
Birth Shock! Mini-film Festival and Symposium Exploring 

the Arts in Healthcare 
 

Executive Producer: Susan Hogan 

 

1.15pm Birth Shock! The Documentary (Running time c.35 

minutes). 
 

Giving Birth 

The way women give birth varies, but in many cultures there has been a 

strong move towards hospital births as customary. Today the overwhelming 

majority of births take place in hospitals, even if entirely normal. This 

means that women are taken into a medical environment. Once in the 

medical environment, women are more likely to be subject to ‘routine’ 

medical procedures, which would not be, or would be less likely to be 

implemented in the home. For example, so-called ‘routine induction’ is 

common, to precipitate and speed-up childbirth. It is justified to prevent 

‘bed blocking’, an insidious dehumanising euphemism that prioritises 

hospital timetables over letting the labour take its natural time – women 

vary and so do the length our labours. 

 

Routine induction is presented as a normal and usual procedure and its 

risks and benefits are rarely properly articulated and discussed with the 

labouring woman. Induction is linked to the likelihood of further medical 

procedures and higher levels of pain. Furthermore, women can be made to 

feel unreasonable if they decline offered interventions. However, induction 

is linked to an increased rate of episiotomy and Caesarean Section, which 

is a serious and life-threatening surgical procedure. Episiotomy is the 

cutting of the skin between the vagina and anus with surgical shears and can 

cause long-term discomfort and pain and short-term agony. Rather than 

being used in extreme emergencies, C-Sections account for a large 

proportion of hospital births today. A national survey carried out in Italy 

between 2003-2017 found that episiotomy had been performed ‘by deceit’ 

on 1.6 million women: 61% of whom declared they had not given 

informed consent. Of these women 15% considered it to be ‘a form of 

genital mutilation’ and 13% regarded it as a ‘betrayal of trust’. The same 



survey revealed that 4 out of 10 women (41%) were subjected to practices 

‘that violated their dignity and psychological integrity’. This survey was 

useful in revealing a level of obstetric intervention that was seen of clear 

concern. Indeed 21% of the women in Italy considered themselves to have 

been subject to ‘obstetric violence’ whilst giving birth. The proportion of 

these women to be diagnosed as being depressed in new motherhood is 

not reported (Bastatacere survey, 2017). The World Health Organisation 

has also reported on disrespectful and abusive treatment experienced 

during childbirth globally, highlighting an array of issues including coercion 

and failure to get informed consent for procedures. 

 

In the UK, stillbirth rates and maternal mortality is disproportionately high 

for black women, due to a combination of factors (Muglu et al., 2019). To 

dismiss women’s reactions to pregnancy, childbirth and new motherhood 

as merely neurotic is unacceptable and compounds abuses of power and 

discriminatory cultural norms.  

 

In this documentary women speak out and Consultant Obstetrician, 

Professor Wendy Savage, muses on why women don’t seem to be able to 

get the births they want! 

 

2.00pm. Birth Professionals Make Art. Using Participatory Arts 

to Think About Being a Birthing Professional. (Running time 30 

minutes). 

 

Midwifery and obstetric practices, within a period of austerity for the NHS, 

amid litigation fears and pressure from the media, have an impact on the 

experience of all those involved: women giving birth and birthing 

professionals. In The Birth Project the arts are being used to interrogate 

this complex topic, using the arts as a qualitative research method. 

Obstetricians, midwives, and new mothers have been given the opportunity 

to explore their experiences of compassion fatigue, stress, birth suffering 

and post-natal readjustments using the arts. These different groups have 

joined together in ‘mutual recovery’ events in which perspectives have been 

shared, primarily through elucidation of the art works produced, captured 

using documentary filmmaking. The raison d’etre of this project is to 



create dialogue between different communities of interest and experience, 

to use the arts to interrogate discourses, to challenge embedded 

assumptions, and in this process, to stimulate mutual recovery between all 

those who experience and are affected by birth. We situate this endeavour 

in the context of an emerging practice of health humanities (Crawford et al. 

2014). 

All those witnessing birth face seeing or being actively involved in traumatic 

events. Stressors and satisfaction for midwives have been noted to be 

multifaceted, involving issues such as supervisor support, work pressure, 

clarity of roles, and levels of autonomy (Carlisle et al, 1994). Secondary 

traumatic stress (SPTSD) in midwifery is an acknowledged phenomenon 

that may contribute to midwives leaving the profession and which has 

potentially harmful effects on midwives’ ability to care effectively and 

compassionately (Leinweber and Rowe, 2008). Trauma from dealing with 

difficult births can have a long-term consequences (Halperin et al, 2011). 

Increasing fear of litigation may also be a contributory factor to midwifery 

stress in the UK and elsewhere (Hood et al, 2010).   

A series of workshops with birth professionals, including professional 

doulas, who may have experienced vicarious trauma, whose traumatising 

experience is often overlooked, have used the arts to explore their 

experiences. This film narrates their concerns and reveals their artistic 

engagement.  

 

The Approach 

The facilitator, Debra Gibson, used a participatory art approach, drawing 

on techniques from art therapy. Although the workshop series was led by a 

Health & Care Professions Council, UK (HCPC) registered art therapist, 

all participants had signed a consent form stating that they understood this 

was not therapy. However, art therapists are practiced in facilitating group 

work, including handling interpersonal tensions and are skilled in 

containing strong emotions, so lend a high-level of expertise to the process 

of facilitating group work.  It was for these reasons that an experienced 

HCPC registered art therapy practitioner was selected to run this workshop 

series. Participants were invited to reflect on that it feels like to be a 

midwives, (or other birthing professionals). This group was non-directive in 

emphasis, so specific themes were not suggested, nor instructions given. 

Rather participants were able to reflect on the conversation with which 

sessions started and then made a work which may or may not elaborate a 



point of that discussion. It was made clear by the facilitator that they could 

explore any topic they chose in relation to their practice and their personal 

experience of their practice. 

 

Issues Arising 

Some of the participants perceived that midwives were not always viewed 

favourably by the general public, and it was felt that this may be because of 

women having had bad birth experiences. Putting the women at the centre 

and the difficultly of this was articulated. There was a definite 

acknowledgment and wish expressed that it should be a positive event for 

women, though acknowledging the pain and possibilities for complications. 

One experience midwife worried that some women left the ward feeling 

“assaulted mentally”. She wanted to make women feel she was one their 

side. 

In one image shown the midwife places a placticine figure of the birthing 

women in the centre of the piece and herself unobtrusive, and “not 

interfering”, at the side, “hopefully she’s at the centre”, she ways. The 

mother is depicted upright (though on the bed). The midwife depicts 

herself as brick-like shape, “confident and solid” and “making it feel safe”. 

There is also a big presence of the medical nature of the birthing room. 

This medical expertise was acknowledged as amazing and life-saving, but 

not always necessary and that it shouldn’t be what “dominates and guides” 

the midwife and all the practice. However, an underlying anxiety was also 

acknowledged. One trainee midwife noted regarding the possibility of 

emergencies, “Were trained to recognise every eventuality and you can’t 

unknow that…”. It seemed that the possibility for trauma coloured the 

entire thing. Certainly the medical symbol dominates the art work. 

 

The pace of work was also acknowledged as having risen as birthing 

professionals are now managing more people with the same resources as 

previously. The example of a piece of equipment breaking and then having 

to be shared with a larger number of people was given; this could interfere 

with the flow of work and complicate the midwife’s use of her time. The 

consequences of this greater workload is having to spend more time 

prioritising where to spend ones time, she said. One hospital midwife put it 

like this, “I don’t feel I can be with women because I’m doing midwifery… 

being a midwife is about connecting with the person while you are carrying 

out physical care” and that is what was felt was being lost because of having 



to rush from one person to another. With more than one women in active 

labour in a labour suite, the midwife noted that she completed one 

observation, and then wrote it up and then has to “run” to the next women, 

as observations should be completed every fifteen minutes. This prevented 

her from being with any of the women in a meaningful way, she felt. This 

left the midwife feeling guilty and angry.  

 

One area which was highlighted as particularly problematic was breast 

feeding support. One midwife described new mothers on a drip, having 

had an unwanted Caesarean-section, as exhausted, and frightened, but also 

as feeling under pressure to breast feed, and feeling that they’ll be a “bad 

mum” if they don’t. The midwife wanted more time to give emotional care. 

 

Another midwife was very explicit about feeling constrained in her practice 

by hospital policies, with the fear of litigation always at the back of her 

mind, and actually “doing things as a precautionary measure”, when it was 

felt that it would be better not to intervene. She described this as a culture 

of intervention, in which midwives felt that it was better to feel they were 

doing something rather than nothing, when not intervening would be 

better. She felt that hospital environments carried with them the  

expectation of management, and noted concepts such as “bed blocking” – 

that a women taking up a bed for longer that the hospital protocol might be 

seen as blocking it for the next person. This added pressure to make 

unnecessary interventions, such as offering to break the waters, when if 

progressing normally, there should be no need for this. 

 

She was unequivocal that she could not practice in the way she would like 

to do because of temporal pressures and policies. Her art work shows a 

mask suffocated with a layer of cling-film and with a red-cross over the 

mouth, indicating that it cannot speak. It is an uncomfortable piece to view. 

The same midwife suggested that home births were preferable because 

that's where the women is likely to feel more comfortable, able to eat and 

drink as she chooses, have visitors, “and hugs” interjected a hypno-birth 

specialist. There seemed to be a consensus that more homebirths would 

improve the quality of experience for women experiencing normal labours. 

 

Not articulating ‘negative’ feelings in the workplace was also discussed, and 

a suggestion that if one did see ones supervisor too often that ones 



professional capability might be brought into question. A “Let’s get on with 

it” culture meant that emotions tended not to be shared. Furthermore, 

burnout and bullying were recognised as reasons why midwives leave the 

profession. Acknowledging that one is not coping with ones workload, can 

lead to harrying rather than supportive responses.  Being able to discuss 

issues and make images to express different layers of experience was 

articulated as useful. 

 

Complex Art Work 

Some of the artwork produced was very complex. One midwife created a 

double faced mask-like sculptural piece. On one side was a mass of snake-

like pipe-cleaners representing a tangle of thoughts, but also different the 

paths of birth experiences, including one that had ended in a fatality. This 

was shown with a black blockage or full-stop. 

On the other-side is the midwife who is calm and reassuring and positive. 

Her demeanour can help to relax the women in labour “so that everything 

can happen more naturally”. This midwife persona is surrounded by 

images of positive or ideal childbirth, such as a man kissing his new-born 

baby or a woman at home in front of her fire with her cat. These are 

images of what people hope for. She acknowledged the importance of the 

event and expressed sadness that sometimes it can be “a horrible 

experience” for a couple and that this “can’t be put right”. However, she 

hoped she might be able to influence how they felt about it.  

 

Another image, made by a hypno-birthing practitioner, was a picture of a 

party scene with a woman in bed holding her new baby, but this was 

covered in layers of plastic, so barely visible – “blurred”. The pieces is 

entitled ‘Celebration of Life’ and she articulated how childbirth should be 

celebrated, but has become a medical condition fraught with anxiety and 

fear. She wanted to see it celebrated in the home with friends and family 

and a party atmosphere and regarded as special, but it is hard to see that 

because of the pervasive nature of the medical model (represented by the 

plastic overlaying the entire image). 

 

Coffee break 

 

3.00 pm Art Elicitation. Exploring The Birth Experience 



(running time 24 minutes) 

 

In The Birth Project we are exploring women’s experience of childbirth 

and the transition to motherhood using the arts and then presenting the 

research findings in films and exhibitions. Our overarching research 

question wishes to explore what role arts engagement might have to play in 

antenatal and postnatal provision, especially where post-birth trauma is 

being translated into bodily symptoms. The Birth Project is also interested 

in investigating to what extent clinically related birth practices are 

implicated in iatrogenic outcomes and post-natal distress.  

Furthermore, we are also concerned to investigate what is distinctive about 

an arts-based approach in terms of expressing narratives about birth and 

the transition to motherhood, so we are interested in thinking about 

different sorts of arts-based methods. 

This film is about the art elicitation group which comprised a group of 

mothers who had been traumatised by their birth experience. The group 

and was facilitated by a Health and Care Professions Council (HCPC, UK) 

registered art therapist and used a thematic approach, as this was felt to 

offer necessary containment for the strong feelings being expressed. 

The film shows the group making art and talking about in a supportive 

setting. The footage has been edited to pick out discussion and action 

which particularly answers the project’s research questions. For example, 

there is one section which is very powerful, as the speaker is herself a 

trained medical doctor. She talks about the birth of her first baby and 

asking to discuss the pros and cons of the proposed induction with the 

doctor on duty and recalls being completely overruled and then angry with 

herself for not being more assertive. The disempowering nature of the 

hospital environment is explored. 

 

3.50 pm Mothers Make Art (Running time 42 minutes). 
 

Background 

Art making offers a means for women to express and understand their 

changed sense of self-identity and sexuality as a result of pregnancy and 

motherhood.  

 



Some women can find pregnancy distressing because of the transformation 

of their body shape away from such an ideal, their feelings of self-esteem 

being undermined. Chronic illness is often exacerbated by pregnancy. 

Previously fit and healthy women can develop debilitating conditions 

during pregnancy such as pre-eclampsia (marked by swelling and high 

blood pressure). There is sometimes lack of understanding about bodily 

processes among pregnant women and new mothers. After birth, our 

bodily autonomy is still challenged: as our baby cries out, we feel our 

breasts filling with milk at the baby’s command. The sheer profound 

dependence of the infant is a challenge. The “I experience that too” aspect 

of group work is intensely valuable for mutual support of new mothers. 

There are strong cultural taboos preventing women from expressing our 

feelings, not least the fear that their children may be taken away from us. 

One of the advantages of working pictorially is that the revealing image 

allows the expression and acknowledgement of denied or unrealised 

feelings – it enables women to show what they cannot say and learn what 

they feel but find difficult to acknowledge or grasp.  

 

Ideals around pregnancy and childbirth are highly contested, that this 

contestation, coupled with the very liminality of the event itself is 

challenging, if not potentially destabilising for new mothers and their 

partners. Or to put it another way, women are subject to new pressures and 

constraints that are potentially dislocating. Having been led to expect 

success and joy, some women may experience conflicting feelings and 

memories that have no space for expression, making pregnancy or new 

motherhood a challenging time. Moreover, women’s actual perinatal 

experiences (which may be very far from imagined ideals) can be disavowed 

by societal expectations of maternal competency and bliss (Hogan 2017). 

What women experience during pregnancy and childbirth is not merely 

psychological, it is societal (structural). Structural issues are at play during 

the period of pregnancy: women may be subject to increased regulation, 

depending on their specific milieu. This might include interference in 

women’s activities (what she may or may not do whilst pregnant), dietary 

intake (what she may or may not eat, or drink), even what clothes are 

deemed appropriate to wear. Unfortunately there is no consensus on these 

issues, so women are subject to conflicting advice, sometimes a bewildering 

array of conflicting advice from family members and health professionals. 



This can result in conflict and tensions between members of a family about 

what is best.  

In many relationships in which there has been relative equality between 

partners, inequality starts to develop when the first baby is born. Women 

often lose or reduce their paid employment and become semi-dependent 

on their partners, possibly for the first time in their relationships. Loss of 

employment at this time can result in late in life poverty for many women 

who make insufficient pension contributions throughout their careers.  

These decisions around early parenting have lifetime consequences. The 

Economist magazine put it like this, ‘Having children lowers women’s 

lifetime earnings, an outcome know as the “child penalty”’ (The Economist 

Twitter feed, 17.11.18). Women having time out of paid employment, or 

reducing their employment then puts men at the forefront of the 

career/wage-earning stakes within the relationship. Men may have the 

primary power position in terms of making an economic contribution from 

then on (Banyard 2011). Subsequently, it is often the man’s career that is 

prioritised, even necessitating possible geographical relocations to seize new 

opportunities, which can further dislocate wives and partners from their 

support networks, as they become ‘trailing spouses’. Women who stay on at 

work are likely to be subject to an array if discriminatory behaviours and 

lack of career progression. It doesn’t have to be like this, and the more we 

move to genuine co-patenting the better it will be for women and men alike.  

Giving Birth 

The way women give birth varies, but in many cultures there has been a 

strong move towards hospital births as customary. Today the overwhelming 

majority of births take place in hospitals, even if entirely normal. This 

means that women are taken into a medical environment. Once in the 

medical environment, women are more likely to be subject to ‘routine’ 

medical procedures, which would not be, or would be less likely to be 

implemented in the home. For example, so-called ‘routine induction’ is 

common, to precipitate and speed-up childbirth. It is justified to prevent 

‘bed blocking’, an insidious dehumanising euphemism that prioritises 

hospital timetables over letting the labour take its natural time – women 

vary and so do the length our labours. 

 



Routine induction is presented as a normal and usual procedure and its 

risks and benefits are rarely properly articulated and discussed with the 

labouring woman. Induction is linked to the likelihood of further medical 

procedures and higher levels of pain. Furthermore, women can be made to 

feel unreasonable if they decline offered interventions. However, induction 

is linked to an increased rate of episiotomy and Caesarean Section, which is 

a serious and life-threatening surgical procedure. Episiotomy is the cutting 

of the skin between the vagina and anus with surgical shears and can cause 

long-term discomfort and pain and short-term agony. Rather than being 

used in extreme emergencies, C-Sections account for a large proportion of 

hospital births today. A national survey carried out in Italy between 2003-

2017 found that episiotomy had been performed ‘by deceit’ on 1.6 million 

women: 61% of whom declared they had not given informed consent. Of 

these women 15% considered it to be ‘a form of genital mutilation’ and 

13% regarded it as a ‘betrayal of trust’. The same survey revealed that 4 out 

of 10 women (41%) were subjected to practices ‘that violated their dignity 

and psychological integrity’. This survey was useful in revealing a level of 

obstetric intervention that was seen of clear concern. Indeed 21% of the 

women in Italy considered themselves to have been subject to ‘obstetric 

violence’ whilst giving birth. The proportion of these women to be 

diagnosed as being depressed in new motherhood is not reported 

(Bastatacere survey, 2017). The World Health Organisation has also 

reported on disrespectful and abusive treatment experienced during 

childbirth globally, highlighting an array of issues including coercion and 

failure to get informed consent for procedures. 

 

In the UK, stillbirth rates and maternal mortality is disproportionately high 

for black women, due to a combination of factors (Muglu et al., 2019). To 

dismiss women’s reactions to pregnancy, childbirth and new motherhood as 

merely neurotic is unacceptable and compounds abuses of power and 

discriminatory cultural norms. Many of the discourses around new 

motherhood are orientated towards characterisations of deficient and 

failing-to-cope women, rather than looking at the terrain of birth itself, 

which is both intensely ideological and contested and destabilising (Hogan 

2003; 2008). I have argued that it is a combination of a myriad of factors, 

which renders childbirth and new motherhood as uniquely disorientating 

and potentially distressing (Hogan 2017). Childbirth and childrearing are 

complex and women experience often unprecedented pressures and 



constraints in their lives during pregnancy and after birth (Hogan, 2017). 

To blandly put forward the diagnosis of post-natal depression, with no real 

attempt to deconstruct what this really means, runs the risk of 

compounding abuses of power, which are manifold (Bohren 2015; Jewkes 

& Penn-Kekana, 2015). I have emphasised structural aspects at play here, 

because I am keen to see an approach develop which recognises post-natal 

distress as understandable rather than ‘irrational’ or pathological (Hogan 

1997; 2003). It is admittedly hard to shake off the rhetoric of post-natal 

‘illness’ as the existing literature illustrates (Hogan et al. 2017), but it is 

important that those institutional practices and norms that are illness 

inducing (that is to say, they are iatrogenic) are acknowledged. Iatrogenic 

illness is defined as having been produced by the adverse effects of medical 

treatments, procedures and practices (a topic explored in this series of films 

The Birth Project, 2014-2018 produced by Sheffield Vision). I am keen to 

‘de-pathologise’ women’s experiences, whilst also acknowledging real 

distress, rather than add to a dominant rhetoric of women’s instability and 

inadequacy. To conclude, these set of films form a cri du coeur for more 

sympathetic and deeply understanding support for women, (and those who 

are self-defined as intersex or non-binary), throughout their reproductive 

journey and in new parenthood.  

 

The Birth Project 

 

In The Birth Project we are exploring women’s experience of childbirth 

and the transition to motherhood using the arts and then presenting the 

research findings in films and exhibitions. Our overarching questions are 

concerned to explore what role arts engagement might have to play in 

antenatal and postnatal provision, especially where post-birth trauma may 

be translated into bodily symptoms. The Birth Project is also interested in 

exploring to what extent clinically related iatrogenic birth practices are 

implicated in post-natal distress. Furthermore, we are also concerned to 

investigate what is distinctive about an arts-based approach in terms of 

expressing narratives about the transition to motherhood.  

 

The Film 

Mothers Make Art, asks questions in two ways: what are the effects of 

participation in workshops for the makers of the art and then what are the 

effects on others who experience the art that is produced as viewers. The 



Mothers Make Art group comprised women who live in a city in the north 

of England.  Participants self-selected to participate in a series of twelve 

workshops.  Some of the women were trained in the arts, some not, but all 

had an interest in visual arts, and an openness to learn and to make. The 

brief was to use a participatory framework to enable the women to explore 

any topics they wished with respect to the birth experience and 

motherhood. 

 

Facilitator, Lisa Watts, has a distinctive art practice called Live Art, 

described by Gorman as ‘an art practice that presents the living body to 

encourage a self-reflective exploration of subjectivity, art and knowledge 

production’ (2014 p.6). One aspect of this way of working is that is ‘engages 

with how the audience experiences the performing body’s interaction with 

objects and materials’ (Watts 2010 p.2).  

In Mothers Make Art structured techniques were used to enable the 

participants to explore the nature of meaning making and to construct and 

deconstruct works (physically and metaphorically). An important method 

employed was the use of everyday objects,  (ornaments, clothing, mothering 

paraphernalia, toys), to help to create stories. There was also an 

opportunity to be meditative with everyday objects (cling-film, tin-foil, 

kitchen paper). Rather than making a representation or literal object 

referring to their birth or mothering, the women focused on the formal 

aesthetic qualities of the materials. This way of working explores objects 

with a focus on their material capabilities, rather than having a 

predetermined vision of where the art making might lead. This not only 

provided a self-reflective space, but functioned to give the women the skills 

and confidence to manipulate materials to be able to create their own 

original art piece at the end of the series.  

The art works were varied; one women pegged up her boys clothes from 

the tiny newborn garments to the larger ones representing fads and crazes. 

She acknowledged the preciousness of each stage with an acute awareness 

of the fleeting nature of the experience, a heightened awareness of 

temporality, with poems and a monologue.  

Another of the installation pieces explored the maker’s sense of stability, 

with a series of finely balanced and delicately poised fragile mixed-media 

pieces, comprising living plant bulbs, glass and plastic containers, wire and 

wood and other materials. Rachel, a medical consultant, spoke of valuing 

the time and space to make art work. She said that the work was about 



seeking equilibrium between the domestic, professional and personal 

realms of her life, as well as exploring notions of what it is to be a good 

mother. She invited the group to say what her piece evoked: 

precariousness, balance, complexity, giving the bulbs space to grow, were a 

few of the reactions.  

 

4.40 Short – If I were a Better Mother!  (Running time 8 mins). 

This is a short based on a re-edit of Mothers Make Art. We have made 

three different edits for people to use these resources free of charge in 

teaching and training situations to stimulate student reflection and debate. 

As well as this 8 minute film being screened there is also a 30 minute 

version of Mothers Make Art called Mothers Make Contemporary Art 

(which is a tighter edit of the above film). 

 

 

 

Symposium in the Box 5pm 

 

Ticket price includes refreshment 
 

 

5pm Screening of Towards a Better Birth (running time 8 minutes). 

 

This is a short compilation film highlighting issues drawn from all of the 

screened films. It is short to be used in training settings to stimulate student 

reflection and group discussion. 

 

Discussion and debate about this and the suite of films. 

 

5.30-7.00pm Short papers and discussion. 

 

7pm Birth Shock! The Documentary (Running time c.35 minutes). An 

opportunity to see the documentary for those who missed the 1pm 

screening. 
 

Giving Birth 

The way women give birth varies, but in many cultures there has been a 

strong move towards hospital births as customary. Today the overwhelming 



majority of births take place in hospitals, even if entirely normal. This 

means that women are taken into a medical environment. Once in the 

medical environment, women are more likely to be subject to ‘routine’ 

medical procedures, which would not be, or would be less likely to be 

implemented in the home. For example, so-called ‘routine induction’ is 

common, to precipitate and speed-up childbirth. It is justified to prevent 

‘bed blocking’, an insidious dehumanising euphemism that prioritises 

hospital timetables over letting the labour take its natural time – women 

vary and so do the length our labours. 

 

Routine induction is presented as a normal and usual procedure and its 

risks and benefits are rarely properly articulated and discussed with the 

labouring woman. Induction is linked to the likelihood of further medical 

procedures and higher levels of pain. Furthermore, women can be made to 

feel unreasonable if they decline offered interventions. However, induction 

is linked to an increased rate of episiotomy and Caesarean Section, which 

is a serious and life-threatening surgical procedure. Episiotomy is the 

cutting of the skin between the vagina and anus with surgical shears and can 

cause long-term discomfort and pain and short-term agony. Rather than 

being used in extreme emergencies, C-Sections account for a large 

proportion of hospital births today. A national survey carried out in Italy 

between 2003-2017 found that episiotomy had been performed ‘by deceit’ 

on 1.6 million women: 61% of whom declared they had not given 

informed consent. Of these women 15% considered it to be ‘a form of 

genital mutilation’ and 13% regarded it as a ‘betrayal of trust’. The same 

survey revealed that 4 out of 10 women (41%) were subjected to practices 

‘that violated their dignity and psychological integrity’. This survey was 

useful in revealing a level of obstetric intervention that was seen of clear 

concern. Indeed 21% of the women in Italy considered themselves to have 

been subject to ‘obstetric violence’ whilst giving birth. The proportion of 

these women to be diagnosed as being depressed in new motherhood is 

not reported (Bastatacere survey, 2017). The World Health Organisation 

has also reported on disrespectful and abusive treatment experienced 

during childbirth globally, highlighting an array of issues including coercion 

and failure to get informed consent for procedures. 

 

In the UK, stillbirth rates and maternal mortality is disproportionately high 



for black women, due to a combination of factors (Muglu et al., 2019). To 

dismiss women’s reactions to pregnancy, childbirth and new motherhood 

as merely neurotic is unacceptable and compounds abuses of power and 

discriminatory cultural norms.  

 

In this documentary women speak out and Consultant Obstetrician, 

Professor Wendy Savage, muses on why women don’t seem to be able to 

get the births they want! 
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