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Introduction

I hate c-sections. . . . There’s more risk to the mother. It’s more hassle for 
me, takes more of my time, more postoperative recovery, more complica-
tions. I’d much rather deliver every baby vaginally if possible. There’s one 
reason why the c-section rate’s up. The things that we [used to] do to help 
make a vaginal delivery occur we’re not allowed to do anymore.

—Physician Jack Bianco

This book tells the story of how organizational changes constrain the de-
cisions and behaviors of maternity providers and women in a way that 
has resulted in an epidemic of cesarean sections—commonly, and in this 
book, referred to as c-sections. Physician Bianco’s statement about the c-
section rate aptly represents the ideas of many maternity care providers.1 
They feel that they cannot do “the things” they used to do to facilitate a 
vaginal birth. Such things include: monitoring the fetal heart rate during 
labor intermittently rather than continuously; encouraging women with 
twins and multiples, women who have had a previous c-section, or women 
whose baby is presenting in a breech (head-up) position to have a vaginal 
birth; and, most of all, optimistically waiting patiently for a vaginal birth 
to happen. Not all maternity providers are as passionate as Doctor Bianco, 
but his experience of having his decisions and actions constrained, of “not 
being allowed” to make decisions or follow actions he thinks would lead to 
a vaginal birth, are common, and maternity providers know this is making 
the c-section rate climb. Yet they are making the best decisions they be-
lieve they can, given the pressures they face. 
 Women giving birth in the United States face these constraints first-
hand. Indeed, my first experience giving birth is indicative of what many 
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2 Introduction

women encounter today. I planned to give birth vaginally with no pain 
medications. I did all the things I thought would ensure that outcome. I at-
tended childbirth education classes, ate a healthy diet, and regularly exer-
cised, including doing tons of squats, which I read would help me push the 
baby out quickly. Everything was going as planned, and by my due date my 
cervix had dilated to four centimeters without any pain (a woman’s cervix 
is considered fully dilated when it is ten centimeters in diameter). I was de-
lighted when the physician overseeing my care told me that if anyone could 
give birth vaginally with no pain medication, it would be me, because my 
cervix had already dilated to four centimeters slowly and painlessly. 
 I went into labor exactly one day past my due date. At the hospital, a 
labor and delivery nurse performed an internal exam to access the dila-
tion of my cervix. She found that my cervix was six centimeters dilated. 
Then she asked me an unexpected question: “Is this kid head down?” The 
physician overseeing my care was fortunately on call that day. She wheeled 
in a portable ultrasound machine, gelled up my belly, and ran the hand-
held scanner over my swollen uterus to get a sense of the baby’s position. 
The doctor sounded surprised when she told me the baby was in a frank-
breech position (bottom down with legs straight up and feet laid against 
either side of his head). She then told me that I must have a c-section. I 
pleaded with her to help me have a vaginal birth, but she said a c-section 
was my only option—the baby was too big to turn to a head-down posi-
tion (a procedure called external cephalic version or ECV) and she didn’t 
deliver breech babies vaginally. I was shaken and upset by this turn of 
events. When I began to cry, the nurse scolded me: “Stop being a baby! Be 
thankful you are having a healthy baby!” I hastily signed a consent form for 
the surgery and was whisked to the operating room, where my son, eight 
pounds and seven ounces, was delivered by c-section. He had to stay in the 
hospital for six days because he had trouble breathing, a common problem 
for babies born by c-section because the amniotic fluid is not forced out of 
their lungs through the trip down their mother’s birth canal, and his blood 
sugar was low.2 We left the hospital a week later, somewhat battered and 
bruised by the ordeal. This was not a positive birth experience.
 When I became pregnant with my daughter two years later, I was de-
termined not to repeat that negative birth experience. I was committed 
to having a vaginal birth and to having more control over decisions that 
went into my care. I hired a birth doula (a professional labor assistant), 
researched having a vaginal birth after a c-section (VBAC), and wrote a 
birth plan.3 Because my obstetrician was worried about the risk of uterine 
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rupture (a small but known risk of laboring with a scarred uterus from 
a previous c-section) and, likely, perceived litigation risks, she was luke-
warm about my plans and would have preferred that I schedule a repeat 
c-section, but I pressed on. The risk of a uterine rupture for a woman with 
one prior c-section is less than 1 percent, and maternal and fetal outcomes 
for women attempting VBAC are equivalent to the outcomes of women 
attempting a vaginal birth for the first time.4 I felt secure in my decision. 
 After a short, five-hour, unmedicated labor in which I had to vigilantly 
refuse pain medications, IV fluids, and an internal fetal monitor, I gave 
birth to my daughter vaginally. Compared to my first birth, this was an in-
credibly empowering experience. But the enabling power of the birth was 
overshadowed by the struggle—in receiving support from maternity pro-
viders, staying free of interventions in the hospital, and having control over 
my labor and my daughter’s birth. 
 Many of the women featured in these pages tell similar stories of feel-
ing a lack of control during labor and birth. Cecelia was induced and had 
a vaginal delivery, but her doctor cut an episiotomy (where a woman’s 
perineum is cut to enlarge the vaginal opening) without her consent. 
She told us, “They didn’t inform [me] that [an episiotomy] was going on, 
which I thought they’d say, ‘Can we cut you or do you just want to tear nat-
urally?’ I just sort of assumed someone would ask [me], and no one did.” 
Another woman, Denise, had hoped to avoid having epidural anesthesia. 
When she became vocal during her labor, a common way women who are 
not medicated deal with labor pain, a nurse threatened her that if she did 
not get an epidural she was going to be taken to the operating room for a 
c-section. She explained, “The nurse asked me did I want to go have a c-
section or get the epidural shot, and I ended up telling her that I wanted 
the epidural shot. So I ended up getting it.” Vivian had a c-section because 
she was pregnant with twins, one who was presenting in a breech position. 
She was not given a choice to try a vaginal delivery because her physician 
preferred a c-section in this situation. She reports, “I was pregnant with 
twins. And it was a scheduled c-section, because [one of the twins] was 
not head down. And so when they’re not both head down, they make you, 
my office feels more comfortable doing a c-section.” 
 My birth experiences and the stories of women lacking control in birth 
piqued my interest in studying birth, in particular the increasing c-section 
rate. As I delved into my study, I developed a sense of empathy for ma-
ternity providers and began to see my experience through a different lens. 
The perspective I developed as a woman who gave birth in hospitals in 
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the United States was that my choices were constrained. Yet what became 
clear to me in doing this research is that it is not only women who have 
their choices limited. Rather, the crux of this problem, and indeed I do see 
the increasing c-section rate as a problem, is that organizations determine 
the choices of women and maternity providers, and these constraints lead to 
an exceedingly high c-section rate, which in 2011 was an alarming 32.8 per-
cent, a 50 percent increase in just the past decade.5 In this book, I draw on 
intensive interviews I conducted with women, all of whom had given birth 
just a day before their interviews, and with maternity providers to examine 
an important question: if most women do not want or choose c-section 
and most maternity providers claim not to prefer c-section over vaginal 
birth, why has there been an astronomical increase in the c-section rate in 
the Untied States? This book will answer that question.6

Birth Patterns in the United States

It is important, first, to understand how birth happens in the United States 
and to become familiar with several terms used throughout the book.7 
Although this may come as a surprise, documenting birth trends in the 
United States is rather challenging due to how data on birth are collected. 
In 2003, Health and Human Services Secretary Tommy G. Thompson ap-
proved changes to the birth certificate form but did not require a uniform 
date for when states must adopt the revised birth certificate form. By 2010, 
thirty-three states had adopted the new certificate, while twenty-seven 
states were still using the 1989 version of the birth certificate form.8 The 
problem this has created for researchers is that data collected on the re-
vised birth certificate form are not always comparable to the data collected 
on the unrevised birth certificate form. This leaves researchers, including 
myself, in a quandary because some trends cannot be documented nation-
ally since the two different birth certificate forms require different kinds of 
information and also because some data are not comparable year to year.9 
 I will walk readers through the existing knowledge of birth trends, 
sometimes drawing on national birth certificate data and other times 
drawing on the only comprehensive information of women’s birth experi-
ences in the United States that exists, the Listening to Mothers II survey 
in which a representative sample of women who gave birth in the United 
States in 2005 were asked about their labor and birth experiences. For the 
sake of brevity, I will refer to this survey as LTMII.10 This survey also asked 

Morris_2p.indd   4 8/6/13   9:04 AM



Introduction 5

women many more questions about their labor and birth than are covered 
in the birth certificate form and is, thus, the most comprehensive informa-
tion we have on women’s actual birth experiences. 
 To begin, in 2011 32.8 percent of women who gave birth in the United 
States had a c-section.11 We know from the LTMII survey that about half of 
all c-sections are performed on women who had a previous c-section.12 In 
the sample of women to whom we spoke, 37 percent had a c-section, and 
42 percent of these c-sections were performed on women who had a previ-
ous c-section. Repeat c-section is almost always scheduled ahead of time, 
and almost all scheduled c-sections are repeat c-sections.13 A small per-
centage of women who have a scheduled c-section have not had a previous 
a c-section. In the LTMII survey, 90 percent of these women scheduled 
the c-section because a maternity provider recommended it for a medi-
cal reason.14 The most common reasons were: the positioning of the baby, 
such as breech (head up), transverse (sideways), or posterior (face up) (25 
percent); the maternity provider’s belief that the baby was too big for a 
vaginal birth (12 percent); a problem with the placenta, such as the pla-
centa covering the cervix (placenta previa) or having attached too deeply 
into the uterine wall (placenta accreta) (3 percent); or the mother’s having 
a medical condition that precluded a vaginal birth (less than 1 percent).15

 I describe in the following paragraphs what a typical c-section is like, al-
though I should be clear that there are variations on a c-section procedure 
and, thus, some women will find that they had a different experience than 
exactly what I describe. 
 C-sections take place in an operating room.16 If the woman has not al-
ready received an epidural during labor, she is typically given regional an-
esthesia, either an epidural or spinal. In an emergency a woman may be 
placed under general anesthesia. After the anesthesiologist administers 
the anesthesia, a nurse scrubs the woman’s abdomen, places a catheter in 
her bladder, and drapes her abdomen to create a sterile field. The nurse 
tapes the woman’s arms down by her sides, or sometimes straight out in 
a T formation, starts an IV, and attaches instruments to the woman’s skin 
to monitor her vital signs. If the woman has regional anesthesia, a support 
person is usually allowed in the room. He or she sits next to the woman’s 
head, and the anesthesiologist sits on the other side. 
 Surgery begins with the obstetrician making an incision in the woman’s 
skin, typically just above the pubic bone. This type of incision is some-
times referred to as a bikini cut because the cut is so low that a woman 
should be able to wear a bikini without the scar being visible. The incision 
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is almost always horizontal. The obstetrician may make a vertical incision 
in an emergency, but it is rare for a vertical incision to be performed in 
nonemergency situations. The obstetrician then locates the uterus and 
makes a uterine incision, usually horizontal. The direction of cut on the 
uterus is important because uterine rupture in subsequent pregnancies is 
much less likely to happen if the uterus is cut horizontally rather than ver-
tically. The incision in the skin and the incision in the uterus may not be 
the same; that is, one may be vertical and the other horizontal. The obste-
trician reaches into the uterus, maneuvers the baby out, and then clamps 
and cuts the umbilical cord. A nurse takes the baby, suctions her mouth 
and nose, assesses her breathing, and wraps her in a warmed towel. Next, 
the obstetrician manually removes the placenta and any remaining blood 
clots and placental tissue from the uterus and stitches the uterine incision 
closed. The obstetrician finishes by closing the skin incision with either 
stitches or staples. An uncomplicated c-section typically takes around an 
hour. Recovery from a c-section is not unlike recovery from any major ab-
dominal surgery. It takes about six weeks for women to feel well enough to 
resume normal, everyday activities.
 Labor and vaginal birth are much more varied than are c-sections. The 
labor and birth of women who attempt a vaginal birth (84 percent of women 
in the LTMII survey) encompass three stages.17 The first stage is what we 
typically think of as “labor” and is the process of the cervix dilating to ten 
centimeters in diameter. The second stage is when the baby is born. Finally, 
the third stage is the expulsion of the placenta from the uterus—the placenta 
detaches from the uterine wall, and the woman pushes it out through her 
vagina. In the following paragraphs I discuss all three stages and use national 
data to describe trends in labor and birth. Because 98.8 percent of American 
births happen in hospitals, I focus on hospital births.18 
 According to the LTMII survey, 58 percent of women who attempt a 
vaginal birth arrive at a hospital in labor.19 A nurse performs a cervical exam 
to see how dilated, or open, and how effaced, or thinned out, the woman’s 
cervix is and to check the position of the baby. A nurse also monitors the 
baby’s heart rate with a handheld Doppler or with an electronic fetal moni-
tor to evaluate whether the baby is under stress.20 A physician or midwife 
then makes the decision about whether to admit the woman and transfer 
her to a labor and delivery room or whether to send her home with in-
structions to come back when the labor is further progressed. Sometimes 
women want to be admitted even if they are in very early labor—hospitals 
and maternity providers vary on whether they allow this—and sometimes 
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maternity providers admit all women who come to the hospital regardless 
of whether they are in active labor. 
 Once a decision has been made to admit the woman as a patient to the 
hospital, she is asked to sign an informed consent form for labor and birth, 
which covers interventions that might happen in birth, excluding c-section 
and anesthesia, which have separate consent forms. A nurse will ask her to 
change into a hospital gown and place an IV or, less likely, a hep- or saline-
lock, a small tube connected to a vein in the arm that enables an IV to be 
started quickly but still allows the woman to move freely about the room 
while in labor. Overall, 83 percent of women in the LTMII survey had an 
IV during labor.21

 Forty-one percent of women in the LTMII survey who attempted a vag-
inal birth had their labors artificially started, a process referred to as the in-
duction of labor.22 In my sample, a nearly identical 41.3 percent of women 
were induced. Induction is typically a scheduled procedure. A woman who 
has a scheduled induction arrives at the hospital at an agreed-on time, 
signs a consent form, changes into a hospital gown, and is connected to 
an IV. If her cervix is not effaced or thinned out, indicating it is favorable 
for induction, a physician or midwife gives her a drug to “ripen” her cervix, 
such as Dinoprostone (Cervidil, Prepidil, or Prostin E2) or Misoprostol 
(Cytotec), which a physician or midwife inserts near her cervix. Once her 
cervix is effaced, or if her cervix was effaced when she arrived for induc-
tion, the woman is typically given oxytocin (Pitocin), a drug administered 
through the IV that stimulates uterine contractions. Pitocin may also be 
given at any point in labor to augment a woman’s labor if the contractions 
are deemed inadequate. Fifty-five percent of women in the LTMII survey 
received Pitocin augmentation at some point during their labors.23 In my 
sample of women, 52.4 percent of women said they had received Pitocin 
augmentation at some point during their labors.
 Sometimes induction fails to start a woman’s labor. In such a case the 
woman may be sent home and asked to come back when labor begins or 
to try the induction process again later, or she may be told that she needs a 
c-section. For example, twenty-five-year-old Roxanne had a c-section after 
her induction with Cytotec and Pitocin failed. Nearly twenty-four hours 
after the start of the induction process, she was only three to four centi-
meters dilated. Here’s how she described her reaction to this news: “I was 
like, ‘Are you fricking kidding me?’  .  .  . She [my obstetrician] said  .  .  . ‘At 
this point we can’t give you any more Pitocin. We’re at the max. You know, 
we’ve done everything we could.’ So I ended up with a c-section.”
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8 Introduction

 In either an induced labor or a labor that starts spontaneously, nurses 
monitor the baby’s heart rate and the woman’s uterine contraction pat-
terns. Maternity providers want most to know how the baby’s brain is 
faring in the labor process. However, because the health of the baby’s 
brain cannot easily be assessed during labor, the baby’s heart rate has be-
come the focus. The goal of monitoring the baby’s heart rate is to prevent 
lack of oxygen to the baby, called hypoxia, which can lead to physical 
or mental disabilities and, at the most extreme, death.24 The baby’s heart 
rate is assessed with one of two different technologies.25 Nurses may use 
a handheld Doppler. This type of monitoring is referred to as ausculta-
tion and is performed intermittently, typically every thirty minutes dur-
ing active labor and every five minutes when the woman is pushing.26 
When a nurse uses a Doppler device to monitor the baby’s heart rate, she 
palpates, or feels, the woman’s abdomen to determine the strength and 
timing of contractions.
 It is much more likely for nurses to monitor the baby’s heart rate and 
uterine contraction pattern electronically with cardiotocography (CTG), 
commonly referred to as electronic fetal monitoring (EFM). Current sur-
vey data of women who give birth in the United States suggest that 93 per-
cent of women have continuous electronic fetal monitoring in their labors, 
making it the most common obstetric procedure performed in the coun-
try.27 CTG measures uterine contractions electronically with a pressure 
button attached with a band that is placed around a woman’s abdomen.28 
The baby’s heart rate is measured with another band placed around the 
woman’s abdomen (external monitoring) or by placing an electrode into 
the baby’s scalp (internal monitoring). External CTG can be used to check 
the baby’s heart rate continuously or intermittently, while internal moni-
toring is used only continuously. 
 CTG units record the baby’s heart rate and uterine contraction trac-
ings on a paper called a strip. Uterine contractions are monitored for their 
strength, duration, and length between contractions, while the baby’s 
heart rate is monitored for frequency and variation, with particular atten-
tion paid to decelerations or slowdowns, often referred to as decels.29 A ba-
by’s heart rate frequency is considered normal when it is between 110 and 
160 beats per minute. Bradychardia is defined as a baseline heart rate less 
than 110 beats per minute, and tachycardia is defined as a baseline heart 
rate over 160 beats per minute.30 The baseline heart rate is established over 
a ten-minute period where there is consistency in the heart rate for at least 
two minutes.31 
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 Two heart-rate frequency patterns concern maternity providers. The 
first pattern is referred to as late decelerations. Late decelerations happen 
when the baby’s heart rate falls at the beginning of a contraction and re-
turns to its baseline after the contraction has ended.32 Late decelerations 
concern providers because they might indicate that the baby or the pla-
centa is compromised. Blood vessels lay within an intricate weave of uter-
ine muscles, and when the uterus contracts, much of the blood flow to the 
placenta is cut off, decreasing the oxygen supply to the baby. If the baby 
and placenta are healthy, the baby can sustain this loss of oxygen with 
stores of energy. However, if the baby is not responding well to labor or is 
not healthy or if the placenta is not strong enough, the baby cannot main-
tain her oxygen level when the placental blood supply is reduced, resulting 
in heart-rate declarations with contractions. Late decelerations are consid-
ered recurrent if they occur with at least 50 percent of contractions over a 
twenty-minute window.33 
 The other type of heart-rate deceleration that is concerning to maternity 
providers is referred to as variable decelerations. Variable decelerations are 
not related to the timing of uterine contractions—they happen almost ran-
domly—and are typically due to the compression of the umbilical cord. 
Umbilical cord compression can be, but is not necessarily, caused by a pro-
lapsed umbilical cord, a very serious condition in which the umbilical cord 
drops through the cervix. Umbilical cord prolapse is considered an obstet-
rical emergency necessitating an immediate c-section because the baby’s 
head pushing against the cervix can cut off the baby’s blood and oxygen 
supply. If the baby’s heart rate has variable decelerations and cord prolapse 
is ruled out, the woman is usually asked to shift her position in an attempt 
to free the umbilical cord. Amnioinfusion may also be used to aid in this 
situation. In amnioinfusion a saline solution is added to the amniotic fluid 
by inserting a catheter (or tube) directly into the cervix. It is believed that 
adding fluid to the uterus may reduce pressure on the umbilical cord. Al-
though research suggests this may be an effective way to alleviate umbilical 
cord compression, more research needs to be done to confirm this find-
ing.34 One study found that one-third of women who experience variable 
decelerations in their labors receive amnioinfusion.35 
 Nurses also monitor variability, or fluctuation, of the baby’s heart rate 
with CTG. Variability is defined as absent, minimal (fewer than five beats 
per minute), moderate (between six and twenty-five beats per minute), 
or marked (more than 25 beats per minute).36 Maternity providers are as-
sured when babies have moderate variability in the heart rate. Minimal or 
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marked heart rate variability could be, but is not necessarily, a sign of dis-
tress, while a persistent absence of variability is considered a reason for im-
mediate delivery.
 Maternity providers carefully monitor CTG tracings for problematic 
heart rate patterns because they worry that a problematic pattern may in-
dicate injury to the baby, particularly cerebral palsy (a disability involving 
the central nervous system characterized by lack of control of body move-
ment) or impending death.37 CTG was commercially introduced in 1968 
and was seen as a triumph because physicians thought it would more accu-
rately monitor a baby’s heart rate and prevent a baby’s demise or disability. 
However, as logical as this sounds and as avid as their belief was, there is 
no empirical evidence that its use improves a baby’s outcomes compared 
to intermittent auscultation using a handheld Doppler unit.38 In fact, CTG 
has a 99.8 percent false positive rate, which means that the baby is fine 99.8 
percent of the time in which the CTG strip looks problematic.39 This al-
most unbelievable false positive rate is related to a little known fact: most 
cases of cerebral palsy are not linked to anything that happens during birth. 
For many years it was believed that cerebral palsy was caused by a lack of 
oxygen during birth. However, scientific evidence now suggests that, al-
though lack of oxygen at birth is a possible cause of cerebral palsy, most 
cases of cerebral palsy are not linked to problems that occur during labor.40 
 Still, maternity providers have an overwhelming concern that lack of 
oxygen at birth may result in this disease and that they will be blamed for 
the negative birth outcome. Because of this concern, maternity providers 
watch carefully for “non-reassuring” heart beat patterns. If such a pattern 
is detected, maternity providers, primarily nurses and midwives, may per-
form amnioinfusion or may ask the woman to change positions or breathe 
oxygen to resolve it. If the woman is being induced or augmented with Pi-
tocin, the drug might be turned down or off. If the baby’s non-reassuring 
heart beat pattern does not resolve, the woman will be rushed to the oper-
ating room for a c-section. The reason for the c-section will be listed as “fe-
tal distress.” Twenty-five percent of primary (or first) c-sections are done 
for this reason.41 In the sample of women I studied, 27 percent of women 
with unplanned c-sections gave this as the reason for their c-section. A typ-
ical way women talked about this is demonstrated in Melissa’s description 
about why she had a c-section: “They determined that the baby’s heart rate 
was just too variable and got too many dips, and I ended up having to do 
an emergency cesarean.” This all helps to explain why the use of continu-
ous CTG increases a woman’s chance of having a c-section.42
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 Another disadvantage of monitoring a woman’s labor with continuous 
CTG is that it typically confines her to bed because the electrical cord of 
the unit reaches just a few feet. This restricts the woman’s movement and 
her access to a shower or bath. Such restrictions can result in extraordinary 
discomfort for a laboring woman, who may need to shift positions or walk 
around to endure painful contractions over several hours. Movement and 
sitting in water are both natural ways women may use to deal with labor 
pains. Telemetry CTG units, which use radio waves or computer networks 
to remotely monitor contractions and the baby’s heart rate, allow women 
freedom of movement, and some CTG telemetry units function in water. 
However, these units are not universally available to women, and nurses 
complain that they are difficult to use and must be constantly readjusted to 
assure accurate readings. 
 Partly, then, as a result of the nearly universal use of continuous CTG, 
most women (86 percent in the LTMII survey) receive pain medication 
during labor.43 Epidural analgesia is the most common method of analgesic 
pain relief (analgesics relieve pain without the loss of consciousness)—71 
percent of women in the LTMII survey who delivered vaginally had an epi-
dural.44 In the sample of women I studied, the use of epidurals was more 
common: 86 percent of women who attempted a vaginal birth had an epi-
dural. About one in five women in the LTMII survey received narcotics 
through an IV, such as Demerol or Stadol, and 16 percent of women had 
both a narcotic and an epidural during labor.45 It is common for women 
who have an epidural to be augmented with Pitocin because epidurals of-
ten slow down labor.46 The prolonging effect of epidurals on labor is likely 
due to the “labor-slowing effects” of intravenous fluids.47 
 It may also occur that women who are augmented with Pitocin may be 
more likely to receive epidurals. Women often experience Pitocin contrac-
tions as more painful because contractions reach their peaks more quickly 
than natural contractions do.48 Wanda, a  first-time mother, described the 
pain she felt from Pitocin: “I’m twenty-two years old and [have] never 
[been] through this kind of pain before. . . . This is the worst, and I thought 
that when I went through the labor .  .  . that I was like wounded or some-
thing. . . . It was really painful.” 
 Another common labor intervention, performed supposedly to speed 
labor, is to artificially rupture a woman’s amniotic sac (or “membranes” or 
“bag of waters”). This procedure is called amniotomy or AROM (artificial 
rupture of membranes). Sixty-five percent of women in the LTMII sur-
vey had this intervention.49 A smaller percentage of women in my sample, 
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49.2 percent, mentioned having their membranes ruptured. There is no 
evidence that amniotomy shortens the first stage of labor, and amniotomy 
is possibly linked to an increased risk of having a c-section.50 In general, 
maternity providers like women to deliver within twenty-four hours of 
her amniotic sac rupturing (naturally or artificially) to prevent infection in 
the women or baby, which means that once amniotomy is performed, the 
clock starts ticking.
 Women in labor typically do not eat (only 15 percent of women eat) 
or drink (only 43 percent of women drink) during labor in the hospital.51 
Sometimes a woman’s not eating is due to her decreased appetite during 
labor, but more often it is due to maternity providers’ and hospital ad-
ministrators’ concern with the risk of a woman’s aspirating if she has an 
emergency c-section under general anesthesia. Aspiration is a known risk 
of general anesthesia because general anesthesia suppresses the normal 
gag reflex, which means that vomited food or gastric fluid from a woman’s 
stomach may enter her lungs.52 Not allowing women to drink during la-
bor is almost certainly due to hospital restrictions, as women in labor often 
have insatiable thirst. This thirst is why women laboring in hospitals are so 
commonly seen sucking on ice chips—many hospital rules allow women 
to satisfy their thirst only with ice chips. Restricting women’s access to 
food and drink during labor does not improve birth outcomes.53 In fact, 
it is quite counterintuitive to deny women sustenance while they are en-
gaged in an energy-draining process—labor and birth. 
 If a woman takes “too long” to dilate, typically defined as not dilating at 
the pace of one centimeter per hour, maternity providers may decide on a 
c-section. Maternity providers may not know why labor is stalled, or they 
may believe that it is due to a baby that is too big to descend into the birth 
canal. In such situations the reason for the surgery will be listed as “failure 
to progress” or “cephalic pelvic disproportion” (CPD). We know from the 
LTMII survey that 26 percent of primary c-sections are done because the 
labor takes too long, because the mother is exhausted, or because the ma-
ternity provider believes that the baby is too big.54 In the sample of women 
I studied, this was a very common reason for a primary c-section—53 per-
cent of women who had a primary c-section had it for failure to progress or 
for CPD. Christina had such an experience. After her cervix dilated to nine 
centimeters, she was told that her pelvis was too small to allow the baby 
to descend and dilate her cervix to ten centimeters: “They said the shape 
of the bone, I guess, sometimes is bigger, and sometimes they’re smaller. 
I guess mine was smaller so I couldn’t have him through there.” Likewise, 
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twenty-seven-year-old Jessica says, “I got to eight centimeters and they 
checked and  .  .  . it just wasn’t going to happen.  .  .  . Then my doctor just 
said, ‘You know what? This [c-section] is the way we have to go.’” 
 Once a maternity provider determines that a woman’s cervix is ten cen-
timeters in diameter (usually by an internal exam—81 percent of women 
in the LTMII survey had at least one internal exam), women begin the sec-
ond stage of labor—pushing the baby out.55 Most women in the LTMII 
survey pushed on their backs or propped up in a semi-sitting position (92 
percent).56 Some women were aided in a variety of ways. The physician 
or midwife enlarged the vaginal opening by cutting through the woman’s 
perineum, a procedure called an episiotomy (25 percent), the physician, 
midwife, or nurse pushed on the woman’s belly to help the baby move 
down (17 percent), or the physician used a vacuum or forceps (7 percent) 
to help pull the baby out.57 
 Most maternity providers become concerned if a woman pushes for lon-
ger than two or three hours. One of the main concerns maternity providers 
have with slow delivery is the small risk of shoulder dystocia, which occurs 
when a baby’s head is delivered vaginally but her shoulders get stuck behind 
the woman’s pubic bone. There is no valid way of predicting shoulder dysto-
cia—this is a random event—and it occurs in only 2 percent of all births.58 
But when shoulder dystocia does occur it is an emergency because the con-
dition can result in injuries to the baby, the most common of which are clav-
icle (collarbone) fracture and brachial plexus injuries. (The brachial plexus 
nerves go from the spine to the shoulder, arm, and hand and control the 
hand, wrist, elbow, and shoulder.) Although extremely rare, shoulder dysto-
cia can lead to fetal asphyxiation and death.59 The occurrence of birth injury 
or death due to shoulder dystocia is slight. For example, brachial plexus in-
jury occurs in less than one-third of one percent of all live births.60 Research 
suggests, further, that more than four hundred c-sections would need to be 
performed to prevent one case of a lifelong brachial plexus injury.61 But, if a 
woman is unable to push the baby out within a “reasonable” time, providers 
may worry that the baby is lodged and that a shoulder dystocia is inevitable. 
For example, Emily, a twenty-nine-year-old first-time mother, who pushed 
for only ten minutes before being told she needed a c-section, said, “I started 
pushing and basically I’m too small to deliver the baby, so they had to do an 
emergency c-section.” The average length of the labor, including dilation and 
pushing time, is ten hours.62 
 The third stage of labor is when the placenta is expelled from the 
uterus. The uterus continues to contract until the placenta detaches from 
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the uterine wall and the woman pushes it out. Breastfeeding the baby can 
hasten the delivery of the placenta because breastfeeding stimulates the 
body’s release of oxytocin, which helps the uterus to contract and expel 
the placenta.63 Nurses typically give women Pitocin (artificial oxytocin) 
either through an IV or as an injection to stimulate uterine contractions, 
although I do not have information on the percentage of women who re-
ceive Pitocin for this purpose.
 According to the LTMII survey, 16 percent of women who attempt a 
vaginal birth have an unplanned c-section.64 A c-section may be suggested 
at any point during the labor—if the CTG tracing is non-reassuring, if the 
woman’s cervix dilates too slowly, if the baby seems too big, if the woman 
seems too small, if the woman pushes too long, and the list goes on. This 
book is about those 16 percent of women who have an unplanned c-sec-
tion and the 16 percent of women who have a scheduled c-section—or the 
over 32 percent of pregnant women who have c-sections each year.

The Importance of This Research

As I began to explore c-sections as a sociological research topic, I found 
it to be one of ever more importance. Perhaps most notably, this trend 
stands in stark contrast to promoting the health of women and babies.65 
C-sections are associated with a higher risk of injury and death to women 
and babies than is vaginal birth.66 The risks of c-sections have become bet-
ter understood in the last decade, as researchers have been better able to 
compare vaginal births to c-sections. In the past, researchers were unable 
to separate out the outcomes of planned c-sections from unplanned c-sec-
tions. Thus, when women and babies fared more poorly in c-section births 
than in vaginal births, critics would argue that this difference was due to 
unplanned c-sections being performed in emergencies. Recent research, 
however, has separated out these births to better examine the outcomes 
of a planned c-section compared to the outcomes of a vaginal birth. Since 
2006 several studies have been published that make clear that the out-
comes of vaginal birth for women and babies are better than the outcomes 
of c-section, planned or unplanned.
 In 2006, Catherine Deneux-Tharaux and colleagues published a study 
comparing maternal mortality (death) in France in vaginal deliveries, in c-
sections that were performed after labor began (intrapartum), and in c-sec-
tions that were performed before labor began (prepartum).67 By separating 
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intrapartum c-sections and prepartum c-sections, the researchers hoped 
to get at the question of the safety of planned c-sections (i.e. prepartum c-
sections). Deneux-Tharaux and colleagues removed from the analysis any 
women with risk factors that might predispose them to having a c-section 
or complications from a c-section. They found that maternal mortality was 
higher in c-sections than in vaginal deliveries by 3.3 to 3.6 times, and the 
difference between intrapartum and prepartum c-sections was not signifi-
cant. In summary, the study found that women are more likely to die in a c-
section than in vaginal birth, regardless of whether the surgery is planned. 
 In 2007 José Villar and colleagues published a well-designed study of 
births in Latin America and found that, taking out the effect of hospital set-
ting and any risk factors the woman might have, planned c-sections were as-
sociated with higher rates of maternal morbidity (injury), mortality (death), 
and fetal mortality (death) than were planned vaginal births.68 This World 
Health Organization (WHO)–supported study indicates that planned vagi-
nal birth is safer than planned c-sections for women and babies. 
 Marian MacDorman and colleagues in a 2008 article compared neo-
natal mortality (death) rates in planned vaginal births and planned c-sec-
tions in the United States.69 These researchers used an intention-to-treat 
research design, which deals with the problem of distinguishing outcomes 
of planned c-sections from outcomes of unplanned c-sections by separating 
births according to whether they were planned vaginal births or planned 
c-sections. If a woman plans a vaginal birth but has a c-section, her baby’s 
data are still grouped with the planned vaginal birth group. The only births 
included in the planned c-section group are for women who planned to 
have a c-section. MacDorman and colleagues found a higher neonatal 
death rate in planned c-section births than in planned vaginal births, by a 
rate of 1.69–2.4 times, a clear indication that even if a c-section is planned, 
it is still less safe for the baby than is vaginal birth. 
 Other examples of how a c-section is riskier to women than a vaginal 
birth include research that shows that women who have a c-section face 
an increased risk of hysterectomy, rehospitalization, and prolonged pain.70 
Further, women who have a c-section are more likely than women who 
give birth vaginally to encounter infertility and troubles in future pregnan-
cies, such as stillbirth, problems with the placenta, and uterine rupture.71 
These increased risks have not gone unnoticed by health insurance com-
panies, some of which deny insurance coverage or charge higher premiums 
to women who have had a c-section unless the women are sterilized or are 
past their childbearing years.72
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 Further, a study by William M. Callaghan, Andreea S. Creanga, and 
Elena V. Kuklina published in November 2012 in Obstetrics and Gynecol-
ogy examines severe maternal morbidity during delivery and postpartum 
hospitalizations in the United States. Although not specifically about mor-
bidity risks of c-sections, the study finds that thirteen indicators of severe 
morbidity (e.g., shock, thrombotic embolism, and blood transfusion) more 
than doubled between 1998 and 2009, and women with at least one com-
plication increased by two-thirds in the same period.73 The authors write, 
“On an annual basis, with approximately 4,000,000 births in the United 
States, 129 episodes of severe maternal morbidity will affect approximately 
52,000 women.”74 Clearly, more attention needs to be paid to this trend, 
which is surely at least partly due to the c-section epidemic.
 Vaginal birth, then, is unquestionably safer for women and babies than 
are c-sections. The one issue that sometimes comes up in this discussion is 
a common belief that a vaginal birth is more likely than a c-section to dam-
age a woman’s pelvic floor muscles, leading to incontinence (an inability to 
control the discharge of urine or feces). Although more thorough research 
needs to be conducted on this question, current evidence does not sup-
port the claim that c-sections protect a woman’s pelvic floor compared to 
vaginal birth.75

 Beyond the risks posed to babies by c-section highlighted above, babies 
born by c-section also have increased risk of respiratory problems and fu-
ture asthma and are at risk of being cut during the surgery.76 Note, too, that 
although the c-section rate has increased steadily in the United States, the 
rates of cerebral palsy and shoulder dystocia have stayed the same.77 In fact, 
research shows that hospitals with high c-section rates do not have better 
neonatal outcomes than do hospitals with low c-section rates, and this is 
the case for all types of hospitals.78 In other words the health of newborns 
has not been improved by the epidemic of c-sections.
 When c-sections are planned, there is a particular risk of a baby’s being 
born prematurely because there is no way to know with absolute precision 
a baby’s gestational age, measured as weeks since the start of the woman’s 
last menstrual period. Babies delivered before forty weeks gestation have 
an increased risk of mortality (death) and morbidity (injury), and the rate 
of late-term prematurity, defined as babies born between thirty-four and 
thirty-seven weeks gestation, has been increasing since 2005.79 This trend 
is at least partially tied to scheduled c-sections, largely because of dating 
errors (that is, believing, for example, a baby is thirty-eight weeks gestation 
when it is really thirty-seven weeks gestation).80 
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 A second important reason to study the c-section epidemic is that the 
2011 U.S. c-section rate of 32.8 percent, the most recent rate available, is 
more than double the maximum recommended rate of 15 percent pro-
posed by the World Health Organization.81 As shown in figure I.1, the c-
section rate has soared from just over 5 percent in 1970 to almost 33 per-
cent in 2011, and the rate has increased among women of all ages, races, and 
medical conditions and among babies of all gestational age.82 
 It is not a small matter for a country to so exceed this defined optimal c-
section rate. According to the World Health Organization, countries with 
a c-section rate higher than 15 percent put women’s lives at risk.83 All of 
this may help to explain why the U.S. maternal mortality rate has increased 
an astounding 75 percent in the past twenty years from 12 per 100,000 live 
births in 1990 to 21 per 100,000 live births in 2010.84 This rate is now higher 
than the maternal mortality rate of all of western Europe and also higher 
than the maternal mortality rate in countries such as Bosnia and Herze-
govina (8 per 100,000 live births), Lithuania (8 per 100,000 live births), 
Serbia (12 per 100,00 live births), Croatia (17 per 100,000 live births), and 
Turkey (20 per 100,000 live births).85

 Finally, unnecessary c-sections are a drain on the American economic 
system. Annual health care expenditures in the United States increased 
by over 1,000 percent between 1960 and 2006 (adjusted for inflation) to 
a whopping $2.1 trillion; c-sections contributed to this increase.86 Child-
birth is a significant part of health care expenditures in the United States. 
The most costly hospital condition for Medicaid and private insurers is 
“mother’s pregnancy and delivery.”87 C-sections cost almost twice that of 
vaginal deliveries, and in 2008 there were 1.4 million c-sections performed 
at a cost of about $8.7 billion.88 In a report on the costs of having a baby in 
the United States in 2010, researchers report that health care costs could be 
reduced by $5 billion if the c-section rate were reduced from 33 percent to 
15 percent.89

 Certainly some c-sections are necessary; c-sections can be a life-saving 
operation. For example, a woman whose placenta covers her cervix (pla-
centa previa) must have a c-section. A woman who has a medical condi-
tion, such as a cardiac problem, that makes pushing a baby out risky, must 
have a c-section. Some babies do not tolerate labor and are compromised 
during the labor process, and some labors become obstructed. A c-section 
can be a life-saving operation in these situations. In fact, scholars estimate 
that countries with a c-section rate lower than 5 percent put women’s 
health at risk.90 This is the case in many underdeveloped countries, where 
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women die in childbirth every day because they do not have access to safe 
and timely c-sections.91 In fact, one of the United Nations Millennium De-
velopment Goals is to reduce maternal mortality, and one way the United 
Nations proposes to do this is to increase women’s access to skilled at-
tendants at birth, which includes making sure that women have access to 
c-sections.92 What this book explores is not why there are c-sections, but 
rather why there are so many c-sections in the United States.

Common Explanations for the C-Section Epidemic

It is commonly believed that physicians and pregnant women are responsi-
ble for the c-section epidemic. Explanations that focus on women or physi-
cian characteristics as related to c-sections inevitably put the blame of the 
increasing rate on one of these groups—physicians cause the increasing c-
section rate, or women cause the increasing c-section rate. This finger point-
ing is common in the medical literature. For example, many explanations of 

Figure I.1. U.S. Cesarean Section Rates, 1970–2011.
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the U.S. c-section rate focus on how individual characteristics of women af-
fect their likelihood of having a c-section. This literature suggests that older 
women, larger women, women who gain excess weight in pregnancy, women 
of color, and women with private insurance are more likely to have a c-sec-
tion.93 However, focusing on the individual characteristics of women does 
not get us far in explaining the soaring c-section rate. The rate has gone up 
among all groups of women, and women have not changed so much in thirty 
years to suggest that one-third of women are now incapable of vaginal birth. 
 The hottest topic in terms of a woman’s individual characteristics mak-
ing her more likely to have a c-section is the focus on maternal request 
for c-sections, otherwise known as the “too posh to push” explanation in 
which wealthy, educated women “choose” medically unnecessary c-sec-
tions. It is important to debunk this myth because, although the too-posh-
to-push explanation is commonly cited as a reason for the escalation of the 
c-section rate, there is no evidence to suggest it exists. The LTMII survey 
found that only 1 of the more than 1,300 (.08 percent) women surveyed 
who might have chosen a primary c-section instigated a request for a c-
section with no medical indication.94 Other studies have also questioned 
maternal request for c-sections being a significant trend.95 
 Research documenting an increase in maternal requests has also been 
questioned methodologically, particularly because it is very difficult to 
untangle whether women who have a c-section with no medical indica-
tion request the surgery or whether maternity providers recommend the 
surgery, as this information is not included on birth certificates.96 In 2006 
the U.S. National Institutes of Health held a State-of-the-Science meeting 
on maternal request for c-sections. Participants in the meeting witnessed 
incredible conflict, with some vociferously arguing that there was not suf-
ficient evidence on the occurrence of maternal request for c-sections to 
justify a State-of-the-Science conference.97 In short, there is little empirical 
evidence to support the “trend” of maternal request for c-sections. 
 Still, it is a common perception among U.S. obstetricians that maternal 
request is a driving force behind the increasing c-section rate. One study 
found that obstetricians commonly perceive that maternal request is a pri-
mary force behind the increasing c-section rate, even if they themselves 
have had no or few requests to perform a primary c-section with no medi-
cal indication.98 Some scholars have suggested that pointing to maternal 
requests as one of the main contributors to the increasing c-section rate 
shifts the responsibility to women when, in fact, physicians are making the 
critical decision to perform a c-section.99
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 Further,  NIH and ACOG have not taken a strong stand on the safety 
of c-sections without medical indication. In fact, although the evidence 
now points to vaginal birth as safer for women and babies than c-sections, 
planned or unplanned, ACOG’s Committee on Ethics in 2008 stated that 
because the evidence of the safety of planned c-section versus planned 
vaginal birth is unclear, providers should evaluate risk of elective c-sec-
tions on a case-by-case basis.100 This recommendation flies in the face of 
the research evidence. Because NIH and ACOG have given providers little 
direction on how to decide whether it is safer for a woman to give birth by 
a planned c-section or a planned vaginal delivery, maternity providers have 
been left to assess risk on their own, which, of course, is not an ideal situ-
ation. It allows for their own or collective biases, fears, and preferences to 
affect how risk is assessed and to transfer this perception to women.101 
 This leads me to the literature that focuses on the characteristics of 
the physicians in explaining the c-section rate. This literature suggests 
that physicians who graduate from medical programs outside the United 
States and physicians who use time management techniques during labor 
(being strict about the time a woman spends in any one stage of labor) 
have higher c-section rates, while physicians who use active labor manage-
ment techniques (actively managing a woman’s admission to the labor unit 
and progression in labor and intervening quickly when labor slows), allow 
women a trial of labor after a previous c-section, or who are family physi-
cians, female physicians, or physicians with academic appointments have 
lower c-section rates.102 This literature focuses, in general, on how training 
and location affects physicians’ tolerance of labor and vaginal birth.

A Sociological Explanation of Cesarean Sections: The Meaning of 
Birth in Hospitals

A less-emphasized focus of the literature that examines c-sections looks at 
the effect of organizations such as hospitals and malpractice insurers on 
the c-section rate. This literature has found that teaching hospitals and 
health maintenance organizations (HMOs) have lower c-section rates, as 
do states with many HMOs.103 In addition, studies have found a relation-
ship between malpractice insurance premium increases and malpractice 
lawsuit experience and the increasing c-section rate.104 The organizational 
scholars Elizabeth Goodrick and Gerald R. Salancik use c-sections as a 
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case study to understand how uncertainty in the organizational environ-
ment may lead to hospitals having more discretion in decisions, such as 
the decision to perform a c-section.105

 Although these studies allude to the importance of organizations, they 
are based on what Max Weber, a founder of sociology, refers to as a “direct 
understanding” of meaning.106 In direct understanding, organizations are 
understood by observing organizational behavior—that is, how organiza-
tions act—but there is no attempt to understand how organizational be-
havior is linked to human behavior. In other words, the focus is not on the 
underlying meanings or perspectives that are leading to the organizational 
behavior. For example, research suggests that teaching hospitals have lower 
c-section rates than do nonteaching hospitals—but an explanation as to 
why the organizational behavior developed is not explored. We may specu-
late that this is the case because teaching hospitals have attending physi-
cians on staff making many of the decisions about women’s care and these 
attending physicians have their malpractice insurance paid by the hospital. 
In those cases they are not as constrained by the threat of losing that in-
surance or being responsible for escalating malpractice insurance rates in 
the case of a lawsuit. But, without speaking to those physicians, this is just 
speculation.
 I suggest that by focusing on what Max Weber calls “explanatory under-
standing,” the puzzle of the c-section epidemic can be solved.107 Explana-
tory understanding differs from direct understanding in that explanatory 
understanding “involves the elucidation of an intervening motivational 
link between the observed activity and its meaning to the actor.”108 In es-
sence, what is missing from the research on the c-section epidemic is an 
understanding that is rooted in the experiences of maternity care providers 
and pregnant women. Weber tells us that to understand societal behaviors 
and trends one must look at the meaningful action of people involved in 
decisions that lead to those behaviors and trends.109 According to Randall 
Collins, a scholar of Weber’s work, “to explain something causally is for the 
analyst to put himself or herself in the place of the actor, to empathically 
share in his/her worldview and to understand the subjectively meaning-
ful reasons for choosing to act as he/she did.”110 Without subjective un-
derstanding, one cannot examine organizational structures, professional 
norms, and economic and legal incentives when they are actually at the 
root of many societal trends. Further, without subjective understanding, 
it becomes easy to blame maternity providers or women for the c-section 
epidemic, when neither may be responsible for the social processes that 
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set the trend in motion. One must understand the increasing c-section rate 
from a broader sociological perspective, one that is not present in the med-
ical literature that dominates this discussion and uses in-depth qualitative 
analysis of maternity providers’ and women’s experiences to untangle the 
complex reasons behind the c-section epidemic. 
 Grounded in an interpretative analysis of the explanatory understand-
ing of social action, I suggest that the increasing c-section rate is a result 
of the way that health care organizations have responded to their legal 
and economic environments. To start, it is important to understand that 
in the United States birth happens almost always in hospitals and that 
hospitals are organizations with fixed rules to guide individual behavior. 
I cannot emphasize how important this is. Organizations are abundant in 
our society, invading every aspect of our lives and often constraining our 
behavior. Think, for example, of all of the organizations you encounter ev-
ery day—stores, schools, churches, libraries, hotels, restaurants, hospitals, 
and the list goes on. We are customers, clients, employees, patients, and 
members of these organizations, but we are not free to do as we please in 
them. Our behavior and decisions are greatly constrained by the organiza-
tions themselves. Have you ever gone behind the counter at McDonald’s 
to pour your own coffee because the line was too long? Have you nudged 
the minister aside so that you could deliver a much more rousing sermon 
or a more sacred blessing? Chances are you have not (or, if you have, you 
were quickly reprimanded for your actions). You understand the expected 
rules of behavior in these organizations. Similarly, hospitals are organiza-
tions, and maternity providers and pregnant women are expected to un-
derstand to behave in certain ways in hospitals. Deviance, or not behaving 
as expected, has real consequences. Maternity providers may face profes-
sional consequences for deviance—for example, being informally scolded 
by colleagues, formally reprimanded by a supervisor, or having a malprac-
tice insurer deny coverage in the case of a bad outcome. Women also are 
expected to behave in certain ways. If they do not behave as patients are 
expected to behave and do what maternity providers ask of them, they may 
well be defined as “problem patients” and not receive quality care as a re-
sult.111 Maternity providers and women are constrained by hospital rules 
and expectations for behavior, even if the expected behaviors do not lead 
to improved outcomes. 
 This leads me to a discussion of the goals of hospitals. Any organiza-
tion’s goals are complex, and there is no doubt that many employees 
within hospitals aim to promote the health of individuals. However, 
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another important goal of any organization is survival.112 Organizations 
seek to survive into the future, and, to survive, organizations must pay par-
ticular attention to their environments, which include customers, suppli-
ers, competitors, and regulatory groups. Organizations must continually 
assess which parts of the environment are critical to the goal of survival 
and make sure that they are attending to those aspects. This is the job of 
organizational managers and administrators.
 Let me illustrate this theory by comparing public and private elemen-
tary schools. Private schools are much more receptive to input from and 
demands of individual students and parents than are public schools be-
cause private schools are financially dependent on the families’ paying tu-
ition. Public schools, on the other hand, are dependent on government for 
funding, which insulates them from the demands of individual families but 
causes them to be more focused on meeting state-specified performance cri-
teria on standardized tests, particularly in this era of No-Child-Left-Behind 
standards. Thus the principals and school boards of private schools are more 
likely to ask for the input of individual parents in decision making (and ask 
them for financial contributions) than are public schools.113 The environ-
mental constraints faced by public and private schools are different, and thus 
the parts of their environment seen as critical for survival differ.
 Hospital administrators also must scan their environment to decide 
what parts present survival threats. Since the 1980s, hospitals have faced 
an increasingly competitive economic environment due to changes in 
Medicare compensation and managed care, both of which have decreased 
hospital profits.114 Of particular importance is the change in Medicare 
compensation. Prior to 1983, Medicare reimbursed hospitals for the costs 
incurred in treating a patient. That changed with the 1982 Tax Equity and 
Fiscal Responsibility Act, which stipulated that, beginning in April 1983, 
Medicare would pay a set fee per case depending on the patient’s diagno-
sis.115 This move was intended to bring health care costs under control, but 
it also put hospital profits under competitive pressures because Medicare 
no longer guaranteed reimbursement of hospital costs.116 Further, as part 
of the changes to Medicare reimbursement, the federal government estab-
lished diagnosis-related groups (DRGs) on which to base payments. The 
idea was that hospitals would receive a standard payment for each patient 
with a given diagnosis. This increased standardization in health care with 
the notion that there is an expected procedure to be done for each diag-
nosis, which, of course, assumes that all cases falling within a DRG are 
homogenous.117 
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 In response to these economic changes, the health care industry became 
more consolidated, with the result that large corporations and for-profit 
hospitals now dominate the delivery of health care in the United States, 
and these organizations are driven to maximize revenues.118 Like hospitals 
overall, big medical practices have grown, and there is striking evidence of 
the growth of large practices within obstetrics. Between 1996 and 2009, ob-
stetrical practices with more than six physicians increased by 56.3 percent 
and obstetrical practices with between three and five physicians increased 
by 9.8 percent, while practices with one or two physicians decreased by 21 
percent.119 The increase of corporatization of medical care and standardiza-
tion of procedures decreased the autonomy of health care providers.120 It is 
interesting to note here that although Medicare does not pay for obstetrics, 
the corporatization and standardization that DRGs wrought has perme-
ated throughout the entire hospital and is not limited to Medicare cases.
 The other significant environmental influence over hospitals has been 
the legal environment, especially the malpractice insurance market. Hos-
pitals and medical care providers are all subject to complaints of malprac-
tice and, thus, insure against such claims. Malpractice insurance premiums 
have escalated in recent years, and many obstetricians pay over $100,000 
per year for malpractice insurance.121 Although a physician’s probability 
of being sued has not changed in recent years, a number of multimillion-
dollar awards has been seen.122 In response to these cases and escalating 
malpractice insurance premiums, the American College of Obstetricians 
and Gynecologists (ACOG) has declared a “liability crisis” in modern ma-
ternity care.123 From my interviews, physicians are conscious of these legal 
cases and of escalating malpractice insurance rates, and liability concerns 
tend to frame their discussions about how birth happens, something I will 
discuss in chapter 1. In short, health care organizations are embedded in 
uncertain and competitive economic, political, and legal environments. 
 As indicated by the growth of large hospitals and practices, organiza-
tions do not take uncertainty and threats to survival lying down. Organi-
zations, through the decisions of managers and administrators, respond 
proactively to uncertain environments in their quest to survive.124 How-
ever, certain organizational contradictions or paradoxes may emerge. For 
example, changes may occur that contradict organizations’ stated goals.125 
Going back to the example of the difference between public and private 
schools, recall that I suggested public schools are affected by the need to 
perform well on standardized tests because funding decisions are based on 
these scores. Within this environment, a scandal broke out in 2011 in the 
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Washington DC school district, where it was found that forty-one public 
schools had an unusual number of wrong-answer erasures on a state-man-
dated standardized test. Wrong answers had been erased and replaced with 
correct answers; teachers were found to be responsible for the erasures.126 
Although alarming, this should not be particularly surprising because or-
ganizational structures had been put in place to link teacher bonuses with 
improved test scores. Teachers and principals at schools with improved 
test scores received bonuses as high as $8,000–$10,000. In other words, 
changes at the organizational level led to contradictions: teachers worked 
in schools that rewarded them for high-test scores rather than for student 
learning. A paradox emerged from organizational change—increased test 
scores did not reflect student learning. The organizational rules not only 
failed to increase student learning, they also gave teachers (and schools) an 
incentive to cheat. 
 Similarly, hospitals, ACOG, and malpractice insurers define liability as a 
crisis, and with uncertain economic conditions in the health care industry, 
this crisis has taken on an all-important status. Hospital administrators and 
risk managers confront this environment and, in response, put in place sys-
tems of control to make sure the behavior of individual actors in the orga-
nization meets the needs of organizational goals, particularly reducing the 
liability threat.127 Thus hospital administrators implement protocols and 
rules for the use of technology, all of which aim to constrain the behav-
ior of maternity providers to make malpractice claims less likely, but which 
also contribute to the c-section epidemic. C-section becomes defined as a 
practice that is the gold standard of care in labor and birth. If a c-section 
is performed, maternity providers are defined to have done all they can to 
protect the baby.128 
 Yet these answers to the liability threat produce a contradiction because 
the c-section epidemic stands in contrast to women’s and babies’ health, to 
the economics of health care spending, and, as I’ll establish in this book, to 
the desires of birthing women and health care providers. An organizational 
paradox has emerged—the c-section epidemic does not protect the health 
of women or babies or make birth safer or good outcomes more likely. I 
demonstrate throughout the book how a focus on this epidemic as an or-
ganizational paradox created by organizational change helps to explain it.129 
Only by understanding the complex reasons for the escalating c-section 
rate can we hope to intervene and reverse the trend.
 In short, the c-section rate in the United States is the highest in history, 
and the commonly understood reason for this incredibly high rate is either 
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physician practice or that pregnant women themselves are responsible. 
Here I suggest that the increasing c-section rate is a result of the way that 
health care organizations respond to their legal, political, and economic en-
vironments. Physicians and women are players within the health care sys-
tem, but there are many other players who establish the structures, rules, 
and risks within the organization that constrain physicians and women.

Data

I use several sources of data to study the increasing c-section rate (see 
the Methods Appendix for complete information). First, I conducted 
interviews with fifty obstetricians, family physicians who provide ma-
ternity care, certified nurse–midwives (CNMs), and labor and delivery 
nurses in Connecticut, a state that stands out for high c-section and mal-
practice insurance rates.130 I gave all maternity providers pseudonyms in 
the book so that they would feel free to express their views without fear 
of retribution or exposure of opinions that may be seen as unpopular or 
inappropriate. The one exception is that I identify Doctor William Barth 
by name. He was chair of ACOG’s Practice Activities Committee at the 
time of our interview and agreed to speak to me on record as an ACOG 
representative.
 I asked maternity providers to explain why, from their perspective, the 
c-section rate is increasing. Maternity providers are on the front lines of 
the increasing c-section rate and offer unparalleled insight into reasons 
for the escalation. I was surprised at the uncompensated time providers 
gave to me—sometimes over two hours—and the eagerness with which 
some sought me out. I often arrived at my office to find voice mail mes-
sages from maternity providers who wanted to be interviewed. They have 
stories to tell, and their perception is that no one is listening. I listened and 
have incorporated their insights into this book. Maternity providers know 
the c-section rate is being influenced by nonmedical factors, yet they are, 
understandably, reluctant to publicly admit that their decisions may be in-
fluenced by factors not related to the health of women and babies. 
 It may seem that the type of maternity provider (i.e., physician, mid-
wife, nurse) is interchangeable at times. In fact, I find that, most times, 
providers think in very similar ways about modern maternity care because 
they are all actors within hospitals. Even so, maternity providers are af-
fected differently by the systems of control put in place by organizations 
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to oversee their behavior. Thus, at times, you will also see how, although 
all types of maternity providers often talk similarly about the constraints 
they face, because they are affected by the systems of control in different 
ways, nurses, midwives, and physicians sometimes have different experi-
ences. For example, nurses typically feel more bound by hospital protocols 
than do physicians because the hospital employs nurses and provides their 
malpractice insurance. Nurses tell me that the hospital will “hang them out 
to dry” if they do not follow protocol and something goes wrong, even if 
the bad outcome is not the result of a breech in protocol. 
 Second, my research team conducted interviews with eighty-three 
postpartum women at a Connecticut hospital. We interviewed all women 
the day after they gave birth. Women’s experiences are integral to this dis-
cussion. Throughout the book, I use women’s stories to understand how 
women think about, plan for, and experience birth. We did not record the 
names of the women interviewed, and the names used throughout the 
book are fictitious; again, we did this so that they would feel free to express 
their views without fear of retribution or concern that they would be seen 
as problem patients if they relayed to us a negative birth experience. We 
also made very clear to the women that we were independent researchers 
and not hospital employees.
 I use Cochrane Collaboration Reviews as the source for information on 
evidence-based obstetrical practice. Cochrane is a nonprofit, independent, 
international organization established in 1988 to disseminate evidence-
based and systematic reviews of medical interventions.131 When Cochrane 
has not reviewed a procedure, I summarize the existing empirical literature 
on the topic. In terms of empirical evidence on national trends of women’s 
experiences, I draw on three quantitative studies: Listening to Mothers II 
(LTMII), a national survey conducted in the United States of women who 
gave birth in 2005; the Centers for Disease Control’s (CDC) Births: Final 
Data for 2010, the most recent analysis of birth trends in the United States; 
and Births: Preliminary Data for 2011, which has the most recent data on a 
limited number of measures.132 

Organization of the Book

In the first part of the book I examine the liability environment of obstetri-
cal care. In chapter 1, I describe the liability environment faced by mater-
nity providers and also their subjective understanding of that environment. 
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 The second part of the book examines how the control systems that 
constrain the actions and decisions of maternity providers have been im-
plemented in hospitals to reduce liability threats. I argue they have also 
contributed to the increasing c-section rate. In chapter 2 I examine proto-
cols and the patient safety movement. I suggest that liability concerns have 
shaped protocol changes as much, if not more, than safety concerns and 
that an increasing c-section rate is part and parcel of the dominant patient 
safety movement in obstetrics. In chapter 3 I go on to examine technolo-
gies used in labor and birth and show that most are not supported by em-
pirical evidence that they improve birth outcomes. Rather, they are used 
to protect maternity providers from the blame of a bad outcome and to 
carefully control a woman’s labor and birth. The result is more and more 
c-sections. 
 In the third part of the book I show how organizational constraints af-
fect repeat c-sections and women’s choices. In chapter 4 I examine how li-
ability concerns lead to the practice of repeat c-sections. Vaginal birth after 
c-section (VBAC) rarely happens in the modern United States because or-
ganizations take away this option for many women and maternity provid-
ers. Chapter 5 looks at how women’s choices are restrained in modern ma-
ternity care by organizational constraints. Finally, in the conclusion, I end 
the book by looking at how to address the epidemic c-section rate with 
rational change. I suggest specific solutions to bring the tide of increasing 
c-sections under control.
 My hope in writing this book is that the high percentage of c-section 
births in the United States will be publicly recognized as an epidemic 
threatening the wellbeing of women, babies, and families. With this recog-
nition, we can begin to insist that current practices in hospitals be changed 
so that women and maternity providers can do what they know (and sci-
ence shows) is best—to promote vaginal birth. At the very least, a wide-
reaching conversation needs to be started with open, honest communica-
tion among all parties involved.
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