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Background: Increasingly, women in the United Kingdom decline routine or recommended maternity care, give
birth outside clinical guidelines, or make other non-normative choices. Despite policy commitments to person-
alised, rights-based care, such decisions often generate anxiety within maternity systems. Understanding
women’s motivations is essential for safe, rights-respecting care and informed policy. Existing approaches are
predominantly shaped by clinician and system perspectives, often assuming motivations without evidence from
women themselves. Current evidence frequently reduces lived experiences to discrete phenomena, trauma, or
media narratives, failing to capture their complexity and underlying motivations

Aim: To develop a substantive theory explaining how and why women make non-normative maternity decisions
in the UK

Methods: Charmaz’s constructivist grounded theory methodology was applied, incorporating all core methodo-
logical components

Findings: The Theory of Reproductive Identity Expression, Reinforcement and Defence explains how tacit and
overt reproductive identities shape non-normative childbearing decisions. Four interrelated categories show how
choices express, reinforce, or defend identity in response to institutional pressures, coercion, stigmatisation, and
power dynamics. Decisions were intentional, values-driven, and informed, often arising from perceived or
experienced threats to bodily autonomy and from disrespectful care

Conclusion: Non-normative decisions highlight persistent misalignment between women’s reproductive identities
and system priorities. They frequently serve to assert, reinforce, or defend identity against institutional con-
straints. The national maternity strategy must continue to recognise women’s rights to decline care and to ex-
ercise informed choice, while providing practical strategies to operationalise personalised, rights-based care
amid contemporary systemic challenges.

Introduction to personalised care and to addressing obstetric violence (WHO, 2025).

In the UK, domestic and international law (Council of Europe, 1950;

The World Health Organisation (WHO) (WHO, 2025) emphasises
clear, personalised information free from coercion, and ongoing
informed consent, as core interventions to prevent mistreatment and
enhance dignity across the reproductive life cycle, including childbirth.
Evidence suggests that ongoing consent and unbiased dialogue reduce
harm and can shift the culture of maternity care (Hollander et al., 2017;
Yuill et al., 2020). Rights-respecting decision-making is therefore central
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UKSC, 2015) and regulatory direction (GMC, 2024; NMC, 2018; UKSC,
2015) require clinicians to support informed decision-making through
evidence-based discussion of material risks and benefits. These duties
apply equally when individuals decline recommended or routinised care
or choose options outside standard guidance. However, norms may
enforce compliance by framing difference as deviant, and
protocol-based institutional practices can override autonomy to meet
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organisational priorities (Keedle et al., 2024; Mohamed Hussain et al.,
2025). Some clinicians also act from perceived moral obligation to-
ward the fetus, despite this being legally unfounded (Kotaska, 2017).

Terms such as “outside of guidance” and “declining care” carry
othering connotations that problematise autonomous decision-making;
this study instead conceptualises non-normative choices as values-
driven decisions made across the childbearing continuum (Madeley
et al., 2023).

UK data on the prevalence and nature of non-normative choices
remain limited; however, clinicians report that such choices are
increasing, alongside anxiety about legal/regulatory consequences and
outcomes. Ongoing scrutiny of UK maternity care has renewed focus on
consent and supporting choice, with guidance encouraging services to
work with families to understand decisions. Yet much of the underpin-
ning evidence privileges system and clinician perspectives on managing
non-normative decisions, supporting system-level learning and further
guidance rather than family perspectives and experiential accounts
(NMC, 2025; Page, Barnfield and Foster, 2025).

Women and other birthing people have no legal, moral, or ethical
duty to justify decisions inside or outside guidelines, and choices are
often judged through patriarchal constructions of ‘good’ motherhood
(Kotaska, 2017). Understanding motivations can nonetheless help sys-
tems provide rights-respecting personalised care (Birthrights, 2025).
Motivations are frequently missing from empirical data. Factors such as
prior birth trauma, fear of medicalisation, birth anxiety, and loss of
control are often assumed rather than explored as lived experience,
despite some supporting evidence (Cook and Loomis, 2012; Coxon,
Sandall and Fulop, 2014; Leahy-Warren et al., 2021). A more holistic
account remains underexplored; motivations may be broader, and moral
scrutiny may lead people to offer only socially permissible, fear-based
narratives. Existing work is valuable (Holten and de Miranda, 2016;
Hollander et al., 2018; Yuill et al., 2020) but largly focuses on discrete
phenomena (e.g., freebirth, caesarean birth, high-risk homebirth) or
reporting only cases with poor outcomes (Greenfield, Payne-Gifford and
McKenzie, 2021a; NMC, 2025; Page, Barnfield and Foster, 2025).

An overarching substantive grounded theory was developed to
address the research question: “What are the Experiences of Women and
Other Birthing People Who Make Non-Normative Choices Along the
Childbearing Continuum in the United Kingdom?” The study had two
main aims. Firstly, to examine and explain why and how non-normative
choices are made, and secondly, to explain the underlying social pro-
cesses that motivate and drive these decisions and to explore their ex-
periences of navigating the maternity care system. This paper presents
the substantive theory component of this study as a novel empirical
finding, demonstrating how unique reproductive identities shape non-
normative decision-making. Verbatim quotations grounded in the data
are presented here to illustrate the authenticity of the substantive
theory.

Methods

A qualitative constructivist grounded theory (cGT) methodology was
employed. (Charmaz, 2014). ¢GT conceptualises data as co-constructed
through interaction between researcher and participant, enabling the
generation of an explanatory substantive theory grounded in lived
experience (Charmaz, 2014).

Participants, recruitment and sampling

Recruitment and sampling comprised two distinct inductive pro-
cesses. Participants were recruited in the UK via selected social media
channels, professional networks, community groups, and charities. So-
cial media emerged as a valuable recruitment tool, offering extensive
geographic reach and contributing to greater accessibility and diversity
(Archer-Kuhn et al., 2022). This also facilitated connections with in-
dividuals who opt for non-normative care pathways, as existing
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evidence suggested the targeted population seeking alternative preg-
nancy and birth choices frequently utilise online platforms for anony-
mous support to evade professional oversight (Tizard and Pezaro, 2019).
Prospective participants were eligibility screened; over 18 years old,
English speaking, a pregnancy episode within the preceding five years in
the United Kingdom, having completed and discharged from any
episode of maternity care and made a self-reported choice made in
pregnancy considered non-normative in the context of the study (see
Table 2). Recruitment through snowball sampling and word-of-mouth
referrals were also welcomed. Consistent with the ¢GT method, sam-
pling began with initial purposive sampling. Following the development
of preliminary categories, advanced theoretical sampling was employed
to identify and address gaps within the categories, thereby refining the
interview guide to align with the pursuit of theoretical enquiry. This
theoretical sampling phase occurred over an extended period in the
study compared to the purposive sampling phase, as categories and
concepts became clearer, and to pursue disconfirming data.

Data generation and analysis

cGT positions the researcher's role as active in data generation,
interpretation and theory construction, engaging directly with partici-
pants to co-construct rich insights into phenomena, and therefore con-
ceptualises data as generated rather than passively collected (Charmaz,
2014). Data generation and analysis were undertaken concurrently
(Charmaz, 2014) through online semi-structured, recorded interviews at
a time convenient to the participant between October 2021 and
February 2023. Interviews from the initially purposively sampled par-
ticipants were transcribed verbatim and inductively analysed. Initial
codes were compared word by word line by line, and incident by inci-
dent (Charmaz, 2014), privileging in vivo expressions and
action-oriented interpretations articulated through gerunds, thereby
foregrounding participants' experiences. Theoretical sampling of par-
ticipants followed the same pattern of concurrent sampling and analysis.

Integrative diagramming supported this process, facilitating the
development of focused codes and later as a foundation for advanced
theoretical coding (Charmaz, 2014). Ongoing constant comparison
permitted the development of conceptual and, ultimately, theoretical
categories that captured common patterns, actions, and explanatory
processes, lending analytic depth and direction to the study. Methodo-
logical, theoretical, reflexive, and analytical memos were used concur-
rently for data generation, analysis, and triangulation, while also serving
as theoretical anchors(Thornberg, 2012). Triangulation in c¢GT aims to
generate new insights and deepen interpretation rather than confirm
those already obtained (Flick, 2018). We used data triangulation
methods consistent with ¢GT including integrating interview transcripts,
contemporaneous field notes (e.g., tone, pace, silences, gestures and
other non-verbal cues), and analytic memos to situate participants’ ac-
counts in context. We also used methodological triangulation through
iterative data collection and analysis (constant comparison), theoretical
sampling, and member checking. Memo-writing, alongside reflexive
field notes recorded before, during, and after interviews, and through
analysis, captured decisions, developing concepts, and researcher re-
flections; these were integrated into NVivo and linked to
participant-specific memos. In-depth discussion with the supervisory
team for further strengthening triangulation. Together, these ap-
proaches enhanced the credibility and depth of the analysis. Member
checking supported interpretive refinement by inviting participants to
engage with emerging analysis, rather than serving as verification. We
drew on Birt et al.’s (2016) framework to guide this process, introducing
a novel element to our approach. Participants were sent copies of the
early theoretical categories and, at the synthesis stage, were invited to
comment on the categories' resonance and recognition in their own
experiences. Participants' feedback data were incorporated into the
coding cycle (Harvey, 2015) and compared, contrasted, and integrated
with existing theoretical codes. The process also helped identify
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disconfirming codes, which informed future theoretical sampling. This
novel approach to enhancing rigour aligns with ¢cGT methods described
by Charmaz (2014) as ‘testing’, enabling reflection and reflexivity on
data, supporting triangulation.

A theoretical framework was developed, grounded in the data, of-
fering insight into the properties and boundaries of each category,
providing explanatory depth and conceptual clarity, and linked to
related subcategories until theoretical sufficiency was reached
(Charmaz, 2014). This provided the foundation for the social processes
underlying the broader substantive theory presented in this paper. To
refine the emergent theory, storyline analysis (Charmaz, 2014) was
employed to abstract the data and categories into a coherent narrative
that underpins the wider substantive theory (Birt et al., 2016). The
researcher-maintained reflexivity through memoing, journaling, and
supervisory discussions, which supported investigator triangulation,
including processes for discussion and refinement of categories
(Charmaz, 2014)

Ethics

Ethics approval was awarded from The Open University Human
Research Ethics Committee (HREC) on 10th August 2021 (approval
number MADELEY/4062). Prospective participants contacting the
researcher after eligibility screening were sent participant information
by email and invited to take part. Formal digital written consent was
obtained prior to the interviews and reaffirmed immediately prior to the
interview, emphasising that participation was voluntary, and partici-
pants could withdraw at any point. Participants were invited to select
alphabetically ordered pseudonyms at the point of interview, supporting
ownership of their narratives, maintaining immediate confidentiality
and reflecting the co-constructed nature of the data in ¢GT (Charmaz,
2014). All personally identifiable data was rigorously managed
through institutional data governance arrangements, including a formal
Data Protection Impact Assessment (DPIA), and all data were stored,
managed, and destroyed in accordance with ethical and professional
standards.

Results
Participant characteristics

A total of 97 individuals expressed interest in participation. Initial
purposive sampling (n = 5), and subsequent theoretical sampling (n =

9), guided by emerging analytic insights (Charmaz, 2014) yielded a final
sample of n = 14. Individuals not recruited due to ineligibility or
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purposive and theoretical sampling were informed by email, thanked,
provided with an explanation, and signposted to support services if
needed. Participants' key characteristics are presented in Table 1.
Pseudonyms chosen by participants were used to preserve anonymity,
retain a sense of belonging and maintain authenticity, reflecting the

ethos of constructivist grounded theory (Mander, 2023).

Table 2

Typology of participant non-normative choices.

Type 1: Examples of desired care outside
of guidelines or medical
recommendations that are not offered as a
choice reported in the sample

Type 2: Examples of ‘declining’ care in
part or whole; withholding consent to

any offered intervention, examination,
or pathway reported in the sample

Request additional or different screening
regimes, inc. more or non-NHS care.
Request Placentophagy/ Lotus Birth

Self-monitoring as a proxy for screening
activities (inc. fundal height, fetal
movement, blood pressure)

Alternative episodic, late, or delayed
booking appointments with provider
services

Continuing postdate pregnancy >42
weeks or past recommended gestation
in the presence of complexity

Requesting homebirth in the presence of
complexity (medical, obstetric,
psychological) with attendance by
medical professionals either in part or
whole.

Alternative care or care Provider Inc.
requesting obstetric-led care in the
absence of complexity/ midwifery-led
care in the presence of complexity

Use of alternative or complementary
therapies

Low-risk pathway in the presence of
complexity (medical, obstetric,
psychological)

Planned caesarean in the absence of
medical or obstetric complexity.

Non-normative pregnancy

A physiological third stage of labour in the
presence of complexity OR where not
the care provider's cultural ‘norm’

Alternative place of birth, inc. socially
alternative i.e., location

Blood pressure measurement and or
urinalysis

All or part of antenatal, intrapartum, or
postnatal care

All or part of fetal heart rate monitoring
(intermittent or continuous electronic)

Routine weighing and/ or BMI
calculation/ Routine weighing of
neonate

Vaginal examinations (antenatal,
intrapartum)

Induction or Augmentation of Labour
(inc. artificial rupture of membranes
and membranes sweeping)

Medications, blood products, vaccines
(inc. prophylactic low molecular
weight heparin, prophylactic Anti-D,
treatment or prophylactic oral iron,
prophylactic vitamin K for neonate)
Planned/ achieved free birth

All or part of routine antenatal
screening (inc. blood tests, sonography,
oral glucose tolerance test)

Growth, presentation, or other non-
routine sonography, Inc. GAP/GROW
protocol

Instrumental or caesarean birth

Active third stage of labour in the
presence of complexity

Transfer from antenatal or intrapartum
midwifery-led care to obstetric-led care
setting.

Table 1

Key characteristics of study participants.
Pseudonym* Age Gender** Ethnicity ** Location Occupation Gravida(G)/Parity(P)***
Angela 35 F Mixed (White/Chinese) Eng. Midwife G1P1
Bella 38 F Black Caribbean Eng. Education G3 P2+1
Caleb 24 M White British Eng. Student G1P1
Darcie 32 F Mixed (Black Caribbean/White) Eng. Education G1P1
Esmie 39 F White Irish Eng. Birth keeper G2 P2
Faye 38 F White Scotl. Homemaker G4 P2
Grace 32 F White Jewish Eng. Commerce G3 P2+1
Hazel 35 F White British Eng. Homemaker G13 P11+2
Imogen 32 F White British Eng. Not employed G1P1
Jade 34 F White British Eng. Public Sector G3 P2+1
Kali 32 F White British Scotl. Midwife G3 P2+1
Leah 29 F White Nn Irish N. Ire Not employed GlP1
Matilda 30 F White British N. Ire Agriculture G1P1
Nellie 31 F White British Eng Midwife G3 P1+2

* Pseudonyms in chronological order selected by participants.
" Self-reported terminology retained.

" Gravidity refers to the number of times the participant reported pregnancies regardless of outcome. Parity refers to the number of births in post-gestational age of
viability. Superscript +=N indicates the number of pregnancy losses pre gestational age of viability, i.e. miscarriages.
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The following substantive grounded theory is presented here as a
nonlinear framework (Fig. 1) comprising four major theoretical cate-
gories, ten sub-categories, and hundreds of individual codes. Despite
their non-linear nature, they are structured to guide the reader through
the social and psychological dynamics that inform the substantive the-
ory, thereby capturing the complexity of the relationships between
categories. The overall theory and three of the four categories are pre-
sented here narratively, supported by Figs. 1-4, which explain the social
processes underlying non-normative choice, as well as by diagrams and
participant narratives. The use of the term ‘woman’ reflects convention
as an inclusive term, in keeping with the extant literature; however, this
study acknowledges and preserves participants’ gender diversity by
using their chosen pseudonyms. Similarly, considering the theory’s po-
tential for application across varied contexts, ‘person-centred’ is used to
enable transferability while also reflecting gender differences, consistent
with national policy and guidance which informed our terminology.

Theory of Reproductive Identity Expression, Reinforcement and Defence
(Fig. 1)

This theory is predicated on the novel findings from this study that
each person enters pregnancy and childbearing with an evolving, fluid
reproductive identity, constructed over time and shaped by bio-
psychosocial and cultural factors, experiences, and broader sociopoliti-
cal forces. Expectations of childbearing emerge from a complex web of
influences, intentions, and perceptions of autonomy. Reproductive
identity, in turn, shapes a sense of ‘unique normativity’; a personal lens
through which decisions are filtered, and non-normative choices are
made.

Non-normative choices may concern a desired outcome (e.g., place
of birth, mode of birth, caregiver of choice) or the care pathway toward
that outcome (e.g., withholding consent to certain aspects of care,
requesting additional care or interventions).Regardless of the choice,
this theory posits that the choice itself serves to express, reinforce, and
defend an individual’s reproductive identity:

‘Elective caesarean and home birth are the same two sides of the same
coin: you're both taking control of your birth experience’ (Grace)

‘Caesarean should be part of the narratives around labour in a way that
they aren’t, and I think that's really important to say’ (Angela)

Some choices represent attempts to resolve feelings about historical
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experiences that challenged reproductive identity or to replicate posi-
tive reproductive experiences that helped develop or reinforce their
current reproductive identities. Many non-normative choices assert
reproductive identity related to deeply held beliefs around pregnancy,
childbirth and motherhood. Regardless of motivation, women and other
birthing people view their choices as uniquely normative within their
sociocultural and reproductive contexts, closely interconnected with
psychosocial-cultural identities (e.g., gender) in tandem with their
unique normativity. In all cases, individuals tacitly and explicitly
anticipate and predict the likelihood and extent to which subsequent
non-normative choices might impact their sense of reproductive identity
before entering the system and their journey through it.

Pregnancy marks a symbolic threshold of identity transformation.
Pregnancy also exposes individuals to the impact of socially normative
and institutional expectations, e.g. formal engagement with maternity
healthcare services and expectations of compliance. In doing so, in-
dividuals enter two corresponding and concurrent social processes. The
following theoretical categories capture this journey and demonstrate
how experiences may threaten reproductive identity. The concurrent
social processes (theoretical categories) are described here as: 1) the
experience of the institutional frameworks shaping contemporary ma-
ternity care (Entering the System) and 2) the embodied reality of
pregnancy and the ways individuals navigate and respond to those
systems (Navigating the System). The final theoretical category (Recon-
structing Reproductive Identity) explores post-pregnancy and birth
reproductive identity reconstruction as concurrently passive and active
processes

Theoretical Category: Entering the System (Fig. 2).

The ‘system’ in this theory refers to societal, cultural, and institu-
tional norms and processes. For those whose initial non-normative
choice is to reject formal maternity healthcare services, either in
whole or in part, simply becoming known to the services while remaining
outside them represents a figurative and paradoxical entry into them.

Many institutions and systems implicitly expect that the role of ‘pa-
tient’ be performed passively, reinforcing normative expectations of
compliance with recommendations and interventions, and conventions
of authority associated with biomedical knowledge and power.

Choice or Decision Legitimised with Facilitative

Interactions

Entering the System

Amplifying Actions

Identity

Navigating the System

Non-Normative Choice

information

Constructed Reproductive Identity

= Needing Community
= Doing Nothing

Expecting Compliance

= Seeking and Gathering

Deconstructing Reproductive

Reproductive
Identity Threat

Strategies for Reproductive Identity Expression, Reinforcement and Defence

i.e.. Quitting

Fig. 1. Substantive theory model - Theory of reproductive identity expression, reinforcement and defence.
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Entering the System

Deconstructing
Reproductive Identity

Interactions

Facilitative

Expecting Compliance

v

v

\ 4

e Legitimising Choices . - )
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A\ 4 \ 4
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Imposing Risk Identity Enforcing Timetables
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Stigmatising and
Judging \
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A
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Dehumanising
A
\ J D
Punishing <
J

Fig. 2. Entering the system.

‘I basically refused weighing... they were like ‘I want to weigh you’ and I
[said] ‘no’ and they were like ‘oh, we've never had that before’... they
weren’t unpleasant about it, they were just kind of surprised’ (Grace)

These expectations echo and amplify deeply rooted, though often
unspoken, societal and institutional norms, placing an intensified sense
of moral obligation toward a fetus, often to the detriment of their own
embodied knowledge, and the actions they take to safeguard and assert
their reproductive identity:

‘They kept saying things to me like “Imogen, it’s your baby’s brain,
we’re trying to protect...need to meet us halfway... come on, think
about your baby’ (Imogen)

When healthcare professionals operate under mistaken assumptions
about their moral and legal obligations towards the fetus, this is often
rooted in concerns about blame or legal consequences in the face of
adverse outcomes:

‘Everybody was just obsessed with the baby being alive; it doesn’t matter
about anything else as long as the baby’s alive’ (Matilda)

‘The baby is the only real thing that matters and not the quality of that
baby, just the baby and the fact that you know they tick that box; they said
all the things that they needed to say to me, and she still declined’
(Esmie)

This dynamic can severely undermine agency, autonomy, and
threaten reproductive identity, with individuals subsequently finding

themselves in conflict with the system:

‘... it is more protocol driven ... because of the high litigation risk...if
something goes wrong, that's a catastrophic outcome. Like a young

woman dying, that's really bad, a baby dying, that's really bad. (Grace)

A common threat to reproductive identity is the imposition of an
institutional risk-based identity through being classified into risk-
categorised groups, often expressed in high and low-risk binaries.
Moreover, at a time unique to the individual and their circumstances, a
perceived shift in care emphasis occurs, from person-centred care to
fetus-centred care (fetal centring), often linked to the timing of routine
fetal screening and surveillance.

‘[It's] definitely fetus-centred...all that mattered was from my neck down
... that feeling of being a piece of meat on a table. All the action, all the
lights ... everything is between my legs. Nobody’s bothering to talk to me
... So just really, it’s not centred around me ... It’s centred about getting
the baby’ (Kali)

Non-normative choices at any time across the pregnancy and birth
continuum, which have the potential to be considered transgressive and
deviant, despite women and other birthing people rarely considering
themselves as such in a negative context:
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‘The Registrar said, “but you're over your due date, we would really like
to induce you” I said” No...” and they were just completely baffled. They
Jjust were puzzled that I didn't want to be induced’ (Bella)

Instead, such self-labels and choices frequently reinforce, both tacitly
and explicitly, their sense of unique normativity and the fluid con-
struction of reproductive identity. Negative responses to singular or
sequential non-normative choices confirm inflexible systems resistant to
authentic choice. As a result, individuals are commonly exposed to
escalating scrutiny and intensification of both formal and informal
processes, attitudes, actions, and behaviours intended to influence
choices, enforce compliance with normative expectations for engage-
ment, and recommended care pathways.

‘She said that I couldn’t have any pain relief unless I had a vaginal ex-
amination... then without me knowing they’d said to my partner...to get
him to persuade me to have a vaginal examination’ (Matilda)

A discordance between individuals' expectations and those of the
system, therefore, arises. This tension is a defining feature of both iso-
lated and repeated encounters, where individuals making non-
normative choices may experience threats to their sense of reproduc-
tive identity.

Theoretical Category: Navigating The System (Fig. 3)

Despite an apparently institutionalised positioning of person versus
fetus-centred care, women and other birthing people rarely make non-
normative choices that knowingly risk detrimental outcomes to either
themselves or their fetus, thus dispelling any implication that decisions
are taken without due regard to fetal wellbeing:

‘I really wanted to feel like I was in partnership with the baby. Every move
I'made it felt like I was listening to them’ (Matilda)

Conversely, individuals demonstrate a strong commitment to safe-
guarding the developing fetus utilising evidence; however, this does not
supersede a deeply personal need to preserve agency, autonomy, and
self-determination, elements that are central to how reproductive
identity is experienced and expressed.

‘I was not interested in fetal monitoring. If I personally was worried about
the baby... yes, it will inform my decision-making to check whether that
baby is alive or not...its not evidence-based, it’s not associated with better
outcomes’ (Imogen)*

Participants described continually balancing the preservation of
agency and identity with perceived responsibilities between the
maternal-fetal dyad:

In other fields of medicine, your patients are sick, but in obstetrics, they're
not; they’re very risk-averse, and I don't necessarily think that's a wrong
or bad perspective. A lot of women genuinely want a lot a lot of inter-
vention and if you set out the risks, most women, I think would accept the
intervention risks’ (Grace)

Responses to identity threat vary but share common traits. Many
seek to preserve agency, control, and self-determination in ways that
reflect and reinforce the core philosophies and values shaping their
reproductive identity. Strategies to support and consolidate decision-
making often involve active information-seeking and engagement with
trusted communities - both formal and informal, individual and collec-
tive, within and beyond the healthcare system.

‘[they] convinced me. It's not evidence-based...the Facebook group was
emotional support ...then I took to Twitter, where ... a lot of the other
obstetricians who are much more, not intervention-y... > (Grace)

Communities, such as the Facebook group Grace drew on, are shaped
by distinct intercommunity norms that offer validation, guidance, and
support. They also serve as reference points against which the credibility
and acceptability of information is assessed, aligning it with their
reproductive identity.
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‘If I valued the information that technology provided, I might decide that
small risk is worth it, but I didn’t value the information’ (Imogen)

In navigating decisions, insights from other salient aspects of per-
sonal identity alongside reproductive identity are used to evaluate care:

‘She wasn't very educated [about Trans pregnancy] ... but she didn't want
to do anything wrong; she was excited and asked me questions. Another
time with another doctor...he didn't really acknowledge me being Trans...
he just ignored it’ (Caleb)

Decisions are frequently adapted in response to new information,
communal support, or independent research, but rarely under pressure
from healthcare professionals, except in instances where options had
been fully exhausted:

‘I would have gone without food to pay for care outside the NHS. I'm
absolutely not interested in giving birth in the NHS. It’s just abuse, not
called anything else’ (Imogen)

Seldom were decisions and choices modified in the presence of
coercion or perceived bullying from healthcare professionals, unless
avenues for making the choice were exhausted (see ‘quitting).

‘She had an agenda. She wanted my birth her way’ (Jade)

A complex interplay of barriers and facilitators shapes the strategies
and actions informing choices. . Barriers include exposure to rigid
clinical guidelines, institutional timetables and sociocultural/political
norms:

‘It’s quite ritualistic to do certain things within maternity’ (Matilda)

Facilitators include effective institutional culture, clear communi-
cation and listening skills, and the ability to be flexible in complex and
personal care planning:

‘The midwives are stuck as well. The ones that go into the profession
wanting to make a change very soon discover that there is no change to be
made, that it's a system that's controlled by traditions, ... if they go against
guidelines they get bullied out of their profession ... but most of them are
just forced to follow the guidelines because they get punished’ (Faye)

Both barriers and facilitators are highly contextual and related to
local structural and interpersonal dynamics of a particular healthcare
setting:

‘...one of my biggest fears (was) being misgendered... [consultant] didn't
really acknowledge me being Trans [...] he just ignored it... he referred to
me the way he refers to all of his patients “Oh, my other ladies” it felt
like... the terminology but that could have just been better’ (Caleb)

Notably, single, discrete, non-normative choices are not usually
made in isolation. Consecutive non-normative choices occur, increasing
in magnitude with the degree of negativity in the lack of support that
exists for the initial choice itself:

‘I'm ashamed (and) traumatised by what happened...I was denied pain
relief until I consented to instrumental delivery. Every single decision that
I have made in pregnancy, from preconception right up until that day, was
to avoid a crash forceps delivery’ (Imogen)

The effectiveness of actions and strategies, and the response to
choices, are constantly evaluated. Where women and other birthing
people experience a facilitative and supportive response early in their
initial non-normative choice, they feel less need to escalate their choices
(in number or magnitude) to resolve reproductive identity conflict:

‘They've got the right midwives in place that kind of really promote ...
physiology. That's not to say that they practice unsafely but just trusting in
women's physiology..." (Angela)

It follows, therefore, that where institutional and system responses to
an initial non-normative choice are positive in nature, fewer non-
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normative choices are likely to be made.
Escalating behaviours exhibited by the system include bullying,
coercion, punishment and threats of referral to social services:

‘they called him (husband) and said if you don’t accept it then we’re going
to call social services, which was probably the worst thing that had ever
happened to me in life...because the whole fear of having her taken off me
‘(Matilda)

Institutional behaviours also included’ shroud waving’:

‘...they said, “you know we've had babies die of this, and we've had babies
die of that and when you walk out of here, there's no telling that your baby
won't just die on the way home’ (Esmie)

In some cases, participants reported being abandoned altogether:

‘(Midwife) came back and said “we need to have a conversation about
this” She said unless you consent to fetal monitoring in line with NICE
guidance, then we will withdraw care ...by this point, I was 37 weeks ... I
thought I'm completely alone’ (Imogen)

The type and intensity of behaviours exhibited by the system are
moderated by local contextual factors, including but not limited to the
extent to which non-normative choices are institutionally accepted, the
presence or absence of institutional memory regarding similar prior
cases, and supportive or constraining responses.

‘...the doctor... demanded access to my vagina (and) announced to
everybody that I'd had a bowel movement on the bed. ...I refused to
comply with coached pushing and the doctor said, “we need to deliver this
baby, threw her hands up in the air and she said “well, what do you want
me to do if you’re not going to do what I tell you?” ‘(Imogen)

Institutional acceptability of perceived risk associated with a given
choice, and the extent to which that choice represents an actual threat to
maternal-fetal physical well-being, significantly affect how choices are
facilitated:

’I asked her [Head of Midwifery] if she could provide me anything...
rather than you saying, “you’re at higher risk of this”, show me something
to tell me that I am. Why should I listen just to you if you can't actually
show me anything, how can I make an informed choice...If you're not
giving me anything to be informed about? Because it's just your word.’
(Hazel)

Additionally, medicolegal equilibrium, which involves understand-
ing the intersection of legal responsibilities, professional guidelines, and
ethical obligations, can support or hinder autonomy and individual
agency:

‘it’s like if I can fit into mould and they have their, own guidelines I think
it's all to do with the risk aversion and they just wiped their hands and stay
as far away as possible so, if anything goes wrong...it's not their fault and
they’re not tied to it in anyway’ (Faye)

Finally, the availability of facilitative healthcare professionals,
alongside systemic governance designed to uphold non-normative and
authentic choice, remains central to enabling women and other birthing
people and clinicians to navigate decisions effectively:

‘[The midwife] knew me. She knew that I would decline. She’s really good
and she said, “I still have to tell you about it but if you decline that’s fine
and I'll support you” and she did’ (Jade)

The ultimate expression of reproductive identity reinforcement and
defence, is complete or partial withdrawal from the system or giving up-
‘quitting’:

‘At that point I couldn’t fight anymore ...It’s one of those things that has

haunted me postnatally but one of those things, like I should have’ (Kali)

Quitting the system was also seen as a primary anticipatory response
to historical, embodied, and intergenerational experiences, aimed at
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avoiding entry into a physically and psychologically damaging system.

‘If I don't see (them), they can't force me into doing anything that I don't
want to do, and I don't have to have arguments over what I want to do as
opposed to them saying you can't do this because of that’ (Hazel)

Theoretical Category: Reconstructing Reproductive Identity (see Fig. 4)

Postnatally, reproductive identity is passively and actively recon-
structed in response to evaluations of the two concurrent social
processes.

Central to this process is the appraisal of multiple factors: the
effectiveness of strategies and actions in practice; the positive or nega-
tive experiences of interactions with the system; and the extent to which
the non-normative choice, whether realised or not, shaped the overall
outcome:

‘Would I change anything that I did? I would want to have the same
midwife. It’s a really important factor with me. Again, I would choose to
give birth as home like I intended with [baby]...I think I would have done
everything similar because I felt really strong-willed’. (Jade)

Crucially, the degree to which such decisions were supported, even
in instances where the preferred outcome was not achieved, served as a
key influence on how the care experience was interpreted, ranging from
empowering to traumatic:

“We always had planned to have two kids, and that experience has
completely put me off...there’s just no hope that I would ever want any
future children because of that. And that’s the saddest part... because it is
life changing...good or bad’ (Leah)

These experiences contribute meaningfully to the ongoing recon-
struction of reproductive identity and influence future reproductive in-
tentions and choices.

‘I feel like I've been completely let down, and I have absolutely no faith in
the system at all anymore. If I could you know, never use it again I'd be
very happy to do that’ (Leah)

Over time, the process of adjusting to and eventually consolidating a
reconstructed reproductive identity often involves renewed engage-
ment, either intentionally or reluctantly, with the communities that
supported the individual during pregnancy.

‘a lot of my mum group who haven’t got any kind of medical experience,
had really traumatic deliveries ... it’s put them off having second babies
and things, and I've said them that you can just request a caesarean. I did
it (Nellie)

Through continued involvement, many individuals become active
contributors to these communities through advocacy and activism,
reinforcing shared norms and circulating collective knowledge, which,
in turn, supports others in navigating identity-related tensions and
challenges.

‘Women don't know that they have a choice. That's what's wrong with the
system. We trust them with our health, but then the maternity system takes
complete advantage of that. They have a right to decline all scans, tests.
You don't even have to let them know that you're pregnant ‘(Faye)

Women and other birthing people tacitly or otherwise assume a
modified, reconstructed reproductive identity, illustrating the cyclical
nature of the substantive theory (Fig. 1).

Discussion

Non-normative choices emerged within a framework of individual
reproductive identity and birth philosophy, shaped by encounters with
systemic coercion and relational barriers and facilitators. Decisions were
intentional rather than arbitrary, informed by balancing options, gath-
ering knowledge, and prioritising bodily autonomy, resonating with
previous research (Hollander et al., 2018; Niles et al., 2021; Yuill et al.,
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2020). In this study, various conditions can trigger a perceived or actual
threat to reproductive identity.

Although normality is a sociocultural construct, tensions arise when
reproductive identity and other key identities conflict with socially and
institutionally normative expectations, such as a midwife requesting a
caesarean or ideals of performing ‘good’ motherhood. Reproductive
identity threats are further reinforced by rigid guideline adherence and
expectations of compliance, often excluding embodied and cultural
knowledge and amplified by perceived moral obligations toward the
fetus. Historically, women’s bodies have long been regulated by cultural
norms, often stigmatised as risky, especially in childbearing (Chadwick
and Foster, 2014).

Stigma is closely related to expressions of power (Link and Phelan,
2001). It is impactful in identity formation (Jensen, 2011), involving
practices of labelling individuals as different or transgressive for not
conforming to the expectations of the dominant social group or its be-
haviours. In this study’s context, individuals who transgressed
socio-normative and institutional expectations of conformity to
risk-averse, guideline-based care were found to experience significant
stigma (Frohlich and Schram, 2015). Critics of guideline-centred care
argue that the rigid, uncritical application of guidelines undermines
person-centred care and personalisation agendas (Frohlich and Schram,
2015), reflecting an inherent tension between providing person-centred
care and operating within rigid systemic structures. In this study, the
blanket application of inflexible guidelines not only fuelled conflict and
eroded reproductive identities but also imposed stigmatising institu-
tional identities, especially evident in individuals with specific charac-
teristics, attributes, traits, medical diagnoses, gestationality (Chadwick,
2022), and risk status. Extant literature supports the notion that label-
ling practices further reinforce stigma, including labelling around
mental health (Smith et al., 2019), disability (Hall et al., 2018), sexuality
and gender identity (Greenfield, Payne-Gifford and McKenzie, 2021b),
age (Scala and Orsini, 2022) or the intersectionality of combined labels.
Particularly important in the context of this study are labelling and
stigma surrounding traits that are difficult to conceal, such as obesity
(Dever et al., 2025) and ethnicity (Peter et al., 2022).

Categorisation mirrors Goffman’s institutional identity (Goffman,
1961) in which individuals are reduced to numbers, thereby erasing
their individuality. Goffman argues that categorisation and routine
practices strip individuals of their social roles, leading to depersonali-
sation, fostering compliance with hospital guidelines and routines,
enabling the system to manage people efficiently. In this study, chal-
lenges arose from the dissonance between the institutional identity
imposed by the system and individuals' understanding of their repro-
ductive identity, thereby contributing to a significant identity threat.
These findings echo studies exploring how risk-focused messaging itself
undermines autonomy, being labelled ‘high risk’ itself having detri-
mental psychological effects (Symon et al., 2015). Critically, in this
study, all these factors served as a basis upon which further
non-normative choices were made, shaping the nature of decisions in-
dividuals took in response to the perceived reproductive identity threat,
with non-normative choices being a deliberate response to defend
against them.

Studies consistently highlight tensions between women and care-
givers, typically risk-focused, in contrast to clinicians' tolerance of de-
viations from normative decision-making (Coxon, Sandall and Fulop,
2014). Jenkinson (Jenkinson, Kruske and Kildea, 2017) identified
boundaries which clinicians used to assess the ‘reasonableness’ of a
woman’s decisions: the conceptual ‘line in the sand’. This threshold,
consistent with findings from other studies, varies among clinicians and
frequently triggers efforts to secure compliance when crossed, with the
intensity and nature of these efforts escalating. Most participants in this
study described a shift in emphasis from person-centred to fetus-centred
care, commonly around the period of fetal viability or anomaly
screening, which further deepened the sense of reproductive identity
loss. Such responses typically employed non-empirical risk framing,
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coercion or discursive focus on fetal endangerment, prioritising fetal
well-being over maternal autonomy. Parallels are evident in these
findings, where participants similarly invoked phrases such as ‘line in
the sand’ and ‘shroud waving’ (van der Waal and van Nistelrooij, 2024),
describing the tone and content of discussions with caregivers. It is
notable that participants in this study who requested more than rec-
ommended care, such as elective caesarean birth or elective induction,
encountered some resistance but notably less coercive intervention than
those seeking less. For these women, caesarean birth constituted a
normative choice aligned with their reproductive identity, resonating
with existing evidence and suggesting that increased interventions are
seldom regarded as non-normative, not transgressing the line in the sand
that requests for fewer interventions attract (Fenwick et al., 2010;
Hollander et al., 2018). Similarly, acts of declining or withholding
consent to interventions were well-informed and values-driven, yet
defensive practices and paternalistic communication often eroded trust,
rendering non-normative choices an expression of a unique normativity.

Participants in this study, in line with findings from others, assessed
the extent to which their reproductive identities aligned with their
caregivers’ philosophical and professional orientations (Feeley, 2019,
2020). Alignment builds trust, validation, and advocacy, while
misalignment leads to conflict, loss of confidence, and disengagement
(Feeley and Thomson, 2016; Feeley, 2019). Relational care thus goes
beyond enabling choice; instead, it functions as a moral imperative
(Buchanan et al., 2023), determining ongoing engagement with the
system and influencing the nature and degree of future choices. Sup-
portive practices for non-normative decisions can, therefore, exist
within the system, but they must be predicated on trust, relational
continuity, and the protection of autonomy (Feeley, Thomson and
Downe, 2020). Continuity of carer facilitates trust; however, it requires
relational connection and systemic support for authenticity in choice,
and when this fails, women and other birthing people respond by dis-
engaging from maternity care, either partially or entirely.

This study demonstrated several important strengths and contribu-
tions. Methodologically, a key strength was the rigorous and systematic
application of Constructivist Grounded Theory (cGT) principles,
including robust data generation and iterative analysis. As with all
qualitative research, findings may be open to interpretation. We miti-
gated this through rigorous cGT procedures: systematic memo-writing,
multiple data and investigator triangulation methods (Flick, 2018),
novel application of synthesised member-checking (Birth et al., 2016),
reflexivity, iterative analysis, and transparent recruitment, thereby
strengthening credibility and trustworthiness.

The principal contribution of this study lies in its original insight into
how and why non-normative choices are made, from the perspective of
those making them. To our knowledge, this is the first study to examine
these decisions holistically across the entire perinatal care continuum. In
doing so, it advances understanding of how choice can and should be
supported in clinical practice, grounding this insight in the experiences
of women and birthing people rather than in system-level assumptions
or clinician-derived interpretations. Moreover, this study will help
inform the development of rights-respecting guidelines for similar and
diverse groups by evidencing why and how they may make non-
normative choices, initiating appropriate and evidence-based path-
ways for support.

This study also presents some limitations. Consistent with the prin-
ciples of ¢GT the sample size and methodological approach meant that
not all individuals who responded to the recruitment call could partic-
ipate. While this aligns with the iterative and theoretically driven nature
of ¢GT sampling, it necessarily limits the inclusion of all interested
perspectives.

The volume of responses itself may be viewed as an important
strength. Rather than indicating a marginal or peripheral issue, the level
of interest suggests that the scale of this phenomenon may have been
underestimated, pointing towards deeper cultural and structural dy-
namics embedded within contemporary practice and systems.
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No participants from Wales were recruited. Although this may
appear to limit transferability, cGT does not seek statistical representa-
tiveness; instead, it aims to develop theoretical insight into social pro-
cesses. As the analytic focus centred on processes rather than
geographical variation, this limitation is unlikely to substantially affect
the study’s explanatory contribution.

Future research should establish a national dataset to determine and
understand trends in prevalence, outcomes, and support needs across
the full spectrum of non-normative choices, including the impact of
clinicians in supporting these decisions. National and local systems must
embed explicit rights-based language, including a shift from stigmatis-
ing terminology such as “declining care” to the legally accurate “with-
holding consent,” alongside mechanisms that uphold choice and foster
cross-disciplinary knowledge networks. In practice, NHS organisations
and education providers should implement structured pathways, lead-
ership, training, audit, and cultural reform to deliver personalised, le-
gally informed, non-judgemental care within inflexible systems.

Conclusion

This paper presents the novel substantive theory of reproductive
identity expression, reinforcement and defence, offering a new expla-
nation of how and why non-normative choices are made in response to
perceived reproductive identity threat within the UK maternity care
system. Amid contemporary policy emphasis on personalised maternity
care and the ‘choice’ agenda, these findings expose enduring institu-
tional barriers towards maternal agency and authentic choice and offer
insight and assistance to develop rights respecting clinical guidelines.
Where capacity, precedent, or expertise to support out-of-guideline de-
cisions are limited, and where anxiety regarding litigation or regulation
is heightened, women and other birthing people may experience coer-
cive or disrespectful behaviour aimed at enforcing compliance.

Institutions' efforts to enforce compliance with recommended care
pathways further gave rise to a reproductive identity threat and subse-
quent non-normative choices, which served to defend against these
threats or to reinforce and express values, beliefs and embodied un-
derstandings. The act of making non-normative choices frequently led to
the imposition of labels of deviance and stigma, and, in turn, to insti-
tutional responses, thereby prompting cycles of further non-normative
decisions and behaviours, ultimately culminating in withdrawal from
healthcare services, either during the immediate episode of care or in
subsequent interactions.

The findings underscore perpetual misalignment between repro-
ductive identities, shaped by personal, temporal, and sociocultural
contexts and the authoritative, hegemonic structures of the system. This
contradiction between aspirations for personalised care and institutional
realities generates actual or perceived threats to reproductive identity,
with non-normative choices emerging as strategies to assert, reinforce,
or defend identity amid sustained threat. This functions not only as an
act of resistance but also as an affirmation of reproductive identity.
These findings further underscore the ongoing tensions between
women’s pursuit of autonomy and institutional priorities.
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