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Objective: To explore women’s and maternity care providers’ experiences of birth, and the roles of 

(bio)medical and experiential knowledge therein. 

Research design/setting: In-depth qualitative interviews were undertaken with pregnant women and new 

mothers ( n = 14) as well as with a range of maternity care providers working for the National Health 

Service ( n = 6) and privately ( n = 7). 

Findings: Trust emerged as a key concept in women’s and maternity care providers’ narratives. It was 

found that women and maternity care providers placed trust in two key areas: trust in past experiences 

and trust in women’s innate abilities and embodied knowledge of birth. 

Key conclusions: Women and maternity care providers trust and utilise both (bio)medical and experiential 

forms of knowledge of birth in complex ways and the value an individual ascribes to (bio)medical and/or 

experiential knowledge is highly subjective, and not necessarily mutually exclusive. This destabilises the 

notion that (bio)medical knowledge is associated with experts and experiential knowledge is associated 

with ‘lay’ people, and that these two bodies of knowledge are distinct. 

Implications for practice: Trust is a key concept in maternity care. The predominance of biomedical mod- 

els of birth risk reducing trust in the value of experiential based birth knowledges – both embodied and 

empathetic. Trust in experiential knowledge could help to facilitate woman-centred care by recognising 

women as valuable ‘knowers’ with unique insight to contribute, and not just receivers of medical knowl- 

edge. It may also help providers ‘tune-in’ with the women in their care if they allow their experiential 

knowledge to complement their (bio)medical knowledge. 

© 2022 The Authors. Published by Elsevier Ltd. 

This is an open access article under the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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Trust is often thought of in healthcare as a means by which 

o facilitate positive interactions between patients and providers, 

anaging anxiety and improving efficiency and effectiveness 

 Brown et al., 2011 ; Elliot, 2004 : 73; Taylor-Gooby, 2008 ). To these

nds, trust is typically examined in the interactions between pa- 

ients and providers, as well as between staff in healthcare sys- 

ems. However, in order to understand these interactions, it is 

elpful to first understand the different perspectives and knowl- 
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dges of those participating in them. This article seeks to ex- 

lore women’s and maternity care providers’ use of different forms 

f knowledge – (bio)medical and experiential – the role of trust 

ithin these contrasting birth schemas, and their respective roles 

n decision-making and management of birth. 

(Bio)medical knowledge constitutes the dominant model of 

ealth and illness in the western world. It focusses on biological 

actors and allopathic approaches often at the exclusion of psycho- 

ogical, environmental and social factors. Despite the dominance of 

bio)medical knowledge, experiential knowledge has been found 

o have valuable applications in health and maternity care. In 

articular, with regards to reinforcing or challenging (bio)medical 

expert’ knowledge, managing risk and uncertainty, and facilitat- 

ng decision-making ( d’Agincourt-Canning, 2005 ; Entwistle et al., 

998 ; Etchegary et al., 2008 ). Problematically, whilst (bio)medical 

nowledge is typically privileged and associated with ‘experts’, ex- 
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eriential knowledge is often synonymous with ‘lay’ individuals 

nd consequently assigned a lower status ( Caron-Finterman et al., 

005 ; Markens et al., 2010 ). This can leave patients dependant on 

octors as the mediators between (bio)medical and lay knowledge 

 Kohler-Riessman, 2003 ). Indeed, keeping expert knowledge ‘un- 

ouchable’ can be advantageous to patients who trust and rely on 

xperts to make difficult decisions (see Henwood et al., 2003 ). Tra- 

itionally trust in the provider-patient relationship has referred to 

ow much patients trust the expertise and competence of their 

ealthcare providers to perform this mediator role ( Calnan and 

owe, 2008 ) and apply seemingly objective (bio)medical knowl- 

dge to individual cases. However, there is complexity within 

he polarities of rational, expert knowledge and non-rational, lay 

nowledge (( Markens et al., 2010 ). Zinn (2016) considers that ex- 

eriential, or tacit, knowledge in fact lies “in-between” these polar- 

ties and draws on strategies such as trust, intuition and emotion 

o manage risk and uncertainty. 

Historically, childbirth has been a social event and as such can- 

ot unequivocally be understood as a ‘medical’ condition. Propo- 

ents of the medicalisation critique have detailed the transforma- 

ion of childbirth from a social event with predominantly non- 

nterventionist ‘lay’ female midwives, to a medical event with male 

bstetricians utilising (bio)medical techniques ( Ehrenreich and En- 

lish, 2005 ). Whilst the medicalisation of birth has been wel- 

omed by those who trust in its association with improved 

afety and evidence-based (bio)medicine ( Pitchforth et al., 2008 ; 

avender and Chapple, 2008 ; ( Longworth et al., 2001 ), crit- 

cs highlight its capacity to normalise the disempowerment of 

regnant and birthing women ( Davis-Floyd and Sargent, 1997 ; 

organ, 1998 ). However, at the other end of the spectrum, the 

atural childbirth movement which favours women’s experien- 

ial knowledge has typically been perceived as associating ‘good’ 

otherhood with natural birth and consequently received criti- 

ism for promoting the idea that women who do not or cannot 

ave natural births are ‘bad’ mothers and furthermore ‘bad’ women 

 Brubaker and Dillaway 2009 : 749; Lowe, 2016 ). The complex and 

ompeting discourses on birth leave women and providers walking 

 tightrope between different birth schemas. 

In order to understand the application of, and trust in, lay ex- 

eriential knowledge of birth in relation to expert (bio)medical 

nowledge, Abel and Browner (1998) distinguished between two 

ypes of experiential knowledge: ‘embodied’ and ‘empathetic’. Em- 

odied knowledge is relative to the individual body that expe- 

iences a phenomenon and during pregnancy and birth women 

an have a unique awareness of their bodies and foetuses. This 

interoceptive awareness’ has been found to influence decision- 

aking and behaviour regulation, particularly when facing uncer- 

ainty, complexity and risk ( Herbert and Pollatos, 2012 ). 

Studies have explored women’s embodied experiences of preg- 

ancy and its facilitation of decision-making (e.g. Lippman, 1999 ; 

othman, 1984 ; Abel and Browner, 1998 ). In addition, midwives 

ho utilise their own experiential knowledge have been found 

o develop more trusting, calming, and communicative relation- 

hips with women ( Thelin et al., 2014 ; Berg, 2005 ; Hunter, 2008 ).

ndeed, Fry (2016) explored how independent midwives allow 

heir practice to be led by intuition developed through experien- 

ial knowledge, whilst Henley (2016) notes that although doulas 

ften obtain formal qualifications to gain legitimacy, they and 

heir clients most value their experiential knowledge of birth. 

’Agincourt-Canning (2005) demonstrates that empathetic expe- 

iential knowledge (obtained through the experiences of others) 

an be just as influential as embodied knowledge, and indeed 

egan et al. (2013) found that stories of/attendance at a birth of 

elatives and friends was the most significant factor for women de- 

iding on their birth type. As such there are many ways that trust 

n experiential knowledge can influence pregnancy and birth. 
2 
Experiential and (bio)medical knowledge of birth are valuable, 

nd the relationship between the two knowledge bases is often 

ore complex and synergistic than dichotomous thinking sug- 

ests. Drawing on interviews with 27 women and maternity care 

roviders, this paper brings together different understandings of 

irth to interrogate their intersection in decision-making and pro- 

ide insight into the role of trust in this process. 

ethods 

The research methodology was informed by a feminist ap- 

roach to explore knowledge, power, relationships and discourses 

n and through experiences of childbirth ( Randall, 2002 : 112; 

nglish, 2010 ). Semi-structured interviews were conducted be- 

ween October 2018 and September 2019 with a sample consisted 

f women who had current or recent experience of maternity 

are, and a range of maternity care providers. Ethical approval was 

ranted by the National Health Service (NHS) Solihull Research 

thics Committee and Health Research Authority (18/WM/0149) in 

uly 2018 and the University of Warwick’s Biomedical and Scientific 

esearch Ethics Committee (71/18–19) in July 2019. 

omen 

Participants included 14 women, four of whom were pregnant 

nd 10 of whom had recently given birth (within 6 months). Five 

omen were first time mothers and nine were second time moth- 

rs. Recruitment took place via recruitment leaflets distributed by 

 midwife in an NHS maternity unit and through private ma- 

ernity/parenting groups/websites. The sample came from a large 

etropolitan county in England. Three women were recruited for 

nterview through the NHS and 11 women were recruited outside 

f the NHS. Participants received a £10 shopping voucher in appre- 

iation of their time and effort. 

Interviews with women were conducted face-to-face by the 

ead researcher (GC) in private rooms in public spaces (e.g. li- 

raries, community centres) to ensure the safety of both the par- 

icipant and researcher. Interviews lasted on average 51 min, were 

udio recorded and transcribed verbatim by the lead researcher, 

ith identifiers removed and pseudonyms assigned. The interview 

chedule was semi-structured with open-ended questions to al- 

ow flexibility, personalisation, and participant involvement in data 

roduction. 

aternity care providers 

Thirteen interviews were carried out by the lead researcher 

ith a range of NHS and private maternity care professionals: five 

HS midwives, one NHS perinatal psychologist, two independent 

idwives, three doulas, and two hypnobirthing teachers. Recruit- 

ent took place via an invitation email shared through industry 

rganisations, personal contacts, and snowball sampling. 

Participants could choose a face-to-face or telephone inter- 

iew, however in the end all interviews were conducted via tele- 

hone as the most convenient method for busy professionals col- 

ectively working across 12 English counties. Semi-structured in- 

erviews lasted on average 42 min, were audio recorded and tran- 

cribed verbatim by the lead researcher, with identifiers removed 

nd pseudonyms assigned. Maternity care providers also received 

 £10 shopping voucher in appreciation of their participation. 

nalysis 

Transcripts were imported into NVivo11 and analysed using 

raun and Clarke’s (2006) approach to thematic analysis, coding 
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ections of text into thematic nodes which were reviewed and re- 

ned. Analysis was an iterative process moving between the data 

nd existing literature. This process refined understandings of what 

as happening in the codes and how they became themes. The 

resentation of the findings below reflects this process and there- 

ore includes references to the literature where relevant. Themes 

ere compared and contrasted between the women and mater- 

ity care providers to produce a conceptual framework through 

hich to understand women’s maternity experiences. Whilst the 

requency of codes was considered, if an infrequent code related to 

 theme and was considered important in understanding the data, 

t was incorporated. 

The findings below draw on accounts from both women and 

aternity care providers to explore their experiences of birth and 

rust in (bio)medical and experiential knowledge. 

eflexivity 

The researchers were mindful of how their ‘situated knowl- 

dges’ ( Haraway, 1991 ) influenced the research process. The lead 

esearcher (GC) who conducted the interviews presented as a 

oung, white, middle-class, able-bodied woman, which affected 

ow she was perceived by participants and the conversations 

ad. A number of participants asked GC whether she had given 

irth herself. Following the principles of feminist interviewing, 

hich emphasise reciprocity and minimising power differentials 

 Oakley, 1981 ), GC disclosed that she had not given birth. Muir (in

arle, 2003 ) notes a ‘conspiracy of silence’ around birth in which 

omen who have given birth purposely conceal negative details 

o as not to deter potential ‘mothers-to-be’ from having children. 

hilst this may have influenced participants’ responses, the re- 

earch team included individuals who had and had not given birth 

hen it came to research design, analysis and presentation of find- 

ngs. Moreover, speaking to an interviewer without personal expe- 

ience of birth may have created spaces for some participants to 

ffer more detailed explanations than they may have done if inter- 

iewed by a woman with birth experience. 

Similarly, it was hoped that GC’s independence from health- 

are institutions would result in more open, relaxed conversations 

ith participants. However, it is noteworthy that these associa- 

ions were made anyway, with some participants assuming that GC 

ad a medical background. When corrected, it was observed that 

aternity care providers in particular modified their responses to 

void or explain jargon. These observations underscore the various 

ays that participant responses are influenced by the characteris- 

ics of the researcher, the need to be attentive to bodily signifiers 

nd their role in the production of research findings ( Brown and 

oardman, 2011 ). 

indings 

Women and maternity care providers talked about birth knowl- 

dge in complex ways and trust was identified as a key concept 

n their narratives. Firstly, the idea of trust in past experiences of 

irth for both women and providers will be explored, and sec- 

ndly the impact of trust in women’s innate abilities and embodied 

nowledge of birth shaping decisions and practices. 

rust in past experiences of birth 

For women and maternity care providers, perceptions of birth 

ere often described through their personal and professional expe- 

iential knowledge, shaping their understanding of birth as a nor- 

al event or a risky endeavour. 
3 
Hailey perceived that birth was normal and following the posi- 

ive embodied experiential knowledge of her first birth, decided on 

ome birth for her second child. 

‘I’ve not had a risky experience. Out of my NCT [National Child- 

birth Trust] group of friends – and there’s eight of us – I was the 

only one with my first pregnancy […] who got anything relatively 

similar to my birth plan. So I had a really positive experience, they 

have completely different experiences because theirs was slightly 

more traumatic, so I think they would have a slightly different per- 

ception. I think it’s really based upon your experiences, but you 

don’t get any control over that.’ 

Hailey, 32, postnatal woman, second child 

Hailey’s embodied knowledge of her first birth influenced her 

uture decisions about the type and location of her second birth. 

or Hailey, her own embodied knowledge was the most impor- 

ant factor in her perception of birth and overrode her empathetic 

nowledge of her friends’ more complicated births. Similarly, Julia 

as keen to repeat her first positive childbirth experience for her 

econd birth. 

‘We had such a positive home birth experience [previously] we 

didn’t really question that, we just said we want to have ex- 

actly the same experience again in so far as that’s possible with 

birth. […] we knew that statistically it was even safer second time 

around and there’s less risk of interventions and complications’ 

Julia, 33, pregnant woman, second child 

Julia’s experiential knowledge of home birth with her first child 

as reinforced by (bio)medical knowledge regarding home births 

or second children. Indeed, since home birth is often considered 

n alternative and (bio)medically risky option ( Viisainen, 20 0 0 ), 

omen’s trust in their experiential knowledge of birth was used 

o resist the status quo of medicalised birth and justify their deci- 

ion for home birth to both themselves and others. 

However not all women had positive natural births like Hailey 

nd Julia, and empathetic knowledge of other women’s experiences 

aused them to perceive birth as risky, which was then reinforced 

y (bio)medical discourses, as Magda showed: 

‘[…] for me it is a risky event […] both times my children got stuck

and I had to have assisted births with forceps, so that’s the sort of 

thing you need, you know someone with a degree of medical um 

training to help you with. I mean I suppose, partly from knowing 

the history of how many women tended to die in childbirth before 

modern medicine, um, knowing the number of people who have 

had to have emergency c-sections because of various things that 

have gone on who were apparently low-risk and healthy through- 

out the pregnancy. So yeh, I do, I do think it’s risky.’ 

Magda, 38, postnatal woman, second child 

In justifying her belief that birth is risky, Magda draws on dif- 

erent knowledges. Firstly, she situates birth within her embodied 

xperiences of it and subsequently describes a trust in (bio)medical 

echniques and training to facilitate labour. This presents medical- 

sation as a necessity rather than a choice and absolves her of 

he social judgement that may come from those who demonise 

edicalised birth and privilege natural birth. Secondly, Magda 

raws on a shared medical and historical narrative of birth in 

hich maternal mortality has decreased with the advent of med- 

calised childbirth. Finally, she uses empathetic knowledge of her 

riends’ difficult childbirth experiences to reinforce her beliefs and 

ubsequent trust in (bio)medicine. This demonstrates nuance in 

ecision-making and that (bio)medical knowledge is not exclusive 

o professionals. 

Though interviewed about her personal childbirth experiences, 

atasha’s professional experiences as a doctor demonstrated how 

xperiential and (bio)medical knowledge could intersect in com- 
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lex ways. When asked whether she considered birth to be risky, 

atasha said: 

‘[…] yes, but that’s probably because, that’s not been coloured by 

my own experience of my own pregnancies and birth, just that I’ve 

worked on the other side of it. So I worked in paediatrics for a few

months when I was younger, and obstetrics for a few months when 

I was even younger than that. So you inevitably see the people 

who don’t do as well, the babies who don’t do as well. Umm… so 

yeh you can’t help but then feel that it’s riskier.’ 

Natasha’s, 34, postnatal woman, second child 

Natasha’s view of birth as risky was informed by her profes- 

ional, rather than her personal, knowledge and experiences. This 

emonstrates how different knowledges can be hierarchically or- 

ered to shape perceptions and approaches to birth. In Natasha’s 

ase, the prioritisation of her professional (bio)medical knowledge 

nd experience may reflect wider societal tendencies to privilege 

bio)medical accounts and the narrative that birth is risky. How- 

ver it may be personal to Natasha because she has a greater 

mount or severity of professional experiences to draw on com- 

ared to her own two births. Though Natasha had not worked in 

aternity care since she was a student, her account demonstrates 

he powerful and long-lasting effects of witnessing and learning 

bout birth as risky, and how this shapes trust in women’s abil- 

ty to birth naturally. This knowledge had continued to shape her 

erceptions of birth, childbirth decisions, trust and acquiesce to 

bio)medical power, again showing the complex and porous nature 

f expert and lay knowledge. 

Drawing on past experiences of birth is not available to first- 

ime mothers and as such first-time mothers may give more 

eight to empathetic knowledge. Jessie spoke about both her 

other’s and sister’s childbirth experiences: 

‘My mum had to have three c-sections because of the shape of her 

pelvis but then my sister was able to deliver twice naturally, so 

fingers-crossed all will be grand. […] for my peace of mind for my 

first baby I’d like to be in hospital […] knowing how beautiful my 

sister’s births were at home I wanted to get a piece of that [in an

alongside maternity unit] without being at home.’ 

Jessie, 27, pregnant woman, first child 

The seemingly opposing birth experiences of Jessie’s mother 

nd sister made it hard for her to unequivocally trust in either 

edicalised or natural birth. As such she attempts to combine her 

mpathetic knowledge of both their experiences by deciding to 

ive birth in an alongside maternity unit. Jessie considered that 

his birth option offered her (bio)medical safety but also a ‘nor- 

al’ birth experience which could reflect the home birth experi- 

nce of her sister. In light of Zinn’s (2016) understanding of differ- 

nt knowledges, Jessie has neither rational (bio)medical knowledge 

r ‘in-between’ embodied knowledge of birth herself but embraces 

he traditionally non-rational strategy of hope to manage risk and 

ncertainty about how her own birth will unfold. 

Just as the experiential knowledge of women produced a vari- 

ty of perceptions and approaches to birth, there was also variation 

n the accounts of maternity care providers. Many of those work- 

ng for the NHS considered childbirth to be risky and dealt with 

his by trusting in (bio)medical knowledge, interventions, and pro- 

esses. 

‘I think it’s quite risky to be honest yes […] so many things can

go wrong in a very short space of time, within seconds sometimes 

that it is very, um risky. That’s why I think it should be very con-

trolled, and by controlled it means um, observed very well by spe- 

cialists […] I’ve seen so many things, so many complications, so 

many, oh my god you would not believe […] I always tell them 

[women] something may happen but we will try to deal with it as 
4 
much as we can do, and we always, I always say we pretty much 

have solutions for everything.’ 

Ana, 38, labour ward midwife 

‘I think that’s why we call it low-risk, because it’s not no-risk. It’s 

not like, no childbirth is ever going to be risk free. […] we [labour 

ward midwives] also come from that medically high-risk side as 

well where we’ve seen things that have gone wrong’ 

Beth, 30, labour ward midwife 

Ana’s and Beth’s awareness of the unpredictability and riski- 

ess of birth is shaped by their professional experiential knowl- 

dge of high-risk birth in the labour ward. Their accounts demon- 

trate that experiential knowledge is not just a lay phenomenon 

ut used by experts to form their perception and management 

f childbirth. Ana’s experiential knowledge of birth caused her to 

rust in (bio)medical knowledge and solutions, and she encouraged 

he women in her care to do the same. 

In contrast for Ellen (previously an NHS midwife but now inde- 

endent), rather than her experimental knowledge causing her to 

ely on (bio)medical techniques, she trusted it to help her support 

omen who were considered (bio)medically ‘high-risk’ but wished 

o pursue less-medicalised births. 

‘So they [clients] may well have chosen me because they know that 

they’re going to get resistance […] I look after a lot of women who 

have had previous caesarean sections, post-partum haemorrhages, 

this that and the other […] I do consider risk, of course I do, but I,

I, I’m big enough and robust enough now to have been around the 

block so many times that I, I’m confident enough to feel confident 

to support a woman who is having a baby with risk factors.’ 

Ellen, 59, independent midwife 

Ellen trusted that modern-day childbirth in the UK was safe and 

he combined her (bio)medical training with the professional ex- 

eriential knowledge she had developed over a long midwifery ca- 

eer to resist (bio)medical approaches to birth and facilitate choice 

nd normality for the women she worked with. Indeed, many of 

he accounts from women and maternity care providers drawn on 

ere demonstrate that (bio)medical and experiential knowledge do 

ot need to be viewed as polar opposites. The two can intersect 

evealing the complexity of decision-making as both women and 

roviders can trust in and utilise different forms of knowledge dur- 

ng their personal experiences and professional practice of birth. 

ince the midwifery profession is dominated by women, many of 

hom will have given birth themselves, midwives’ practices can 

lso be shaped by their personal experiential knowledge of birth. 

enley (2016) found that many doulas had only embarked on 

his occupation after becoming mothers themselves, demonstrat- 

ng how first-hand experiential knowledge, and subsequent trust in 

his knowledge, can grant an individual access to privileged knowl- 

dges. 

rust in women’s innate abilities and embodied knowledge of birth 

In addition to trusting in (bio)medical and experiential knowl- 

dge of birth, women and maternity care providers also spoke 

bout their trust in women’s innate ability to give birth. 

‘I don’t think it’s risky, I think it shouldn’t be risky. Um, I very 

much buy into the hypno-science of it, that it’s something that we 

are physically designed to do and then if we respect the way that 

the human body has been designed, then there are measures to um 

support birth in a very normal, natural, non-interventionist way.’ 

Julia, 33, pregnant woman, second child 

‘I have absolutely got an unshakable belief in women’s ability to 

do this. And it did affect me working in the institution, I could 
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even feel that but I did, my foundations were solid but for my col-

leagues, they were like… ‘I don’t see normal birth, I don’t know if 

women can do this anymore’.’ 

Martha, 63, independent midwife 

Julia and Martha trusted in women’s natural ability to give birth 

hough both were conscious that this was not the mainstream 

iew. Julia’s trust in women’s abilities was reinforced by her own 

xperiential knowledge. However, she frames her perception as 

ounter-cultural, ‘hypno-science’ (referring to hypnobirthing ideol- 

gy), rather than ‘hard-science’. Martha describes how her trust 

n women’s ability to birth was at odds with the dominant dis- 

ourses, practices and workplace cultures of (bio)medical birth that 

he encountered in the NHS. Although her trust in women’s abil- 

ty to birth was challenged by her professional experiences, it al- 

owed her to resist professional discourses of risk and uncertainty. 

t is worth noting that whilst trust in women’s innate ability to 

irth was helpful to some participants, emphasising women’s ‘nat- 

ral’ ability to give birth can draw on essentialising discourses 

hich depict women who do not, or cannot, have intervention- 

ree vaginal births as lesser mothers and indeed lesser women 

 Brubaker and Dillaway, 2009 ). Thus it is important that promot- 

ng trust in women’s natural ability to give birth does not simulta- 

eously demonise medicalisation and valorise natural birthing by 

mplying that natural birth is the only ‘good’ birth or the only way 

o perform ‘good’ motherhood. 

Associated with a trust in women’s innate ability to give 

irth was also trust in women’s embodied knowledge ( Abel and 

rowner, 1998 ) of their bodies and foetuses during pregnancy and 

abour, as Jane demonstrated: 

‘[…] the midwife who was looking after me, she, it was almost like 

she didn’t believe that I had gone into labour that quickly […] she 

was saying, ‘oh come back in like 3 h and we’ll examine you’ and 

I was thinking ‘I don’t think so, baby will be here!’’ 

Jane, 33, postnatal woman, second child 

Jane had the embodied knowledge to tell her midwife what was 

appening during labour, although her midwife privileged trust 

n her own (bio)medical knowledge of birth. This demonstrates 

he common subjugation of experiential knowledge to (bio)medical 

nowledge ( Markens et al., 2010 ) and the difficulty women face in 

aving their voices heard. Although Jane was rushed to the birth 

entre she had already lost the opportunity to have her planned 

irth experience because her midwife did not trust her embod- 

ed knowledge. Indeed, many of the women who took part in this 

tudy had experienced change to their preferred birth plans. They 

xpressed the difficulty they had negotiating change with their 

aternity care providers as their role and knowledge was subju- 

ated to an assumed trust in (bio)medical approaches. 

In contrast to the experience of Jane, as a doula Sally spoke 

bout her experiential knowledge of birth and her clients devel- 

ped through continuity of carer, and how this facilitated the care 

he provided: 

‘When you get to know your women and you get to know them 

properly, you know when they’re about to give birth, you get to 

know from the tone in their voice, or from the… you know I had 

a client who gave birth at 32 weeks, she phoned me […] and I 

could tell from her voice that she was having her baby […] she 

called the hospital and they told her to go and have a bath and a

paracetamol because they thought it was pelvic pain […] I said ‘get 

to the hospital, go to the hospital now’, because I’d got to know her 

and that makes a massive difference.’ 

Sally, 49, doula 

Sally’s trust in her embodied and empathetic knowledge of her 

lient meant that she ‘knew’ that her client was in labour despite 
5 
he (bio)medical assertion that it was pelvic pain. Indeed, as well 

s trusting their experiential knowledge of women and birth, the 

rivate maternity care providers interviewed here highly valued 

omen’s experiential knowledge and encouraged women to trust 

t, rather than deferring to (bio)medical knowledge: 

‘I think that we’ve dumbed down women’s intuition, you know, 

there are women in my home birth group who are, they say, ‘I 

don’t know why but I feel like I need to go to hospital, I need

to change my birth plan and I need to be in hospital’ and that 

intuition that they’ve got is invariably right […] but when you try 

to say that to healthcare professionals they just look at you like 

you’ve gone mad, ‘I’d rather trust a machine than intuition.’’ 

Sally, 49, doula 

‘[…] ‘how do you feel instinctively, how do you feel in your gut 

you know, do you feel that baby is well and healthy and you’re 

ok to wait or do you feel instinctively there might be something 

wrong and maybe need to act?’ And through that gentle conver- 

sation she was able to say, ‘no I feel really good I don’t feel like

there’s any problem, I don’t know why they’re [NHS provider] sug- 

gesting it [induction]’.’ 

Imogen, 46, hypnobirthing teacher 

Whilst experiential and (bio)medical knowledge can be mutu- 

lly reinforcing, there is also the possibility for one to undermine 

 person’s trust in the other. Indeed, Sally and Imogen highlight 

he tension between experiential and (bio)medical knowledge and 

he difficulties women may face explaining this knowledge to their 

HS providers. This illustrates a need to change perspectives on 

xperiential knowledge within health and maternity care. Indeed, 

rusting women’s embodied and empathetic knowledge of birth fa- 

ilitates women-centred care by recognising women as valuable 

roducers of knowledge and not just receivers of (bio)medical 

nowledge. In contrast, denying women’s experiential knowledge 

s untrustworthy or invaluable risks harming the provider-women 

elationship. 

iscussion 

Through interviews with women and maternity care providers 

bout the different knowledges they draw on in pregnancy and 

hildbirth it emerged that women and providers base their trust 

n a unique combination of both (bio)medical and experiential 

nowledge, although the relationship between these two knowl- 

dges shifts and changes over time and context. In some instances, 

iomedical and experiential knowledge are mutually constituting 

nd reinforcing, however trust could be threatened when they con- 

icted. This is in line with the work of Kleinman et al. (2006) who

oted that practitioner-patient interactions centre around the 

ransfer and understanding of each other’s ‘explanatory models’ of 

ealth conditions, which often draw on a combination of knowl- 

dges. As such it is not simply the case that (bio)medical knowl- 

dge is for experts and experiential knowledge is for lay peo- 

le, in reality the utilisation of both knowledge sources is much 

ore porous. Clinicians use their professional and personal expe- 

iential knowledge, just as women draw on biomedical discourses 

o justify and present their birth choices and decisions. As such, 

 strict division between (bio)medical and experiential knowledge 

ay be too simplistic, as Zinn (2016) and Markens et al. (2010) ar- 

ue that expert and experiential knowledge can co-exist in a sym- 

iotic relationship, shaping and informing one another. Indeed, 

hinking specifically about birth, Newnham et al. (2018) also ar- 

ue for the need to more beyond dualistic thinking whilst Davis- 

loyd (2001) proposes that best practice should combine different 

aradigms of birth, which Martin (1992) noted midwives could be 

articularly adept at. 
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The data here showed how women trusted their experiential 

embodied and empathetic [Abel and Browner,1998]) knowledge of 

irth to influence their future birth decisions. Though not all of the 

omen interviewed here were led by their experiential knowledge 

o trust in the safety and normality of birth - since medicalised 

irth is currently the norm - experiential knowledge was an impor- 

ant resource for those looking to resist medicalised care and opt 

or an ‘alternative’ home birth. Indeed, the important role of expe- 

iential knowledge in resisting normalised (bio)medical birth was 

pparent when considering that NHS providers interviewed here 

argely considered childbirth a risky endeavour as a result of their 

wn professional experiential knowledge and (bio)medical training. 

hey subsequently trusted in (bio)medical knowledge and tech- 

iques to manage risk, demonstrating how women’s own experien- 

ial knowledge can be a counterbalance to (bio)medical knowledge 

nd its valorisation of medicalised birth ( Flanagan et al., 2019 ). In- 

eed, when considering the trust women and providers could have 

n women’s innate ability to give birth without (bio)medicine, the 

xamples given here show how this belief could be both reinforced 

nd challenged by experiential knowledge of birth actually unfold- 

ng. This finding is supported by Coddington et al. (2020) who 

ound that exposing hospital-based midwives to home birth - and 

onsequently equipping them with experiential knowledge of dif- 

erent births - improved their acceptance of home birth, highlight- 

ng the significance of experiential knowledge, not only to women, 

ut also health professionals. 

Though participants may have been unlikely to share instances 

here their experiential knowledge was wrong, the data demon- 

trates how women’s embodied knowledge of birth could con- 

radict (bio)medical knowledge, though this was not always ac- 

nowledged by NHS providers. The examples of embodied aware- 

ess given here demonstrate how experiential knowledge can be a 

aluable form of knowledge. Zinn (2016) argues that experiential 

nowledge is particularly useful in complex and time-sensitive sit- 

ations and thus it is possible to see how it might be drawn on 

n maternity care to inform decision-making. This highlights how 

aternity care can be quite distinct from other areas of health- 

are, with both women and providers the ‘experts’ in birth, and 

heir privileged and subjugated positions socially constructed. In- 

eed, it was maternity care providers working privately, outside 

f the (bio)medical system, who particularly valorised experiential 

nowledge and the potential for (bio)medical knowledge and tech- 

iques to disrupt both women’s and providers’ trust in experiential 

nowledge. 

onclusion 

Women’s and providers’ trust in (bio)medical and experiential 

orms of knowledge has been shown to be more complex and co- 

xistent than traditional dualisms suggest. However, if both groups 

nterviewed here draw on both forms of knowledge then one need 

ot be privileged above the other, reinforcing traditional doctor- 

atient power relations. Experiential knowledge can be comple- 

entary or challenging to (bio)medical knowledge for both women 

nd providers. It is worth considering the potential for experi- 

ntial knowledge to be applied in maternity care; how providers 

an trust and explore women’s experiential knowledge, how it in- 

uences women’s birth preferences, perceptions and responses to 

bio)medical information and practices. Moreover, it is imperative 

hat providers trust and respect women’s experiential knowledge 

f pregnancy and birth as part of women-centred care and creat- 

ng trust in the provider-woman maternity relationship. 
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