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1. SUMMARY OF THE PROJECT’S AIMS 

Pregnancy and childbirth in every society reflect societal values. During the last century (in 

Slovenia after World War II), medicine, medical interventions, and medical technology 

became indispensable elements of societal control over these otherwise natural 

phenomena. Based on Conrad and Schneiders’ (1992) sequential model of medicalization, 

we can confirm that in Slovenia both pregnancy and childbirth are fully medicalized. This 

raises three questions that need to be answered: 

 How do women experience and accept medicalization through their own pregnancy 

and birth experiences and what is their relationship towards natural childbirth? 

 How do medical staff working in obstetrics clinics perceive and experience the 

medicalization of pregnancy and childbirth and what is their attitude to natural 

childbirth? 

 What is the extent of the medicalization of childbirth in Slovenia in comparison with 

other countries? 

 

The purpose of the research project (as part of a doctoral thesis) was, by using a mixed 

methods approach, to extend the range of social science research on the medicalization of 

pregnancy and childbirth in Slovenia and simultaneously encourage wider social debate on 

the prevailing birth practices – what these practices mean to women and what these 

practices represent to healthcare workers. “To hear” one another gives the research an 

applicative tone which in turn offers the opportunity to change the dominant birth practices 

that are perceived as traditional and are not evidence-based. 

2. THEORETICAL/CONCEPTUAL FRAMEWORK 

Childbirth is an important event in every society; biologically, of course, but also culturally 

and sociologically. This importance reflects broader sociological values and, through them, 

everything that society values most: the course of childbirth is inextricably bound to the 

development of society. In pre-20th century Western societies, childbirth was thought of as a 

natural event. The course of childbirth was determined by natural forces and medical 

procedures were not required or, if they were, it was in a small minority of cases. Home 



4 

delivery was particularly prevalent in rural environments and resulted in a higher percentage 

of maternal and perinatal deaths (Barker, 1998; Zwelling, 2008). At the end of the 19th and 

beginning of the 20th centuries, coinciding with the advancing industrial revolution, 

obstetrics became increasingly important within medical science. The development and 

function of the medical profession was based on a biomedical model which presupposed 

there was a biophysical explanation that could be objectively defined for every disease. Due 

to the high rate of mortality among mothers and newborns, the medical profession 

intervened in both determining, in effect, that natural processes were risky and even 

pathological. Classified as such, they were subjected to control and monitoring, which 

inevitably led to intensified processes that could only be implemented within institutions 

(Behruzi et al., 2010; Zwelling, 2008).  

 

Childbirth in maternity hospitals in Slovenia became a common practice after World War II 

(Borisov, 1995). The midwife’s position was taken over by patriarchal and authority-based 

medicine, while breastfeeding was replaced by the development of milk formulas (Cahill, 

2001; J. Prosen & Prosen, 2011). Technology took on a larger role in the monitoring of 

pregnancy and childbirth, in the conviction that we can overcome or control nature with the 

help of technology. From that point of view, the 20th century was marked by drastic changes 

in childbirth practices and even the concept of pregnancy and childbirth in general, changes 

that were for the most part accepted by women. Physiological processes, pregnancy, and 

childbirth became medicalized. The body of the woman and the fetus within were under the 

control of medicine (Fox & Worts, 1999). 

 

In Slovenia, as in many other European countries, especially those under the control or 

influence of the former Soviet Union, childbirth became entirely medicalized. Even after the 

political regime changed, no moves were made to make childbirth more humane (Wagner, 

2007), although steps have been taken in the last decade to make perinatal care more 

woman-oriented. Trends towards more humane childbirth, that is to say closer to natural 

childbirth, are the result of the advocacy of doctors, midwives, and women who wish to 

change the way women give birth in today’s society. Despite that, the truth about what is 

good and what is not lies somewhere between medicalized and “natural”.  
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The theoretical/conceptual framework was published in the journal article Sociological 

Conceptualization of the Medicalization of Pregnancy and Childbirth: The Implications in 

Slovenia (M. Prosen & Tavčar Kranjc, 2013). 

3. METHODS, PROCEDURES, AND SAMPLING 

The research design is based on a mixed methods approach. Within the qualitative 

framework, we follow constructivism and the interpretative model and, while using 

quantitative methodology, positivism and the deductive-nomological model. The methods 

chosen for the qualitative part of the research were the narrative method, and 

phenomenology and secondary data analysis for the quantitative part.  

The study was approved by the University Senate of the University of Maribor (number DR 

11/2014/428-DM, 28.1.2014) 

Narrative method 

Narratives are socially constructed stories. Narratives are not records of events, but 

representations of a series of events (Matthews & Ross, 2010). The narrative method allows 

the researcher to approach the interviewee’s experiential world in a more comprehensive 

way, with this world in itself being structured (Flick, 2002, p. 96).  

Description of the sample 

A stratified purposive sample of women who had given birth in Slovenia was applied. The 

following criteria were established: elapsed time since childbirth (no more than 3 years), the 

method and type of delivery (spontaneous labor, episiotomy, caesarean section, vacuum 

extraction), and the number of births (primiparous/multiparous). Guidelines on the 

necessary sample size in qualitative research were considered, in particular the concept of 

saturation (Mason, 2010). 

 

The sample included 19 women whose average age was 29.05 years (SD = 5.42). The oldest 

was aged 39 years and the youngest 20 years; 63.2% of the participants lived in rural areas 

and 36.8% in urban areas. Most participants had completed secondary education (47.4%). 

There were 42.1% of primiparous women (42.1%) and 57.9% of multiparous women in the 
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sample. Most of them had given birth in hospital (94.7%). One participant had given birth in 

a health center. The first delivery had in 42.1% of cases been completed with a Caesarean 

section, 36.8% had given birth spontaneously and 21.1% had had an episiotomy. At the 

second childbirth, a Caesarean section was performed in 26.3% of cases, an episiotomy was 

done in 10.5% of cases and 21.1% had given birth spontaneously. 

Description of the research instrument 

The data were collected by using a narrative interview. A semi-structured form of the 

narrative interview was applied (Flick, 2002).  

Description of the research procedure and data analysis 

Potential participants were invited to participate whereupon they were informed about the 

aims and objectives of the research, the methods used and the sample inclusion criteria. 

They were also asked to invite other women (“the snowball method”). The interviews were 

conducted in January 2014 in a place of their own choosing. On average, the interviews 

lasted about 30 minutes. Women who had agreed to participate were asked to sign an 

informed consent form. Each interview was tape-recorded and none of the participants 

objected to that. 

 

The data were analyzed using NVivo ver. 10 (ORS International, Victoria, Australia). A 

thematic and partially structured content analysis was performed. After the transcripts were 

transferred into a computer program, the text was coded, categorized and finally themes 

were formed.  

Phenomenological study 

Phenomenology is a philosophical method of inquiry. Its purpose is to describe experiences 

(or phenomena) as they are lived  in phenomenological terms, to capture the “lived 

experiences” of study participants (Burns & Grove, 2009; Steen & Roberts, 2011).  

Description of the sample 

A nonprobability, purposive sample of healthcare workers employed in obstetrics clinics 

(midwives, obstetricians) was applied. This type of sampling permits the selection of 
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interviewees whose qualities or experiences permit an understanding of the phenomenon in 

question and are therefore invaluable (Robinson, 2006). The sample included 19 

participants, 16 midwives and 4 obstetricians.  

 

The average age of the participating midwives was 40.13 (SD = 9.40) years. The youngest was 

aged 24 years and the oldest 58 years. Most of them (56.32%) had finished the first-cycle 

professional higher education study program Midwifery, five (31.3%) had finished the 

secondary vocational education program Midwifery and one (6.3%) held a master’s degree 

in Midwifery. The average length of service of the midwives was 10.38 years (SD = 11.34). All 

participants had active experience in the management of childbirth. At the time the 

interviews took place, the majority of them (93.8%) were working in a maternity clinic. The 

midwives included in the study work in four different clinical settings.  

 

The average age of the participating obstetricians was 41.25 (SD = 6.85) years. The sample 

included three males and one female doctor of medicine. Three had finished a residency in 

gynecology and obstetrics and one was then finishing their residency in that specialty. The 

average length of service of the obstetricians was 12.75 (SD = 8.84) years. Three of the 

participants work in the same clinical setting. 

Description of the research instrument 

The data were collected using semi-structured interviews. This format allows the researcher 

to keep some control over the content and process during the interview (Steen & Roberts, 

2011). 

Description of the research procedure and data analysis 

Some of the potential participants were personally invited to participate and at the same 

time informed about the aims and objectives of the research and methods used. They were 

also asked to invite other healthcare professionals (“the snowball method”) to participate. 

The interviews were conducted in August 2014 and January 2015 with the midwives and 

with the obstetricians in March and April 2015 at a place of their own choosing. On average, 

the interviews lasted about 25 minutes. All who agreed to participate were asked to sign an 

informed consent form. Each interview was tape-recorded and none of the participants 
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objected to that. All participants were invited to review the final results of the 

phenomenological study, as suggested by Colaizzi (1978). As a result, seven midwives and 

two obstetricians confirmed their further collaboration. 

 

The data obtained with phenomenology were analyzed in accordance with the process 

suggested by Colaizzi (1978) where in the last phase of this process the investigator returns 

to the participants with the results to check their trustworthiness. This method is common in 

phenomenological studies exploring women’s health. The data were analyzed using NVivo 

ver. 10 (ORS International, Victoria, Australia). 

Secondary data analysis 

Secondary data analysis involves studying data previously collected in another study. In this 

case, data are reexamined with the use of different statistical analyses from those previously 

used. This design allows investigators to examine questions related to the data that were not 

originally posed (Burns & Grove, 2009).  

Description of the sample 

The convenience sample of countries was primarily based on the completeness, 

comparability, credibility, and accessibility of data. Besides the Republic of Slovenia, the 

Kingdom of Norway and the Republic of Finland supplied the requested data. Perinatal 

statistics included data collected between during 2000 and 2012.  

Description of the research instrument 

In order to obtain the selected perinatal statistics data applications were forwarded in the 

period between March and May 2015 to numerous statistical offices which collect perinatal 

statistics. Besides the National Institute of Public Health of the Republic of Slovenia, the 

Norwegian Institute of Public Health and the Finnish Institute for Health and Welfare 

positively responded. Other countries only had partial data or data incompatible with 

Slovenian data, some countries refused to provide information; others did not respond to 

the request for cooperation. 
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To ensure comparability of the data, the statistical classification systems and code lists 

associated with the collection of perinatal statistics were reviewed. All countries involved 

were asked to provide selected perinatal statistics in line with existing classifications and 

code lists for the period between 1991 and 2013. The received data for Slovenia included the 

period between 1991 and 2012, the data for Norway the period from 1999 to 2013 and the 

data for Finland the period from 1991 to 2013. In view of the completeness of the data, the 

period from 2000 to 2012 was chosen for further analysis. 

Description of the research procedure and data analysis 

The statistical data were distributed by the institutions in a Microsoft Excel file, which is part 

of the Microsoft Office software. The process of working with data for the secondary analysis 

followed the recommendations for the management of primary data (Mongan, 2013; Smith, 

2008). A copy of the received data was stored as the original file. The analysis was based on 

copied files. The data were initially screened several times with the intention to make an 

impression of their quality, coherence, and completeness (missing data). In terms of 

interpreting the data, it was necessary to take into account that in some cases the data 

overlapped. The individual data groups were in terms of content organized in a way that 

clearly illustrates the affiliation to the respective indicator of the medicalisation of childbirth; 

e.g. the indicator "stimulation of labor" included the two most common methods, namely 

"oxytocin" and "artificial rupture of the membranes". Analysis was performed using the 

Microsoft Excel program, which is part of the Microsoft Office 2010 software package and 

the SPSS ver. 20 (SPSS Inc., Chicago, IL, USA). At the beginning, statistical coefficients for 

individual indicators (per 1,000 births) were calculated. Consecutively, several ways of 

establishing an index (aggregation, simple average value, weighted average value, the 

arithmetic mean of standardized values) were performed. However, the most appropriate 

method seemed to be the method of geometric means1. With the aim of further exposing 

the time dynamics of medicalization a fixed-base index2 was created with the selected year 

being 2000. The index’s internal consistency was verified using Cronbach's alpha coefficient, 

which for the nine indicators included was 0.672. Based on the literature review (DeVellis, 

2012), it can be assumed that this value is acceptable for the creation of a composite index.  

                                                      
1
 𝐺𝑦 =  √𝑦1 ∗  𝑦2 ∗ … .∗ 𝑦𝑛

𝑛  

2
 𝐼𝑗

0⁄  
= 100 ∗

𝑌𝑗

𝑌0
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4. SUMMARY OF THE FINDINGS 

The narrative analyses identified four major themes (Table 1). The first theme “Childbirth 

practices, beliefs and traditions embedded in the institutional childbearing” was regarding 

the number of references by far the most powerful (fr = 356). The second theme “Pregnant 

women’s responses on monitoring and detection of deviance” (fr = 158) was followed by 

“Representations of motherhood” (fr = 145) and “Autonomy in decision-making” (fr = 73).  

Table 1: Quantitative and hierarchical description of the results of the narrative thematic analysis 

Theme/category/subcategories 
Sources 
(n=19) 

References 
(fr) 

CHILDBIRTH PRACTICES, BELIEFS AND TRADITIONS EMBEDDED IN THE 
INSTITUTIONAL CHILDBEARING 

19 356 

Support system 17 84 
Support provided by healthcare workers 17 63 
Support provided by partner at birth 14 21 

Caesarean section as a method of giving birth 11 83* 
Caesarean section – childbirth practices 7 14 
Caesarean section – well-being 6 13 
Caesarean section – attachment 7 10 
Caesarean section – beliefs 6 10 
Caesarean section – fear and declining 4 9 
Caesarean section – anesthesia 5 8 
Caesarean section – comparison with natural childbirth 5 8 

Routinization of childbirth practices and rituals 19 64* 
Movement during labor 13 21 
Enema 13 15 
Food and beverages consumption during labor 7 8 
Shaving 7 7 
Pelvic examination during labor 1 2 

Technification of childbirth 16 50* 
Stimulation/induction of labor 11 18 
Cardiotocography 7 8 
Episiotomy 5 7 

(Non)Acceptance of childbirth pain 15 43* 
Methods of relieving pain during labor 10 16 
Untreated labor pain 5 7 

The impact of institutional and professional differences 13 32 
Differences in bedside manner 7 12 
Differences among maternity clinics 8 10 
Differences in medical doctrine 7 10 

PREGNANT WOMEN’S RESPONSES TO MONITORING AND DETECTION OF 
DEVIANCE 

19 158 

Experiencing pregnancy 19 107* 
Pelvic examination in pregnancy 14 20 

continues 
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continued 

Theme/category/subcategories 
Sources 
(n=19) 

References 
(fr) 

Ultrasound in pregnancy 11 19 
Discovered problems during pregnancy 11 13 
Childbirth planning 8 12 
Decision to participate in antenatal screening 11 12 
Participation in organized health education classes 5 7 
Hospitalization during pregnancy 6 6 

Dilemmas and desires related with natural childbirth 19 51 
Choosing place of childbirth 19 27 
Considering natural childbirth 12 24 

REPRESENTATIONS OF MOTHERHOOD 19 145 
Unforgettable stories and images of childbirth 17 60 

Breastfeeding 15 21 
Beginning of labor 12 16 
Hospitalization in early postpartum period 7 10 
Emotions during labor 4 7 
Rooming-in 5 6 

Reliving childbirth 19 46 
Advices for future generations of birthing women 16 22 
Reflection and evaluation 14 24 

Personal and media created representations of motherhood 19 39 
The impact of first childbirth experience (marked future childbearing) 13 22 
Media influence on forming views and beliefs of women 15 17 

AUTONOMY IN DECISION-MAKING 17 73 
Decision-making during labor 12 32 
Insufficient information during pregnancy and/or childbirth 9 16 
Decision-making in early postpartum period 8 14 
Decision-making before beginning of labor 6 11 

n – sample size; fr – references frequency; * – includes supplementary references which were added with the 
direct inclusion to mother category or coding “in vivo” and subsequent aggregation into categories  
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Phenomenological analysis following the Colaizzi (1978) method yields 12 thematic cluster 

groups (Table 2) through which the midwives described their “lived experience” while 

following pregnancy and childbirth in clinical settings. 

Table 2: Quantitative and hierarchical description of conceptual structural elements – midwives 

Cluster groups 
Sources 
(n = 16) 

References 
(fr) 

DEFINITION OF MEDICALIZATION PHENOMENA 16 77 
Among health professionals (midwives), there is awareness that the 
medicalization of childbirth is not always necessary and is often a result of 
the demands/desires of women and yet it could be reduced by taking 
appropriate measures. 

12 29 

The medicalization of childbirth is described through the institutional 
control over woman, fetus and course of delivery, in which each delivery is 
recognized as a potential risk, which justifies the use of medical technical 
procedures/interventions and increases the involvement of the medical 
profession in childbirth. 

11 24 

Public opinion regarding medicalization is more or less negative and 
healthcare professionals (midwives) are aware of this. 

8 13 

Medicalization as a phenomenon is described in terms of pharmaceuticals, 
drug consumption, supervision and control, medicine doctrine and routine 
that is present in institutionalized clinical settings. 

9 11 

NATURAL CHILDBIRTH 16 72 

A conversation with a woman who wants a natural birth is the basis for a 
compromise between the expressed wishes and valid doctrine and also for 
creating a sense of security. 

11 21 

Most midwives report a positive experience with women who decided to 
have a natural childbirth in a clinical setting for which interpersonal 
contact and trust is needed. 

10 15 

Some health professionals (midwives) have a negative attitude to the 
actions and ideas of childbearing women who decide on a natural 
childbirth in a hospital, which may be reflected by the use of terms that 
distinguish these women from other women in labor. 

7 11 

Natural childbirth is defined through a woman’s confidence in her body 
and the perception of childbirth and contractions as a natural thing. 

6 8 

For a positive birth experience, childbearing woman must recognize for 
themselves when a natural childbirth is no longer possible to allow the 
introduction of medical interventions, although many of them do not know 
how to explain their desires (decisions). 

6 7 

The proportion of childbearing women who want a natural childbirth 
differs between clinical settings. 

4 6 

Women who want a natural childbirth see a safety net in institutionalized 
childbirth; however, their choice of maternity hospital depends on the 
possibilities offered in connection with the natural childbirth and their 
flexibility. 

4 4 

PLANNED CHILDBIRTH OUTSIDE A HOSPITAL 16 60 
continues 
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continued 

Cluster groups 
Sources 
(n = 16) 

References 
(fr) 

The midwives believe that planned childbirth outside a hospital can be a 
wonderful event, but without comprehensive legal and professional 
measures it represents a danger to the health of the mother and the 
newborn. 

15 25 

The management of planned childbirth outside a hospital should be 
performed by experienced, qualified, and registered healthcare 
professionals who are aware of childbirth complications. 

8 14 

Adjustments to the clinical environment and the transfer of certain 
competencies to midwives would be a compromise between giving birth in 
clinical settings and outside hospital. 

7 11 

Society and healthcare professionals have a negative attitude to women 
who decide to give birth outside hospital, so it may well happen that when 
in contact with them women try to show it as an unplanned childbirth. 

5 6 

The proportion of pregnant women who decide or will decide on giving 
birth outside hospital is and will never be substantial and yet women who 
decide for such a kind of childbirth have to consider all the aspects of 
childbirth outside a hospital and accept the related risks.  

4 4 

CHILDBIRTH PRACTICES 15 58 

Practices surrounding childbirth are assuming new forms but their 
presence in clinical practice is still conditioned by the existence of 
inadequate organization. 

12 29 

Individualized care is important, but the latter is often difficult due to 
understaffing and bureaucratization. 

6 14 

Existing childbirth practices are difficult to change when knowing the 
complications however some restrictions should not be so restrictive. 

6 13 

Childbearing women significantly contribute to changing the views of 
healthcare professionals on existing childbirth practices, although the 
existing practices are still often reflected in the behavior and activities of 
women. 

2 2 

CHILDBEARING WOMEN’S REQUEST/DESIRE FOR A CAESAREAN SECTION 16 57 

The proportion of childbearing women who request/desire a Caesarean 
section differs among clinical settings. 

13 23 

The emergence of pathological fear is associated with a prior negative 
childbirth experience, a modern lifestyle and a lack of interpersonal 
communication, which is reflected in women’s requests/desires for a 
Caesarean section. 

12 19 

The approach of women who request/desire a Caesarean section is long 
term because they are not aware that a Caesarean section is a form of 
surgery like any other. 

10 14 

Women who express a request/desire for a Caesarean section are 
attributed with prejudices and stereotypes. 

1 1 

INCREASED RISK FOR A CAESAREAN SECTION DUE TO THE INFLUENCE OF 
FACTORS ON THE SIDE OF PREGNANT WOMEN AND ON THE SIDE OF 
HEALTHCARE PROFESSIONALS 

12 48 

continues 
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continued 

Cluster groups 
Sources 
(n = 16) 

References 
(fr) 

The growing number of Caesarean sections is also due to the more 
frequent use of medical technology and technical procedures, less 
experienced healthcare professionals (obstetricians) for the management 
of childbirth in cases of irregular presentation (breech) and a previous 
Caesarean section in medical history. 

10 21 

The number of Caesarean sections is also increasing because of a fear of 
lawsuits which affects some healthcare professionals more and others less.  

9 20 

The reasons for the rising number of Caesarean sections also stem from 
the modern lifestyle of women nowadays and their higher age at first 
childbirth. 

5 7 

THE IMPORTANCE OF BIRTH PLANS FOR THE DEVELOPMENT OF 
OBSTETRICS PRAXIS 

16 47 

The birth plans reflect the influence of the media and social movements, 
whereas written desires are often those which are common in everyday 
obstetrics practice. 

14 25 

The foundation of the ideal birthing plan is trust between a childbearing 
woman and her midwife (or obstetrician), which contributes to creating a 
positive birth experience. 

7 13 

The birth plan is realized to the extent that it is still safe for a woman and 
the fetus, but it often happens that at the beginning women often put 
aside set preferences due to a lack of understanding of the written 
content. 

6 9 

AUTONOMY AND RESPONSIBILITY OF CHILDBEARING WOMEN IN A 
MATERNITY CLINIC 

16 43 

Autonomy is important and related to the acceptance of accountability for 
decisions that women make. 

11 24 

The autonomy of childbearing women is important, yet it must be limited. 8 17 

The decisions taken by childbearing women are still accompanied by the 
influence of the medical authority.  

2 2 

CHILDBIRTH: PRESENT AND PAST 8 28 

Today, most mothers should gain knowledge about childbirth from their 
mothers since the practical side of parent education classes* is not as big 
as it once was. 

3 14 

Mothers were once more cooperative and did not burden themselves or 
think as much about pregnancy and childbirth or did not dare to express it. 

3 8 

In obstetrics practice today, we face two groups of childbearing women: 
those who want everything and those who want all natural, whereas both 
groups often base their experiences and expectations regarding the 
progress/outcome of childbirth on a comparison of the birth stories of 
other women. 

4 6 

THE IMPACT OF TECHNOLOGY ON PREGNANCY AND CHILDBIRTH 13 26 
continues 
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continued 

Cluster groups 
Sources 
(n = 16) 

References 
(fr) 

The use of technology is related to the safety of woman and the fetus, and 
therefore rarely declined, and to a sense of security that it gives healthcare 
professionals because of the presence of a fear of lawsuits and it is also a 
way which helps when understaffed. 

10 16 

The use of technology should be more rational than it used to be. 4 6 

The use of technology allows too great control over the 
pregnant/childbearing body and the fetus which can have negative, 
especially psychological side effects. 

4 4 

THE PRESENCE OF BIRTH COMPANIONS – DOULAS IN OBSTETRICS 
PRACTICE 

9 17 

The presence of birth companions (doulas) during childbirth is not 
necessary because they can rely on healthcare professionals, i.e. their 
presence affects the process of building trust between healthcare 
professionals (midwives) and a childbearing woman. 

5 8 

The presence of birth companions (doulas) is not seen as problematic as 
long as they do not interfere with the midwifery care and/or interfere in 
the decisions made by mothers, which for safety reasons cannot be fully 
realized. 

5 5 

Some midwives believe that a birth companion (doula) only accompanies 
women who have decided on a natural childbirth. 

1 2 

The benefit of the birth companion (doula) is the time that she has for in-
depth conversation with woman. 

1 1 

The presence of the birth companion (doula) at childbirth in an institution 
may be hidden. 

1 1 

PARTNER SUPPORT AT CHILDBIRTH 7 14 

Partner support at birth is significant, but only if his role is clearly 
presented to him and his attendance at childbirth is based on his own 
desires and needs. 

7 11 

Interaction between partners during labor reveals their interpersonal 
relations and may, in the case of a genuine relationship, strengthen their 
bond. 

3 3 

n – sample size; fi – reference frequency; * in Slovenia future parents attend a School for Future Parents which 
consists of several different courses, most commonly Prenatal class and Preparation for birth class. 
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Phenomenological analysis following the Colaizzi (1978) method yields in the case of the 

obstetricians 11 thematic cluster groups (Table 3). 

Table 3: Quantitative and hierarchical description of conceptual structural elements – obstetricians 

Cluster groups 
Sources 
(n = 16) 

References 
(fr) 

REASONS FOR INCREASING THE NUMBER OF CAESAREAN SECTIONS 4 19 
The rising number of Caesarean sections which is set to further increase in the 
future (in particular in the group of women who have already had a CS) is 
related to factors among childbearing women and healthcare professionals, 
whereas both groups feel fear regarding a poor birth outcome which 
significantly contributes to decision-making on either side. 

4 19 

THE MEDICALIZATION OF PREGNANCY AND CHILDBIRTH IS DEFINED BY THE 
EXPERIENCE, KNOWLEDGE, AND APPROACH OF THE PHYSICIAN  

4 17 

The phenomenon of medicalization is described through the influence on 
natural processes, with the main accelerator of medicalization being the 
pharmaceutical industry whose strong influence on health and disease the 
public is not completely aware of. 

4 9 

The term "medicalization of pregnancy and childbirth" is often improperly 
interpreted since in this case "medicalization" is based on the experience and 
knowledge within institutional health care and along with this there is the 
recognition that natural childbirth is an event that does not require the 
excessive involvement of medicine. 

2 5 

The influence of the pharmaceutical industry in the specialty of gynecology 
and obstetrics is not as strong as one might expect; the approach of the 
doctor is much more defining. 

2 3 

THE ESTABLISHED CHILDBIRTH PRACTICES PERSIST FOR SAFETY AND 
PRACTICALITY REASONS 

4 16 

Some childbirth practices could, based on the available evidence, be 
abandoned or reduced in their strictness, especially when considering the 
desires of childbearing women, but it seems that their preservation is related 
to the interpretation of safety and convenience which consequently prevents 
rapid changes. 

4 16 

MULTIDIMENSIONALITY OF HOSPITAL-BASED NATURAL CHILDBIRTH 4 16 
Hospital-based natural childbirth is positive, acceptable, and the goal of 
obstetric practice, yet it seems that the proportion of women seeking this kind 
of childbirth is no longer increasing, which may mean that they sought an 
alternative elsewhere where the possibilities of natural childbirth are more 
tailored to their needs, which nowadays is also becoming a marketing niche. 

4 8 

Tolerance and acceptance of differences are important when we talk about 
childbearing women who say NO to certain established obstetrics practices. 
Nevertheless, disordered interpersonal relationships may occur which can be 
reflected in the names given to these women that distinguish them from 
others. 

3 6 

Childbearing women with a natural childbirth desire enter the clinical setting 
with certain expectations and desires which may due to an unpredictable 
childbirth process become unrealizable, making the women involved feel 
frustrated or express desires for more medicalized childbirth. 

2 2 

continues 
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HIGHWAYS AND BYWAYS OF ON-DEMAND CAESAREAN SECTIONS 4 16 
The desire/demand of women for a Caesarean section is influenced by the 
opinion of the personal gynecologist, although the expressed opinions of 
gynecologists and obstetricians about the increasing number of women in this 
group differs, which can also be seen in that some gynecologists in the eyes of 
women are identified as more perceptive to these requirements. 

4 9 

Women who desire/demand a Caesarean section often do so because of the 
presence of fear – defined through medical diagnosis as a pathological fear of 
childbirth, which brings with it an increased risk of complications during 
childbirth due to non-cooperation. 

1 4 

The approach to women who demand/desire a Caesarean section is long term 
and may include a medical examination by a specialist and a thorough 
discussion with a woman which is also a way to try to postpone her insistence 
on a Caesarean section. 

2 3 

A PLANNED CHILDBIRTH OUTSIDE A HOSPITAL IS NOT SAFE 4 15 
A planned childbirth outside a hospital is unregulated so in terms of the safety 
of the mother and the fetus it is unacceptable because it also raises the 
question of appropriate action in the event of complications. 

4 11 

Although the majority of pregnant women will not decide on a planned 
childbirth outside a hospital, the pregnant women who choose this option 
should not be condemned because the biggest burdens are carried by the 
health professional who encourages them.  

2 4 

THE REFUSAL OF MEDICAL PROCEDURES/INTERVENTIONS IS LIMITED 3 12 
The refusal of some established childbirth practices (e.g. shaving, enema) is 
not problematic. Meanwhile, a problem occurs with those practices which are 
perceived as necessary to ensure the safety of the woman and the fetus and 
for which a compromise is sought. 

3 7 

The number of childbearing women who refuse certain 
procedures/interventions and whose number is notably increasing in clinical 
settings come to these settings with already established interpretations which 
are hard to change and/or influence. 

3 5 

THE AUTONOMY OF CHILDBEARING WOMEN MUST BE LIMITED 3 11 
Although the decisions made by childbearing women are sometimes 
perceived as irrational and egoistic (where the health of the child is put aside), 
the autonomy of women remains important and yet limited, meaning that it is 
sometimes necessary to influence the decision-making process in which 
multiparous women have a much clearer picture of their desires/demands. 

3 11 

DESIRES EXPRESSED IN BIRTHING PLANS ARE NOW AN EVERYDAY PRACTICE 4 10 
Most of the desires expressed in the birth plan are acceptable and viable and 
also in today’s obstetrics practice quite common, although more or less 
identical birth plans appear. 

4 10 

DIFFERENCES IN THE QUALITY OF OBSTETRICS PRACTICE 4 10 
The obstetrics profession and the legislature (the state) are not sufficiently 
dealing with the issue of the rising number of Caesareans, as well as the 
causes, consequences, and protection of healthcare professionals, so the 
tolerance associated with a decision for a Caesarean section varies between 
professionals and is subjective. 

2 5 

continues 
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The quality of obstetrics practices can be monitored through a system of 
credible indicators (number of induction, spontaneous deliveries, number of 
caesarean sections, etc.) which point out significant differences in obstetrics 
practice between various clinical settings and show the influence of own 
beliefs, experiences, and interpretation of doctrine made by healthcare 
professionals. 

3 5 

(UN)CLEAR ROLE OF BIRTH COMPANIONS (DOULAS) 3 5 
The presence of some birth companions (doulas) is often considered negative 
due to their unclear role at childbirth when the partner is present and their 
interference in the relationship between the obstetrician and the woman, 
while some have been recognized as providing important support to 
childbearing women (or it seems that respecting the boundaries creates a 
positive image and crossing the boundaries a negative one). 

3 5 

n – sample size; fi – reference frequency 

Following the literature review, seven groups of indicators of the medicalization of childbirth 

were identified.  

Table 4: Indicators of the index of the medicalization of childbirth 

 
Group of indicators Selected indicators Included in the study 

1. Induction of labor Induction of labor Induction of labor 

2. Stimulation of labor 
Oxytocin Oxytocin 

   oxytocin 

   artificial rupture of membranes Artificial rupture of membranes 
Artificial rupture of 

membranes 

3. Number of episiotomies Number of episiotomies Number of episiotomies 

4. Analgesia during labor 
Epidural Epidural 

   epidural 

   analgetics (i.v.) 
Analgetics and inhalation Analgetics and inhalation 

   inhalation N2O 

5. Medication during labor 
Antibiotics Antibiotics 

   antibiotics 

6. Electronic fetal monitoring 
Electronic fetal monitoring 

(CTG) 
/* 

7. Number of operative completed childbirths 
Number of vacuum/ 

forceps births 
Number of vacuum/ 

forceps births 

  
 number of vacuum/forceps 

births 
Number of Caesarean sections 

Number of Caesarean 
sections 

   number of Caesarean sections 

* Not included due to data unavailability 
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Figures 1 and 2 present the dynamics of indicators of medicalization (per 1,000 births) at the 

beginning of the reference period (2000) and at the end (2012) between Slovenia, Norway 

and Finland. 

Figure 1: The dynamics of indicators of the index of the medicalization of childbirth in 2000 

 

1. – Induction of labor; 2. – Oxytocin; 3. – Artificial rupture of membranes; 4. – Episiotomy; 5. – Epidural; 6. – 
Analgetics/inhalation N2O; 7. – Antibiotics; 8. – Vacuum/forceps; 9. – Caesarean Section 
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Figure 2: The dynamics of indicators of the index of medicalization of childbirth in 2012 

 

1. – Induction of labor; 2. – Oxytocin; 3. – Artificial rupture of membranes; 4. – Episiotomy; 5. – Epidural; 6. – 
Analgetics/inhalation N2O; 7. – Antibiotics; 8. – Vacuum/forceps; 9. – Caesarean Section 

 

The values of geometric means of the indicators of the medicalization of childbirth in the 

year 2000 were 112 for Slovenia, 104 for Norway and 189 for Finland. After a 12-year period 

the value for Slovenia was 202, for Norway 123 and for Finland 246 (Figure 3).  
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Figure 3: Graphic presentation of geometric mean values for the indicators of the medicalization of 
childbirth, 2000–2012  

 

Figure 4 shows the time dynamics of the composite index of the medicalization of childbirth 

for the starting year 2000.  

Figure 4: Graphic presentation of the growth of the fixed-base index for 2000, indicators of the 
medicalization of childbirth 2000–2012 
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Compared to the year 2000, the rate of the medicalization of childbirth in Slovenia by 2012 

had increased by 80.3%, in Finland by 30% and in Norway by 18.3%. Although figure 4 shows 

the increased rate of medicalization in Slovenia it should be noted that the increase in 

growth, in comparison to Norway or Finland, can be a result of time lag. For example in 2000 

there were 2 epidurals per 1,000 births in Slovenia and by 2012 their number has increased 

48 fold (to 96 epidurals per 1,000 births). In 2000 there were in Norway 245 epidurals per 

1,000 births and in Finland 390. By the end of 2012 there were in Norway 321 epidurals per 

1,000 births and in Finland 482.  
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