fore the explosion in bottle-feeding that followed. However, I also know 
a few other younger women who talked about dependency in relation to 
breastfeeding, referring to future weaning problems.

This fear of dependency might be somewhat different in larger, more 
heterogeneous, cities. Balsamo et al. discuss their material in relation to 
two cultural tendencies among women, which they associate with the dif
ferent socio-economic traditions of southern and northern Italy. The ten
dency to attachment would be typical of southern (not economically well 
off) women while the tendency to early detachment would be typical of 
middle class mothers from Turin. The latter tend to wean their children 
sooner. They also tend to regard the child’s wishes as vizi ("whims’) 
(1992: 77f). Vizi is one of the favourite subjects of discussion among 
people, not only mothers, of all ages in Borgo. There is a widespread fear 
of vizi in Borgo, which includes the question of (prolonged) breast
feeding and/or breastfeeding on demand.

Another woman at the course, Teresa, said a few weeks after birth that 
she maintained the feeding schedule of the hospital, although she disliked 
the 4 a. m. feed. Her baby son was said “to have kept the rhythm of the 
hospital.” Other women admitted that once at home they abandoned 
scheduled feeding for breastfeeding on demand. However, it was obvious 
that the notion ‘on demand’ was given an elastic interpretation. Often it 
meant that the infant received his/her feeds more often than every three 
to three and a half hours, but not as soon as s/he seemed hungry and 
cried.

Supplemental beverage was given to the babies almost immediately, 
both by breastfeeding women and by bottle-feeding women. It included 
(mineral) water, different kinds of fruit juices and herbal tees, (e.g. camo
mile if the infant seemed agitated or upset, fennel if it had stomach



pains). During fieldwork there was a debate, shown in advertisements but 
also during discussions in birth class or between mothers, whether or not 
to give the infants beverage without sugar added. The hospital dentist, 
Dr. Manzoni, strongly advised against sugar, but not everyone followed 
this. For example, Angela said that she had tried to give her son camomile 
tea without sugar, “but he looked at me as if saying ‘have it yourself, so I 
did not give it to him any more.”24

The interviewed women generally accepted advice from their paedia
tricians rather than from female kin or friends. Balsamo et al. (1992: 80f) 
write that middle class women in Turin, like my informants, tend to rely 
on their paediatrician’s advice, while working class women tend to rely 
more on tradition and their mother’s example. One woman, Giovanna, 
disagreed with her paediatrician. According to her, he gave false informa
tion about feeding. She had not chosen this paediatrician; he was the only 
one available in Piacenza, where she lived.25 He had told her not to 
breastfeed on demand, since this would damage the breastfeeding pattern. 
The milk supply would, he told Giovanna, decrease if she breastfed on 
demand. She was upset by this and told me that she had heard that the 
exact opposite was true. Giovanna was the only one, except for some pro
breastfeeding friends of mine, that seemed to know that the milk produc
tion can be increased. She breastfed on demand at the time of the inter
view (and also during most of the interview).

When I asked these women for how long they planned to go on breast
feeding, they answered “as long as I have milk.” As said above, except for 
Carla, who still breastfed when I left the field, I do not know how long 
they actually went on.

24 The introduction of solids is recommended in Italy at about three months. I do 
not know whether everyone followed this recommendation, but it was a much dis
cussed issue. I got the impression from many (both breast- and bottle-feeding 
women) that they welcomed the introduction of solids after the first two months of 
(exclusive) milkfeeding. Exclusive breastfeeding is often seen as a characteristic 
pattern o f ‘natural’ breastfeeding. Yet, anthropological evidence from various cultures 
show that solid food is often introduced early, sometimes in contradiction to what 
the mothers say (e.g. Raphael and Davis 1985).

25 I tahan health insurance allows parents free medical care for their children if 
they choose to visit the paediatricians that are part of this system.



Bottle-feeding strategies and their rationale: some examples
Several young women that I met in Borgo, or knew well, did not breast
feed at all after their hospital stay. Antonella seemed quite satisfied with 
bottie-feeding. She mothered her son alone most of the time, since her 
husband worked in Milan (which usually means being away from home 
about ten or twelve hours a day). Her mother had died when she was a 
child, so she could not be helped by her. Using formula, she had longer 
periods of the day where she could make various plans, to visit friends 
and relatives, to shop, to make errands. Her rationale for not breast
feeding was her ‘inverted nipples’.

According to medical expertise, this is no valid, i.e. medical, reason not 
to breastfeed. The problem might disappear with massage of the nipples 
or with using a plastic shield on the breast, in order to let the infant 
suckle. It goes perhaps without saying that to put plastic shields on the 
breast might be awkward as an arrangement. In Borgo, many women 
with inverted nipples do not try to keep up a failed attempt to breastfeed 
in hospital, or they do not even make an attempt. It is a culturally accep
ted reason, however not without certain contestation. There is some talk 
also among lay people that inverted nipples is not a ‘real’ reason.

Rita did not breastfeed her daughter very long. She began to breastfeed 
in hospital, but once at home problems started. She was ambivalent to 
and frustrated by the whole nursing situation that developed into mixed 
feeding and later into botde-feeding. One day she said that she did not 
have milk. “It’s meaningless to continue, but I still let her suckle for a 
while. My gynaecologist wants to give me pills to get rid of the remaining 
milk, but I don’t know...” Another day she explained that the nursing 
situation bothered her husband, who, according to her, wanted their 
newborn daughter to sleep in her own cot and in her own room. Her 
husband worked a lot, but was also of the more modern type who could 
be seen in Borgo on Saturdays and Sundays while taking a walk alone 
with his daughter in the baby carriage or even in a baby carrier. Rita had 
a lot of female relatives around her. They interfered in her daily life to a 
considerable degree, but also helped to take care of her daughter. After 
some months with bottie-feeding, Rita seemed quite pleased with it, 
worrying more about her (paid) working situation.



Paid work is often seen as an impediment to breastfeeding in breast
feeding policy documents, even though — as Maher (1992b: 171f) notes 
— cross-cultural studies indicate that work and breastfeeding are not in
compatible. In Italy this should not be such a relevant issue because of the 
laws regarding maternity leave. The law does not allow women to work 
during the last two months of pregnancy and the first three months after 
birth. This ‘obligatory1 maternity leave is compensated by national insur
ance to 80 or 100 per cent. Further, new mothers (or — in particular 
cases — their husbands) have the right to remain at home for another six 
months with a 30 per cent compensation. On top of this, a mother has 
the right to a feeding leave of one hour twice a day during the child’s first 
year (irrespective of it being fed by breast or bottle). Like feeding in pub
lic, feeding at work is not an alternative. A problem with these laws, as 
with other ones in Italy, is that they are not always followed (Maher 
1992b: 172). In northern Italy small family firms and other small scale 
firms are common. To work in one of these often means to be put under 
severe pressure when it comes to maternity leave. This is exactly what 
happened to Rita.

She knew that she had to go back before her legal maternity leave 
would be over. Since she worked as a clerk in a small factory, she knew 
that her boss would start to make a fuss if she insisted on staying at home 
after the initial six months. She accepted this as reality, and hoped that 
she would be able to get her legal right of the ‘feeding leave’. Usually, the 
practical problems that the feeding leave may create are resolved in the 
following way: the woman works continually for six hours instead of 
working eight hours, often with a long break in the afternoon. So, Rita 
set out to find a babysitter that would take care of her daughter during 
the day.

However, sometimes we talked about feeding and eating problems. 
Rita mentioned another widespread cultural reason not to breastfeed: the 
woman’s vision (cf. Balsamo et al. 1992: 63). The idea is that a breast
feeding woman who has a visual defect, particularly myopia, would risk 
that it be aggravated after a few months of breastfeeding.26 Medical ex

26 There is another cultural idea in Borgo about breastfeeding in relation to eyes, 
this time the infant’s eyes, which might change colour from blue to another one



pertise, also in Borgo, dismisses this as nonsense, except for a very few 
cases. During pregnancy, a woman might have temporary visual pro
blems, due to physiological causes, but they usually disappear after birth. 
Nevertheless, some of my informants said that during pregnancy they had 
heard about the danger of breastfeeding from different medical experts, 
oculists and some gynaecologists. This is in line with what Balsamo et al. 
(ibid.) write.

A reason to bottle-feed that is pointed out by Balsamo et al. (ibid.: 78), 
is a wish to share mothering with the father of the child. I did not en
counter any woman who expressed such a wish in Borgo and who wanted 
to bottle-feed for this reason. Those who shared mothering were also 
dedicated to breastfeeding on demand. However, the only woman in the 
RAT-course who bottle-fed for ‘medical’ reasons right from the start in 
fact shared much of the early mothering (including feeding) with her hus
band. She also planned to go back to paid employment soon.

The woman’s working situation might sometimes interfere in feeding 
decisions. Another woman at the course, Angela, who had started mixed 
feeding (with more and more bottle) at the time of the interview a few 
months after birth, might have considered her working situation a reason 
to breastfeed less and less, although her official reason was that she “did 
not have milk.” Working in her father’s firm, she had kept on working 
until a few days before birth (which should by law not be allowed), and 
went back to work part-time a few weeks after birth, leaving her baby son 
with her own mother.

One common, and culturally accepted, reason not to breastfeed is a 
‘failed’ earlier experience. Medical experts do not accept this as a valid 
reason, and the hospital personnel in Borgo usually try to persuade a se
cond-time mother at least to try breastfeeding this time. But often, “she 
won’t hear of it,” as midwife Maria and Dr. Albertini said. It should be 
taken into consideration that this talk about ‘failed’ or ‘successful’ breast
feeding is both an example of a performative view of feeding (cf. chapter 
six and birth) and a way to treat bottle-feeding as a second best alterna

during its first year. The idea is that one cannot know the real colour of the infant’s 
eyes before the mother stops breastfeeding.



tive. For the woman who points to a ‘failed’ earlier experience, the situa
tion might look different.

Impediments to breastfeeding
One convenient aspect of breastfeeding is that the baby’s food is always 
ready whenever the mother is, provided that she is in the right place. A 
strong impediment to breastfeeding on demand in (at least this part of) 
Italy, as well as in many other countries, is that it is not possible to breast
feed in public places, not in the City park, and not in bars or restaurants. 
It is considered shameful, particularly by others than the mother herself 
(cf. Maher 1992a: 21). I discussed this issue with several women. Some 
were upset at not being able to breastfeed in public places, since it created 
problems for them in their everyday life with their baby. Yet today, this is 
such a strong (cultural) taboo that I never saw anyone breastfeed in 
public.

It happened that I myself breastfed while being in some friend’s home 
and I noticed different responses among my friends (cf. Carter 1995: ch. 
4). Among those of my friends, who were themselves breastfeeding for 
extended periods, this was no problem. Being non-mainstream in birth- 
giving issues, they were often dedicated to breastfeeding on demand, 
however not in public. Also, some older women, mothers of my friends, 
accepted discreet feeding in their home (with males not present). They 
were content to see that “someone breastfeeds nowadays.” Some 
younger, bottle-feeding friends of mine never seemed to be at ease when I 
breastfed my son. They joked about it, commenting on it, calling the 
nursing situation un piccolo spuntino (‘the little snack’). As Pam Carter 
notes in her study on Western infant feeding, “breast-feeding is not a 
neutral activity in the private world either.” (1995: 107)

There are certain cultural motives and/or impediments to breastfeeding 
that are not for public discussion in Borgo. Many items relating to the 
body and heterosexuality are among them. At the same time as breast
feeding is ideologically regarded as a powerful symbol of early mothering, 
the breasts — as Carter notes (1995) — have been sexualised in the West
ern world. This dilemma creates problems in the Italian context, not only 
with breastfeeding in public (see above). Mothering and sexuality, Carter



argues, are to a large extent in conflict with one another, and the dis
courses surrounding them are increasingly separated. However, they re
main linked “through the disciplinary discourses of femininity and hetero
sexuality.” (ibid.: 154; cf. Young 1990b)27

When discussing breastfeeding impediments with the medical expertise 
in Borgo and the birth preparation teachers in the Borgo hospital, I asked 
whether one of these impediments could have something to do with a 
disgust in women for their own body and its functions and fluids. This, 
however, did not strike them as relevant. Instead, they all underlined 
aesthetical problems with the body. Women are afraid of having their 
breasts destroyed (i.e. to become flaccid) by breastfeeding, they told me. 
This is credible in the modern cultural system where the scopophilic value 
of young female bodies, not marked by pregnancy, is high. In combina
tion with the fact that breasts are regarded as first and foremost sexual 
symbols, this constitutes a powerful impediment to breastfeeding.

Breastfeeding (or, more likely, pregnancy) may or may not alter the 
shape of the breasts. This is without doubt important for many women 
and men. More important is the potential threat that breastfeeding might 
constitute to the heterosexual relationship in the nuclear family. As child
birth has increasingly been framed within this discourse, so has breast
feeding (Carter 1995: 134). The couple’s sexuality might change, tempo
rarily or permanently, after birth. If it changes for the worse, breast
feeding is likely to increase the problem. Female sexuality might also 
change. Women might become emotionally attached, and dedicated, to 
their infants in a way that they did not expect, pulling them away from or 
towards their husband.28 Disgust for their own body and its functions 
and fluids is another factor. Dislike of the physical experience of breast
feeding is a third one. Or, male sexuality might change. Jealousy towards

27 This can be contrasted with another cross-culturally found pattern where 
female beauty is linked to fertility rather than heterosexuality (Kitzinger 1994).

28 Balsamo et al. report that many Turin women liked the pleasure of breast
feeding and talked about it too. The interviews “bear witness to a subtle kind of 
relationship that the pediatricians cannot and do not want to recognise. It is precisely 
this prolonged attachment that social control of breast-feeding aims at restricting and 
preventing, because it may be a risk for the only erotic feeling allowed to the mother 
in a patriarchal society, that connected with the adult male.” (1992: 75f)



the infant and/or the mother-infant relationship, disgust of female bodily 
functions, a difficulty of merging (into one woman) what before was a 
split cultural image in his mind: the whore (symbolising sexual pleasure) 
and the Madonna (symbolising motherhood), and/or simply the fact that 
males cannot have sex with their wives as usual for a varying period.

The explicit or implicit ‘message’ of many Italian baby care manuals 
(e.g. the book È nato 1993, which in the Borgo hospital was distributed 
to all mothers during their postpartum stay) is that the duty of a modern 
mother is to take care of her body so that it gets in shape as soon as pos
sible after birth. The ultimate goal of this is to retorn to heterosexual acti
vity as soon as possible (cf. Gardner 1995).

*

In this chapter, I have analysed early mothering practices among women 
in Borgo, focusing on feeding practices. I have considered early mother
ing in relation to hospital practices and expert discourse and in relation to 
other cultural ideas and norms about feeding, milk, appropriate feeding 
behaviour, mothering, paid work and so on. I have stressed that hospital 
routine renders it difficult for a woman to establish a social relationship 
with her infant. Hospital routine also has a constraining effect on feeding 
practices, especially breastfeeding practices, among women. The expert 
discourse is ambiguous. On the one hand there is a breastfeeding policy 
at the hospital and among most experts. On the other hand, information 
about how to increase milk supply is not widespread and women — at 
least in hospital — are advised against feeding on demand. Women them
selves are concerned about the quantity of milk in two ways. They worry 
about not having enough breastmilk but they also worry about giving 
their infants too much milk, especially too much formula. The cultural 
ideal in the 1990s in Borgo is to breastfeed, although there are culturally 
accepted, mostly medical, reasons to bottle-feed. To bottle-feed is a 
chosen, sometimes empowering, strategy among few women. For most 
women, however, bottle-feeding is not the result of an informed choice. 
In contrast to their expressed wish to breastfeed, bottle-feeding is a 
strategy that they gradually get used to. Lacking real emotional and tech
nical support by for example elder women, who — like Anna’s grand
mother at the beginning of this chapter — tend to blame them instead, or



by experts, they start to bottle-feed their infants. This strategy, on the 
other hand, is strongly supported by the biomedical industry. Women’s 
ascribed agency in feeding is a double-edged sword. It can be used as an 
ideological weapon against a woman who explicitly says that she does not 
want to breastfeed, to construe her as unnatural or egotistical. In such a 
case, she is ascribed much agency. It can also be used by women them
selves, in claiming time for themselves or for the heterosexual couple. In 
these cases, the woman herself might ascribe herself much agency and yet 
opt against the prevailing ideal. More commonly, she ascribes herself al
most no agency, which allow her to escape too much blame. The majority 
of women born after the médicalisation of feeding, however, seem to 
think that their real agency in feeding is more limited than it is, at least 
potentially. The idea of not having enough milk is common in Borgo; as 
is the lack of confidence in matters related to the whole field of late 
modern birthgiving.

Yet I still think it is important to keep in mind that bottle-feeding has 
the potential of being a true choice. It could for example be a means of 
avoiding an all-comprehensive ‘nurturing others’ ideal of femininity. By 
bottie-feeding a woman has more time for herself. For a woman who 
regards breastfeeding as a motherhood duty only, it may also be a relief to 
botde-feed instead, if she is convinced that modern formula is almost as 
good as human milk. After all, not every woman ‘likes’ to breastfeed. To 
dislike breastfeeding for different reasons was quite common in Borgo, 
but few gave this as a reason not to breastfeed. For some women bottle- 
feeding is already a choice, in spite of the fact that they often have to 
defend it. In Borgo, the feeding discourse is more ambiguous than for 
example in Sweden, but because of this it is also somewhat more 
‘permissible’.

However, the paediatrician, Dr. Riboldi, talked about a crucial 
problem in breastfeeding today. La donna ha poca fiducia in se stessa 
(‘the woman has a low self-confidence’), she said. Women do not trust 
their own capacity to nurture their baby. As this chapter (and the pre
vious ones on pregnancy and birth) have shown, this is hardly strange 
considering the social and cultural context in which women become 
mothers. If a woman wants to breastfeed and ends up not doing it, this 
might be a problem to her. Because of the fact that breastfeeding today is



regarded as ‘natural’ (i.e. not culturally constructed) and therefore so 
intimately associated with motherhood and female gender, her value as a 
‘real’ mother and a ‘real’ woman is at stake. Maybe even more so in the 
case of breastfeeding than regarding birth. As I have pointed out earlier, 
in ordinary childbirth discourse women are ascribed agency mainly 
during the expulsion stage of labour. Thus, a woman who has had a 
caesarean section birth is not blamed for this, while a woman who does 
not breastfeed — without an acceptable reason — is blamed. This also ex
poses the contradictory relation between regarding breastfeeding as 
natural and a preoccupation about how to get women to act naturally, i.e. 
to breastfeed. As has previously been noted in this thesis regarding child
birth, women (nowadays) have to learn how to be ‘natural’.



Concluding remarks
Is the hospital a uterus?

Pregnancy is just exactly like pregnancy. There is nothing else quite like it. That 
statement is not glorification or mystification. I t  is a statement o f  fact. Having a baby 

grow in your belly is not like anything else one can do. I t  is unique.
—  B a r b a r a  K a t z  R o t h m a n ,  1 9 9 4

T h is  THESIS HAS emanated from a strong conviction that it is important 
to analyse contemporary Western women’s changed, and changing, 
choices in the field of birthgiving — understood as the period in a 
woman’s life from pregnancy to her infant’s immediate physical inde
pendence of her body — in the context of reproductive politics. Late 
modern birth management is characterised by the importance of the 
notion of ‘risk’, contributing to what has been called a ‘worst case- 
scenario’ (e.g. Kjølsrød 1985 on Norway; Annandale 1996 on Britain; 
Wrede 1997 on Finland). Although the vast majority of all births do not 
need any obstetrical intervention, they are nevertheless managed as if the 
worst case can happen. The problem, as I see it, is that the worst case in 
fact can happen. Today, birthgiving is almost safe for both mother and 
child, but it will never be completely safe. There is thus an equation that 
every birthing system has to solve: how to handle the concept of bio- 
medically perceived ‘risks’.

A question here is whether women’s conceptualisations of ‘risk’ and 
‘safety3 are the same as the medical experts’. Another question is to what 
degree women’s opinions on these matters should be able to influence 
decision makiņg in birthgiving. Birth is a biopsychosocial event, and as 
such a part of many women’s whole life-situation. Thus it cannot easily be 
considered exclusively from a medical angle. Yet women today are socia
lised into regarding pregnancy and birth increasingly as first and foremost



medical events, and into seeing the hospital as the safest place for birth- 
giving.

To my mind, the central problem of late modern Western birth 
management is to find a balance in the field of tension that potentially 
exists between on the one hand women’s wishes, first (most important) 
to have a safe birth for mother and child and, second (less important) to 
have a good birthing experience — no matter how this is defined — and 
on the other hand medically defined maximised safety for mother and 
child. To take an explicit interest in wanting a good birthing experience 
has been described as a result of today’s much safer birth management 
(Fjell 1998). Since it will never be completely safe to give birth, there is 
likely to be a tension between the two co-existing, though hierarchically 
ordered, wishes women may have. While the first wish is likely to con
cord with the medical interest in safety, the latter may create tensions be
tween women’s wishes and medical interests. Thus, potentially there are 
tensions within women themselves (and between different women’s belief 
systems in birth) and tensions between women and birth managers.

To find a balance in this field of tension is not an easy task. To begin 
with, there has to be a sincere wish among experts to listen to lay women. 
As I have discussed in this thesis, this is not always the case. Lay women’s 
everyday talk about birthing, the female birth tale, has been repeatedly 
rejected as ‘unreliable knowledge’ in written biomedical discourse cross- 
culturally during the twentieth century. To be able to answer what a good 
balance would be has not been my purpose in writing this thesis.

In this dissertation, I have looked at what lay women have to confront 
when they contemplate motherhood through birthgiving: the expert sys
tem of birthgiving. Late modern birthgiving is the result of two historical 
processes, probably equally important, that slowly began in the seven
teenth century. The first is a general improvement in health, nutrition, 
and other socio-economic conditions. I have called the second process the 
médicalisation of birthgiving. The médicalisation process is not linear. 
Moreover, it is possible to distinguish various, sometimes co-existing 
levels of this process: a professionalisation, a masculinisation, an institu
tionalisation, a technologisation and a mentalisation of birthgiving. It can 
also be at least partly reversed through a demedicalisation. This process 
has taken on different developments in various parts of the Western



world. Moreover, various parts of the birthgiving process can move in 
different directions.

In my analysis of Borgo, I have stressed that there has been an in
creasing médicalisation, including above all a technologisation, of prenatal 
care. While this has resulted in decreasing rates of maternal and foetal 
mortality, it has also led to the present situation where — in practice — 
birth means one of two possible alternatives: vaginal birth or caesarean 
section birth. Although vaginal birth is still the most likely alternative 
(occurring in a bit less than 70 per cent), the caesarean section birth-alter
native is rising (over 30 per cent). There has — compared to the 1970s 
— been a certain demedicalisation of the management o f  labour and 
birth, at least partly an effect of the médicalisation and technologisation 
of prenatal care. The women who ‘pass the exam’, i.e. those, whose rigo
rously supervised pregnancies allow them, are offered a try at vaginal 
birth, assisted mostly by midwives. The demedicalisation consists in a re
duced rate of induced labour, which in the past often resulted in an 
instrumental vaginal birth, partly anaesthetised. Today, vaginal birth takes 
place without the use of anaesthetics for pain relief. However, the level of 
médicalisation is still high since other obstetrical interventions are used, 
some of them on a routine basis. The level of technologisation of labour, 
particularly the use of the Electronic Foetal Monitor (EFM), is also high. 
In the 1990s, there has been a certain demedicalisation of postpartum 
care, contributing to an increased level of breastfeeding and allowing for 
an opportunity for the mother to care for her infant during the day.

Modern biomedicine has been enormously successful and, not least in 
the twentieth century with its increasing dependence on technology, it 
has maintained its interpretive precedence over other forms of birthgiving 
knowledge. One of the problems, from a gynocentric point of view, is 
that biomedicine is rooted in a mechanistic worldview, where the male 
body is the norm and the female body is considered defective. Since the 
médicalisation process began, we have seen manifold examples of how 
women, female bodies, and femininity have been constructed as ‘the 
Other1 (e.g. Martin 1987; Moscucci 1990; Fausto-Sterling 1992; La-



queur 1992; Johannisson 1994; Oudshoorn 1994).1 It is in view of this 
development that I have critically analysed Western birthgiving.

More specifically, I have been grappling with questions about what 
constimtes authoritative knowledge and practice regarding birthgiving, 
and how this has changed during the 1990s, in Borgo. The analysis of the 
discursive space that surrounds first-time pregnant women has focused on 
the meeting places between expert knowledge and lay women’s know
ledge of birthgiving. My point of departure, taken from Giddens (1990) 
among others, has been that women in late modernity are expert-depen
dent to a considerable degree. Presumably, there is thus an asymmetrical, 
hierarchical, relationship between experts and lay women, which is not 
easy to bridge. A major problem in trying to find a balance in any birth
ing system is the instability of what constitutes authoritative knowledge 
in obstetrics in late modernity. Experts do not always agree on what con
stimtes authoritative knowledge. According to meta-analyses of common 
obstetrical practices within the medical field (e.g. Enkin et al. 1995), 
there are obvious problems within biomedicine to define what constimtes 
safety in birth management. On the basis of these meta-analyses, Robbie 
Davis-Floyd argues that “[m]ost standard obstetrical procedures, such as 
routine use of electronic fetal monitors, ultrasound, episiotomy, etc., are 
not supported by scientific evidence.” (1998: 279) Yet, every local birth
ing system has made its own cocktail of obstetrical practices that can be 
analysed as the, to varying degrees unstable, authoritative knowledge of 
this particular system. The experts are indeed the main creators of autho

1 Modern biomedicine is still heavily male biased. Only recently has it begun to 
question the paradigm, which considers males to be normal and females as different. 
During a recent conference in Stockholm, Könsperspektiv i medicinsk forskning — 
vad innebär det? (‘A gender perspective in biomedical research: what does this 
imply?’), a female doctor and member of a Swedish ethical board spoke about her 
experience of this board. She said that in the 1990s it is still common within bio
medical research to apply for research grants considering research exclusively on 
males. Since the board has tried to apply a gender perspective in their work, they 
often ask the researchers why their project cannot include women as well. Too often, 
the answers are “other research in this area has always been done exclusively on 
males” or “women are, because of their menstrual cycle, difficult to study.” 
(Söderström 1999)



ritative knowledge within the system, but through reflexivity and negotia
tion among themselves and with lay people, the field of what constitutes 
authoritative knowledge regarding birthgiving is in flux.

One could thus rephrase the above described dilemma of finding a 
balance in the field of tension in terms of authoritative knowledge: how is 
it possible to deconstruct expert discourse in order to balance it better, 
both in order to open it up to critical voices within the field of obstetrics 
and to lay women’s voices? This problem embraces the most important 
themes that I have analysed: choice, agency, and constraints. In this 
thesis, I have tried to deconstruct the authoritative knowledge of the pro
fessional birthgiving discourse by showing fissures, contradictions and 
ambiguities in it.

The contemporary professional birthgiving discourse, both oral (during 
the birth preparation courses and in interview) and written, is characte
rised by very ambiguous ‘messages’. This is particularly clear when it 
comes to female agency in birthgiving. The discourse reflects and re
creates an image of pregnancy and birth as processes that are going on 
without the woman being able to influence them. On the way to com
plete médicalisation of birthgiving, the discourse has detached the woman 
from her unborn. At the same time, the discourse has marginalised wo
men’s knowledge and experience of birthgiving. Since it is possible today 
to gain more knowledge about the growing foetus, women are con
fronted by an increasing amount of difficult choices during pregnancy 
and birth. Western birthgiving has developed from being a concern for 
the individual woman, occurring in a female dominated social sphere, to 
being a publicly supervised event for the heterosexual couple, within a 
nuclear family frame. For women, it is important to ask questions about 
who is in charge of these issues. What can women decide about in birth
giving? How compulsory is the development of the high-tech prenatal 
care in Borgo?

Thus we are back to the metaphor of the hospital as a uterus: is it a 
uterus for the women or is it a uterus for the foetus? In my analysis of 
birthgiving management in Borgo, I have stressed that there is an overall 
emphasis on risk and safety. It is not by chance that the head of paedia
trics, Dr. Manfredi, who provided me with the metaphor of the hospital 
as a uterus, begins his lecture in the birth preparation course on infant



care and the morphology of the newborn in a dramatic way. He begins 
by saying “[t]he ten centimetres of the birth canal that the child has to 
pass through during the delivery are the most difficult in all its life.” If we 
think of the hospital as a uterus for the women, it is possible to interpret 
Dr. Manfredi as saying that it is comforting for women to have the 
hospital and its experts as helpers when they embark on their dangerous 
journey towards motherhood.

It is my impression that the majority of the mainly middle class women 
I came into contact with during my stay in Borgo, would concur with 
this interpretation. They were quite satisfied with the way birthgiving was 
organised at the hospital, and they did not openly question the birth- 
giving discourse. Those who had doubts regarding the way birthgiving 
management was organised, yet gave birth in the Borgo hospital, mostly 
complained that they could not take care of their infants as much as they 
wanted during their hospital stay. Many women have talked to me about 
the Borgo hospital as a ‘familiar place. It is small, people know each 
other, and the hospital rules are quite liberal. This Uberai attitude also 
includes a willingness to meet requests among women regarding type of 
birth. Some women appreciate that they, in certain cases, can insist on 
having a caesarean section birth rather than to try vaginal birth. At the 
same time there seems to be a general agreement that treatment during 
birth and puerperium varies a lot depending on who is assisting. A 
general rule in birth management in Borgo is to speed up labour. It is not 
allowed to continue for more than twelve hours. Apart from this rule, 
there is an accepted degree of differences in birth management between 
various doctors and midwives.

A minority of these women in Borgo, however, disliked medicaüsed 
birthgiving in general, both discourse and practice. They often searched 
for alternatives in birthgiving. It should be noted that this search never 
included a wish to demedicalise the highly medicaüsed Itahan prenatal 
care. These women went to see their doctors as frequently as the more 
mainstream oriented, and they did as many ultrasonographies as the 
others. In this sense, I would say that high-tech prenatal care in Borgo 
has a compulsory character. At most, these women participated in alter
native birth preparation courses. As I noted in chapter two, the birth 
preparation courses at the hospital at the time of my fieldwork were



aimed at women rather than at the heterosexual couple, although there 
has been a change towards the couple during the 1990s. For these 
women, safety (their own and that of their unborn) was very important 
but they also emphasised the importance of the birthgiving experience. 
They wanted another kind of birth management, where their voices 
would be listened to. Some of them chose alternative, private clinics, 
where they believed that these requests would be met.

What about the hospital as a uterus for the foetus, then? The majority 
of all the middle class women that I met had faith in Italian prenatal care. 
Although most of them went to see private gynaecologist for their 
monthly check-ups, they also utilised the more advanced technology of 
the hospital for blood and urine analyses, ultrasound scans, CTGs, etc. 
The prerequisite for the increasing médicalisation of prenatal care, of 
which Borgo is a clear example, is the two-patient model. The once self- 
evident link between a physical woman and her unborn has long since, 
and irreversibly, been questioned by the development of obstetrical 
practice and the development of reproductive technology.2 The birth of 
the first so-called test-tube baby in 1978 using the innovative IVF (in 
vitro fertilisation) technique, which in torn has created a market for pre
viously unknown phenomena such as surrogate motherhood and egg 
donation, was a symbolically important step. The extreme consequence of 
the two-patient model would be a complete disembodying of women 
from birthgiving, i.e. that foetuses grow outside of the female body.3 In

2 I am referring to the importance of New Reproductive Technologies (NRT), a 
field that I have not treated in this thesis, but which is generating a growing scholarly 
interest. See e.g. Strathern (1992) and (1995); Pizzini (1992) and (1995); Pizzini 
and Lombardi (1994); Schwartz (1994); Peletz (1995); Ginsburg and Rapp (1995); 
Franklin (1997); Vegetti Finzi (1997); Davis-Floyd and Dumit (1998); Rapp 
(1999).

3 Disembodiment on an individual level would possibly imply a loss of a potential 
psychological growth. The birthing experience can make lasting changes in female, 
personal development (psychological growth). See e.g. Homey (1931); Deutsch 
(1945); Bibring (1959); Bibring et al. (1961); Brudal (1985). It should be noted 
that ‘lasting changes’ differ from temporary changes of the psyche, caused by 
hormonal influences. There is no kind of evidence that these leave any lasting imprint 
of the psyche (Puranen 1994). Moreover, the childbirth experience is important as a



such a scenario, the hospital would really be a uterine substitute for the 
woman. Although it is at least for economic reasons not very likely in a 
near future that it will be common with a real detachment of a physical 
woman and her unborn, the idea in itself raises certain crucial questions 
for women. What are the advantages and disadvantages for women? And 
for the foetuses? Who will decide about these matters?

We are only beginning to answer these questions. Let me finish this 
thesis with an earlier reproduced quote from the Italian expert Umberto 
Pisciceli! (see chapter five). Although extremely paternalistic in tone, it 
nonetheless provides a somewhat more comforting, and completely 
different, Italian image of childbirth than that of a disembodying per
spective.

The task of psychoprophylaxis is to protect women from manifold cultural 
contamination, and this can be done during the birth preparation course, by 
showing birth to be nature’s masterpiece. The future life destiny of the 
human individual and his capacity for love depend on the genuineness of this 
experience. (Piscicelli 1982: 250) (My translation)

I think that most of my informants, both lay women and professional 
experts would agree that birth is nature’s masterpiece. The cultural irony 
of this is that it is so difficult for everyone involved to treat it as such.

critical reflexive moment in many women’s lives, and it strongly contributes to the 
shaping of women’s identity (Zadoroznyj 1999).





Glossary

Amniocentesis. A diagnostic technique, consisting of a transabdominal 
withdrawal o f a small amount of amniotic fluid with the assistance of 
ultrasound monitoring to locate the placenta.

Amniotomy. An artificial rupture of membranes (the amniotic sac).

Analgesics/anaesthetics. Relief of pain (or loss of feeling and sensation) with 
or without loss o f consciousness. Although there are differences between 
the terms they are often used as synonyms.

Apgar score. A numerical rating o f an infant’s condition, based on heart rate, 
respiratory effort, muscle tone, reflex irritability, and colour.

Bradycardia. An abnormally slow foetal heart rate.

Caesarean section. The birth o f the foetus through a surgical incision into the 
abdominal and uterine walls.

Cardiotocography (CTG). An evaluation o f the foetal heart rate pattem (see 
Electronic Foetal Monitor).

Chorion villus sampling. A diagnostic technique consisting o f a vaginal or 
transabdominal removal o f fragments o f placental chorionic villi.

Clyster. A less instmsive form of enema.

Colostrum. The first secretion from the breasts during pregnancy and before 
lactation.

Cordocentesis. A diagnostic technique for withdrawal o f a small amount of 
foetal blood.

Dilation or Dilatation. The enlargement of the external os (opening) of the 
cervix (the lower part o f the utems) from an orifice of 0.5 centimetres to 
an opening of about 10 centimetres.

Dystocia. A difficult labour or delivery.

Effacement. A thinning and shortening of the cervix that occurs during late 
pregnancy and/or labour.

Electronic foeta l monitor (EFM). An electronic apparatus used for the
evaluation o f foetal heart rate patterns. The term is often applied to the 
monitoring itself (external or internal).

Engorgement. Medical problems in the breast alveoli causing temporary 
suppression of milk production.

Episiotomy. An incision in the perineum to enlarge the vaginal opening.



Foetal medicine. A new medical ‘field’ focusing on the foetus at the 
intersection between obstetrics and paediatrics.

Foetoscopy. A method for looking at the foetus in its amniotic sac.

Forceps. An instrument consisting o f metal curved blades and handles, 
available in different versions for assisting the foetal head in difficult 
labour.

Formula. Artificial milk.

Gamete. A mature female or male germ cell.

Hypoglycaemia. A low level o f sugar in the blood.

Iatrogenic effects. Effects of various sorts created by the médicalisation 
process and the medical system itself.

Induction o f  labour. To start labour artificially.

Intrauterine growth retardation. A ‘failure’ o f the foetus to grow at the 
expected rate.

Kristeller manoeuvre or Obstetric press. To press on the fundus (the upper 
part of the uterus) in order to speed up the moment of birth.

‘Let-down ’ reflex. A new mother’s bodily response to oxytocin that allows the 
milk in the breast alveoli to flow into the milk ducts.

Lochia. The vaginal discharge during the puerperium.

Neonatology. A paediatric speciality focusing on the care o f the newborn.

Non-stress cardiotocography. An evaluation o f foetal heart rate patterns 
without the added stress o f induced contractions (using synthetic 
oxytocin). Used in prenatal care for both screening and diagnosis.

Nullipara. A pregnant woman who has never given birth.

Oxytocin infusion. Synthetic oxytocin (a hormone) via an intravenous drip. It 
causes uterine contractions in labour or postpartum.

Perinatal mortality. Usually the sum o f stillbirths and neonatal deaths.

Perinatal period. The period extending from the 28th week o f gestation 
through the 28th day after birth.

Perinatology. An obstetric speciality focusing on the perinatal period with a 
particular interest in high risk pregnancies.

Pinard-horn. A stethoscope consisting o f a wooden horn, which is applied to 
the pregnant woman’s stomach for auscultation o f (listening to) the 
foetal heart rate.

Placenta. The organ attached to the wall o f the uterus through which the 
foetus derives its nourishment and oxygen.



Placental abruption. A premature partial or complete separation o f a normally 
implanted placenta.

Psychoprophylaxis. Various psychophysical techniques to prepare for birth, 
often including relaxation and controlled breathing.

Puerperium. The postpartum period lasting approximately six weeks.

Rooming-in arrangement. The possibility for mothers o f having their infant 
with them during the day and/or the night during the postpartum stay in 
hospital.

Rooting reflex. The newborn’s search for the nipple.

Stress test. An oxytocin infusion is given under EFM surveillance and the 
contractions are measured against the foetal heart rate in order to see 
how the foetus reacts and if  labour might start.

Teratogenic infection. An infection that causes disturbances in foetal 
development. Lit. ‘that produces monsters’.

Tokology. A philosophy o f birth, from Greek: tokos = birth, logos = discourse

Toxaemia. Old term for Eclampsia. An attack o f convulsions, caused by any 
of various toxic conditions o f the body, occurring especially in the latter 
stages o f pregnancy and in labour. If  it occurs earlier it is called 
Preeclampsia.

‘Twilight sleep ’. A pharmacological intervention in labour, consisting o f a 
‘cocktail’ o f scopolamin and morphine, causing amnesia in the woman.

Ultrasonography or Ultrasound scanning. A diagnostic technique by which 
high-frequency sound waves are beamed into the body and then reflect 
back, enabling the deep structures of the body to be visualised on a 
screen.

Uterus. A hollow, pear-shaped thick-walled muscular organ.

Vacuum extractor or Ventouse. An instrument consisting o f a suction cup, 
used in order to assist the foetal head. It is applied to the foetal scalp in 
difficult labour.



References

Abbott, Andrew
1988 The system ofprofessions: an essay on the division o f  expert labor. 

Chicago: University of Chicago Press.
ABC (Alternative Birth Care)

1996 Parental course (birth preparation class) organised at the ABC-unit, 
Södersjukhuset, Stockholm, autumn, [oral communication]

Abrahams, Roger D.
1986 “Ordinary and extraordinary experience.” In V. W. Turner and 

E. M. Bruner, eds.: The anthropology o f  experience. Urbana:
University of Illinois Press.

Abu-Lughod, Lila
1995 “A tale of two pregnancies.” In R. Behar and D. A. Gordon, eds.: 

Women writing culture. Berkeley: University of California Press.
Accati, Luisa

1985 “Il parto tra storia personale e storia sociale.” In A. Oakley et al.:
Le culture del parto. Milan: Feltrinelli.

1995 “Explicit meanings: Catholicism, matriarchy and the distinctive problems 
of Italian feminism.” Gender & History 7(2): 241-59.

Adelman, Janet
1992 Suffocating mothers: fantasies o f  maternal origin in Shakespeare’s plays, 

Hamlet to The Tempest. New York: Routledge.
Affonbladet

2000 “Släng ut papporna från BB” (artide by Britt Peruzzi). January 18.
Ahlenius, Inger, Anders Ericson, Viveca Odlind, and Petra Otterblad Olausson

1997 “Ojämn fördelning av obstetrisk analgesi.” Läkartidningen 94(14): 
1269-1275.

Aijmer, Göran
1992 “Introduction: coming into existence.” In G. Aijmer, ed.: Coming into 

existence: birth and metaphors o f  birth. Gothenburg: Institute for



Advanced Studies in Social Anthropology at the University of 
Gothenburg.

Alie, Margaret
1986 Hypatia’s heritage: a history o f  women in science from antiquity through 

the nineteenth century. London: Women’s Press.
Amann-Gainotti, Merete

1989 “Knowledge and beliefs about the body interior during early adolescence: 
the case of menstruations.” Acta Paedopsychiatrica 52: 143-49.

Annandale, Ellen
1996 “Working on the front-line: risk culture and nursing in the new NHS.” 

Sociological Review44(3): 416-451.
Annandale, Ellen, and Judith Clark

1996 “What is gender? Feminist theory and the sociology of human 
reproduction.” Sociology o f  Health & Illness 18(1): 17-44.

1997 “A reply to Rona Campbell and Sam Porter.” Sociology o f  Health & 
Illness 19(4): 521-532.

Arcidiacono, Caterina
1985 “Oltre il tabù del dolore: la fatica e il piacere di esistere e far nascere.”

In A. Oakley et al.: Le culture del parto. Milan: Feltrinelli.
Ariès, Philippe

1974 Western attitudes toward death: from the middle ages to the present. 
Baltimore: The Johns Hopkins University Press.

Balaskas, Janet
1997 “Spirit meets science: birthing at home.” Speech held at the third inter

national homebirth conference The joy and pain in birthing, Stockholm, 
autumn, [oral communication]

Balaskas, Janet, and Yehudi Gordon
1987 The encyclopedia o f  pregnancy and birth. London: Macdonald 8c Co.

Balsamo, Franca, Gisella De Mari, Vanessa Maher, and Rosalba Šerini
1992 “Production and pleasure: research on breast-feeding in Turin.” In

V. Maher, ed. : The anthropology o f  breast-feeding: natural law or social 
construct. Oxford: Berg.

Beck, Ulrich
1992 [1986] Risk society: towards a new modernity. London: Sage.



Benjamin, Jessica
1994 “The omnipotent mother: a psychoanalytic study of fantasy and reality.” 

In D. Bassin, M. Honey, and M. M. Kaplan, eds.: Representations o f  
motherhood. New Haven: Yale University Press.

Bergström, Staffan
1998 “Döende mödrar glöms bort.” Dagens Nyheter. April 11.
1999 “Internationell hälsa.” Speech held at the conference Könsperspektiv i 

medicinsk forskning —  vad innebär det> Stockholm, autumn, [oral 
communication]

Bibring, Grete L.
1959 “Some considerations of the psychological processes in pregnancy.”

The Psychoanalytic Study o f  the Child 14: 113-21.
Bibring, Grete L., Thomas F. Dwyer, Dorothy S. Huntington, and
Arthur F. Valenstein

1961 “A study of the psychological processes in pregnancy and of the earliest 
mother-child relationship.” The Psychoanalytic Study o f  the Child 16: 
9-72.

Birnbaum, Lucia Chiavola
1986 Liberazione della donna: feminism in Italy. Middletown, Conn.: 

Wesleyan University Press.
Blacking, John

1977 “Towards an anthropology of the body.” In J. Blacking, ed.:
The anthropology o f  the body. London: Academic Press.

Blom, Ida
1988 “Den haarde dysf’: fødsler og fødselhjelp gjennom 150 år. Oslo:

J.W. Cappelens Forlag.
Bock, Gisela, and Susan James

1992 “Introduction: contextualizing equality and difference.” In G. Bock and 
S. James, eds.: Beyond equality and difference: citizenship, feminist 
politics and female subjectivity. London: Routledge.

Bogdan, Janet Carlisle
1996 “Feminist questions, methods and research.” Course, organised by the 

Stockholm University College of Health Sciences, spring.
[oral communication]



Boholm, Åsa
1996 “Risk perception and social anthropology: critique of cultural theory.” 

Ethnos 61(3-4): 64-84.
Bois, Danuta

1999 “Trotula of Salerno.” Available on the Internet 
[http://www.netsrq.com/~dbois/trotula.html]

Bono, Paola, and Sandra Kemp, eds.
1991 Italian feminist thought: a reader. Oxford: Basil Blackwell.

Borelius, Maria, producer
1995 Interview with obstetrician Anders Åson Berg, Stockholm, in a television 

series on birth, part Π.
Braidotti, Rosi

1989 “The politics of ontological difference.” In T. Brennan, ed:
Between feminism and psychoanalysis. London: Routledge.

Brennan, Teresa, ed.
1989 Between feminism and psychoanalysis. London: Routledge.

Brody, Sam
1987 Obstetrik, gynekologi: medicinsk grundutbildning. 7th revised ed. 

Stockholm: Almqvist 8c Wiksell.
1993 Obstetrik och gynekologi: klinisk praxis och teoretisk bakgrund.

9th revised ed. Stockholm: Almqvist 8c Wiksell.
Browner, Carole H., and Nancy Press

1997 “The production of authoritative knowledge in American prenatal care.” 
In R. E. Davis-Floyd and C. F. Sargent, eds: Childbirth and authoritative 
knowledge: cross-cultural perspectives. Berkeley: University of California 
Press.

Brudal, Lisbeth F.
1985 Födandets psykologi: lärobok i förebyggande arbete. Stockholm:

Natur och Kultur.
Butler, Judith

1990 Gender trouble: feminism and the subversion o f  identity. London: 
Routledge.

1993 Bodies that matter: on the discursive limits o f  sex. London: Routledge.



Calabrini, Emanuela, and Elisabetta Vaccaro
1997 “Two generations of Italian women: shifts in life choices, reproductive 

health and sexuality.” In W. Harcourt, ed.: Power, reproduction and 
gender: the inter-generational transfer o f  knowledge. London: Zed Books.

Callaway, Helen
1978 ‘“The most essentially female function of all’: giving birth.” In S. Ardener, 

ed.: Defining females: the nature o f  women in society. London: Croom 
Helm.

Campbell, Rona, and Alison Macfarlane
1994 Where to be born? The debate and the evidence. 2nd ed. Oxford:

National Perinatal Epidemiology Unit, Radcliffe Infirmary.
Campbell, Rona, and Sam Porter

1997 “Feminist theory and the sociology of childbirth: a response to Ellen 
Annandale and Judith Clark.” Sociology o f  Health 8c Illness 19(3): 
348-358.

Campioni, Marta
1985 “Partorire a casa: il frutto di una scelta per la donna e l’ostetrica.” In

A. Oakley et al.: Le culture del parto. Milan: Feltrinelli.
Carter, Pam

1995 Feminism, breasts and breast-feeding. London: Macmillan.
Cavaglieri, Rossana

1985 “В parto in casa come esperienza di integrazione e continuità.” In
A. Oakley et al.: Le culture del parto. Milan: Feltrinelli.

Cavarero, Adriana
1987 “L’elaborazione filosofica della differenza sessuale.” In М. C. Marcuzzo 

and A. Rossi-Doria, eds.: La ricerca delle donne: studi femministi in 
Italia. Turin: Rosenberg & Sellier.

Cedercreutz, Camilla
1988 Moderskapet som kroppslig erfarenhet och det speciñka vetandet som däri 

ligger. Helsinki: Social and Health Care Ministry.
Chamberlain, David В.

1998 “Babies don’t feel pain: a century of denial in medicine.” In R. Davis- 
Floyd and J. Dumit, eds.: Cyborg babies: from techno-sex to techno-tots. 
London: Routledge.



Chalmers, Iain
1985 “Schizofrenia nella pratica ostetrica: non intervenire è negligenza, inter

venire è aggressione.” In A. Oakley et al.: Le culture del parto. Milan: 
Feltrinelli.

1991 “The perinatal research agenda: whose priorities?” Birth 18(3): 137-145.
Chodorow, Nancy

1978 The reproduction o f  mothering: psychoanalysis and the sociology o f  
gender. Berkeley: University of California Press.

Colombo, Grazia
1987a [1985] “Presentazione degli ospedali: modelli ostetrici e scelta degli

ospedali.” In G. Colombo, F. Pizzini, and A. Regalia: Mettere al mondo: 
la produzione sociale del parto. Milan: Franco Angeli.

1987b [1985] “Dipendenza, accettazione e collusione della donna con l’agire
medico.” In G. Colombo, F. Pizzini, and A. Regalia: Mettere al mondo: 
la produzione sociale del parto. Milan: Franco Angeli.

Colombo, Grazia and Regalia, Anita
1987 [1985] “Il tragitto della partoriente attraverso le procedure mediche.” In

G. Colombo, F. Pizzini and A. Regalia: Mettere al mondo: la produzione 
sociale del parto. Milan: Franco Angeli.

Colombo, Grazia, Franca Pizzini, and Anita Regalia
1987 [1985] Mettere al mondo: la produzione sociale del parto. Milan: Franco

Angeli.
Conrad, Peter

1992 “Medicalization and social control.” Annual Review o f  Sociology 18 : 
209-232.

Corea, Gena
1985 The mother machine: reproductive technologies from artificial 

insemination to artificial wombs. New York: Harper 8c Row.
Corsini, Carlo A., and Pier Paolo Viazzo, eds.

1997 The decline o f  infant and child mortality: the European experience: 1750- 
1990. The Hague: Kluwer Law International (Martinus Nijhoff Pubi.).

Cosslett, Tess
1994 Women writing childbirth: modern discourses o f  motherhood. 

Manchester: Manchester University Press.



Csordas, Thomas J.
1994 “Introduction, the body as representation and being-in-the-world.” In

T. J. Csordas, ed. : Embodiment and experience: the existential ground o f  
culture and self. Cambridge: Cambridge University Press.

Dagens Nyheter
1997 News-item about the future of Swedish parental education. November.
1998 Abortion debate (several articles). Summer.
1999 Debate on fear in childbirth (several articles). March.

Davis-Floyd, Robbie E.
1992 Birth as an American rite o f  passage. Berkeley: University of California 

Press.
1994 “The technocratic body: American childbirth as cultural expression.” 

Social Science & Medicine 38(8): 1125-1140.
1998 “From technobirth to cyborg babies: reflections on the emergent

discourse of a holistic anthropologist.” In R. Davis-Floyd and J. Dumit, 
eds.: Cyborg babies: from techno-sex to techno-tots. London: Routledge.

2000 “Mutual accomodation or biomedical hegemony? Anthropological 
perspectives on global issues in midwifery.” Midwifery Today 53: 12-16 
cont. to p 68-69, Spring.

Davis-Floyd, Robbie, and Joseph Dumit, eds.
1998 Cyborg babies: from techno-sex to techno-tots. London: Routledge.

Davis-Floyd, Robbie E., and Carolyn F. Sargent, eds.
1997a “Introduction: the anthropology of birth.” In Childbirth and authoritative 

knowledge: cross-cultural perspectives. Berkeley: University of California 
Press.

1997b Childbirth and authoritative knowledge: cross-cultural perspectives. 
Berkeley: University of California Press.

De Grazia, Victoria
1993 H ow  fascism ruled women: Italy, 1922-1945. Berkeley: University of 

California Press.
de Lauretis, Teresa

1989 “The essence of the triangle or, taking the risk of essentialism seriously: 
feminist theory in Italy, the U.S., and Britain.” Differences 1(2): 3-37.



Deutsch, Helene
1945 The psychology o f  women: a psychoanalytic interpretation, Vol. 2: 

Motherhood. New York: Grane and Stratton.
De Vries, Raymond G.

1993 “A cross-national view of the status of midwives.” In E. Riska and
K. Wegar, eds.: Gender, work and medicine: women and the medical 
division o f  labour. London: Sage.

Dick-Read, Grantley D.
1954 [1942] Childbirth without fear: the principles and practices o f  natural

childbirth. 4th revised ed. London: Heinemann.
Dubisch, Jill

1986 “Culture enters through the kitchen: women, food, and social boundaries 
in rural Greece.” In J. Dubisch, ed. : Gender 8c power in rural Greece. 
Princeton, N.J.: Princeton University Press.

1995 In a different place: pilgrimage, gender, and politics at a Greek island 
shrine. Princeton, N.J.: Princeton University Press, 

du Boulay, Juliet
1986 “Women — images of their nature and destiny in rural Greece.” In 

J. Dubisch, ed. : Gender 8c power in rural Greece. Princeton, N.J. : 
Princeton University Press.

Duden, Barbara
1993 Disembodying women: perspectives on pregnancy and the unborn. 

Cambridge, Mass.: Harvard University Press.
1998 “Il corpo della donna come luogo pubblico.” Speech held at an inter

disciplinary conference on women’s health Corpi di donna — politiche 
femminili per la salute, Milan, autumn, [oral communication]

During, Simon, ed.
1993 The cultural studies reader. London: Routledge.

Ehrenreich, Barbara, and Deirdre English
1973 Witches, midwives, and nurses: a history o f  women healers. New York: 

The Feminist Press.
Einarsdóttir, Jonina

2000 “Tired o f  weeping”: child death and mourning among Papel mothers in 
Guinea-Bissau, SSSA46. (Diss.) Stockholm: Department of Social 
Anthropology, Stockholm University.



È nato — manuale di puericultura per i primi anni di vita del bambino
1993 [ l l th  ed.] Written and edited by Istituto Scotti Bassani per la ricerca e 

l’informazione scientifica e nutrizionale, Milan.
Enkin, Murray, Marc J.N.C. Keirse, Mary Renfrew, and James Neilson

1995 A  guide to Effective care in pregnancy and childbirth. 2nd ed. Oxford: 
Oxford University Press.

Erikson, Susan L.
1999 “Technologies of place.” Speech held at an interdisciplinary conference on 

maternity care Health care and its professionals: crosscultural and 
multidisciplinary approaches — the case o f  maternity care. Turku, 
autumn, [oral communication]

Eyer, Diane E.
1992 Mother-infant bonding: a scientific fiction. New Haven: Yale University 

Press.
Paludi, Susan

1991 Backlash: the undeclared war against American women. New York: 
Crown.

Fausto-Sterling, Anne
1992 Myths o f  gender: biological theories about women and men. 2nd ed.

New York: Basic Books.
Faxelid, Elisabeth, Beatrice Hogg, Annette Kaplan, and Eva Nissen, eds.

1993 Lärobok fór barnmorskor. Lund: Studentlitteratur.
Fildes, Valerie A.

1986 Breasts, bottles and babies: a history o f  infant feeding. Edinburgh: 
Edinburgh University Press.

Filippini, Nadia Maria
1985 “L’assistenza al parto nel primo Ottocento: appunti sull’intervento

istituzionale.” In A. Oakley et al.: Le culture del parto. Milan: Feltrinelli.
Firestone, Shulamith

1970 The dialectic o f  sex: the case for feminist revolution. London: Jonathan 
Cape.

Fisk, Karen
1997 “The transcendent quality of pain in childbirth.” Mothering: the magazine 

o f  natural family living 82: 57-60.



1998 Fødselens gjenfødelse: fra teknologi til natur på fødearenaen.
Kristiansand S: Høyskoleforlaget.

Foucault, Michel
1973 [1963 in French] The birth o f  the clinic: an archaeology o f  medical

perception. London: Tavistock.
1981 [1976 in French] The history o f  sexuality. Volume 1: an introduction.

Harmonds worth : Penguin Books.
Franklin, Sarah

1997 Embodied progress: a cultural account o f  assisted conception. London: 
Routledge.

Freedman, Lawrence Z., and Vera M. Ferguson
1950 “The question o f ‘painless childbirth’ in primitive cultures.” American 

Journal o f  Orthopsychiatry 20: 263-372.
French, Valerie

1986 “Midwives and maternity care in the Roman world.” Hehos, n. s. 13(2): 
69-85.

Fridh, Gerd
1988 Förlossningssmärta. (Diss.) Gothenburg: University of Gothenburg. 

Gardner, Carol Brooks
1995 “Learning for two: a study in the rhetoric of pregnancy practices.” 

Perspectives on Social Problems 7: 29-51.
Garnsey, Peter

1991 “Child rearing in ancient Italy.” In R. P. Sailer and D. I. Kertzer, eds.:
The family in Italy irom antiquity to the present. New Haven: Yale 
University Press.

Geertz, Clifford
1973 “Religion as a cultural system.” In The interpretation o f  cultures.

New York: Basic Books.
Gélis, Jacques

1985 “Il parto e l’evoluzione della coscienza del corpo nell’epoca moderna (XVI- 
XIX secolo).” In A. Oakley et al.: Le culture del parto. Milan: Feltrinelli. 

1991 [1984 in French] History o f  childbirth: fertility, pregnancy and birth in
early modern Europe. Cambridge: Polity Press.



Gemzöe, Lena
2000 [forthcoming] “Gender and religious practice in a Portuguese town.” 

(Diss. manuscript) Stockholm: Department of Social Anthropology, 
Stockholm University.

Gemzöe, Lena, Tove Holmqvist, Don Kulick, Britt-Marie Thurén, and
Prudence Woodford-Berger

1989 “Sex, genus och makt i antropologiskt perspektiv.” Kvinnovetenskaplig 
Tidskriñ 10(1): 44-53.

Georges, Eugenia
1997 “Fetal ultrasound imaging and the production of authoritative knowledge 

in Greece.” In R. E. Davis-Floyd and C. F. Sargent, eds.: Childbirth and 
authoritative knowledge: cross-cultural perspectives. Berkeley: University 
of California Press.

Giacomini, Mariuccia
1985 “La donna e il suo parto: rituali e pratiche di assistenza tra passato e 

presente.” In A. Oakley et al.: Le culture del parto. Milan: Feltrinelli.
Giddens, Anthony

1979 Central problems in social theory: action, structure and contradiction in 
social analysis. London: Macmillan.

1990 The consequences o f  modernity. Cambridge: Polity Press.
Gilmore, David D., ed.

1987 Honor and shame and the unity o f  the Mediterranean. American 
Anthropological Association Special Publication no. 22.

Ginsborg, Paul
1989 Storia d’Italia dal dopoguerra a oggi: società e politica 1943-1988.

Turin: Giulio Einaudi.
1998 L ’Italia del tempo presente: famiglia, società civile, stato 1980-1996. 

Turin: Giulio Einaudi.
Ginsburg, Faye D.

1990 Contested lives: h e  abortion debate in an American community. Berkeley: 
University of California Press.

Ginsburg, Faye D. and Rayna Rapp, eds.
1995 Conceiving h e  new world order: h e  global politics o f  reproduction. 

Berkeley: University of California Press.



Good, Byron J.
1994 Medicine, rationality, and experience: an anthropological perspective. 

Cambridge: Cambridge University Press.
Good, Mary-Jo Del Vecchio

1995 “Cultural studies of biomedicine: an agenda for research.” Social Science 
8cMedicine41 (4): 461-473.

Gunnlaugsson, Geir, and Jónína Einarsdóttir
1993 “Colostrum and ideas about bad milk: a case study from Guinea-Bissau.” 

Social Science 8cMedicine 36(3): 283-288.
Gupta, Akhil and James Ferguson

1997 “Discipline and practice: ‘the field’ as site, method, and location in 
anthropology.” In A. Gupta and J. Ferguson, eds.: Anthropological 
locations: boundaries and grounds o f  a ßeld science. Berkeley: University 
of California Press.

Hahn, Robert
1987 “Divisions of labor: obstetrician, woman, and society in Williams

Obstetrics, 1903-1985.” Medical Anthropology Quarterly 1(3): 256-282.
Hall, Stuart

1980 [1973] “Encoding/decoding.” In S. Hall, D. Hobson, A. Lowe, and
P. Willis, eds.: Culture, media, language: working papers in cultural 

studies, 1972-79. London: Hutchinson.
Hall, Stuart, Dorothy Hobson, Andrew Lowe, and Paul Willis, eds.

1980 Culture, media, language: working papers in cultural studies, 1972-79. 
London: Hutchinson.

Hannerz, Ulf
1992 Cultural complexity: studies in the social organization o f  meaning.

New York: Columbia University Press.
Hanson, Ulf

1998 “Kvinnors förlossningsrädsla i obstetrikerns vardag — några personliga 
reflektioner.” In B. Sjögren, ed.: Förlossningsrädsla. Lund: 
Studentlitteratur.

Haraway, Donna
1991 “A cyborg manifesto: science, technology, and socialist-feminism in the

late twentieth century.” In Simians, cyborgs, and women: the reinvention 
o f  nature. New York: Routledge.



Harcourt, Wendy
1997a “An analysis of reproductive health: myths, resistance and new

knowledge.” In W. Harcourt, ed.: Power, reproduction and gender: 
the inter-generational transfer o f  knowledge. London: Zed Books.

1997b “Conclusions: moving from the private to the public political domain.” In 
W. Harcourt, ed.: Power, reproduction and gender: the inter-generational 
transfer o f  knowledge. London: Zed Books.

Harcourt, Wendy, ed.
1997 Power, reproduction and gender: the inter-generational transfer o f  

knowledge. London: Zed Books.
Hastrup, Kirsten

1995 “The motivated body: on the locus of agency.” In A  passage to
anthropology: between experience and theory. London: Routledge.

Hastrup, Kirsten, and Karen Fog Olwig
1997 “Introduction.” In K. F. Olwig and K. Hastrup, eds.: Siting culture: 

the shifting anthropological object. London: Routiedge.
Held, Virginia

1989 “Birth and Death.” Ethics 99: 362-388, January.
Helsti, Hilkka

1994 “From taboo breakers to toiler mothers: the stories of lone mothers in the 
folklore of Finnish countrywomen.” Etimologia Fennica: Finnish Studies 
in Ethnology 22: 6-14.

Hobart, Mark
1993 “Introduction: the growth of ignorance.” In M. Hobart, ed.:

An anthropological critique o f  development: tie  growth o f  ignorance. 
London: Routiedge.

Holm, Ulla M.
1993 Modrande och praxis: en feministfìlosofisk undersökning. (Diss.) 

Gothenburg: Daidalos.
Horn, David. G.

1994 Social bodies: science, reproduction, and Italian modernity. Princeton, 
N.J.: Princeton University Press.

Horney, Karen
1967 [1931] “The distrust between the sexes.” In Feminine psychology.

New York: W.W. Norton.



1967 [1932] “The dread of woman.” In Feminine psychology. New York:
W.W. Norton.

1967 [1933] “The denial of the vagina.” In Feminine psychology. New York:
W.W. Norton.

Hultcrantz, Elisabeth, ed.
1998 Läkare, doktor, kvinna. Lund: Studentlitteratur.

Hyde, Beverly
1986 “An interview study of pregnant women’s attitudes to ultrasound 

scanning.” Social Science & Medicine 22(5): 587-592.
Hälsovård fóre, under och eñer graviditet

1997 SoS-rapport 1996:7. Stockholm: Socialstyrelsen (The National Board of 
Health and Welfare).

Illich, Ivan
1976 Limits to medicine. London: Marion Boyars.

ISTAT  (Istituto Nazionale di Statistica)
1999 “Dati ISTAT: donne occupate per ripartizione geografica Ottobre 96.” 

Official Italian statistics available on the Internet 
[http://dormalavoro.ticonuno.it/biblio/ricerca/tavistat2.htm]

Jackson, Michael
1996 “Introduction: phenomenology, radical empiricism, and anthropological 

critique.” In M. Jackson, ed.: Things as they are: new directions in 
phenomenological anthropology. Bloomington: Indiana University Press.

Jaggar, Alison M.
1983 FeministpoMücs and human nature. Totowa, N.J. : Rowman 8c Allanheld.

Johannisson, Karin
1994 Den mörka kontinenten: kvinnan, medicinen och fm-de-siècle. Stockholm: 

Norstedts.
1997 “Kroppens teater: smärta.” In Kroppens tunna skal: sex essäer om kropp, 

historia och kultur. Stockholm: Norstedts.
1999 “Medicinen och det kvinnliga: ett historiskt perspektiv.” Speech held at 

the conference Könsperspektiv i medicinsk forskning — vad innebär det? 
Stockholm, autumn, [oral communication]

Johnson, Kenneth C.
1997 “Randomized controlled trials as authoritative knowledge: keeping an ally 

from becoming a threat to North American midwifery practice.”



In R. E. Davis-Floyd and C. F. Sargent, eds.: Childbirth and authoritative 
knowledge: cross-cultural perspectives. Berkeley: University of California 
Press.

Jolly, Margaret
1998 “Introduction: colonial and postcolonial plots in histories of maternities 

and modernities.” In K. Ram and M. Jolly, eds.: Maternities and 
modernities: colonial and postcolonial experiences in Asia and the Pacific. 
Cambridge: Cambridge University Press.

Jordan, Brigitte
1985 “Sistemi natali ed etno-ostetricia: frammenti di una ricerca transculturale.”

In A. Oakley et al.: Le culture del parto. Milan: Feltrinelli.
1993 [1978] Birth in four cultures: a crosscultural investigation o f  childbirth in

Yucatan, Holland, Sweden, and the United States. 4th ed. Prospect 
Heights, 111.: Waveland Press.

1997 “Authoritative knowledge and its construction.” In R. E. Davis-Floyd and
C. F. Sargent, eds.: Childbirth and authoritative knowledge: cross-cultural 
perspectives. Berkeley: University of California Press.

Kay, Margarita Artschwager, ed.
1982 Anthropology o f  human birth. Philadelphia: F.A. Davis.

Kemp, Sandra, and Paola Bono, eds.
1993 The lonely mirror: Italian perspectives on feminist theory.

London: Routledge.
Kertzer, David I.

1993 Sacrificed for honor: Itähän infant abandonment and the pohtics o f  
reproductive control. Boston: Beacon Press.

Kessler, Suzanne J.
1990 “The medical construction of gender: case management of intersexed

infants.” Signs 16(1): 3-26.
Kitzinger, Sheila

1981 [1978] Women as mothers. Glasgow: Fontana/Collins.
1994 [1982] “The social context of birth: some comparisons between childbirth 

in Jamaica and Britain.” In C. P. MacCormack, ed.: Ethnography o f  
fertihtyand birth. Prospects Heights, 111.: Waveland Press.

1997a “Authoritative touch in childbirth: a cross-cultural approach.” In
R. E. Davis-Floyd and C. F. Sargent, eds.: Childbirth and authoritative



knowledge: cross-culturd perspectives. Berkeley: University of California 
Press.

1997b “The de-sexing of childbirth.” Speech held at the third international
homebirth conference The joy and pain in birthing, Stockholm, autumn, 
[oral communication]

Kjølsrød, Lise
1985 “Verstefallstenkningen i fødselsomsorgen.” Tidsskriñ for samfunns- 

forskning 26(1-2): 133-157.
Klaus, Marshall H. and John H. Kennell

1976 Maternal-infant bonding: the impact o f  early separation or loss on family 
development. St. Louis, Miss.: C.V. Mosby.

1982 Parent-infant bonding. St. Louis, Miss.: C.V. Mosby.
Klaus, Marshall H., John H. Kennell, and Phyllis H. Klaus

1995 Bonding: building the foundations o f  secure attachment and inde
pendence. Reading, Mass.: Addison-Wesley.

Kleinman, Arthur
1995 “What is specific to biomedicine?” In Writing at the margin: discourse 

between anthropology and medicine. Berkeley: University of California 
Press.

Kleinman, Arthur, Paul E. Brodwin, Byron J. Good, and Mary-Jo DelVecchio Good
1992 “Pain as human experience: an introduction.” In M-J DelVecchio Good, 

P. Brodwin, B. Good, and A. Kleinman, eds.: Pain as human experience: 
an anthropological perspective. Berkeley: University of California Press.

Kristeva, Julia
1982 [1975] “Motherhood according to Giovanni Bellini.” In L. S. Roudiez,

ed.: Desire in language: a semiotic approach to literature and art. Oxford: 
Basil Blackwell.

1986 [1983] “Stabat Mater.” In S. R. Suleiman, ed.: The female body in 
western culture: contemporary perspectives. Cambridge, Mass.: Harvard 
University Press.

Kyllönen, Riita
1996 “Paths to family in Italy: late modernization with two faces.” NO RA  

4(2): 97-113.
La guida Prenatal alla nascita: le cose da sapere, da fare, da decidere
quando si fa un bambino

1993 [6th ed.] Milan: Arcadia Edizioni.



La Nuova Ecologia
1992 “Il parto naturale” (article by Fulvia Fazio), no. 10, October. 

Lappalainen, Tomas
1999 Italien. Stockholm: Albert Bonniers Förlag.

Laqueur, Thomas
1992 Making sex: body and gender from the Greeks to Freud. Cambridge, 

Mass.: Harvard University Press.
La Repubblica

1994 Interview with health minister Costa about economical pressure within 
the biomedical field. June 6.

Leavitt, Judith Walzer
1980 “Birthing and anesthesia: the debate over twilight sleep.” Signs 6(1): 

147-164.
Levi, Ragnar

1998 Evidensbaserad sjukvård: vård på säkrare grund. Lund: Studentlitteratur. 
Lévi-Strauss, Claude

1986 [1963] “The effectiveness of symbols.” In Structural anthropology 1.
Harmondsworth: Penguin Books.

Lloyd, Genevieve
1984 The man o f  reason: ‘male’ and ‘female’ in western philosophy.

London: Methuen.
Lock, Margaret

1988 “Introduction.” In M. Lock and D. Gordon, eds.: Biomedicine examined. 
Dordrecht: Kluwer Academic Publishers.

Lock, Margaret, and Patricia A. Kaufert, eds.
1998 Pragmatic women and bodypohücs. Cambridge: Cambridge University 

Press.
Longo, Gioia di Cristofaro

1992 Codice madre: orientamenti, sentimenti e valori nella nuova cultura della 
maternità. Rome: Armando Editore.

Loudon, Irvine
1992 Death in childbirth: an international study o f  maternal care and maternal 

mortality 1800-1950. Oxford: Clarendon Press (OUP).



Lupton, Deborah
1997 “Foucault and the médicalisation critique.” In A. Petersen and R. Bunton, 

eds.: Foucault, health and medicine. London: Routledge.
MacCormack, Carol P., ed.

1994 [1982] Ethnography o f fertility and birth. 2nd ed. Prospect Heights, 111.: 
Waveland Press.

Maher, Vanessa
1992a “Breast-feeding in cross-cultural perspective: paradoxes and proposals.” In 

V. Maher, ed.: The anthropology o f breast-feeding: natural law or social 
construct. Oxford: Berg.

1992b “Breast-feeding and maternal depletion: natural law or cultural arrange
ments?” In V. Maher, ed.: The anthropology o f breast-feeding: natural 
law or social construct. Oxford: Berg.

Marcus, George E.
1995 “Ethnography in/of the world system: the emergence of multi-sited 

ethnography.” Annual Review o f Anthropology 24: 95-117.
Marshall, Harriette

1991 “The social construction of motherhood: an analysis of childcare and 
parenting manuals.” In A. Phoenix, A. Woollett, and E. Lloyd, eds.: 
Motherhood: meanings, practices and ideologies. London: Sage.

Martin, Emily
1987 The woman in the body: a cultural analysis o f reproduction. Boston: 

Beacon Press.
1998 “The fetus as intruder: mother’s bodies and medical metaphors.” In 

R. Davis-Floyd and J. Dumit, eds.: Cyborg babies: from techno-sex to 
techno-tots. London: Routledge.

Mattsson, Lars-Ake, and Lars Ladfors
1989 ‘“Aktiv förlossningsvård’ enligt Dublin-modellen.” Läkartidningen 86(35): 

2868-2871.
McClain, Carol

1982 “Toward a comparative framework for the study of childbirth: a review of 
the literature.” In M. A. Kay, ed.: Anthropology o f human birth. 
Philadelphia: F. A. Davis.

Mead, Margaret
1954 [1928] Coming o f age in Samoa: a psychological study o fprimitíve youth

for western civihsation. New York: Mentor Books.



1977 [1935] Sex and temperamentin three primitive societies. London:
Routledge & Kegan Paul.

1950 [1949] Male and female: a study o f the sexes in a changing world.
London: Victor Gollancz.

Mead, Margaret, and Niles Newton
1967 “Cultural patterning of perinatal behavior.” In S. A. Richardson and

A. F. Guttmacher, eds.: Childbearing: its social and psychological aspects. 
Baltimore: Wilhams and Wilkins.

M edix
1995 Interview with head obstetrician Inken Andresen, Boden hospital, 

Sweden, in a television program on caesareans.
Melzack, Ronald

1984 “The myth of painless childbirth (The John J. Bonica lecture).”
Pain, 19(4): 321-337.

Melzack, Ronald, Paul Taenzer, Perle Feldman, and Robert A.Kinch
1981 “Labour is still painful after prepared childbirth training.” Canadian 

Medical Association Journal 125: 357-363. August 15.
Merchant, Carolyn

1980 The death o f nature: women, ecology, and the scientifìc revolution.
San Francisco: Harper 8c Row.

Metro
1998a Statistics regarding birth outside marriage in various countries.

February 27.
1998b “Rädsla för smärta leder till ökat antal kejsarsnitt” (interview with head

obstetrician Peter Thomassen, Södersjukhuset, Stockholm). December 14.
Michie, Helena, and Naomi R Cahn

1996 “Unnatural births: cesarean sections in the discourse of the ‘natural child
birth’ movement.” In C. F. Sargent and C. B. Eretteli, eds.: Gender and 
health: an international perspective. Upper Saddle River, N.J. :
Prentice Hall.

Miles, Margaret R.
1986 “The Virgin’s one bare breast: female nudity and religious meaning in

Tuscan early Renaissance culture.” In S. R. Suleiman, ed.: The female 
body in western culture: contemporary perspectives. Cambridge, Mass.: 
Harvard University Press.



Millard, Ann V.
1990 “The place of the clock in pediatric advice: rationales, cultural themes, 

and impediments to breastfeeding.” Social Science & Medicine 31(2): 
211 - 221 .

Miniarci, Maria
1985 “Nascere e partorire tra passato e presente.” In A. Oakley et al. : Le culture 

del parto. Milan: Feltrinelli.
Miraglia, Ferruccio

1992 Da Progetto nascere a Sarò madre. Milan: Rizzoli.
Miraglia, Ferruccio, Ezio Orlandini, and Giuseppe Micheletti

1961 Sarò madre: la donna dall’adolescenza alla maternità. Milan: Rizzoli.
Mitchell, Lisa M., and Eugenia Georges

1998 “Baby’s first picture: the cyborg fetus of ultrasound imaging.” In
R. Davis-Floyd and J. Dumit, eds.: Cyborg babies: from techno-sex to 
techno-tots. London: Routledge.

Montadert, Pascale, and Lars Trädgårdh
1993 “Arbete är inte allt i världen: italienskan Chiara Saraceno menar att 

mannen måste bli lik kvinnan” (interview with Chiara Saraceno). Dagens 
Nyheter. June 17.

Moore, Henrietta
1988 Feminism and anthropology. Cambridge: Polity Press.
1994 A  passion for difference: essays in anthropology and gender. Cambridge: 

Polity Press.
Morris, David B.

1991 The culture o f pain. Berkeley: University of California Press.
Morris, Rosalind C.

1995 “All made up: performance theory and the new anthropology of sex and 
gender.” Annual Review o f Anthropology 24: 567-92.

Moscucci, Ornella
1990 The science o f woman: gynaecology and gender in England, 1800-1929. 

Cambridge: Cambridge University Press.
Nielsen, Thorkild F.

1985 “Kejsarsnitt i modern obstetrik — vad är vetenskap och beprövad 
erfarenhet?” Läkartidningen 82(16): 1441-1443.



Oakley, Ann
1979 Becoming a mother. Oxford: Martin Robertson.
1984 The captured womb: a history o f the medical care ofpregnant women. 

Oxford: Blackwell.
1993a “The changing social context of maternity care.” In Essays on women, 

medicine and health. Edinburgh: Edinburgh University Press.
1993b “A history lesson: ultrasound in obstetrics.” In Essays on women, 

medicine and health. Edinburgh: Edinburgh University Press.
Ochs, Elinor, Clotilde Pontecorvo, and Alessandra Fasulo

1996 “Socializing taste.” Ethnos 61(1-2): 7-46.
Odent, Michel

1984 Birth reborn: what birth can and should be. London: Souvenir Press.
Okely, Judith

1992 “Anthropology and autobiography: participatory experience and
embodied knowledge.” In J. Okeley and H. Callaway, eds.: Anthropology 
and autobiography. London: Routiedge.

Olofsson, Nina, and Lars Irestedt
1998 “Anestesiologens roll i behandlingen av förlossningsrädda kvinnor.” In

B. Sjögren, ed.: Förlossningsrädsla. Lund: Studentlitteratur.
Ord för ord: svenska synonymer och uttryck

1986 J. Palmer and H. Friedländer, eds. Stockholm: P.A. Norstedt 8c Söners 
förlag.

Oitner, Sherry В.
1974 “Is female to male as nature is to culture?” In M. Z. Rosaldo and

L. Lamphere, eds.: Woman, culture, and society. Stanford: Stanford 
University Press.

Oudshoorn, Nelly
1994 Beyond the natural body: an archeology o f sex hormones.

London: Roudedge.
Pardi, Giorgio

1985 “Cinque quesiti sulla medicalizzazione.” In A. Oakley et al.: Le culture del 
parto. Milan: Feltrinelli.

Park, Katharine, and Lorraine J. Daston
1981 “Unnatural conceptions: the study of monsters in sixteenth- and

seventeenth-century France and England.” Past and Present 92: 20-54.



Passerini, Luisa
1994 “The interpretation of democracy in the Italian movement of the 1970s 

and 1980s.” Women’s Studies International Forum 17(2-3): 235-39.
Peletz, Michael G.

1995 “Kinship studies in late twentieth-century anthropology.” Annual Review  
o f Anthropology 24: 343-372.

Petchesky, Rosalind Pollack
1987 “Fetal images: the power of visual culture in the politics of reproduction.” 

Feminist Studies 13(2): 263-292.
1995 “The body as property: a feminist re-vision.” In F. D. Ginsburg and R.

Rapp, eds. : Conceiving the new world order: the global politics o f repro
duction. Berkeley: University of California Press.

Phillips, Celeste R.
1991 Family-centered maternity/newborn care: a basic text. St. Louis, Miss.: 

Mosby - Year Book.
Piscicelli, Umberto

1982 [1977] Training Autogeno Respiratorio e psicoprofilassi ostetrica. 2nd ed.
Padua: Piccin.

Pizzini, Franca
1987a [1985] “Introduzione: il parto tra biologia e cultura.” In G. Colombo,

F. Pizzini, and A. Regalia: Mettere al mondo: la produzione sociale del 
parto. Milan: Franco Angeli.

1987b [1985] “La partoriente come paziente.” In G. Colombo, F. Pizzini, and 
A. Regalia: Mettere al mondo: la produzione sociale del parto. Milan: 
Franco Angeli.

1987c [1985] “La comunicazione fra il personale e la partoriente.” In
G. Colombo, F. Pizzini, and A. Regalia: Mettere al mondo: la produzione 
sociale del parto. Milan: Franco Angeli.

1991 “Communication hierarchies in humour: gender differences in the 
obstetrical/gynaecological setting.” Discourse 8c Society 2(4): 477-488.

1992 Maternità in laboratorio: etica e società nella riproduzione artificiale. 
Turin: Rosenberg & Sellier.

1995 “Donne, ambiente e qualità della vita.” In F. Cleis, А-L Head-König, and
O. Varini Ferrari, eds.: Donne oggi: valori femminili e valori maschili 
nella società. Bellinzona: Edizioni Casagrande.



1998 “Medicalizzare il corpo femminile.” Speech held at an interdisciplinary
conference on women’s health Corpi di donna — politiche femminili per 
la salute. Milan, autumn, [oral communication]

Pizzini, Franca, ed.
1981 Sulla scena del parto: luoghi, figure, pratiche. Milan: Franco Angeli.
1990 Asimmetrie comunicative: differenze di genere nell’interazione medico

paziente. Milan: Franco Angeli.
Pizzini, Franca, and Mariuccia Giacomini

1990 From the hands o f women to the hands o f men, part 1: images from the 
history o f the medicalization o f childbirth (18th - 20th centuries) and part 
2: the woman in labor at the time o f the traditional midwife (15th-18th 
centuries). Video. Milan: Department of Sociology and GRIFF, 
University of Milan.

Pizzini, Franca, and Lia Lombardi, ed.
1994 Madre provetta: costi, benefici e lim iti della procreazione artificiale.

Milan: Franco Angeli.
Polden, Margaret, and Jill Mande

1990 Physiotherapy in obstetrics and gynaecology. Oxford: Butterworth- 
Heinemann.

Poovey, Mary
1987 “‘Scenes of an indelicate character’: the medical ‘treatment1 of Victorian

women.” In C. Gallagher and T. Laqueur eds. : The making o f the modern 
body: sexuality and society in the nineteenth century. Berkeley: University 
of California Press.

Puranen, Bi
1994 Art vara kvinna är ingen sjukdom. Stockholm: Norstedts.

Ram, Kalpana
1998 “Epilogue. Maternal experience and feminist body politics: Asian and 

Pacific perspectives.” In K. Ram, and M. Jolly, eds.: Maternities and 
modernities: colonial and postcolonial experiences in Asia and the Pacific. 
Cambridge: Cambridge University Press.

Ram, Kalpana, and Margaret Jolly, eds.
1998 Maternities and modernities: colonial and piostcolonial experiences in Asia 

and the Pacific. Cambridge: Cambridge University Press.



Ransjö-Arvidson, Anna-Berit
1998 Childbirth care in affluence and poverty: maternity care routines in 

Sweden and Zambia. (Diss.) Stockholm: IHCAR, Karolinska Institutet.
Raphael, Dana, and Flora Davis

1985 Only mothers know: patterns o f infant feeding in traditional cultures. 
Westport, Conn. : Greenwood Press.

Rapp, Rayna
1994 [1988] “The power o f ‘positive’ diagnosis: medical and maternal

discourses on amniocentesis.” In D. Bassin, M. Honey and M. M. Kaplan, 
eds.: Representations o f motherhood. New Haven: Yale University Press.

1993 “Reproduction and gender hierarchy: amniocentesis in America.”
In B. D. Miller, ed.: Sex and gender hierarchies. Cambridge: Cambridge 
University Press.

1999 Testing women, testing the fetus: the social impact o f amniocentesis in 
America. London: Routledge.

Rapporto 1997 “Società, economia e lavoro in Emilia-Romagna”
1999 “La regione come un decathleta: superare la divisione dei ruoli familiari 

che vanno penalizzando la donna.” Available on the Internet 
[http://www.webcom.com/grtv/13maggio98/donnal 3.htm]

Regalia, Anita
1985 “Sapere e pratica medica.” In A. Oakley et al.: Le culture del parto.

Milan: Feltrinelli.
1987 [1985] “Sapere medico e pratica istituzionale.” In G. Colombo, F. Pizzini,

and A. Regalia: M ettere al mondo: la produzione sociale del parto. Milan: 
Franco Angeli.

Rhodes, Lorna Amarasingham
1990 “Studying biomedicine as a cultural system.” In T. M. Johnson and

C. F. Sargent, eds.: Medical anthropology: a handbook o f theory and 
method. New York: Greenwood Press.

Rich, Adrienne
1976 O f woman born: motherhood as experience and institution. New York: 

W.W. Norton.
Riska, Elianne, and Katarina Wegar, eds.

1993 “Women physicians: a new force in medicine?” In E. Riska and K. Wegar, 
eds.: Gender, work and medicine: women and the medical division o f 
labour. London: Sage.



Robert, Rigmor, and Kerstin Uvnäs Moberg
1994 H on 8c Han: födda olika. Stockholm: Brombergs.

Romito, Patrizia
1985 “Parto: lotte delle donne e nuovi riduzionismi.” In A  Oakley et al. :

Le culture del parto. Milan: Feltrinelli.
Rosaldo, Michelle Zimbalist

1974 “Women, culture, and society: a theoretical overview.” In M. Z. Rosaldo 
and L. Lamphere, eds.: Woman, culture, and society. Stanford: Stanford 
University Press.

Ross, Ellen
1995 “New thoughts on ‘the oldest vocation’: mothers and motherhood in 

recent feminist scholarship.” Review essay. Signs 20(2): 397-413.
Rothman, Barbara Katz

1984 “The meanings of choice in reproductive technology.” In R. Ardirti,
R. Duelli Klein, and S. S. Minden, eds.: Test-tube women: what future 
for motherhoodI London: Pandora Press.

1994 “Beyond mothers and fathers: ideology in a patriarchal society.” In
E. N. Glenn, G. Chang, and L. R. Forcey, eds.: Mothering: ideology, 
experience, and agency. New York: Routledge.

Rozario, Santi
1998 “The dai and the doctor: discourses on women’s reproductive health in 

rural Bangladesh.” In K. Ram and M. Jolly, eds.: Maternides and 
modernides: colonial and postcolonial experiences in Asia and the Pacifíc. 
Cambridge: Cambridge University Press.

Ruddick, Sara
1980 “Maternal thinking.” Feminist Studies 6(2): 342-67.
1994 “Thinking mothers/conceiving birth.” In D. Bassin, M. Honey, and

M. M. Kaplan, eds.: Representations o f motherhood. New Haven: Yale 
University Press.

Ryding, Elsa Lena
1998 “Vad är kvinnor rädda för inför förlossningen?” In B. Sjögren, ed.: 

Förlossningsrädsla. Lund: Studentlitteratur.
Sandelowski, Margarete

1994 “Separate, but less unequal: fetal ultrasonography and the transformation 
of expectant mother/fatherhood.” Gender 8c Society 8(2): 230-245.



Saraceno, Chiara
1988 Sociologia della famiglia. Bologna: Società editrice il Mulino.

Scheper-Hughes, Nancy
1993 Death w ithout weeping: the violence o f everyday life in Brazil. Berkeley: 

University of California Press.
Scheper-Hughes, Nancy, and Margaret M. Lock

1987 “The mindful body: a prolegomenon to future work in medical 
anthropology.” Medical Anthropology Quarterly 1: 6-41.

Schneider, Jane, ed.
1998 Italy’s ‘southern question’: orientalism in one country. Oxford: Berg.

Schwartz, Adria
1994 “Taking the nature out of mother.” In D. Bassin, M. Honey, and

M. M. Kaplan, eds.: Representations o f motherhood. New Haven: Yale 
University Press.

Scully, Diana
1980 Men who control women’s health: the miseducation o f obstetrician- 

gynecologists. Boston: Houghton Mifflin.
Sewell, Jane Eliot

1993 Cesarean section — a brief history. Brochure that accompanied an 
exhibition on the history of caesarean section at the National Library of 
Medicine in Bethesda, MD, in cooperation with the American College of 
Obstetricians and Gynecologists. Available on the Internet 
[http://www.nlm.nih.gov/exhibition/cesarean/cesarean_l.html]

Shorter, Edward
1983 A  history o f women’s bodies. London: Allen Lane.

Sjögren, Berit, ed.
1998 Förlossningsrädsla. Lund: Studentlitteratur.

Speert, Harold
1994 Obstetrics and gynecology: a history and iconography. San Francisco: 

Norman Publishing.
Statistiche su nascite e matrimoni in Italia 1993

1993 Milan: Centro Studi Prénatal.
Strathern, Marilyn

1987 “An awkward relationship: the case of feminism and anthropology.” 
Signs 12(2): 276-92.



1992 Reproducing the future: anthropology, kinship and the new reproductive 
technologies. Manchester: Manchester University Press.

1995 “Displacing knowledge: technology and the consequences for kinship.” In
F. D. Ginsburg and R. Rapp, eds.: Conceiving the new world order: the 
global politics o f reproduction. Berkeley: University of California Press.

Svenska Dagbladet
1997a “Mamma nummer ett för ‘mammonis’” (article by Gunilla von Hall).

April 6.
1997b “En doula ger säkrare förlossning” (article by Inger Atterstam, in a special 

supplement on childbirth). October 15.
Szurek, Jane

1997 “Resistance to technology-enhanced childbirth in Tuscany: the political 
economy of Italian birth.” In R. E. Davis-Floyd and C. F. Sargent, eds.: 
Childbirth and authoritative knowledge: cross-cultural perspectives. 
Berkeley: University of California Press.

Söderström, Margareta
1999 “Könsperspektiv på forskningsetisk granskning.” Speech held at the 

conference Könsperspektiv i medicinsk forskning — vad innebär det? 
Stockholm, autumn, [oral communication]

Thompson, Michael, Richard Ellis, and Aaron Wildavsky
1990 Cultural theory. Boulder, Co.: Westview Press.

Treichler, Paula A.
1990 “Feminism, medicine, and the meaning of childbirth.” In M. Jacobus,

E. F. Keller and S. Shutdeworth, eds.: Body/politics: women and the 
discourses o f science. New York: Roudedge.

Trevathan, Wenda R.
1997 “An evolutionary perspective on authoritative knowledge about birth.”

In R. E. Davis-Floyd and C. F. Sargent, eds.: Childbirth and authoritative 
knowledge: cross-cultural perspectives. Berkeley: University of California 
Press.

Triolo, Nancy
1994 “Fascist unionization and the professionalization of midwives in Italy: a 

Sicilian case study.” Medical Anthropology Quarterly 8(3): 259-281.
Turner, Bryan S.

1996 [1984] The body and society: explorations in social theory. 2nd ed. 
London: Sage.



van Gennep, Arnold
1977 [1909] The rites o f  passage. London: Roudedge & Kegan Paul.

Valle, Alberto, Salvatore Bottino, Virginio Meregalli, and Alberto Zanini
1992 Manuale di sala parto. Milan: Edi-Ermes.

Vegetti Pinzi, Silvia
1990 II bambino della notte: divenire donna, divenire madre. Milan: Arnoldo 

Mondadori.
1992 “Female identity between sexuality and maternity.” In G. Bock and

S. James, eds.: Beyond equality and difference: citizenship, feminist 
politics and female subjectivity. London: Roudedge.

1997 Volere un figlio: la nuova maternità fra natura e scienza. Milan: Arnaldo 
Mondadori.

Wacquant, Loïc J.D.
1992 “Toward a social praxeology: the structure and logic of Bourdieu’s 

sociology.” In P. Bourdieu and L. J. D. Wacquant: An invitation to 
reñexive sociology. Cambridge: Polity Press.

Wagner, Marsden
1994 Pursuing the birth machine: the search for appropriate birth technology. 

Camperdown, N.S.W.: ACE Graphics.
1997 “Confessions of a dissident.” In R. E. Davis-Floyd and C. F. Sargent, eds: 

Childbirth and authoritative knowledge: cross-cultural perspectives. 
Berkeley: University of California Press.

Warner, Marina
1990 [1976] Alone o f all her sex: the myth and cult o f  the Virgin Mary. 

London: Pan Books.
Welles-Nyström, Barbara, Rebecca New, and Amy Richman

1994 “The ‘good mother’: a comparative study of Swedish, Italian and
American maternal behavior and goals.” Scandinavian Journal o f Caring 
Science 8: 81-86.

Wijma, Barbro
1998a “Gynundersökningen, ett rollspel för två.” Läkartidningen 95(11): 

1125-1129.
1998b “Maktasymmetri vid gynekologisk konsultation.” Socialmedicinsk tidskriñ 

75(1-2): 32-36.



Woollett, Anne, and Ann Phoenix
1991 “Psychological views of mothering.” In A. Phoenix, A. Woollett, and

E. Lloyd, eds.: Motherhood: meanings, practices and ideologies. London: 
Sage.

Worthman, Carol M.
1995 “Hormones, sex, and gender.” Annual Review o f Anthropology 24: 

593-616.
Wrede, Sirpa

1997 “The notion of risk in Finnish prenatal care: managing risk mothers and 
risk pregnancies.” In E. Riska, ed.: Images o f women’s health. Turku: 
Institute of Women’s Studies, Åbo Akademi University.

Young, Iris Marion
1990a [1984] “Pregnant embodiment: subjectivity and alienation.” In Throwing 

like a girl and other essays in feminist philosophy and social theory. 
Bloomington: Indiana University Press.

1990b “Breasted experience: the look and the feeling.” In Throwing like a girl 
and other essays in feminist philosophy and social theory. Bloomington: 
Indiana University Press.

Zadoroznyj, Maria
1999 “Social class, social selves and social control in childbirth.” Sociology o f 

Health 8c Illness 21(3): 267-289.
Zetterqvist, Kirsten Grönlien

1996 “Födelse och förståelse.” Kvinneforskning no. 2: 17-23.
Ziehe, Thomas

1987 “Kulturell friställning och narcissistisk sårbarhet.” In J. Fornäs,
U. Lindberg, and O. Sernhede, eds. : Ungdomskultur: identitet och 
motstånd. Stockholm/Lund : Symposion Bokförlag.

Zola, Irving Kenneth
1972 “Medicine as an institution of social control.” Sociological Review, n.s. 

20(4): 487-504.
Öberg, Lisa

1996 Barnmorskan och läkaren: kompetens och konflikt i svensk förlossnings
vård 1870-1920. (Diss.) Stockholm: Ordfronts förlag.



Örn, Peter
1998 “Nya rön visar att progesteron kan bidra till effektivare värkarbete”

(interview with prof. Ulf Ulmsten, Uppsala). Läkartidningen 95(14): 
1502-1503.



Index

A bortion 83, 102, 1 0 2 n 6, 109, 111,
112, 116 η 15, 218 n  30 

A ccati, L u isa 37 n  26, 3 8 ,1 2 6  n  7 ,2 5 3  

‘A ctive m anagem ent o f  labour’, and 
C ornerstones in obstetrics 159, 159 n 
1 4 ,1 9 3 ,1 9 5  

A gency in  birthgiving
2 ,3 ,4 ,9 ,  11, 1 2 ,5 1 , 121 ,139-40 , 147,
149, 1 5 0 ,1 5 1 ,1 5 2 ,1 5 4 ,1 5 5 , 156,
1 58 ,158  n  1 2 ,159 , 160, 163, 164,
1 6 5 ,1 6 6 , 167-8 n  22, 168, 169, 170, 
171, 172, 173, 174, 175 ,176  n  28,
180, 184 n  2 ,1 9 6 ,2 0 8 , 215-8, 222, 
230, 262, 263, 268

A m biguity
o f  b irthgiv ing in fem inist studies 32; 
o f  m otherhood for w om en 3, 30; o f  
the relationship betw een w om en and 
experts 15 

A m biguity  in Borgo regarding
fathers’ presence at b irth  191 n  11; 
m other-infant relationship 245; the 
pregnant body 120 n  17 

A m biguity  o f  biom edical discourse 48, 
173; on birthgiving 10 ,268 ; on 
childbirth  pain  140, 141 ,145; on 
feeding 12, 247, 251, 261, 262; on 
fem ale agency in birthing 125 n 3 ,
150, 159, 174; e n g e n d e r  51; on the 
ro le o f  w om en in b irthgiving 11, 150 
n  2, 165; on w om en’s pain  in 
childbirth  1 2 6 ,1 2 7 ,1 4 7

A m bivalence in b iom edicine tow ards 
w om en 11, 50, 122; w om en’s ro le in 
b irthgiv ing 61 

A m bivalence in Borgo tow ards
husbands as support persons 87, 93; 
m others as support persons 92; pa in  in 
childbirth  127, 131 

A m bivalence in w om en tow ards 
feeding 2 2 8 ,2 2 9 , 256; foetal 
d iagnostics 111; obstetrical 
intervention 196; separation from  the 
foetus 86 

A m niocentesis 109, 111, 112

A m niotom y, artificial rupture o f  
m em branes 5 7 ,1 8 7 , 192, 193, 194,
206, 2 0 8 ,2 1 3 ,2 1 5  

A nalgesics/anaesthetics. See P ain  in
childbirth  

A pgar score 204

A rcidiacono, C aterina 123 n  1 ,1 3 9 , 147 

A rtificial rupture o f  m em branes. See 
A m niotom y 

A uthorita tive know ledge
conflicts betw een  lay  w om en and 
experts in 54, 61, 62, 97; 
deconstruction o f  12, 268; definition 
and characteristics o f  41, 47-8; expert 
take-over o f  17, 19, 40; experts’ 
voices as 41, 192 n  13 ,2 3 0 ; in ancient 
R om e 227, 230; in B orgo 10, 11, 17, 
51, 95, 98, 11 9 ,1 4 5 , 184-6, 187, 192, 
240, 255, 267; in  the m anagem ent o f  
pain  129; instability  o f  50, 51, 58, 60, 
267; reflexiv ity  w ith in  the obstetrical 
field  (negotiations, challenges, dis
agreem ents) 10, 49-50, 53, 61, 185,
207, 267, 268; technology in  Borgo as 
107, 111, 115, 118, 119, 145, 198-200, 
223; the biom edical b irth  tale/expert 
m odel o f  childbirth  as 19, 26, 55, 56

Balsam o, Franca 86, 171 n  25, 204, 242- 
3, 244, 248 n  18, 249, 252 n  21, 254, 
255, 2 5 8 ,2 6 0  η 28 

B e lief system  o f  b irth  56, 75, 132, 133, 
176, 183 ,265  

B iological sex 7, 33-4 n  23, 109, 116, 
1 1 6 n  15, 119, 121 ,205  

Biom edicine, gynaecology/obstetrics in 
particular
as a  cultural system  42, 47 n  39; 
evidence-based p ractice in  44, 58,
178, 194; gender d ifferences according 
to 25 n 14; influence o f  4 2 ,2 6 6 ; 
instability  o f  obstetrical practice 59; 
m ale b ias in 267 η  1 ; m echanistic 
v iew  in 53-4, 55, 60, 147, 158 ,164 , 
174; tru th  claim s in 42. See also 
M édicalisation process: m entalisation 
and resistance to; and O bstetrical 
practice.



Birth
as a  biopsychosocial event 33, 57,
151, 264; as n a tu re’s m asterpiece 172, 
271; biom edical definitions o f  67 n  
11 ,148 , 149, 150, 150 n  2 ,1 5 3  n  6, 
157, 157 n  11, 158 ,158  n  12, 1 5 9 n  
1 3 ,1 6 1 -2 ,1 6 5 , 168, 174 ,200; m om ent 
of, the 236-7; m orta lity  in  2 3 ,4 3 ,4 4 , 
58 n 4, 68, 100, 128, 137 ,209 , 266; 
position  in labour and delivery 85 n 
29, 94, 108, 161, 191, 197, 201, 201 n 
19 & 20 &  21, 215; sexual aspects o f  
107, 127 n  8, 160, 160-1 n  17, 162-3 n 
19 ,189 , 206, 259-61; support person 
21, 21-2 n  9, 68, 70 n  16, 81-93, 158 n
12 ,160  

B irthgiving
as a  discursive space 2 ,4 ,  1 0 ,2 1 -2  n  
9, 41, 52, 79, 83, 1 2 4 ,2 4 0 ,2 6 7 ; as an 
institution 33, 40-7; as a public and 
political m atter 16, 114, 121; as 
reproductive politics, reproductive 
politics in  14, 25 n  1 4 ,2 7 , 31, 128, 
133 ,133  n  1 7 ,2 2 6  n  3, 229, 240; as 
transition to m otherhood 1 ,2 ,3 3 ,9 8 ,  
2 0 0 ,2 3 0 ; choices in 2, 3, 98, 102,
109 ,121 , 1 2 8 ,1 3 3 ,1 3 8 ,2 2 9 , 230, 
261-62, 264; discourses on, birth- 
m odels, and b irth  philosophies 51, 52, 
53-61; d isem bodying o f  w om en in  16, 
270-1 ,271  n 3  

Birthgiving contiti.
in anthropology 32-3, 174-5; in the 
social sciences 32; m ale dom ination 
in  21 n  8; m ale take-over o f  21, 23, 
24; m ass m ediated  inform ation in 76, 
76 n  20, 104 n  7, 202, 215, 229, 249, 
261; m aterial aspects o f  43; m edical 
surveillance in  25; new  regulations in 
23-4; perform ative view  on, as an 
achievem ent 5 1 ,51  n  43, 135-6 n  18, 
166, 168-9, 170, 170 n  23, 172, 174, 
216, 216 n  29, 258; use o f  term  2 

B irthing
experience o f  1, 8 ,1 1 , 34, 50, 67, 70- 
1 n  16, 92, 132, 132 n  16, 133 ,135 , 
135-6 n 18, 136, 138, 142, 146, 148, 
149, 151, 152-60, 161, 164, 165, 166, 
169-70 ,171 , 172, 1 7 3 ,1 7 5 -7 ,1 7 9 ,
182, 188, 192 n  13, 193, 199 n  18,

208, 212-5, 217, 222, 233 n  7 ,2 3 7 , 
265, 2 6 8 ,2 7 0 ,2 7 0 -1  n  3 ,2 7 1 ; 
know ledge in  2, 19 ,20 -1 , 24, 2 6 ,4 7 -  
9, 50, 51, 56, 61, 62, 63, 67, 68, 122, 
124, 128, 138, 148, 149, 152 ,156-7 , 
161, 163-4 ,165 , 168, 175, 176, 192, 
192 n  13, 265, 266, 267, 268; use o f  
term  2. See also A uthorita tive 
know ledge 

B irthing system  4, 6, 8, 10, 1 2 ,4 7 , 49 n 
41, 52, 53, 60, 61, 93, 94, 137, 139, 
170 n  24, 181, 183, 185, 192 n  13,
206, 226 n  2, 240, 264, 267; definition 
o f  46-7

B irth  m anagem ent in  B orgo 134 ,149 , 
159, 180, 183, 184, 266; professional 
trust in  technology in  199; protocols 
for 181, 182 ,1 8 8 ; speeding up labour 
and b irth  in 189 ,1 9 3 , 203-4, 223. See 
also B orgo hospital 

B irth  preparation 53, 62, 66-71, 121, 125 
n  2, 136, 139 ,152 , 172, 175; aim s in 
66-7, 148, 180; as a  couple’s 
experience 11, 81-95, 121, 235, 269- 
70; as a  fem ale experience 20-1, 22, 
81-95; as an expert system  4 0 -1 ,1 4 5 , 
148; background 67-71; Borgo expert 
opinions on 81; conveying know ledge 
in 11, 139, 148, 149, 151, 153, 157, 
170 n  23, 174-9, 250; courses in Borgo 
7-8, 9, 51, 71-81, 1 25 ,125  n  4, 134, 
140-5, 165, 170 n  23, 173 n  26, 180, 
184, 218, 251, 251 n  20; evaluation o f  
177; husbands as support persons, 77, 
84, 87-91, 93, 186, 191 n i l ,  193 ,218 , 
236; paradoxes in  7 0 ,7 3 ; participant 
observation in 71-4; p resentation  o f  
course in B orgo 7-9; w om en as 
support persons 77, 82, 84, 89-93, 94 
n 40, 186 

B irth  tales
fem ale 26-7, 61-2, 265; horror stories 
27, 62, 70-1 n l6 ,  145, 146, 201 n  19; 
‘o ld w iv es’ ta les’ 27, 50, 62, 63-5, 70- 
1 n  16, 125, 140, 146; scientific, 
biom edical 26, 65 

B onding 35, 119, 135 n  18, 160 n  16, 
217, 234-40,



Borgo
fieldw ork in 4-10 

B orgo hospital
Ambulatorio, hospital consultation 
room  7, 77, 105, 105 n  10, 106; 
Consultorio familiare, Fam ily  Care 
C linic 74, 74 n  18, 75, 77, 80, 80 n 
23, 105-6; feeding in  241-7; intra
partum  care in  222-3 (sum m ary of), 
266; neonatal care 231, 236-7; p re
natal care in 7, 8, 11, 89, 98, 105, 106, 
120-2 (sum m ary of), 185, 187 n  5,
222, 266, 268-9, 270; postpartum  care 
in 218-22, 266; presentation  o f  5-6, 
218 n  30; room ing-in 6 n  2 ,237-41  ; 
w om en as patients 105. See also 
Feeding; M othering; Prenatal 
diagnostics; and B irth  m anagem ent in 
Borgo

B ottle-feeding. See Feeding 

Breastfeeding. See Feeding 

Brody, Sam  54, 62, 99, 100, 100 n  3,
101-2, 158 

Brow ner, C arole and N ancy  Press 109, 
192 n  13

C aesarean section b irth  12, 21 n  9, 44, 
57, 58, 90 n  38, 101 n 5 ,  113, 125 n  2, 
133-4 n  17, 136, 144 ,180 , 183, 184, 
185, 188, 192, 194, 198, 200, 204 n 
23, 208, 208 n  2 5 ,2 0 9 -1 8 , 2 3 1 ,2 3 6 , 
238, 238 n  11, 239, 2 4 0 ,2 4 1 , 263,
266, 269 

Callaw ay, H elen 21 n  8 

Cam piotti, M arta 4 5 ,4 8 -9  n  40, 198, 206 

Cardiotocography (CTG ). See E lectronic 
Foetal M onitor 

Carter, Pam  3 2 ,2 2 6  n  3, 2 2 9 ,2 5 9  

Catholic church  1 7 ,2 2 , 38, 82, 126 n  7, 
130-1 ,232 , 253 

C lyster 57, 188, 189, 2 0 8 ,2 1 2  

Colom bo, G razia 86 

Colom bo, G razia and A nita R egalia 185, 
187 ,191 , 1 9 2 ,1 9 9 ,2 0 0 , 2 0 3 ,2 0 4 ,
206, 237

Colom bo, b irth  class teacher 72, 73, 77, 
79, 80 n  23 & 24, 81, 117, 145, 153, 
170, 170 n  23, 1 7 3 ,2 5 0 ,2 5 1  

Colostrum  243, 243 n  15, 245 

Conrad, P eter 16, 18, 41 

Cosslett, Tess 56, 62, 70 n  15, 216 

Couvade. See G ender o f  b irth  assistants, 
m ale b irth  assistants

D avis-Floyd, R obbie 33, 43 n  3 2 ,4 4 ,4 5  
n  36, 54 n  1, 55, 56, 57, 60, 69 n  12,
147, 169, 176, 179, 183, 195, 200,
207, 2 4 3 ,2 6 7

D e Lauretis, T eresa 31-2 n  22 

D eutsch, H elene 28 n  16, 133, 139, 270 
n  3

D ick-R ead, G rantley 62, 63, 67, 68-71, 
79, 128, 130 n  13 ,131  n  14, 133, 142,
148, 150 n  2, 156 n  10, 166 n  20 

D iscourse
interdiscursive character o f  5 3 ,5 6 ; 
use o f  term  51-2 

D ivision o f  w ork  in b irthgiv ing
m anagem ent in Italy  24, 181, 184-6,
197, 203, 222-3

D oula 21, 21-2 n  9, 22, 231 n  6 

Dr. A lbertini 78, 81, 92, 120, 123 ,124 , 
125, 125 n  4, 126, 134, 140, 141, 141 
n  22, 142 ,143 , 144, 145, 146, 147, 
151, 173, 180, 181, 186, 194, 196,
198, 198 n  17, 207, 210, 221, 233, 
2 4 1 ,2 4 2 ,2 5 0 ,2 5 1 ,2 5 8

Dr. B ianchi 115

Dr. C ontini 66, 77, 106, 143, 144 ,181 , 
182, 183, 185 ,193 , 197, 198 n  17,
207, 2 0 8 ,2 1 0 ,2 1 2  

Dr. M anfredi 1 4 ,1 5 ,2 2 5 ,2 3 8 , 239 n  12, 
243, 248, 249, 250, 251, 268, 269 

Dr. M anzoni 255

Dr. R iboldi 233, 244, 247, 249, 25 1 ,2 5 2 , 
262

Dr. R ossi 108, 125 n  4, 185, 198, 203, 
220

D ubisch, Jill 29 n  1 7 ,1 2 0  n  17, 244 n  16 

D uden, B arbara 16 n  4, 18 n  6, 98, 103, 
12 1 ,2 3 0  η  5



D ystocia 21-2 n  9, 156 n  9, 214

E arly m othering. See M othering, bodily  

Electronic Foetal M onitor (EFM ) 7 ,1 9 , 
5 8 n 4, 110, 111, 118, 187, 188, 191, 
1 9 7 -2 0 0 ,2 0 7 ,2 0 8 , 210, 2 1 2 ,2 1 5 , 266, 
2 6 7 ,2 7 0  

Enkin, M urray et al. 189 n  8 

E pisiotom y 19, 57, 108, 137, 137 n  19, 
189, 202, 202 n  2 2 ,2 0 6 , 208, 219, 267 

E rikson, Susan 110

Fear, and fear o f  death
in childbirth 1 1 ,2 6 ,5 1 ,6 3 ,6 7 ,6 8 ,
69, 70-1, 79, 83, 9 4 ,1 2 1 ,1 2 2 , 123 n  1, 
125 ,125  n  4, 126, 127,131 n  14 ,133- 
4 n  17, 135, 137-45 ,146 , 148, 149, 
152, 164, 166 n  20 & 21; 167 ,175 , 
190, 1 9 2 ,1 9 9 ,2 0 1 ,2 1 1 ,2 1 2 ,2 1 3 ,
216; in  obstetrical practice 1 1 ,4 5 ,4 5  
n  35, 99, 122, 127, 145, 146, 198 ,200 , 
210, 211, 223; o f  abnorm alities in 
foetus 109, 110, 112, 1 1 7 ,1 1 7  n  16, 
121, 199 n  18. See also Pain  in 
childbirth.

Feeding
as nourishm ent 245, 245 n  17 ,248 ; 
B orgo hospital policy  219, 223, 251, 
261; discourses in  hospital 12, 247-52; 
double w eighing in  244; in relation  to 
Italian ideas on m eals 245 ,2 4 6 -7 ; 
prefeeding  w ith glucose 244-5; 
scheduled 245, 2 46-7 ,248 ; 
supplem ental 244 ,2 4 5 ;

B ottle-feeding 12, 35, 233, 247, 254; 
as a choice 12, 36, 39-40, 229, 251, 
262; propaganda for 229; reasons to
2 5 0 ,2 5 1 , 251 n  2 0 ,2 5 2 , 256-9; w ith  
form ula 36 n  2 5 ,2 1 9 ,2 2 2 ,2 2 4 -5 , 
226-7, 229, 245, 248, 249, 256, 258; 

B reastfeeding 12, 35, 219, 224, 226-7, 
247-8, 250, 2 5 2 ,2 5 2  n  21, 253, 254, 
255, 255 n  2 4 ,2 5 6 ,2 5 7 -8  n  2 6 ,2 5 8 , 
266; as a  learned practice 231; as a 
m othering practice 35, 36, 39; as 
culturally  contested 226, 226 n  3; as 
good m othering 224, 225, 226, 229, 
233, 251, 261; construction o f  37,

51, 262-3; im pedim ents to , problem s 
in  12, 39, 134, 182 n  1, 2 0 8 ,2 2 6  n  2, 
2 3 1 -2 ,2 4 2 , 245-6, 2 4 7 ,2 4 9 , 256, 
258, 259-63; in Italy  36-40, 225; in 
relation to  paid  w ork  256-7 , 258; in 
relation to sexuality  162 n  19, 259- 
61 ; lack  o f  inform ation on  249-51, 
255, 261; propaganda fo r 229, 248; 
support for 231 n  6, 233, 248 n  18. 
See also A m biguity  o f  biom edical 
discourse; and A m bivalence in 
w om en 

F em inist perspectives
on birthgiv ing 31-2, 183; on  bodily  
m othering 30, 35; on caretaking 28- 
30; on essentialism  31, 31-2 n  22; 
on  m otherhood 28, 30, 31 

as institu tion  30, 31 
as experience 30 

on m othering, general 30, 35; on 
patriarchal societies 29, 29 n  18, 31, 
225 n  1

Firestone, Shulam ith  154 n  7 

Foetal diagnostics. See prenatal 
d iagnostics 

Forceps 21 n  9, 2 4 ,4 4 , 57, 60, 104 n  9, 
1 3 1 ,1 8 3 ,2 1 0 , 223 

Form ula. See B ottle-feeding w ith  form ula 

Foucault, M ichel 16, 30 

Freedm an, L aw rence and V era  Ferguson 
138

Fridh, G erd 132 n  16

G élis, Jacques 19, 20 n  7, 128 n  11 

G ender o f  b irth  assistants
B orgo inform ants’ opinions about 25, 
108; fem ale b irth  assistants 162-3 n 
19; in B orgo 24, 80 n 25, 108, 141-4,
184, 203, 2 0 7 ,2 2 2 ; in Italian m ass 
m edia 25 n  13; m ale b irth  assistants 
84-5, 107

G eorges, E ugenia 114, 115, 117 n  16,
118

G iddens, A nthony  19, 40, 41, 48, 53, 65 
n  10, 154, 267 

Gupta, A khil and Jam es Ferguson 6



H ahn, R obert 6 2 ,1 5 0  

H astrup, K irsten  155, 163, 176 

H eld, V irg in ia 173, 162 n  18 ,175  n  27 

H olm , U lla 35, 176 n  28 

H om ebirth  48-9 n  40, 69 n  12, 169, 187 
n  5

H orn, D avid  14

H ospitalisation o f  w om en 183, 187, 187 
n  6 ,1 8 9 , 190, 1 9 5 ,2 2 1 ,2 3 1 , 237

Iatrogenic effects 5 0 ,1 0 0  n  3, 132, 194 

Induction o f  labour 78, 131, 144, 183, 
188, 194, 196 n  15, 207, 2 1 4 ,2 6 6  

Inform ants, lay
A ngela 92, 93, 117, 119, 186, 212-3, 
216, 217, 2 3 6 ,2 5 8 ; A nita  250;
A nna’s grandm other 224-5 ,261 ; 
A ntonella 256; C arla 173, 173 n  26, 
175, 214-5, 217, 252-3, 255; E lena 
111; G abriella 203; G iovanna 112, 
144, 189, 197 ,213-4 , 217, 241-2, 255; 
G iulietta 254; G iusy 108, 114, 146, 
196, 250; Laura 90-1, 92, 93, 108, 
111, 196-7, 202; M a riaR o sa  153 ,190  
n  10, 252; P ina 76, 92, 93; R afaelia 
96, 97, 98, 102, 106, 121; R ita 76, 
256-7; T eresa 192-3, 206, 207, 208, 
2 3 7 ,2 5 4 ; use o f  term  7 

Innate know ledge in  birthing. See 
Birthing, know ledge in 

Intrapartum  care. See B irth  m anagem ent 
in Borgo; and Borgo hospital 

Italy
as a  m atricentric society 29 n  18, 37 n 
26; b irth  rates in 3, 38, 8 3 ,1 1 7 ; 
during  fascism  14, 8 2 ,1 0 4  n  8, 251; 
fem inism  in  31 n  22, 38, 39 n  27, 83; 
regional d ifferences in 4, 5, 38, 74 n 
18, 83, 103, 104

Jordan, B rig itte 4 1 ,4 6 , 4 7 ,4 9  n  41, 84, 
170 n  24

K ertzer, D avid  99, 226, 226 n  3, 232 

K itzinger, Sheila 21-2 n  9, 59, 185, 191

Klaus, M arshall and John K ennell 21-2 n
9, 234 n  8 ,2 3 5  n  9

K risteller m anoeuvre, obstetric press 57, 
203-4 

K risteva, Ju lia
on C hristianity  29 n  17, 131 n 15; on 
in ter-fem ale bonds 91 n  39

Lam aze, Ferdinand 78 

L am aze-m ethod in ch ildbirth  6 9 n l 2  

Landi, b irth  class teacher 39 n  28, 72, 73, 
74, 79, 80 n  24, 89, 123, 140, 153,
170, 1 7 3 ,2 1 4  

Leavitt, Jud ith  W alzer 133 

Leboyer, Frederick  75, 75 n  19, 89, 90 n
3 8 ,1 6 0  n  16 

‘Let-dow n’ reflex 2 3 1 ,2 4 7  

Loudon, Irvine 44 n  33, 128 n  10

M aher, V anessa 235 n  10, 245 n  17 ,257  

M aria, m idw ife in  B orgo 9, 80, 80 n  24, 
81, 87, 92, 107, 108 ,1 1 0 , 112, 114, 
116, 143, 14 4 ,1 5 3 , 181, 184, 185,
186, 188, 189, 198, 200, 201 n 19,
202, 203, 205, 206, 2 0 7 ,2 1 9 , 220,
232, 233, 233-4 n  7, 237, 239, 240, 
241, 242, 243, 246, 247, 248, 250,
252, 258

M artin, E m ily  54 n  1, 150, 159, 160,
162, 166, 167, 167-8 n 22, 172, 235 n 
9

M ead, M argaret 33, 34 n  24

M ead, M argaret and N iles N ew ton  22 n
10, 70 n  15, 230 

M édicalisation process 2, 10, 16, 16 n  4,
4 1 ,4 7 , 5 0 ,5 3 , 54 n  2, 61, 7 1 ,9 8 , 114, 
128, 178, 225, 262, 265, 268, 270; 
collaboration o f  w om en in  23, 48; 
dem edicalisation 18, 1 9 ,4 1 , 240 ,2 6 5 ; 
h istory  o f  17-28; in  B orgo 26, 106, 
120-2, 142 ,207 , 223, 266, 269; in 
Italy  26, 85, 104, 105, 131, 182, 182 n 
1; institutionalisation 25, 26, 68, 71, 
265; m asculinisation 2 1 ,2 4 ,2 6 5 ; 
m entalisation  25, 50-1, 69 -70 ,1 6 6 , 
167, 216, 265; professionalisation 24, 
265; resistance to , critique o f  48, 49,



5 0 ,6 1 ,6 1  n  6, 269-70; state 
involvem ent in 23, 25, 226; 
technologisation 2 5 ,2 6 , 71, 178, 182, 
223, 265, 266 

M elzack, R onald 69 n  14, 128, 136 

M iddle class bias 75 

M iles, M argaret 228-9, 243 

M illard, A nn 246

‘M indful bod y ’, the  155, 163, 165, 174 

M iraglia, Ferruccio 9 ,6 3 -5 , 85, 91 n 39, 
110, 112, 113, 125 n  2, 168, 169 ,171 , 
172, 173

M itchell, L isa and Eugenia G eorges 98, 
118, 119 

M odernity, and late m odernity
expert system s in 4 0 ,4 8 , 6 5 ,6 5 -6  n 
1 0 ,267 ; reflexiv ity  in 48-50, 53, 61, 
177, 271 n  3; theories on 40-52, 53, 
175, 267 

M ontessori, M aria 160 n  16 

M orris, D avid  1 ,1 2 9 ,1 3 0  

M otherhood as a burden, suffering  in 
m otherhood 126, 126 n 7, 127, 135, 
140, 143, 146 ,171 , 171 n  25, 208 

M otherhood as a choice 3, 14, 98 

M otherhood-envy 28 n  16, 63, 63-4 n  7, 
86 n 3 1 ,1 7 1  

M othering
bodily  2, 3, 4, 3 0 ,3 1 , 33-7, 76 n 20, 
135 n 18, 171, 205, 2 1 8 ,2 2 3 ,2 2 6 ,
2 3 0 ,2 5 9 ,2 6 1 ; general 3, 29, 30, 35-6, 
3 7 ,4 0 , 76 n  20, 99, 135 n  18, 171, 176 
n  28, 177, 230; in B orgo 8, 10, 38, 39, 
79, 225, 232, 234, 239, 241, 252, 253- 
4, 258, 261; in Italy  36-40, 225 n  1,
2 2 6 ,2 5 1 , 253 n  23; patronising 
m others, bad  m othering 97 n  1, 225, 
2 2 9 ,232-4 , 239, 241-2, 261-3. See 
also Feeding 

M others, m otherhood, and w om anhood 
in  anthropology 29 n  17, 30 n  21; in 
C atholicism  28, 38, 64, 126 n  7, 130- 
1 ,173 , 232, 253; in psychoanalytic 
theory 28, 28 n  16, 63 n  7

N atural b irth  8, 1 2 ,1 8 , 24, 45, 45 n  36, 
50, 51, 54-8, 60, 61, 62, 63, 68, 69, 70,

7 8 ,1 3 4 , 135, 135 n  18, 136, 154 n  7, 
158, 160, 161, 165, 170, 172, 173,
176, 177 ,2 1 6 , 263; conscious partic i
pation  in 57, 133, 160-4, 207; in 
Borgo 58, 73, 78, 94, 10 8 ,1 2 4 , 125 n  
4, 134, 142, 180, 183, 185, 197, 206-8, 
211, 215, 218, 222; obstetrical in ter
vention in 56-7, 178, 207 

N ew  R eproductive Technologies (NRT) 
270, 270 n  2 

N on-stress cardiotocography. See 
Electronic Foetal M onitor

O akley, A nn 1, 54 n  2, 83 n  28, 86, 88, 
99, 100, 101 

O bstetrical practice
as a  social construct 53, 58-9, 178, 
181, 223; as an art 59; as harm ful 18; 
as ritual 6 0 ,1 8 9 ; tim e lag in  59; 
variations in 6 0 ,1 8 1 ,1 8 2 , 222-3. See 
also R isk

O bstetric press. See K risteller m anoeuvre 

O chs, E linor 245

Odent, M ichel 75, 75 n  19, 90 n  38, 136, 
160-3, 164, 165 ,1 7 7 , 178, 179,241 

O xytocin 57, 160 n  1 5 ,195-7 , 205 n  24, 
2 0 6 ,2 1 2 ,2 1 3 ,2 1 5 ,2 3 1

Pain  in  childbirth
and pharm acological pain  re lie f  in 
biom edicine 57, 58, 69-70 n  14, 94, 
127, 127-34, 14 1 ,1 4 2 , 144, 145, 147, 
179, 266; as m eaningful 130, 135-6, 
146, 164, 175, 178, 222; as repro
ductive politics 128-9, 132-4, 135 n  
18, 140; in  the  B ible  127, 130 ,1 4 3 ; in 
psychoprophylaxis 63, 67, 68, 69, 70, 
70-1 n  16, 78, 79, 130-1, 136, 139,
146, 148, 165, 166 n  20, 169, 171; in 
relation to agency in b irth ing  152, 
154-5, 155, 164, 175, 178 ,222 ; 
traditional know ledge o f  26, 6 8 ,1 2 8 . 
See also Fear; and M otherhood as a 
burden

Pain in  childbirth  in Borgo
biom edical m anagem ent o f  11, 78,



122, 127, 134 ,140-5 , 147, 190 ,211; 
docto rs’ opinions o f  108, 123-4, 125 n  
4, 134, 141, 142-3, 144, 146, 203 ,2 0 7 , 
212; lay w om en’s opinions o f  90,
111, 124, 134, 142, 144, 146, 154-5, 
169, 186, 190 ,192-3 , 197, 2 0 3 ,2 0 6 , 
208, 213, 214, 217, 237, 241-2; m id
w iv es’ opinions o f  8 1 ,1 4 1 , 143-4,
197, 200, 203, 233 n  7. See also Fear 

Patient-doctor relationship 24-5, 63, 107-
8, 124

Patrizia, m idw ife in B orgo 87, 88, 143, 
181, 185, 187,201 n  19, 220, 247 

Phillips, C eleste 157 n  11, 188 

Physiological birth. See N atural birth  

P iscicelli, U m berto 79, 85, 86, 86 n  31, 
91, 91 n  39, 92, 140, 150 n  2 ,1 6 6 ,
167, 168, 169, 171, 172, 173,271 

Pithiviers, French b irth  clinic 16 0 ,1 6 0  n  
16, 161

Pizzini, F ranca 85, 97 n  1, 131, 144, 146 
n  24, 182-3 

Poovey, M ary 127 n  8 ,1 3 0  

Pope Paul V I 173 

Pope P ius X II 130 

Prenatal care
as reproductive politics 99, 101 n  5,
102-3; developm ent o f  11, 98, 99- 
102, 104 n  7, 109, 120, 270; in Italy 
45-6 n  37, 89 ,1 0 3 -5 ; in  other 
countries 110, (G erm any), 88, 104 n
9, 106-7 (Sw eden), 109, 110, 192 n  13 
(U SA ); technologisation o f  98, 101; 
w om en in relation to 18 n  6, 31, 117, 
121, 230. See also Borgo hospital, 
prenatal care in

Prenatal diagnostics 1 6 ,1 0 9 ,1 0 9  n  13, 
110, 111, 112, 113, 114, 121 

Psychoprophylaxis. See B irth  preparation 

Pudore, m odesty  83, 87, 9 5 ,1 2 0

R aphael, D ana and F lora D avis 2 2 6 ,2 3 1 , 
231 n  6 

Rapp, R ayna 112

RA T-m ethod, R A T-technique, and RA T- 
course 78, 78 n  22, 79, 80 n  23 &  24,

123 n  1 ,1 2 6 ,1 4 0 , 141, 141 n  2 2 ,1 4 3 , 
14 8 ,1 5 0  n  2, 153, 165-73, 175, 176, 
177, 208, 215, 223, 249, 251, 2 5 2 ,2 5 8  

Regalia, A nita
on b irth  m anagem ent in Italy  103-4; 
on fear in  obstetrical p ractice 4 5 ,1 9 8  

Rhodes, L om a A m arasingham  42 

Risk
estim ation o f  44, 58, 127, 141, 145, 
264-5; high risk  pregnancy 44, 45, 97, 
100, 100 n  3 ,1 0 6 , 222; in  b irth  pre
paration  discourse 145; in  caesarean 
section b irth  209; in form ula feeding 
36 n  25, 225; in m anagem ent o f  birth 
16, 45-6 n  37, 160 n  15, 188 ,191 , 193, 
194, 195, 198, 199 ,2 1 0 , 268; in p re
natal care  16; o f  b irth  injuries 137, 
137-8 n  19, 216; o f  dying 43; ‘w orst 
case scenario ’ 100 n  4, 264 

R IT A -m ethod 78 n  22, 80 n  24 

R oom ing-in 6 n  2, 59, 234 n  8 ,237-40 , 
241

R ooting reflex 241 

R uddick, Sara 37, 138, 144 

R yding, E lsa L ena 209 n  26

Scully, D iana 45 n  35, 50, 142 

Sexual education  in Italy  82, 82 n  27,
143 n  23

Social relationship betw een adult and 
infant. See B onding 

Soranus o f  Ephesus 68, 227, 227 n 4, 
2 2 8 ,2 3 0 , 243 n  15 

Stockholm
childbirth  care in  7, 22 n  9 ,1 5 6  n  9, 
158, 211 n  27; health  conferences in 
59, 267 n  1 

Stress test. See E lectronic Foetal M onitor 

Suffering in  childbirth  or in m otherhood.
See M otherhood as a  burden 

Sw edish biom edical discourse, am bi
guities in
regarding fem ale agency in birthing 
158, 159, 174 

Sw eden, Sw edish
abortion in 102 n  6, 116 n  15;



biom edical discourse 52, 5 4 ,6 2 , 63, 
6 5 ,1 1 7 , 153 n 6, 157-8, 159, 1 5 9 η  13, 
1 6 4 ,1 7 0 ,1 7 4 , 240 n  14; b irth  pre
paration 83 n  28, 88 n  34, 148; child
birth  care in 7, 22 n  9, 49 n  41, 104 n 
9, 1 0 6 -7 ,1 1 3 ,1 1 6  n  15, 137 n  19, 170, 
170 n  24, 190 n  9, 194, 202 n  22, 209 
n  26, 211 n  2 7 ,2 1 8  n  3 1 ,2 2 2 ,2 3 8  n 
1 1 ,2 4 0  n  14; feeding discourse 226 n 
2, 2 2 9 ,2 4 8 ,2 6 2 ; ideas on m ale parti
cipation in childbirth  83 n  28, 84-5, 
88, 90, 90 n  37 & 38; m idw ives in, 
and professionalisation in 104 n  8,
132 n  16, 158, 163, 170, 185 ,222; 
pain, fear, and pain  re lie f  policies in 
123 n  1, 132 n  16, 133-4 n  17, 179; 
w om en’s experiences o f  b irthgiving 
86-7, 151, 154, 190 n  9 ,1 9 9  n  18

Thom assen, P eter 22 n  9, 90 n  38 

Tokology. See B irthgiving, discourses on 

‘Traditional w estern E uropean child
b irth’
as a collective fem ale ritual 21; as a 
fem ale arena 20, 21, 26; as a fem ale 
life crisis event 21; assistance in 20, 
21, 22; fem ale know ledge in 20, 26-7, 
156; history  o f  17-28; m asculinisation 
o f  2 1 ,2 3 , 24; naturalist im age o f  the 
w orld in 20; rom anticising 18, 18 n  5, 
21

Transition to m otherhood. See 
Birthgiving 

Treichler, P au la  149-50 

Triolo, N ancy  104 n  8 

T rotula de R uggiero, o f  Salem o 24 n  12, 
68, 128 n  10 

‘Tw ilight sleep’ 132 ,133  

Tw o-patient m odel 15 ,16 , 17, 98, 98 n 
2, 101, 114, 121, 1 5 5 ,2 6 8 ,2 7 0

U ltrasound, and ultrasonography 7, 44, 
54, 80 n  24, 97, 106, 107, 110, 112, 
113 ,113  n  14, 114-20, 121, 178, 197, 
2 1 0 ,2 1 4 , 267, 269, 270 

U nassisted childbirth  22, 22 n  10

V acuum  extractor, ventouse 44 , 5 7 ,6 0 , 
104 n  9 ,2 1 0 ,2 2 3  

Vegetti P inzi, S ilvia
on fem ale b irth  tales 27; on  innate 
know ledge in  birthgiv ing 156 

V irgin M ary, the 11, 123, 125, 126, 126 
n  6, 144, 147 ,228-9 , 243, 261 

Vizi, w him s 254

W agner, M arsden 49, 60-1, 113 ,209 , 
231

W estern, use o f  term  2 ,2  n  1

W et nurse 226, 227, 228

W ijm a, B arbro  107-8

W orld H ealth  O rganization 60, 207, 209

Y oung, Iris M arion  187-8

Z etterqvist, K irsten  G rönlien 163 ,164 , 
165, 175, 178, 179 

Z iehe, Thom as 49 

Z ola 16



Stockholm Studies in Social Anthropology

1. Caymanian Politics: Structure and Style in a Changing Island Society by Ulf Hannerz. 
1974.

2. Having Herds: Pastoral Herd Growth and Household Economy by Gudrun Dalii and 
Anders Hjort. 1976.

3. The Patron and the Panca: Village Values and Pancayat Democracy in Nepal by Bengt- 
Erik Borgström. 1976.

4. Ethnicity and Mobilization in Sami Politics by Tom Svensson. 1976.

5. Market, Mosque and Maffaj: Social Inequality in a Yemeni Town by Tomas Gerholm. 
1977.

6. The Community Apart: A  Case Study o f  a Canadian Indian Reserve Community by 
Yngve G. Lithman. 1978 (Available from the Univ. of Manitoba).

7. Savanna Town: Rural Ties and Urban Opportunides in Northern Kenya by Anders 
Hjort. 1979.

8. Suffering Grass: Subsistence and Society ofW aso Borana by Gudrun Dahl. 1979.

9. North to Another Country: The Formation o f  a Suryoyo Community in Sweden by 
Ulf Björklund. 1981.

10. Catching the Tourist: Women Handicrañ Traders in the Gambia by Ulla Wagner. 
1982.

11. The Practice o f  Underdevelopment: Economic Development Projects in A Canadian 
Indian Reserve Community by Yngve G. Lithman. 1983.

12. Evil Eye or Bacteria: Turkish Migrant Women and Swedish Health Care by Lisbeth 
Sachs. 1983.

13. Women o f  the Barrio: Class and Gender in a Colombian City by Kristina Bohman. 
1984.

14. Conflict &  Compliance: Class Consciousness among Swedish Workers by Mona 
Rosendahl. 1985.

15. Change on the Euphrates: Villagers, Townsmen and Employees in Northeast Syria by 
Annika Rabo. 1986.



16. Morally United and Politically Divided: The Chinese Community o f  Penang by Claes 
Hallgren. 1987.

17. In the Stockholm Art World by Deborah Ericson. 1988.

18. Shepherds, Workers, Intellectuals: Culture and Centre-Periphery Relationships in a 
Sardinian Village by Peter Schweizer. 1988.

19. Women at a Loss: Changes in Maasai Pastoralism and their Effects on Gender 
Relations by And Talle. 1988.

20. 'First we are People...': The Koris o f  Kanpur between Caste and Class by Stefan 
Molund. 1988.

21. Twenty Girls: Growing Up, Ethnicity and Excitement in a South London Microculture 
by Helena Wulff. 1988.

22. Left Hand Leñ Behind: The Changing Gender System o f  a Barrio in Valencia, Spain 
by Britt-Marie Thurén. 1988.

23. Central Planning and Local Reality: The Case o f  a Producers Cooperative in Ethiopia 
by Eva Poluha. 1989.

24. A Sound Family Makes a Sound State: Ideology and Upbringing in a German Village 
by Karin Norman. 1991.

25. Community, Carnival and Campaign: Expressions o f  Belonging in a Swedish Region 
by Ann-Kristin Ekman. 1991.

26. Women in a Borderland: Managing Muslim Identity where Morocco meets Spain by 
Eva Evers Rosander. 1991.

27. Responsible Man: the Atmaan Beja o f  North-Eastern Sudan by Anders Hjort of Ornas 
and Gudrun Dahl. 1991.

28. Peasant Differentiation and Development: The Case o f  a Mexican Ejido by Lasse 
Krantz. 1991.

29. Kam-Ар or Take-off: Local Notions o f  Development. Edited by Gudrun Dahl and 
Annika Rabo. 1992.

30. More Blessed to Give: A  Pentecostal Mission to Bolivia in Anthropological Perspective 
by Göran Johansson. 1992.

31. Green Arguments and Local Subsistence. Gudrun Dahl (ed). 1993.



32. Veils and Videos: Female Youth Culture on the Kenyan Coast by Minou Fuglesang. 
1994.

33. Apple World: Core and Perìphery in a Transnational Organizational Culture by 
Christina Garsten. 1994.

34. Land is Coming Up: the Burunge o f  Central Tanzania and their Environments by 
Wilhelm Östberg. 1995.

35. Persistent Peasants: Smallholders, State Agencies and Involuntary Migration in 
Western Venezuela by Miguel Montoya Diaz. 1996.

36. Progress, Hunger and Envy: Commercial Agriculture, Marketing and Social 
Transformation in the Venezuelan Andes by Monica Lindh de Montoya. 1996.

37. Shunters at Work: Creating a World in a Railway Yard by Birgitta Edelman. 1997.

38. Among the Interculturalists: An Emergent Profession and its Packaging o f  Knowledge 
by Tommy Dahlén. 1997.

39. Shamanic Performances on the Urban Scene: Neo-Shamanism in Contemporary 
Sweden by Galina Lindquist. 1997.

40. Cherished Moments: Engaging with the Past in a Swedish Parish by Bengt-Erik 
Borgström. 1997.

41. Forests, Farmers and the State: Environmentalism and Resistance in Northeastern 
Thailand by Amare Tegbaru. 1998.

42. Pacific Passages: World Culture and Local Politics in Guam by Ronald Stade. 1998.

43. Under One Roof: On Becoming a Turk in Sweden by Judith Narrowe. 1998.

44. Ambiguous Artefacts: Solar Collectors in Swedish Contexts. On Processes o f  Cultural 
Modiñcaúon by Annette Henning. 2000.

Distributed by Almqvist 8c Wiksell International





HIS A N T H R O PO L O G IC A L  STUDY deals with 
how medical experts in Borgo, a northern Italian 
town, look at pregnancy and birth and the 
practical models they provide for how these 
should be carried out. H ow  do the experts define 
the space given to w om en’s agency and how do 
they evaluate w om en’s experiences? H ow  are their 
models negotiated between themselves and w ith 
the lay wom en that are their patients?

The book addresses the issue w hether Western 
wom en as a category have been marginalised from 
birth as a personal experience and object o f 
knowledge.
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