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FOREWORD


LENORE MANDERSON

The Medical Anthropology: Health, Inequality, and Social Justice series is concerned with the diversity of contemporary medical anthropological research and writing. The beauty of ethnography is its capacity through storytelling to make sense of suffering as a social experience and to set it in context. Central to our focus in this series, therefore, is how social structures, political and economic systems, and ideologies shape the likelihood and impact of infections, injuries, bodily ruptures and disease, chronic conditions and disability, treatment and care, and social repair and death.

Health and illness are social facts: the circumstances of maintaining and losing health are always and everywhere shaped by structural, local, and global relations. Social formations and relations, cultures, economies, ecologies and political organizations all shape experiences of illness, disability, and disadvantage. The authors of the monographs in this series are concerned centrally with health and illness, healing practices, and access to care, but in the different volumes, they highlight the importance of such differences in context as expressed and experienced at individual, household, and wider levels. Health risks and the outcomes of social structures and household economies (for example, health systems factors), as well as national and global politics and economics shape people’s lives. In their accounts of health, inequality, and social justice, the authors move across social circumstances, health conditions, geography, and their intersections and interactions to demonstrate how individuals, communities, and states manage assaults on people’s health and well-being.

As medical anthropologists have long illustrated, the relationships between social context and health status are complex. In addressing these questions, the authors in this series showcase the theoretical sophistication, methodological rigor, and empirical richness of the field while expanding a map of illness, social interaction, and institutional life to illustrate the effects of material conditions and social meanings in troubling and surprising ways. The books reflect medical anthropology as a constantly changing field of scholarship, drawing on research in such diverse contexts as residential and virtual communities, clinics, laboratories, and emergency care and public health settings; with service providers, individual healers, and households; and with social bodies, human bodies, biologies, and biographies. While medical anthropology once concentrated on systems of healing, particular diseases, and embodied experiences, today the field has expanded to include environmental disasters, war, science, technology, faith, gender-based violence, and forced migration. Curiosity about the body and its vicissitudes remains a pivot of our work, but our concerns are with the location of bodies in social life and with how social structures, temporal imperatives, and shifting exigencies shape life courses. This dynamic field reflects the ethics of the discipline to address these pressing issues of our time.

As the subtitle of the series indicates, the books center on social exclusion and inclusion, social justice, and repair. The volumes in this series illustrate multiple ways that globalization and national and local inequalities shape health experiences and outcomes across space, how economic, political, and social inequalities influence the likelihood of poor health and its outcomes in different settings. At the same time, social and economic relations enable the institutionalization of poverty: they produce the unequal conditions of everyday life and work and hence powerfully influence who gets sick and who is most likely to survive. The books challenge readers to reflect on suffering, deficit, and despair within families and communities while they also encourage readers to remain alert to resistance and restitution—to consider how people respond to injustices and evade the fissures that might seem to predetermine their lives.



Edmée Ballif’s volume, Reproductive Boundaries: Psychosocial Care and Pregnancy in Switzerland, brings us to an unlikely setting to consider questions of inequality and justice. Switzerland is one of the wealthiest countries of the world, with an exceptionally high standard of living, low rate of unemployment, and a strong social security system. Reproductive health care, although largely medicalized there as elsewhere, offers women various options with state sanction and support: They typically deliver with midwife assistance and can deliver at home. Birth is therefore framed as an event that extends beyond medicalized dimensions and hospital settings. In support of this wider view of reproduction, the confederation and canton governments in Switzerland define pregnancy, birth, and the postpartum period as family and personal events and so as psychosocial; services appropriate to this construction are consequently provided. Informed by twentieth-century developments in psychology and psychoanalysis, as understood by French and Swiss therapists and clinicians, economic, interpersonal, social, and personal factors are all delineated as critical to people’s experiences of reproduction. No longer only a medical event analogous to illness, pregnancy is now also framed as a psychological ordeal.

The medicalization of pregnancy dates from early twentieth-century shifts in the locus of power over reproduction from midwifery to obstetrics, when women’s surveillance was designed to prevent or urgently intervene in the case of preeclampsia, obstructed labor, septicemia, or hemorrhage. Although such measures were driven by a commitment to reduce maternal mortality, the primacy focus even then was fetal health and infant survival. Subsequent interventions have centered fetal health, most recently in the twenty-first century, to prevent health conditions associated with the fetal environment and disruptions to fetal development (hence, maternal obesity and alcohol consumption, for example).

To preclude possible negative outcomes, in the Swiss canton in which this study is set mothers are referred to the Pregnancy Support Center, where Ballif’s ethnography is set. If mothers’ responses to a first interview with a midwife at the Center cause no concern—most likely if they are middle-class, heterosexual women in a lasting union—then they may never be asked to return. But others, socially, fall outside normative understandings of family-making—they may embrace an alternative sexual or gender identity; they may fall into an age range (young, under nineteen, or old, over forty) construed medically, psychologically and socially as “risky”; they may be single, with low education or unemployed. In establishing this risk profile, center staff also explore risks to the fetus and to the newborn and child, such as parental smoking, and they pursue mothers’ vigilance to reduce risk factors. But the risk factors that mark pregnancy as requiring surveillance extend even beyond this: People who have failed to register for childcare early in their pregnancy and those who plan to continue working a few months after they deliver are judged to be unrealistic about or in denial of their pregnancy or the impact of an infant on their future life. The boundaries of normative pregnancy and parenthood, it transpires, are surprisingly tight.

As Edmée Ballif describes it, the Pregnancy Support Center and the ideological shifts that informed its establishment aimed to loosen the constraints on women, as imposed by medicalized reproduction, and to provide a measure of individual support—as warranted and requested by those who were pregnant. But the conceptualization of pregnancy, birth, and postpartum as psychosocial brings to the fore a notion of the “pregnant mind” and extends, rather than reduces, the exercise of power. The services offered by the Pregnancy Support Center, Ballif illustrates, expand rather than shrink the surveillance of pregnant body-minds. Demographic status; affectional, emotional, and household ties; kinship relations; diet, alcohol, and smoking; employment, finances, and personal safety; questions of citizenship, security, and entitlement: All become factors that potentially protect or introduce risks to pregnancy, delivery, and the postpartum. In this context, rather than enjoying privacy, freedom, and the anticipation of a newborn, people who are pregnant are subject to a high level of supervision and potential intrusion. This includes ongoing obstetric care to monitor physical maternal and fetal health as well as, with these added services, the monitoring of psychological, social, and economic factors. And any of these factors might interfere with fetal growth, affect maternal health and well-being, or potentially place the future infant and growing child at risk of disease either through epigenetics or exposure (through parental drinking or smoking, for example) or as a consequence of household precarity, violence, or maternal depression.

Once identified as at risk by staff at the Pregnancy Support Center, expectant mothers who resist continued surveillance by attending further appointments are followed up by staff since their refusal to continue their psychosocial care is further evidence to center staff of risks to their own well-being and that of their future children. This, in turn, provokes extended debate among staff. How do midwives and social workers continue to provide care for an expectant mother who cancels appointments and refuses to answer follow-up phone calls? And from this, we might ask: To what extent is psychosocial care not simply a means to provide support but an extended system of vigilance over those who fall outside of a relatively narrow definition of normative pregnancy and normative bodies, personal relationships, and family desires?

In this compelling, troubling, and thoughtful account of the management of reproduction, Edmée Ballif introduces us to new ways of understanding its governance. She offers a provocative analysis of the work of those at its fore, professionals who would see their work as challenging medicalization and championing women’s well-being. In exploring how their own conservative understandings of mothering shape the contours of their care and inform their ethical tussles around the limits of their engagement, we are brought back to a critical issue. Because human society’s existence depends on biological reproduction, reproduction is inevitably subject to the exercise of power and power plays. In this context, desires, hopes, imagined futures, and reproducing bodies are sometimes surprisingly decentered. And further, because understandings of human society draw on social structures and their ideologies, such as gender, class, sexuality, and ethnicity, then the institutions that are designed to support reproducing bodies are often the least forgiving, and most controlling, of those who are marginalized and made even more vulnerable and marginal.






PREFACE


This book is the culmination of over a decade of research, writing, and intellectual growth, made possible by generous research participants and supportive colleagues and family members.

The book began as my doctoral dissertation in social sciences at the University of Lausanne, Switzerland. My ethnographic research at the Pregnancy Support Center was made possible by the willingness of its director to open the doors of her unit and its archives and most of all by the generosity of the pregnancy advisers who gave their time and shared their experiences with me. I remain deeply humbled and grateful for their invitations to let me sit through counseling sessions with them, opening up the intimacy of their encounters with their pregnant patients to my gaze. My work owes an equal debt of gratitude to the pregnant patients and their partners who gave their consent for me to attend their counseling sessions, thus letting me hear about their reproductive and psychosocial journeys. I cannot thank them enough.

I was lucky enough to benefit from Véronique Mottier’s support and advice from the very beginning to the last version of this book manuscript. First as a PhD supervisor, then as a colleague and a friend, Véronique has been the most exceptional mentor, generous in her advice giving, relentless in her support, always encouraging me to find my own voice. Véronique, thank you for being such a fountain of knowledge and a steadfast cheerleader along my academic journey.

As a doctoral student, I also benefited from the guidance of Heather Paxson and Bruno Perreau, who welcomed me as a visiting scholar at the Massachusetts Institute of Technology, and of Laura Frader, Claudine Burton-Jeangros, and Irene Maffi. They were all excellent and caring guides who taught me how to navigate academia, be bold, and claim my identity as a scholar at the crossroads of various fields and disciplines. The Institute of Social Sciences at the University of Lausanne was—and still feels like—my academic home as a doctoral student and beyond; I am especially thankful to Dina Bader, Glòria Casas Vila, Caroline Chautems, Farinaz Fassa, Eléonore Lépinard, Laura Morend, Marta Roca i Escoda, and Isabelle Zinn for years of friendship, peer support, and scholarly advice.

I was a postdoctoral researcher at the University of Cambridge’s ReproSoc (Reproductive Sociology Research Group) when I started revising and translating my doctoral work into a book manuscript. My fellow ReproSocs helped me by sharing their experiences and reviewing my book proposals. I am thinking especially of Sarah Franklin and her relentless enthusiasm and generosity but also Julieta Chaparro-Buitrago, Natalie Fixmer-Oraiz, Anika König, Doris Leibetseder, Sonja Mackenzie, Aideen O’Shaughnessy, Rachell Sánchez-Rivera, Veronika Siegl, Marcin Smietana, and Lucy van de Wiel. The exceptionally supportive environment that I found at ReproSoc provided the necessary impetus to start writing the manuscript. I was fortunate enough to be able to continue working on this book in parallel with my other postdoctoral research projects. My special thanks go to Charlotte Faircloth and Rebecca O’Connell (Thomas Coram Research Unit, University College London), and Ellie Lee (Center for Parenting Culture Studies, University of Kent) for their support, guidance and understanding. Norah MacKendrick not only welcomed me to the Department of Sociology at Rutgers University but also provided invaluable support in navigating the publication process. Thanks for never letting me drop the ball, Norah. Annuska Derks generously welcomed me into her team at the Department of Social Anthropology and Cultural Studies of the University of Zurich. I feel very lucky to have found there a group of passionate, engaged and supportive colleagues with whom to brainstorm new projects while also finishing this book—and tasting the finest East Asian cuisine. I was also fortunate to benefit from the cutting-edge, rich intellectual environment of the University of Zurich’s Human Reproduction Reloaded research program.

At Rutgers University Press, I am grateful to series editor Lenore Manderson, who claimed my manuscript for the Medical Anthropology series, for her thorough and generous reviews, and to Kimberly Guinta and Elizabeth Graber for their editorial advice and support. I am grateful to the two anonymous reviewers for their advice. One read the entire manuscript—please find here my heartfelt thanks for your thoughtful insights and constructive review. Lena Moore proofread various versions of the manuscript with patience and care.

The Swiss National Science Foundation supported my research activities through four doctoral and postdoctoral grants, allowing me to write this book while developing other research projects in medical anthropology and sociology.

My parents and grandparents supported and encouraged me in what must have seemed like an outlandish project—publishing a book with an American academic publisher. It is through their unfailing support of my education and career that I got there. To my partner and our little reproductees Abel and Victor: You gave me the strength every day to keep going. You have kept me grounded and balanced through the years, which is no small feat, and afforded me the time I needed to write. I love you endlessly.





REPRODUCTIVE BOUNDARIES







		INTRODUCTION


October 2011. I am sitting in a conference room at the Pregnancy Support Center,1 a state-sponsored unit delivering free psychosocial advice to pregnant people in the francophone Canton Romand of Switzerland.2 Sitting around the table with me are two dozen psychosocial advisers (midwives or social workers) and the center’s director. They are discussing modalities of the psychosocial appointments they offer, which consist of a review of pregnant people’s financial, personal, relational, and work situations. That day, I am starting my ethnographic fieldwork at the center, and this is the first meeting I get to observe. I would go on to sit through many more meetings and appointments at the center, carefully recording the talk about pregnancy that took place between advisers, their patients, and occasionally with me.

In this book I explore how psychosocial pregnancy care shifts reproductive boundaries. The Pregnancy Support Center was founded on boundary-shifting promises: Its goal is to offer a new form of pregnancy care, one that complements medical prenatal care and addresses some of its shortcomings, thus remapping which territories of people’s lives prenatal care should oversee and which professional boundaries define the surveillance of pregnancy. In the context of Switzerland, marked by deep social inequalities, rampant xenophobia, and persistent gender inequalities, the center also promises to extend its support to both expectant women and men and to people of all socioeconomic backgrounds. Thus, the starting point of my ethnography of prenatal care was to explore the resetting of the conceptual, professional, and epistemic boundaries that underlaid the work of the Pregnancy Support Center and allowed its advisers to expand prenatal care to the psychosocial, redefining the borders of reproduction.

What I realized over time was that this remapping of the landscape of prenatal care also involved setting moral and power boundaries. In spring 2015, I am four months pregnant with my first child. Two years after the end of my fieldwork, and after an eighteen-month research stay in the United States, I am coming back to the Pregnancy Support Center for follow-up conversations with senior staff. Congratulating me on my pregnancy, one social worker exclaims, “Oh! So now you are going to make an appointment for yourself at the center!” I mutter that I will think about it—and never follow up. I feel very uncomfortable with the idea. This is partly because I know the center’s psychosocial advisers in a professional capacity and find the idea of revealing intimate details about my personal life awkward. But also, my reluctance has to do with the fact that I find the idea intrusive, an overbearing incursion of professionals into my reproductive journey. Observing daily activities at the Pregnancy Support Center and listening and talking with its staff, I had become increasingly aware that pushing the boundaries of prenatal care to include the psychosocial was not only a conceptual remapping of pregnancy but also a contribution to the expanding scrutiny of reproductive lives.

Reproductive boundary-drawing and boundary-shifting shape everyday reproductive experiences. Reproductive scholars have revealed, for example, that an ever-increasing portion of women’s lives are brought under the purview of reproductive medicine and the fertility industry. Women in the United States and Europe are increasingly encouraged to prepare their bodies to ensure healthy reproduction by acting, before conception, “as if” they were pregnant, avoiding harmful substances, and eating healthily. “Pre-pregnancy care,” Miranda Waggoner (2017, 3) argues, emerged in the United States in the twenty-first century and expanded “the task of perfecting pregnancies” to the months and years before conception. The temporal boundaries of reproductive medicine are not only pushed backward to preconception but also forward, as assisted reproductive technologies and, more recently, egg freezing promise to extend women’s reproductive age (Bühler 2021; Inhorn 2023; Van de Wiel 2020). What counts as “reproductive” is shifting, at the same time as reproduction is pushed to the center of ever more political debates. In the United States, Laura Briggs argues, all major political discussions of the past half century—immigration, welfare, race—have reproductive politics at their core, “even though that fact is sometimes obscured” (2017, 4): “All politics have become reproductive politics.” What I call the reproductivization of life—the conceptualization, organization, and regulation of an ever-increasing array of activities in people’s lives through the prism of reproduction—is not new, as it builds on the long-standing connection between women’s social status and their reproductive roles. These shifting reproductive boundaries deeply affect reproductive experiences and reproductive rights.

Recent developments in reproductive care such as egg freezing and prepregnancy care raise questions about consequences for reproductive subjects: Are they empowering reproductive subjects to reduce risks and achieve their desired reproductive outcomes, or are they increasing control and surveillance over reproductive bodies, placing the responsibility on individuals to achieve pregnancy? Thus, accounting for the shifting of reproductive boundaries matters because it is not only our understanding of what reproduction is, when it starts, and when it ends but also our knowledge of who has authority over reproductive decisions and which moral definitions of “good” reproductive subjects are at stake.

In this book, I ask what the expansion of prenatal care to the psychosocial dimension of people’s lives means. My concern with the reproductivization of life is grounded in a concern for social justice and equality. Switzerland has a long history of deeply stratifying state interventions into reproductive lives, including through eugenic policies, sterilization laws, and child removal targeting poor women, ethnic others, and single mothers (Comité de direction du PNR 76 “Assistance et coercition” 2024; Delessert, Boraschi, and Valsangiacomo 2024b; Mottier 2006). With restrictive naturalization laws and the fairly recent acquisition of voting rights for women at the federal level (1971), Swiss national identity and society are marked by hierarchies along gender, race, and migration lines. As Véronique Mottier argues, women’s bodies have been “a central site in this Swiss struggle against ‘difference’ ” (2006, 254), with state-sanctioned interventions to limit women’s reproductive choices reflecting classed and racialized imaginaries of good citizenship. Against this backdrop of deeply stratified control over reproductive subjects, is psychosocial prenatal care a welcome innovation that provides more holistic care for pregnant patients or yet another form of reproductive surveillance?


REPRODUCTIVE BOUNDARIES

To explore how prenatal care expands to encompass a larger portion of reproductive subjects’ lives, I focus on the definition, the maintenance, and the shifting of reproductive boundaries. Borders and boundaries have long been a topic of interest for reproductive scholars. The language of borders, boundaries, and limits has been used to discuss how reproduction is affected by geopolitical, legal, ethical, and conceptual boundary drawing. Pregnancy is a fertile site for discussions of identity boundaries. The different ways in which pregnant and fetal subjects are conceptualized—Are they one? Are they two?—underlie legal, political, ethical, and cultural discussions of pregnancy, abortion, assisted reproduction, and contraception. Feminist philosophers have described pregnancy as a unique state of both unity and differentiation between self and other, a state where bodily and identity boundaries are redrawn (Irigaray 1977; Kristeva 1983; Young 1984). Cross-culturally and historically, that which is growing in the womb has not necessarily or immediately been considered a person or a distinct individual (Duden 1999; Hanson 2004; Kukla 2005; Morgan 1997). New evidence from epigenetics underlines how past and present experiences (such as exposure to toxic environments) determine our own and our children’s future, renewing discussions of the boundaries of fetal individuality. Julienne Rutherford reconceptualizes the fetus as “borderless,” as bound to past and future generations, to environment, and society “rather than completely constrained by the borders of an individual uterus in an individual woman’s body” (2017, 27).

Geopolitical borders have been identified as sites of reproductive injustice (Franklin 2011; Inhorn and Gürtin 2011; Nahman 2013; Vertommen 2017; Vertommen, Parry, and Nahman 2022). Analyzing how Palestinian women cross borders to undergo fertility treatment in Israel, Gala Rexer (2021) shows that the management of borders inescapably produces a stratification of reproduction since access to reproductive technologies is state regulated. People gain or lose reproductive and parental rights when crossing borders (Courduriès 2018; Guerzoni 2020). In Julieta Chaparro-Buitrago’s analysis of contemporary forced sterilization of migrant women in the United States and Uighur women in China, reproductive coercion appears as “a tool for fortifying borders and consolidating territorial dominance, a means of social control and containment, and a practice of deterrence and punishment” (2024, 11).

With these works in mind, I wondered what we might learn from looking at psychosocial prenatal care as a (professional and conceptual) territory and at prenatal care providers as engaged in defining and managing borders. As anthropologists have long discussed, boundary drawing is a dynamic process defining the attributes of a group (Benedict Anderson 1983; Barth 1969; Douglas 1966) or, in this case, of a type of reproductive care. Attending to the remapping of psychosocial prenatal care, I ask: What are the borders of psychosocial care, and how are they negotiated and contested? Over which territories—which dimensions of people’s lives—does psychosocial care extend its purview? How is the work of surveilling this territory distributed and implemented? The psychosocial remapping of prenatal care shifts different types of reproductive boundaries: moral, professional, epistemic, and temporal, as well as power boundaries. By doing so, psychosocial counselors participate in the reproductivization of life: They shift and expand the borders of prenatal care to include a larger portion of people’s lives, and more professional and epistemic perspectives, in the domain of prenatal care. These shifting reproductive boundaries are closely linked to geopolitical, linguistic, and social borders. Switzerland is a country of many borders, divided into twenty-six cantons that form its federal state; it has four linguistic regions and is socially divided and hierarchized along gender, racial/ethnic, migration, and class lines. Exploring reproductive boundaries provides a lens through which to understand this deeply fragmented society.

Psychosocial prenatal care in Switzerland is based on boundary-shifting promises, claiming to redefine prenatal care, pregnancy as a reproductive stage, and the subjects of prenatal care. These claims are explored in the following subsections in dialogue with reproductive scholarship.



PRENATAL CARE

When the center was created in 1986, it was a local response to three converging trends, as we will see in chapter 1: the global rise of the midwifery, natural childbirth, and feminist movements, which advocated for alternative models to what was considered the excessive medicalization of pregnancy and birth care; the increasing involvement of psychiatrists in pregnancy and postpartum care in France; and a shift away from coercive measures to the support and empowerment of families in Swiss reproductive governance. In this context, what the Pregnancy Support Center did was implement another way to do prenatal care—to shift the borders of the then-conventional biomedical approach to prenatal care to include social and psychological circumstances. The term “psychosocial” itself, commonly used at the Pregnancy Support Center to name its domain, directly refers to a critique of biomedicine and its narrow focus on the body. In the 1970s, American psychiatrist Georg Engel introduced the “biopsychosocial” perspective as an alternative model of care, one that would take into account “the social, psychological, and behavioral dimensions of illness” (1977, 135) that biomedicine tended to neglect. The biopsychosocial model thus proposes a holistic approach to health and illness that has resonated widely in health research (Pilgrim 2015). Claiming the “psychosocial” as its domain positions the Pregnancy Support Center as complementary to biomedical pregnancy care.

Switzerland offers a good opportunity to explore the complex boundaries between medical and psychosocial prenatal care. Pregnancy is a heavily medicalized experience in Switzerland (Burton-Jeangros, Hammer, and Maffi 2014b; Fournier 2013; Fuschetto 2017; Luisier 2006; Rieder 2007). Most pregnant patients are monitored by a private gynecologist during pregnancy, and pregnancy care usually comprises a minimum of seven checkups and two ultrasounds, the costs of which are entirely covered by compulsory Swiss health insurance.3 Even though pregnancy surveillance by independent midwives is also covered by health insurance, a minority of pregnant people choose that option (Borner and Grylka 2023). Birth is also a heavily medicalized experience, with 96.2 percent of all births happening in a hospital setting in 2022 (Borner and Grylka 2023).4 C-section rates reached 32.3 percent in 2017, one of the highest rates among Organization for Economic Co-Operation and Development (OECD) countries (Federal Statistical Office 2019). The delineation of professional territories between obstetrician-gynecologists and midwives is not as clear-cut as elsewhere (Cavalli and Gouilhers-Hertig 2014; Chautems 2022a). In the United States, the medicalization of pregnancy and birth that unfolded over the twentieth century resulted in medical doctors gaining authority over the reproductive process, and midwives were largely marginalized. Katz Rothman (1982) has described this polarized landscape as an opposition between the “technocratic” model of birth and the “midwifery” model. Such a distinction has deeply influenced (mostly U.S.-based) anthropologists of pregnancy and birth. In contrast, in Switzerland midwives have largely been incorporated into hospital settings and supervise most deliveries. Health insurance covers midwife-led pregnancy, birth, and postpartum care (even if very few pregnant patients choose this option). The development of psychosocial care has thus occurred in a landscape where professional boundaries are overlapping and often contested.

Exploring prenatal care is also a way to critically explore the boundaries of the anthropology and sociology of reproduction. Pregnancy as a reproductive stage is often studied in relation to technology and exceptional reproductive events. “When feminist and anthropological studies of reproduction have discussed pregnancy over the past four decades,” Teman and Ivry (2022, 383) write, “it has most often been with a focus on the effects of the transformative technologies that are involved in pregnancy.” Historical studies of prenatal care such as Oakley’s (1984) and Hanson’s (2004) have traced the development and institutionalization of prenatal care, from the early development of obstetrics in the eighteenth century to its present forms, as the implementation of an increasing number of tests and checks. Many classic and more recent explorations of prenatal care have focused on the effects of technologies such as ultrasounds, prenatal diagnosis, or surgery on the experience of pregnancy or on surrogacy,5 with “reproductive drama” given more attention than “ordinary,” mundane experiences of pregnancy, as Sallie Han (2013) argues. Ethnographies of prenatal care have often focused on medical settings, documenting how pregnancy is medicalized and how the pregnant body is scrutinized and the impact of this on the experience of pregnancy (Andaya 2021; Bridges 2011; Browner and Press 1996; Ivry 2010). Studies of pregnancy in Switzerland have likewise focused on the medical surveillance of pregnancy and the impact of medical risk discourses (Burton-Jeangros 2011; Burton-Jeangros et al. 2013; Hammer and Burton-Jeangros 2013; Hammer et al. 2022; Hammer and Inglin 2014).

Such analyses of pregnancy have been instrumental in laying bare how biomedicine has redefined pregnancy as a medical event and thus gained direct access to the bodily processes of pregnancy (through testing and imaging), bypassing women’s embodied knowledge and experience. Feminist scholars have pointed to the fetus-centered nature of medical pregnancy care, which focuses overwhelmingly on monitoring fetal health and ensuring its optimal development to the detriment of pregnant people’s needs and wishes—especially in contexts like the United States, where pro-life movements have pushed for the defense of fetal rights (Han 2017; Morgan and Michaels 1999). But focusing on the use of technologies may have the unintended effect of reproducing the framing of pregnancy as an event in which the pregnant body occupies center stage, and medicine constitutes the main source of authoritative knowledge.

This ethnography of psychosocial prenatal care thus contributes to the exploration of prenatal care beyond medical settings and beyond the body. It draws inspiration from classic as well as more recent scholarship on alternative forms of birth and postpartum care (Davis-Floyd and Davis 1996; Davis-Floyd and Sargent 1997; Jordan 1978; Kline 2019). In Switzerland, while birth is highly medicalized, independent midwives, doulas, and alternative medicine therapists increasingly offer to complement or circumvent medical care during birth and postpartum (Chautems 2022a, 2022b, 2024). Bringing these insights back to the case of pregnancy, studying an alternative form of prenatal care similarly means critically exploring competing claims to the territory of pregnancy and challenges to medical authority.



PREGNANCY

The Pregnancy Support Center’s model of psychosocial care is an opportunity to interrogate how the boundaries of pregnancy as a reproductive stage are being redefined. Psychosocial pregnancy care in Switzerland is offered during pregnancy through up to six months after birth. It is part of a public health strategy aimed at promoting children’s health. Its creation in the 1980s happened in a context in which state intervention into families was increasingly conceived as an opportunity for preventive measures aimed at protecting children’s health and well-being. This reflects a trend in the governance of pregnancy that U.S. and UK scholars have also identified: Social expectations of good parenting are increasingly extended “backward” during pregnancy (Lee et al. 2014; Lee, Macvarish, and Bristow 2010). Expectant parents are urged to adopt a cautious approach and avoid all risks to their future children’s health during pregnancy.6 In recent years, conceptualizing pregnancy as important to the health of future generations has been fueled by the growing incorporation of epigenetics into public health programs in some countries (Fournier and Jarty 2019; Landecker 2011; Lappé and Jeffries Hein 2021; Manderson 2016; Manderson and Ross 2020; Pentecost 2024; Pentecost and Ross 2019; Richardson 2015). Swiss psychosocial care is thus a lens onto wider, global transformations in how pregnancy is conceptualized within public health discourses. Exploring the shifting boundaries between reproductive stages—here, how pregnancy becomes treated as a stage of parenthood—is an important step to defragment the study of reproduction. In 2015, Renée Almeling called on reproscholars to conceptualize reproduction as a process rather than a series of successive steps, a call that Faircloth and Gürtin (2018) strengthened by underlining the parallels between the study of assisted reproductive technologies and parenting. This approach allows for tracing continuities between different areas of reproductive governance and broader mechanisms of social inclusion and exclusion.



INEQUALITIES

Switzerland is known as one of the wealthiest countries in the world, but fractures and inequalities within Swiss society run deep. Switzerland has a very high standard of living, political stability, and quality of life in international comparison, but these privileges are not equally distributed. It ranks among the countries with the highest wealth inequality, with the top 10 percent of the population holding 77.6 percent of the total wealth in 2018 (Federal Council 2022). In contrast to other immigration countries like the United States, Canada, or Australia, Switzerland has restrictive integration and naturalization policies, which translate into a large share of residents who do not have Swiss citizenship (including descendants of first-generation immigrants; Lavenex 2023; Manatschal 2023). The share of foreigners among residents is the second highest in Europe after Luxembourg. More than a third of Swiss residents were born abroad. The largest migrant groups are from Italy, Germany, Portugal, and France; however, taken together, migrants from Southeastern Europe (especially Kosovo, Turkey, Macedonia, Serbia, Bosnia and Herzegovina, and Croatia) form by far the largest group of foreign residents. Anti-immigrant rhetoric is widespread, and migrants face discrimination in many areas of life. Not all foreigners are treated equally, though, with the perceived proximity of some nationalities that supposedly share Swiss cultural “values” facilitating integration (dos Santos Pinto et al. 2022; Ossipow, Counilh, and Chimienti 2019).

This backdrop of both privilege and inequality is reflected in the scholarship on Swiss prenatal care. Some scholars underline that the medical surveillance of pregnancies in Switzerland, which involves many technical examinations and tests, generates anxieties—the flip side of access to highly medicalized, quality health care (Burton-Jeangros 2010, 2011; Hammer et al. 2022). Others denounce the difficulties that migrant women face in accessing care (Cai et al. 2024; Desseauve et al. 2022; Perrenoud, Kaech, and Chautems 2023; Sami et al. 2019). This tension is not only raised in scholarship about Switzerland. Lenore Manderson (2016) argues that there are two contradictory trends in feminist scholarship on pregnancy and childbirth: While many anthropologists of reproduction developed critiques of the (over)medicalization of pregnancy, others focused on the fact that many pregnant people around the world, often racialized and poorer people, including in wealthy countries, do not have sufficient access to prenatal care.

To address the question of (in)justice in prenatal care, I lean on the framework of reproductive justice. Black feminists and feminists of color in the United States introduced reproductive justice in the 1990s precisely to overcome tensions between different viewpoints on (in)justice in relation to reproductive rights (Roberts 2015; Ross and Solinger 2017). Reproductive justice sought to go beyond the then-prevailing approach to reproductive rights that focused almost exclusively on advocating for access to abortion. Collectives such as SisterSong (SisterSong, n.d.) underlined that this overlooked the reproductive harm faced by women of color and other marginalized groups, such as poor access to reproductive care or sterilization. The reproductive justice framework introduced a new, broader approach to reproductive rights that comprises the right to have children, the right not to have children, and the right to raise children in safe and dignified conditions. A growing number of reproductive scholars have explored the analytic and political potential of this framework to reveal different, situated needs and challenges to reproductive lives (Chaparro-Buitrago and Freeman 2023; Davis 2019b). Dána Ain Davis (2019a, 2019b) introduced the term “obstetric racism” to capture the specific violence that Black women face in their medical encounters during pregnancy, labor, and birth, which results in higher rates of negative reproductive outcomes. Elise Andaya (2018, 2019) details how racial and class inequalities shape the temporal dimension of prenatal care, with racialized and poor patients exposed to longer waiting times, for instance.

Inequalities and discrimination can have different, sometimes contradictory effects on how prenatal care is delivered, however. In the United States, where the legacies of slavery and segregation still run deep in health care, Khiara Bridges (2011) has documented the encounters of poor women of color with prenatal care providers in a public hospital as a site of racialization. Poor Black women, Bridges argues, are subjected to oversurveillance and invasions of their privacy while also being generally medically underserved. I agree with Rachel Chadwick when she underlines that “resolidifying binary thinking by arguing that medicalization is only a problem for privileged women in the Global North and that marginalized women have no problem with being ‘medicalized’ during birth (see C. Johnson 2016) is not a helpful position” (2018, 27). Race and class inequalities can translate both into poor quality of care and increased surveillance. Thus, especially in a Swiss context, where medicalization is widespread and inequalities high, how social inequalities intersect with prenatal care requires fine analysis.

In my research on psychosocial prenatal care in Switzerland, the reproductive justice framework led me to question whose pregnancies were supported and whose were not, who came through the door and who did not, who was considered to be vulnerable and who was not—and how this affected the care they received. I did not immediately assume that people who are generally considered socially disadvantaged in Switzerland would be framed as such by psychosocial advisers, but, rather, I focused my attention on the delineation and hierarchization of reproductive subjects and their corollary of the under- or overinvolvement of experts. I explore how psychosocial pregnancy care, while free and claiming to be nondiscriminatory, is delivered in a stratified manner at the Pregnancy Support Center.



SEX AND GENDER

Scholars working within a reproductive justice framework or on queer reproduction have underlined that some pregnancies are more socially valued than others. Using the framework of reproductive justice or the related concept of “stratified reproduction” (Colen 1995), reproductive studies largely share a concern about unequal access to reproductive technologies, rights, and care (Andaya and El Kotni 2022; Smietana, Thompson, and Twine 2018). Laws governing access to assisted reproductive technologies are excellent examples of such stratification, with some subjects (often white, heterosexual, married couples in the Global North) having easier access to technologies than others (often racialized, poor, or queer people; Inhorn 2015; Leibetseder 2018; Russell 2015). In Switzerland, significant barriers exist for LGBTIQ+ persons accessing reproductive technologies: Egg donation and surrogacy are illegal, and access to assisted reproduction has been possible for lesbian couples only since 2022. Heteronormativity intersects with class inequalities: Swiss health insurance companies currently deny coverage of assisted reproductive technologies for lesbian couples, making fertility treatment more difficult to afford.

Heteronormativity in Swiss reproductive governance is inherent to a traditional gender regime. The traditional family model with a male breadwinner and a female caretaker is still widespread (Madörin, Schnegg, and Baghdadi 2012; Rossier, Bernardi, and Sauvain-Dugerdil 2023). Mothers tend to work part-time and assume a significant part of the domestic and childcare labor. The persistence of this conservative gender order is linked to the fact that family policies are underdeveloped in comparison to other European countries, which translates into scarce and expensive childcare provision (Häusermann and Bürgisser 2023).

Barriers to nonnormative experiences of reproduction and the gendered distribution of reproductive labor both reveal how deeply pregnancy is associated with an essentialization of gender and sex (Ballif 2019). The “repronormative” (Franke 2001) imaginaries of pregnancy that dominate in Switzerland and Europe in general link pregnancy to a female body and a female identity (Karaian 2013; Walks 2018; Weissman 2017). Trans men’s or queer individuals’ pregnancies have been described as socially “unthinkable” because they contradict the fundamental belief that it is the ability to get pregnant that distinguishes women from men (Karaian 2013; Toze 2018; Walks 2015; Weissman 2017). Even among reproductive scholars, the “fact” that pregnancy is a woman’s experience has long seemed so obvious that many studies of pregnancy or prenatal care do not discuss it.

This reproductive imaginary is increasingly questioned in Switzerland, however, not only in public discussions of trans pregnancies but also because pregnancy is becoming a less and less common experience, even among cisgender women. Switzerland has one of the highest rates of childlessness in Europe, and the fertility rate continues to drop: In 2022, 8.5 percent fewer babies were born than the year before (Federal Statistical Office 2023). Thus, it has become less socially obvious that pregnancy is the hallmark of womanhood.

Against this backdrop, I examine the Pregnancy Support Center’s argument that psychosocial prenatal care should be offered to both women and men and the reality that few men come to appointments at the center. This leads me to approach psychosocial care as a site of essentialization, where dominant ideas about sex and gender, and the boundaries that mark their differences, are both contested and reproduced.

Some of my own language choices reflect my positionality regarding sex and gender. I use gender-neutral terms such as “pregnant people” and “pregnant clients” in this book, even though psychosocial advisers at the center consistently talked about “pregnant women.” Staff at the Pregnancy Support Center always assumed pregnant people were cisgender women, and I never witnessed a client contradict this. Gender identity, and the fact that someone could be pregnant and not identify as a woman, was not a topic of discussion during most of my fieldwork and currently remains marginal. My choice to veer away from the cis-sexist language used in the field reflects my critical stance toward cis-sexist assumptions in prenatal care and the critical distance that separates my analysis from the perspective of research participants. I do use the term “pregnant women,” though, when it is how people self-identified and when paraphrasing scholarship, reports, or laws that are phrased in a binary way.



AN ETHNOGRAPHY OF DISCURSIVE PRACTICES

Having had a part-time student job (processing statistical data) at the Pregnancy Support Center a couple of years before I commenced the study on which this book is based, I was already familiar with the day-to-day organization of the unit. I intended to conduct an ethnographic study at the center using participant observation and to be attuned to what people did, how they moved, their nonverbal cues and physical interactions, and the spatial arrangements of prenatal care, as I had been trained while studying anthropology and sociology in Switzerland. Early on, however, I became increasingly frustrated at my inability to do so. My fieldwork largely consisted of sitting in a chair and listening to people talk.

A typical fieldwork day for me was to take the train to one of the center’s regional offices to attend a staff meeting, to witness an appointment with pregnant clients, or to conduct a one-on-one interview with one of the staff members and then return to my own office at the University of Lausanne. I spent most of my fieldwork sitting at a table with psychosocial advisers, listening to them talking as I took notes and asking them questions about their work. I also spent time listening to formal and informal conversations between staff members during their meetings, their coffee breaks, and in between appointments. I started with a twenty-two-month intensive phase between 2011 and 2013, during which I conducted observations and interviews. The data collected formed the basis of my doctoral dissertation (Ballif 2017) and associated publications (Ballif 2014, 2019, 2020, 2023a). Since the end of my fieldwork and to this day, I have conducted regular follow-up interviews with some psychosocial advisers and continue collecting new policy documents. The center’s policies, internal organization, and approach to psychosocial care have seen little change over this period. The COVID-19 pandemic forced the center to move a quarter of its consultations online in 2020. While the mental health of pregnant women in Switzerland and the quality of prenatal care deteriorated during the pandemic (de Labrusse et al. 2022; Favre et al. 2022; Lambelet et al. 2021), the center soon went back to working like before. What I describe are thus long-lasting practices of psychosocial care, as well as their evolution.

Observing consultations with clients proved more difficult than I initially expected. I gained access to consultations only after one year of negotiations, first to observe ten consultations and then a further round of two dozen. Although most psychosocial advisers were willing to let me observe their appointments, internal conflicts were brewing at the time, and the center’s management team framed authorizing my observations as a possible source of new tensions. Meanwhile, I easily obtained access to staff meetings and observed about thirty of these. Different types of meetings involve either the entire staff (“general meetings,” three per year) or different subgroups of the staff: advisers working at one or two of the regional offices (“regional meetings,” six per year, and “intervisions,” four per year); they include meetings involving all midwives or all social workers (“midwives’ meetings” and “social workers’ meetings,” three per year). Each of these internal meetings focuses on topics that are relevant to the specific subgroup of staff they target: Strategic decisions are discussed with the entire staff while relationships with local public hospitals are discussed with the staff active in that region. In addition, ad hoc meetings for the entire staff are organized several times a year as part of their continuous training. External experts such as public health specialists, nurses, lawyers, or social workers are frequently invited to update psychosocial advisers’ knowledge of a particular topic related to prenatal care and pregnancy—for example, to present the latest public health campaign to prevent smoking during pregnancy in the region, current knowledge on intimate partner violence, or legal changes regarding patients’ rights in Switzerland.

During the intensive phase of my fieldwork, I scheduled one-on-one qualitative interviews with each of the seventeen psychosocial advisers and the center’s director to explore their understanding of their work and role.7 I sat down more than once with each of the founding members to hear about the history of the center. In addition, each of my visits to the Pregnancy Support Center was an opportunity to chat with psychosocial advisers. Especially after some months, when my presence had become so normal that they were wondering why I was not there some days—I was teaching and writing up my field notes—I gathered precious insights into psychosocial care through informal discussions, those between advisers and those in which I was involved. These were conversations in which staff did not necessarily repeat the official discourse of the center’s policies and guidelines. They talked about their clients through categories and notions that were presumably more meaningful and spontaneous than when I asked them to describe their work during an interview with me. I also conducted a dozen interviews with members of key institutions involved in prenatal care or reproductive governance, such as midwives, gynecologists, pediatric nurses, family planning advisers, and child protection agents.

In addition, I gathered different types of internal documents at the center: policy documents that describe the center’s approach to psychosocial care, including internal guidelines; strategic plans; web pages; and flyers that advertise the center. I had access to the center’s modest archives: These included reports prepared by the founding members and past employees to present the psychosocial model of prenatal care and advocate for support from the local canton government.

My time in the field and the ethnographic data I produced reflect daily life as it is for a midwife or social worker at the Pregnancy Support Center, composed overwhelmingly of talk and fragmented. A typical day for a psychosocial adviser is a succession of discussions with clients, colleagues, other professionals, and, occasionally, me. Similarly, my ethnographic experience is a collection of discussions, some longer than others, fragmented across locations and interlocutors. This is how I realized that talk is the stuff that psychosocial pregnancy care is made of. Precisely because the center does not offer medical care or tend to the pregnant body, what midwives and social workers do is talk to pregnant people to care for the social dimensions of their experience of pregnancy.

While still a marginal topic in the anthropology and sociology of reproduction, language has been used as an entry point to understand reproductive care and governance. As Sallie Han argues, “Language is a practice of reproduction” (2018, 1). For example, Rayna Rapp (1999) centered her ethnography of genetic counseling on the way counselors communicate biomedical concepts and risks to their pregnant patients considering amniocentesis. The language of genetic counseling, Rapp argues, “communicates and miscommunicates not only medical information but also structural power arrangements, social knowledge, and popular meanings” (1988, 143) about health, disability, and reproduction. Ethnographies of reproductive caregiving in Switzerland also show how interactions between midwives or parental counselors and (future) parents convey biomedical conceptualizations of the body and moral expectations (Chautems 2022a; Maffi 2014; Preissler 2022a). Thus, the experience of reproduction is shaped by and enacted through talk.

I therefore conducted an ethnography of discursive practices. The notion of “discursive practices” draws from Foucault’s work and poststructuralist discourse analyses (Arribas-Ayllon and Walkerdine 2008; Bacchi and Goodwin 2016) that approach discourse not just as what people say but as a practice. Discursive practices are the site where reproductive boundaries are established and enacted in the context of psychosocial care. To borrow from Sallie Han’s (2018) typology of reproductive talks, “talk about” psychosocial care and “talk between” counselors and patients are where boundaries are drawn between ideas, concepts, and categories. While discourse analysis is generally applied to written documents, I used it to analyze the various ethnographic data that I produced. I sought to uncover the discursive boundary-drawing practices that shape the daily activities at the Pregnancy Support Center.

I chose to anonymize the center, its location, and all the names of my interviewees. The center’s director was keen to have the name of the unit made public, as a way to advertise the unique and pioneering work it is doing. However, anonymity protects individual advisers, many of whom are still working at the center. Anonymizing the unit also means that I had to refrain from citing local policies, laws, or other elements of context that would have made the location of the unit immediately recognizable. Furthermore, the relatively small number of pregnancy advisers meant that many personal or professional details needed to be removed to avoid making them easily recognizable. Readers may find themselves wanting for more details while reading about psychosocial advisers—this is the reason why I could not add more.



CHAPTER OUTLINES

The book takes readers through various aspects of the psychosocial remapping of prenatal care. I begin with a chapter presenting the Pregnancy Support Center within the entire landscape of Swiss reproductive culture. The Pregnancy Support Center is unique in that it represents the innovative implementation of an alternative form of prenatal care in what is otherwise a very medicalized Swiss culture of pregnancy. It is not singular, however, because it reflects global transformations of reproductive politics, gender regimes, medical care, and social policies.

The subsequent five chapters focus on different types of boundaries—moral, professional, epistemic, temporal, and power boundaries—that psychosocial care claims to shift. In chapter 2, I describe an appointment at the Pregnancy Support Center to map out the territory of psychosocial pregnancy care. Exploring the topics that are discussed during appointments lays bare the moral boundary-drawing work that underlays psychosocial care. Canvassing pregnant people’s psychosocial lives, psychosocial advisers perform an evaluation that relies on stratified assumptions about which parents will be more apt than others. Chapter 3 focuses on professional and epistemic boundary-shifting that is at work in the psychologization of pregnancy. I reflect on narratives that frame pregnancy as a period of psychological crisis, a discourse that traveled from psychology to midwifery and prenatal care as a way to counteract medicalization and offer care to pregnant patients in a more holistic way. I show how at the Pregnancy Support Center, psychologization extends the fetus-centered culture of prenatal care to mental health, as pregnant women are advised against the potential threat that their emotions represent to their fetus.

Psychosocial pregnancy care redefines the temporal boundaries of reproduction, which is explored in chapter 4. I examine how psychosocial advisors urge their clients to anticipate their futures, and even actively intervene in future parents’ plans. Psychosocial pregnancy care relies on an “anticipatory” regime, in which future parents are expected to act as parents before the birth of their children. Anticipation works as a measure of “good” mothering and fosters the reproduction of traditional gender roles.

Chapter 5 explores the shifting power boundaries that define who has authority over pregnancies. Pregnancy care in Switzerland is conceptualized as a journey from expert to expert, following a pre-established curriculum of encounters with professionals for appointments, checks, and tests. Psychosocial pregnancy care, despite its anti-medicalization stance, seeks to form an almost seamless grid of surveillance with biomedical experts over the territory of pregnancy. From the point of view of experts, interprofessional collaboration among members of the pregnancy network is a hallmark of good and efficient care. But pregnant patients sometimes contest and resist this surveillance, seeking to regain power and autonomy over their reproductive journeys.

Last, chapter 6 focuses on a contested portion of the territory of psychosocial pregnancy care. I describe the doubts and struggles of the center’s staff as they tried to implement a new screening policy for intimate partner violence. Their concerns about the relevance and potential drawbacks of such screening reveals how the conceptual and moral boundaries of psychosocial care are constantly re-negotiated.

In the conclusion, I offer some thoughts on reproductive boundaries, reproductive talk, and the potential they hold for the social study of reproduction. This book is not intended as a criticism of psychosocial pregnancy care as a whole, nor a criticism of the Pregnancy Support Center. I felt and still feel very supportive of the center’s work, which I see as an important complement to medical care and a welcome source of free support for future parents. I do not want to downplay the decency or the sincerity of the intentions of those who work in this field. Beyond this particular center, what I critically explore are the tensions and challenges of the reproductive governance of families in Switzerland.








1  •  THE LANDSCAPE OF SWISS PRENATAL CARE


The Pregnancy Support Center is both unique and representative of larger trends in the governance of reproduction. In this chapter, I describe psychosocial care within the landscape of Swiss prenatal care, reproductive governance, gender regimes, and social policies, highlighting how the Pregnancy Support Center aligns or differs from other modes of prenatal care. As a state-funded center providing psychosocial prenatal care, it does not have many equivalents in Europe or more globally; rather, the lack of psychosocial or holistic care for pregnant people is widespread. It is, however, far from singular. The global midwifery and natural childbirth movements, with their critique of medicalization, deeply influenced the creation of the center. Its model of psychosocial prenatal care also illustrates larger transformations of reproductive politics, the gender regime, medical care, and social policies in Switzerland. I present the creation and organization of the Pregnancy Support Center while attending to how it draws boundaries, in the sense of inclusion and exclusion of concepts, knowledge systems, domains of care, or categories of clients.


A UNIQUE CENTER

The birth of a unique center for psychosocial pregnancy care in one of Switzerland’s cantons is linked to internal Swiss geopolitical borders. As a confederation, Switzerland has three political levels: the federal state (confédération/Bund); 26 cantons; and over 2,000 municipalities (communes/Gemeinden). This federal structure was created with the first Swiss Constitution of 1848 and was heavily inspired by the 1789 United States Constitution. Before that date, Swiss cantons were bound by treaties, and there was no federal government. Today, each political level has its own executive government and legislative assembly, while legislative powers are distributed across the three levels. Cantons have great autonomy in all areas of government (including education, health care, welfare, and taxation) except for those that are managed by the federal government, such as the armed forces, immigration, foreign relations, and civil and criminal law. This federalist structure means that health care and public health strategies can differ across the 26 cantons, which makes possible the development of various and distinctive policies.

The creation of the Pregnancy Support Center came from a federal law: the 1981 Act on Pregnancy Support Centers.1 Since 1942, the Swiss penal code had explicitly made abortion unlawful except in a limited number of medically accepted cases. In the 1960s, urban, liberal-leaning cantons such as Geneva often did not apply the penal code or prosecute women and doctors for abortions, which created discrepancies in the criminalization of abortion between cantons (Commission fédérale pour les questions féminines 2011). Several legal changes aimed at decriminalizing abortion during the first trimester were discussed at the federal level during the 1970s, at the same time as neighboring France and Germany were successfully legalizing abortion (Engeli 2010; Schulz and Schmitter 2022). Contrary to neighboring countries, though, abortion laws were submitted to popular vote in Switzerland, and profound divisions among the population prevented legal changes.2 In 1977, a federal initiative (i.e., a change in the constitution proposed by citizens) to make elective abortion legal during the first twelve weeks of pregnancy was rejected by 51.7 percent of voting citizens. The following year, a proposed federal act that would have decriminalized abortion during the first twelve weeks under strict medical or social conditions was rejected by 68.8 percent of voters. Another popular vote rejected a complete ban of abortion in 1985, and it was only in 2002 that a revision of the penal code to decriminalize elective abortion up to twelve weeks was accepted by 72.2 percent of voters. No changes have been made since.

The 1981 Act on Pregnancy Support Centers is a by-product of the failed attempts to revise abortion legislation in the 1970s. The federal act that was rejected by popular vote in 1978 contained an article requesting cantons to provide “pregnancy consultations” (consultations en matière de grossesse/Schwangerschaftsberatungsstellen) to the population. In the context of the 1978 act, which sought to authorize abortions only for very strict medical or social reasons, these consultations were thought of as a way to dissuade pregnant people from pursuing abortion. After the act was rejected, the Federal Council nevertheless decided to recycle the idea of pregnancy consultation, this time formulated in a neutral way. The act gained the support of both chambers of the Federal Assembly, and since no political party rejected it, it came into force in 1981 without submission to a popular vote. The first article of the Act on Pregnancy Support Centers reads:


(1) In the event of pregnancy, directly concerned individuals are entitled to free consultations and assistance. (2) They will be informed about the private and public support available to help them carry the pregnancy to term, the medical consequences of an interruption, and pregnancy prevention. (3) The cantons establish consultation centers for all issues related to pregnancy. They may create them jointly, recognize existing ones, and call upon private organizations to set them up and operate them. (4) The consultation centers must have staff and financial resources that enable them to provide free consultations and necessary assistance to individuals without delay.



In almost all Swiss cantons, this federal act did not trigger the creation of new centers but provided an incentive to fund and reinforce existing family planning centers, which were already providing information on contraception and abortion to the population. In one canton, though, the federal act served as an incentive to create a new center, distinct from the family planning centers and specifically dedicated to pregnancy support.

What was different in the Canton Romand? In that canton, family planning centers were attached and managed by a private foundation, the Intimacy Foundation, which received public funds to offer health and social services. Such public-private partnerships, whereby private foundations receive public mandates to provide health care services, are common in Switzerland (Trein, Rüefli, and Vatter 2023). The Intimacy Foundation was founded in the 1960s and fulfills missions in the domain of sexual and reproductive health (family planning, prevention and detection of sexually transmissible diseases), couples’ therapy, sex education, and support for victims of violent crimes. Almost all of its services are subsidized by the canton and thus free to their clients.

In the 1980s, after two decades of massively dropping birth rates, the Intimacy Foundation was accused by a member of the cantonal executive from a center-right Christian party of contributing to the decline in the canton by providing access to contraceptives. According to witnesses—the midwife and social worker who founded the center as well as a former family planning adviser with whom I conducted interviews—creating a new center for pregnancy support, separate from the family planning centers, was a way for the Intimacy Foundation to regain support in the midst of such political attacks. The canton announced that it would no longer subsidize the foundation as a whole but would allocate funds to specific programs and requested that the foundation diversify its activities. Faced with the threat of shrinking public subsidies, the foundation sought to demonstrate its commitment to supporting pregnancies and births, as a former employee said: “We always had the idea that, in exchange for all this talk about abortion and everything, we should offer counseling in cases of infertility or things like that. So, as a way to promote motherhood and fertility in the public’s eyes, compared to family planning, which was often seen as negative, as preventing births. There was also that need to restore the reputation of all those working in this field [of intimacy].” Although the federal act that prompted the creation of the Pregnancy Support Center originated in debates about abortion, the center was never meant to provide abortion counseling. Instead, it served as the breeding ground for a new form of pregnancy support.

The history of the Pregnancy Support Center started in 1986 when a midwife was hired by the Intimacy Foundation to offer pregnancy consultations in the largest urban area of the Canton Romand. She was replaced after a few months by another midwife, Charlotte. In a context in which not all women had the same rights to maternity leave, in 1989 the midwife was then joined by a social worker, Nadine, to cover questions related to work and finances. During the 1990s and early 2000s, the Pregnancy Support Center grew steadily with the opening of new offices across the Canton Romand. Charlotte and Nadine worked “in tandem” as a midwife and a social worker and saw the complementarity between both professions as a cornerstone of psychosocial care. They were promoted to lead midwife and lead social worker, positions that they kept until they retired around 2010. They left a deep imprint on the model of psychosocial care that the center currently implements. The general goal of the pregnancy consultations was then and has remained over time to offer psychosocial support to all future parents in the Canton Romand. Each regional antenna of the Pregnancy Support Center to this day offers consultations both with midwives and social workers to cover all psychosocial aspects of pregnancy.

In 2006, the Pregnancy Support Center received further public recognition (and financial support) when it was incorporated into the Canton Romand’s public health strategy. The Pregnancy Support Center was identified as a key actor in the Early Childhood Plan aimed at promoting young children’s health, along with free infant health clinics run by pediatric nurses and drop-in centers for parents and children.3 The objective of the Pregnancy Support Center in the program is to “act in terms of prevention in the domains of maternal and infant health (tobacco, alcohol, other addictions, stress, work conditions, precarity), of prematurity and low birth weight, and of pre- and postnatal depression.”4 The Early Childhood Plan thus consolidated the center’s profile as a major public health actor in the canton, which came with financial support to expand the center’s reach. This translated into increased staffing and a surge in consultations.

When I started my fieldwork in 2011, the Pregnancy Support Center had offices in nine cities across the Canton Romand and employed eleven midwives and seven social workers, a director, and a secretary. Offices were located in the vicinity of each of the seven public maternity hospitals spread across the canton. One regional office covered a region where a maternity hospital used to be located prior to its closure in 2005. In 2019, two maternity hospitals—and, consequently, two regional antennae of the center—merged into a newly built public hospital. The center has employed about thirty advisers in recent years, some working at a very low rate of 20 percent. When I was conducting observations, appointments with midwives were more frequent, which explained (and was sustained by) more midwives than social workers employed at the center. Since 2017, however, the center has hired more social workers, bringing their consultations almost on par with midwives.’

Since the early 1990s, the Pregnancy Support Center has received clients in two types of locations: “in town” and “in hospitals.” For “town” consultations, clients are received in the Intimacy Foundation’s offices, which—depending on the city—may also host a local antenna of other foundation centers, such as family planning or couples’ therapy. The Intimacy Foundation’s offices are meant to create a warm and welcoming atmosphere and are decorated with bright colors, modern furniture, and plants. Walls are adorned with posters from previous or current public health campaigns such as “Stop smoking” or “Where to get help if you are a victim of violence.” In the waiting room, flyers and brochures are placed on coffee tables or shelves for clients to help themselves and cover a wide range of topics related to health, sexuality, and parenting. Individual offices where appointments take place include office desks and a round table where midwives and social workers sit with their clients, as well as a comfortable chair or gym ball for pregnant women.

“Hospital” consultations, in contrast, are organized in a conference room, small office, or lunchroom of the maternity department of local public hospitals. These multifunctional hospital rooms are relatively anonymous, furnished simply with chairs and tables. Most of the time, the Pregnancy Support Center’s staff only have a stack of printed files with them as well as blank forms they fill in with their clients. Rarely, some have a laptop ready on the table to fill in clients’ electronic files directly, but most dislike using a computer during appointments, as they feel it is a barrier to interactions. The majority of midwives’ appointments are organized in hospitals, especially initial appointments for which midwives often offer to tour the maternity ward with clients to introduce the delivery rooms, postpartum ward, and cafeteria. Psychosocial advisers usually have dedicated days of the week during which they work from their office “in town” or “in hospital.” The center’s secretary, who answers clients’ calls to make appointments, thus indicates to callers where the appointment will take place.

The incorporation of the Pregnancy Support Center into the canton’s Early Childhood Plan in 2006 translated into greater visibility of the center among prenatal care specialists and hospitals, which translated into a rise in number of yearly consultations and clients (see figures 1 and 2).5 The busiest year so far was 2009, with 5,600 consultations and 2,742 clients. Compared to the number of pregnancies in the Canton Romand, this means that 33 percent of pregnant people visited the center that year. This effect seemed to taper off over time, though, with attendance dropping after 2009 and stabilizing from 2013. In the last decade, the Pregnancy Support Center has offered about 4,500 consultations every year to 2,100 clients, which represents approximately 1 out of every 4 pregnant people in the canton. Overall, while the number of clients shows a slight decline since 2009, the number of consultations per client has been slowly rising in the same period, illustrating a trend toward more follow-up appointments (see figure 3).
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FIGURE 1. Number of yearly consultations at the Pregnancy Support Center from 2004 to 2023. (Source: Pregnancy Support Center database at time of analysis.)


[image: A bar chart representing the number of clients per year at the Pregnancy Support Center from 2004 to 2023. The lowest number of clients was around 1,750 in 2004. After that, there were consistently more than 2,000 clients per year. More details are given in the body of the text.]
FIGURE 2. Number of clients per year visiting the Pregnancy Support Center from 2004 to 2023. (Source: Pregnancy Support Center database at time of analysis.)


The COVID-19 pandemic caused the number of consultations and clients to rise temporarily in 2020 and 2021. Most consultations were conducted on the phone or via videoconference during the first and second waves of the pandemic (March to May and November to December 2020). While the Swiss government strongly recommended social distancing throughout the pandemic, a (semi-)lockdown was only imposed from mid-March to mid-May 2020, during which time all nonessential medical practices and stores were closed to in-person visits, which included the Pregnancy Support Center. From mid-May, the center resumed in-person consultations, including in hospitals, but continued offering phone and video consultations to protect their staff from infection. The pandemic thus did not impede the center’s work—quite the contrary. Psychosocial advisers recall a surge in anxiety among pregnant people who feared for their health and that of their fetus and who asked for support to obtain medical leave from their jobs out of fear of being infected.

[image: A dot chart representing the average number of consultations per client and per year at the Pregnancy Support Center from 2004 to 2023. All values are close to two consultations per client. More details are given in the body of the text.]
FIGURE 3. Average number of consultations per client at the Pregnancy Support Center from 2004 to 2023. (Source: Pregnancy Support Center database at time of analysis.)


Clients at the Pregnancy Support Center are mostly identified as (cisgender) women. Apart from very rare occasions when a man visits the center without his pregnant partner, clients’ files are opened under the name of the pregnant client exclusively, and couples’ appointments are registered under the woman’s name. While the number of men attending appointments at the center is not recorded, several indicators help estimate the number of men who attend consultations. First, roughly a quarter of appointments are recorded as “couple consultation,” indicating that the pregnant client’s partner was present (see figure 4). This could in theory include female partners, but according to the center’s staff, lesbian couples very rarely visited the center (see chapter 2 for a discussion of heteronormativity). The rate of couple consultations dropped sharply in 2020 when most consultations were moved online due to social distancing rules. Second, about 1.5 percent of consultations are recorded as “partner only”; these are follow-up consultations in which the pregnant person is not present, which happens, for example, when a partner comes to discuss their employment issues with a social worker.

Clients of the center are a mix of persons with relative social and economic privilege (highly educated Swiss citizens with stable employment) and persons with a lower socioeconomic status. In comparison to the average profile of the Canton Romand’s population, pregnant people under nineteen, those with a migration background, with a low education level, and those unemployed were overrepresented at the center. What follows are estimates based on available data.6

[image: A percentage bar chart representing the share of consultations with partners over the total of consultations at the Pregnancy Support Center from 2004 to 2023. The share of consultations with partners is situated between 20 percent and 32 percent. The other share is individual consultations. Data for years 2017 and 2018 are missing. More details are given in the body of the text.]
FIGURE 4. Share of consultations with a partner from 2004 to 2016 and 2019 to 2023. (Source: Pregnancy Support Center database at time of analysis.)


Clients registered as “younger than nineteen years old” formed about 2 percent of the clientele, which is twice their proportion in the Canton Romand. The Pregnancy Support Center and the Canton Romand’s family planning centers are all part of the same Intimacy Foundation and therefore often operate from shared offices. Since family planning centers are especially popular among adolescents, many adolescents whose pregnancy was determined at a family planning center were directed to the Pregnancy Support Center. The other clients were equally divided among twenty to twenty-nine years old and thirty to thirty-nine years old. While the age at first birth has slowly risen from thirty to thirty-two years in the past two decades, the large share of clients younger than thirty at the center further illustrates that younger parents are more likely to be referred to the center.

In terms of nationality, the center attracts a large number of noncitizen clients, and increasingly so (see figure 5). While Swiss citizens have formed roughly 70 percent of the Canton Romand’s population over the last two decades, they account for approximately half of the center’s clients. Until 2012, the center attracted a growing number of clients with Swiss citizenship, reaching a high of 58.1 percent. Over the same period, the proportion of Swiss citizens in the Canton Romand was decreasing (from 72% in 2004 to 68% in 2012), which suggests that the center was increasingly popular among pregnant people with Swiss citizenship. After 2012, the trend reversed, however, and the proportion of foreigners among the center’s clients grew, while among the Canton Romand population that proportion remained stable. At the time of my study, the center was increasingly supporting non-Swiss citizens. Among those, the center attracted a larger proportion of migrants with a temporary residence permit: The share of clients with a long-term resident permit (five-year “B permit”) or a short-term residence permit (twelve-month “L permit”) or of asylum seekers and undocumented migrants were all twice as high as in the canton’s population (see figure 6).

[image: A percentage bar chart representing the share of Swiss citizens among clients at the Pregnancy Support Center from 2004 to 2016. The share of Swiss citizens among clients is situated between 40 percent and 60 percent of all clients. The other share are non-Swiss clients. More details are given in the body of the text.]
FIGURE 5. Share of Swiss citizens among clients at the Pregnancy Support Center from 2004 to 2016. (Source: Pregnancy Support Center database at time of analysis.)


[image: A bar chart representing different categories of noncitizen clients at the Pregnancy Support Center from 2004 to 2014, in percentage of the total number of clients. Noncitizen clients are divided into five categories, corresponding to residence permit types: “permanent,” “long-term,” short-term,” “asylum seekers,” and “undocumented.” The two largest shares are for “permanent” and “long-term” permit holders. Those account for more than three-quarters of noncitizen clients, with the exception of year 2004 (two-thirds of noncitizen clients). More details are given in the body of the text.]
FIGURE 6. Noncitizen clients per immigration status at the Pregnancy Support Center from 2005 to 2014 The share of short-term permits in 2005 probably reflects an error in the database. (Source: Pregnancy Support Center database at time of analysis.)


Persons either with a very high or a very low level of education were more likely to make an appointment at the Pregnancy Support Center. The number of clients with a university diploma rose steadily from around 14 percent in 2004 to almost 30 percent in 2014, which suggests that the center is particularly attractive to highly educated persons whose proportion, in the same period, also rose in the canton but remained under 20 percent. The share of persons who had not completed obligatory school was twice as high among the center’s clients as among the general population; this figure shows a decline over time, though, in keeping with its decline in the population.

In terms of employment, the center seemed to attract a particularly large share of unemployed people. While the rate of unemployment remained around 4 percent to 7 percent in the Canton Romand between 2006 and 2016, the proportion of unemployed clients at the center reached 8 percent to 13 percent in the same period.



A RESPONSE TO MEDICALIZATION

Psychosocial pregnancy care at the Pregnancy Support Center builds on a critique of the medicalization of pregnancy and of the shortcomings of medical prenatal care. In a forty-page report presenting psychosocial pregnancy care in 2000—to date the longest written description of the center’s mission by its own staff—Charlotte and Nadine, both founding members and lead midwife and social worker of the center, positioned psychosocial care as a complement to medical care. They first underlined the quality of prenatal care in Switzerland:


If we compare Switzerland with other countries in the world, women here are fortunate to benefit from particularly efficient medical care. Not only is cutting-edge medicine available to them, but the quality of hospital care and hospitality is often incomparable to other less privileged countries. Women express how important it is for them to entrust their health and that of their unborn child to the competent and reassuring hands of doctors and midwives who will be there throughout the pregnancy and during childbirth.



Nadine and Charlotte then argue that parents need more than the existing medical care:


However, future parents very soon realize that the questions that arise are not all within the realm of medicine. Many things in their emotional, relational, and social lives are changing and will continue to change.… It is very difficult for them to have a comprehensive view of the event they are experiencing. It is with these numerous questions that pregnant women and couples turn to [the Pregnancy Support Center].



Psychosocial care is thus conceptualized as different in kind from medical care.

Although unique in Switzerland, the Pregnancy Support Center is not alone in its critique of medical prenatal care. The creation of the center in the 1980s reflected advocacy for alternatives to biomedical care that circulated in Switzerland and globally. The Pregnancy Support Center is one local expression of diverse reactions to the medicalization of pregnancy. During the nineteenth century, pregnancy and birth were progressively medicalized in Switzerland, as in most European countries and in North America (Burton-Jeangros, Hammer, and Maffi 2014b; Fournier 2013; Fuschetto 2017; Luisier 2006; Rieder 2007).7 Before then, deliveries usually happened at home under the supervision of a traditional midwife. The rise of professional medicine and the development of obstetrics transformed reproductive experiences. Surgeons gained increasing legitimacy over pregnancy and childbirth, a larger proportion of deliveries happened in newly founded hospital maternity wards, and midwives were progressively marginalized. However, in contrast to other countries like the United States where obstetricians led almost all births by the 1970s (Arney 1982; Kline 2019; Wertz and Wertz 1977), midwives in Switzerland were largely integrated into hospitals (Luisier 2006). Thus, as Swiss anthropologist Caroline Chautems (2022a) argues, the stark dualism between the medical management of birth and the midwifery model that U.S. scholars described (Davis-Floyd 1992; Katz Rothman 1982) must be nuanced, as hospital midwives in Switzerland are active participants in the medicalization and technicization of hospital birth. Today, public maternity wards are largely run by midwives, who perform the vast majority of deliveries considered low risk (“physiological”) in Switzerland. While they are trained to oversee the entire birth process from pregnancy to postpartum care, in hospitals midwives almost always work under the medical supervision of obstetricians and focus on monitoring deliveries and the first days postpartum. Midwives who work as independent health care professionals, in contrast, can provide holistic care including prenatal, birth, and postpartum care.

Despite the participation of Swiss midwifery in the medicalization of pregnancy and childbirth—or maybe because of it—the natural childbirth movements that grew in Europe and North America from the 1960s also had an impact in Switzerland (Chautems 2022a, 2022b; Rieder 2007; Vuille 2009). The biomedical approach to pregnancy and birth was increasingly criticized by some midwives’ and feminist movements that sought to allow women to reclaim their bodies and play a more active role in pregnancy and birth (Kline 2019; Wertz and Wertz 1977). Natural childbirth advocates also sought to include partners and fathers more directly in pregnancy and birth. In Switzerland, the most vocal critiques of medicalization came from independent midwives, while hospital midwives (i.e., midwives employed in a hospital maternity ward) remained constrained by hospital policies and procedures (Chautems 2022a; Gouilhers 2010).

Inspired by the global natural birth movement, independent midwives opened the first midwife-led birthing center in Switzerland in 1983. In the decade that preceded, similar centers had opened in the United States and in several European countries to offer an alternative to hospital birth (Kline 2019; Quagliarello 2017). Currently, more than twenty birth centers operate in Switzerland for a population of eight million; with four birthing homes, the Canton Romand presents their largest concentration. However, out-of-hospital births remained a small minority, amounting to only 1.7 percent of deliveries in 2017 and 3.8 percent in 2022 (Borner and Grylka 2023; Federal Statistical Office 2019). With cesarean section rates among the highest in Europe, birth remains highly medicalized in Switzerland (Chautems, Maffi, and Farin 2023; Maffi 2013).

Prenatal care is also highly medicalized in Switzerland. Pregnancy supervision was established by and remains mostly carried out by gynecologists. The basic prenatal care in Switzerland, entirely covered by health insurance, includes seven routine checkups and two ultrasounds (for more details, see chapter 5). Prenatal care is provided to most pregnant patients by a gynecologist in private practice (who, apart from prenatal care, also delivers contraception and pap smears). A minority of patients receive their prenatal care from midwives in maternity hospitals (mostly poorer, marginalized, or undocumented patients). Over the past fifteen years, an increasing proportion of pregnant people (mostly middle to upper class) have chosen independent midwives for part or all of their prenatal care. At the start of my research in 2011, about 10 percent of pregnant patients in Switzerland had one or more consultations with an independent midwife, but this rate rose steadily to reach 44 percent in 2022, according to the latest available statistics (Borner and Grylka 2023). Among those, first trimester consultations are rising (15.5% of independent midwives’ pregnancy consultations in 2011, 42% in 2022), which indicates that independent midwives become involved at the very beginning of pregnancies more often. While the increasing popularity of midwife-led prenatal care is a long-term trend that reflects increasing skepticism of the medicalization of birth among middle-class parents in Switzerland (Chautems 2022a), the COVID-19 pandemic in 2020–2021 accelerated this trend. Restrictions imposed on hospital stays (COVID testing, masks, limitations on visitors) led more parents to turn to midwives and plan to give birth at home or in a midwife-led birthing home.

Although exact figures are not known, most pregnant people in Switzerland attend prenatal classes (cours de préparation à la naissance/Geburtsvorbereitungskurse) during their pregnancy. Prenatal classes originally emerged in the 1950s in Switzerland, at the same time French obstetrician Fernand Lamaze was popularizing his methods for “painless childbirth” as part of the natural childbirth movement (Knibiehler 2007; Rieder 2007; Vuille 2005). With the increasing technicization of childbirth and its relocation to hospitals, prenatal classes since the 1980s have been increasingly organized within maternity wards. Hospital midwives focus on introducing hospital routines and spaces to pregnant patients who plan to deliver their babies there (Avignon et al. 2023; Maffi 2014). Health care insurance partially covers the costs of the classes, which can include one to four sessions and cover childbirth, pain management, hospital stay, and infant care. Additionally, hospitals and independent midwives offer a large variety of classes on specific topics such as baby massage, hypnosis, prenatal yoga, and water aerobics.

The Pregnancy Support Center thus opened in 1986 in a context in which the medicalization of pregnancy was being criticized, and independent midwives were implementing alternative care. The founding midwife, Charlotte, and social worker, Nadine, were both strong supporters of the natural childbirth movement. Their commitment to include fathers in their psychosocial consultation—who were at the time still rarely invited to attend prenatal care classes or admitted to delivery rooms—aligned with globally circulating ideals in the natural childbirth movement.



FRANCE’S PRENATAL INTERVIEWS

During the 1970s, other voices were being raised in France to challenge the shortcomings of the medicalization of prenatal care. Psychiatrists were advocating for better mental health care during pregnancy and the early postpartum. Some, inspired by psychoanalytical theories that framed pregnancy as a period of mental crisis (see chapter 3), were hired to work within maternity wards and offer psychological support to patients. Psychiatrists Monique Bydlowski (1991, 1997, 2000; Bydlowski and Camus 1988), Françoise Molénat (1992, 2001, 2004), and Sylvain Missonnier (2001, 2005) were among the first to join maternity hospitals, and they became vocal advocates for the development of perinatal psychiatry in France.

In the 2000s, psychiatrists succeeded in putting psychosocial prenatal care on the French government’s agenda. The 2005–2007 Perinatality Plan (Plan périnatalité) aimed at reducing maternal and perinatal deaths (i.e., deaths of fetuses or infants before, during, or right after birth). It followed the 1994 Perinatality Plan, which pursued similar objectives by way of making medical care better and safer (Haut Comité de la Santé Publique 1994). With the 2005–2007 plan, the government vowed to further reduce mortality, which was still higher than in other European countries (Bréart, Puech, and Rozé 2004). But in contrast to the 1994 plan, in the 2000s the pathway to safer pregnancies and birth was considered to be not only making medical care safer but also developing “a more humane and closer” provision of care (une offre plus humaine et plus proche). A report by Françoise Molénat (2004) on “medical-psychological collaborations in perinatality” played a major role in steering France’s public health policy toward the incorporation of psychiatric care alongside other medical measures.

The plan’s first part, “More Humaneness” (Plus d’humanité), announced the implementation of a “fourth-month interview” (entretien du quatrième mois), a consultation with a midwife that would be offered to all “pregnant women and future parents” during their fourth month of pregnancy in France. The interview’s aim was “to promote the expression of [pregnant women’s and future parents’] expectations, their needs, their project, to provide them with useful information about local resources they can utilize to achieve it, and to create secure relationships, including with the most appropriate partners in the perinatal network” (Bréart, Puech, and Rozé 2004, 2). France has a much more centralized form of governance than Switzerland, which allowed the government to implement the fourth-month interview over the whole national territory. In 2022, fifteen years after its creation, the fourth-month interview was offered to 62 percent of pregnant people in France (Ministère du travail 2024), with critiques pointing out that more human resources needed to be dedicated to psychosocial care and calling for a new Perinatality Plan (Villé 2023).

France’s fourth-month interview seems to have inspired other (partly) francophone regions in Europe. In Belgium, a “prenatal interview” was implemented following the French model in 2005 (Absil, Vandoorne, and Prato 2008). The main public hospital in Geneva has offered prenatal interviews since 2008 to all pregnant patients planning their delivery there. The psychologist and psychiatrist who created the Geneva prenatal interview claim to have followed the model of both the Pregnancy Support Center and the French fourth-month interview (Sancho Rossignol and Nanzer 2010). Since the mid-2000s, the Pregnancy Support Center has also drawn inspiration from the French fourth-month interview and refers to French psychiatrists’ conceptual framework (see chapter 3 for a description of Geneva’s and France’s psychosocial interviews).

These different forms of psychosocial pregnancy care were developed in the 2000s, two decades after the creation of the Pregnancy Support Center, but reflect the same turn toward psychosocial care during pregnancy. They share core principles with the Pregnancy Support Center: that psychosocial care should fill a void that medical care is considered to have left; that it should be offered ideally to all pregnant people, or at least to most of them; and that pregnant people’s partners should also attend such consultations. But the Pregnancy Support Center differs from the French, Belgian, and Genevan models in that it was not initiated directly by psychiatrists. At the Pregnancy Support Center, psychosocial care is not only about incorporating a concern for mental health into prenatal care, as it is in France, for example, where the fourth-month interview is conducted by hospital midwives as part of regular prenatal care. Its form of prenatal care is distinct from and complementary to medical pregnancy supervision and can span the whole duration of pregnancy and the postpartum and—crucially—it involves social workers. In that sense, the Pregnancy Support Center’s model is more explicitly “psychosocial” and separate from existing medical care.




REPRODUCTIVE GOVERNANCE AND THE SWISS GARDENING STATE

The Pregnancy Support Center was founded on the premise that all parents need psychosocial support. This is different, for example, from prenatal psychosocial support in the United States. In her ethnography of a prenatal clinic in New York City, Khiara Bridges (2011) revealed that publicly insured pregnant patients (which, in the U.S. health care system, signifies low-income women) are automatically considered “at social risk” and referred to a social worker. In Switzerland (like in France), psychosocial support is meant to be for all. This ideal has never been attained, however, since, as we have seen, the center tends to attract an increasingly large share of persons in lower socioeconomic situations. The intention to support and monitor every pregnancy can be understood against the backdrop of Switzerland’s long history of reproductive governance, which has framed the reproduction of all members of the population as subjects of state intervention.

From the late nineteenth century, Switzerland was a pioneer of eugenics, both in the development of its scientific discourses and in the implementation of eugenicist policies and practices (Heller, Jeanmonod, and Gasser 2002; Jeanmonod and Heller 2001; Mottier 2000, 2005, 2008; Wecker 1998b, 2003). The country was a breeding ground for eugenics theorists of international renown like psychiatrists Auguste Forel, Eugen Bleuler, and Ernst Rüdin. The science of eugenics builds on the premise that both physical and moral traits such as mental illness, alcoholism, and more generally “immoral behavior” are hereditary. Eugenics is also a social project and aims to support government efforts to improve the “quality” of the population by discouraging the reproduction of citizens deemed “inferior” and encouraging the reproduction of “superior” persons. In Switzerland, those whose reproduction was deemed less desirable and who were targeted by eugenic policies included “Jews, ‘vagrants’ such as Yenish (‘Gypsies’) and other ‘travelers,’8 the mentally ill, the physically disabled, unmarried mothers, or homosexuals” (Mottier 2008, 265).

Until the 1980s, eugenic policies in Switzerland took a shape that eugenicists called “negative,” indicating they were aimed at preventing the reproduction of certain individuals. This involved the use of coercive measures such as marriage bans, sterilization, and forced abortions (Heller, Jeanmonod, and Gasser 2002; Huonker 2002, 2003). In 1912, Switzerland was the first country in Europe to introduce a law banning the marriage of mentally ill persons on eugenic grounds (Wecker 1998a). The Canton Romand passed the first European law to legalize the coerced sterilization of “mentally ill and disabled” persons in 1928. In 1931, the same canton allowed eugenic abortions (Heller, Jeanmonod, and Gasser 2002; Jeanmonod and Heller 2000). This law was used to sterilize 187 persons (mostly women) in the Canton Romand alone and was abrogated only in 1985 (Mottier 2005).

Coercive measures also entailed child removal. Between 1800 and the early 1980s, Swiss authorities removed hundreds of thousands of children from their parents and placed them in foster families or in institutions, where they were frequently mistreated and subjected to forced labor (Furrer et al. 2014; Galle 2016; Häfeli, Lengwiler, and Vogel Campanello 2024; Hauss, Gabriel, and Lengwiler 2018; Ziegler, Hauss, and Lengwiler 2018). Children placed in care mostly came from poorer families or from single or divorced mothers—parents deemed incapable of providing sufficiently good education and living conditions for their children. Between 1926 and 1973, the Swiss government sponsored a program, run by a private foundation, that separated about 600 Yenish children from their families as a means of sedentarization (Galle 2016; Galle and Meier 2009; Huonker 1987; Leimgruber, Meier, and Sablonier 1998).

Aside from efforts to prevent the reproduction of people deemed morally or physically inferior, reproductive governance also took the form of what eugenicists called “positive” eugenic measures, including education to encourage the reproduction of “good” individuals (Gerodetti 2006). With support from prominent eugenicists, marriage advice bureaus opened in several Swiss cities in the first half of the twentieth century to inform young people about the importance of choosing a “good” spouse from a eugenic perspective and to gather information about their heredity before marriage (Mottier 2000). Eugenicist rhetoric became increasingly sidelined only after the genocidal crimes committed by the Nazis in the name of racial hygiene during the Second World War became well-known (Gerodetti 2006).

To capture the nature of reproductive governance in Switzerland, sociologist Véronique Mottier (2000, 2005, 2006, 2008) coined the term “gardening state,” a state concerned with removing the “weeds” from its national community. The heyday of eugenics in Switzerland, from the late nineteenth century to the mid-twentieth century, coincided with the construction of the modern nation-state and national identity as well as the development of the welfare state. In striking contrast to other modern nation-states in Europe, Switzerland comprises four national languages (German, French, Italian, and Romansh) and a mosaic of both Catholic and Protestant cantons. Eugenics, according to Mottier, contributed to the construction of a shared national identity by drawing boundaries between acceptable internal differences within the national community (language and Christian denominations) and differences that were a threat to the national order. Social policies inspired by eugenics applied these ideas to “eradicate the weeds from the Swiss garden” (Mottier 2008, 268). “In a nation state founded on linguistic and religious differences, some differences were less acceptable than others. Eugenically ‘inferior’ categories of the population were held up as the unacceptable ‘other’ to the ‘good citizens,’ whose stock would form the building blocks of the future nation” (Mottier 2008, 268). The gardening metaphor suggests that at the same time Switzerland was cultivating some of its internal differences, it was excluding others. With regard to the dynamics of exclusion from the national community, eugenic discourses in Switzerland are interesting for their focus on internal others. Unlike colonial countries like the United Kingdom and France, Switzerland had no colonies,9 which meant that eugenic policies focused not on colonized populations but on racialized internal others such as the Yenish and Jews and on other differences along gender, class, sexuality, or ability lines.

Historians have underlined that eugenic measures were applied in a very gendered way in Switzerland. The vast majority of sterilizations and abortions on eugenic grounds were practiced on single women (Huonker 2002, 2003). Until 1981, single mothers also faced potential administrative detention (i.e., being detained in prisons or institutions without a right to appeal), and their children were much more likely to be forcibly removed and placed in care by authorities (Delessert, Boraschi, and Valsangiacomo 2024b; Droux and Praz 2021; Independent Expert Commission on Administrative Detention 2019; Valsangiacomo et al. 2024). Importantly, gender intersected with class, with women from poorer backgrounds especially targeted.



GOVERNING PARENTS

The 1980s, when the Pregnancy Support Center was created, marked a major shift in Swiss reproductive governance, “from coercing to empowering” (Preissler 2022b, 101) reproductive subjects. All over Europe, governments at the time were moving away from coercive measures and were implementing new “supportive” measures to empower parents and protect child welfare through advice rather than direct intervention (Vandenbroeck, Roose, and De Bie 2011). In 1981, the Swiss law allowing administrative detention, which disproportionately targeted single mothers, was abrogated. Four years later, the Canton Romand abrogated its law on eugenic sterilizations.

A growing focus on supporting parents accompanied this shift. From the 1970s, the idea that “parenting” was an activity that required a certain skill set that could be learned and taught gained traction all over Europe and North America (Furedi 2008; Hays 1996; Lee et al. 2014; Macvarish and Martin 2022). The term “parenting” became increasingly popular in social policies and popular literature, along with the idea that what parents do is “both the source of, and solution to, a whole host of social problems” (Faircloth, Hoffman, and Layne 2013a, 1–2). Sociologist Sharon Hays (1996) argued that the dominant mode of parenting in the United States at the end of the twentieth century centered on an expectation of intensive maternal dedication. She coined the term “intensive mothering” to capture this “child-centered, expert-guided, emotionally absorbing, labor-intensive, and financially expensive” (1996, 8) model of child-rearing. Intensive mothering profoundly shaped expectations of good parenting in Europe, as parenting culture scholars have shown (Faircloth, Hoffman, and Layne 2013b; Hamilton 2022; Lee et al. 2014). In the Swiss context, the ideology of intensive mothering gained prominence in the childcare advice literature that circulated during the twentieth century (Preissler 2022b) and remains influential among contemporary parents (Ballif 2024; Baumgarten and Maihofer 2021a).

Today, parenting support is the main form of reproductive governance in Switzerland. Across all Swiss cantons, state-sponsored units and programs offer free advice and guidance to support parents in their tasks. These experts—whose number and profiles vary depending on each canton’s policies—include pediatric nurses, lactation consultants, “mothers’ and fathers’ advisers” (nurses trained in parenting support), and independent midwives providing postpartum care. These experts all provide advice and support for newborn care, infant feeding, child development, education, or children’s health. This includes public health advice on how to feed infants and children, which reproduces normative ideas of good parenting (Ballif 2023b, 2024). Such parenting experts play a key role in the diffusion of an ideology of good parenting as intensive (Chautems 2022a; Preissler 2022a). Contemporary reproductive governance thus takes the form of parenting support from a distance rather than direct intervention into reproductive capabilities.

When describing the rise of intensive mothering in the United States, Sharon Hays (1996) underlined that this ideology was in tension with the concomitant entry of women into the workforce following the Second World War, which made expectations of intensive parental commitment almost impossible to meet. In Switzerland, Giraud and Lucas (2009) characterized the gender regime as “neomaternalistic.” Despite women’s significant integration into the workforce in the twentieth century, the family model of “man as breadwinner” and “woman as caretaker” remains very common (Madörin, Schnegg, and Baghdadi 2012; Rossier, Bernardi, and Sauvain-Dugerdil 2023). In 68.8 percent of families, women perform the majority of housework and childcare duties, according to the latest statistics report on Swiss families (Federal Statistical Office 2021). This translates into a lower participation of mothers in the workforce. While Switzerland has the second-highest rate of women in paid employment in Europe, it also ranks second in the highest share of women working part-time (Federal Statistical Office 2020b). Women with children in particular work substantially reduced hours in comparison to fathers. Only about 15 percent of women with children work full-time, compared to approximately 80 percent of men with children (Federal Statistical Office 2021). Four out of every twenty mothers do not work at all in comparison to fewer than one out of twenty fathers. In other words, the most common type of family is one in which the father works full-time and the mother part-time or not at all. Becoming parents is a key driver of gender inequality. Becoming a father pushes men to work outside the home more than ever over their life course (average employment rate of 97.6%; Federal Statistical Office 2021). Becoming a mother leads to a 20 percent drop in women’s employment rate, with mothers of children under twenty-five working less than other categories of women. Mothers’ employment rates tend to rise with the age of their youngest child, but statistics show that full-time employment remains low (20.1%) among mothers even when their youngest child is eighteen to twenty-four years old (Federal Statistical Office 2021).

The persistence of traditional gender roles in Switzerland is linked to the fact that family policies in Switzerland are notably underdeveloped, and government spending remains low in comparison to most European states (Häusermann and Bürgisser 2023; Rossier, Bernardi, and Sauvain-Dugerdil 2023). Public spending on childcare provision is well below that of other OECD countries, resulting both in a shortage of childcare facilities in urban areas and in extremely high costs for parents. The parental share of childcare costs is “at least twice as high as in the rest of the OECD” (Häusermann and Bürgisser 2023, 741). It was only in 2004 that legally guaranteed maternity leave was introduced at the federal level. Before that, the situation differed from canton to canton and from employer to employer. With a duration of only fourteen weeks with 80 percent of one’s salary, the Swiss maternity leave is well below the forty-week average of OECD countries (Häusermann and Bürgisser 2023, 738), although some employers, especially in the public sector, offer more generous maternity leave, generally five to six months. Since 2021, fathers have received two weeks’ paternity leave—also much shorter than in other European countries. Moreover, with rare exceptions, state schools close for a two-hour lunch break, during which children traditionally go back home. Especially in urban areas, lunch clubs can welcome children during the lunch break, but places are limited, and parents are charged a fee. As a result, combining paid work and parental duties is notably more difficult in Switzerland than in neighboring countries. Switzerland also does not have pronatalist policies, which may be because despite decreasing birth rates, immigration keeps population levels stable (Federal Statistical Office 2022).

Contemporary reproductive governance in Switzerland is thus based on the view that raising children is a private affair, with the financial costs of children largely left to parents. Even so, it must be accomplished under expert guidance. At the same time, nonnormative family models are still subjected to more direct restrictions on their reproductive lives. Echoing earlier eugenic policies aimed at preventing the reproduction of undesirable “others,” significant barriers still exist for nonnormative family forms to access reproductive technologies in Switzerland. The Federal Act on Medically Assisted Reproduction, which came into force in 2001, restricts access to married couples only, which at the time excluded same-sex couples and single persons.10 Same-sex marriage was legalized, and access to assisted reproduction for same-sex couples therefore granted, only in 2022. However, egg donation and surrogacy are still forbidden, and significant legal and financial barriers to same-sex couples’ reproductive journeys remain. Consequently, many LGBTIQ+ and single prospective parents choose to travel abroad to access technologies that are forbidden in Switzerland (Siegl et al. 2021). These barriers to reproduction for individuals who fall outside heteronormativity can be seen as forms of “social sterilization,” as Marcin Smietana (2024) argues: While it is not the body that is made infertile through direct state intervention, legal regulations still significantly impede the reproduction of some.



CARING FOR WOMEN, CARING FOR CHILDREN

While the natural birth movement advocated for more woman-centered care, reproductive governance in Switzerland is marked by a long-standing concern with the fitness of future generations. At the confluence of these two histories, the Pregnancy Support Center’s model of psychosocial care is built on a tension, dedicated both to supporting women and to protecting children.

As discussed above, the center was created by a midwife and a social worker who described themselves as supporters of woman-centered care. As part of their critique of the medicalization of pregnancy, they were critical of the almost exclusive focus on fetal health in medical prenatal care and saw psychosocial care as a counterbalance. Charlotte and Nadine explicitly linked their support for woman-centered care to feminism. Both identified as feminists, and Nadine had been active in feminist movements most of her life. By the time I started my research, feminism was no longer held as a foundation of psychosocial care. Few psychosocial advisers identified with feminism, which they considered to blur differences between men and women. While they all defended equality, most regarded differences between women’s and men’s reproductive roles as natural and valuable, as Beatrice explained to me:


[I support] education for everyone, studies for everyone, work for everyone, equality in tasks and everything, but I also think that equality is not possible, it is complementarity that is possible.… A man is not a woman. Biologically, we are already different, so inevitably we are different.… No, we are not the same, no, we are not really equal. We can be equal in certain areas. We need to value the differences precisely because that is what allows us to be together, to appreciate each other.



Some psychosocial advisers criticized feminism for having blurred traditional gender roles, like Cecile:


Before, if you will, [fathers] had their well-defined role, which was a role of supporting the family financially, professionally, etc., whereas now they take more part in caring for the baby, etc., so that is great, but sometimes there is confusion of roles. So the mothers want the fathers to do everything like them, you know, and then sometimes the father takes the place, he ends up taking the mother’s place, well there you go. But the roles are different.



It is thus according to an essentialist view of gender roles that psychosocial advisers advocated for centering women in their consultations. This concurs with the conceptualization of pregnancy and birth as a source of power for women that is widespread among midwives in Switzerland and within the natural birth movement more generally (Bobel 2002; Chautems 2022a; Faircloth 2013; Guignard 2020). This approach limits fathers to a secondary role, as I discuss further in chapter 2.

On the other hand, psychosocial pregnancy care was also established in Switzerland as a form of early intervention for infants and children. At the same time as the Pregnancy Support Center was developing, child welfare services and social workers in the Canton Romand were campaigning for more comprehensive policies to prevent child abuse. Pregnancy was repeatedly identified as a period during which early signs of child abuse and of child neglect could be identified. In one pilot project in the early 1990s, the child protection services in a midsize city of the canton hired a midwife to meet expecting couples (the position was later incorporated into the Pregnancy Support Center). In 2006, these efforts resulted in Canton Romand’s first Early Childhood Plan, which included the Pregnancy Support Center as a key actor promoting children’s health and well-being.

The double genealogy of the center as woman- and child-centered is evident in the first policy documents that I found in the center’s archives. The then-director of the Intimacy Foundation presented the importance of the Pregnancy Support Center on the dual grounds of protecting children and supporting women:


Precarious material and psychosocial conditions and loneliness play major roles in the incidence of child development disorders, maltreatment, and early psychological disturbances. Distraught by their multiple difficulties, some young parents do not have the resources to establish a positive bond with their child. Hence the importance of a prevention policy that does not limit itself to taking into account the needs of the individual only from birth onwards.

Our concern is to offer a service that addresses maternity in its entirety. Pregnancy and the arrival of a child require each person to readjust their practical, emotional, and relational life. While most future parents don’t necessarily have “problems,” they all have questions. To help them build a new life plan that takes into account their needs and those of the child, they must be able to find answers to these questions as they arise. (Internal document, 1993)



Since the mid-2000s, however, the center has tended to move away from explicit mentions of preventing child abuse or neglect. While still integrated into the canton’s Early Childhood Plan, its website, brochures, and flyers define the center’s mission as supporting future parents and not protecting children. This may reflect controversies that arose in France that raised concerns that psychosocial prenatal care (the French fourth-month interview) could be misused as a form of social control over parents. Psychiatrists argued that fourth-month interviews should focus on supporting parents rather than detecting risk factors for psychological disorders in children, as a research report suggested at the time (Dugnat and Douzon 2007; Missonnier 2007b; Neyrand 2007). They warned of the difficulty of predicting future outcomes in children’s development as early as pregnancy and underlined the importance of offering support rather than surveillance of future parents. The vocabulary used at the Pregnancy Support Center over the past two decades reflects this commitment to supporting parents rather than early risk detection.

The Pregnancy Support Center is at the crossroads of different, sometimes contradictory transformations of reproductive governance. Its model of care seeks to open up a new space of reproductive care, which aligns with the global midwifery movement’s advocacy for psychosocial care as well as some psychiatry-inspired transformations of prenatal care in francophone Europe and with the development of parental support in Switzerland. At the same time, the influence of public health, the development of programs to promote children’s health, and a gender-conservative context also mark the organization of the center. As a result of this complex background, the very definition of psychosocial care in Switzerland is marked by tension. This tension is most obvious in the delineation of the center’s clientele. Clients ought to be from all socioeconomic backgrounds, and they are to a certain extent but not entirely, reflecting the structural inequalities of Swiss society. They ought to be women and men but are mostly women, reflecting the gendered distribution of reproductive responsibilities. The appointments ought to focus on parents, but local public health policies favor a focus on future children’s health. The creation of the unit illustrates yet another tension, having redirected a law targeting women seeking abortions to provide a service to all pregnant women. Drawing boundaries around categories of reproductive subjects that should constitute the clientele of psychosocial care is thus a dynamic process, one that includes unsolved contradictions. Those tensions will remain salient, as evident in the day-to-day practices of psychosocial advisers.








2  •  THE BOUNDARIES OF PSYCHOSOCIAL CARE


I briefly encountered Valerie in 2012 when I attended her appointment with the midwife Colette at the Pregnancy Support Center. Valerie was a thirty-three-year-old cisgender woman in the seventh month of her first pregnancy. Employed full-time as an office clerk, she was soon to be married to her thirty-six-year-old partner, a lumberjack who had fathered her unborn child and who had two young daughters from a previous union. Her pregnancy was medically unremarkable, and she received standard prenatal care through regular consultations with her private gynecologist, as is usual in Switzerland. She intended to deliver at the public hospital maternity ward nearest her residence—it was there that we met. Although I only exchanged a few words with Valerie, by observing her appointment I learned quite a lot about her life circumstances. This window into people’s lives that the center’s appointments provide delineates the territory of the Pregnancy Support Center: the psychosocial dimensions of pregnancy.

Valerie’s gynecologist had recommended she schedule a consultation at the Pregnancy Support Center to receive guidance on the legal documentation required, as Valerie might not be married at the time of birth. According to the Swiss Civil Code, if a child is born to an unmarried mother, legal paternity is established through “paternal recognition”—a declaration of paternity submitted to the Civil Records office before or after the birth. At the time of my fieldwork, if unmarried parents wished to share parental authority, they had to file an additional declaration, but since 2014, parental authority has been shared by default. However, Valerie’s queries about these administrative and legal steps went unaddressed during her appointment with Colette. As is customary at the Pregnancy Support Center, her first appointment was automatically scheduled with a midwife. Early on in the meeting, Colette explained that administrative questions would be better answered by a social worker and suggested that Valerie make a separate appointment with her colleague. Valerie ultimately did not pursue this option. Instead, Valerie was offered a comprehensive “initial appointment” by Colette, which entailed a review of all psychosocial aspects of her pregnancy.

How is the psychosocial territory of pregnancy defined at the Pregnancy Support Center? On what presumptions does it rely? I approach the center’s appointments as a “dispositive” (dispositif) in the Foucauldian sense, an institutional apparatus that produces knowledge as well as power relations (Foucault 2004). Examples of dispositives in Foucault’s writings are prisons, schools, hospitals, or factories—apparatuses that capture, control, and orient individual behaviors. Drawing from Donzelot’s (1977) classic work The Policing of Families (La police des familles), francophone sociologists have analyzed how reproductive governance is enforced through dispositives such as prenatal care, abortion care, child welfare, and early education (Boulet 2021; Cardi 2004, 2007; Garcia 2011; Memmi 2003). Building on Foucault’s idea of a knowledge/power nexus at the heart of dispositives, in this chapter I describe on the one hand the conceptual boundaries (or knowledge systems) that define “the psychosocial” as a domain of prenatal care and on the other the moral boundaries that distinguish some categories of clients as more in need of professional support than others.


VALERIE’S PSYCHOSOCIAL APPOINTMENT

During my time at the Pregnancy Support Center, I grappled at length to understand precisely what constituted the psychosocial domain beyond the basic definition of being “distinct from and complementary to” the prenatal care provided by gynecologists, as no clear definition existed. One way to get a sense of the conceptual contours of psychosocial care is the list of topics covered during consultations at the center, as found in the unit’s policy documents and archives. A list of topics appeared in a 1997 internal policy document and was then frequently reused in the center’s policy documents.

Consultations at [the Pregnancy Support Center] offer information, listening, and orientation about the following:

• Pregnancy and its progression: the baby’s development, bodily changes, physical activities, postures, relaxation, dietary behaviors, sexuality, and couple dynamics

• Psychological changes inherent to maternity and the transition to parenthood

• Challenges in life or personal and couple organization related to the child’s arrival

• Childbirth, various approaches to childbirth preparation, and childcare classes

• Postpartum: welcoming the newborn, postpartum care, breastfeeding, contraception, sexuality

•	Legal matters: labor rights, maternity leave, child recognition, paternity testing, disavowal of paternity, etc.

• Social issues: public and private benefits, allowances, insurance, home assistance, daycare, nurseries, childminders, community resources, etc.

• Challenges related to residency permits and insurance coverage

• Multiple pregnancies: organization, support, specific benefits.

According to policy documents, the topics covered in the center’s appointments encompass the physical experience of pregnancy, birth, and the postpartum period; psychological and relational aspects; practical organization; and legal and administrative matters. Such lists do not entirely reflect daily practices, however. My immersion in psychosocial advisers’ daily activities revealed that some topics including multiple pregnancies and sexuality were rarely discussed. Although the list suggested that physical health and the body were to be discussed, in practice these topics were given limited attention and usually were restricted to general information on the timing of labor or the stages of pregnancy (e.g., suggesting that prolonged standing may become difficult in the last trimester due to the baby’s weight). In line with the psychosocial orientation of the unit, these aspects of pregnancy were mostly considered the territory of medical care unless a physical issue was relevant from a psychosocial perspective.

I realized over time that initial appointments provide the clearest sense of how psychosocial advisers delineated the conceptual boundaries of their professional territory. This is because during an initial consultation, midwives and social workers aim to assess the multidimensional situation of the pregnant person along the dimensions they deem most relevant. What they inquire about, advise on, and evaluate demarcate the boundaries of psychosocial prenatal care. What they omit is a clue to what they leave to other professionals or for pregnant individuals to navigate independently. A second reason why initial consultations are of particular interest is that this is the most frequent type of consultation provided at the center. At the time of my observations, for two out of three clients, it was their sole consultation. Exploring the proceedings of an initial appointment thus gives us a tour of the center’s approach to psychosocial pregnancy care.

On a crisp November morning, I made my way to a regional public hospital in a small Swiss town to join midwife Colette and observe two initial consultations with pregnant clients. I made my way directly to the hospital maternity ward, one of six in the Canton Romand. I had known Colette for many years, having held an administrative position at the center long before returning as a researcher. This long-standing and trusting relationship prompted Colette to immediately volunteer when I inquired about which staff members would permit me to observe their consultations. Colette ushered me into the lunchroom of the maternity ward, empty at that time, where she would receive her clients. She asked me to stay there while she went to the waiting room to greet her first client of the day, Valerie, and obtained her consent for me to observe the consultation. As Valerie agreed, midwife Colette escorted her into the lunchroom, where I greeted her. We all took seats around a round table.

Initial consultations are guided by a threefold objective: to assess the client’s situation, determine whether further appointments or referrals should be recommended, and complete the “transmission document,”1 a form that summarizes the case for the maternity ward staff (doctors, midwives, and nurses). Valerie’s sixty-minute appointment unfolded to the cadence of Colette’s questions. From biographical details to lifestyle habits, Colette canvassed a vast panorama of Valerie’s life and pregnancy experience, documenting key responses on the transmission form while offering guidance and advice when deemed necessary. After a brief introduction to the Pregnancy Support Center, the initial segment of the appointment focused on the client’s biographical and administrative information.


COLETTE: So your full name is Valerie [last name]?

VALERIE: Yes.

COLETTE: What is your date of birth?

VALERIE: [States her date of birth].

COLETTE: So you are thirty-three?

VALERIE: Yes.

COLETTE: Your nationality?

VALERIE: I am Swiss.

COLETTE: And do you work?

VALERIE: Yes, I am an office clerk.

COLETTE: At which percentage?

VALERIE: 100 percent.



Maintaining this staccato line of questioning, Colette then inquired about Valerie’s partner:


COLETTE: And what about the future father? What’s his name and date of birth?

VALERIE: [Names the father and his date of birth].

COLETTE: And you are in a relationship, yes?

VALERIE: Yes.

COLETTE: Are you married?

VALERIE: No, but we plan to get married soon.



Colette then turned to the topic of children:


COLETTE: What is your due date?

VALERIE: [States due date]. I am in my seventh month.

COLETTE: Is this your first pregnancy?

VALERIE: Yes, but my partner has two girls from a previous relationship.

COLETTE: Okay. So as far as you are concerned, no previous miscarriage or abortion?

VALERIE: No.



Colette also requested the name of Valerie’s health insurance provider, general practitioner, and gynecologist. She manually filled out the transmission form as she proceeded. After this initial volley of short questions, the consultation delved deeper into the following topics: father/partner, work, psychological aspects, relational aspects, practical organization, health, and preparation for the hospital stay.

Father/partner. Having already ascertained that Valerie’s current partner was the baby’s father, Colette proceeded to inquire about his name, date of birth, occupation, employment status, and nationality. When a pregnant client explained that her partner was not the biological father, midwives collected contact information from the current partner while only documenting details about the biological father’s anticipated involvement (e.g., whether he would visit the newborn at the hospital and custody arrangements).

Work. Colette inquired about the duration of Valerie’s intended maternity leave, which in Switzerland can range from the legal minimum of fourteen weeks to five or six months in the public sector—with some mothers supplementing this with a portion of their annual paid leave allotment or unpaid leave. Midwives provide their clients with basic information on state financial support and allowances available to parents in the region (including a birth allowance of CHF 1,500 [US$1,650] per child) but offer to schedule an appointment with their social worker colleagues if clients have further questions on this aspect.

Inquiries about employment serve as an indirect means of assessing families’ financial circumstances. When a client is unemployed, especially if they work in a low-wage sector such as the service sector, midwives dedicate additional time for further assessment and support because of the presumed financial precarity associated with unemployment. For instance, when Clara, a thirty-two-year-old woman pregnant with her second child, met with midwife Beatrice for her initial appointment and disclosed being unemployed (“au chômage,” implying she was receiving unemployment benefits), Beatrice immediately posed additional questions: “Until when are you entitled to unemployment benefits?”; “Have you heard about the birth allowance you will receive from the canton?”; “When your first child was born, did you receive any financial assistance?”; “Do you still have essential baby items from your first child?”; “Do you know where to purchase inexpensive baby necessities?”; “Do you have friends who could pass along some baby items?” This approach allows midwives to tailor their questions and support to their assessment of each family’s needs. In Clara’s case, midwife Beatrice initiated a discussion about financial resources because she assumed this family to be in a precarious financial situation, without ever directly inquiring about their disposable income.

Discussions about employment also afford midwives an opportunity to offer counseling on balancing work and maternity. When Valerie informed Colette that she was employed full-time as an office clerk, Colette lifted her gaze from the transmission form to ask her whether she would be able to reduce her work hours toward the end of her pregnancy—to which Valerie responded uncertainly. Colette urged her to reduce her work time as soon as possible to avoid insomnia, exhaustion, or depression. In Switzerland, contrary to other European countries, pregnant women are not automatically granted medical leave from work in the final stages of pregnancy. Decisions to reduce work hours are made by private gynecologists on a case-by-case basis. The center’s midwives were critical of the expectation that pregnant women should work until the very end of their pregnancy and routinely encouraged their clients to request being placed on leave by their gynecologist, warning them of potentially severe consequences for their health if they exhausted themselves.

Psychological aspects. Colette inquired how Valerie had been feeling during her pregnancy and whether she had long desired to become pregnant. Valerie responded that she had wanted this pregnancy, that it had taken only five months to conceive, and that she felt “great, no nausea, only tired.” Colette summarized this as a “harmonious, fulfilling pregnancy” (grossesse harmonieuse, épanouissante) and did not probe further. In contrast, Lana’s appointment with midwife Barbara entailed an extensive discussion of her mental state. Lana, a thirty-five-year-old nurse pregnant with her first child, informed the midwife that she had been frequently crying because her partner had recently left her. After reassuring her that her emotions would not affect her baby, as I describe further in chapter 3, midwife Alexandra asked Lana to elaborate on the reasons behind her partner’s decision to leave her. Lana replied that her ex-partner was “not ready” to become a father. Alexandra sought to rationalize the absent partner’s behavior:


ALEXANDRA: What happens is that he doesn’t trust himself to play the role of a father.

LANA: And he had an absent father himself.

ALEXANDRA: Ha! He didn’t have a role model.

LANA: No. And he thinks he is behaving just like his father. He is considering seeing a therapist.

ALEXANDRA: I think becoming a father touches upon something very deeply buried within him. Do you write to each other?

LANA: No, but I am thinking about it.

ALEXANDRA: I think it would be a good idea. I think you should still nurture this relationship as a couple.



The conversation about Lana’s mental health concluded with her declining therapy for the time being, after which the discussion transitioned to other topics. As in Lana’s case, inquiries about psychological well-being can open avenues for midwives to explain, advise, and guide their clients.

Relational aspects. Colette probed into Valerie’s relationships with her partner and family: “Is your future husband happy about the pregnancy? Is he supportive? Is he helping you with household chores?” Valerie affirmed that yes, her partner was very happy and that this was his third time expecting a child, as he had two daughters from a previous marriage. This prompted further questions from Colette: “What are the girls’ reaction to the arrival of a new sibling?,” and “Are they not jealous?” Valerie responded that no, her two stepdaughters were merely impatient. What Colette was eager to ascertain was whether conflicts and tensions were present in Valerie’s immediate environment.

The topic of family relationships was particularly emphasized with clients with a migration background. Jane, a twenty-nine-year-old Swiss citizen, explained to midwife Beatrice during her initial appointment that her family resided in Kosovo. Beatrice then posed a series of questions to map out Jane’s support system: “Where were you born?”; “When did you migrate to Switzerland?”; “Will your mother come to Switzerland when the baby is born?”; “Is your future husband Swiss?”; “Where does his family live?”; “Does he have siblings?”; “Where do they live?”; “Have you met them?” The goal of this detailed mapping was to assess Jane’s risk of being isolated and lonely—a risk that the center’s advisers associate with migration. Midwives and social workers consider having family members living nearby or visiting in the weeks following birth an important factor in reducing the risks of postpartum depression because they assume relatives will be supportive, even though some pregnant people said they dreaded the intrusion of such family visits.

Although Colette omitted the question, many initial appointments also entail an inquiry about intimate partner violence, such as “Have you experienced domestic violence?” (the center’s screening strategy for intimate partner violence is discussed in chapter 6). If Valerie had hinted at conflicts, as I witnessed in other appointments, Colette would have offered advice—like carving out quality time with one’s partner before the birth—and would have referred Valerie to couples’ therapy or a women’s shelter, depending on the apparent severity of the situation. Only once did I hear a pregnant client answer that she was a survivor of intimate partner violence, but since the abuse had occurred with an ex-partner, the midwife swiftly moved on to other topics.

Practical Organization. While midwife-led prenatal classes in Switzerland typically cover the labor process itself, its timing, and unfolding (Avignon et al. 2023; Maffi 2014), some midwives at the Pregnancy Support Center incorporated basic information during appointments, such as how to time contractions and discern when to proceed to the maternity ward. Practical questions also extended to the postpartum period, encompassing intentions regarding breastfeeding, contraceptive choices after birth, and the name of the future child’s pediatrician. Colette informed Valerie about the two types of (complimentary) home visits she would receive after delivery, by an independent midwife and by a pediatric nurse. She also inquired about childcare arrangements: Had Valerie registered her unborn child for a place in local nurseries? With nurseries and accredited childminders in dire shortage in Switzerland, even early registration during pregnancy does not guarantee a spot at the conclusion of one’s maternity leave. Colette’s question served as a means to ensure her client was planning ahead.

Health. The territory covered by the Pregnancy Support Center deliberately excludes the biomedical aspects of pregnancy. Yet biomedical health is not entirely omitted. As part of her exploration of Valerie’s pregnancy experience, Colette inquired whether she was generally in good health, had undergone major surgeries in the past, or had any allergies. However, these questions were not posed with a medical intent—Colette’s primary concern was potential psychosocial implications. Valerie disclosed having previously undergone bypass surgery to treat morbid obesity. Colette, again lifting her gaze from her paperwork, asked: “And how is it going with your pregnancy in relation to your body image?” Valerie’s mention of past obesity prompted Colette to consider whether she might be uncomfortable about weight gain during pregnancy. Since Valerie indicated she was not, the subject was dropped. Concerns rooted in the body serve as an entry point for exploring psychosocial matters.

Another impetus for the center to address biomedical concerns was to fulfill its public health mission. The Pregnancy Support Center receives government funding because it was integrated into the cantonal early childhood health promotion policy in 2006. In accordance with this public health mandate, psychosocial advisers addressed two public health topics during each initial consultation: alcohol and tobacco consumption. When Colette asked Valerie if she was a smoker, Valerie affirmed she was but that she had reduced her smoking from twenty to ten cigarettes per day since becoming pregnant. After commending her efforts, Colette inquired whether Valerie could consider further reduction, to reach two to three cigarettes daily. Valerie responded that she had discussed this with her gynecologist, who advised against attempting further cutbacks if it would heighten her stress levels. Colette then inquired about Valerie’s partner’s smoking habits. Since he, too, was a smoker, she immediately asked how the couple would protect their future newborn from secondhand smoke exposure: “Have you thought about which rooms will be smoke-free?” Valerie stated he would smoke on the balcony. Colette, apparently assessing the situation as presenting health risks for the future baby, advised:


It’s true that compared to ten, fifteen, or twenty years ago, we’re much stricter now, right? A newborn should never be in a smoke-filled environment.… They even say that a dad who smokes, like you mentioned, a pack—it might seem extreme that we suggest this, but I’ve heard that now they even recommend smoking dads and moms change clothes before holding the baby because there are many particles deposited on us that the baby would inhale, and then—Yeah, in any case, never smoke next to the baby or in the car.… And then, regarding breastfeeding, they always say “breastfeed and then smoke afterward.” So there’s no nicotine [in your milk]. And I think that if from ten [cigarettes per day], you could manage to bring it down to four to five in the coming weeks … maybe by working less?



The center’s midwives are not specialists in addiction and do not offer mid- or long-term support. However, they do deliver health promotion messages and guidelines to their clients, indicating the direction they should take for a healthy pregnancy and infancy. The same approach is taken regarding alcohol consumption. Colette inquired whether Valerie consumed any alcohol. Since Valerie stated she did not, demonstrating adherence to the Swiss recommendation of abstinence during pregnancy, Colette briefly confirmed this was the appropriate approach according to medical and public health authorities:


The guidance now is “zero, zero alcohol,” and that the baby is truly in a context, in a closed environment, so everything they receive, they receive at the same dosage as us. If we have a glass of wine, the baby, with their size, will receive the same dosage. And they can’t eliminate it like us through the skin, through—So they really say absolutely zero alcohol.



Preparation for Hospital Stay. Since Valerie’s initial appointment took place inside the maternity ward, Colette offered her the opportunity to tour the maternity ward before leaving. When I joined Colette, I was surprised to see her donning the white coat typically worn by hospital health care staff (doctors, nurses, and midwives alike) in Switzerland, despite not being a hospital employee. Colette explained that she wore the white coat when receiving clients at the hospital, primarily to be identified by hospital staff as “one of them” and so to facilitate interprofessional communication. After inquiring if Valerie had any remaining questions, Colette assumed another role, that of a guide introducing hospital facilities to Valerie. Most expecting parents attend birthing classes at their local public hospital, which includes visiting the labor and delivery rooms—an opportunity Valerie had missed by attending classes with an independent midwife. Colette, Valerie, and I thus exited the lunchroom and proceeded down a corridor to one of the labor and delivery rooms. There, Colette briefly pointed out various equipment Valerie might utilize during labor, such as exercise balls and a bathtub. Valerie expressed happiness at having previewed the facility before her due date. Colette and I then escorted her back to the entrance of the maternity ward and Valerie took her leave.



A HARMONIOUS PREGNANCY

Psychosocial advisers draw a distinction between two categories of clients: those for whom “everything goes well”—the “simple cases”—and the other, “complex” cases. Midwife Julia was among those who volunteered to permit me to attend some of her psychosocial consultations. When attempting to schedule my visit late in 2012, she looked at her diary, saying “I am trying to see when I have a case that would be interesting for you. You know, not a simple situation where everything goes well, but someone with a somewhat more complex situation. It will be more interesting for you!” I immediately reassured her that there was no need for such a selection on my account (at that point in my fieldwork, having been granted only very limited access to appointments, I was eager to observe any consultation). Julia’s concern revealed an understanding that clients belong to two different categories. As Caroline, another midwife, articulated during an interview with me, midwives are “not always doing the same job.” On one hand, they encounter “Mr. and Mrs. Anybody, who are overall doing well, who have questions but are overall in a harmonious psychosocial context” (context psychosocial harmonieux). These persons, the “simple” cases, typically have a single appointment. Then, according to Caroline, there are “women whom we will support for a more extended period, who are in a more fragile context.” At the time I was conducting observations at the center, two-thirds of clients came for a single appointment. There is a tendency clearly showing over time, however, toward multiple appointments per client. Between 2004 and 2022 (the earliest and latest years for which I have been able to access data on the number of appointments per client), the proportion of clients who came for a single consultation fell from 83 percent to 51 percent, which may reveal a rise in “complex cases” but potentially also psychosocial advisers’ advocacy that “everyone” needs support at different stages of their parenting journey.

Crucially, the distinction between a “simple” and “complex” case does not merely refer to the number of appointments but also to moral boundaries. The distinction is qualitative, indicating a distance from what the psychosocial advisers commonly term a “harmonious pregnancy.” Valerie exemplified a “simple” case and a “harmonious pregnancy.” Clues to this designation included the fact that she visited the center only once, that she was not referred to other health care professionals, and that most of her responses to Colette’s inquiries did not elicit commentary or advice. Her age, citizenship, employment situation, degree of preparedness for her baby’s birth, and relationships—none of these aspects appeared to raise concerns. In Valerie’s file, Colette wrote “harmonious pregnancy.”

There is no official definition of what constitutes a harmonious pregnancy. During my interview with her, however, Agnes, a full-time, long-tenured social worker, stated that “ideally,” the pregnancy should be “well-accepted” and planned, the pregnant person’s partner should be supportive, “both partners have employment and legal status,” and the pregnant person should be surrounded by family and friends. In recent decades, medical professionals and researchers have increasingly underscored the social determinants of health—namely, the impact of economic and social circumstances on health outcomes. A 2016 nursing review of predictive factors of health practices among pregnant women identified demographic factors (age, education, employment, income), as well as psychological (maternal-fetal attachment, depression, stress), social (marital status, social support), and obstetric (parity, gestational age) factors (Cannella, Yarcheski, and Mahon 2018). Others have highlighted the role of social factors such as race, religion, or caste (Crear-Perry et al. 2021; Hamal et al. 2020). A healthy pregnancy is thus largely understood as correlated with psychological and social factors among medical professionals. For Agnes, all these conditions ensure that “the pregnant woman will have no worries” and will be able to “focus on her pregnancy.” Key to a harmonious pregnancy, therefore, is having no distractions from what is understood as the primary event: the child’s arrival. This moral expectation marks the boundary between simple and complex cases.

Distinguishing between simple and complex cases in the context of psychosocial pregnancy care mirrors the classification of pregnancies as “low” or “high” risk in biomedicine. With the rise of obstetrics from the nineteenth century, pregnancy was pathologized. As Barbara Katz Rothman argues, in the United States the medical model of pregnancy defines every pregnancy as risky: “In fact, even if a [pregnant] woman does have all the healthy characteristics medicine can ask for, she still won’t be called healthy, or even normal. She will be classified ‘low risk’.… [Contemporary medicine] has distinguished between ‘low risk’ and ‘high risk’ pregnancy, with the emphasis always on risk, and then goes on to define an ever-increasing proportion of pregnancies as ‘high risk’ ” (1982, 132).

In Switzerland, as in most European countries, such a classification operates differently. Pregnancy risks demarcate professional territories. While midwives are responsible for “physiological” (low-risk) pregnancies and births, doctors care for “pathological” (high-risk) cases (Akrich and Pasveer 1996; Cavalli and Gouilhers-Hertig 2014). At the Pregnancy Support Center, while advisers offer support for all pregnancies regardless of medical complexity, a risk-based logic also hierarchizes pregnancies. During an interview, midwife Cecile explained that she believed babies’ opportunities varied according to their parents’ socioeconomic situation: “I think, babies, they don’t all have equal opportunities at the start. Frankly. Because when you see that sometimes they are born to a couple who are both on social assistance, they are not motivated, they watch TV all day, they smoke cigarette after cigarette, etc., and then maybe you see people who are a little better off and who are interested in a lot of things, you think that, well, their lives will be different.” Within a psychosocial approach to pregnancy, parents’ psychosocial circumstances operate as risk factors, with occupation, income, and lifestyle risk indicators.

While an appointment largely consists of the collection of patient information and the completion of a form and is presented as such to clients, a significant yet invisible evaluation unfolds. During Valerie’s initial appointment, Colette was weighing each of Valerie’s responses to identify risk factors and determine whether to suggest further support. Psychosocial pregnancy care constitutes an assessment of people’s psychosocial situation—an “examination” (examen), as Foucault would term it. Behind each answer to each question lies a potential risk factor. When Valerie discloses her date of birth to Colette, she is unknowingly situating herself on an age spectrum in which extremes (under eighteen or over forty) are associated in Colette’s mind with potential psychosocial risks. Through my conversations with Colette and her colleagues, I learned that teenage mothers (referred to as “adolescents” or “minors”) would be offered much more intensive supervision by social workers based on the assumption that they would require financial support and would not be autonomous in their administrative tasks, such as paying bills, or registering for health insurance or for childcare places. Becoming a mother after forty was associated, in Colette’s perspective, with a higher probability of having difficulty carving out time for one’s baby outside of work—an assumption grounded in a stereotypical association of late motherhood with selfishness and career pursuits (Budds, Locke, and Burr 2013; Shaw and Giles 2009). When Valerie responds to Colette’s questions about her medical history, she confirms she is not at higher risk of a mental health crisis at birth (as a history of depression, for example, would suggest). Each of Valerie’s responses is considered either as protective or as a risk factor for her pregnancy experience and her future child.



HARMONIOUS PREGNANCY STRATIFIED

Who are the “complex” cases? Digging through policy documents and the archives of the center, I uncovered several lists of situations considered to warrant additional support. One such typical list reads: “Adolescence; loneliness; couple conflict; violence; sexual abuse; migration-related difficulties; mental health issues; addictions; gynecological and obstetrical history; medically assisted reproduction; surrender for adoption planned” (Internal document, 2004). A wide array of health-related issues and life course events are regarded as psychosocial risk factors. This list is strikingly similar to the criteria for psychosocial screening utilized in a New York City prenatal clinic as documented by Khiara Bridges (2011). The U.S. clinic screens for the same risk factors as well as others that the Pregnancy Support Center’s staff would certainly concur with: unwanted pregnancy, HIV status, intimate partner violence, concerns regarding capacity to care for a newborn, lack of entitlements or benefits, and homelessness (2011, 49). At the center, however, some situations are much less prevalent than others: adolescence, sexual abuse, addictions, medically assisted reproduction, or adoption were hardly ever broached during my fieldwork, presumably because those circumstances are either exceedingly rare or are not disclosed during appointments at the center.

In their discussions, psychosocial advisers depicted the pregnant people with whom they were most concerned as isolated mothers with scant social support, facing work- or immigration-related adversities, and grappling with poor mental health. For example, Ana, a twenty-seven-year-old migrant from Portugal, was considered a “complex” case. I attended her second consultation at the Pregnancy Support Center, and she ultimately met with the social worker fourteen times over a year, during her pregnancy and postpartum. Upon her arrival at the center, she exhibited numerous psychosocial risk factors: She was a migrant with minimal family support in Switzerland; her pregnancy was unplanned and initially unwanted (although she had just decided to continue with it); she struggled financially because she supported her family in Portugal; and she had to relocate to another town because the company she worked for was moving. The center’s social worker initially focused on her financial situation, negotiating with her creditors to restructure her debt and securing new housing. Since her partner physically assaulted her during her pregnancy and after the birth of her son, the social worker also advised Ana about her legal options while facilitating contact with social services, the civil registry, a pediatrician, and her employer following the baby’s birth. Ana’s contact with the Pregnancy Support Center ceased after a year when she stopped responding to the center’s phone calls.

Lina and Isaac, whose third appointment I attended, were another example of a “complex” case, with eight appointments over a ten-month period. Lina and Isaac, both Swiss and in their twenties, had been in a relationship for several years when Lina unexpectedly became pregnant. Both had just completed their professional training and were seeking employment, which proved challenging for Lina due to her pregnancy. Isaac held only a temporary, low-wage job as a cook and was apprehensive about their long-term financial situation as well as his ability to repay his debts. The social worker referred them to a colleague specializing in debt management, discussed the possibility of soliciting financial support from relatives, and informed them about available subsidies and how to apply for them. Over the ensuing months, the social worker supported Lina and Isaac as additional issues arose: Isaac endured illegal working conditions and decided to quit his job; he did not receive wages; then had to leave another position when his boss failed to extend a formal contract. After the birth of a healthy baby, conflicts erupted between Lina and Isaac, who at the time was unemployed and addicted to alcohol and video games. During her final visit to the center, Lina disclosed to the social worker that she had left home with her baby after Isaac had physically assaulted her. She did not schedule another appointment.

There are compelling reasons for Swiss medical practitioners to be concerned about migrant, single, or unemployed expectant mothers. The social groups most affected by poverty in Switzerland are single-parent households, foreigners (especially from outside Europe), individuals with low education levels, and unemployed persons (Ferro Luzzi, Flückiger, and Weber 2006; Hobi 2023; Humbelin, Hobi, and Fluder 2022; Leu and Burri 1999). As already noted, although Switzerland is one of the wealthiest countries globally, income and wealth inequalities are also among the highest in the world. According to the latest published data, in 2022, 8.2 percent of the population lived below the national poverty line (Federal Statistical Office 2024). This rate was lower in the 2010s (around 6%) but it has risen steadily since 2014. During the same period, Switzerland was among the few European countries in which child poverty increased by more than 10 percent (child poverty is defined here as relative income poverty—i.e., below the average income in the population; UNICEF 2023).

Immigration and nationality play a pivotal role in stratifying individuals’ socioeconomic trajectories in Switzerland. Foreigners encounter discrimination in the job market and when obtaining housing, especially if they hold citizenship from outside Europe, rendering them much more susceptible to falling into poverty (Zschirnt 2020). Swiss citizenship is based on the jus sanguinis (lit., “right of blood”) principle and is most often acquired through birth (being born to a Swiss citizen), contrary to the United States where citizenship is granted to children born within the country based on the jus soli (“right of soil”) principle. Swiss citizenship is also conferred through naturalization, provided the applicant meets a stringent list of conditions set by the Swiss Citizenship Act of 2014,2 including at least ten years of lawful residence, workforce participation, mastery of a national language (German, French, Italian, or Romansh), and otherwise displaying (subjectively defined) “good” citizenship (being “well integrated,” showing “respect for public order” and “respect for the federal constitution”). Naturalization applications are handled by municipal councils (the third and lowest political level in Switzerland), which are regularly criticized for their arbitrariness and origin-based discrimination. A person’s country of origin strongly influences their chances of being granted citizenship, and applicants from Turkey and the former Yugoslavia are far less likely to succeed (Hainmueller and Hangartner 2013).3 Due to this restrictive citizenship regime, 25 percent of Swiss residents do not hold citizenship. This rate is by far the highest of all “developed” OECD countries except for Luxembourg (Federal Statistical Office 2020a; Hainmueller and Hangartner 2013). Xenophobia has been on the rise since the 1990s with the growing political success of the far-right, anti-immigration Swiss People’s Party, which has held the largest number of seats in the Swiss federal legislative assembly since 2003 (between 25% and 29%; dos Santos Pinto et al. 2022).

Discrimination based on nationality and presumed “origins” translates into “obstetric racism” (Davis 2019a, 2019b) and discrimination in migrants’ encounters with health care professionals. Migrants in Switzerland report difficulties communicating with health care workers and being discriminated against (Bollini, Stotzer, and Wanner 2007; Drewniak et al. 2016), including during pregnancy and childbirth (Cai et al. 2024; Desseauve et al. 2022; Sami et al. 2019). Children born to migrants have a higher mortality rate (Wanner 2020; Wanner and Bollini 2017).

The center’s midwives and social workers shared a conviction that they were present to assist individuals regardless of their circumstances and that migrants were generally treated unfairly and faced systemic discrimination in Switzerland. So, while advisers readily acknowledged that most of their clients had a “harmonious pregnancy” and would not require extensive support beyond a single appointment, they considered supporting the ones they called “complex cases” a crucial component of their mission. They shared a profound sense of commitment to aiding the most vulnerable members of society.

Yet as much as midwives’ and social workers’ conceptualization of vulnerable pregnant clients reflects existing inequalities in Switzerland, it is also shaped by moral expectations, stereotypes, and a stratified conceptualization of good parenting. Historically, expert guidance for parents in Switzerland has developed along two partly contradictory lines. On the one hand, child-rearing advice literature emerged in the eighteenth century and gradually focused on educated middle-class mothers from the early nineteenth century onward. These books, magazines, and pamphlets played a major role in disseminating an ideal of middle-class motherhood in Switzerland as intensive and expert guided (Odier 2018; Preissler 2022b), which reflected trends in parenting culture in the United Kingdom and the United States (Bloch and Taylor 2014; Cooper 2021; Gillies 2005; Hardyment 2007; Hays 1996; Hulbert 2003; Lareau 2003; Lee et al. 2014). On the other hand, so-called mothers’ schools and advice centers were developed in the early twentieth century and targeted primarily working-class mothers, in a context in which infant mortality was particularly high among poor families (Desiderato, Lengwiler, and Rothenbühler 2008). Today’s childcare advice centers are a legacy of this dual history and operate under the assumption that all parents, including middle-class parents, need support, and that poorer or migrant parents are especially vulnerable (Preissler 2022b). Preissler (2022a, 2022b) has described how pediatric nurses working as parental advisers in Switzerland, conducting free home visits and consultations with parents, considered migrant and poorer parents to need more support: “Some parents—certainly those who belong to a middle-class background and adhere to ‘intensive methods,’ such as informing themselves about child development, were encouraged by advisors to use practices of the self, such as introspection, in order to find the ‘right’ approach to a certain issue. In contrast, other parents, often migrants with many children and little financial means, were believed to need more instructive and regular guidance” (Preissler 2022b, 30). In France, the United Kingdom, and the United States, classic and more recent studies have similarly described encounters between social workers and parents as stratified along class and race/ethnicity or migration lines (Boulet 2021; Cardi 2007; Cooper 2021; Gillies 2007; Henderson, Harmon, and Houser 2010; Lareau 2003; Vozari 2012). As sociologists Ladd-Taylor and Umansky (1998b) noted in their now classic volume Bad Mothers: “Everyone except middle-class whites … fall[s] outside the narrow good-mother ideal” (3).

Which practices are considered “good” parenting is largely influenced by class-based values and expectations. A crucial factor influencing what counts as good parenting is the social and cultural proximity between (some) parents and parenting experts. Professionals who author parenting books and assess parental behaviors, such as doctors, psychologists, midwives, or social workers, are likely to be middle-class themselves in Switzerland (Odier 2018; Preissler 2022b) and tend to steer their clients toward sociocentric and ethnocentric expectations of “good” parenting and citizenship. Símonardóttir, Rúdólfsdóttir, and Gottfreðsdóttir (2021) argue that prenatal care providers in Iceland tend to consider pregnant patients with a migration background as failing to “do pregnancy” the Icelandic way and believe that they should adopt culturally specific norms, such as midwife-led prenatal care and paternal involvement. An “us and them” dichotomy, in this case based on national origin, thus influences how health care providers deem patients’ behaviors adequate or inadequate. Similarly, in Switzerland, Saugy and Aeby (2021) studied child protection proceedings and found that child protection officers and judges tend to expect parents to conform to parenting norms that are typical of Swiss middle-class parents. For example, professionals underline the importance of sharing parental tasks and housework among parents—a norm that, while far from being achieved in Swiss families, is part of a dominant understanding of middle-class good parenting. At the Pregnancy Support Center, a proximity between the socioeconomic background of staff members and those they assume would be unproblematic parents is evident. Almost all psychosocial advisers were married with children, held Swiss citizenship, and worked part-time to care for their children. Only one was a first-generation immigrant and worked full-time. The poor, isolated, pregnant migrant women about whom they were most concerned had, at least in their minds, lives vastly different from their own.

How pregnancy support professionals associated individuals’ socioeconomic backgrounds with parenting skills is best illustrated by the way clients’ occupations factored into midwives’ and social workers’ evaluations. When differentiating “simple” from “complex” cases, conversations among staff members placed a strikingly significant emphasis on the education levels and occupations of expectant parents. A person’s educational attainment served as an indicator of their autonomy, capacity to handle paperwork and administrative tasks independently, and the possible need for professional support.

“She is a press secretary, he is a doctor; we can treat them as adults and let them figure things out,” said midwife Colette, who was discussing whether to offer further support to her pregnant client. The conversation occurred during a regional staff meeting at the center called an “intervision” (peer supervision), in which the three to four local midwives and social workers convene with the lead midwife and lead social worker to seek advice about courses of action and clients’ situations. Psychosocial advisers would summarize a client’s circumstances and solicit their colleagues’ guidance on how to proceed. Clients’ occupations were such a pivotal indicator that staff would never fail to mention them during these meetings. That day, Colette presented Barbara’s case to midwife Sabrina, social worker Agnes, lead midwife Mireille, and lead social worker Nadine, offering the following description: “She is German and works as a press secretary. She was hospitalized at twenty-one weeks of pregnancy and was very worried about her pregnancy. I met her at thirty-two weeks, and she was much more relaxed. Her psychiatrist contacted me because she would like me to organize a network meeting. I said no: I am not worried for Barbara. But a little voice in my head is telling me: What if she has a mental breakdown at birth? Did I do my job?”

A “network meeting” is an interprofessional meeting to discuss a patient’s situation and treatment between health care professionals and social workers, with or without the patient present. It is a form of interprofessional collaboration routinely employed in health care and social work in Switzerland to facilitate information sharing among various practitioners—for example, to plan for a patient’s care upon discharge after surgery. In Barbara’s case, beyond her psychiatrist and midwife Colette it would presumably include a midwife working at the maternity ward where Barbara planned to deliver and a postpartum midwife or nurse. In other situations, social workers could also be invited to join the network meeting. Colette refused to organize such a meeting because she was not concerned about Barbara. Her colleagues’ immediate reaction was to support her decision. Colette then further justified her stance by referring to Barbara and her partner’s nationality and occupation: as a press secretary and a doctor from another high-income European country, they should be capable of managing independently without the involvement of additional professionals. Stereotypes attached to individuals’ ages or socioeconomic backgrounds steered advisers’ evaluation of their clients’ capacities.

While a high socioeconomic status was explicitly linked to good parental skills, on the contrary, I never heard psychosocial advisers associate a lower-education level, working-class occupation, or foreign nationality with less adequate parental skills. Migrant or poor parents are considered to need more psychosocial support, but they are not explicitly characterized as (potentially) bad parents. Such explicit ethnocentric and sociocentric bias would have contradicted the advisers’ outward commitment to supporting vulnerable social groups. It was more indirectly that the stratification of reproductive subjects was expressed. Another reason for psychosocial advisers’ reluctance to draw an explicit negative causal link between class, migration, and parenting skills is the influence of psychological understandings of pregnancy, which I present in more detail in chapter 3. Among child welfare officers in Switzerland, Saugy and Aeby note a similar tendency to not explicitly mention, and even to minimize, sociocultural differences in their assessment of parental competencies. They argue that this “disappearance of social realities” in child welfare proceedings may be due to the psychologization of social work: “The behaviors or conduct of family members, perceived as socially ‘inappropriate,’ are mainly attributed to psychological factors, even though these may originate from socioeconomic difficulties” (2021, 199). The psychologization of pregnancy and parenting leads to an individualization of life trajectories that obscures social determinants.

Besides this, the stratification of good parenting at the Pregnancy Support Center along class lines was not straightforward. If occupations that require a university degree were generally associated with an expectation of good parental skills, precarity among highly educated parents was considered a mitigating factor. Catherine, an experienced social worker working in the largest city of the Canton Romand, told me during an interview that she was also concerned for a well-educated but financially precarious portion of the urban population, such as artists and academics:


I wanted to come back to the people in difficulty. Because for me, there are two categories of people in difficulty. Uh … you have people, I don’t know, migrants, undocumented individuals, those with psychological issues, those with addiction stories, and so on. But those who are also struggling, for example—and I think this is specific to an urban context—are … well, even if there are not many of them, I see them very regularly. These are all the people involved in artistic professions … actors, costume designers, graphic designers, those who are semi-independent, half in Berlin, half here, living in Paris, living here, and who are in great difficulty. Their difficulties are not related to education or lack of information, but are truly complicated issues financially and organizationally, because now, well, they no longer have the right to unemployment benefits as they used to, for various reasons. So there is also—you also have this whole category of people, the academics, those in social sciences and others, part on a contract, part “Oh, I’m waiting for this project,” “Oh no, but I no longer have a job, I’m going to …,” all those people.



While stereotypes attached to individuals’ ages or socioeconomic backgrounds steered advisers’ evaluation of their clients’ capacities, those stereotypes did not necessarily associate socioeconomic status with parental skills in a straightforward way. Rather intersectionality, with factors such as nationality, occupation, education, presumed income, or job stability, modulated social workers’ assessment.



A WOMEN’S AFFAIR

In contrast to medical prenatal care, the Pregnancy Support Center purports to be open to both women and men. “At every point during pregnancy, women, men, or couples can be seen free of charge,” the center’s website announces. In the 1980s, the two founding members of the center explained that inviting fathers to attend such prenatal appointments was a progressive stance. Fathers at the time rarely attended birthing classes or births. In a 2000 brochure where they described the center’s history and mission, both founding members explained how their father-friendly approach was a reaction to a culture of prenatal care they found overly matricentric: “In medical prenatal care, men are most often considered merely as partners to the pregnant woman, and their own trajectories as fathers-to-be are not addressed. At [the center], our choice is to allow men to be received as subjects, as actors, with the possibility for them to make their own voices heard.” The center was always framed as a space for both future fathers and mothers, as the founding members were persuaded that fathers may have questions of their own.

When Valerie attended her appointment with midwife Colette at the center, however, she came unaccompanied. As in her case, three-quarters of appointments were attended by women alone (see figure 4 in chapter 1). By the time I became involved with the Pregnancy Support Center, the share of couple appointments was declining, a trend that puzzled the center’s staff. There were practical reasons for men’s scarcity at the Pregnancy Support Center. Consultations were only offered during office hours at the time—roughly between 9 A.M. and 5 P.M.—contributing to this gender imbalance. Since Valerie’s appointment was scheduled for midmorning, her partner was likely at work. A full-time job in Switzerland equates to forty-two hours per week, and 87 percent of Swiss fathers work full-time (Federal Statistical Office 2021). In this context, the Pregnancy Support Center’s office hours inadvertently posed a barrier to men’s attendance.

While presenting my findings to the center’s staff between 2013 and 2015, I mentioned the opening hours and the unit’s color scheme as potential factors impeding men’s visits. I also underscored the fact that the Pregnancy Support Center’s logo was pink, which may contribute to its association with (normative) femininity. Within the following year, the center’s director implemented a change of visual identity (from pink to orange) and introduced after-work opening hours. A partnership with a regional fathers’ association was implemented in the form of workshops for fathers within the center. These changes reflected an increasing awareness of gender biases and a shift toward a more men-inclusive positioning. Those efforts apparently paid off, since the rate of couple consultations rose again to reach 28.2 percent in 2019. However, the pandemic made the presence of fathers much scarcer (21.5% of couple interviews in 2020), probably because of social distancing rules that discouraged (but did not prohibit, in the Swiss context) partners from attending medical or psychosocial appointments. While the rate of couple consultations is rising steadily since the pandemic, it has not yet reached pre-pandemic levels.

Several other factors contributed to the Pregnancy Support Center being a deeply gendered institution, potentially explaining the scarcity of male clients. The center’s staff was and had always been entirely composed of cisgender women. The center’s director informed me that she would gladly hire a man, but very few are trained in midwifery and a minority in social work, and the (rare) male applicants did not possess the necessary experience or qualifications. She also underscored that most positions at the center were part-time, making the center an unattractive employer to men, who typically seek full-time employment. Even the software used at the center to store clients’ files was gendered: When a heterosexual couple attended an initial appointment, the file was created under the woman’s name. These gendered biases within the organizational structure of the center revealed assumptions about the primary client base, contradicting the center’s avowed gender-neutral stance.

Beyond the gendered nature of the center as an institution, how psychosocial advisers conducted their appointments was also inherently gendered (Ballif 2019). In the psychosocial terrain that midwives and social workers investigate and evaluate, indicators pertaining to women matter more than those pertaining to men. Most of Colette’s questions to Valerie referred to her situation, not her partner’s. During that appointment, like the others I observed, men’s or partners’ mental health, family support, and alcohol and tobacco consumption were only discussed if the women’s responses to these same questions revealed a risk factor. In Valerie’s case, Colette inquired about her partner’s smoking habits only because Valerie had first indicated she was a smoker herself. In all consultations I witnessed, when a woman stated she was not a smoker, no question was asked about her partner’s habits. This bias was particularly striking in the case of smoking given that, as Colette acknowledged, a partner’s smoking may directly affect a child’s health through secondhand smoke exposure.

In their introduction to their edited volume on men and reproduction, Marcia Inhorn and colleagues (2009) posit that men tend to be viewed as “the second sex of reproduction.” In medical, social scientific, and lay spheres, they argue, men’s reproductive lives are far less frequently described and investigated than women’s. Examining discussions of fetal harm in U.S. science, media, and public policy, Daniels (1997, 2008) has demonstrated that men’s contributions to fetal health are rarely broached. After conception (“the ‘fleeting’ contribution of the father,” Daniels contends), “women are assumed to be the primary sources of both fetal health and fetal harm” (1997, 608). This partly reflects the long-standing belief in medical literature that only undamaged, healthy sperm could fertilize an egg. Thus, if conception occurred, men’s contribution could not be held accountable for fetal health issues.

The corollary of rendering men’s contributions invisible is, of course, the overresponsibilization of women in relation to fetal outcomes. The criminalization of pregnant behaviors in the United States has led some women to face trial for having consumed drugs or alcohol during their pregnancies, while no such accountability thus far has been expected of fathers (Gallagher 1987; Goodwin 2020; Paltrow and Flavin 2013). Parenting scholars have also laid bare how, once children are born, numerous aspects of children’s health and development are attributed to maternal behaviors (Bell, McNaughton, and Salmon 2009; Blum 2007; Caplan and Hall-McCorquodale 1985; Eyer 1996; Ladd-Taylor and Umansky 1998a). Obesity, criminal conduct, academic achievement, autism—the list of children’s and adolescents’ health or social “problems” that have been linked to maternal failures is striking and extensive. More recently, the rise of epigenetics as a field of research and its translation into public health strategies in several countries reframes the pregnant body as the “environment” in which fetuses grow and frames pregnancy as a crucial window during which lifelong health outcomes can be determined (Fournier and Jarty 2019; Landecker 2011; Lappé and Jeffries Hein 2021; Manderson 2016; Manderson and Ross 2020; Pentecost 2024; Pentecost and Ross 2019; Richardson 2015).

Despite recent significant advances in the study of men’s reproductive experiences (Almeling 2020; Almeling and Waggoner 2013; Inhorn 2020; Mohr and Almeling 2020), reproduction and childcare remain largely understood as a woman’s affair. Midwife Colette does not inquire about Valerie’s partner’s mental health history or alcohol consumption, and in this, she is reproducing a gendered hierarchization of reproductive responsibilities. The Pregnancy Support Center’s mission to welcome both future mothers and fathers, although signaling a consideration of paternal influences, does not disrupt the essentialist and differentialist view of gendered roles that has traditionally structured Swiss society. Fathers are welcome, but as secondary reproductive subjects.

Likewise, while I was conducting direct observations at the center in the 2010s, silence surrounded same-sex couples and queer, nonbinary, or transgender individuals’ experiences of pregnancy. Reproductive options for same-sex couples remain restricted in Switzerland in comparison to other European countries. The regulation of assisted reproductive technologies in Switzerland is fairly strict and requires a couple to be married, which has only been possible for same-sex couples since 2022. Egg donation and surrogacy are forbidden. Many same-sex couples travel abroad to access technologies forbidden in Switzerland (Siegl et al. 2021). While the numbers and profiles of LGBTIQ+ families remain largely understudied, the Federal Statistical Office suggested in 2021 that 0.1 percent of children under twenty-five years old are living with same-sex parents; however, the survey only included parents living in the same household (Federal Statistical Office 2021). At the Pregnancy Support Center, while the words “couple” or “future parents” used in the center’s texts appear to be fairly inclusive, heterosexuality is the unspoken norm. Pregnant people were assumed to be cisgender women, and their partners were assumed to be cisgender men. Several advisers told me that they would be pleased to support lesbian couples during their pregnancies but that they had only encountered lesbian clients two or three times throughout their careers. Gay couples and transgender individuals never came up in my conversations with psychosocial advisers. This noninclusivity was not rooted in overt hostility toward the LGBTIQ+ community or their parenting rights; rather, it stemmed from a default focus on heterosexist family forms. The center’s website, at the time, featured a picture of a heterosexual couple on its front page. In written documents and archives, the word “partner,” which in French could grammatically be either masculine or feminine (partenaire), was always treated as masculine. Same-sex parenting was not referenced in the center’s policy documents.

In 2018, the Pregnancy Support Center took a turn toward more inclusiveness and organized a cycle of conferences to train the staff to use more inclusive language and learn about and offer support for the specific challenges that same-sex parents may face. This happened in a context in which LGBTIQ+ families were being increasingly discussed in Swiss health care and society. Since around 2010, LGBTIQ+ parents’ associations have been created in Switzerland; these have increasingly sought to promote inclusive care in Switzerland by training health professionals (Fussinger and von Känel 2020). The Swiss Midwives’ Association has also been promoting inclusiveness in midwifery through conferences and guidelines for its members since 2019 (Rey 2019, 2022). However, according to current and former employees, such parents remain rare at the center; they attribute this trend to persisting heterosexist biases among some of their colleagues. It is possible that these parents either do not feel comfortable attending appointments at the Pregnancy Support Center or do not disclose their family situation or sexual orientation.

Psychosocial appointments are grounded in a conceptualization of pregnancy as an event of psychosocial significance. Discursive practices—talk between advisers and clients—delineate what aspects of people’s lives are relevant to prenatal care and thus draw the conceptual borders of psychosocial care. This pushes a much larger portion of people’s lives into the domain of reproductive care: Beyond what medical prenatal care usually covers, the Pregnancy Support Center brings work, relationships, or financial situation firmly into the realm of what matters in a reproductive experience. Parallel to canvassing clients’ psychosocial experiences, an evaluation unfolds. Psychosocial advisers’ assessment of a client’s situation relies on moral expectations of good parenting. Migration status and socioeconomic background intersect with normative parenting expectations, leading the center’s staff to assume that some profiles necessitate more professional support than others. Behind an apparently inclusive stance, the Pregnancy Support Center operates on stratified assumptions about the social profiles of “good” and “bad” reproductive subjects. Such moral boundaries are not necessarily fixed, as recent attempts to enhance inclusivity illustrate.








3  •  THE PREGNANT MIND


“Pregnancy brings about significant changes for every woman. So, it’s normal that sometimes you won’t sleep well, it’s normal to have nightmares, it’s normal to experience all of this—it’s an intense psychological transformation!” This is how Agnes, a social worker, advised her colleagues to present pregnancy to their clients during a regional meeting. The discussion that day was led by midwife Zoe, who asked her colleagues for advice about how to open a discussion with a pregnant client whose gynecologist had described as “probably depressive.” Zoe had only joined the center a few weeks before, and Agnes, an experienced social worker, was eager to teach her what she thought was the appropriate message to transmit. In Agnes’s opinion, the main message to share was that it was normal to experience pregnancy as a psychologically trying time. She went on: “We need to normalize that during this period there are these fluctuations, and it’s possible that it will happen to her. Because otherwise, what is shown to us is that it’s normal for all women to be happy. Society portrays that it’s normal for a pregnancy to be joyful. And that’s not always the case!”

Agnes was echoing an understanding of pregnancy as a “normal crisis” that I encountered over and over again in my conversations at the Pregnancy Support Center.1 In Switzerland, advocates for psychosocial prenatal care rely heavily on psychological concepts to frame pregnant people as psychologically vulnerable. Attention to the pregnant mind supports and justifies the extension of prenatal care to the psychosocial. Medical prenatal care, in their eyes, has not paid enough attention to the pregnant mind—a lacuna the center was meant to fill by offering a more holistic, woman-centered care. This psychologization of pregnancy is part of a global trend that shifts the epistemic boundaries of pregnancy as well as the professional territories of prenatal care.

Feminist scholarship has described the increasing attention to postpartum depression in maternal care in the Global North over the past two decades (Godderis 2010; Santino and Monaghan 2023; Tseris 2022). Detecting and preventing postpartum depression was the motivation behind the creation of local psychosocial prenatal care efforts and the incorporation of mental health screening tools into prenatal care, including in Switzerland (Nanzer and Epiney 2013, 2015; Sancho Rossignol and Nanzer 2010). The Pregnancy Support Center, which was created two decades before postpartum depression became a widely discussed topic in Swiss health care, engaged with two different concerns with the pregnant mind: first, that pregnancy was a period of psychological crisis and, second, that emotions during pregnancy may present a risk to fetal health. Exploring these two approaches to the pregnant mind that coexist at the Pregnancy Support Center gives insights into different facets of the psychologization of pregnancy and their relation to different theories of the maternal mind.


PREGNANCY AS A “NORMAL CRISIS”

In the 1940s and 1950s, a novel theory of pregnancy was developed by U.S.-based psychoanalysts. This theory posited that pregnancy creates a very particular psychological state, a “crisis” that is a normal, common occurrence in all “pregnant women” (following the gendered vocabulary used in psychoanalytical literature). The “normal crisis” theory builds on earlier theorizations of mental health in relation to reproductive events. Physicians had long observed psychological disorders affecting women after childbirth, such as “puerperal madness” (Arena 2008, 2012). In the eighteenth and nineteenth centuries, pregnancy itself was thought to cause “insanity” by irritating the uterus (Hanson 2004). This discourse was based on the ancient Greek theory of hysteria, which attributed several female ailments to the uterus wandering in the body. Between the 1930s and 1950s, leading psychiatrists and OB-GYNs in the United States, influenced by emerging Freudianism, attributed certain negative events in pregnancy to the women’s psychological state (Eisenberg 2010, 2013). In particular, nausea, miscarriage, and infertility were related to neuroses or the unconscious rejection of the fetus or of femininity. The association of pregnancy with ill mental health thus has a long history, within which the psychoanalysis of pregnancy as a normal crisis forms a distinct, yet less well-known, trend.

Three U.S.-based psychiatrists and psychoanalysts—Helene Deutsch, Therese Benedek, and Grete Bibring—opened up a new field of study in the 1940s and 1950s: that of “normal” psychological processes during pregnancy. While earlier theorizations of pregnancy focused on acute disorders, these three psychoanalysts were interested in the psychologically disturbing aspects of any pregnancy, thus shifting the epistemic borders of psychoanalytical theories. Deutsch, Benedek, and Bibring had strikingly similar biographies. They were born fifteen years apart respectively in Poland (Deutsch, 1884), Hungary (Benedek, 1890), and Austria (Bibring, 1899) into Jewish families, and all had studied medicine before specializing in psychoanalysis. Helene Deutsch was one of Freud’s students and the first psychoanalyst ever to specialize in female psychology. With their physician husbands (Felix Deutsch and Edward Bibring were psychiatrists and psychoanalysts, Tibor Benedek a dermatologist), they emigrated to the United States between 1935 and 1941 following the National Socialist Party’s takeover in Germany and the start of the Second World War. All three had successful careers in the United States, with Deutsch and Bibring at Boston hospitals and Benedek in Chicago.

Deutsch, Benedek, and Bibring’s works share a psychosomatic approach, focusing on the interplay between psychological processes and physical symptoms. Their central thesis was that pregnant women’s psyches undergo profound transformations while their bodies go through the various stages of pregnancy. Deutsch was a pioneer when she published the two volumes of her main work, The Psychology of Women: A Psychoanalytic Interpretation, in 1944 and 1945. The second volume is entirely devoted to motherhood, “the central problem of femininity” (1944, xiii–xiv), with a particularly long chapter on pregnancy. Deutsch saw pregnancy as representing a “tremendous upheaval” (1945, 126) that “may disturb the psychic balance because it brings to the fore earlier, unresolved conflicts that have hitherto remained relatively dormant” (144). In particular, the relational history and identification of the pregnant person with their own mother are considered to be central to the “psychologic [sic] problems of pregnancy” (141). Deutsch claimed to have observed several miscarriages occurring due to such conflict.

A few years after the publication of Deutsch’s Psychology of Women, in Chicago, Therese Benedek published the first of several texts on the “psychology of pregnancy” as part of her larger interest in “women’s psychosexual functions” (Benedek 1952, 1959, 1970). Benedek stated that pregnant women saw memories of the oral phase of their development resurface. She theorized pregnancy as a distinct, “critical” phase in women’s psychological development, driven by biological changes: “Pregnancy, like puberty, is a biologically motivated step in the maturation of the individual which requires physiologic adjustments and psychologic adaptations to lead to a new level of integration that, normally, represents development” (Benedek 1970, 137). Pregnant women should “normally” negotiate this step to reach a subsequent developmental stage. In 1955, building on the ongoing work of her two predecessors, psychiatrist and psychoanalyst Grete Bibring undertook a series of research studies on pregnancy at the Beth Israel Hospital in Boston (Bibring 1959; Bibring et al. 1961a, 1961b; Bibring and Valenstein 1976). Bibring (1959) described pregnancy as a “crisis” and an opportunity for psychological “maturation”: “Pregnancy, like puberty or menopause, is a period of crisis involving profound psychological as well as somatic changes. These crises represent important developmental steps and have in common a series of characteristic phenomena” (116).

The parallel introduced between puberty, menopause, and pregnancy supports the idea of pregnancy as part of a developmental cycle, a natural and biological sequence of events leading to maturity. Bibring uses the terms “normal crisis,” “psychobiologic crisis,” or “maturational crisis” and insists that the crisis affects every pregnant person, regardless of her psychological health (1961b, 25). She adds that this “crisis” might look severe: “This disturbance in the equilibrium of the personality is responsible for temporarily creating the picture of a more severe disintegration” (1959, 116). Observing severe psychological disturbances during consultations with pregnant patients led Bibring to develop her theory: “The content of these interviews was remarkably similar to that which we usually find in severely disturbed patients. Magical thinking, premonitions, depressive reactions, primitive anxieties, introjective and paranoid mechanisms, frequently associated with the patient’s relation to her own mother, seemed to prevail” (Bibring 1959, 115). Bibring reports that her research team even diagnosed cases of borderline or psychotic disorders before realizing that the observed behaviors were caused by the pregnancy (Bibring and Valenstein 1976).

Underlying the “normal crisis” model of pregnancy are normative ideas about motherhood that fit the 1940s and 1950s heteronormative and biologizing view of women’s role in society. For Deutsch, motherhood was a woman’s “destiny” inherent to a “feminine nature” (1945, 153). Benedek, too, saw motherhood as a woman’s “biologic destiny” (1970, 141). Within the idea that pregnancy represents a developmental step lies the presumption that nonmothers are necessarily less mature than mothers. “Very often, until she realized her pregnancy, the mother-to-be had thought of herself predominantly as a girl rather than as a woman” (Bibring and Valenstein 1976, 357–358). Childless women (by choice or otherwise) are strikingly absent from psychoanalytic texts, leaving one to wonder if, without pregnancy, a woman is forever stuck in an earlier stage of psychological development.

Despite their modest number of publications, Deutsch, Benedek, and Bibring had a long-lasting impact on psychiatry and psychology worldwide. Deutsch achieved significant fame as a pioneer of female psychoanalysis; she was the most famous American psychoanalyst in the 1930s and a prolific training analyst (Buhle 1998; Coser 1984). To this day, pregnancy psychologists still draw on Deutsch, Bibring, and Benedek’s theories.2 Their work made pregnancy a lasting object of psychological interest.



FRENCH RECEPTIONS

French psychiatry was fertile soil for the new theory, given the influence of psychoanalysis in French medicine, psychology, and society (Botbol and Gourbil 2018; De Mijolla 1992). Building on the pioneering work of nineteenth-century alienist Louis Victor Marcé (1858) on “insanity in pregnant, postpartum and lactating women,” French psychiatry had developed a distinct interest in the postpartum period and its pathologies, a tradition continuing to this day through the work of the influential Société Marcé Francophone (Arena 2008, 2020; Dayan, Andro, and Dugnat 1999).

The notion that pregnancy is normally a psychological crisis soon crossed French borders and made its way into francophone psychiatry, with renowned French psychiatrist Paul-Claude Racamier publishing an article in 1961 (in French) drawing heavily on Deutsch’s, Benedek’s, and Bibring’s work (Racamier, Sens, and Carretier 1961). The article translated and introduced the “normal crisis” theory to francophone specialists. With the adoption of the normal crisis theory of pregnancy, French psychiatry started to focus on prevention and ordinary parenting experiences, away from its earlier focus on psychotic, depressive, or anxiety disorders in the tradition of Marcé’s work (Missonnier 2023).

In the decades after Racamier, the “normal crisis” approach to pregnancy continued to be diffused through the works of famous psychoanalysts and clinical psychiatrists such as Monique Bydlowski (1991, 1997, 2000; Bydlowski and Camus 1988), Sylvain Missonnier (2001, 2005, 2007a, 2013, 2023), and Françoise Molénat (1992, 2001). From the 1980s, this widening of the gaze to include “milder” dysfunctions translated into an ever-greater involvement of psychoanalysts in maternity and neonatal wards of French public hospitals and, eventually, into the creation of the “fourth-month interview” in the 1990s. Monique Bydlowski, Sylvain Missonnier, and Françoise Molénat were among the psychoanalysts hired to implement preventive psychoanalytical care in maternity hospitals, along with Yvon Gauthier. Gauthier wrote that his clinical experiences confirmed “the hypothesis that Greta [sic] Bibring … had advanced in the 1950s” (2009, 66; my translation), thus drawing a direct connection between American psychoanalysis and contemporary French psychiatry. According to Missonnier (2023), the work of Deutsch, Benedek, and Bibring forms one of the two theoretical foundations of contemporary perinatal psychology in France—the other being developmental psychoanalysis with its focus on infant skills and attachment theory.

Monique Bydlowski’s publications illustrate the deep influence of American psychoanalysis in French psychiatry. Drawing from her clinical work, Bydlowski introduced the concept of “psychological transparency”:


Pregnancy is the moment of a particular psychological state, a state of susceptibility or psychological transparency where fragments of the unconscious come to consciousness. This phenomenon, which clinically often characterizes serious psychiatric conditions, especially psychosis, presents itself in the pregnant woman as an ordinary event. (Bydlowski 1991, 136)



Drawing on the parallel between adolescence and pregnancy, Bydlowski emphasized the vulnerability of pregnant subjects and their need for psychoanalytic support:


A particular relational state manifests itself, a latent, ambivalent, and almost permanent call for help, just like in adolescence.… These new dispositions, this call for help from a solid and benevolent referent, are keenly felt by the practitioners consulted. They are also favorable conditions for building a therapeutic alliance. (Bydlowski 2001, 43)



Bydlowski’s texts had a significant impact in the French-speaking world. “Psychological transparency” is widely cited by psychiatrists and psychoanalysts, becoming “the consecrated formula to qualify [the] transient psychological functioning” of pregnant women (Missonnier 2011, 128).



PSYCHOLOGIZING PRENATAL CARE

It was during an interview with Caroline, one of the midwives of the Pregnancy Support Center, that my attention was first drawn to the psychologization of pregnancy. Only a few months into my fieldwork at the time, I was unaware of psychoanalytic theories of pregnancy. When I asked Caroline to define her role as a counseling midwife, she explained to me that pregnancy was “a period of [future parents’] life where they are a little bit fragile, destabilized.” I then asked her again:


EDMÉE: You were saying, pregnancy is a time when people are fragile, destabilized. What’s at stake at that time?

CAROLINE: So … well, first, for women, at the psychological level, they have their unconscious working a lot, which is really there on the surface, which will perhaps sometimes cause them moments of anxiety, which will force them to take stock of who they are, their relationship with their mother, to leave the little girl, to project themselves as mothers. So they can suddenly feel anxious, stressed, impulsive, and not understand why. So we try to put words to what they are experiencing. They know that … there is going to be a big change that awaits them, especially at the level of the couple, so there is an insecurity: “What is this going to do to my relationship? How can I—?” We can also work on putting things in place so that the couple can survive this ordeal. Statistics show that one couple out of two separates in the Canton [Romand], so it’s huge! And it’s a lot in the first period, in the first years of children. So it’s true that it’s really the arrival of children that destabilizes couples a lot. So … that’s why it’s a period like that, a little bit of fragility.



As I came to realize later, the core elements of the “normal crisis” model of pregnancy are found in Caroline’s words: Pregnancy is a psychologically trying time during which the unconscious resurfaces and one’s relationship with one’s own mother is reevaluated. The picture painted here is of pregnant subjects undergoing a process that is out of their control. Following my interview with Caroline, I listened more carefully to these psychologizing discourses on pregnancy coming from the staff. Cecile, another midwife, also described pregnancy as a time of profound psychological changes and qualified it as a “crisis”: “It’s a whole adaptation for, well—physical modification, but psychological, mental, for, uh—since nature does things well, to be ready, in quotes, to become a mother at birth … It’s a moment in the pregnancy when it’s extraordinary what happens. Uh, because the woman is—there is already her baby, eh, which in fact puts her in connection with her interiority. Much more than—And then that, well, it’s a crisis situation. And a situation of stress for the couple.”

The “normal crisis” theory of pregnancy became a major source of inspiration for the Pregnancy Support Center in two ways. First, while the center’s psychosocial advisers were neither psychologists nor psychiatrists, they nevertheless came into contact with psychological theories. Midwives and social workers consistently mentioned Molénat as their author of reference when it came to the theoretical “basis” for psychosocial prenatal care. At the time of the intensive phase of my fieldwork, about half of the staff had taken what they called the “Molénat course” (named after the French psychiatrist), an eight-day course in perinatal health held at a Swiss university leading to a Certificate of Advanced Study. Molénat was sometimes invited as a guest lecturer during the course. Language plays an important role here: Like most of the Swiss francophone population, midwives and social workers at the Pregnancy Support Center only read French fluently, which greatly facilitated their familiarity with French authors and experts. The circulation of French psychoanalysis also reflects the popularity of psychoanalytical theories in general in Switzerland (Hafner, Germann, and Janett 2023; Haynal 2009; Haynal and Falzeder 2014; Nobs and de Coulon 2014). Switzerland is considered one of the historical cradles of psychoanalysis, with this current having penetrated psychology and psychiatry more rapidly than in France or Germany (De Mijolla 1992; Haynal 2009). Psychoanalytical theories have deeply influenced not only Swiss medicine but also child protection policies (Despland and Berney 2012; Fussinger and Ohayon 2010; Hafner, Germann, and Janett 2023; Odier 2018).

Psychoanalytic theories of pregnancy also left a deep imprint on the natural birth movement and midwifery globally. According to the American historian Eisenberg (2010, 2013), the American natural birth movement was the main catalyst behind the diffusion and acceptance of pregnancy psychoanalysis among professionals and the general public. Deutsch had a profound influence on British obstetrician Grant Dick-Read, whose relaxation techniques were disseminated in the United States in the 1940s. The natural birth movement was based on the idea that a woman’s mental state was a determining factor in her experience of pregnancy and birth: “Natural childbirth enthusiasts believed that women needed psychological help to change their attitudes toward maternity, overcome unwarranted fear of pregnancy and childbirth, and enjoy motherhood” (Eisenberg 2013, 361–362).

In the very first edition of Our Bodies, Ourselves (Boston Women’s Health Collective 1970), the iconic book of the women’s health movement in the United States, we find echoes of psychoanalytic theses. Our Bodies, Ourselves was written by a feminist collective and was a huge popular success. In its first edition in 1970, the authors borrowed from psychoanalysis the idea that pregnancy is disturbing at the psychological level and brings up buried anxieties: “Throughout the pregnancy there will be negative feelings and thoughts, during general depressions and especially if a woman feels threatened, angered, and upset by it. The depressions are perhaps related to all the underground anxieties we have in relation to our own mothers and our childhoods” (Pincus and Bell 1970, 113).

The idea that pregnancy is psychologically upsetting thus became a fundamental argument in the critique of the medicalization of pregnancy and childbirth. Consequently, pregnancy is also presented as a normal psychological crisis in some of the most iconic texts of U.S. feminist sociology and anthropology. In In Labor, Barbara Katz Rothman praised the “midwifery model” of birth (as opposed to the medical model) because “the midwifery model approaches pregnancy as essentially normal and healthy, a period of psychological as well as physical growth and development” (1982, 160). Similarly, Robbie Davis-Floyd, one of the pioneers of the anthropology of birth, described “pregnant women” as being in a “psychological state of openness and receptivity” (1992, 24–25): “Rapid psychological growth and change are possible in pregnancy as they are not in usual structural life.… The near-constant inner and outer flux of pregnancy keeps the category systems of pregnant women in a continuous state of upheaval as old ways of thinking change to include new life. For example, growing a baby inside, as well as mothering a newborn, puts a woman in much closer touch with her own childhood experiences, allowing old, deeply buried thoughts and emotions to surface.” The “normal crisis” model has thus become a core element of globally circulating discourses that point to the limits of medicalization and advocate for better attention to emotional aspects of pregnancy and childbirth—arguments that found local resonance in Switzerland.

The “normal crisis” model of pregnancy is at the core of the Pregnancy Support Center’s raison d’être. In a foundational text of the unit, the founders reported the “surprise” of future parents confronted with the intensity of their psychological upheavals, in a passage that, uncommonly, extends the crisis to men as well as women: “Between stress and wonder, the twists and turns and questions follow one another, they are not the same and are in constant evolution … But it is the emotional stages, the questioning of one’s partner or the sudden imperative need to settle old family affairs, to ‘put one’s life in order,’ that represent the greatest surprise for those who are confronted with them. ‘It’s like an earthquake, a volcano, a tidal wave.’ ” Psychosocial advisers told me that they wanted to break the image of a happy pregnancy: They consider it their duty to inform people that pregnancy is not necessarily pleasant and can cause fragility and anxiety. Alexandra told me that she felt it was important to “break the image that a young mother is necessarily happy. You have to tell them that it can happen that things go wrong, that you hate your baby.” Psychoanalytical ideas are thus strategically used to carve out a new territory for psychosocial care, shifting professional boundaries. Since pregnant people are fragile and destabilized, and since gynecologists lack the time and skills to delve into pregnant patients’ emotional states, they must be offered psychosocial support by the midwives and social workers. Bringing the pregnant mind into the purview of prenatal care at the same time promotes a new understanding of pregnancy as a psychological ordeal.

The influence of the “normal crisis” theory of pregnancy sets the Pregnancy Support Center apart from other forms of psychosocial prenatal care in Switzerland. In Geneva, since 2008, the main public hospital offers a psychosocial prenatal appointment to all pregnant people who plan their delivery there. The Geneva prenatal interview was created with the explicit goal of preventing and detecting postpartum depression (Nanzer and Epiney 2013, 2015; Sancho Rossignol and Nanzer 2010). Recently, influenced by Chantal Razurel’s (midwife and psychologist) work on stress in the pre- and postpartum, this model is slowly extending to the wider Geneva region (Razurel et al. 2017; Razurel et al. 2016; Razurel et al. 2010; Razurel, Kaiser, Dupuis, Antonietti, Citherlet, et al. 2014; Razurel, Kaiser, Dupuis, Antonietti, Sellenet, et al. 2014). The Geneva model was created by psychiatrists and psychologists and is thus more distinctly psychological in its form than the Pregnancy Support Center model. It relies on the use of psychometric questionnaires and standardized interviews (Razurel 2015; Razurel, Kaiser, Dupuis, Antonietti, Citherlet, et al. 2014; Razurel, Kaiser, Dupuis, Antonietti, Sellenet, et al. 2014). At the Pregnancy Support Center, such tools are not used. The center’s model represents the original integration of psychoanalytical ideas into a unique psychosocial model of care.



DISCIPLINING EMOTIONS

When faced with pregnant clients expressing violent emotions, I witnessed midwives recommend that they engage in emotional regulation so that their fetus would not suffer. During an “intervision,” when staff discuss complex cases, I observed, Julia, a midwife, present the case of Carla, twenty-seven years old and pregnant with her first child. Carla had recently separated from her partner and had had several consultations with Julia and a social worker. Julia described Carla as slightly “mentally handicapped,” unemployed, “a bit of an outsider,” “partying a lot,” and having had a “messed up life.” Her partner was reportedly violent and alcoholic. While her description served the purpose of communicating what she saw as psychosocial risk factors to her colleagues, her choice of words also betrayed sociocentric judgment of Carla’s “marginal” lifestyle. The reason that Julia was concerned, however, was not related to these social and health-related risks—it was Carla’s emotions. During a consultation with Carla and her partner, the latter allegedly asked for a paternity test to be performed once the child was born, which made Carla very angry. Midwife Julia told her colleagues how Carla’s anger worried her and how she encouraged Carla to control her emotions:


I saw the woman alone again. That allowed me to take up the story of the paternity test, to explain to her the meaning of it, that it was not against her. And now she is very angry, she has very aggressive words, like “I’m going to beat him up.” I try to calm her down a bit, finally I come back to the pregnancy, I show her pictures, I explain things to her. Then she calms down and then I try to resume with her, to tell her that it strikes me to see how violent she is. “The words you said to me, the things you’re saying,” I say. “You know, you’re pregnant!” The goal is not to make her feel guilty, but to tell her “Not only will your child not be able to live in an environment where there is always a threat, where there is violence, but also when you speak, when you rant like that, your child will also hear a certain number of things! You will have to work with this anger so that you can find calm again.” I did relaxation exercises with her, conscious presence, being able to breathe. I encouraged her to learn to deal with her emotions. For me it’s really important to get her to pay attention to that. I’m concerned.



In this excerpt, Julia recounts how she applied a “pedagogy of affect” (Ameeriar 2015) by encouraging Carla to manage her anger. She coached Carla in body exercises aimed at altering her emotions. What Julia did not do, however, is investigate and possibly alleviate the causes of Carla’s emotions, including being exposed to a violent and alcoholic partner and living in a financially precarious situation. Anger is seen as unwelcome because of the pregnancy, and Carla is positioned as responsible for managing her emotions through relaxation practices.

I soon realized that when psychosocial advisers engaged with pregnant clients, it was not psychoanalytical theories and their understanding of pregnancy as a crisis that they foregrounded. The “normal crisis” model usually directs attention to the pregnant person and the psychological processes they are experiencing while being pregnant. In contrast, I found that concerns for the future child were at the forefront during encounters with clients. Pregnant clients’ emotions were addressed because of fears they would affect the fetus and the mental health of the unborn child.

Julia considered Carla to be in a moment of “emotional deviance” (Hochschild 1983, 57), a discrepancy between what a person feels and what they should feel. Arlie Hochschild (1983) coined the term “feeling rules” to refer to “what guide emotion work by establishing the sense of entitlement or obligation that governs emotional exchanges” (56). Emotions, Hochschild argues, are something we manage according to social scripts. Pregnancy literature such as books and magazines are repositories of “pregnancy rules” (Oaks 2001, 4), which increasingly include emotional management. In parallel to the disciplining of pregnant bodies, pregnancy manuals also encourage pregnant people to regulate their emotions for fear that their stress will affect their fetus (e.g., Lupton 1999; Marshall and Woollett 2000). In magazines for pregnant women in the United States, Gardner (1994a) noted a constant injunction to manage emotions and avoid anxiety: “During pregnancy, women are often told to avoid ‘thinking too much,’ ‘being anxious,’ ‘worrying,’ or ‘introspecting’ for a variety of reasons” (79). In Switzerland, the management of one’s own emotions forms a central part of the advice given to parents through parenting literature and encounters with parenting experts (Preissler 2022b). Parenting advice “call[s] on parents to ‘work’ on themselves, to reflect on their state of mind and to regulate their feelings” (Preissler 2022b, 238), cultivating “docile emotions” (239) as an ideal of good parenting.

Moments of emotional deviance not only make feeling rules visible; they also reveal that rules are not straightforward. In July 2013, I observed a consultation between Alexandra and thirty-five-year-old Lana. Lana’s partner had left her when he learned of her pregnancy. Because Lana’s profession is in the field of psychiatric care, a certain collusion of vocabulary quickly developed between her and Alexandra.


ALEXANDRA: Are there times when it’s not going so well?

LANA: Yes, when I come home from work alone, I have a hard time making my own food. Sometimes I cry by myself, so I release some of the pressure. But I’m afraid it will affect the baby. So I talk to him/her,3 I tell him/her that it’s not about him/her, I tell him/her that it’s his/her daddy, that he chose not to be here and that I have to accept it but that it’s not against him/her. I try to reassure him/her.

ALEXANDRA: Why do you think s/he feels that?

LANA: Because they say that hormones are very psychologically linked with the fetus and all that and it gets all—

ALEXANDRA: You can forget about it.

LANA: Is that right?

ALEXANDRA: That’s not true at all. The child, what s/he feels is the stress, if for example s/he doesn’t have enough blood arriving in the placenta there is a rigidification of the blood vessels, which can cause growth restriction—physical, mental stress, workplace bullying, things like that. If your state of sadness leads to that, it could have consequences like that, if it really puts you in a state of prostration. But as long as you just have emotions, which are natural in your case—we are human beings, never 100 percent—100 percent does not exist, it is not human. Tell yourself that it is even good that you cry for the child, you are a mother, a natural, living woman, that is what s/he needs. It would not be good to stop you. It would be out of guilt. It is very bad for the child, guilt. It’s especially bad when you want to force yourself not to feel. It’s very good the way you do it, you tell him/her things, you tell him/her it’s hard—the child will be able to put it in a drawer, to tell him/herself that it’s not because of him/her that mommy is crying, s/he won’t carry it with him. Go ahead, live what you have to live, it’s even good for him/her. But I know we’re steeped in this idea, all the emotions we don’t like—Anger is really good too.



Whereas midwife Julia framed anger as a negative emotion to be suppressed, here Alexandra has introduced a hierarchy of emotions according to which sadness is “natural” and harmless while stress and guilt are harmful to the unborn child. Midwives modulated their interpretation of emotions according to the situation of their interlocutor and according to the social and cultural distance between professional and patient. Julia disapproves of Carla’s behavior and clearly advises her to change it, whereas Alexandra, who sees Lana as a competent parent, comforts her and gives her interpretive tools to manage her emotions. Midwives thus behave as “experts of subjectivity” (Rose 1990) who instruct parents in “technologies of the self” (Foucault 1984) that typically characterize good citizenship in modernity. In both examples, such detailed attention to emotional management sidesteps practical, social, health, or other problems that pregnant patients are experiencing.

Fears that emotions during pregnancy may have an impact on fetuses derive from long-standing anxieties about the pregnant body and mind. The idea that the emotions of the pregnant woman can affect the health of the child in utero was particularly popular between the sixteenth and eighteenth centuries in the form of the doctrine of “maternal impressions” (Hanson 2004; Kukla 2005). The theory held that experiences, emotions, and sensations during pregnancy could be inscribed directly on the body of the fetus, creating marks or visible deformations on the child’s body. Medical textbooks described the following phenomena, for example: “Cravings for strawberries and other fruits caused birthmarks resembling those fruits; cravings for shellfish caused particularly grotesque facial deformities; fright by a bear would cause a hairy child; being startled by a hare would cause a harelip or cleft palate; and lascivious thoughts could produce hermaphroditism and other obscene monstrosities” (Kukla 2005, 14). In another example, the birth of an “Ethiopian” child is explained by a painting of a dark-skinned man that the woman viewed at the time of conception (2005, 15). The features observed on the children’s bodies were thus linked to the pregnant mind—her positive or negative feelings and the mental images associated with them.

The corporeal version of the doctrine of maternal impressions (in which viewing an object could mark the body of the fetus) was progressively marginalized in medical writings during the nineteenth century (Gardner 1994b; Oakley 1984). However, the general idea of the influence of the female mind persisted. At the turn of the eighteenth and nineteenth centuries, medical research began to focus on physiological influences on fetal health (Arni 2012; Richardson 2021). Embryo-fetal physiology focuses on the close relationship between maternal and fetal bodies and how strong sensations could disrupt the nutrition of the fetus and thereby its nervous system (Arni 2012). In the 1940s, this hypothesis was explored within the framework of endocrinology: Women’s emotions were transmitted to the fetus through hormones.

In contemporary Switzerland, the Pregnancy Support Center operates in a context in which at least three theoretical frameworks fuel anxieties over the impact of pregnant people’s emotions. Attachment theory, initially developed by psychoanalysts René Spitz (1945, 1951) in the United States and John Bowlby (1951, 1969) in the United Kingdom, underlines the importance of maternal attachment to the health and well-being of infants and children. Attachment theory became a core component of the social and scholarly construction of “good” motherhood in Europe and North America through the promotion of “proximal parenting,” or attachment parenting (Bobel 2002; Faircloth 2013; Kanieski 2010), and is part of the daily vocabulary of parenting advisers in Switzerland (Preissler 2022b). Growing attention to postpartum depression and the implementation of various types of screening strategies in Switzerland over the past two decades has also been fueled by the risks such episodes may pose to the mother-child relationship and hence to children’s mental health (Razurel 2015; Razurel et al. 2013; Sancho Rossignol and Nanzer 2010). The development of neuroscience has also greatly increased the focus on the fetal and infant brain and has informed warnings to be wary of anything during pregnancy that might damage fetal brain function (Lowe, Lee, and Macvarish 2015; Macvarish 2014, 2016). More recently, the development of epigenetics and research on the “developmental origins of disease” is also renewing attention to the detrimental effects of maternal stress on offspring (Lappé and Jeffries Hein 2021; Richardson 2021). Epigenetics has fueled new public health strategies around the world based on the idea that the “first thousand days” of life—which include pregnancy and the first two years—are a time of increased sensitivity to epigenetic processes and, as such, a window of opportunity to prevent health problems across future generations (Pentecost 2018, 2024; Pentecost and Ross 2019; Yates-Doerr 2011). Epigenetics has not had the same massive influence on maternity and early childhood care in Switzerland as it has in France (Fournier and Jarty 2019) or South Africa (Manderson 2016), for instance. Nevertheless, the idea that pregnancy is a crucial stage of development that determines future children’s health is still culturally prominent and reinforces “gendered imaginaries” (Chiapperino and Panese 2018) of maternal responsibility for fetal health.

At the Pregnancy Support Center, one of the main concerns regarding the pregnant mind is that a depressed mother will not be a “good” mother. During an informal conversation at coffee time, one midwife told me that maternity health care providers at the local public hospital had decided to hospitalize a patient in a psychiatric ward against her will just after delivery.4 This woman, according to the hospital, was displaying signs of mental illness. This midwife had supported this decision by the hospital’s health care team: It seemed important to her that the professionals had time to “evaluate her maternal skills.” A mother deemed too mentally ill is suspected of being an abusive mother in the making, to the point that hospitalization may be ordered in the name of the child’s welfare even before birth.



REMAPPING REPRODUCTIVE BOUNDARIES?

The psychologization of pregnancy shifts epistemic boundaries, redefining what pregnancy is through a psychological lens. Psychoanalytical theories were particularly influential in reframing pregnancy as a period of crisis within the reproductive process. Accompanying this redefinition, professional boundaries were remapped, with mental health professionals entering the field of prenatal care. Claiming psychological expertise allows psychosocial counselors to position themselves as complementary to medical doctors.

Incorporating psychological sensitivity into prenatal care potentially allows for more holistic care and extended support for persons who need it while they are going through an important life transition. However, expanding prenatal care to the pregnant mind also contributes to the psychologization of everyday life (Castel and Le Cerf 1980; Donzelot 1977; Rose 1990). The rise of “therapeutic culture” fosters self-examination, self-improvement, and reflexivity as hallmarks of good citizenship (Furedi 2004; Madsen 2014). The Pregnancy Support Center instructs clients that “good” parenting involves the management of emotions and the involvement of psychosocial experts. Good pregnant subjects are to be mindful of their emotions. Thus, what pregnancy is as a reproductive stage and what pregnancy care providers should attend to has shifted.

As shown by the way Carla and Lana’s cases were handled, feeling rules at the Pregnancy Support Center are contradictory. On the one hand, it seems impossible for pregnant people to remain serene during pregnancy since pregnancy is alleged to disturb their psychological balance and their relationship with their partner and with their mother. As Italian feminist Patrizia Romito summarized, according to psychological theories, “pregnant women are mentally disturbed and this is normal” (1990, 36). But at the same time, pregnant subjects are enjoined not to allow themselves emotional excesses and to actively discipline their emotions. This forces pregnant people to engage in careful “calibration” (Cairns, Johnston, and Oleschuk 2019; MacKendrick and Pristavec 2019) of their maternal identity to avoid being identified as either unnaturally serene or excessively emotional.

While this process has been framed overall as reclaiming pregnancy not only as a medical event but also a psychological one, biomedical and psychological definitions of pregnancy are not necessarily two territories with clear-cut borders. Psychosocial prenatal care also reproduces the fetus-centered culture that dominates the medical approach to pregnancy (Lupton 2012; Manderson 2016; Manderson and Ross 2020). In practice, the midwives and social workers that I encountered during my fieldwork were more concerned with preventing bad outcomes for fetuses and children than caring for pregnant clients’ mental health.

While shifting the borders of prenatal care, psychosocial care at the Pregnancy Support Center does little to rethink the boundaries of the environments of reproduction. When describing the Japanese “theory of gestation,” Tsipy Ivry (2010) underlined that mothers are understood as the physical and mental “environment” for their fetus. Mothers and babies form “holistic entities,” and the unborn baby is “totally dependent on every single aspect of the maternal environment” (2010, 95). The attention that doctors pay to a pregnant patient’s mental state, Ivry writes, “adds to her portrait as an all-powerful motherly environment, in the physical and mental sense” (2010, 99). At the Pregnancy Support Center, neither focusing on women’s emotions nor on their impact on future children disrupts the positioning of mothers as primarily responsible for children’s health, the dynamic that Ivry describes in the Japanese “environmentalist theory of gestation” and that is also typical in Swiss prenatal care. The mental health of fathers was largely ignored at the Pregnancy Support Center. At most, pregnant clients were asked how their partners were “experiencing” the pregnancy. If men were present, they were encouraged to support and look after their pregnant partner. Psychosocial advisers often leave unexplored the larger social and physical environment in which pregnancies unfold. Feminists have underlined how gender norms and ideologies of good motherhood may influence postnatal mental health (Santino and Monaghan 2023; Tseris 2022). In Switzerland, relatively short maternity leaves (fourteen weeks) in comparison to the rest of Europe, as well as a shortage of day care facilities, are major stress factors in the postpartum. The influence of psychology on prenatal care, however, revives the framing of pregnant women as “fetal containers” (Annas 1986) and curtails consideration of structural factors that may influence their mental health.








4  •  A GOOD FUTURE
Normalizing Lives




During Valerie’s appointment with midwife Colette (described in chapter 2), a large number of Colette’s questions for her client concerned the future: “Will you have help and support from family members when you come back from the hospital?”; “Do you plan to work full-time or part-time after your maternity leave?”; “Which childcare options have you considered for your baby?” Preparing future parents for birth, the postpartum, and beyond forms a significant part of the Pregnancy Support Center’s activities. Midwives and social workers seek not only to know how future parents plan for the arrival of their child but also to intervene to change these plans if they are considered inadequate. When Valerie told Colette that she was a smoker, Colette promptly advised her to cut down on cigarettes and change her clothes after smoking. Appointments entail evaluating and disciplining pregnant clients’ behavior according to predefined understandings of what a “good” future involves.

Anticipation is a temporal regime in which the present is thought of and acted on in reference to possible futures (Adams, Murphy, and Clarke 2009; Ben Anderson 2010; Tavory and Eliasoph 2013). Experiences of health, illness, and medical care are often marked by hopes and fears regarding possible futures, and these imagined relations guide present actions (Harrison, Smith, and Adams 2024). Anticipation is particularly enmeshed in reproductive imaginaries: Reproductive and parenting decisions often involve ideas about potential futures (Adams, Murphy, and Clarke 2009; Ballif 2023a; Barnes 2014; Broer, Pickersgill, and Cunningham-Burley 2022; Sänger 2015; Svendsen 2015, 2021). Anticipation in psychosocial prenatal care creates a “time displacement” (van der Ploeg 2002, 62) that reconfigures events and the subject: Potential futures become the ultimate standard against which the present is evaluated, “good” maternal behavior is expected from pregnant clients even before their child is born, and fetuses are considered to bear children’s rights.1

At the Pregnancy Support Center, such integration of the future into prenatal care is intended to be different from the way medical care handles anticipation. Psychosocial advisers are critical of medical care for its “risk logic” that centers on avoiding bad future outcomes for the fetus and neglecting parents’ psychological and practical “preparedness” for the birth and postpartum. But like risk-based medical pregnancy care, psychosocial anticipation relies on normative definitions of what constitutes a good future (Ballif 2014). Psychosocial care thus creates new expectations of preparedness and anticipatory parenting. In this chapter, I interrogate the different meanings of anticipation at the Pregnancy Support Center and explore the role of psychosocial advisers in shaping ideas of pregnancy and fetal subjects, of good citizenship, and of a good life in Switzerland.


ANTICIPATION, RISK, AND PRENATAL CARE

Evaluating future parents’ level of preparedness for the arrival of their child is a core element of psychosocial care at the Pregnancy Support Center. When discussing her work with me, midwife Julia underlined the importance of checking her clients’ plans: “For me, what is essential in what I do is how … Madame and Monsieur project themselves,2 how they are going to organize themselves around this child. On the practical level as well, how they prepare for the birth, what their questions are—but also talking about their return from the hospital.” As Julia puts it, pregnancy involves a process of preparation both for the immediate and long-term future. The Pregnancy Support Center offers a designated space for anticipation. The center’s staff anticipate health, administrative, financial, relational, or work-related matters and mobilize future parents to organize themselves in anticipation of these issues.

Anticipation in psychosocial care builds on a critique of medical prenatal care: Midwives and social workers believe that gynecologists both ignore psychosocial problems and fail to anticipate their consequences. Discussing her work with me, midwife Caroline blamed medical care providers for failing to identify psychosocial difficulties: “You see, sometimes gynecologists don’t necessarily ask women questions, or women don’t dare to talk about their difficulties. So, in the end, they have a lonely and stressful pregnancy, and suddenly they come to the hospital for a prenatal checkup, and they are asked, ‘But actually, where is the father?’ for example. And then we see them at thirty-six, thirty-eight weeks of pregnancy and we realize that this whole pregnancy happened and [the woman] did not have any support. It is a shame, really.” Psychosocial care thus extends anticipation to areas that medical care does not cover, bringing it beyond bodily risks to the psychosocial.

Risk-focused anticipation is a core element of medical prenatal care in Switzerland and motivates medical surveillance of pregnancies (Burton-Jeangros et al. 2013; Burton-Jeangros, Hammer, and Maffi 2014a; Hammer and Burton-Jeangros 2013). Risk discourse is pervasive in prenatal care in Switzerland (Ballif 2014, 2019; Burton-Jeangros 2010, 2011; Burton-Jeangros et al. 2013; Gouilhers et al. 2019; Hammer and Burton-Jeangros 2013; Hammer and Inglin 2014). Like other highly medicalized contexts, gynecologists delivering pregnancy care consider a “duty to inform” (Hammer 2010, 245) their patients about risks inherent to pregnancy (such as miscarriage or fetal malformation) and about medical procedures (like amniocentesis or C-sections) to be a central part of their work. This sense of duty is fueled by increasing fears of the legal repercussions of failing to inform, even though Swiss gynecologists stress that legal proceedings against medical doctors remain very rare in Switzerland in comparison to the United States, to their relief (Hammer 2010). Routine prenatal care involves information about risks associated with alcohol, tobacco use, and certain foods in pregnancy. Prenatal screening for genetic abnormalities is offered to all pregnant patients, which combines measuring nuchal translucency by ultrasound and serum testing via a blood test. When the probability of genetic malformation is considered high, patients are offered amniocentesis, a more risky and invasive procedure. As in other contexts where prenatal care is highly medicalized, risk discourse focuses on fetal health and positions pregnant people as responsible for those outcomes (Hallgrimsdottir and Benner 2014; Lupton 1999, 2011, 2012; Ruhl 1999).3 Pregnant patients in Switzerland develop contrasting attitudes toward the culture of medical risk, ranging from skepticism toward risk logic and health advice to aspiration for control and risk avoidance (Burton-Jeangros et al. 2013; Hammer and Burton-Jeangros 2013). Faced with advice to abstain from drinking alcohol for fear that it could cause fetal malformation, some pregnant patients relativize risk, while others strictly adhere to expert advice (Hammer et al. 2022; Hammer and Inglin 2014). All, however, report feelings of anxiety and guilt associated with the “pervading discourses of risk” (Gouilhers et al. 2019, 762) in prenatal care.

To differentiate their approach from the biomedical model, staff at the Pregnancy Support Center hardly ever used the vocabulary of “risks,” “risk factors,” or “risk avoidance,” which they strongly associated with the medical world, to explain their approach to anticipation (Ballif 2014). A “risk” approach to pregnancy care was, for them, synonymous with a focus on fetal health, rushed appointments, and anxiety—a criticism shared by classic feminist analyses of the medicalization of pregnancy (Gardner 1994a; Katz Rothman 1982; Lupton 1999; Ruhl 1999). In contrast, the anticipatory approach to prenatal care at the Pregnancy Support Center emphasizes preparedness, not only to manage and avoid pregnancy risks (specifically, bad fetal outcomes) but to maximize readiness for other aspects of future (parental) life. Compared with the biomedical model and its focus on “risk,” the center’s anticipatory model is understood as a less anxiety-inducing approach to birth and the postpartum period, one that emphasizes the importance of thinking about the future and acting in the present in a more pragmatic way. Underlying anticipation is the idea that the birth of a child generates practical and administrative work that needs attending to in a timely manner but that should not necessarily become laden with the sense of fear and danger. It also intends to shift the focus away from fetal health to encompass the need for future parents to prepare themselves for their impending role.

Being prepared and well organized are aspects of what is considered good citizenship in Switzerland. Liberalism and individual responsibility are characteristic features of Swiss society and politics. In comparison to other European countries, the federal government is “much more reluctant to implement restrictive public health policies” (Trein, Rüefli, and Vatter 2023, 715). Instead, health policies have historically been dominated by the principles of free choice and individual responsibility. The national health insurance system, while creating an obligation for all residents to have insurance, leaves individuals free to choose their insurance provider and yearly deductible. Despite rising costs that put many Swiss households in financial difficulty, premiums are not adjusted to income (cantons offer subsidies with varying criteria). The federal state is likewise reluctant to implement family policies that would facilitate work-life balance and day-care options. Moreover, an “obligation to self-organize the reconciliation of work and the family” (Fux 2002, 10) has characterized the scarce Swiss family policies that do exist (Häusermann and Bürgisser 2023; Levy, Widmer, and Kellerhals 2002). Liberalism goes hand in hand with the expectation that individuals will make rational choices and plan and manage their lives responsibly. At the Pregnancy Support Center, despite staff’s general political sympathies for welfare measures and social solidarity, midwives’ and social workers’ expectations about how future parents should prepare are deeply informed by this liberal political culture.



TIMELY INTERVENTION

Each appointment at the Pregnancy Support Center is categorized to correspond to the stage of the client’s pregnancy and is so coded in the unit’s electronic files: “pre-conception,” “first trimester,” “second trimester,” “third trimester,” or “postpartum.” For each stage, a slightly different interview structure is used. Stages of pregnancy are thought to differ from each other both physically and psychologically. This representation of pregnancy as a succession of different stages parallels the use of time standards in obstetrics. Medical management of both pregnancy and birth became organized along a standardized temporal logic over the twentieth century: Milestones, stages, and rhythms orient health professionals’ actions during pregnancy and labor (Downe and Dykes 2009; Simonds 2002). Pregnancy checks, ultrasounds, and tests are organized along a standard pregnancy calendar divided into trimesters, months, and weeks. At the Pregnancy Support Center, this temporal logic is extended to the psychological sphere. In a brochure, the two founders described pregnancy as divided into three psychosocial stages. The first trimester of pregnancy is associated with mixed feelings about pregnancy:


In early pregnancy: … During a first appointment, our role is of course to provide accurate information to the questions they ask but also to allow the woman, and the man if he is accompanying her, to situate this pregnancy in her context and to share her first feelings, which can sometimes be unsettling.… Quite often, early pregnancy is characterized by what we call a time of ambivalence. The desire for a child mixes with the fear of pregnancy, the fear of becoming a parent.



The second trimester is associated with a more positive state of mind:


Pregnant women generally describe the second trimester of pregnancy as the most fulfilling.… More often than not, [the pregnant woman] has regained all of her energy, she feels active and creative towards the future. But it is also during this period that women share with us possible tensions with their employer or their family.



The third trimester is a time of physical discomfort and preparation for birth:


From the start of the third trimester, pregnancy becomes more “cumbersome.” Along with backaches and other physical symptoms, contractions can be a sign of extreme tiredness and unease.… The closer the arrival of the child, the more the pregnant woman needs everything to be ready to welcome him/her.4 It is the last moment to make sure all the steps being taken are in order.



Midwives and social workers believe that their intervention should be stage-appropriate: providing the right information at the right stage of pregnancy. Anticipation—both as a professional and parental skill—is indexed according to the psychosocial stages of pregnancy. Future parents should prepare for specific things during specific periods of the pregnancy. In this vein, according to Nadine, a social worker, it does not make sense to talk about birth or the postpartum period in early pregnancy: “If I meet a person or a couple for the first time, well I won’t talk about the next stages [of pregnancy] with them, I will tell them, ‘Let’s make another appointment another day where we will talk about the postpartum, later.’ Because it is quite useless to bury them under new information that they will remember only in pieces.”

Stage-appropriate intervention is a shared ideal among midwives and social workers. Conceiving of pregnancy as a succession of psychological and physical stages, each with their own specificities, aligns with and contributes to the belief that pregnancy should be a supervised experience (see chapter 5). If pregnant people experience different states of mind and encounter different challenges each trimester, repeated consultations at the center are necessary. In reality, however, midwives and social workers are often unable to offer regular appointments to their clients. Most appointments occur in the last trimester of pregnancy, which professionals consider at odds with the need to anticipate and prepare appropriately. “Meeting people very late allows us to think about birth, but it doesn’t allow for anticipating difficulties, or you anticipate very late. We would really like to see people from the twenty-fifth week of pregnancy, and even earlier when they have difficulties” (Charlotte, sixty-three, midwife). Many staff members expressed their frustration, explaining that since the center is chronically understaffed due to underfunding, clients often had to wait weeks, sometimes months, for an appointment. Moreover, many clients contact the center late, having not been previously aware of the center’s existence. The center’s management team made proactive efforts to advocate for early psychosocial consultations among health care professionals and the wider public, which led third-trimester consultations to decrease from 70 percent to 58 percent during the last decade. But midwives did not want to see clients too early in pregnancy either. Between one and twelve weeks of pregnancy, midwives consider the risk of miscarriage to still be high, making prenatal appointments during this period inappropriate. Julia (a midwife) expressed her sense of unease about such early appointments: “I have seen some women at six, seven, eight weeks of pregnancy and I felt like they were not really in the thing. You are still in the period where you can have a miscarriage.… A part of me was thinking: ‘Does it make sense to talk about all of that? Maybe in a week the girl will have a miscarriage.’ And I was thinking ‘Would it not make more sense to see them at ten or twelve weeks?’ It is very different. Because women are more into it, they are out of the risk of miscarriage.”

Anticipation as a model of psychosocial care relies on normative conceptualizations of pregnancy as entailing specific states of mind and sets of behavior. Midwives and social workers organize their work according to what is considered the “normal” attitude for pregnant people in each trimester. It is in that sense that anticipation as a temporal logic is intrinsically psychosocial and differs from a risk logic that professionals associate more specifically with physical health and medical care.



FAILED ANTICIPATION

As a skill that future parents are expected to develop and deploy, anticipation acts as a measure of “good” mothering in psychosocial pregnancy care. In the United States—a context also marked by the influence of individual responsibility—Han (2013) describes how preparing the baby’s room while expecting is a typical feature of middle-class experiences of pregnancy. “Remodeling the house,” Han (2013, 125) writes, is one of the processes through which “families become remade” with the arrival of a new child and is expected in an “ordinary pregnancy” in America. During the appointments I observed, health care providers sometimes openly criticized pregnant clients for failing to anticipate properly because decisions were not made at the right moment. Sometimes practical concerns were involved: Some administrative steps like applying for parental leave or subsidies are time-sensitive, and a failure to act in a timely manner can be detrimental to future parents. During an appointment, Agnes (a social worker) criticized her client for not having registered her future baby in a nursery yet. In Switzerland, a long-standing shortage of day-care provision translates into monthslong, and even yearslong, waiting lists. Registering as early as possible ensures the best possible chance of securing a place.

Typical examples of failed anticipation occurred when clients’ attitudes did not conform, as prescribed, to the relevant psychosocial stages of normative pregnancy. Midwife Alexandra rebuked Lana, a thirty-five-year-old nurse pregnant with her first child, who was eager to discuss the birthing experience although she was only four months pregnant:


ALEXANDRA: I think it’s a bit early to talk about birth, what do you think?

LANA: I think a lot about birth. I am looking forward to it!

ALEXANDRA: Are you not worried? Didn’t you hear alarmist things?

LANA: No. I’ve always wanted to be a midwife. My mum always told me about her deliveries as something wonderful.

ALEXANDRA: It is a bit early because you are not the same at eighteen, twenty, or twenty-five weeks of pregnancy. It is a psychological process. We can feel worried at thirty weeks when you feel your belly grow big. When the body deforms, sometimes the mind—you have to digest and allow yourself to have apprehensions. You shouldn’t idealize delivery. It can be heavy and hard. You shouldn’t feel guilty if you have fears.



Alexandra clearly disapproved of Lana’s attempts to think about birth at a stage in pregnancy she considered too early. She considered planning for birth appropriate during the third trimester—not at the start of the second. The midwife made her client aware that she should postpone these thoughts until later. Alexandra further reprimanded Lana for her lack of apprehension with regard to delivery. Thinking about birth as a “wonderful” event, or as something to look forward to, is not contingent with a “normal” pregnant state of mind, the midwife explained. Clarifying what she considers to be the proper mode of anticipation, Alexandra warned that her client “shouldn’t idealize delivery,” setting rules for how to feel while pregnant.

Through such examples of failed anticipation, psychosocial advisers reveal their understandings of what a “normal” future as a mother should look like. In a conversation, Catherine, a social worker, told me about a recent client whom she thought was “not being realistic” about her future motherhood plans: “The other day, I received a twenty-six-year-old woman who wants to start studying midwifery in September although she will give birth in December, and on top of that she will take care of her partner’s two children. She is in denial!” For Catherine, this client’s plan to be a student, a mother, and a stepmother is not realistic. The social worker establishes her conceptualization of a normal future as the only one grounded in “reality,” and accordingly, she expects her clients to anticipate “realistically.” This means along the lines of her normative representation of motherhood.

Another example of failed anticipation arose in a consultation between Agnes, a social worker, and Libby, a thirty-four-year-old married client who was due to give birth to her first child two weeks later. In this case, the social worker admonished her client for wanting to make decisions she considered inappropriate. During their appointment, Agnes explained the existing options to extend one’s maternity leave beyond the Swiss legal minimum of fourteen weeks. These options include using one’s (paid) holiday entitlement or taking (unpaid) leave, for which local authorities offer meager financial compensation. Libby asked if her husband could take parental leave and stay home with the baby because she wanted to go back to work immediately at the end of her fourteen-week maternity leave. Visibly surprised at this plan, Agnes did not answer Libby’s precise question but laughed and continued the conversation as such:


AGNES: Have you already taken care of other babies?

LIBBY: A little. Not really. I don’t have a lot of experience, but I know a lot of things.

AGNES: Yes, but when I hear you, I think, “She is not in Baby’s reality!” [laughs].5

LIBBY: Oh, yes?

AGNES: Because you are already thinking about going back to work, I thought, “Oh gosh, when Baby’s here, I would be curious to see what you think!”

LIBBY: No, I know it will be difficult; I hear mothers talk—

AGNES: It’s hard to leave them to go to work! Because sometimes you have plans and when the baby is here, you think, “Can I really do this, what are my priorities?” It changes. This is why I think it’s good to know your options but leave decisions for after the birth.

LIBBY: I think so too. Maybe I will change my mind.



Agnes barely hid her disapproval of Libby’s plans, as her anticipated future was considered not to be in line with the “reality” of having a baby. This reality entails, in Agnes’s view, a shift of priorities from work to mothering. Since this shift appears not to have happened in Libby’s case, Agnes explains in a rather patronizing tone that she should wait for this transformation to occur before she makes any decisions. In her electronic file (inaccessible to Libby), Agnes wrote: “Libby does not seem aware of the baby’s arrival.” The vocabulary of “reality” and “awareness” bluntly reveals the uncritical normative conceptualization of the pregnant person’s future as prioritizing maternity over career. The “haunting images” (Gammeltoft 2013, 93) that psychosocial advisers push against and try to prevent from becoming reality are not those of children with disabilities, as Tine Gammeltoft described in her ethnography of prenatal screening in Vietnam, but those of the “detached parent” (Faircloth 2014) who is not sufficiently physically and emotionally available for their child.



A GOOD FUTURE

Anticipation draws upon images of the future that one seeks to avoid or to bring about. In official policy documents, the Pregnancy Support Center’s mission is to “accompany” future parents and answer their questions. In practice, I noticed on several occasions how midwives and professionals tried to change their clients’ decisions and orient their actions in specific ways. In these instances, acting upon the present in relation to anticipated futures often took the form of promoting traditional gender roles.

Psychosocial advisers implicitly regarded full-time work as incompatible with pregnancy and early infancy. They regularly encouraged their clients to lower their working hours during pregnancy. In Switzerland, pregnant people normally work until their due date, unless their gynecologist puts them on medical leave earlier (which does not affect one’s salary). For example, Colette (a midwife) praised seven-months-pregnant Valerie’s choice to lower her occupation as an office clerk from full-time to half-time (see chapter 2): “Yes, at some point you need to make a choice. We see a lot of women who are very invested professionally. Often around twenty-eight, thirty weeks [of pregnancy], it’s like there is a choice to be made. They have operated around their job a lot and suddenly the baby is more present, the pregnancy has requirements. The ones that can’t let go of work, they end up with insomnia, exhaustion, depression. If one can slowly diminish [one’s percentage], that’s better.” Colette warned Valerie of the risks associated with being too invested in her career. She presented the third trimester as a time in which clients have to choose between their job and their health.

In another example, Sabrina (a midwife) conveyed the same notion of late pregnancy as incompatible with work and made her client doubt her own assessment of the situation. Doris was six months pregnant and worked a full-time office job. During the appointment, Sabrina asked her several times how she felt and if working full-time was not too much—to which Doris continually responded that she felt great. Accordingly, Sabrina explained that this was not going to be the case for very long:


SABRINA: You will need to see how it goes with your job, how you will manage, if sitting is making you tired. When Baby grows up, she/he comes into the pelvis and sometimes presses down, it hurts in your legs, and you can have edema. With the [summer] heat, the next two months are going to be tough. You will need to see how you feel with working, if it suits you. If you feel it’s too much, don’t hesitate to talk about it with your gynecologist to change your percentage a little bit or even stop.

DORIS: I have already talked about that with him. I feel so good that I wonder if I am not aware of my limits.



Even if Doris feels perfectly fine, Sabrina’s speech makes her doubt her own sensations.

If psychosocial advisers encourage clients to work less during pregnancy, especially at a late stage, it is with the goal of protecting maternal and fetal health. Since gynecologists do not routinely put pregnant patients on leave (and are under pressure from employers and health insurance companies not to do so too generously), psychosocial advisers view their role as empowering clients to ask for medical leave and not strain themselves. As the center’s first midwife and social worker expressed in a brochure, it is for them a matter of women’s rights:


When work overload is too severe, a leave from work is sometimes necessary to stop the vicious cycle of tension/fatigue.… We must often insist, remind them of their rights, so that women realize that it is also by resting that they can take care of their future child and that they should not feel guilty about their transitory “frailty.” Who can work 80% or 100% of the time at a job, “work” 100% of the time in their body to grow a child, and work more at housekeeping, cooking, doing laundry, and cleaning, and this for nine months? Women understand quickly that it is in this full-time pregnancy “work” that they are indispensable and irreplaceable.



The center’s founding members adopted a feminist vocabulary, pointing to the accumulation of productive, reproductive, and domestic work that many pregnant people assume. Contrary to a feminist discourse that might call for pregnant people to be relieved of domestic work, however, psychosocial advisers encourage their clients to pull out of paid work instead.

Moreover, advisers present engagement in paid work as incompatible with taking care of an infant. In some cases, they suggested that mothers—not fathers—diminish their working hours after their baby was born. Returning to work after maternity leave is a frequent topic of discussion during appointments. Given the shortness of maternity leaves (fourteen weeks), many parents try to negotiate with their employers to extend their leave by using their annual paid leave allotment (generally four to five weeks a year) or taking unpaid leave from work (which must be negotiated with their employer and during which time they are not protected against dismissal). Statistically, the birth of a child has a heavy and direct impact on women’s careers. Welcoming a child led one out of seven women to step back from paid employment altogether in 2020, while the remaining cohort reduced their working hours by 20 percent on average (Federal Statistical Office 2021). No such impact is observed on men’s careers.

The “good future” that midwives and social workers prepare for is a future in which mothers—and mothers only—take time off work to take care of their baby. No such expectation is placed on fathers. Social workers at the center routinely encourage pregnant clients to take unpaid parental leave after their maternity leave, without warning them about the risk of early dismissal. Clients are made aware of the possibility of arranging additional unpaid leave and even helped with completing the necessary paperwork. Advisers do not take any similar actions in terms of helping fathers access unpaid leave, however. Social worker Agnes laughed at the idea of her client going back to work while her husband stayed home with the baby. Instead, she explained that Libby could receive a meager subsidy from local authorities if she took unpaid leave from her job after her legal maternity leave (fourteen weeks) up until her child was six months old. Libby inquired about the possibility of her husband receiving this subsidy:


LIBBY: This extension, the father cannot receive it?

AGNES: No [laughs]. They have not thought about that. For now, the father doesn’t get any paternity leave, no.

LIBBY: What a shame.

AGNES: Is it true? You would rather go back to work?

LIBBY: What I would like is to do the ninety-eight days [fourteen weeks of maternal leave], and then I’ll leave her/him with the father.

AGNES: Yes, you say that because the baby is not here yet! [laughs] I’d like to see if you say the same thing in a month!



Agnes adopts a paternalistic tone to inform her client that she does not yet realize what her priorities will be once her child is born. In doing so, she reproduces a gendered order wherein mothers take care of infants and fathers continue in paid employment.

The desire to get back to work immediately after maternity leave is sometimes anxiously interpreted as a potential indicator of depression. In one case, I observed an appointment between Nadine, a social worker, and Natalie, who had given birth to a child three weeks prior. Natalie was a recent college graduate and had been looking for a job in earth sciences while pregnant. She said to Nadine that she would go back to work “as soon as [she] found a suitable job.” After Natalie left, Nadine shared with me that this desire to find job might be a symptom of mental distress:


When she says, “If I find a job in my field as soon as possible I will take it,” it worries me in relation to her baby. When I hear a mother who just gave birth say she wants to find a job immediately, generally it’s not a good sign. [The first weeks] are the most difficult period of the postpartum stage, where we often see women who say they want to go back to work even before the end of their maternity leave. Actually, it’s about getting back to being themselves, they don’t know who they are anymore once they have given birth.



In another interview with me, Nadine clearly expressed that wanting to get back to work early after the birth of a child was, in her view, “a sign of depression.” For Nadine, wanting to get back to work early in the postpartum period was often for the “wrong” reasons: to escape a difficult daily reality of taking care of a newborn and to get back to a familiar professional environment. It is not so much the fact that Natalie wants to work that bothers Nadine but the timing of her desire that is the problem. Thinking about a return to work during the early postpartum period is considered inappropriate and problematic.

The “good” future that anticipation must bring about is one in which care work is an unquestioned maternal priority. Deviation from this norm is met with sarcasm, skepticism, or a pathologizing gaze.



FETUSES AS FUTURE CHILDREN

The first time I attended a “midwives’ meeting” at the Pregnancy Support Center—a meeting for all the center’s midwives to discuss topics relevant to midwifery—the topic of discussion was alcohol and tobacco. In Switzerland, since the late 1990s public health messages have advocated no smoking and no drinking during pregnancy for fear of harmful consequences for fetal development and children’s health. The prevalence of alcohol and tobacco use during pregnancy remains higher than in other European countries, however, for reasons ranging from skepticism toward risk discourses to social norms and peer pressure (Gouilhers et al. 2019; Hammer 2019; Hammer et al. 2022; Hammer and Inglin 2014). After a brief reminder from one of the midwives of the dangers of alcohol and tobacco for fetal and children’s health, the conversation among midwives then drifted to an exchange of tips and tricks to best convey prevention messages to pregnant clients. Alexandra advocated for a direct approach to tobacco prevention, using the image of a “stressed newborn” suffering from withdrawal syndrome:


This, for me, is a way to make them aware, because often women who smoke are very tense, nervous, and need a cigarette. They think, “My job isn’t going well, my relationship is difficult, I’m pregnant, I need my smoke.” I noticed that it can help them become aware by saying “It’s good that you mention [that you smoke during your pregnancy], so we can understand why the baby cries so much. The midwives at the maternity ward can take this into account; they’ll know it’s because of that that the baby cries so much.” “Oh, it will do that?” I say, “Yes, the baby will be stressed; it will be a stressed newborn.” And I felt that this has touched them a little. It’s really about raising awareness!



Anticipation in psychosocial care means that fetuses are talked about mainly in their capacity as future children. In the name of the future child’s well-being, midwives and social workers seek to orient future parents’ actions or redirect their plans, including around their alcohol, tobacco, or food intake during pregnancy.

The highly medicalized prenatal care culture of Switzerland has contributed to positioning fetuses as individual beings, as has been the case elsewhere in North America and Europe. Technological innovations incorporated into prenatal care over previous decades, such as ultrasounds, fetal surgery, and prenatal genetic testing, have increased the visibility of fetuses, transforming them into patients in their own right (Casper 1998; Löwy 2014; Oakley 1984; van der Ploeg 2002). Images of fetuses, particularly from sonograms, played a central role in the construction of fetal personhood in North America and Europe (Hopwood 2015; Morgan 2009), and feminists questioned the consequences of the “irresistible rise of the visible fetus” (Löwy 2014) for reproductive rights (Hartouni 1992; Morgan and Michaels 1999; Petchesky 1987; Taylor 1992). “Fetalhood” has emerged as a phase of childhood, “an extension of childhood as a social and biological state … backward into the womb” (Armstrong 2003, 21).

The fact that the Pregnancy Support Center has been integrated since 2006 into a children’s health program illustrates this “infantilising of the unborn” (Lupton 2013, 3) well beyond medicine. The pregnancy support offered at the center is part of a canton-wide public health program dedicated to health promotion and primary prevention for “children between 0 and 6 and their parents.” The program allocates funding to several institutions both in the public health and child protection services sectors, such as to pediatric nurses (who offer free visits at home or in a clinic to check on infants’ health) and parent-child day centers (playgroups for children under school age accompanied by a parent or carer). Strikingly, with the Pregnancy Support Center, pregnancy appears as the time in which prevention starts—in other words, it is the first stage of children’s lives. In other countries such as France or South Africa, public health strategies informed by epigenetics are also increasingly solidifying this continuity between “fetalhood” and childhood (Fournier and Jarty 2019; Manderson and Ross 2020; Pentecost 2018; Pentecost and Ross 2019). Epigenetics and in particular DOHaD—the research field focused on the developmental origins of health and disease—have identified the period from conception to the age of two years as a crucial period for lifelong health. These “first thousand days” of life, as this period was termed in 2008, are presented as a critical widow of development during which epigenetic modifications are particularly likely to occur and influence the health and disease of several generations. The “first thousand days” became a central framework in public health strategies of the United Nations and numerous countries around the world aiming in particular to improve nutrition from conception to the second birthday. As Lenore Manderson (Manderson 2016; Manderson and Ross 2020) has argued, such a reframing of pregnancy and early childhood as a prevention window for long-term health problems carries “the assumption of the female body as an incubator of population health, both in the immediate present and, according to current understandings of epigenetics, for two generations (at least) into the future” (Manderson and Ross 2020, 6) and neglects “women’s health needs” in favor of “infant well-being” (7). Although the “first thousand days” has only had a marginal influence on Swiss public health to date, the role of the Pregnancy Support Center in promoting children’s health participates in the same merging of fetalhood into childhood in the name of anticipation and prevention.

Staff almost always refer to fetuses as “babies” and not as “embryos” or “fetuses.” This choice of words marks the territory of psychosocial care as distinctly nonmedical: While medical pregnancy care focuses on fetal development, psychosocial care focuses on future babies. The biological fetus developing in the womb and what are commonly considered its “proofs of life” (Howes-Mischel 2017, 255)—for instance, ultrasound images, genetic testing results, or movements—were very rarely discussed during appointments. Nevertheless, fetuses were never discussed as full “persons.” While in the United States anti-abortion movements have advocated for an understanding of fetuses as persons, in Switzerland the social, political, and medical importance of fetuses is not as closely linked to abortion wars. In the U.S. context, proponents of “fetal rights” position the fetus as equivalent to a child in the eyes of the law (Daniels 1993; Goodwin 2020). Fetuses have come to be largely considered “biological facts of life” (Han 2017, 63) in the United States, embodying the very beginnings of life: This status is the product of both their politicization and medicalization (Hartouni 1992; Petchesky 1987; Taylor 1992). Anti-abortion movements exist in Switzerland and regularly seek to restrict access to abortion care (Heinen 2022), but political debates about fetal life are nowhere near as heated as in the United States. The Pregnancy Support Center and the canton’s Family Planning Center are both part of the Intimacy Foundation and psychosocial advisers share a pro-choice stance. Consequently, they do not argue that fetuses have moral or legal personhood. When fetuses are treated as children, it is because midwives and social workers understand that these fetuses will be children in a near future. This is a fine but arguably significant distinction. Fetuses in psychosocial prenatal care are not regarded as full persons but as future children whose rights can and should be anticipated.

Discussions of paternity and child recognition at the Pregnancy Support Center typically involve anticipating children’s rights during pregnancy. Marie was twenty-two when she discovered that she had become pregnant unexpectedly by her boyfriend. Her pregnancy was determined at the Family Planning Center, which provides free consultations in case of unplanned pregnancies. There it was recommended that she meet with a social worker from the Pregnancy Support Center. Marie’s age framed her as a “young” pregnant person (the average age at the birth of one’s first child is around thirty-one in Switzerland), along with the fact that she lived with her parents and had not yet completed her vocational degree as a nursery worker. This was probably why Catherine, the experienced social worker who conducted Marie’s initial appointment, conducted a particularly thorough examination of Marie’s professional and financial plans, which involved Marie dropping out of her vocational education and moving to France and becoming financially dependent on her boyfriend. When Marie said she was not sure they were going to get married, Catherine warned her that the father would then have to officially recognize the child: “If you don’t get married [to the father] he has to recognize the baby. It is obligatory. The law is that each child has a right to have the name of a father on her/his documents. It is obligatory. It can shock some men. But you can understand and accept this thing if you understand that laws center on the child.”

The law that Catherine referred to was Article 309 of the Swiss Civil Code, in force until July 1, 2014: “As soon as an unwed pregnant woman requests it from child protection authorities or as soon as the latter have been informed of the birth, they name a legal guardian tasked with establishing paternal filiation, counseling, and assisting the mother in an appropriate way” (my translation). According to this law, a child born in Switzerland to an unwed mother and who was not officially recognized by a man was automatically placed under the state’s protection through so-called paternal guardianship (Delessert, Boraschi, and Valsangiacomo 2024b). The legal guardian gains legal authority over the child along with the mother and opens an inquiry to identify the child’s father. Since 2014, paternal guardianship is no longer automatic but can still be decided by child protection authorities on a case-by-case basis (article 308 of the Swiss Civil Code). In practice, a variety of circumstances can lead to the absence of paternal recognition: A mother could be unable or unwilling to contact the father (in cases of conflict, violence, sexual assault, or where there are multiple or unidentified sexual partners, for example). Equally, a presumed father could be reluctant to proceed with official recognition (to avoid paying child support or in the case of doubts over paternity, for example).

Social workers at the Pregnancy Support Center framed paternal guardianship and fathers’ obligation to recognize their children as a matter of children’s rights—the right to know the name of one’s father. In addition, paternal guardianship is a way for the state to ensure that biological fathers are identified and can be obliged to assume their financial duties toward their child by paying child support. When I learned about paternal guardianship from the center’s staff, however, it struck me as a form of “patriarchal and paternalist coercion” (Delessert, Boraschi, and Valsangiacomo 2024a, 14) of single mothers. The compulsory nature of this system meant that single mothers did not have a choice in the matter, even if they did not want any form of relationship, financial or otherwise, with the biological father of their child. Moreover, under this system, social services remained involved with unwed mothers for an average of three to four years, usually well beyond the time needed to establish paternity, which suggests that the paternal guardianship system was deployed as a tool to instigate wider forms of (maternal) surveillance (Delessert, Boraschi, and Valsangiacomo 2024b). Single-mother families were framed as a deficient family form that needed to be supported by a legal guardian until a point at which a father could assume his role. Paternal guardianship was also a striking illustration of heteronormativity in Swiss family and reproductive laws at the time. Paternal guardianship consolidated the biogenetic model of kinship dominant in Europe and North America, which defines children as the biogenetic product of a man and a woman. Until 2018, a child could not officially have same-sex parents, and until a national vote in 2021, same-sex couples could not access assisted reproduction services. In this model, marriage is the foundation of the family; in Switzerland, three-quarters of families are formed of married heterosexual couples and their common children (Federal Statistical Office 2017). Legally, a woman’s husband is presumed to be the father of any child she bears. When a child born out of wedlock threatens this traditional model, the state steps forward to establish paternity and consolidate biological heteronormative kinship.

Enforcing such surveillance of single mothers seemed, to me, to be at odds with the openly feminist stance of most psychosocial advisers at the Pregnancy Support Center. Toward the end of my fieldwork, I decided to confront the head social worker, one of the most vocal feminists in the unit, and ask her how she felt about paternal guardianship:


EDMÉE: What is your position toward paternal guardianship? How do you see your role? The law instates a guardianship automatically when the mother is not married. Is it a legacy of the state’s control over young single mothers?

NADINE: No, because paternal guardianship is not about mothers; it’s about children’s rights. A child comes from a couple. However complex adult relationships can be, children’s rights must be guaranteed.



Nadine did not view paternal guardianship as problematic because she focused on future children’s rights. In other words, promoting children’s rights in advance, before birth, resulted in obscuring the potentially problematic effects of paternal guardianship for mothers.

The Pregnancy Support Center frequently collaborated with child protection services, another example of anticipating children’s rights during pregnancy. In the Canton Romand, every professional working with minors has a legal obligation to report any child “who seems to need help” to child protection services. By virtue of this law, staff regularly reported unborn children to child protection services, who sometimes summoned future parents before birth. Technically though, child protection laws do not apply to unborn children. In 2012, the center’s director invited a lawyer to inform the center’s staff about confidentiality and data protection. Experts from fields connected to psychosocial care (such as social work, medical care, or public health) were regularly invited, and this was considered part of the staff’s continuing education. The lawyer confirmed that there was no legal basis for reporting an unborn child to child protection services:


Child protection is implemented for children who are born, otherwise children don’t have a legal personality.… If you report a child before birth, there is no legal basis for that. The law is to protect children in danger, not fetuses.



The center’s staff who attended that meeting were stupefied, with one of them exclaiming that this was questioning a well-established practice at the center. The underlying issue was future parents’ rights and data protection. If there was no legal basis for it, health care professionals were not allowed to communicate their personal details to child protection services. Staff members were unsettled, realizing for the first time during this meeting that their actions could be illegal and could consequently get them into trouble. The lawyer immediately sought to reassure the staff by explaining that nobody would hold it against them if they kept on reporting unborn children:


Nobody is here to check if you respect data protection. Of course, you won’t get caught, because parents don’t know [that it is illegal to do so].… If you report a child before its birth, you do it for the child’s prevailing interest and nobody will do anything to you. You are in such an asymmetrical power relation anyway; nobody will do anything to you. You do this for people’s welfare, even if it is not in the law.



During this meeting, the lawyer thus advised the center’s staff to continue bending the legal framework in the name of child welfare. Parents’ lack of power to prevent such a violation of their privacy and rights was explicitly mentioned as proof that the center’s staff did not need to fear legal repercussions.

Anticipating children’s rights in psychosocial pregnancy care means that birth does not mark a clear transition in which the fetus becomes a child and the expectant persons become parents. This is also the case in Canada, where child welfare authorities began to draw on the notion of perinatality in the 1980s in an attempt to extend their mandate to include fetuses, as sociologist Lorna Weir (1996) has traced. The “birth threshold”—the idea that the living subject enters social life at birth—lost prominence with the medical invention of the “perinatal threshold” in the first part of the twentieth century, Weir argues. Medical historian Caroline Arni (2015) argues that the idea of “trans-natal continuity” emerged even earlier, as physiological research in the nineteenth century took the development of the embryo/fetus/baby, before and after birth, as an object of inquiry. Within Swiss psychosocial care, as in Canadian child welfare, transnatal continuity is not used to advocate for fetal rights and attack access to abortion; rather, pregnancy is reframed as a phase of infancy and so is brought into the professional territory of child protection services. In this context, fetuses are “protosocial beings,” to borrow from Sonja Luehrmann’s (2017) analysis of Russian Orthodox anti-abortion activism: “expected to take on a place” (237) in society in the near future and therefore endowed with anticipated rights.



SHIFTING TEMPORAL BOUNDARIES, NORMALIZING LIVES

Temporal boundaries are crucial to the social definition of pregnancy. When pregnancy is considered to start and to end provides the foundation for the endowment of legal rights to the fetus and the expectant subject, for access to care, and for moral obligations. Temporal standards define what a “normal” pregnancy is. As Eva Sänger (2015) described in her study of pregnancy care in Germany, prenatal checks include comparing measures of the fetal body against “time standards and normality standards” (109) that define “normal” fetal development. Temporal thresholds also demarcate access to abortion and contribute, for example, to the delineation of “late” abortions as morally problematic (Beynon-Jones 2012, 2017). The temporal definitions of pregnancy, and of the fetal subject, are not universal, though, and vary across time and space (Han, Betsinger, and Scott 2017).

Psychosocial care blurs the temporal boundaries of pregnancy through an anticipatory approach to care. The fetal subject is treated as a future child and pregnancy as the first stage of life. This conceptualization permeates medical prenatal care. Psychosocial care does not necessarily lead to the “disappearance” (Nash 2008) of pregnant women and the neglect of their own health needs that Lenore Manderson (Manderson 2016; Manderson and Ross 2020) identified as resulting from public health strategies targeting pregnancy as crucial for lifelong health. Instead, psychosocial care also transforms the temporal definition of pregnant subjects, who are approached as “future parents.” Expectations of good parenting—including intensive parenting and the expectation that people will focus on parenting rather than work—are extended “backward” into pregnancy (Lee, Macvarish, and Bristow 2010). Protecting children before birth implies parenting before children.

Blurring the birth threshold introduces a clearer distinction between the “mother” and the fetus during pregnancy (van der Ploeg 2002; Weir 2006). Transnatal continuity means that during pregnancy, the fetus is already regarded as a singular entity. Increasingly, the maternal body is being reconceived as the site of a “maternal-fetal conflict” in which the interests of women and fetuses are considered to be at odds. This paradigm is particularly salient in anti-abortion discourses and medical discourses (Armstrong 1998; Markens, Browner, and Press 1997). At the Pregnancy Support Center, while women’s and fetuses’ interests were not explicitly construed as in “conflict,” anticipation translated into an expectation that future children’s interests were a priority. Despite a pro-choice and nonmedical stance, through its anticipatory regime of care, psychosocial pregnancy care incorporates the child-centered ideology that characterizes intensive parenting in Switzerland (Baumgarten and Maihofer 2021b; Zimmermann and LeGoff 2020).

The anticipation work that psychosocial advisers undertake, and which they expect prospective parents to undertake, is normalizing. In Foucault’s (1974) terms, disciplinary power operates through norms rather than through the law to codify and regulate behavior. Disciplinary power relies on a distinction between the “normal” and the “abnormal” and seeks to “normalize” behaviors regarded as outside the norm. Midwives and social workers work to bring the behaviors of expectant parents in line with a normative model of pregnancy and family life: Pregnant subjects should behave as parents; they should engage in timely and active preparation for their child’s life; future mothers should prioritize their role as caretakers over their career. Like other parental advisers in Switzerland, they practice a form of “pastoral work” by guiding clients to their ideal of family life (Preissler 2022a). Reproducing traditional gender roles and the bourgeois, middle-class, heteronormative family model that is predominant in Switzerland’s traditional gender regime (Madörin, Schnegg, and Baghdadi 2012) is never an explicit goal at the Pregnancy Support Center—quite the contrary. Through ideas related to the psychosocial stages of pregnancy and the pragmatics of work-life balance, pregnant clients are steered toward intensive mothering.








5  •  THE PREGNANCY NETWORK
Weaving a Thread Before and After Birth


During a staff meeting at the Pregnancy Support Center, midwife Zoe sought advice from her colleagues regarding Karina, one of her pregnant clients who had ceased communication after an initial consultation. Zoe was particularly concerned because she suspected Karina was experiencing depression, a concern shared by Karina’s gynecologist. Zoe posed several questions to her colleagues: “Should I persist and call her back? Should I discuss this with her gynecologist? Should I alert the hospital?”

The medicalization of pregnancy has shifted power boundaries, transforming pregnancy into an expert-led experience (Hanson 2004; Johnson and Quinlan 2019; Kukla 2005; Oakley 1984). In Switzerland, pregnancies involve multiple contacts with prenatal care providers: midwives, nurses, and doctors, who perform an increasingly intense series of medical appointments, checks, and tests. Following childbirth, parents are encouraged to educate themselves and access expert advice through childcare magazines, brochures, and contacts with parenting advisers (Odier 2018; Preissler 2022a, 2022b). The rise of such an expert-led culture has been well-documented across Europe and North America, where, despite local differences, parenting has been increasingly reframed as requiring expert guidance since the early twentieth century (Apple 2006; Faircloth, Hoffman, and Layne 2013b; Grant 1998; Hays 1996; Hulbert 2003; Lee 2014a; Lee et al. 2023). Parenting culture studies have identified several factors that may have contributed to the rise of this expert-led reproductive culture: the general rise of expertise as a central feature of modern societies; increasing concerns about social change in the wake of industrialization and urbanization; a shift away from implicit trust in a “maternal instinct”; and the long-standing cultural fear and desire to control femininity and women’s reproductive bodies.1

Networks of experts form an inescapable dimension of contemporary reproductive experiences. Recent work in reproductive studies has, for example, illuminated the intricate connections that form the global fertility industry: prospective patients, substances, technology, knowledge, and institutions are linked through malleable relations, forming “reprohubs” (Inhorn 2015) and “reprowebs” (König and Jacobson 2023). Reproductive governance—the power mechanisms through which people’s reproductive behaviors are monitored and oriented—thus largely relies not on single actors but often on constellations of collaborating institutions and individuals (Andaya 2021; Browner and Sargent 2021; Morgan and Roberts 2012).

In Switzerland, despite a very fragmented health care landscape (with each of the twenty-six cantons regulating health care providers and hospitals in their territory), providers have been increasingly encouraged to form networks and collaborate to enhance and standardize the quality of care and mitigate rising health care costs in the last two decades (Filliettaz et al. 2021; Rey 2021). At the cantonal level, such a push for “integrated care” often gave birth to regional “health care networks,” which has created a partnership between public hospitals, private clinics, care homes, and private doctors, with the goal of enhancing interprofessional communication and cost-efficient health care provision. Every regional office of the Pregnancy Support Center is therefore a member of the health care network of its region. A central feature of a health care network is communication: Sharing patient data is usually made simple within a network. The development of health care networks is connected to the worldwide promotion of interprofessional collaboration in health, which relies on increased communication and cooperation as a path toward better health care (D’Amour et al. 2005; World Health Organization 2010; Zwarenstein, Goldman, and Reeves 2009).

To explore the effects of these developments, I turn the lens to the inner workings of a network of reproductive experts. What I call the “pregnancy network” is an assemblage of health and social care providers (doctors, midwives, nurses, psychologists, social workers), institutions (hospitals, child welfare agencies, social work agencies, shelters, etc.), and policies that support and monitor any given pregnancy in Switzerland or any other highly medicalized context. Around any public maternity ward, a local pregnancy network operates, a loose assemblage of actors who provide some form of prenatal care, who are aware of each other’s work, and who often share information about their patients.

In this chapter, starting from the perspective of pregnant patients, I describe how pregnancy in Switzerland is conceptualized as a journey from expert to expert, following a preestablished curriculum of encounters with professionals (appointments, checks, and tests). From the point of view of experts, interprofessional collaboration with members of the pregnancy network is a hallmark of good and efficient care. Midwives and social workers at the Pregnancy Support Center see themselves as part of a network of professionals—a term that is part of their daily vocabulary—who provide prenatal care or can be called to intervene if needed. They often personally know a significant part of the local pregnancy network and can thus recommend an independent midwife or a secondhand shop, depending on their client’s needs. But the pregnancy network is also a site of power relations and tensions, as we will see from Karina’s story, with patients trying to regain power over the reproductive journey by escaping the intense gaze of experts.

Looking at the pregnancy network and its web of relations shows that psychosocial pregnancy care in Switzerland, despite its antimedicalization stance, forms an almost seamless grid with other experts over the territory of pregnancy. Having shifted the borders of pregnancy care to include psychological and social dimensions, power boundaries have also moved. The standard of what constitutes good prenatal care includes collaborations between various providers of pregnancy supervision. While interprofessional collaboration has much to offer quality care, it also raises questions about patients’ autonomy and agency.


THE PREGNANCY CURRICULUM

Karina’s pregnancy was supervised by a gynecologist in a private practice, as is customary in Switzerland. She likely attended regular consultations throughout her pregnancy, undergoing physical examinations, urine and blood tests, and ultrasounds. Prenatal care in Switzerland follows a predetermined schedule of appointments and tests, which I refer to as the “pregnancy curriculum”—a series of interactions with a network of experts.

Federal laws on health insurance establish a standard for basic prenatal and postnatal care in Switzerland. Prenatal, birth, and postnatal care is the only type of medical care where no out-of-pocket expense is required from patients. The 1994 Federal Health Insurance Act specifies which prenatal care services are included under compulsory health insurance, termed “basic” insurance. For a “normal” pregnancy, this includes seven appointments with a gynecologist, two ultrasounds, birthing classes, delivery (whether at a hospital, midwife-led birthing home, or home birth), a gynecological exam six weeks postpartum, ten postpartum home visits by a midwife within the first fifty-six days after birth, and three consultations with a lactation consultant.2 “Risky” pregnancies may receive additional appointments, tests, and exams as prescribed by a gynecologist. Patients have the option to choose a midwife for prenatal appointments and delivery, although few opt for this.

Maternity care under the Health Insurance Act concludes fifty-six days after a birth, yet the involvement of health care experts continues. Following the birth, Karina would have received a call from a specialized pediatric nurse to arrange a home visit. Most Swiss cantons offer free pediatric nurse home visits and clinics from birth until the child is four years old. The primary role of these nurses is to monitor the child’s development and advise parents on sleep and feeding patterns. Regional nurses’ clinics also provide free parenting classes. Additionally, regular pediatrician visits are recommended, although vaccinations and checkups are not mandatory in Switzerland. The Swiss Society of Pediatrics advises eleven appointments to monitor a child’s health and development from birth to age four (Société Suisse de Pédiatrie 2011).

Throughout pregnancy and postpartum, pregnant people thus undergo extensive examinations and assessments by a diverse group of experts. Only significant medical events or chronic conditions necessitate similar intense medical supervision. Elise Boulet’s (2021) research on French women’s experiences of pregnancy describes the demanding nature of attending prenatal appointments (which unfold at a similar rhythm as in Switzerland) as a “third shift,” a type of labor that pregnant individuals must manage alongside paid work and domestic responsibilities. Similarly, Elise Andaya’s (2024) study of low-wage workers in New York City highlights the challenges of balancing work in the service sector with prenatal care appointments. For most, pregnancy and the postpartum are the periods in people’s lives subject to the most intense medical scrutiny.



WEAVING A THREAD

The first expert to monitor pregnancy in Switzerland is typically a gynecologist. It was Karina’s gynecologist who contacted midwife Zoe at the Pregnancy Support Center, suggesting that Zoe should meet Karina promptly because she suspected depression. As Zoe explained to her colleagues, she immediately called Karina and set up an appointment for the same day (having presumably received Karina’s contact details from her gynecologist). Midwife Zoe reported having “mixed feelings” about Karina’s mental state following their initial appointment: She felt Karina was “at the same time showing signs of depression, with sleep trouble and a lack of appetite, at the same time as she had lots of resources.” Zoe was “wondering about possible depression but was not a specialist,” so she suggested she would contact the hospital psychiatry unit—which Karina agreed to, along with a second appointment with Zoe. Right after this appointment, midwife Zoe made two phone calls. She first called Karina’s gynecologist: “I told her it was hard for me to tell whether Karina was depressive but that I would see her again.” She then called the psychiatrist on call to describe Karina’s situation: “The psychiatrist said, based on my description, that it felt like she was overwhelmed and burned out but not necessarily depressive, and that she would gladly see Karina to assess her.”

There is an active effort by health experts in Switzerland to not let the supervision of pregnancy and the postpartum be a succession of disconnected medical interventions but rather, to ensure a coherent form of care. Private gynecologists, midwives, and social workers do not work for the same institutions and do not automatically share patients’ medical files. Yet multiple forms of communication occur between experts to weave a thread of expert intervention around pregnant people. At that stage, midwife Zoe was actively crafting a network of professionals around Karina, liaising with the gynecologist and the psychiatrist. The Pregnancy Support Center acts as a platform to coordinate care and circulate information between health care providers. While Karina’s gynecologist could presumably have contacted the psychiatry unit herself, gynecologists may be relieved to save time and delegate these tasks to the center. Acting as a hub or a coordinating platform for a pregnant person’s network of care is a central mission of the Pregnancy Support Center.

To capture this aspect of her work, the midwife who founded the center used a textile metaphor in an interview with me: “The network is a thread that goes from prenatal to postnatal, in a continuum. [We build a network around each client] rather than addressing certain things before birth, and then in the maternity ward they approach things differently, and in the postpartum we involve yet other professionals. Whereas here [at the center], we weave a thread between the professionals before and after the birth.” Psychosocial advisers weave a thread between those professionals who were already involved in their patient’s care and those who will be in the future. Such thread-weaving takes several forms. First, every initial appointment involves mapping out pregnant patients’ health care providers: their general practitioner and gynecologist, as well as possibly their psychiatrist, social worker, and others. Second, midwives and social workers at the center inform and refer their pregnant clients to other care providers, like birthing instructors, independent midwives, or, in Karina’s case, a psychiatrist. Third, they communicate information about their clients to members of the network, via the transmission document that they send to maternity wards or via phone calls or network meetings. In Karina’s case, midwife Zoe ended up making at least five phone calls with three different professionals to discuss her situation.



INTERPROFESSIONAL COLLABORATION

Interprofessional collaboration has been central to the very idea of psychosocial prenatal care from its inception in France and Switzerland. When France implemented its first “Perinatal Plans” in the 1990s, interprofessional collaboration was a cornerstone of the proposed measures (Bréart, Puech, and Rozé 2004; Haut Comité de la Santé Publique 1994). One of the key aspects of the Perinatal Plans was the creation of “perinatal networks” involving medical, mental health, and social actors.

The work of French psychiatrist Françoise Molénat had a huge influence on the development of such networks, and she was tasked with putting together courses in interprofessional collaboration. Molénat expresses the importance of interprofessional collaboration in psychological terms: Networks of professionals are expected to “contain” and guide parents: “The structuring role of a reliable professional network, centered on each family, based on the expression of its own needs, acting with sufficient coherence from ante- to postnatal, is now intellectually obvious” (Molénat 2004, 2).

The network offers, for Molénat, a reassuring structure to stabilize future parents who may otherwise feel lost. In the description of a Molénat-inspired curriculum on interprofessional collaboration, the network is portrayed as a model for parent-child relationships: “[The network allows parents to] experience, in their meetings with all the perinatal actors, what they will have to feel and support in their child: adjustment to its needs, construction of its internal security, experience of the reliability of the link, access to a good autonomy. Thanks to the confidence acquired and the security experienced during the pregnancy follow-up, they will be able to trust their own emotions and help their child in turn” (Association de Formation et de Recherché sur l’Enfant et son Environnement 2007, 19). The network of professionals must therefore serve as a model for parents so that they themselves can be a safe and secure role model to their children. This paternalistic conceptualization of interprofessional collaboration had a large influence on the Swiss model of psychosocial care, as evidenced by how frequently the Pregnancy Support Center’s psychosocial advisers mention Molénat’s work. Françoise Molénat herself was a keynote speaker in a continuing education course on “perinatal care” that almost all the center’s staff had attended after being hired as psychosocial advisers. From the creation of the center in 1986 to the present, the terms “orientation” and “network” have featured prominently in descriptions of its central missions, as evidenced in its archives and communication material (website, brochures). Collaboration and communication between professionals are generally seen among health care providers and at the center as constituting the best care for pregnant patients. Weaving a tight thread around each pregnant client is a pathway to safe, happy, and fulfilling pregnancies.

Interprofessional collaboration is also what fills the Pregnancy Support Center’s waiting room. The center depends on the collaboration of other health care providers to send clients their way. At each initial appointment, psychosocial advisers ask their client who has sent them to the center and make a note of their answer in the internal database. Having been allowed to consult this database for a limited period of time while conducting observations at the center (2011–2013), I was able to identify that at the time, 54 percent of clients said they were sent to the center by their doctor (generally, their gynecologist) and 18 percent by other health care providers (for example, an independent midwife). Other clients came at the suggestion of social workers (5%) or family planning centers (3%) or after a previous appointment at the center (5%). Thus, more than four out of five clients made an appointment at the center after having been encouraged to do so by a member of the local pregnancy network, with only 10 percent saying this had been prompted by a relative’s or friend’s advice or a media article (the remaining 5% were missing data). In a conversation with me, the center’s director stressed the vital importance of the pregnancy network for the continuing existence of the center: “Talking about psychosocial pregnancy care without talking about the network makes no sense. The network is indispensable. Without the collaboration of gynecologists who refer women to the [center], women would not come; they would not know we exist. If the doctors and the health network in general (independent midwives, pediatric nurses) do not collaborate, then women will not have access to our services. So we pay a lot of attention to all the medical-psycho-social and early childhood partners.” Each time the center opened a regional office, it did so in collaboration with local partners. At first, the center only offered consultations in the main city of the Canton Romand. Over time, offices were opened in the town where a regional hospital was located, with the goal of being closely connected to every maternity ward of the canton. Each of these openings was carefully coordinated by committees and in communication with local medical and social actors. Close collaboration with local actors seems to be correlated with a higher number of clients received at each regional office. One regional office was opened without such careful preparation. When I visited the midwife employed there, who had invited me to attend one of her appointments, she shared her frustration at the low numbers of pregnant people who had contacted her for an appointment. She directly linked this low attendance to what she believed to be a case of local gynecologists being totally unaware of what the center could offer or remaining doubtful of its usefulness for their patients.



RESISTING THE NETWORK

After a first round of encounters with midwife Zoe, Karina started resisting the expanding supervision of her pregnancy. As Zoe reported, Karina called the center’s office to cancel her second appointment. Zoe decided to call her back to ask why she had canceled. According to Zoe, at the time, Karina was “so tired that she was almost bed-bound, it was hard for her to move around, and she did not see the need to meet [Zoe] again.” Because Karina complained of physical pains, Zoe suggested arranging for an independent midwife to visit her at home, which Karina agreed to—thus bringing one more expert into the network. After this conversation, midwife Zoe called an independent midwife to arrange a home visit and reported this new development to Karina’s gynecologist. A couple of days later, the independent midwife called Zoe at the center to reassure her that Karina was doing fine. Zoe waited a few weeks and called Karina back “just to have some news and set up a follow-up appointment.” Again, Karina ended up canceling her appointment at the center. At that stage, Zoe, confused, asked her colleagues for advice: Should she keep insisting and trying to meet Karina? Or should she report directly to her gynecologist?

Zoe’s confusion at Karina’s reluctance to meet her again illustrates how much compliance with a supervised pregnancy experience is expected as a norm of good pregnant behavior. Accepting and even actively seeking the involvement of health care experts during pregnancy is, in midwives’ and social workers’ eyes, part of a normal pregnancy experience. During appointments with their clients, follow-up appointments at the center were often announced rather than offered as a suggestion. I frequently found in my fieldnotes sentences such as “I will see you again in a month,” or “We won’t talk about this now; I prefer scheduling another appointment.” Likewise, the involvement of other professionals after birth was often announced as a fact rather than an option: “A midwife will come to your place for a home visit”; “A pediatric nurse will call you to schedule an appointment”; “You have to schedule an appointment with your child’s pediatrician one month after you give birth.” Pregnant people are thus directed to follow a curriculum rather than informed about available support. The pregnancy curriculum is a normative model of health care implemented for the good of the patient. It leaves little space for individual needs and preferences.

When midwife Zoe called Karina back after she had canceled her appointment, she was following an unspoken rule at the center. When a client cancels, they should be tracked down to understand their reasons. Canceling an appointment altogether, as opposed to postponing it, caused psychosocial advisers to worry. It was interpreted as a sign that something was wrong. As midwife Sabrina explained in an interview with me, “If a lady refuses to set a follow-up appointment with me, I have to try and understand why. Often, ladies who refuse further appointments break down later on at the maternity ward.” Or as Catherine, a social worker, put it, “When folks don’t come, it’s not by chance.” People may have very pragmatic reasons for canceling an appointment at the center, such as not having found their initial appointment useful, having found answers they sought elsewhere, or not having the time. However, in my conversations with the center’s staff, cancellations were always worrisome and prompted attempts to try and get clients to come back to the center.

When Karina canceled her second appointment, midwife Zoe called her and managed to continue weaving the thread of professional intervention by organizing for a midwife to visit Karina—and report back to Karina’s gynecologist. However, after this round of interventions Karina canceled an appointment again and stopped returning Zoe’s calls. Zoe was now asking her colleagues what to do. While she expressed not wanting to “harass” a client who clearly expressed that she did not want to meet again, she was too worried to back down. Around the table, Zoe’s colleagues expressed that there was not much she could do if Karina was not answering the phone. Nadine, lead social worker, had another suggestion: “You take the other phone line to call her again, so she can’t see it’s you who is calling!”

What Nadine was suggesting was tricking Karina into answering the phone by using another phone number, to force her into a conversation. The lead midwife immediately said she was not comfortable with “backing people into a corner” like that, but Nadine confirmed it was “not a problem” in her eyes. Nadine made another suggestion: “In such a situation, when I see she has come to the maternity ward for delivery, I would go and talk to her.”

On some days, Zoe conducted her appointments in the maternity ward of the regional hospital. Nadine suggested using this opportunity to locate Karina’s room and pay her an unannounced visit while she rested after giving birth. Again, her suggestion was rejected by her colleagues, with Agnes (social worker) underlining the need to respect Karina’s privacy.

In her study of the work of parenting advisers in Switzerland (pediatric nurses working for a state-sponsored program offering counseling to parents of children under school age), Preissler (2022a, 2022b) described how counselors are torn between “pushiness” and restraint in their relationship with their clients. Convinced that their assistance was beneficial and constructive, counselors sometimes used their authority to tell parents to come for a follow-up appointment, purposefully omitting to mention that such appointments were entirely voluntary, or showed up unannounced at parents’ homes when they failed to answer their phone calls (Preissler 2022b, 145–153). However, aware that some parents might resist their visits and cease soliciting their advice, counselors were also wary of acting in ways that could be seen as too authoritarian, for fear of losing access to parents. This, as Preissler notes, draws a parallel between parenting counselors and the Foucauldian figure of the pastor: “The pastor’s stand is somewhat volatile, so getting involved with families and accompanying them must be exercised with deliberation” (2022a, 78). Parents, as well as the Pregnancy Support Center’s pregnant clients, can sometimes escape surveillance, as, to some extent, it is they who “give the ‘pastor’ the power to guide, by allowing her insights into their conscience and conduct” (2022a, 78).



THE LIMITS OF INTERPROFESSIONAL COLLABORATION

As well-intentioned as interprofessional collaboration is, communication between health care professionals raises questions of privacy and data protection. In theory, in Switzerland patients’ data can only be transmitted between institutions and medical professionals if the patient knows what information is being shared and gives their consent. Thus, unable to reach Karina anymore, midwife Zoe could not obtain her consent to forward her observations to the hospital where Karina planned to give birth to her child. Normally, the center’s midwives send a report to the maternity ward to summarize the psychosocial situation of each client (see chapter 2, note 1). Unable to share information, Zoe felt she was failing her partners: Hospital staff would presumably not be aware of Karina’s fragile mental state, which was the initial reason why she was sent to the center.

Zoe’s anguish at being unable to transmit important information reveals the overwhelming expectation from her hospital-based partners that she would do so. Midwives and social workers were frequently critical of the culture of communication they encountered in hospitals. Hospital staff, they complained, would often ask them for information on a patient in an informal and impromptu way, without giving them the chance to ask their clients for their consent. These concerns were particularly voiced during a staff meeting at the center in which the center’s director had invited a lawyer to refresh psychosocial advisers’ knowledge of the legal framework for patient confidentiality. Several midwives and social workers asked the lawyer for her opinion about interactions they frequently had with hospital staff asking them for patient information. Midwife Colette, for example, said that when she was conducting pregnancy support appointments in the maternity wards, maternity ward staff would perceive her as a colleague and “frequently ask [her] for information on a patient in the corridor or at the cafeteria,” which made her “uncomfortable.” Discussing a patient’s situation in a corridor would be problematic not only because the conversation could be overheard but also because patient consent may not have been obtained. Others felt hospital staff expected them to share too much information with too many professionals. Julia (midwife) described hospitals as environments of transparency: “The medical field is a field where we tell everything to everyone.”

Midwife Zoe felt at odds with her hospital partners when she found herself unable to share information about Karina without her consent. She shared with her colleagues that she “would not feel like she has completed her job if [she had] met that client but not transmitted anything to the hospital.” She was worried that maternity staff might be frustrated or disappointed with her: “If I do something only halfway, it’s going to put me in a difficult position with the maternity ward. I need to do something that does not compromise my position with the maternity ward.”

Torn between the network’s expectation that they would share all information, a desire to maintain good relations with their hospital partners, and the limit to data sharing imposed by the legal framework, psychosocial advisers had to walk a fine line between sharing enough information and not too much. A couple of weeks before Zoe exposed her dilemma to her colleagues, I had sat down with Agnes, one of the center’s social workers, for an individual interview and had a lengthy exchange on information sharing with hospitals. It was Agnes who had brought the topic to the table, by explaining that her rule was to share only “necessary” information with hospitals—information that was strictly necessary for the two or three days a person usually spent in a maternity ward after giving birth: “If the information helps the maternity team do their job well, it’s justified. If it’s just to feed gossip, ‘Monsieur doesn’t have a job, Madame doesn’t know who the father is,’ no.”

Oversharing, for Agnes, risked fueling hospital staff’s inappropriate remarks about a patient’s situation. She had all too often heard hospital staff laugh or sigh at the presentation of a patient’s social situation, reactions that she found deeply inappropriate. I asked Agnes how she chose which information to transmit, and she gave the example of a pregnant client whose partner was undocumented:


[To the hospital, I can pass on the fact] that the lady has a problem—well, she’s anxious because she’s still waiting for her friend to get his residence permit; he might be deported. But we shouldn’t delve into the fact that he could be expelled. That, my goodness, fuels a discussion that has nothing to do with hospital care. At the hospital, they need to know if, when this lady is discharged, her partner will be present. If he is not there, who will support her. That’s more like it, I think. Not to put everything.



Agnes’ strategy was to select information that she thought was strictly necessary for her client’s hospital stay. She was also wary of mentioning a client’s history of depression:


If the woman had depression fifteen years ago and she is no longer depressed, and she is being treated, she is radiant, she is surrounded, she has no medication, she has her doctor, we will put the names of doctors, the address, as we always do. But why should we point out that she had depression fifteen years ago? Because otherwise she’ll bear the stigma.



As members of the pregnancy network, psychosocial advisers must navigate relations of dependency and resistance to their partners. Their ambivalent attitude toward sharing information was fueled by their awareness that the Pregnancy Support Center has not gained recognition by all members of the pregnancy network. Tensions were a constant feature of the staff’s relationships with partner institutions. Those tensions arose from the fact that some health professionals saw the center’s work as redundant with their own. Midwife Julia explained to me that gynecologists felt threatened by the center’s work. “Curiously, if you want, it’s always very complicated to make gynecologists understand that we do something else than them, and that this other thing we do is not—We don’t do it by saying: ‘Ah, they were not able to do it.’ You see, there is a whole thing that is extremely threatening, that is experienced as a threat. They say: ‘Yes, but I do all that.’ And then we say: ‘But no, because you have fifteen minutes of consultation, and you do a lot of things … that we don’t do. And then we do other things because we have an hour, and we approach things differently.’ ”

Whereas most client referrals to the center come from gynecologists, according to staff, many gynecologists never refer their patients or only do so when they have very specific concerns that fall outside of gynecological expertise or when they consider their patient vulnerable—like Karina. One reason for this partial recognition of the importance of the center’s work among gynecologists is that a biopsychosocial or holistic approach has also influenced medical prenatal care. Obstetrician-gynecologists in Switzerland themselves do not wish to be reduced to a technical role and claim the entirety of pregnancy follow-up (Cavalli and Gouilhers-Hertig 2014). Even though prenatal care appointments are short (fifteen minutes) and mostly focused on physical examinations, many gynecologists conceive their role in a holistic way rather than as a merely technical intervention. Psychosocial care thus remains a contested domain in the Canton Romand, and psychosocial advisers’ efforts to foster interprofessional relationships are a means to gain legitimacy.



REPRODUCTIVE POWER SHIFTS AND THE AMBIVALENCE OF CARE

Medical literature has advocated—with good reason—for interprofessional collaboration as a standard of quality of care. The pregnancy network is a form of benevolent care work, meant to optimize the quality of care for each pregnant patient across medical, psychological, and social domains. As midwife Julia explained during an interview, what psychosocial advisers wish to convey to future parents is “You are not alone, you have people here to support you.” Such a dense pregnancy network, with its communication channels, reflects the very high standard of health care in Switzerland; in most countries maternity care is much more fragmented and limited in time and scope.

The potential pitfalls of health care networks for patients have been less discussed. Networks cannot be presumed to be good or bad for patient care in and of themselves; it largely depends on the way collaboration is practiced. Fox and Reeves (2015) warn against the “feel-good” effect that comes with implementing better communication and collaboration in health care while “mask[ing] and perhaps even enhanc[ing] inequitable relations of power that exist among health providers” (116) and between health providers and patients. The pregnancy network can jeopardize patients’ autonomy, privacy, and agency. In the name of efficient interprofessional collaboration, as I witnessed, patients’ details are sometimes shared without their consent, and professionals may burst into patients’ lives unannounced (for example, through unsolicited phone calls) and use their authority to pressure patients to accept further surveillance. Interprofessional collaboration may become a route to extend medical reach over patients’ care choices and reinforce patients’ compliance with medical directives.

The medicalization of pregnancy has often shifted reproductive powers from pregnant subjects to medical professionals. Feminist theorists and scholars have long been concerned with the power shifts that have accompanied new reproductive technologies, increasing professional and social monitoring of reproductive lives. In The Political Geographies of Pregnancy, Laura Woliver describes how “the maps and boundaries of women’s reproductive powers are being redrawn” with the introduction and implementation of genome editing, abortion, adoption, or surrogacy policies: “Decision making concerning reproduction [is] moving toward professionals, policymakers, genetic counselors, and others and away from women as agents of their bodies, themselves” (2002, 26).

Panopticism is a powerful metaphor for the surveillance of reproductive subjects, exerted partly without their consent or knowledge. Panopticism refers to the work of eighteenth-century philosopher Jeremy Bentham, who designed a new model of prisons as a circular building with cells open to the constant gaze of jailers, the Panopticon. Foucault (1973, 1974, 1975) used the Panopticon as a metaphor for how power and surveillance over individual behavior operate in modern societies. The end of the eighteenth century saw a shift, Foucault theorizes, toward “disciplinary societies,” in which individuals’ behaviors are constantly surveilled by institutions: schools, hospitals, the army, or prisons. Panopticism represents “an extremity of discipline: generalized surveillance” (1975, 243; all translations are mine).


We live in a panoptic society. You have absolutely generalized structures of surveillance, of which the criminal justice system, the judiciary system are part and of which prison is another part, and of which psychology, psychiatry, criminology, sociology, and social psychology are effects. (Foucault 1973, 1305–1306)



Through “examinations” (examens), institutions monitor and evaluate individuals’ behaviors constantly.


Constant surveillance of individuals by someone who exerts power over them—a teacher, foreman, doctor, psychiatrist, prison director—and who, as long as he [sic] exerts power, may extend surveillance as well as produce knowledge about those he surveils. This knowledge [aims at] determining if an individual behaves properly or not, in conformity with the rule, if he progresses or not. (Foucault 1974, 1463)



While Foucault largely failed to comment on the gendered nature of surveillance, panopticism applies particularly well to the surveillance of the pregnant body in highly medicalized contexts. The ever-refining imaging, monitoring, and controlling of the pregnant body in prenatal care has rendered the pregnant body panoptic, an object of all-around surveillance (Cummins 2014; Kukla 2005; Symonds LeBlanc 2020).3 Such “surveillance medicine” is salient in Swiss women’s experiences of pregnancy, even for those considered medically “low risk” (Hammer and Burton-Jeangros 2013; Hammer et al. 2022). Thus, controls, surveillance, and monitoring technologies tend to place more power over reproductive experiences in the hands of biomedical experts.

Psychosocial prenatal care represents the expansion of panopticism beyond the pregnant body, subjecting the minds, social lives, and personal circumstances of pregnant people to scrutiny and examination by experts. While medicalization opened up pregnant bodies for surveillance and discipline, psychosocial care now extends this gaze into many aspects of life, shifting the “geography of reproductive power” (Woliver 2002, 26) yet again. Pregnant clients are expected to report unfavorable life events such as job loss or relationship changes, which are then evaluated by a network of experts as potential “symptoms” requiring intervention. Through the involvement of interprofessional networks, psychosocial care forms a seamless net of “reproductive governance” (Morgan and Roberts 2012) in conjunction with the medical surveillance of pregnant bodies.

The surveillance of reproductive subjects also extends beyond professional experts in Switzerland. Swiss mothers report being called out by friends or given disapproving looks for smoking or drinking during pregnancy, leading some of them to try and hide their consumption (Burton-Jeangros 2010; Hammer and Inglin 2014). In the United States, the social surveillance of pregnancy is particularly intense, as illustrated by the increasingly restrictive legal regulation of abortion, the criminalization of pregnant women for adverse fetal outcomes in some states, and even the frantic media coverage of celebrities’ baby bumps that Renee Cramer (2016) analyzes as a form of surveillance (Gallagher 1987; Goodwin 2020; Paltrow and Flavin 2013). While social surveillance has not reached such heights in Switzerland owing partially to the fact that reproductive choices are largely considered private choices, sociologist Raphaël Hammer (2019) nevertheless argues that risk management in pregnancy among Swiss couples is a matter of “co-surveillance,” with some monitoring their pregnant partner’s behavior.

Clients do not come to the Pregnancy Support Center to seek surveillance. Nor did I start my fieldwork at the center with the impression that I was entering a place where evaluation and control were taking place. This is because, outwardly, the center is offering support, information, and advice—not surveillance. And yet surveillance does happen. It is only after a thorough evaluation and after bringing much of her personal life under the professional gaze that woman’s pregnancy can be declared “harmonious.” In that sense, no pregnancy is surveillance-free.

Psychosocial care thus underlines the ambivalence of care. While care has usually been thought of as inherently good and benevolent in feminist and disability studies, this perspective risks losing sight of frictions or violence in care relations (Cook and Trundle 2020; Thelen 2015). In The Violence of Care, Sameena Mulla (2014) shows how care for survivors of sexual assault in the United States sometimes results in further violence against survivors. In that context, forensic care is focused on collecting biological evidence that can be used in the courtroom while immediate patient care, paradoxically, comes second. In another context, Lisa Stevenson’s (2014) study shows how policies aimed at preventing suicides among Inuit communities in Canada neglected what life, death, or care meant in those very communities. Preventing deaths may not do much to improve lives. Such paradoxes are also visible in the workings of the pregnancy network. A focus on interprofessional collaboration and communication, despite the well-meaning intention to increase support for pregnant patients, results in some patients’ needs and rights being sidelined. My focus on professionals’ perspectives highlights that care providers themselves may be aware of the ambivalence of caregiving. When pregnancy support providers at the center hesitate about the scope of the information they are willing to share, when they purposefully withhold information from their network partners to protect their clients, they lay bare their own critical distance from prescribed forms of interprofessional collaboration. Pregnancy advisers add to the complexity and ambivalence of care, demonstrating that pregnant patients may need to be protected from health care institutions by members of those very institutions.








6  •  CONTESTED BORDERLANDS
The Problem of Intimate Partner Violence


Toward the end of my observations at the Pregnancy Support Center, its management team presented their newly implemented intimate partner violence screening policy at a local social work conference on violence. It was a proud moment for the center’s staff since they were only the third institution in the canton to implement such a policy. Thanks to this screening tool, they had identified that 3.7 percent of their clients had experienced intimate partner violence and were able to refer them for further support. Yet their approach was immediately questioned by their audience, a panel of health and social workers working in the field of intimate partner violence: Why was the prevalence of intimate partner violence survivors among the center’s pregnant clients much lower than what epidemiological studies would suggest (3.7%, versus an estimated 7% of pregnant women in Switzerland)? Were they sure pregnancy was the right moment for such screening? Slightly dismayed, the center’s lead midwife confirmed they shared these doubts: “We asked ourselves if pregnancy was the right time to talk about violence. It’s a special time, a happy time, where women hope Monsieur will be less violent. Maybe it’s hard to talk during pregnancy,” she told the audience.

Should intimate partner violence screening be included within the boundaries of psychosocial pregnancy care? Or is it best left to other professionals in other settings? The start of my research in 2011 coincided with a cycle of conferences and workshops within the center to learn about intimate partner violence and discuss the implementation of a screening policy. Two years later, guidelines had been set. Over that period, the center’s psychosocial advisers grappled with doubts, torn between the motivation to help survivors of violence, difficulties getting their clients to talk, and fear of losing rapport with them. Following the process that brought the staff from discussing systematic screening to acknowledging publicly that it might never work as hoped sheds light on the way they struggled with the limits of psychosocial care.



A PSYCHOLOGICAL APPROACH TO VIOLENCE

Understanding how the Pregnancy Support Center tackled intimate partner violence requires clarifying how violence is understood in its local context. While violence within couples and families is largely understood as an urgent problem in Europe, how acts of violence are termed, explained, and addressed varies significantly across contexts. At the Pregnancy Support Center and in French-speaking Switzerland in general, the terms “domestic violence” and “victims” have largely been used in policy, law, and research since the 1990s. These terms replaced “conjugal violence” (violence conjugale), which was commonly used before. Such a language change reveals a shift in the understanding of the problem.

Sociologist Carol Bacchi’s (1999b, 2009, 2016; Bacchi and Goodwin 2016) policy analysis approach is particularly useful for understanding what is at stake in how a particular problem is represented. She approaches policies not as solutions to self-evident “problems that exist”; rather, the goal of policy analysis is to tease out how the problem is represented in a particular policy and to what effect. Policies “produce ‘problems’ as particular sorts of problems” and “the manner in which these ‘problems’ are constituted shape lives and worlds” (Bacchi and Goodwin 2016, 16). The language used to frame the problem of intimate partner violence (e.g., “conjugal violence,” “domestic violence,” “violence against women”) refers to different problem representations, which in turn have different effects on survivors, as illustrated in Bacchi’s (1999a) and more recent analyses of intimate partner violence policies (Delage and Roca i Escoda 2023; Gerrits 2024; Goicolea et al. 2023; Murray and Powell 2009).

Switzerland, as a federal state, is an interesting case to study framings of violence because violence policies are the purview of cantons, which translates into twenty-six potentially different approaches to violence in a small country (Delage, Roca i Escoda, and Lieber 2020). Applying Bacchi’s approach, sociologists Pauline Delage and Marta Roca i Escoda argue that the shift from “conjugal violence” to “domestic violence” in French-speaking Switzerland in the late 1990s reveals a move away from a feminist perspective that the earlier notion of “conjugal violence” encapsulated. While a feminist perspective frames intimate partner violence as arising from male domination and gender inequalities, “domestic violence” is a broader category that includes all forms of violence perpetrated between family members. In French-speaking Switzerland, the development of public health policies using the framework of domestic violence “thus consecrates the failure of feminist thought on violence by men” (Delage and Roca i Escoda 2023, 228). The Canton Romand exemplifies this tendency, with policies mostly formulated according to a public health approach and carefully using gender-neutral language to describe survivors and perpetrators. Delage, Roca i Escoda, and Lieber (2020) attribute this absence of a gendered perspective to the absence of feminist mobilization around the topic in the canton. In comparison to other cantons and other countries like Spain (Casas Vila 2017), the local feminist movement was not strongly organized and was hardly involved in the development of violence policies (Delage, Roca i Escoda, and Lieber 2020, 43).

Training offered to the Pregnancy Support Center’s staff about violence was deeply influenced by psychology, specifically the systemic approach. Inspired by systems theory, systemic psychology frames families or couples as a system and focuses on interactions within this system (Perrone and Nannini 1995; Rondeau, Brodeur, and Carrier 2001). Systemic psychology has had a deep influence in Switzerland, as well as in the broader francophone context, and largely dominates approaches to family therapy and intimate partner violence (Delage and Roca i Escoda 2018, 2023; Despland and Berney 2012; Rietmann 2023). It considers parties responsible for maintaining any relationship, including one in which violence is inflicted. Both training sessions organized for the center’s advisers demonstrated a systemic understanding of violence. The first session was run by two social workers: One (a woman) was the director of the local women’s shelter—which was not connected to feminist associations—and the other (a man) managed a local state-sponsored program for violent men. The second training session was organized by another associate from the same program for abusers; he would later become the director of the local women’s shelter. All three were major actors involved in the development of public policies against violence in the Canton Romand, and all were trained in systemic therapy.

Systemic approaches to violence have been considered deeply problematic from a feminist standpoint (Greene and Bogo 2002). As early as the 1980s, the U.S. psychologist Michele Bograd underlined “biases against women” found in family systems approaches. Systemic psychology, Bograd argued, essentially blames the survivor by arguing that women “collaborate” in maintaining violent relationships. Such formulations “imply that the battered woman could and should control her husband’s feelings and actions; [and] attenuate the man’s responsibility for his violence” (Bograd 1984, 561). Hansen (1989) further underlines that this conceptualization of intimate partner violence within family therapy tends to assign responsibility for violence either to the survivor, to both the survivor and the perpetrator (co-responsibility), or to no one and fails to hold perpetrators accountable for their actions. Feminist family therapy approaches were developed in the United States in response to these critiques (Leslie and Southard 2009; Silverstein and Goodrich 2003; Walters 1990) but have found little resonance so far in Switzerland. The experts leading the Pregnancy Support Center’s training sessions seemed to be wary of feminist critiques, as they carefully spoke of women as “engaged” but not “responsible” in maintaining violent relationships. They nevertheless explicitly distanced themselves from feminist theories, insisting on the importance of considering both abusers’ and survivors’ roles in maintaining their violent interactions.

The center’s psychosocial advisers clearly framed violence in a gendered way. In contrast to the dominance of a public health approach in local policies, at the center the problem of intimate partner violence was always thought of as men abusing their female partners. Violence was linked to assumed psychological traits of male abusers. During the general discussion following one of the internal conferences on violence, midwife Colette said it was her position that abusers should be prevented from attending the birth of their child if the pregnant person did not want them in the delivery room. Her colleagues agreed but added that as a father, that man would have a right to see the baby immediately after birth. Midwife Alexandra interjected that an abuser may not accept this policy so easily: “Often, in cases of violence, don’t you agree? He wants to dominate her, he wants to control her, so it’s very hard to make him understand that he does not have every right.” At the center, violence is considered the result of a controlling relationship that some men have with their partners. This framing did not, however, lead the center’s staff to adopt a feminist analysis of violence as linked to structural sexism and patriarchy.



INTIMATE PARTNER VIOLENCE AND PREGNANCY

Screening for intimate partner violence at the Pregnancy Support Center was based on the idea that pregnancy is a period in which women are at higher risk of violence. Pregnancy is regularly mentioned as a risk factor in national and canton-level policy documents on intimate partner violence (Bureau fédéral de l’égalité entre hommes et femmes 2020; Federal Council 2009; Hofner and Sigen 2001). In 2008, the Federal Office for Gender Equality underlined in its main report on intimate partner violence in Switzerland “that pregnancy and the birth of a child form a risky situation when the man is behaving in a domineering way and experiences the arrival of a child as threatening his hold and the full attention he gets from his partner” (Egger and Schär Moser 2008, 26). At the Pregnancy Support Center, it was also commonly assumed that there was a causal relation between pregnancy and violence: that the period of pregnancy was often the moment when violence started or worsened, as the center’s director, lead midwife, and lead social worker described in a coauthored article published in a Swiss health care journal:


The increased risk of domestic violence against women when they are expecting a child is well-known. The prevalence of violence against women is high. In Switzerland, it affects one woman in five during her lifetime and 7% of women during pregnancy. For many women who are victims of violence in their relationship, the violence began or worsened during their first pregnancy.… The consequences for pregnant women are significant. For example: attachment disorders, pre- and post-partum depression, major physical and psychological trauma, difficulties in protecting the child, neglect, death. During pregnancy and for the child: intrauterine growth retardation, premature birth, psycho-motor development difficulties, attachment disorders, functional disorders, depression and withdrawal, eating and sleeping disorders, learning and adjustment disorders, aggressive behavior, increased risk of accidents, etc.1



The center’s senior staff put forward three arguments to support their screening policy: that the rate of intimate partner violence is high during pregnancy (correlation), violence may start or worsen during pregnancy (causality), and that its consequences could be severe for both pregnant partner and fetus.

Researchers disagree on whether violence is more, equally, or less frequent during pregnancy compared to other periods.2 In Switzerland, two small-scale studies conducted in the 2000s suggested that between 1 percent and 7 percent of women experience physical, sexual, or psychological violence during pregnancy, with undocumented women (11%) more exposed than the general population (Irion et al. 2000; Wolff et al. 2008). Internationally, rates of intimate partner violence during pregnancy are estimated to be 9.2 percent for physical violence, 18.7 percent for psychological violence, and 5.5 percent for sexual violence (Román-Gálvez et al. 2021). Rates vary significantly depending on which country is studied, the population studied, the moment questionnaires were administered (during or after pregnancy), and the definition of violence. Generally, rates of intimate partner violence during pregnancy appear to be higher among poorer, racialized, and younger women. Prevalence in Europe was consistently found to be lower than elsewhere in the world (Campbell, García-Moreno, and Sharps 2016; Román-Gálvez et al. 2021). Nevertheless, and despite the challenges of determining the prevalence of violence during pregnancy, the fact that such violence occurs is a very serious public health concern (Guo et al. 2023; World Health Organization 2011).

The second argument for the center’s screening policy was that pregnancy causes intimate partner violence to start or worsen. In line with the psychological definition of pregnancy as a crisis, which psychosocial advisers widely share (see chapter 3), marital relationships were thought to be destabilized during pregnancy, as the center’s director, lead midwife, and lead social worker explained in their 2013 article:


Pregnancy and the arrival of a child disturb couples. It unbalances established conjugal roles and male-female roles to make way for new modes of interaction. Everyone may be surprised by the questions and feelings that come up. For both of them, the individual family history resurfaces and imposes itself with force. What couple will they be afterward? What parents will they be? This parenthood under construction raises great common satisfactions but also provokes astonishment and misunderstandings.3



This narrative draws from the psychoanalytical framing of pregnancy as a crisis to imply a causal link between pregnancy and violence. Framing pregnancy as a challenge for male and female roles relies on several normative assumptions: that pregnancy happens within a heterosexual relationship, that this couple had a stable and balanced relationship before pregnancy, and that pregnancy is unsettling. A year later, the center’s management team finalized their internal guidelines on intimate partner violence, including an explanation for their staff of the reasons pregnancy could cause violence:


Pregnancy is a period of repositioning of relationships and roles in the couple and the family, with multiple questions, but also tensions and necessary negotiations.

Sexuality and desire can change for both women and men, and this can be misinterpreted by the partner.

During pregnancy, old wounds can be reactivated.

The woman is particularly weakened; we speak about “psychic transparency.”4 First focused on her pregnancy and her sensations, then on her baby, she is less available to her partner, and her emotional reactions change.



The same page includes a citation attributed to a father:


Before, my wife was very present and attentive to me, but as soon as she got pregnant, she changed! She spent a lot of time preparing the room. She only talked about the baby, and we couldn’t plan any projects. I didn’t exist anymore, it was unbearable!



The possible causes of violence are thus essentially linked to changes in pregnant women’s behavior. Focused on their own psychological turmoil and on their “baby” (as psychosocial advisers commonly refer to fetuses), women in this text are portrayed as neglecting their partner sexually and affectively. This not only reflects an expectation that women should be constantly emotionally and sexually available for their partner but also that pregnancy alters their behavior and that men resent these (presumed) changes, an interpretation rooted in deeply misogynistic and patriarchal norms of marital relations.

The third argument that supported the screening policy was the severity of damage caused to pregnant people and fetuses. The seriousness, scale, and cost of a problem are ubiquitous features of public health campaigns and policies (e.g., Guo et al. 2023; World Health Organization 2011). At the center, the risks that psychosocial advisers associate with intimate partner violence mostly refer to the future child (attachment, neglect, and a wide range of somatic and psychological disorders) and secondarily to the pregnant person’s health (depression, trauma, death). As Maher et al. (2021) argue, discussions of intimate partner violence tend to focus disproportionately on the negative impact on children and on the (in)adequacy of mothers’ protection of their children. This is particularly true of the Swiss context, where child protection services played a major role in the development of public policies against intimate partner violence in the 1990s (Delage and Roca i Escoda 2018). While the Pregnancy Support Center was developing its screening program between 2011 and 2013, a local pediatrician was alerting Swiss health care professionals to the detrimental effects of intimate partner violence on children (Cheseaux, Duc Marwood and Romain Glassey 2013), and child protection services was publishing a report on the same topic (Alvarez 2014). The figure of the child—yet unborn, in the context of prenatal care—as a potential victim of violence is foregrounded, and the multiple consequences of violence for pregnant people remain secondary.

The existence of a causal relation between pregnancy and violence is contested not only because epidemiologists are not unanimous on the prevalence of violence during pregnancy. The idea that pregnant people may be at higher risk for violence was first introduced by an American sociologist in 1975. Within a study of physical violence, Gelles (1975) reported that in a quarter of the families in the study, women had been abused by their partners for the first time during their pregnancy. Gelles identified five factors that may contribute to violence during pregnancy: “sexual frustration,” “family transition, stress and strain,” “bio-chemical change in the wife,” “pre-natal child abuse,” and “defenselessness of the wife” (1975, 82). Gelles thus framed pregnancy, and mostly changes in women’s attitudes and roles, as the cause of abuse. This article sparked widespread concern and scientific interest in the question, resulting in an ever-growing number of publications on the prevalence of violence during pregnancy in many countries. However, Gelles himself, thirteen years after his pioneering article, critically reexamined his hypothesis and concluded that “the previously reported association between pregnancy and husband-to-wife violence is spurious and is an artifact of the effect of another variable, age” (Gelles 1988, 846). Indeed, the overall rate of violence is higher among younger women, precisely at the age when most pregnancies happen. Gelles regrets that most studies did not control for age in their statistical analysis by including a control group of nonpregnant women. He concludes that pregnant women are not a special high-risk group. This led sociologists Bergen and Logue (2009) to advance the idea that there may be different patterns: For some women, violence during pregnancy continues as before; for some, pregnancy causes an increase in violence; and for others, pregnancy is a period marked by a decrease in violence. At the Pregnancy Support Center, however, the shared assumption was that pregnancy was a time of increased danger for all pregnant people.



SCREENING FOR INTIMATE PARTNER VIOLENCE

The decision to implement a screening policy at the center was made by its director. Screening took the form of a requirement for every midwife and social worker to ask their clients during initial appointments if they were experiencing intimate partner violence and to refer them to specialized support services if needed. This strategy was abbreviated as DOTIP:

D—detect (dépister) possible violence

O—offer (offrir) a clear message of support

T—treat (traiter) and organize follow-up

I—inform (informer) about one’s rights and resources in the [health care and social care] network

P—protect (protéger) by ensuring the safety of the pregnant woman/mother and of the children (internal guidelines)

The DOTIP approach had been developed a decade earlier as a guideline for caring for survivors of intimate partner violence within the emergency department of the largest public hospital of the Canton Romand and then was adapted for its maternity department. The Pregnancy Support Center adapted the DOTIP protocol to its own needs and limitations. Specifically, while the hospital translated the “T—treatment” of DOTIP into the provision of medical care, the center transformed that action into “organizing follow-up treatment”—that is, referring survivors to other services. The center’s psychosocial advisers had neither the time nor the psychological, legal, or social competencies to offer mid- or long-term support to survivors of intimate partner violence. Since other services that specialized in supporting survivors of violence already existed in the canton, the Pregnancy Support Center acted as a referral platform in accordance with the interprofessional collaboration logic that framed prenatal care as performed by a network of health care and social workers (see chapter 5). Center staff were already using the same procedure—asking, informing, and referring—to screen for alcohol and tobacco consumption, exemplifying their approach to prevention.

Despite this limitation, the center’s director framed screening for violence as an important responsibility: “We have clearly understood that it’s only if different actors like doctors, hospital staff, and midwives, ask the question that one day a victim will dare to talk about it and say ‘Yes, I am experiencing violence.’ If she says no, we are not responsible for that.… As professionals, we are not responsible for the answers the victims give us. But we are responsible, in terms of prevention, if we fail to ask the question.” Taking the prevention mission of the center seriously, according to the center’s director, meant that professionals should at least try to identify survivors when they came to the center, even if they then had to pass on the responsibility for care to other professionals.

Identifying survivors of intimate partner violence through talk, via a direct question, was introduced as a shift away from another way of identifying survivors: through “feeling,” or intuition. Intuition plays an important role in guiding diagnosis and decision-making in nursing and midwifery (Davis-Floyd and Davis 1996; McCutcheon and Pincombe 2001; Perrenoud 2014; Shepherd 2011). Australian midwives, for instance, rely on “gut feelings” in their assessment of intimate partner violence despite the implementation of a formal screening tool, as Baird et al. (2021) report. Moving away from this approach to care was an important underlying impetus for the center’s screening policy and was particularly supported by social workers at the center. While midwives and social workers mostly shared the same approach to psychosocial pregnancy care—a common culture that they acquired through continuous education when they joined the center—discussions of the violence screening policy revealed that the social workers generally criticized their midwife counterparts for relying on intuition. Anne, one of the most senior social workers at the center, was particularly vocal because she had realized the limits of assessing situations based on nonverbal cues. During our one-on-one interview, I asked her to explain how she came to advocate for verbal screening for violence. She explained that a few months prior, during building renovations, she had had to briefly share offices with the crime survivors’ support unit hosted in the same building. She had been shocked to realize that clients she had met during their pregnancies—whom she thought were fine—were later seeking support and legal counsel because they were survivors of intimate partner abuse. Anne had started doubting herself: Why had she not sensed that these clients were experiencing violence when they were sitting in her office during their pregnancies? Had she missed a clue? She vowed to convince her colleagues to drop the intuition approach: “Some among us say, ‘But you can feel whether they are a victim,’ and ‘It’s enough to count on your intuition.’ I’m convinced this is not the case. No, it’s not true; I have seen it.”

Anne’s realization that intuition was not enough pushed her to advocate for a shift to verbal screening within the Pregnancy Support Center, and she welcomed the implementation of the DOTIP approach to violence. In the last decade, a similar turn toward identifying survivors of intimate partner violence by asking directly has been observed in Europe, North America, and Australia (Goicolea et al. 2023).



GOVERNING THROUGH TALK

Introducing intimate partner violence screening into psychosocial prenatal care is an extension of professionals’ panoptic surveillance of pregnancy. But this form of surveillance does not happen through vision, as the panopticism metaphor suggests, but through talk. By talking to pregnant clients, psychosocial advisers get to know about their lives, and by talking again, they seek to change their behaviors when deemed necessary. While the panopticon analogy highlights the scope of the surveillance exerted over pregnant people, another of Foucault’s concepts captures this tremendous power of speech in surveillance: the use of “confession” (aveu) to produce truth and knowledge.

Confession is a core ritual in the Catholic Church, in which a person confesses their sins to a priest and obtains forgiveness. As a technique, confession both produces truths about the confessant and is a power relation since the confessor offers advice or reminders about the permissibility of the confessed behaviors and suggests actions to be taken in reparation. Confession implies the “presence of a partner who is not simply the interlocutor but the authority who requests the confession, imposes it, evaluates it, and intervenes to judge, punish, forgive, console, reconcile” (Foucault 1976, 82–83; my translation). According to Foucault (1977), while Catholicism relies on confession to access people’s thoughts and behaviors, following the Reformation, confession spread as a technique to produce truths in the legal, medical, or psychiatric systems.

The concept of confession illuminates certain power relations in health care and social work (Fassin 2006; Holmes and O’Byrne 2006; Roberts 2005). At the Pregnancy Support Center, psychosocial advisers ask questions of their clients to know the truth of their lives and behaviors: Do they smoke regularly? Have they had a drink since they knew they were pregnant? Did they experience violence? As Foucault puts it, the confessor needs to “know from the inside what is happening within the soul, the heart, in the deepest secrets of the individual” to be able to “teach the truth, teach the Scriptures, teach morality, teach God’s commandments and the Church’s commandments” (1978, 564; my translation). The client/confessant is expected to talk but also to listen while midwives and social workers deliver public health messages such as “Alcohol is bad for your baby.” As in the religious context, confession is a necessary step to allow the expert—the midwife or social worker—to act upon people’s lives to steer them in a direction they consider more desirable. Depending on the client’s answers, psychosocial advisers give absolution (“That’s fine, you only had one drink; this is nothing to worry about”) or admonishment to change (“It would be better for your baby if you cut down on smoking”).

The Pregnancy Support Center’s appointments differ from religious confession in a significant way, however. Pregnant clients do not come to the center to be granted access to medical intervention. They do not come explicitly to be evaluated or tested to determine whether they will be granted help, support, or pardon. Most come with either only a vague idea about what to expect or with very specific, practical questions—like Valerie in chapter 2, who wanted to know about paternity recognition. From my brief conversations, it seems clients mostly had no idea the consultation would cover so many topics. However, I never witnessed a client openly resist the surveillance and confession nature of their appointment at the center either by refusing to answer a question, contesting the advice they received, or leaving the appointment early. Such open rebellions, according to the center’s staff, were extremely rare. People tended to be quite compliant with experts, especially when asked to disclose personal information in medical settings. Of course, this does not mean that they did not resist surveillance altogether. Some may have chosen to disclose partial truths or lie, especially if they were aware that certain confessions would be frowned upon (like alcohol use). Some, like Karina in chapter 5, might have tried to escape the surveillance gaze of experts after their initial appointments by not showing up to their follow-up appointments.

The speech-based approach to psychosocial care is both what enables the deployment of psychosocial care and limits it. Talk is what allows psychosocial care to reach well beyond the event of pregnancy to deploy a more generalized surveillance of reproductive subjects. In medical care, prenatal care providers rely on what they can assess either directly or indirectly through their measuring instruments (for instance imaging, blood tests, and urine tests). Talk allows experts to reach people’s thoughts and emotions, to know about people’s past and what they plan for the future, and to communicate the knowledge they acquire to other experts. But psychosocial care is also limited by the basic fact that it relies on speech: If clients avoid or stop talking, psychosocial pregnancy support becomes impossible.



TO ASK OR NOT TO ASK, THAT IS THE QUESTION …

Despite the clear direction dictated by the center’s management, the implementation of the systematic screening approach immediately raised concerns and doubts among the staff. This was not, as one might anticipate, because of the emotional load that supporting survivors of violence might place on psychosocial advisers’ shoulders, nor because of midwives’ possible reluctance to disavow their intuition-based approach to screening. What caused turmoil was the fear that introducing the topic of violence in initial consultations might damage advisers’ rapport with their clients.

In September 2012, a year after implementation of the screening policy began at the center, one midwife explained that she was backing down from the systematic screening. This was at a “midwives’ meeting,” a thrice-yearly meeting in which all midwives working at the center met with the lead midwife to discuss topics related to midwifery (e.g., the latest professional guidelines on breastfeeding or ways to tackle sensitive topics such as mental health or violence with clients). During this meeting, midwife Colette explained why she did not want to ask her pregnant clients directly about intimate partner violence. Despite the center’s new guidelines, she found the systematic questioning difficult to implement: “I find it harder and harder to systematically ask about violence during appointments. Six to eight months ago, I was very well-intentioned, I systematically asked the question, and it did not always go well. So now I’m more sensitive to the experience of pregnancy for the couple, to the relational aspect, to symptoms of violence. I ask certain questions, but I don’t ask the question head-on anymore.” She continued explaining what it was that made her change her approach: She felt that asking about intimate partner violence “blocked something in the interview,” and that some people became defensive and closed off after hearing the question. She recalled an appointment with a pregnant client: “The interview was going well; trust had been established. Asking about violence created a rift in the interview. I couldn’t get her back [i.e., reestablish rapport].” Two months later, I had the opportunity to observe two of Colette’s appointments. During those, she opted for an indirect approach to violence, asking about the couple’s relationship: “And about your husband—do you feel supported? Because sometimes some things change in a relationship during pregnancy. Can you rely on him enough?”

Colette’s colleague, midwife Alexandra, on the contrary, defended a direct approach to violence that was more in line with the center’s policy. Expressing her “surprise” at Colette’s indirect approach, she said she had had good experiences asking about violence directly. However, she did not ask head-on about intimate partner violence but about violence in a more general way: “Generally, I start with ‘Have you been a victim of violence or witnessed violence around you? It could be abusing a dog, kicking an animal …” And then [the woman may answer], ‘Ah yes, it was tough at home, my father was beating me.’ And then I say, ‘How about now?’ ‘Now I am all right.’ You see immediately if she is okay.”

Over the following years, psychosocial advisers still disagreed about their approach to violence. These disagreements did not derail the implementation of the DOTIP protocol, however. The Pregnancy Support Center continued to profile itself as a regional leader in intimate partner violence screening, and its DOTIP guidelines served as a model for other social or medical units in French-speaking Switzerland. Since 2020, the center has offered training to interested health care professionals and social workers in French-speaking Switzerland to educate them on intimate partner violence and how to use the DOTIP protocol.



THE LIMITS OF PREGNANCY SUPPORT

Witnessing the development of intimate partner violence screening policy at the Pregnancy Support Center revealed ambiguities and struggles at the border of prenatal care. The intent seemed straightforward: Ask clients about their experiences, identify clients who presented this risk factor, and allow them to get support from specialized professionals, much in the same manner that other issues were tackled at the Pregnancy Support Center. Yet psychosocial advisers did not all agree whether they were well-positioned to screen for intimate partner violence and whether it was a good idea for them to do so. The topic of violence did not seamlessly integrate into the psychosocial model of prenatal care.

Psychosocial advisers feared that bringing the topic of violence into the conversation would jeopardize their relationship with their clients. Mostly, they feared—and some experienced—that their clients would find the topic intrusive and inappropriate and would not go along with this extension of surveillance. Such worries can be understood against the backdrop of the still-fragile position of psychosocial care in Switzerland. The Pregnancy Support Center is still struggling to find legitimacy among health care providers and the public. Psychosocial care providers may thus be especially wary of alienating their clients with questions that might be perceived as intrusive, the probability being high that such clients will never come back to the center. As a unit dependent on public funds, a disgruntled or crumbling clientele could jeopardize financial and political support from the local government.

Another reason why psychosocial advisers saw screening for violence as a challenge was their fear that it would not be an effective way to detect survivors. The center’s statistics indeed showed a lower rate of violence than reported in the medical literature. Studies suggest that many do not disclose violence while pregnant, even if they are asked by health care providers. Reasons for nondisclosure include the hope that the violence will cease, fear of retribution from the abuser, having had bad experiences after disclosing violence to other professionals in the past, or fear of judgmental attitudes (Branjerdporn et al. 2023; Creedy, Baird, and Gillespie 2020; Salmon, Baird, and White 2015). Building trust appears to be a very important factor in encouraging disclosure, a process that is made difficult by the fact that most clients only visit the center once. Survivors might be even less likely to disclose violence during pregnancy in comparison to other moments in their lives. Edin et al. (2010) found that some survivors of violence during pregnancy in Sweden “would do almost anything to reduce stressful situations or to avoid violence so as to protect and care for the expected baby” and waited until after the pregnancy to seek help. As a result, the adequacy of screening measures to address intimate partner violence during pregnancy has been regularly questioned in other countries (O’Doherty et al. 2015; Taft 2002; Thurston, Cory, and Scot 1998). A specific concern is that screening methods may be harmful to survivors. If the health provider responds in a manner considered judgmental or inadequate by the survivor or fails to provide adequate support, the survivor not only does not get the help they hoped for but may be discouraged from seeking further help. Additionally, disclosing violence may trigger the involvement of child protection services, which can result in losing guardianship. Yet, despite these many reasons why survivors would not want to talk about violence during prenatal care appointments, the center’s psychosocial advisers assumed that speaking up was emancipatory and the pathway to getting support.

What was not identified as a challenge to violence screening at the Pregnancy Support Center was the staff’s limited options for supporting survivors. Qualitative interviews with midwives in the United Kingdom and Australia revealed that many were unsure how they would support their patients adequately after they had disclosed their experience of violence (Baird et al. 2021; Eustace et al. 2016; Price, Baird, and Salmon 2005). According to the DOTIP screening model of the center, the primary goal was not so much to support survivors directly but to detect and refer them. Disclosure was the measure of good care provision at the center, more than mid- or long-term support, as illustrated by the staff’s worry about nondisclosure. What may seem like a shortcoming of their prevention strategy is in fact typical of their model of psychosocial care based on talk.

A further limitation of the center’s strategy for intimate partner violence relates to the psychologization of violence and of life events more generally. Violence at the center was mostly understood in psychological terms as the result of the perpetrator’s frame of mind, in line with the discourse delivered by violence experts within the center and the overall influence of psychology among psychosocial advisers (see chapter 3). Such a psychological framing of violence, as feminist scholars have pointed out (Delage and Roca i Escoda 2023; Romito 2006), tends to obscure structural causes of violence. Furthermore, there was no discussion at the center of the fact that marginalized, poorer, or racialized clients could have more barriers to accessing social or professional support. The psychological lens thus obscures the multiple and complex social factors that may influence experiences of violence and their (non)disclosure.








CONCLUSION
Reproductive Boundaries



The Pregnancy Support Center was founded to push the boundaries of prenatal care. Through the concept of “psychosocial” care, it promises to offer more comprehensive care than the medical monitoring of the pregnant body. In that sense, the invention of this model of psychosocial prenatal care illustrates the shift from coercive to supportive measures in the governance of families. At the same time, though, psychosocial care extends surveillance to the minds of pregnant clients as well as to their lives as professionals, partners, and relatives. Psychosocial care extends the reach of pregnancy surveillance not only to other dimensions of people’s lives but also across time to their past, present, and future. Weaving a thread of care across people’s lives coincides with weaving a thread of expert surveillance around reproductive subjects. And the threat of the state’s sovereign power to discipline and punish parents—to use Foucault’s vocabulary (1975)—is still present in the possibility that psychosocial advisers will have to denounce inadequate parents-to-be to child protection services. The territory of psychosocial care is a terrain of shifting conceptual, moral, professional, and power boundaries.

This expansion of prenatal care is an invitation for reproductive scholars and medical practitioners to think about how aspects of people’s lives are reframed as reproductive, or at least as highly relevant, to their reproductive journeys—what I call the reproductivization of life. The reproductivization of everyday life is not a new phenomenon: Women’s place in society has long been defined by their reproductive roles and in many ways still is. The historical exclusion of women from the workplace is tied to the expectation that they should fulfill child-rearing duties at home. In Switzerland, women still face considerable hurdles reconciling work and family lives. Against this backdrop, the notion of reproductivization draws attention to the dynamic processes whereby institutions and social actors such as the Pregnancy Support Center shift the boundaries of what is commonly considered reproductive in a certain context. What the center does is problematize more of pregnant people’s lives as relevant to their pregnancy experience.

Talk is an essential vehicle for the reproductivization of life and is of central interest for reproductive scholars. With the multiplication of reproductive care providers—fertility, genetic, parental, or psychosocial advisers, to name just a few—reproduction is being talked about and talked between reproductive subjects in an ever-increasing variety of encounters. Furthermore, as Sallie Han (2018) underlines, the everyday experience of reproduction is also shaped by language, such as the way people talk about and to their imagined children, as well as the role of texts, from pregnancy advice literature to medical records. At the Pregnancy Support Center, discursive practices are where reproductive boundaries are established and enacted. The conceptual boundaries of psychosocial care are traced through the questions asked (and those not asked) of pregnant clients; the moral boundaries of what a “good” and “normal” pregnancy is are traced through the advice given by psychosocial advisers; power boundaries are enacted through the refusal of psychosocial advisers to divulge some aspects of their clients’ lives to the maternity ward staff. Talk matters also to reproductive journeys because it is for reproductive subjects a potential site of resistance to surveillance, through the (active or passive) refusal to unveil some details of their intimate life to the panoptic gaze of reproductive care providers.

The field of reproductive studies has been undergoing exciting developments driven by reproductive justice in recent years (Andaya and El Kotni 2022). The reproductive justice framework draws attention to the different viewpoints, needs, and claims that people may have over reproduction—for example, the fact that some groups of people may want facilitated access to abortion care, while others may need freedom from coercion to end pregnancies. This means recognizing that justice is necessarily contextual and that claims for justice should take a form that is socially situated. In that spirit, while it is important that reproductive scholars highlight the harmful consequences that some people face for lack of comprehensive reproductive care, it is also important that we examine the potential harm caused by the expansion of reproduction. What does it mean when almost everything in a person’s life, from their emotions to their working conditions to their relationship with their siblings, is read as a potential risk to their future baby? What my study suggests is that this can translate into an extension of expert surveillance of reproductive subjects. This book thus extends an invitation: to think about, with, and—whenever necessary—against the reproductivization of life.

The expansion of prenatal care to the pregnant mind exemplifies how a new dimension of pregnant people’s lives is reframed as tied to their reproductive experience. Considering the psychological state of a pregnant person to be essentially different from that of a nonpregnant person means that the reproductive journey of pregnancy extends to the psyche. This essentialization and blurring of the mind/body distinction could theoretically translate into calls for better protection and care for pregnant people. But it can also, as we have seen, imply that pregnant individuals are all undergoing a crisis, as an inevitable aspect of being pregnant, and this understanding undermines their agency, autonomy, and resilience. Psychosocial advisers’ difficulties in implementing their screening tool for intimate partner violence also illustrated that expanding prenatal care did not necessarily result in better care for survivors.

Thinking about reproductive borders also means thinking about what lies beyond the borders, what is left unproblematized, unmonitored, and undiscussed. Despite being founded on a critique of medicalization, psychosocial care does not necessarily succeed in challenging the existing gendered boundaries of pregnancy. Inspired by the natural childbirth movement, the founders advocated for a novel approach to pregnancy that would treat all pregnant people as equally deserving of support. that would include fathers. and that would be less fetus-centric. Today these are still core values according to which the center operates, and yet this project to reform prenatal care has only partially succeeded. By and large, psychosocial care revolves around the idea that pregnancy is a woman’s affair. The questions that form the basis of psychosocial interviews, the practical organization of the center, and the gendered makeup of the staff are based on and uncritically reproduce the assumption that the person who is pregnant is the main subject of counseling. The psychosocial conditions in which a pregnancy occurs are almost entirely equated to the pregnant person’s psychosocial conditions. This reproduces the long-standing presumption that reproductive outcomes are women’s responsibility and overlooks men’s roles. Uncovering the persistence of these gendered assumptions at the Pregnancy Support Center shows how deeply they still permeate Swiss society, a country in which the regulation of female reproduction and sexuality has been central to the construction of good and respectable citizenship (Bader and Mottier 2020; Mottier 2006).

Psychosocial care’s focus on pregnant individuals also leaves the larger social, cultural, and material environment in which pregnancies take place in the background. Pregnant clients are counseled and advised as if they control their destiny and their choices. While psychosocial advisers are very aware of social inequalities and xenophobia in Switzerland, the center does not engage in advocacy or political activity, and its action is limited to supporting individuals navigating a very unequal society. This reflects the entrenched expectation of individual responsibility as a sign of good citizenship in Switzerland, particularly in relation to health and families: It is usually considered the responsibility of individuals and parents to know about, and figure out how to pay for, health care and childcare services. Psychosocial care, like health care and family counseling in Switzerland, also remains permeated with stereotypes that attach lower socioeconomic status to less adequate parenting skills. The social forces that constrain parents’ choices and prevent some from having “harmonious” pregnancy experiences remain largely beyond the boundaries of prenatal care.

The psychosocial model of care, as well as the Swiss model of reproductive governance underlying it, has been slow to address the changing reproductive landscape. Psychosocial advisers at the Pregnancy Support Center more or less explicitly considered the traditional heterosexual family model the norm. Focusing on heteronormative models of families implies that nonnormative families, especially LGBTIQ+ parents, remain largely outside the boundaries of care. Pregnancies that do not happen within “repronormative” (Franke 2001) boundaries are largely unthought of. Even if a trend toward more inclusiveness has been legible in recent attempts to promote awareness of diversity in Swiss prenatal care (Fussinger and von Känel 2020; Rey 2022), LGBTIQ+ prospective parents still face significant barriers and discrimination when embarking on a reproductive journey (Gouilhers, Albospeyre-Thibeau, and Gardey 2023; Gouilhers, Gardey, and Albospeyre-Thibeau 2023). Studies conducted in other European countries and North America describe the far-reaching practical, material, and personal consequences of the “unthinkability” (Toze 2018) or “inconceivability” (Ferrara 2024) of trans pregnancies, such as inadequate care and the administrative barriers facing pregnant persons with a masculine legal identity (Falck et al. 2020; Kirczenow MacDonald et al. 2005). The increasing political discussion and visibility of so-called rainbow families in Switzerland remain marked by homonormative expectations that these families will mimic the heteronormative model (Nay 2017, 2019).

Drawing and maintaining boundaries are core mechanisms of reproductive governance and of the stratification of reproduction and are central issues for reproductive studies. In this book I have underlined ongoing challenges to reproductive justice in Switzerland by shedding light on distinctions between categories of reproductive subjects and on the definition of what counts as reproduction. Experts—psychosocial advisers—have emerged in this analysis as the tracers and guardians of the borders of prenatal care. Following Véronique Mottier’s (2008) metaphor, experts are the gardeners who identify the good plants in the Swiss garden and help them grow, leaving the weeds beyond the boundaries of their care. Thus, exploring boundary drawing in reproductive imaginaries and its consequences in terms of exclusion and access to care is central to rethinking reproductive care on more inclusive grounds. Disentangling pregnancy and other reproductive events from their association with normative womanhood, femininity, and motherhood roles contributes to challenging what Sarah Franklin (2023, 6) calls the “normative, familiar and naturalized grammar of reproductive common sense.” What is at stake is not only the provision of better care but also the undoing of fundamental social structures of inequalities.






NOTES



INTRODUCTION


	1. The Pregnancy Support Center is a pseudonym, as are all names of pregnancy advisers cited in the book.


	2. The Swiss federal state is divided into twenty-six cantons, the equivalent of U.S. states, among which four are entirely francophone and three are bilingual French German. “Canton Romand” is a pseudonym. Romand is the term used for French-speaking Swiss persons, while Romandie designates the French-speaking part of Switzerland. Romand derives from Roman, the term used to designate the languages that are descended from Latin, such as French.


	3. In Switzerland, all residents are legally required to purchase health insurance from private health insurance companies. Although residents can freely choose their insurance provider, the basic insurance package is defined by the Swiss Health Insurance Act of March 18, 1994 and provides the same standard coverage across all insurers. Although Switzerland offers universal health care, health services are not free. Out-of-pocket health care expenses are comparatively high (Trein, Rüefli, and Vatter 2023). Patients pay for monthly insurance premiums, a yearly deductible (i.e., the amount of money that the insured person must pay before their insurance starts covering costs), 10 percent of all costs after meeting the deductible, room and board during hospitalization, and any costs not explicitly covered by the basic insurance plan. Patients can choose their yearly deductible ranging from 300 to 2,500 CHF (about USD 340 to 2,800), with a lower deductible translating into a higher monthly insurance premium. In 2024, the average monthly insurance premium was CHF 426 (about USD 480) for an adult, with variations depending on the individual’s age, canton of residence, and selected yearly deductible. Premiums generally increase annually, following the rising health care costs in the country, significantly burdening household finances. “Complementary” insurance policies can offset some of these additional costs, but they can be prohibitively expensive and do not cover preexisting health conditions. Prenatal, birth, and postpartum care is the only type of health care for which no deductible applies, which means that it is entirely covered by health insurance without out-of-pocket expenses (see chapter 5 for more details).


	4. Hospital policy is the responsibility of cantons in Switzerland, which implies different practices across Switzerland. Generally, each canton finances several public hospitals spread across their territory, which provide health care for the whole population. Private clinics delivering specialized care (such as rehabilitation) can be partially subsidized. Only about 10 percent of patients choose a private hospital for delivery, as this requires costly private health insurance (Federal Office of Public Health 2024).


	5. Key references on prenatal screening and diagnosis include Gammeltoft (2013); Katz Rothman (1986); Löwy (2017); Rapp (1999); Schwennesen and Gammeltoft (2022). On fetal surgery, Casper (1998); on surrogacy, König (2023); König et al. (2022); Siegl (2023); Whittaker (2018).


	6. On risk discourses in pregnancy, key references include Kukla (2010); Lupton (1999, 2012); Lyerly et al. (2009); Ruhl (1999). In relation to alcohol, tobacco, and drug use, see Armstrong (2003); Lee, Sutton, and Hartley (2016); Lowe and Lee (2010); Oaks (2001). In relation to food and obesity, see Keenan and Stapleton (2010); Parker and Pausé (2018). For Switzerland, see Burton-Jeangros et al. (2013); Gouilhers et al. (2019); Hammer (2019); Hammer and Burton-Jeangros (2013); Hammer et al. (2022); Hammer and Inglin (2014).


	7. I conducted interviews with the center’s ten midwives (including the lead midwife), seven social workers (including the lead social worker), and the center’s director.






CHAPTER 1 THE LANDSCAPE OF SWISS PRENATAL CARE


	1. “Federal Act on Pregnancy Support Centers of 9 October 1981,” accessed September 3, 2025, https://www.fedlex.admin.ch/eli/cc/1983/2003_2003_2003/fr.


	2. Along with federalism, direct democracy has been another feature of Swiss politics since 1848. In a direct democracy, a large share of the legislative power lies with voters instead of elected representatives. At all three political levels (municipality, canton, and federal state), citizens can propose changes to the constitution (popular initiative) or request a legal change be submitted to popular vote (referendum). Some decisions of the Parliament are automatically submitted to popular vote (mandatory referendum). As a result, Swiss citizens usually vote four times a year on various issues. Voting rights are reserved for Swiss citizens, with foreign permanent residents given voting rights at the municipal or canton level in some regions. Women were only granted voting rights at the federal level in 1971.


	3. The Canton Romand offers nine drop-in centers for parents and children (lieux d’accueil parents-enfants, literally “parents-children welcome spaces”). These are facilities where parents can come and spend time with their children; they do not require registration or a fee. They are inspired by the Maison Verte model from French psychoanalyst Françoise Dolto, who opened the first maison verte in Paris in 1979. Staff in the lieux d’accueil are usually trained in psychoanalysis, observe parent-child interactions, and offer counseling and support.


	4. All French to English translations of documents or interviews are mine.


	5. In the Pregnancy Support Center’s statistical database, data started being recorded in 2004, and not all years were on record for all criteria. The graphs presented in this chapter present all available data at the time of my research.


	6. I had limited access to the Pregnancy Support Center’s internal database during the intensive phase of my fieldwork. The database contained aggregated data on clients (such as age range, legal permit, employment status, level of education) and consultations (number of consultations, duration, led by midwife or social workers) per year and per city, for the years 2004 to 2016. Earlier data were not available because the center did not have electronic client files before 2004. I complement this with evidence from my follow-up interviews with employees as well as the Intimacy Foundation’s annual reports. Data from the Federal Statistical Office concerning the Canton Romand were used to compare the profile of the center’s clients with the general population.


	7. For the history of the medicalization of pregnancy in Europe and North America, key references include Al-Gailani and Davis (2014); Barker (1998); Berthiaud (2013); Gélis (1984); Hanson (2004); Jacques (2007); Kukla (2005); Oakley (1984).


	8. The Yenish are a group of traveling persons who live mostly in Germany, Austria, Switzerland, and France.


	9. Switzerland never had colonies but was closely involved with colonial powers and profited from colonialism—a situation that Swiss historians called “colonialism without colonies” (Purtschert and Fischer-Tiné 2015; Purtschert, Lüthi, and Falk 2012).


	10. “Federal Act on Medically Assisted Reproduction of 18 December 1998,” accessed September 3, 2025, https://www.fedlex.admin.ch/eli/cc/2000/554/en.







CHAPTER 2 THE BOUNDARIES OF PSYCHOSOCIAL CARE


	1. The so-called transmission document is a two-page form that psychosocial advisers fill during their first appointment with each client. On the document, advisers indicate a client’s contact information and personal data (nationality, civil status, languages spoken, occupation), information about the client’s partner (name, date of birth, occupation, nationality), and health (number of previous pregnancies and deliveries, last menstruation date, estimated date of delivery, name of gynecologist, allergies, name of maternity hospital chosen for delivery). The rest of the form contains boxes where advisers can write down comments, divided into the following topics: Mother (socio-professional situation, health, addictions); Father; Family situation; Experience of previous pregnancies, births, and breastfeeding; Experience of current pregnancy; Birth (including desires, fears, birthing classes); Hospital stay (including mode of infant feeding, contraception); Organization of return home (including name of midwife for postpartum care, pediatric nurse, and child’s pediatrician); and Other professionals involved. The form is then sent, in paper or electronically, to the maternity ward where the client plans to give birth and can then be consulted by the doctors, midwives, and nurses of the maternity ward.


	2. “Swiss Citizenship Act (Law on Swiss Nationality) of 20 June 2014,” accessed September 3, 2025, https://www.fedlex.admin.ch/eli/oc/2016/404/fr.


	3. Significant waves of workers migrated from Turkey in the 1960s and, following the Yugoslav wars, the 1990s and 2000s saw waves of refugees from former Yugoslavian countries and Albania. Taken together, immigrants from these countries form by far the largest migrant group in Switzerland. Other large migrant groups in Switzerland are from Germany, Italy, France, and Portugal, and they are generally considered less “culturally distant” from Switzerland and as such are less discriminated against (dos Santos Pinto et al. 2022).






CHAPTER 3 THE PREGNANT MIND


	1. I published a previous and shorter version of this discussion in Ballif (2020).


	2. Classic works include Leifer (1977, 1980); Ballou (1978); and Valentine (1982). More recent examples include Trombetta et al. (2021); Della Vedova et al. (2023); and Missonnier (2023).


	3. In French, all nouns are either masculine or feminine. “Baby” and “child” are masculine, so Carla and Alexandra used the pronouns “he/his” when talking about Carla’s baby, which does not necessarily indicate she was expecting a baby boy. In the English translation, I use “s/he” and “his/her” to reflect this indeterminate gender.


	4. The Swiss Civil Code allows involuntary hospitalization of patients up to three days in case of “mental disorder,” “mental disability,” or “serious neglect” (article 426). The decision-making process for involuntary hospitalization varies from canton to canton but usually involves doctors and legal guardianship authorities.






CHAPTER 4 A GOOD FUTURE


	1. I published a previous and shorter version of this discussion in Ballif (2023a).


	2. In conversations among psychosocial advisers, clients were frequently referred to as “Madame” (Mrs.) and “Monsieur” (Mr.), a common practice in health care and social work settings. This allows professionals to discuss cases anonymously and maintain client confidentiality.


	3. Rich scholarship in sociology and anthropology has explored risk discourses and pregnancy. Key studies have in particular focused on risk discourses in relation to alcohol (Armstrong 2003; Golden 2005; Lee 2014b; Lee et al. 2021; Lee, Sutton, and Hartley 2016; Lowe and Lee 2010), smoking (Oaks 2000, 2001), prenatal genetic testing (Gammeltoft 2013; Ginsburg and Rapp 2020; Katz Rothman 1986; Rapp 1999; Valdez 2018), feeding infants and children (Keenan and Stapleton 2010; Knaak 2010; Lee 2007, 2008; Murphy 2000), and, more recently, epigenetics (Manderson and Ross 2020; Mansfield 2012; Pentecost 2024; Richardson 2021).


	4. In French, “child” is a masculine noun and is grammatically treated as “he,” which does not indicate that the child is necessarily considered a boy.


	5. It was common for midwives to use “Baby” as a proper noun in French as an affectionate way to personify the future child. This is not very common in French or in medical settings, where the use of qualifying words such as “the” or “your” baby is usually preferred.






CHAPTER 5 THE PREGNANCY NETWORK


	1. To read more about expertise and modernity, readers may refer to the classic works of Ehrenreich and English (1989); Giddens (1991); Rose (1990); Ussher (2006).


	2. “Article 29 of the Swiss Health Insurance Act of March 18, 1994,” accessed September 3, 2025, https://www.fedlex.admin.ch/eli/cc/1995/1328_1328_1328/fr, and articles 13 to 16 of the “Ordinance on Health Insurance Benefits of September 29, 1995,” accessed September 3, 2025, https://www.fedlex.admin.ch/eli/cc/1995/4964_4964_4964/fr.


	3. Classic and more recent works on the medical surveillance of pregnancies and motherhood more generally in Europe and North America include Arney (1982); Barker (1998); Berthiaud (2013); Bessett (2010); Boulet (2021); Fixmer-Oraiz (2019); Fox, Heffernan, and Nicolson (2009); Henderson, Harmon, and Houser (2010); Jacques (2007); Katz Rothman (1982); Lupton (1999); Murphy (2003); Oakley (1984); Oaks (2001).






CHAPTER 6 CONTESTED BORDERLANDS


	1. Reference withheld for confidentiality purposes.


	2. Key references on the prevalence of intimate partner violence during pregnancy include Agarwal et al. (2023); Bailey (2010); Ballard et al. (1998); Chen et al. (2024); Gazmararian et al. (1996); Jasinski (2004).


	3. Reference withheld for confidentiality purposes.


	4. The notion of “psychic transparency” was developed by the French psychiatrist Monique Bydlowski, as discussed in chapter 3.
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