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I. Abstract 

In recent years, Dutch obstetric care has had an elevated focus on the early recognition and prevention 

of psychosocial problems in pregnant women. Women in whom psychosocial problems are identified 

are grouped under the term ‘vulnerable’ pregnant women. Standardized risk screenings were 

developed to help obstetric care providers identify possible psychosocial issues. What is considered as 

a risk factor during pregnancy, however, is not neutral. Rather, risks are indicative of common societal 

values, norms and moral judgments (Douglas 1992).  

  For this thesis, I interviewed care providers from various disciplines about the screening and 

care of ‘vulnerable’ pregnant women. Through the theoretical lens of ‘risk’, I seek to begin to fill the 

current gap in anthropological literature on the construction, assessment, and management of 

‘vulnerable’ pregnant women by health care providers in the Netherlands. I discuss how the 

knowledge produced by the use of standardized questionnaires, that focus primarily on the detection of 

risk factors in expecting mothers, is in practice supplemented and sometimes supplanted by other, tacit 

or intuitive, ways of knowing. I then analyze the ‘multiplicity’ of the concept of ‘vulnerable’ pregnant 

women, since this is a category that is enacted in many different ways and settings. Finally, I will 

argue how risk assessment can come to compromise the building of a trust relationship between 

provider and client.  
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II. Introduction 

I: Do differences in perceptions between you and the patient occur often? 

F: Yes, and I find that very tough, because who am I to say that they are vulnerable? Who am I to say 

they don’t have enough money? Or that it’s weird that they live in a one-room apartment with two kids and a 

third on the way? That’s my perception, right?
1
 

(Interview excerpt: Floor, gynecologist) 

  

In 2008, a European report showed a relatively high perinatal mortality rate in the Netherlands 

(Euro-Peristat project 2008). Around the same time, De Graaf et al. (2009) found that women 

in the four largest Dutch cities were at an increased risk of detrimental perinatal outcomes, 

especially if they lived in specific ‘deprived’ neighborhoods. Subsequently, a descriptive 

study into pregnancy and birth was set up to explore the main characteristics of Dutch 

pregnancy care that might explain these outcomes. The study concluded that three areas 

especially needed further research and improvement, namely, first, early detection of perinatal 

risks; second, collaborations between Dutch obstetric care providers; and third, a recognition 

and tackling of psychological, psychosocial, and socio-economic risk factors during 

pregnancy (Poeran, Steegers, and Bonsel 2012). This last point especially has received much 

attention in the past few years (Ministerie van Volksgezondheid 2018). In Dutch obstetric 

policy and practice, women in whom psychological, psychosocial
2
, or socio-economic risk 

factors are identified are grouped under the general term ‘vulnerable’ pregnant women.  

                                                 

1 Translation from ‘I: Komen verschillen in perceptie tussen jou en de patiënt vaak voor? F: Ja dat is, dat vind ik wel heel 

lastig, omdat ik, ja, wie ben ik om te zeggen dat zij kwetsbaar zijn, wie ben ik om te zeggen dat ze misschien wel weinig geld 

hebben, of dat het toch wel raar is dat ze in een eenkamerappartementje wonen met twee kinderen en er nog een derde 

bijkomt, he, dat is mijn perceptie, he’. (31-03-2020) 

2 In chapter II. 1., I will provide a thorough discussion of what is indicated by the term ‘psychosocial’.  
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To facilitate early recognition of psychosocial problems in pregnant women, 

standardized screening devices were developed in the form of questionnaires. These 

questionnaires fit neatly into a central discourse in health care which posits that the world and 

its uncertainties are considered to be first and foremost controllable by careful risk calculation 

and (evidence-based) positive knowledge
3
 (Timmermans and Angell 2001; Henry 2010). Still, 

medical sociologists have argued that health care providers also rely heavily on ‘tacit’ ways of 

knowing such as trust, intuition, emotions (Ibid.), which are employed simultaneously to 

supplement and make sense of positive knowledge. I indeed found that the care for 

‘vulnerable’ pregnant women is based on the simultaneous and co-supportive employment of 

‘positive’, or explicit, as well as ‘tacit’, or implicit, ways of knowing. The ‘tacit’ strategies 

care providers employ to assess their patients’ ‘vulnerability’, however, are not recognized by 

policymakers and medical theory. Perhaps this is due to health care’s narrow focus on 

seemingly objective forms of knowledge. 

Although certain maternal risk factors are ‘objectified’ in standardized screening 

devices, it is important to keep in mind that what is considered to be ‘risky’ or ‘vulnerable’ is 

not given. Risks, argues Mary Douglas (1992), reflect society’s common values and anxieties. 

As gynecologist Floor’s statement above indicates, care providers struggle with the subjective 

nature of their standpoints
4
 in the assessment of their patients. Furthermore, risk factors (for 

example ‘unemployment’) are not static; they change meaning depending on the context in 

                                                 

3 ‘Positive’ knowledge is based on natural phenomena and their properties and relations as verified by the empirical sciences. 

(https://www.merriam-webster.com/dictionary/positivism). 

 
4 I prefer the word ‘standpoint’ to ‘perspective’ or ‘point of view’ because it indicates a way of observing that is subject to 

change. The word perspective implicates a multiplicity of beholders looking at a common, singular object. ‘Standpoint’ to me 

evokes an image of a beholder that is spatially and temporarily rooted. Experiences indeed change along with the contexts in 

which they are enacted. 
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which they occur. Lastly, the care for ‘vulnerable’ pregnant women is coordinated across 

many different axes of care (obstetric, psychological, and social). Depending on how, where, 

and by whom risk and ‘vulnerability’ are ‘enacted’, these concepts take on various meanings 

(Mol 1999a).  

To this date, there have been no studies on the standpoints and experiences of care 

providers involved in the care for ‘vulnerable’ pregnant women. In a matter as complex and 

personal as the assessment of expecting mothers’ psychosocial situations, professionals are 

often confronted with uncertainty and doubt. For this thesis, I interviewed care providers from 

different professional backgrounds who care for ‘vulnerable’ pregnant women in the 

Netherlands about the day-to-day strategies they employ in order to deal with risk and 

vulnerability. The main question I ask here is: “how do notions of risk shape the construction, 

assessment, and management of ‘vulnerable’ pregnant women by health care providers in the 

Netherlands?” 
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III. Background 

1. Psychosocial Care 

A definition of the term ‘psychosocial’ is hard to come by in medical theory. This term has 

changed meaning over time since it was first used in the 1890s and is historically laden with 

many different values and connotations (Hayward 2012). In a general sense, ‘the 

psychosocial’ refers to a relationship of mind, body, and social environment in the emergence 

of mental illness and ill-health (Toms 2012). In obstetric policy, psychosocial factors are often 

said to be crucial in the constitution of ‘vulnerable’ pregnant women 
5.

 But what does the 

‘psychosocial’ domain exactly entail in this context? Drug use, illiteracy, unemployment, 

domestic violence, single motherhood, and social isolation are all considered ‘psychosocial 

problems’. A definition, however, is again missing. In this section, I will look at the 

emergence of the ‘psychosocial domain’ in the Dutch health care system. A brief historical 

and cultural analysis of this term will prove helpful in understanding the investment of 

obstetric care into the social and behavioral conditions of pregnant women. 

  Often during my research for this thesis, I have wondered how the health care system 

and the state have come to be so involved in the private lives of pregnant women. Although a 

legitimation of this interference is often framed in terms of statistical data concerning bad 

perinatal outcomes in certain socio-economic groups, this cannot fully explain the hyper-

focus of obstetric care on the behavioral and social conditions of mothers-to-be over other 

associated variables. Foucauldian authors, such as Nikolas Rose (1996), have analyzed 

                                                 

5 E.g. Ministerie van Volksgezondheid 2018; ‘NCJ | Position paper: “Elk kind verdient de best mogelijke start”’ 

https://assets.ncj.nl/docs/6e17f99e-74a0-4a41-a0ee-df5f65f994ab.pdf; ‘Kwetsbare zwangeren hebben hulp nodig’  

http://www.erasmusmc-verloskunde.nl/uploads/artikelen/Vervoort_ea_Medisch_Contact_2016-

Kwetsbare_zwangeren_hebben_hulp_nodig.pdf 
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‘psychosocial care’ as a new form of psychological knowledge that feeds into governmental 

power dynamics of the welfare state. Although this discourse of power mechanisms may 

prove to be overly simplistic for the context of this study, it is still important to be aware of 

how knowledge was produced historically and whose interests it served. When we take a step 

back from the current situation in obstetrics in the Netherlands, we can see that in the 

Netherlands the focus on ‘psychosocial care’ seems to have been instigated by the psycho-

hygienic movement of the twentieth century, a movement that was indeed motivated by an 

incentive of moral education of certain groups and individuals in society. 

  As Toms (2012) argues, the wider mental hygiene movement was focused to a large 

extent on the ‘psychosocial domain’. In the specific context of the Dutch psycho-hygienic 

movement, psychosocial care was centered on principles of prevention and 

multidisciplinarity, based on which the first Dutch Child Guidance Clinics, Medical Parenting 

Bureaus (MOB-bureaus), and Bureaus for Life- and Family Difficulties (LGM-bureaus) were 

mobilized (De Goei 2001). In the following years, the movement also was the motor for the 

development of mental health facilities for problem children, centers for marriage and family 

problems, and a growing number of counseling centers for alcoholics. These facilities 

provided and conducted consultations, social support, surveillance, and a form of moral re-

education aimed at building self-discipline, social reintegration, and rehabilitation (Oosterhuis 

2007, 225). From a sociological point of view, the psycho-hygienic movement can be said to 

fit in neatly with efforts to “civilize” the lower classes (Ibid., Elias 1978).  

Until the ’60s, the movement was strongly based on ideas of Christian and moral 

citizenship. Treatments were aimed at adapting the ‘anti-social’ individual to the demands of 

modern society. From the late 70s onwards, the movement shifted its focus toward the 

problems caused by dysfunctional societal structures and inequality, instead of the education 
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of the ‘immoral’ individual. Society was a ‘sick environment’ out of which the individual 

needed to be liberated (De Goei 2001).  

 Present-day Dutch social work and primary mental health care (ggz) grew out of this 

psychohygienic movement (Ibid.) A multitude of mental health and social work organizations, 

that are aimed at providing ‘psychosocial care’, still take on many of the same issues the 

psycho-hygienists concerned themselves with in the early 20
th

 century, such as substance 

abuse, relational problems, criminality, financial problems, and anti-social behavior. A 

tension that was already apparent in the psychohygienic movement is still at play in the 

psychosocial care for pregnant women. Whereas in the early days, the movement aimed to 

prevent and ‘treat’ immoral behavior, later the movement became focused on social change. 

In the care for ‘vulnerable’ pregnant women, it is important to question where the 

psychosocial issues of women are located: is the origin of their problems attributed to the 

individual, to external social conditions, or a combination of both? I will address these 

questions in more depth in chapter V, but as we will see, the answer is not so simple. Even if 

there is a strong recognition of the external conditions that make a pregnant woman 

‘vulnerable’, and a need for social change is indeed advocated, health care is still mainly 

organized toward ‘treating’ the individual. 

 

2. The Dutch Obstetric System 

Since 2008, psychosocial care has become more and more integrated into the Dutch obstetric 

system. In the Netherlands, this system is organized according to three levels of care, where 

medical professionals work fairly autonomously. The primary level of care consists of 

community midwifery practices where low-risk pregnant women are supervised. If risk 
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factors, medical or non-medical, are identified, midwives usually refer women to clinical 

obstetricians or gynecologists at the secondary level. Tertiary care only takes place when 

high-risk medical complications occur, in specialized perinatology centers.  

The relatively high perinatal mortality rates that were registered in the Netherlands in 

2008 led to a critical evaluation of the national obstetric system. One of the reasons why 

psychosocial issues were inadequately recognized, it was argued, was the lack of 

collaboration between midwives and obstetric caregivers as well as other professionals 

involved in the care for pregnant women (Posthumus et al. 2013). A subsequent qualitative 

study (Schölmerich et al. 2014) noted that misaligned financial incentives lead to a reluctance 

among obstetric care providers to refer women to another level of care. Community 

midwifery practices and most secondary hospitals are financially autonomous, which means 

that their income partially depends on the number of women in their care, and the type of care 

provided. Furthermore, pregnancy is perceived differently in these two levels of care. 

Community midwives emphasize that pregnancies are a fundamentally physiological process, 

and they fear that pregnancy is overly medicalized in secondary care.  

When women are actually referred to secondary obstetric care, and non-medical risks 

are then identified (e.g. domestic abuse, anxiety, drug use), they will most often be further 

referred to what in the Netherlands is called the POP-outpatient clinic. POP is short for 

psychiatry, obstetrics, and pediatrics. The POP-clinic staff consists of a multidisciplinary team 

that gives attention to a variety of psychological and social concerns pregnant women may 

have. Despite the aid of these facilities, a Dutch qualitative study from 2016 showed, through 

interviews with obstetric caregivers, that ‘pregnancy care for vulnerable women is often 

perceived as a burden by caregivers as vulnerable clients require complex case management, 

additional time, and more often show adverse perinatal outcomes’ (de Groot et al. 2016, 154). 
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Dutch caregivers already experience a high workload, and ‘vulnerable’ clients put an 

additional strain on them.  

This contributes to making standardized care one of the pillars in the policy 

concerning ‘vulnerable’ pregnancies. The systematic administration of risk screenings is 

promoted and standardized care paths are laid out for specific social and psychological 

problems (Ministerie van Volksgezondheid 2018; Vos et al. 2015; Lagendijk et al. 2018). 

Although standardized care has advantages in terms of time-management, it has also been 

criticized for having a homogenizing and dehumanizing effect on clinical practice 

(Timmermans and Epstein 2010). Moreover, many studies on standardized care and evidence-

based medicine have shown how caregivers ‘tinker with’ standards locally and adjust them to 

each practice and patient-interaction (Timmermans and Angell 2001; Greenhalgh et al. 2008). 

Despite protocols indicating ‘how to define’ and ‘how to act’ in different scenarios, caregivers 

have to deal with uncertainty and ‘fuzziness’ on a day-to-day basis, especially in cases where 

the social, emotional, and physical are tangled up. Imagine for example that someone answers 

‘yes’ to the question of the occurrence of violence in the household: care providers need to 

contextualize this information in order to try to make sense of what is happening exactly, and 

then still have to deal with each situation differently. It may be impossible to standardize care 

for these circumstances. 

As mentioned in the introduction, caregivers have several interlinked strategies to their 

disposal to deal with this uncertainty. They may use standardized questionnaires, but also 

‘tacit’ forms of knowledge and they lean on multidisciplinary coordination and trust. Before 

moving on to an analysis of how caregivers described their practices in caring for ‘vulnerable’ 

pregnant women, I want to take a step back and look into the concepts of ‘risk’ and 

‘vulnerability’. The term ‘vulnerable’ pregnant women should not be taken for granted: 
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inherent in the use of the term ‘vulnerable’ are several implications. The concept of ‘risk’ is 

intrinsically tied up with ‘vulnerability’. It is through the assessment of risk that vulnerability 

is defined. Both concepts furthermore share an orientation towards the future. They indicate a 

potentiality: a proneness to future harm. Since the future can never be fully predicted or 

controlled, uncertainty is an essential feature of risk and vulnerability. 
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IV. Theoretical Framework 

1. Risk 

 

Risk: 

-noun 

The possibility of something bad happening 

 

The risk assessment of pregnant women by care providers in The Netherlands can be seen as a 

product of what social theorists have called the ‘risk society’. Giddens (1999) describes this 

‘risk society’ in terms of an increased preoccupation with the future and bad possible 

outcomes. Social life has not become more ‘risky’ in itself, argues Giddens, but risk has 

become less tolerated and risk avoidance is now fundamental to the way social actors 

organize the world. In the care for ‘vulnerable’ pregnant women, this preoccupation with the 

future is especially salient. In this chapter, I will discuss two features of the risk discourse that 

emerge in the assessment and management of ‘vulnerable’ pregnant women. 

  The first feature of the risk discourse that is relevant for antenatal care is that it 

(involuntarily) enhances a discourse of individual blame. Luhmann (in Collier, Lakoff, and 

Rabinow 2004, 4–5) suggests that late modern society
6
 has seen a change in the way people 

perceive threats. Whereas threats used to be framed in terms of ‘danger’, they are now 

                                                 

66 Giddens (1991) defines the late modern society as the post-traditional era starting roughly around the 1960s, where modern 

institutions, technological and social changes transmutate individual lives. Daily life in the late modern society is 

reconfigured by the interplay between the local and the global, and characterized by doubt, which Giddens sees as a central 

feature of modern critical reason.  

  

https://dictionary.cambridge.org/dictionary/english/possibility
https://dictionary.cambridge.org/dictionary/english/bad
https://dictionary.cambridge.org/dictionary/english/happening
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increasingly framed as ‘risks’. This has important repercussions for notions of blame. 

Although ‘risk’ and ‘danger’ both indicate the possibility of future harm, the terms imply a 

different ‘localization’ of threats. When we are talking about danger, the threat is located 

externally and therefore, out of our control. We can protect ourselves against a certain danger, 

but we cannot determine its course. When the term ‘risk’ is used, however, the threat is seen 

as coming from within. It is something we have control over and is somewhat more related to 

personal choice (Caiata-Zufferey 2012). One important consequence is that our present 

decisions and actions are held to be responsible for future outcomes.  

Heyman (2010) similarly observes how risk screenings in medical settings construct 

risk at the individual level, which fits neatly in a neo-liberal agenda. It is politically less 

complex to tackle, for example, drug-related issues on the individual level than to address 

social inequalities which increase the prevalence of drug use in certain less privileged groups 

in society (Ibid, 82). Through a focus on individual lifestyles and behavior, screenings can 

stigmatize certain individuals and families in society (Ibid.). 

A further addition to this discourse of individual blame, is the care for ‘vulnerable’ 

mothers, as I will show in chapter V, is mainly focused on ‘keeping the child safe’, while the 

well-being of the mother often comes second. In her analysis of fetal mortality case reviews, 

Fordyce (2014) similarly argues how public health condemn certain maternal behavior is 

condemned. Pregnant women are thus held responsible for bad fetal health. An image of an 

‘innocent fetus’ is sketched who needs to be protected from a ‘bad mother’. Handwerker (in 

Jordan and Murphy 2009) also suggests that especially in the classification of ‘nonmodifiable’ 

risk factors, such as advanced maternal age or low socioeconomic status, as ‘high-risk’, we 

somehow hold women accountable for adverse outcomes and increase their feelings of 

anxiety and guilt.  
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A second feature of the ‘risk society’ that emerges in birth care is an increasing 

inability to deal with uncertainty. Through risk screenings, possible future harm is 

‘technologized’: the costs and benefits of our present actions and institutions are made part of 

a calculation about the threat of harm. Giddens (1991, 111) calls this struggle for control over 

the future: the ‘colonization of the future’. This colonizing of the future, argues Giddens, is ‘a 

means of seeking to stabilize outcomes’ (1991, 133).  

This effort to ‘colonize the future’ has two major weaknesses that are important for 

risk assessments in obstetric care. First, in the real world, there is usually not enough 

information available to estimate the appropriate response to a threat. We do not live in a 

technocracy where interventions have calculable effects that can address a known risk 

(Douglas 1992). Uncertainty is always a fundamental element of medical risks. One way for 

medical staff to deal with this uncertainty is to ‘ignore the probability and to act as if a 

specific risk will in fact become a reality’ (van Asselt, Mesman, and van ’t Klooster 2007, 

674). Problems are treated even before they occur. In this sense, the potentiality of risk is 

undercut and risk factors are treated as a reality before they have become one. In the risk 

assessment of pregnant women, this mechanism becomes especially salient: women are put 

under heightened medical surveillance because of their potential of developing certain 

problems during pregnancy, even if at the moment of the screening nothing is going on yet. 

Second, there is not one ‘objective observer’ of threats in risk assessment. As Collier 

et al. (2004, 6) suggest, there ‘may be as many ‘threats’ as there are domains of expertise. Not 

only can there be differences in perception about what constitutes a threat, but disagreements 

can also arise about which threats matter the most. With that in mind, it is important to 

consider why and how certain ‘risks’ have come to be standardized in screening devices for 

pregnant women. Jordan (1997, 56) has famously argued that although in any given situation 
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several knowledge systems exist, some ‘carry more weight than others, either because they 

explain the state of the world better for the purposes at hand (efficacy) 

or because they are associated with a stronger power base (structural superiority),and usually 

both.’ Daviss (1996, 443)adds on to this that in birth care, each 

actor, from the caregiver to the recipient of care, operates according to their 

own system of logic which ‘affects [their] perception of what constitutes risk and 

what constitutes normalcy.’ In biomedical birthing situations, a certain kind of clinical or 

scientific logic counts as ‘authoritative’ knowledge over other, for example, cultural or 

personal logics. In policy on ‘vulnerable’ pregnant women, there is a clear focus on the 

amelioration of ‘perinatal outcomes’, in the sense of the fetus’ physical health and strength, 

over the more general well-being of mother and child combined.
7
 As a consequence, we see 

that perinatal risks are first and foremost framed in terms of possible detrimental effects on 

the fetus’ physical health. 

In the risk assessment of ‘vulnerable’ pregnant women, care providers in practice lean 

on several sources of knowledge. Zinn (2008) theorizes that in situations where instrumental 

and calculative forms of risk assessment fall short, people will make more use of trust, 

emotion, and intuition to allow for decision-making even when uncertainty prevails. Because 

these sources of knowledge in health care do not count as ‘authoritative’ knowledge (Henry 

2010), care providers especially emphasize their deployment of ‘rational strategies’. The risk 

screening questionnaires that I discuss in the next chapter are an example of this. Although 

the care providers I interviewed often indicated that they trust or distrust their patients based 

                                                 

7See for example: https://www.rijksoverheid.nl/documenten/publicaties/2018/09/12/actieprogramma-kansrijke-start; 

https://www.knov.nl/serve/file/knov.nl/knov_downloads/298/file/Rapport%20%27Een%20goed%20begin%27.pdf; 

https://www.knov.nl/serve/file/knov.nl/knov_downloads/2822/file/20170622_KNOV_Handreiking_kwetsbare_zwangeren_v

ersie_FINAL.pdf.  

https://www.rijksoverheid.nl/documenten/publicaties/2018/09/12/actieprogramma-kansrijke-start
https://www.knov.nl/serve/file/knov.nl/knov_downloads/2822/file/20170622_KNOV_Handreiking_kwetsbare_zwangeren_versie_FINAL.pdf
https://www.knov.nl/serve/file/knov.nl/knov_downloads/2822/file/20170622_KNOV_Handreiking_kwetsbare_zwangeren_versie_FINAL.pdf
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on ‘feelings’ and experience-based intuitions, quasi-objective screening devices are used to 

‘objectify’ or ‘measure’ women’s level of vulnerability. 

As mentioned before, a ‘colonization of the future’ can be witnessed especially well in 

birth care, where actors are temporarily extremely future-oriented. Pregnancy and birth have 

been described by feminist scholars as a point in life where health surveillance is indeed 

intensified and expectant mothers come under the scrutiny of the 'medical gaze' (e.g. 

Armstrong, 1995, 2003; Oaks 2000; Frederick 2017). Birth is increasingly defined through a 

lens of risk and an ‘ever-narrowing window of normality’ (Scamell and Alaszewski 2012). 

Whereas previously birth was seen as a ‘natural’ process based on chance, and adverse 

outcomes were seen as ‘unpreventable’ accidents, nowadays pregnancy and birth are seen as 

‘man-made’ and controllable (Ibid, 209). Midwifery practices, argue Scamell and Alaszewski 

(Ibid, 213), have become overshadowed by ‘imagined futures containing potential adverse 

events’.  

Screening for vulnerability in pregnant women is done through an assessment of (the 

accumulation of) certain risk factors. Examples of two of the most used risk screenings in the 

Netherlands, the R4U and the Mind2Care, can be found in annexes 4 and 5. These 

questionnaires focus on medical history, women’s socio-economic status, lifestyle (alcohol 

and drug intake, smoking, diet), ethnicity, social support, trauma, and psychiatric family and 

individual history. The focus on women’s lifestyle as a possible risk factor for perinatal 

outcomes has been discussed as producing new constraints, prohibitions, and expectations 

concerning a pregnant woman’s behavior (Oaks 2000). In the risk discourse, certain 

behaviors, of which smoking and drinking are a good example, are identified in the individual 

and are said to be ‘preventable’, without taking into account social factors that might produce 

these behaviors (Oaks 2000; Stewart 2016; Armstrong 1995).  
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The utility of these risk screenings can be questioned: people might be inclined to give 

socially desirable answers and aren’t allowed the time to build a trusting relationship with 

their caregivers. In the Netherlands, one recent study has indeed shown that the screening 

device R4U (see annex 4), which screens for medical as well as non-medical risk factors, had 

no demonstrable impact whatsoever on perinatal outcomes (Lagendijk et al. 2018). 

Interestingly enough, this research outcome did not lead the authors, most of whom are 

obstetric care providers, to question the utility of the screening devices. Instead, they suggest 

that ‘extended screening for populations at risk […] is a start in establishing equity-oriented 

strategies during pregnancy’ (Lagendijk et al. 2018, 588), apparently regardless of its 

outcomes. The fact that the effectiveness of the questionnaire is not questioned here is telling. 

Jordan and Murphy have suggested that risk surveillance in prenatal and birth care is so 

‘fundamentally rooted in the Western cultural construct of risk aversion that is difficult to 

challenge even in the absence of data to support this approach’ (2009, 196). 

Douglas (1992) argues that risk is a political tool reflecting common societal values 

and fears and is in this way closely linked to morality. ‘The choice of risks and the choice of 

how to live are taken together. Each form of social life has its own typical risk portfolio. 

Common values lead to common fears (and, by implication, to a common agreement not to 

fear other things’ (Douglas and Wildavsky in Collier, Lakoff, and Rabinow 2004, 5). What is 

considered ‘risky’ emerges from social and cultural norms, concepts, and habits (Lupton 

2006). In the Mind2Care and the R4U, affirmative answers on questions about single 

parenthood, a history of psychiatric complaints, non-hegemonic ethnicity, drug or alcohol use 

and smoking (even prior to conception), and a low income all lead a woman to score high on 

the risk screening. In the categorization of women who show these behaviors as ‘risky’, ideal 
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images of non-risky mothers are implied. These non-risky mothers are white, in a steady 

relationship, mentally stable, and preferably teetotalers.  

 

 

 

2. Vulnerability 

 

Vulnerable: 

-adjective 

 able to be easily physically, emotionally, or mentally hurt, influenced, or attacked.  

 

As Trundle and colleagues (2019) argue, vulnerability is a fundamental aspect of being 

human. It is a component of social responsibility, in the sense that the acknowledgment of 

vulnerability in others may raise solidarity and care. On the other hand, vulnerability is often 

treated as a synonym for weakness or inability. In this sense, there is a tension between 

discourses of empowerment and vulnerability (Ibid).  

Although vulnerability may be perceived as a universal aspect of being human, certain 

(future) mothers get the label ‘vulnerable’ whereas others do not. The question is: what are 

these women considered to be vulnerable of? Briscoe and colleagues (2016) show in their 

concept analysis of vulnerability during pregnancy that definitions in the literature are sparse. 

In a recent Delphi study, the following consensus definition was reached: ‘a vulnerable 

pregnant woman [is] defined as a woman who is threatened by physical, psychological, 

https://dictionary.cambridge.org/dictionary/english/able
https://dictionary.cambridge.org/dictionary/english/easily
https://dictionary.cambridge.org/dictionary/english/physically
https://dictionary.cambridge.org/dictionary/english/emotionally
https://dictionary.cambridge.org/dictionary/english/mental
https://dictionary.cambridge.org/dictionary/english/hurt
https://dictionary.cambridge.org/dictionary/english/influence
https://dictionary.cambridge.org/dictionary/english/attack
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cognitive and/or social risk factors in combination with lack of adequate support and/or 

adequate coping skills’ (Scheele et al. 2020, 1). Various risk factors are then listed that may 

lead a pregnant woman to be or become vulnerable: ‘homeless or bad living situation, 

substance abuse, teenage pregnancies, low income/ financial problems/ poverty, domestic 

violence, psychopathology, lack of social support, low IQ, intellectual disability, learning 

disability, victims of sexual abuse, refugees, undocumented people, insufficient coping skills 

and health conditions affecting pregnancy (Ibid, 3). Vulnerability is thus the result of an 

accumulation of risk factors combined with a lack of mitigating support or coping skills, and, 

like risk, indicates an uncertain future situation. The Dutch national organization for 

midwives and obstetricians (KNOV), similarly defines ‘vulnerable’ pregnant women not 

according to a ‘description’ of the category, but by an enumeration of risk factors:  

 “Vulnerable pregnant women have to deal with difficult circumstances as 

individuals and as a group: including little education, lack of sufficient and 

stable income, far from ideal housing conditions, and a more isolated life in 

a competitive society, with highly variable knowledge and/or skills around 

their own health and how to act when care is needed. These women are thus 

at a higher risk of problems around pregnancy and birth.”
 8
 

When we take all the risk factors listed in the Delphi study and the definition of the KNOV 

into account, we see how fuzzy the concept of ‘vulnerability’ is. Women labeled as 

‘vulnerable’ have a (perceived) impaired ability to care for their children or heightened risk of 

harm during pregnancy due to the accumulation of several risk factors, combined with limited 

coping abilities and resources. In practice, as we will see, the care for ‘vulnerable’ pregnant 

                                                 

8 Translation from: “Kwetsbare zwangeren hebben te maken met moeilijke omstandigheden als individu èn als groep: onder 

andere weinig opleiding, gebrek aan voldoende en stabiel inkomen, verre van ideale woonomstandigheden, een meer 

geïsoleerd leven in een competitieve samenleving, met sterk wisselende kennis en/of vaardigheden rond hun eigen 

gezondheid en hoe te handelen als zorg nodig is. Deze vrouwen lopen derhalve het meest risico op problemen rond 

zwangerschap en geboorte.” https://www.knov.nl/vakkennis-en-wetenschap/tekstpagina/820-3/zorg-voor-kwetsbare-

zwangeren/hoofdstuk/1145/zorg-voor-kwetsbare-zwangeren/ 
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women is focused rather on the identification of risk factors than women’s potential 

capabilities to cope with certain situations and risks.  

Heyman and colleagues (2012, 6) argue that ‘risks can only be ‘managed’ after they 

have been constituted into ‘categorised packages through the conjoint socio-cognitive process 

of selection, homogenisation, and differentiation’ (Ibid, 6). This does not mean that these 

‘categorised packages’ are in and of itself homogeneous. Risk assessment thus often relies on 

contestable categorizations. All categorizations inevitably involve some reduction in 

information and therefore only incompletely (if at all) correspond to the reality to which they 

refer. ‘vulnerable’ pregnant women as a category is an example of this mechanism described 

by Heyman. It is contested, in practice heterogeneous, and subject to change over time. In 

anthropology as well as in medicine, the term ‘vulnerable’ in general does not have one fixed 

meaning. 

 In the anthropological discourse, ‘vulnerability’ as a general term has shifted from a 

focus on risk and precarity towards one of resilience (e.g. Scheper-Hughes 2008, Panter-Brick 

2014). Strength, human agency, and protection are described in this discourse as assets that 

can counter vulnerability and promote health and well-being. Essential to this shift is that it 

changes where vulnerabilities are ‘allocated’. In perceiving of the individual as vulnerable and 

prone to risks, the responsibility for countering risk factors is placed at the level of the 

individual and their behavior, whereas a focus on social, biological, or political vulnerabilities 

can be turned into motivators for moral and political action (Trundle, Gibson, and Bell 2019). 

People may, for example, unite because of a sense of ‘shared vulnerability’ (Ibid). Previous 

studies on pregnant women facing various issues have shown how helpful it can be for 

women to unite with their peers (Birtwell, Hammond, and Puckering 2015; Nicholson, 

Sweeney, and Geller 1998; Kweekel et al. 2017).  
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Vulnerability is not a term with one definite meaning, though. In social theory, the 

notion of ‘perspectivalism’ has long broken away from the idea that there is one monopolistic 

version of the truth. Annemarie Mol, takes this idea one step further still (1999b, 74). She 

posits that it is not enough to realize that multiple actors have differing perspectives on 

reality. After all, that still implies that various gazes behold one single ‘object’ that ‘remains 

singular, intangible, untouched’ (Ibid, 76). By contrast, Mol argues that there is not one truth 

to behold. Reality does not simply change depending on who is looking: it is itself multiple in 

the various ways in which it can be performed or enacted. In line with actor-network theory, 

Mol thus holds that reality is fluid. She exemplifies this with the case of anaemia, which can 

be performed clinically, in the lab, and pathophysiologically. In a perspectivist view, one 

would say that each of these ways of looking at anaemia is a subjective standpoint held by 

different professionals. When we think of reality ‘multiple’ however, a reality is suggested 

“[…] that is done and enacted rather than observed. Rather than being seen 

by a diversity of watching eyes while itself remaining untouched in the 

centre, reality is manipulated by means of various tools in the course of a 

diversity of practices. Here it is being cut into with a scalpel; there it is being 

bombarded with ultrasound; and somewhere else, a little further along the 

way, it is being put on a scale in order to be weighed. But as a part of such 

different activities, the object in question varies from one stage to the next. 

Here it is a fleshy object, there one that is thick and opaque and in the next 

place it is heavy. In performance stories fleshiness, opacity and weight are 

not attributes of a single object with an essence which hides. Nor is it the 

role of tools to lay them bare as if they were so many aspects of a single 

reality. Instead of attributes or aspects, they are different versions of the 

object, versions that the tools help to enact. They are different and yet related 

objects. They are multiple forms of reality. Itself.” (Ibid. 77) 

Various enactments and performances of objects produce multiple realities that don’t 

necessarily have to clash. They can even collaborate and depend on each other. Not one 

performance comes closer to the ‘truth’ than the other, instead different enactments stand in 

for or follow each other, or sometimes even include one another.  
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This is important for our understanding of ‘vulnerability’ and ‘vulnerable’ pregnant 

women more specifically because we can understand the construction, management, and 

assessment of this category of patients not as self-evident or ‘following from nature’, but 

rooted historically and culturally and enacted in various disciplinary practices. Ontologically 

speaking, ‘vulnerability’ does not have an ‘essence which hides’ or a ‘truth waiting to be 

uncovered’. Following from this is that ‘words, images, diagnoses, interventions, and research 

practices become contestable’ (Ibid, 80). A pregnant woman’s vulnerability is enacted 

through risk assessment screenings, in the pop-outpatient clinic and in consultations with 

psychiatrists or social workers. These different enactments change what ‘vulnerability’ is and 

does.  

  ‘Vulnerability’ has multiple realities. Understanding it as such allows us to fully 

recognize the complexity in which ‘problems are framed, bodies are shaped, and lives are 

pushed and pulled into one shape or another’ (Mol 1999a, viii). This understanding of the 

ontology of ‘vulnerability’ as multiple has some major implications for practice, which I will 

flesh out in more depth in the conclusion. In chapter VI, some of the performative effects of 

the various ways in which ‘vulnerability’ is done will come up as well. 

 

3. Conclusion & Research Questions 

 ‘Risk’, as the likelihood of something bad happening, is intrinsically tied up with the concept 

‘vulnerability’, as the proneness to risks. Risk assessment is a clinical means of ‘colonizing 

the future’, through which ‘vulnerable’ pregnant women are constructed, assessed, and 

managed. The screening procedure is not neutral but reflects a form of moral care that might 

remind of the former Dutch psycho-hygienic movement that I discussed in chapter II. Similar 
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to the institutions of the psycho-hygienic movement in the 20
th

 century, obstetric care 

nowadays interferes in their clients’ psychosocial circumstances, which is legitimized through 

a ‘risk discourse’. Back then, alcohol counseling centers and bureaus helping with 

pedagogical and family-related troubles were thought to aid in the prevention of ‘anti-social 

behavior’. Nowadays, in a similar train of thought, developmental problems in later life are 

thought to be preventable through the counseling of expecting mothers during pregnancy
9
 and 

pushing for change in certain elements in their lives that are perceived of as bad for the fetus’ 

health (such as smoking, alcohol intake, being unemployed and feeling stressed).  

As mentioned before, the main question I ask in this thesis is: “how do notions of risk 

shape the construction, assessment, and management of ‘vulnerable’ pregnant women by 

health care providers in the Netherlands?” To answer this question, I will explore three sub-

questions.  

  First, as mentioned in this chapter, our contemporary medical system is tangled up to a 

large extent in the ‘risk discourse’. In this discourse, risk and uncertainties have become less 

tolerated. Through standardized care and semi-objective ‘risk screenings’, the health care 

system aims to eliminate uncertainty. In obstetric care, we see this happening in the use of 

standardized screening questionnaires. Still, uncertainty is unavoidably part of the care for 

‘vulnerable’ pregnant women, as psychosocial risk factors are highly contextual, fluid, and 

uncontrollable. As we will see, care providers supplement the knowledge they gain from 

standardized questionnaires with other strategies. I, therefore, formulate my first sub-question 

                                                 

9
 For an example of this type of reasoning, see 

https://www.rijksoverheid.nl/documenten/publicaties/2018/09/12/actieprogramma-kansrijke-start (Ministerie van 

Volksgezondheid 2018).  

https://www.rijksoverheid.nl/documenten/publicaties/2018/09/12/actieprogramma-kansrijke-start
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as follows: ‘how do care providers use and make sense of standardized screening devices in 

relation to other, implicit, or tacit, ways of knowing?’ 

Second, ‘vulnerability’ is a multiple concept, in the sense that it does not have an 

ontological essence which we can uncover. It is a medical concept that changes meaning 

depending on the context in which it is enacted, and also on the devices that are used to study 

it. Care providers from many different disciplinary backgrounds work together in the care for 

‘vulnerable’ pregnant women and they all bring their own set of values and particular ways of 

perceiving their clients’ ‘vulnerability’. The second sub-question I ask is, therefore: ‘how do 

care providers with different professional backgrounds make sense of ‘vulnerability’ as a 

multiple concept?’ 

  A third and final feature of the risk assessment of ‘vulnerable pregnant women that I 

will discuss in this thesis concerns trust. Clinical encounters between care providers and 

‘vulnerable’ pregnant women are mediated by trust and distrust in both directions: women’s 

trust in the provider may be compromised because they feel ‘assessed’ or judged in their 

mother role, and providers on their part can either trust or distrust what clients choose to share 

about themselves in order to assess whether the environment that the child is born into is 

safe
10

. The third question that follows from this is: ‘what role does trust play in the assessment 

and management of ‘vulnerable pregnant women?’’   

  In the following chapter, I will explain this study’s methodology. Then, in chapter V, I 

start my empirical analysis with a discussion of the way care providers talk about 

‘vulnerability’ in practice. In chapter VI, I will zoom in on how standardized screening 

                                                 

10 These considerations will be discussed in more detail in chapter VII. 4.  
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questionnaires are used, then analyze the tacit strategies care providers use to supplement the 

knowledge they gain from these questionnaires, and then look at mechanisms of trust. In the 

conclusion, I will argue the necessity of a critical evaluation of standardized screening devices 

and a recognition of other sources of knowledge that aren’t perceived as ‘authoritative’ in 

medical settings. The practical implications of the multiplicity of ‘vulnerability’ will also be 

fleshed out in that chapter. Finally, I will propose some recommendations for further research. 
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V. Methods 

This research was first instigated by Dr. Bijma of the Erasmus MC hospital in Rotterdam, 

who invited two medical anthropology students to conduct a study around ‘vulnerability 

during pregnancy’ at the Department of Obstetrics in the hospital. Originally, we planned to 

interview pregnant women as well as health care providers working in various disciplines 

about their experiences with and points of view on psychosocial issues during pregnancy. On 

top of that, I would sit in on consultations, accompany Dr. Bijma in the out-patient clinic, and 

also sit in on multidisciplinary meetings in the department. Unfortunately, right before the 

start of our fieldwork in the hospital, the WHO declared COVID-19 a pandemic. The Erasmus 

MC hospital was no longer accessible for students and a few weeks later all scientific research 

in the hospital was halted. The Dutch government also instigated measurements to reduce the 

spread of the virus. In this chapter, I will explain how I modified my research design 

accordingly and reflect on the impact this had on my study.  

 

1.  Interviews 

Before the COVID-19 outbreak started, I had conducted one face-to-face interview with a 

psychiatric nurse in the hospital. After the measurements were declared, I conducted eleven 

more video-interviews with care providers using either Zoom or Skype. I interviewed two 

gynecologists, one obstetrician working at the Erasmus MC, two psychologists, three 
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physicians, one social-psychiatric nurse, and one andrologist
11

. These professionals worked 

for various institutions (see table 1) and provided care for pregnant women with additional 

psychological or social problems (for additional information on my participants’ 

demographics, see Annex 1).  

Additionally, I also interviewed one woman who was five months pregnant, and 

considered to be ‘vulnerable’ by her care providers (and herself). I perceived of this 

respondent as a ‘stakeholder’. It’s not possible to draw any conclusions about patient 

experiences with risk and vulnerability during pregnancy based on just one interview. Still, I 

found the conversation highly informative and it provided me with some contrasting views 

and experiences compared to the interviews with care providers. I have used the data of this 

interview in the discussion to illustrate a ‘case’ of how certain practices might be experienced 

by a pregnant woman herself. 

 

Table 1: Organizations 

                                                 

11 Andragogy today no longer exists in the Netherlands as a university degree. As a scientific discipline it specializes in the 

theory, methods, and activities involved in teaching adult learners. 

Organization/Instituti

on 

 # 

participant

s 

Regional hospitals Large regional hospitals where multidisciplinary care for 

pregnant women is organized. 

5 

Mamakits Low-threshold organization for expecting or young 

mothers experiencing anxiety or depression. 

1 

Psyche and Pregnancy A platform for referral for expecting or young mothers 

experiencing light to moderate psychological or 

psychiatric complaints. 

1 

Safe Home  (Governmental) consultancy and reporting center for 

domestic violence and child abuse  

3 
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Dr. Bijma arranged three of the interviews with care providers as well as the interview with 

the pregnant woman. The other interviews were arranged by posting an appeal in a WhatsApp 

group for obstetric care providers and by e-mailing organizations that I knew were involved in 

the care for ‘vulnerable’ pregnant women. I tried to include in my sample the various care 

providers who also generally form the multidisciplinary teams that care for pregnant women 

in regional hospitals.  

The interviews were semi-structured, based on a topic list I prepared and refined with 

the help of Dr. Bijma. They varied in time between thirty minutes to one and a half hours, 

depending on the availability of the interviewee. I asked the participants more or less the same 

open-ended questions, in varied sequence based on responses and with varied probes and 

follow-up questions as well. 

The interviews are my primary source of data. Initially, these would have been 

triangulated with observations from actual care practices and multidisciplinary collaborations. 

This would have allowed me to analyze how care providers actually interact with their 

patients, whereas now I only know what they say they do. Although the lack of insight into 

actual clinical practices might be said to be a limitation, the analysis of interview accounts did 

provide me with valuable information about how care providers make sense of a highly 

elusive ‘phenomenon’ such as vulnerability. Implicit in how providers describe how they deal 

with ‘vulnerability’ in practice are many assumptions about, for example, objectivity, 

Precare An education, lifestyle, health, and development support 

program, aimed at young women who are pregnant with 

their first child and who are facing an accumulation of 

problems. They receive preventive nursing support during 

their pregnancy and the first two years of life. 

1 

Center for Pregnancy 

and Addiction 

Specialized care for pregnant women addicted to 

substances. 

1 
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categorization, and group-thinking, that provide rich insights into the embedded forms of 

knowledge present in the health care system.  

Besides conducting interviews, I analyzed governmental policy documents and 

manuals for obstetricians and midwives dealing with ‘vulnerable’ pregnancies. These 

provided me with a background of information on how the category ‘vulnerable’ pregnancies 

is framed and what characteristics are ascribed to this ‘group’. They also provided insight on 

how midwives and obstetricians are instructed to identify psychosocial, psychopathological, 

and socio-economic issues. What stood out most of all about these texts, however, is the small 

weight they carried in the way care providers describe to ‘deal with’ vulnerability in practice. 

Although caregivers’ definitions often overlapped with definitions from policy texts, their 

descriptions of practice, as we will see, were quite divergent.  

All interviews and documents were coded using ATLAS. ti 8. I first did a thematic 

content analysis on the policy documents and manuals. Then I moved on to open-code the 

interviews much in the same way. Although my coding scheme was thus developed starting 

from my empirical data, prior to coding I already had a focus the actual ways in which care 

providers deal with risk and vulnerability in practice, and the values and assumptions that 

were inherent in the way they conceptualized ‘vulnerable’ pregnant women. I also assumed 

that notions of trust and distrust would be much entangled with the everyday care for 

‘vulnerable’ pregnant women.  
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2.  Reflections 

All the professionals that I interviewed were thoroughly engaged in the care for ‘vulnerable’ 

pregnant women. (Vulnerable) pregnant women, however, usually come into contact with a 

multitude of providers, not all of whom are especially interested in psychosocial topics. 

Therefore, it would also be interesting to interview health care providers who don’t 

necessarily agree with the heightened focus on psychosocial care in obstetrics, as would have 

probably been possible at the Department of Obstetrics in Rotterdam. Some of the 

interviewees also commented on this recruitment bias, saying not all of their colleagues were 

as open about this topic as they were. An implication this has for the data represented in this 

thesis is that it may seem like care providers are engaged more with their patients’ 

psychological or social complaints than many in reality are. 

All but one of the interviews were conducted digitally. It has been argued that using 

digital media to conduct interviews influences the generated data (Salmons 2012). I noticed 

this in several ways. First, a whole dimension of human communication is missing in online 

interviews. Although some non-verbal communication was still possible in the video-calls, 

such as pacing of speech and silences, variations in pitch and volume, other non-verbal ways 

of communicating such as posture and body language were harder to notice. Second, I found 

it more difficult to build rapport with participants when all communication happened online. 

There is less space for small-talk and the interviews feel less intimate. Conversing through a 

screen makes it more difficult to pick up a person’s energy, which in turn makes it harder to 

create a trusting relationship (Krouwel, Jolly, and Greenfield 2019). I was harder to go into 

depth or breach more sensitive topics with a person I had never met before in real life. Third, I 

couldn’t see a person’s immediate surroundings, such as their workspace or consultation 
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room, which would normally have qualified as data in this study. Nina, the pregnant woman I 

interviewed, even explicitly referred to the importance of a health care institution’s interior 

design for her contact with the provider. Finally, I sometimes ran into technological issues, 

such as a failing internet connection, which broke up the flow of the interview. However, 

these issues were always resolved fairly quickly.  

Video-interviews also have several advantages compared to face-to-face interviews, 

however. They are less intrusive since they can be done from the privacy of one’s home and 

they take away hurdles to do with travel expenses and travel time. If I would have had more 

‘patient’ participants, this would have been especially advantageous. As Lo Iacono and 

colleagues point out in their discussion of Skype as a medium for interviewing, sampling for 

online interviews is therefore more democratic. I also felt that Nina was very much at ease 

talking to me from the comfort of her own home, which might have been different had I 

talked to her in a hospital room. Interesting to note here is that during the COVID-19 

pandemic, caregivers were also primarily communicating with their clients through online 

media. Several of my reflections pertain to digital doctor-patient interaction too, something 

that I will come back to in the recommendations. 

 

 

3.  Ethical Considerations 

Initially, we obtained approval of the Erasmus MC medical ethical committee (METC) for 

this study. Since all research in the Erasmus MC was canceled, however, it was no longer 

possible to continue this study with the obtained METC. I drew up a new research flyer under 
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the header of the University of Amsterdam (see annex 2) which I used to recruit participants. 

All participants received an informed consent sheet (see annex 3) that they either signed 

digitally or consented to orally on Skype. The sheet informed them of the aim of the study and 

that their participation was entirely voluntary. I also indicated that the interviews were 

confidential and all data was anonymized. 

The pregnant woman I interviewed was recruited for this study through her 

gynecologist. Clients may find it difficult to refuse a request from their doctor, so this may 

compromise full voluntary participation (Thorogood and Green 2018). To counter this to an 

extent, I openly discussed this at the onset of the interview and stressed that taking as well as 

not taking part in the study would not have any negative consequences on the services she 

received. Her inclusion in this study labeled her per definition as ‘vulnerable’. The application 

of this term to her situation was also something we discussed in the interview. She was 

actually quite comfortable with the use of this term. There is much scholarly debate about the 

meaning and application of this concept when it comes to research ethics (Bracken-Roche et 

al. 2017). Although researchers need to recognize that some participants may be more 

susceptible to harm than others, the operationalization of ‘vulnerability’ in research ethics can 

again reinforce stereotypes and stigmas about whole categories of people (ibid). I hope that an 

open conversation about the implications of this concept with Nina helped to mitigate this. 

All data was anonymized from the start. I used pseudonyms instead of real names. 

Still, since many people working in obstetric care in the Netherlands know each other and I 

interviewed people working at specific organizations, the various caregivers in this thesis 

might be able to recognize each other. Before I go on to share the final version of this study 

with all participants, I will send them the individual interview excerpts that I used and ask for 

confirmation that they are okay with me using them.  
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  As Anspach and Mizrachi argue, (2006, 713) ‘sociologists who do fieldwork in 

medical settings face an intractable tension between their disciplinary field, which takes a 

critical perspective toward medicine, and their ethnographic field, which often includes 

physicians.’ This tension manifested itself in the interviews, where I sometimes noticed a 

reluctance in myself to be openly critical about some of the aspects in the care for 

‘vulnerable’ pregnant women because I did not want to affront my interviewees. In hindsight, 

it would have been better to air some of my criticism more openly, as Anspach and Mizrachi 

(Ibid.) also suggest. I will have the opportunity to present this study in the hospital where I 

can enter into discussion with some of the participants and also with other obstetric care 

providers. I am also looking forward to the feedback of the interviewed care providers on this 

thesis.  

  Since I only interviewed one pregnant informant, the identity of Nina is of course 

known by Dr. Bijma, who recruited her. I shared this thesis with Nina to allow her to review 

the citations I have used, knowing that Dr. Bijma is aware of her identity.  

All raw data is stored on an external hard drive encrypted with a password. This raw 

data will be removed immediately after the completion of my thesis. The anonymized data is 

stored on a cloud, also encrypted with a password. This data will be saved for the coming ten 

years. 
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VI. Vulnerability in Practice 

From the literature in chapter III.2, it becomes clear that a shared definition of the term 

‘vulnerability’ is lacking and arguably difficult, perhaps even unnecessary, to obtain. Health 

care providers appear to use this term in a broad sense for patients who need extra care, often 

due to social or psychological factors. Screening devices such as questionnaires and risk 

sheets have been developed to help professionals screen for potential social or psychological 

problems in a standardized way. When I asked care providers how they defined ‘vulnerable’ 

pregnant women, they often at first offered similar definitions to the ones that are formulated 

in policy and manuals (see the previous chapter). When I dug a little deeper, though, some 

(sometimes implicit) assumptions  and views about ‘vulnerable’ pregnant women came up 

that are not discussed in any documents. In this chapter, I will discuss some of the ways in 

which the health care providers I interviewed talked about ‘vulnerability’ and defined 

‘vulnerable’ pregnant women in practice.  

The majority of the interviewed care providers describe the term ‘vulnerability’ in a 

similar way to the KNOV’s definition, by summing up a myriad of risk factors. The following 

response, in this case given by Isabelle, a doctor employed by Safe Home, is exemplary: 

“Well, eh, vulnerable pregnant women can be people with psychological 

problems or psychiatric problems, or they have alcohol or drug issues, or a 

difficult past, uhm, or they don’t easily make contact with other people, have 

few stable relationships. In any case, people who already have a hard time 

putting things straight for themselves, let alone take on the responsibility for 

a child. Sometimes they have financial problems, sometimes they have no 

housing, sometimes they are intellectually disabled, well, or they are on their 

own. Yes. It is very broad, it can be very broad.” 
12

 

                                                 

12 Translation from ‘um, nou dat, kwetsbare zwangeren, dat kunnen mensen zijn die psychische problemen hebben, of 

psychiatrische problematiek hebben, of dat ze alcohol of drugsproblematiek hebben, of dat ze een belast voorverleden 
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‘Vulnerability’ is not described here as a single ‘condition’. In line with the literature, it is 

described by professionals as a multidimensional category that does not represent a 

homogenous class of people or issues. The observation that they were already struggling on 

their own before becoming pregnant is seen as a predictor: if women can’t ‘put things straight 

for themselves’, they won’t be able to care for a child.  

  Even so, interventions and government policies are specifically targeted at 

‘vulnerable’ pregnant women, and specific multidisciplinary teams are formed in clinics to 

support this target group. In doing so, a category is inevitably formed, even if the individuals 

indicated by this term might not have all that much in common.  

  Ian Hacking (1991, 254) argues that ‘people are affected by what we call them and, 

more importantly, by the available classifications within which they can describe their own 

actions and make their own constrained choices.’ He describes a ‘looping effect’ (2006, para. 

5), where people that are categorized under a certain term are changed: they are studied, 

helped, controlled, and advised by experts and institutions based on their categorization and 

this affects the way they see and manage themselves. Types of people are ‘made up’ through 

categorizations, and in turn, categorizations have a major impact on people’s (self-)identity. 

Identification with a certain category can work stigmatizing as well as empowering for 

people, and this can also change over time.  

  Warner and Gabe (2004) argue that when a certain behavior is attributed to ‘non-

human agency’, for example to a mental disorder, individuals are held less morally 

accountable for their actions. In the way care providers categorize their vulnerable patients, I 

                                                                                                                                                         

hebben, um, dat zij moeilijk contacten maken met andere mensen, weinig stabiele contacten hebben. In ieder geval, mensen 

die het al voor zichzelf al moeilijk hebben om alles op een rijtje te zetten, laat staan ook nog de verantwoordelijkheid ook dan 

nog voor een kind kunnen hebben. Soms hebben ze financiele problemen, soms hebben ze geen huis, soms zijn ze 

verstandelijk, zijn ze beperkt, nou of hebben, staan er alleen voor, soms. Ja. Het is heel breed, het kan heel breed zijn. ( 31-

04-2020) 
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identified this same mechanism. Many of the care providers I interviewed made a distinction 

between ‘vulnerable’ women with psychosocial issues and ‘vulnerable’ women with 

psychiatric complaints. Take psychiatric nurse Thomas’ statement, for example:  

 “It has been split in two, so that here at the [psychiatric] outpatient-clinic I 

actually specifically only see women with psychiatric complaints, and they 

register themselves for an intake. Additionally, with obstetrics, I see, in a 

general sense, what we then call ‘vulnerable’ pregnant women. That’s much 

more extensive with social problems, often intellectual disabilities, women 

with addiction problems, and also psychiatry, but actually more care-

avoiding psychiatry. That is kind of the difference with the women that come 

here and know they have a vulnerability in them: they try to get through a 

pregnancy unscathed. They really ask for help to get it right. While in the 

group we call ‘vulnerable’, well, they are not all that eager, they find that 

difficult.”
13

 

Pregnant women with psychiatric complaints are here pitted against women with psychosocial 

problems. Thomas later describes this group as ‘difficult’ because they are said to lack an 

intrinsic motivation for care and have less hopeful prospects. We see here how notions of 

personal choice and blame are tied up with categorizations of risk and vulnerability. 

Only one of the interviewed providers, with a background in psychology, indicated 

that she felt uneasy with the term ‘vulnerable’ (because it suggests a woman can’t handle 

much, that she might break
14

). Psychiatric nurse Thomas’ argues that he prefers it to saying 

‘like, you’re a junkie, or whatever, so you turn it into a ‘vulnerable pregnant woman’’. 

‘Vulnerability’ thus ‘covers’ for underlying pathologies or problems that he feels might 

                                                 

13 Translation from “het is in tweëen gesplitst dat ik nu eigenlijk hier op polikliniek zie ik echt alleen specifiek vrouwen met 

psychiatrische klachten, en die melden zich hier ook aan via een intake. Daarnaast zie ik, met verloskunde zie ik in de bredere 

zin, wat we dan kwetsbare zwangeren noemen. Dat is veel uitgebreider met sociaal-maatschappelijke problematiek, vaak 

verstandelijke beperking, vrouwen waar verslavingsproblematiek meespeelt, en ook psychiatrie, maar dan eigenlijk meer 

zorgvermijdende psychiatrie. Dat is dan een beetje het verschil met de vrouwen die hier komen en die weten dat ze een 

kwetsbaarheid bij zich hebben, die proberen dan ongeschonden een zwangerschap door te komen, die vragen juist hulp om 

het goed te laten gaan. Terwijl bij de groep wat wij dan ‘kwetsbaar’ noemen, ja, die zitten daar allemaal niet zo op te 

wachten, die vinden dat lastig.” (09-03-2020) 

14 In Dutch the word for ‘vulnerability’ is ‘kwetsbaarheid’, which literally implicates something that is fragile, breaks easily. 
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stigmatize or pigeonhole patients. Perhaps his unease, which is somewhat surprising 

considering his background in psychiatry, has to do with the fact that women do not actually 

come to the provider to ask for help, but are screened for ‘vulnerability’ outside of their 

control. The patients these care providers see enter the clinical encounter because of an 

obstetric care need and are then ‘picked up’ for elements in their lifestyle or behavior that are 

perceived as risky for themselves, but foremost for the fetus or child. Important to note here 

also is that it is a choice to construe pregnant women themselves as ‘vulnerable’: vulnerability 

might also be identified at the level of the (social) environment or the couple, but this is rarely 

done. 

In contrast to the policy definitions
15

, the primary focus in care providers’ definitions 

was on the safety of the child. Think back to the general definition of vulnerability: to be 

easily physically, emotionally, or mentally hurt, influenced, or attacked. Although ‘risks’ are 

identified in the mother, it is the child that is seen as the vulnerable party. Psychiatric nurse 

Thomas, for example, argues:  

 “That child, they end up someplace. And that um can for many reasons, that 

can actually go wrong. That is the most important thing, that the child there 

um, they come first. They didn’t ask for anything.”
16

 

For many of the providers I interviewed, the essential question boils down to this: will the 

child be born into, and grow up in a safe environment? The answer to this question is not 

easily resolved, especially since what constitutes a safe environment is not given. Marian, 

                                                 

15 See for example 

https://www.knov.nl/serve/file/knov.nl/knov_downloads/985/file/Wetenschappelijke%20onderbouwing%20standaard%20pre

natale%20verloskundige%20begeleiding.pdf  

 
16Translation from “ dat kind, die komen ergens in terecht. En dat eh kan om, allerlei belangen, kan dat eigenlijk misgaan. 

Dat is wel het belangrijkste, dat het kind daar eh, die staan wel op punt één. Die hebben nergens om gevraagd.” (09-03-2020) 

 

https://dictionary.cambridge.org/dictionary/english/easily
https://dictionary.cambridge.org/dictionary/english/physically
https://dictionary.cambridge.org/dictionary/english/emotionally
https://dictionary.cambridge.org/dictionary/english/mental
https://dictionary.cambridge.org/dictionary/english/hurt
https://dictionary.cambridge.org/dictionary/english/influence
https://dictionary.cambridge.org/dictionary/english/attack
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who works at Safe Home, for example, describes the assessment of expecting and young 

mothers in her practice as follows: ‘and we always have to weigh up, is this mother capable 

enough to raise her child? And those are very difficult questions.’
17

 A negative possible result 

in this way of thinking is that the health and well-being of the fetus may be prioritized over 

that the mother. The mother’s lifestyle is condemned as a dangerous factor; the mother’s body 

as a ‘negative environment’.  

The psychosocial care needs of ‘vulnerable’ pregnant women often extend far beyond 

what obstetric caregivers have been trained for. When I make a remark about this in the 

interview with nurse Thomas, he replies: 

“T: Yes, and we aren’t the ones who should solve that. I sometimes think. 

But we are still confronted with it. And we are, at that moment, we, or the 

the obstetrician is responsible for, will that child be taken home. At that 

moment the obstetrician bears the responsibility. 

I: So you see it that way, that the obstetrician bears the responsibility? 

T: Yes, and not just me, but those kinds of things, gynecologists, they also 

see it that way, so they want, eh, to send a child along in a, eh, ‘seemingly’ 

safe situation. So then I am the one or the medical, nowadays, psychosocial 

care, we divide it, to assess what the situation is like.” 
18

 

Although care providers thus sometimes wondered if they were really responsible for the 

mental and social well-being of their pregnant patients, they all felt a responsibility for the 

safety of the child. Marian, a doctor working with Safe Home, comments on this as follows: 

                                                 

17 Translation from ‘en wij moeten steeds afwegen, is deze moeder goed genoeg in staat om haar kind op te voeden en dat 

zijn ook hele moeilijke vragen’ (23-03-2020). 

 
18 Translation from ‘T: Ja en wij zijn ook eigenlijk niet degene die dat moeten oplossen. Denk ik dan wel eens. Maar we 

worden er wel mee geconfronteerd. En wij zijn op dat moment, of ja, wij, de verloskundige is wel verantwoordelijk voor, 

gaat dat kind mee naar huis, op dat moment draagt de verloskunde de verantwoordelijkheid. 

I: Dus jij ziet dat zo, dat de verantwoordelijkheid bij de verloskunde ligt? 

T: Ja ik niet alleen, maar dat soort dingen, gynaecologen, die zien dat ook zo, dus die willen wel eh, een kind meegeven in 

een eh, ogenschijnlijk veilige situatie. Dus dan ben ik wel degene. Of de medische tegenwoordig, pscychosociale zorg, we 

verdelen het nu, om eh, te inventariseren of eh, wat de situatie is.’( 09-03-2020)  
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“We all attach so much importance to young life that we would give a lot for 

it. That’s different than when you… when a neighbor is psychotic, then 

perhaps the neighbors will think, well, she’s a grown-up , she’ll have to take 

care of it. But when there’s a little child involved, then people are always 

prepared to help, to think along. That’s our luck with this target group. I 

even think that women with psychological complaints find it easier to accept 

treatment with regard to a little or unborn child than for themselves. That the 

child is really the entrance to accomplish care. Like, now I have a child, now 

I’ll have to do it. […] A child, before it is born, sets in motion something, 

yeah, very essential.” 
19

 

Pregnancy as a ‘life event’ equips health care institutions and providers with an entrance into 

a person’s life. Not just health care providers, but society at large feels deeply invested in 

other people’s pregnancies, perhaps because we’re essentially talking about the world’s next 

generation. The pregnant woman herself, though, should feel that institutions and providers 

are there to help her as much as the baby. The fact that she wouldn’t receive the same level of 

care if she was not carrying may not add to her trust in the health care system. 

 Although it would perhaps be obvious to say that in safeguarding the mother’s health, 

the baby is served as well, this was not the discourse the care providers used. Rather, the 

mother and child are seen as two separate beings whose interests are not necessarily aligned. 

Armstrong (2003, 9) argues that in the last century, society has shifted from thinking of a 

woman and her fetus as one entity towards two separate beings. It is this change in perception 

that pits a woman and her fetus against each other as ‘potential antagonists’, and enables the 

idea that the mother is responsible for risks to the child. 

The Dutch legal system does not perceive of a fetus as a full right-holding person until 

it is born. Still, many care providers cannot help to envision a fetus as a child-to-be, about 

                                                 

19 Translation from ‘jong leven vinden we allemaal zo belangrijk dat we daar wel heel veel voor over hebben. Das anders dan 

als je... als een buurvrouw psychotisch is, dan zal een buurvrouw misschien denken van oh ja ze is volwassen ze regelt het 

maar. Maar als er een kindje is huis zit, dan eh, dan zijn mensen altijd wel bereid om mee te helpen, mee te denken. Dat is 

ons geluk dan, bij die doelgroep. Ik denk zelfs dat vrouwen die psychische problemen hebben, het makkelijker vinden om 

behandelingen te aanvaarden voor een kindje of een ongeboren kindje dan voor zichzelf. Dat het kindje echt de ingang is ook 

om hulp voor elkaar te krijgen. Van, nu heb ik een kind, nu moet ik het wel doen[...] Een kind, voor dat die geboren is brengt 

die al een beweging op gang die eh, ja, heel essentieel is. 23-03-2020 
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whom they worry and who they want to protect against potential harm. Sometimes care 

providers become frustrated with their inability to act on a fetus’ behalf, as becomes clear in 

the following statement by Marieke: 

“We sometimes get women here who have had four children removed from 

home, and then they just come around again, like that, pregnant of the fifth 

one, so that I think, yeah… that’s just very unpleasant care. You know, and 

that you already know that that child will be removed from home as well 

[…] It’s okay to delay a desire to have children until you’re in a situation 

where it’s… more convenient, you know? […] and it’s very dangerous to 

say this, because, well, yeah, people have been killed over this, so to speak 

(laughs), but sometimes it would be really nice to be able to go a bit further, 

with compulsory contraception, in some situations […] but what you do 

then, is that you pit the patient’s autonomy against the autonomy of a child 

that is not there. […] And if you would have this discussion in the public 

opinion, you will always lose it if you try to stand up for the unborn child.” 
20

 

 

Without going into a discussion about fetal rights, it is important to note how the discourse of 

the separate mother and child creates dilemmas and tensions. Care providers think within a 

framework of having to ‘stand up’ for the unborn child, instead of seeing mother and fetus as 

a united system. Gynecologist Jan, for example, says about out-of-home placements: ‘And it 

is sad, but it is in the best interest of the child. And I always prioritize the best interests of the 

child.’
21

 

  A beautiful study from New York is worth mentioning here, that has shown that 

                                                 

20 Translation from ‘we hebben er hier wel eens rondlopen die dan vier kinderen uit huis geplaatst hebben en dan gewoon 

gezellig zwanger van de vijfde weer komen, dat ik denk, ja,... Dat is gewoon wel heel erg nare zorg. Weet je wel, dat je dan al 

weer weet dat deze baby ook uit huis geplaatst gaat worden[...] En het is ook best prima dat je ook een eventuele 

zwangerschapswens uitstelt, totdat je in een situatie zit waarin het wel,... handiger is. Weet je wel? [...] Dat is heel gevaarlijk 

he, om daar heel openlijk eh, voor uit te komen, omdat daar ja, daar zijn dooien om gevallen zeg maar (lacht), maar het zou 

gewoon wel heel fijn zijn als we soms wat verder zouden kunnen gaan in bepaalde situaties met verplichte anticonceptie. En 

dat hoeft echt niet bij iedereen, maar he wat ik je net zei, vier kinderen uit huis geplaatst, van vijf zwanger, ja dat zou best 

handig zijn als we daar wat meer in een dwingende situatie terecht zouden kunnen komen. Maar je doet dan, je stelt dan de 

autonomie van de patiënt ten opzichte van de autonomie van een kind wat er niet is [...] En in die discussie, als je die in de 

publieke opinie zou voeren dan verlies je die altijd als je voor het niet, het niet, het ongeboren kind probeert op te komen, dan 

verlies je dat altijd. 27-03-2020 

 
21 Translation from ‘en het is wel verdrietig, maar het is wel in het beste belang van het kind. En het belang van het kind heb 

ik altijd eh, op bovenaan staan’ ( 31-03-2020).  
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mothers who have had their children removed from home are more liable to become pregnant 

again, even when they are unable to support their children financially and materially, whereas 

mothers who continue to take full responsibility for their children are less likely to become 

pregnant again under dire circumstances (Pivnick et al. 1991). The author concludes maternity 

care should focus on supporting and strengthening the bond between the mother and child and 

help restore maternal identities.  

To conclude, if we look at what care providers really understand under the term 

‘vulnerable’ pregnant women, we see that an image is created of a woman who is not just 

prone to harm herself but above all forms a risk factor towards the safety of her baby. Often 

women who lack health skills and do not participate voluntarily in prenatal (psychosocial) 

care (‘care avoiders’) are indicated. Furthermore, the meaning of the category of ‘vulnerable 

pregnant woman’ is also influenced by external motivators such as the need for funding or 

research. Finally, the term ‘vulnerable’ also appears to cover for other terms that are seen as 

stigmatizing.  

In the following chapters, I will zoom in on how care providers actually assess and 

manage risk and vulnerability in their pregnant patients. As previously mentioned, there are 

various (co-supporting) strategies that can be employed in uncertain situations where future-

oriented decisions have to be made. By drawing on different sources of knowledge, providers 

navigate their way through some of the complexities and uncertainties inherent in the care for 

‘vulnerable’ pregnant women. 
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VII. Doing Risk 

1. Standardized Risk Screenings 

As part of the effort to standardize psychosocial care for pregnant women, standardized risk 

questionnaires were developed. These questionnaires consist of an enumeration of social, 

psychological, health-and lifestyle-related, medical and obstetric risk factors that may 

influence perinatal outcomes, to which woman can answer with yes or no.  

  These standardized questionnaires score women’s vulnerability according to an 

algorithm. Each risk factor is weighed with a different number, on the basis of which the 

algorithm calculates a woman’s ‘vulnerability’ with a final score. “Risk factor A + risk factor 

B = Score C”. The results of these questionnaires, however, cannot be treated as if they have 

emerged from an “unproblematic black box” (Latour 1987: 4). Depending on the 

questionnaire, different outcomes can be measures in the same patient (Quispel et al. 2014). 

Thus, through these devices, specific types of ‘vulnerable’ pregnant women are enacted. 

Furthermore, contextual factors determine how a woman fills in the questionnaire, and how 

the care providers will interpret the score.  

  Latour has argued that technologies such as questionnaires in their own way have 

agency because they act as mediators in human interactions (1992: 229). In this chapter, I will 

use the example of one widely used questionnaire, the R4U, to illustrate how questionnaires 

contribute to the construction of ‘vulnerability’. I will also discuss how care providers 

describe their use and interpretation of these standardized devices. 

Risk screening questionnaires contain questions about pre- and perinatal drug and 

alcohol use, pre- and perinatal psychological or psychiatric complaints, partner support, 
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domestic violence, and so on. Some providers use ‘patient-based’, self-report questionnaires, 

that women fill in digitally by themselves, and others use ‘professional based’ questionnaires 

that they go over with the patient in person. An excerpt from the professional-based R4U-

questionnaire can be found in table 2 and both the full Mind2Care-, another widely used, 

patient-based checklist, and R4U-questionnaires can be found in Annexes 4 and 5. 

  The Mind2Care-questionnaire is highly extensive, whereas the R4U is more succinct, 

probably in acknowledgment of the limited time providers have during consultations. In the 

case of the professional-based R4U, a couple of practical considerations need to be taken into 

account. First, some of the questions are quite sensitive and personal. It is therefore 

questionable whether women, in their first consultation with the obstetric care provider, feel 

confident enough to open up about these topics. Second, sometimes a partner is present, 

which complicates the questions about domestic abuse. Third, the questionnaire operates 

according to a yes/no-principle. In reality, a ‘yes’ or ‘no’-answer can mean many different 

things. A woman might drink in the first trimester of her pregnancy because she did not 

realize she was pregnant, or she might drink because she is unable to stop. These standardized 

ways of administering ‘vulnerability’ leave out a lot of important contextual information.  
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Table 2: Excerpt from R4U screening 

 

SOCIAL ACTION

Social situation YES NO

Single mother

Relational problems > 3 months 

No social support

Domestic violence 

Youth healthcare interference last two years

Educational level YES NO

Low educational level or illiterate

Living conditions YES NO

Housing problems 

Deprived neigbourhood

Deprivation score (4 digit zipcode based)

ETHNICITY

ETHNICITY YES NO

Creole-Surinamese

Hindu-Surinamese

Antillian-Aruban

African

Eastern European

Other non-Western

LIFESTYLE

Substance abuse N/A YES NO

Smoking first trimester

Smoking second trimester

Preconceptional alcohol use

Alcohol consumption  first trimester 

Alcohol consumption second trimester 

Preconceptional drug use 

Drug use first trimester

Drug use second trimester

FINAL RESULT

Catergory Max. score Score

SOCIAL 13

ETHNICITY 2

CARE 5

LIFESTYLE 10

GENERAL MEDICAL 11

OBSTETRIC 12

LABORATORY TESTS 5

Total 58

SCORE
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It has been argued before that the outcomes of standardized surveys, especially in the 

domain of psychological well-being, should be interpreted with caution (Ventevogel and Faiz 

2018). For people living in difficult circumstances, ‘symptoms’ that would otherwise indicate 

mental disorder might be ‘normal’ reactions to severe environmental stress. In practice, the 

final ‘score’ of any screening can therefore not be taken at face value but should be seen in 

the light of the ‘cultural and social ecologies’ in which it is produced (Ibid, 207). Similarly, 

pregnant women in antenatal care live in varying circumstances. One person’s anxiety might 

be a ‘normal’ reaction to stressful circumstances, while another person’s anxiety may indicate 

mental illness or ‘irrational’ emotional distress. 

The questionnaire allows care providers to check for risk factors systematically. It 

might be argued, however, that it is maybe more effective to ask clients outright about these 

topics and then make a personal judgment about how the pregnancy is unfolding than to 

depend on an algorithmic screening device. One possible explanation for the use of the 

questionnaire goes back to what Thomas’ said about using the term ‘vulnerability’ to cover 

for stigmatizing labels such as ‘addict’. Care providers may not always feel comfortable 

probing for certain topics. A questionnaire allows them to ‘hide’ from their uneasiness while 

at the same time ‘objectifying’ their judgment. Berg and colleagues (2000) have similarly 

argued that guidelines and protocols in this sense strengthen the provider’s position. If we 

zoom in on the R4U (table 2) we see that ‘subjective’, interpretative knowledge such as 

accounts of domestic violence, loneliness, or relational problems are ‘leveled’ with more 

‘objective’ forms of knowledge such as medical history and lab results. So even if the 

questionnaire deals with information that is very context-dependable and up for interpretation, 

it still lends the professional an air of objectivity (Berg et al. 2000).  
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Timmermans and Epstein (2010, 70) note that standards and standardization may 

appear politically ‘neutral’ on the surface, but in reality pose important questions for 

democracy. Social researchers should pay attention to whose benefits are served by standards 

and who actually sets them. Moreover, standards are implemented in specific localities and 

they don’t operate the same universally. In the case of standardized risk screenings for 

(future) motherhood, this last point is especially salient. What constitutes a good mother or an 

acceptable environment for a child cannot be easily generalized. Although some standard 

risks included in the screenings are more self-evident than others (homelessness, financial 

deprivation, a violent environment), it is the interplay between various risk and protective 

factors in a woman’s life that lead care providers to make an assessment. Knowledge may be 

‘legitimized’ through the use of bureaucratic mechanisms such as questionnaires, but in 

reality, these mechanisms cannot account for the context that is necessary in order to interpret 

certain information, and thus may be said to be little more than a ‘ritual of verification’ 

(Power in Harrison 2002).  

Note that in the R4U-questionnaire, certain ethnicities in and of themselves are by 

default marked as risk categories. In policy, a couple of different explanations are given for 

this. Half of the pregnant women with a Surinamese, Antillean, or Cape-Verdean background 

are single mothers, it is said.
22

 Single motherhood, however, is a risk category in itself so it 

need not necessarily be linked to ethnicity. Furthermore, more women without a migration 

background are single mothers than women with a Moroccan or Turkish migration 

background. The perinatal morbidity rates among women with a migration background are 

30% higher than the national mean, it is then argued (Ibid.), especially in women with 

                                                 

22 https://www.knov.nl/serve/file/knov.nl/knov_downloads/298/file/Rapport%20%27Een%20goed%20begin%27.pdf 
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Surinamese, Antillean, or Aruban background. This can, however, be linked to the fact that 

women from these ethnicities often live in ‘deprived’ neighborhoods, where the overall 

perinatal morbidity rates are much higher.  

  When I ask care providers why it is needed to screen for ethnicity as a risk factor, very 

different risks are associated with ethnicity than what is mentioned in policy documents, such 

as: 

 “I deal a lot with women with an immigration background who are 

completely stuck in their social system where they, yeah, still a lot of women 

are really being oppressed, yeah, still. I have to deal with honor-related 

violence, or um, women who’ve had to do with genital mutilation. […] 

Some women don’t want contraceptives or have to do it in secret, through a 

sister or a cousin, they do it, or get many children which really doesn’t make 

them happy. Having just delivered and then pregnant again, and they are 

very unhappy with that. They can’t do abortions because of their religion, 

well, yeah, these sorts of things, I deal with that quite often actually. They’ll 

call themselves chronically depressed but it is just the situation in which they 

find themselves, well, I can’t be a hundred percent sure, but it’s 

recognizable. That many women in that group aren’t very happy with their 

lives.” 
23

 

Although the same risk factor is named in the policy document and Thomas’ narrative, they 

come to stand for entirely different meanings. We thus see a differing enactment of risk in 

policy and practice. Thomas does not link having a migration background to a higher medical 

risk, but rather to oppressive family relations and a lack of choice among women from these 

backgrounds. Furthermore, he is more reluctant to believe that women with migration 

backgrounds really suffer from mental illness. Instead he blames their environment.  

                                                 

23 Translation from “ik heb heel veel met allochtonen te maken, die echt helemaal vast zitten in hun sociale systeem waarin 

ze, ja, toch heel veel vrouwen die echt onderdrukt worden, ja toch ook wel. Ik heb wel te maken met eer-gerelateerd geweld 

of eh, vrouwen die met genitale verminking te maken krijgen, [...] Anticonceptie willen vrouwen, sommige vrouwen niet, 

moeten het stiekem doen, via een zus of via een nichtje, dat ze dat doen, heel veel kinderen krijgen waar ze echt niet blij van 

worden, nog maar net bevallen en ze zijn alweer zwanger en ze zijn echt superongelukkig ermee. Ze mogen ook geen abortus 

doen vanuit hun geloofsovertuigen, ja dat soort dingen, kom ik gewoon tegen, vrij vaak zelfs. Nou ja, die noemen zichzelf 

gewoon chronisch depressief, maar het is gewoon de situatie waarin ze, tenminste, honderd procent zeker kan ik niet zijn, 

maar dat is wel herkenbaar. Dat er wel heel veel vrouwen uit die doelgroep zie die niet echt blij zijn met hun leven.” (09-03-

2020) 
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Although standards are often promulgated by experts, they may through time come to 

stand in for expert authority: ‘a way of embedding authority in rules and systems rather than 

in credentialed professionals’ (Timmermans and Epstein 2010, 71). Guidelines are a direct 

intrusion into a professional’s jurisdiction: they ‘categorize patients each with their own 

specific stories, into distinctive, homogeneous categories to ensure uniform treatment of 

‘equal’ cases’ (Berg et al. 2000, 766). Still, the providers I interviewed often in one way or 

another ‘resisted’ the authority of the screening device. The two gynecologists I spoke to, for 

example, did not use any questionnaires at all but preferred to discuss psychosocial 

circumstances face-to-face with their clients. Jan comments:  

“In my experience, it is […] very important to ask about it very explicitly 

and non-judgmentally. Because people will not tell you of their own accord, 

so it is really meaningful to ask it explicitly, eh, are there any debts or debt 

sanitation, or are there money problems. Is there any domestic violence 

going on, and ask that to a person without the partner being there.”
24

 

Still, there is no guarantee that women will open up about their personal lives. A lot depends 

on their trust in the medical system and their provider. Nina, the one pregnant respondent I 

interviewed, was asked to fill in the self-report questionnaire Mind2Care at the beginning of 

her pregnancy, and was somewhat critical of the procedure: 

“No look, such a questionnaire, I got it sent to me on my phone. I am good at 

speaking and reading Dutch. But many ladies can’t read Dutch well, so 

someone has to help them to fill in the questionnaire. Well, nine out of ten 

times it will be their husband, you know, keeping things in control or 

                                                 

24 Translation from ‘mijn ervaring daarin, is dat het ook in overleg met maatschappelijk werk, met jeugdzorg etcetera, dat het 

heel belangrijk is om er zonder oordeel heel expliciet naar te vragen. Omdat mensen er dus niet zelf mee komen, dus dat het 

zinvol is om het expliciet te vragen, um zijn er schulden, of is er schuldhulpsanering, of zijn er problemen met geld. Is er wel 

eens huiselijk geweld, en dat ook aan iemand vragen zonder dat de partner erbij is. Het heel, en dat het dus niet erg is, om dit 

aan iedereen te vragen, sterker nog, dat het ontzettend belangrijk is om dit aan iedereen te vragen. Omdat ook bij mensen die 

er aan de buitenkant helemaal gezond en prachtig en fit uitzien, er vanalles achter de voordeur kan spelen [...]wij kunnen niet 

zien of iemand wel eens angstig is, we kunnen niet zien of iemand, eh, eh, ja, noem eens wat, bijvoorbeeld schulden, weet je 

niet. Iemand kan in een mercedes voor komen rijden, maar het kan allemaal schijn zijn.31-03-2020 
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whatever. Well, I do think you, I wonder if such a questionnaire really, how 

should I put it, makes sense.” 
25

 

Although a questionnaire can serve as a minimum way of ‘picking things up’, it is necessary 

to be critical of the circumstances in which they are filled in. The professionals I interviewed 

commented that women are often inclined to give socially desirable answers since there is a 

stigma connected to psychosocial care during pregnancy, especially when it comes to drug 

use and domestic abuse. Moreover, almost all providers I interviewed named ‘care-avoidant 

behavior’ as one of the most worrying risk factors indicating a ‘vulnerable’ pregnancy.  

  ‘Care-avoiders’ were described in the interviews as people who are not open to care 

and distrustful of the health care system. My participants often linked this to women ‘who 

don’t have insight into their own problems’, thus implying patients with a divergent 

perception of the ‘riskiness’ of their situation. Care-avoiding patients, it was said, are often 

good at dodging questions. Fordyce (2014, 382) has argued that there is an implicit 

assumption in public health discourse that utilization of biomedical prenatal care is linked to 

being a responsible, rational citizen. ‘The contemporary risk model of pregnancy assumes that 

pregnant women will assume the individual responsibility to provide their unborn child with 

the ideal gestational environment, and to best provide this environment she must comply with 

biomedical risk. […] To refuse prenatal care is understood as neglectful or bad mothering.’ 

Thomas, for example, tells me: “If you register yourself for additional care because you know 

you have a vulnerability inside of you, then that will often make it, yeah, that will put the odds 

                                                 

25 Translation from ‘nee en helemaal, kijk, zo'n vragenlijst, ik kreeg 'm gestuurd op mijn mobiel. Ik ben goed in Nederlandse 

schrift en spraak. Er zijn heel veel dames ook die niet goed Nederlands kunnen lezen, dus iemand moet hen ook nog helpen 

die vragenlijst in te vullen. Nou, 9 van de 10 keer is het hun man, hé, die de boel in controle houdt of wat dan ook. Ja, ik denk 

dat je, dan vraag ik me af hoeveel zo'n vragenlijst echt, hoe zeg je dat, zin heeft. (20-03-2020) 
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in your favor from my point of view.” 
26

 In policy documents and obstetric manuals, ‘care 

avoidance’ is never named as a risk factor or identifier for ‘vulnerable’ pregnant women. Here 

a category thus emerges from the ground up. 

How risk is ‘done’ or enacted through these questionnaires has three noticeable effects 

on how ‘vulnerable’ pregnant women is constructed as a category. First, only a selection of 

the many risk factors that are named in policy documents ‘made it’ into the R4U. Specific 

‘types’ of vulnerable groups are distinguished that often correspond to the available 

interventions (addiction care, debt sanitation, psychiatry, etc.). This categorization of ‘types’ 

of patients might lead to stigmatization and stereotyping. Nina comments on this issue:  

“In the Netherlands, we always pigeonhole people, right, um, when you have 

problems you probably won’t have a good job, you’ll be a welfare case, you 

won’t be of Dutch descent, or you will have had a bad childhood or you 

know, it’s kind of eh, it is always very stigmatizing, how do you say that? 

That is kind of, I think, something we should rid ourselves off because it can 

happen to people like me, I have an above-average salary, I graduated, I own 

property, as I said, I’ve got everything together, but it happens even to me. 

But I receive such a list of questions, like, can you eat, are you on drugs, I 

think, well, I think that’s where it goes wrong in health care, it is quite 

judgmental and well, how do I put this, focused on one group (laughs). But 

there are a lot of people like me, and then it can rub one the wrong way, 

these sorts of questions, you know?” 
27

 

Nina thus remarks that the categorization of people based on risk factors, such as drug-and-

alcohol use, or low socioeconomic status, might lead care providers to have a tunnel vision 

and become overly focused on certain ‘groups’ in society. Moreover, categories, and ways of 

                                                 

26 Translation from “dat maakt het vaak al, als jij zelf je aanmeldt voor extra hulp, omdat je wel weet dat je iets kwetsbaars in 

je hebt, dat is al ja, dan leg je je kaarten in mijn opzicht al een stuk gunstiger.” (09-03-2020) 

 
27 Translation from ‘in Nederland denken we altijd in hokjes hé eh, als je problemen hebt dan zal je waarschijnlijk geen 

goede baan hebben, zal je in de bijstand leven, zal je niet van Nederlandse afkomst zijn, of je hebt een slechte jeugd gehad of 

weet je, 't is soort van um, 't is altijd heel stigmatiserend, hoe zeg je dat? Dat is wel een beetje dat ik denk van, daar moeten 

we wel een beetje van af, want het kan dus ook mensen overkomen net als mij, ik heb een bovengemiddeld salaris, ik ben 

gewoon afgestudeerd, ik heb een koopwoning, wat ik zeg, ik heb alles goed voor mekaar, maar zelf mij overkomt het ook, 

maar ik krijg dan, als je dan zo'n vragenlijst krijgt met, kan je eten, zit je aan de drugs, denk ik, ja, daar loopt het in de zorg 

denk ik wel een beetje mis, van het is heel vooroordelend en ja, hoe zeg je dat, op één doelgroep gespitst (lacht), maar er zijn 

ook mensen zoals mij, en ehn, dan kan het wel in het verkeerde keelgat schieten, dat soort vragen, snap je?’ 20-03-2020 
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‘doing risk’, are performative. As Nina’s answer exemplifies, they evoke emotions and 

resistance. She feels insulted having to fill in questions about her psychosocial circumstances, 

even though she is well aware that every woman at the hospital receives the same 

questionnaire. 

Second, the focus on these specific ‘types’ of risky behavior can lead to blind spots. 

Many of the care providers I spoke to commented on the existence of an ‘invisible group’, 

which cannot be picked up by screenings. Marie argues:  

“When it’s about vulnerable pregnancies, it’s always about an extreme 

group, whereas I say, no, all pregnancies are vulnerable and we have to 

make sure that they get to feel stronger. And that group, the ‘small’ 

vulnerabilities, we don’t see them. Because they don’t have anywhere to 

go.” 
28

  

But, I would add to Marie’s comment, not just because ‘they don’t have anywhere to go’. 

They are also less visible because of the focus there is in obstetric care on specific, often 

salient, standard risks that are perceived as harmful to the fetus or child. Forms of 

‘vulnerability’ that are not categorized by these risks remain invisible. Complaints have to 

either be reported by women themselves, or be severe enough to be picked up by 

gynecologists, obstetricians and midwives in consultations, and even then I wonder if they 

will be given attention if they are not seen as belonging to the ‘validated’ set of risks. 

Third, the questionnaires that are currently used focus solely on carrying mothers. 

Pregnant women are asked to fill in questionnaires, whereas their partners, when present, are 

not. The carrying body is thus considered to be the site where ‘vulnerability’ is defined. Still, 

the mental and social conditions of a child’s second parent, when present, have as big an 

                                                 

28 Translation from ‘als het over kwetsbare zwangeren gaat, dan gaat het altijd over die ernstige egroep. Terwijl ik zeg, nee, 

alle zwangeren zijn kwetsbaar, eh, en we moeten zorgen dat ze zich wat meer, dat ze zich wat sterkr gaan voelen. En die 

groep, de kleine kwetsbare, die zien we niet. Want waar moeten ze terecht.’31-04-2020 
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impact on the well-being of the child as that of the carrying mother. Not just because of the 

significance of both parents in a child’s life, but also because of the impact of the relationship 

between parents on the ‘vulnerability of a pregnancy. Partner support is said to be crucial for a 

woman’s psychological well-being during a pregnancy (Raymond 2009; Birtwell, Hammond, 

and Puckering 2015). A recent Dutch study, for example, found that poor partner involvement 

was strongly associated with depressive symptoms during pregnancy (Boekhorst et al. 2019). 

Although many interventions for ‘vulnerable’ pregnant women will involve all significant 

members of a household, in the consultation room, obstetricians and gynecologists often don’t 

even meet a woman’s partner and a child’s father to be. Obstetrician Marieke comments: 

“What’s really strange about obstetrics is that we don’t have an agreement 

for treatment with the partner. And that you therefore sometimes, that we 

accept it, in obstetric care, that we just don’t see the partner for nine months, 

and that all of a sudden they will be there during the delivery. That is a 

deficit in how we organize care […] sometimes you will only find out during 

the delivery that the woman and the man have a strange interaction.” 
29

 

To whom standards and standardization are applied is another important question that allows 

us to consider the mechanisms in which a common view of ‘vulnerability’ is constructed in 

health care. 

To conclude, technologies, such as questionnaires, change the relationship between the 

administrator and the administered, and are changed by their context as well (Latour 1987). 

As I have argued, though, caregivers often ‘resist’ the authority of the questionnaire, by 

choosing to discuss psychosocial topics outright with their clients, for example. Furthermore, 

                                                 

29 Translation from ‘want wat heel raar is binnen de verloskunde, is dat we eigenlijk helemaal geen 

behandelingsovereenkomst hebben met de partner. En dat je dus soms, dat wij het accepteren, in de verloskundige zorg, dat 

wij gewoon 9 maanden lang geen partner zien, en dat die dan ineens tijdens de bevalling er wel is. Dat is eigenlijk een manco 

aan hoe wij de zorg organiseren. [...]soms kom je er pas achter bij de bevalling dat je ineens ziet dat die interactie tussen die 

mevrouw en die man heel raar is.’27-03-2020 
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from the interviews it became clear that care providers see ‘care avoidance’ as a whole new 

risk category that emerged from the ground up. Standardized risk questionnaires don’t apply 

well to ‘care avoiders’ since they fill in socially desirable answers in order to dodge further 

interference of health care.I also discussed three unwanted effects that current standardized 

questionnaires have on the construction of ‘vulnerability’ during pregnancy: they can be 

experienced as stigmatizing and evoke emotions in the ‘administered’, can lead to a tunnel 

vision because of their unavoidable focus on a selected few risk factors, and focus solely on 

mothers.  

Remarkably, in the interviews care providers did often name the importance of 

questionnaires, but then went on to describe a whole range of other, implicit ways of assessing 

‘vulnerability’, such as the use of intuition and tacit knowledge. In the following section, I 

will discuss some of the tacit or intuitive ways in which care providers supplant the 

knowledge they gain from questionnaires. 

 

 

 

2. Tacit Knowledge and Intuition 

The way people present themselves in the consultation room may not always give physicians 

a veritable idea of everything that is going on in their lives. Risk assessment often depends on 

what people choose to tell, whether or not they trust the health care system and their care 

providers and whether they are motivated for care. ‘Red flags’ or pre-existing risk factors do 

not always make a person vulnerable and, vice versa, sometimes ‘vulnerability’ is harder to 
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pick up on because there are no clearly identifiable, pre-existing red flags. Furthermore, care 

providers described how there is a sense of shame and taboo connected to talking about 

psychological or social complaints during pregnancy, fed by a persistent myth that pregnancy 

is supposed to be a beautiful, happy and careless period in a woman’s life. This creates a 

weakness in explicit ways of identifying pregnancy-related risks: people are not always 

inclined to tell their care providers about their psychosocial circumstances. Moreover, women 

might be suspicious of the consequences their psychosocial and environmental circumstances 

might have on their autonomy as mothers. The providers I interviewed stated that ‘care-

avoiding women’ especially were often afraid of losing custody over their children. 

Greenhalgh and colleagues (2008, 183) observed how multidisciplinary teams in 

clinical settings draw on tacit knowledge make sense of the scores’ of standardized outcome 

measures. Tacit knowledge, or implicit knowledge, is ‘intuitive, acquired through practical 

experience, and as such, is personal and contextual and cannot be readily made explicit or 

formalized (Ibid, 184). Encoded knowledge, on the other hand, of which questionnaires are an 

example, consists of standardized and quantifiable information. In clinical practice, argue 

Greenhalgh et al (Ibid.), both ‘ways of knowing’ are integrated and used to interpret each 

other. They also suggest that clinicians in practice often use this knowledge to ‘override, 

adjust or resist attempts to dictate their practice through encoded knowledge’ (Ibid, 185). In 

line with Greenhalgh’s argument, the providers I interviewed often stated to use subjective 

judgments, for example, having a ‘weird feeling’ (niet pluis-gevoel), based on which they 

probed for psychosocial issues.  

There are many non-verbal signals that physicians can pick up on by being attentive 

and trust on their intuition, and it is exactly this layer of signals that can’t be accounted for in 

screening devices. Obstetrician Marieke, for example, tells me about a woman that she saw on 
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nine different occasions during her pregnancy. The first time she came in for a check-up, she 

wore a beige bra, and slowly, consultation after consultation, Marieke saw this woman’s bra 

getting darker and darker, and that’s how she noticed that this woman only owned one pair of 

underwear. According to Marieke, this patient would not have told her about her financial 

troubles on her own accord.  

Sometimes the opposite happens: there are some apparent risk factors, which, 

according to ‘encoded’ or standardized knowledge, indicate a ‘vulnerable pregnancy’, but in 

the personal interaction with a patient, things turn out differently. Thomas describes: 

“Here in the psychiatry you read a story and think: that’s just one big drama. 

And then a very pleasant, capable person shows up, with whom you can 

come to agreements easily, and it’s a completely different picture than what 

you read before. So I myself prefer to be blank. I’d rather not exactly know 

all the things that happened. With a lot of people, they’ll also be more open, 

and yeah, then I will be more open, the other is more open. And then later 

you’ll see what’s going on. And I think that’s better. [...] There’s a huge 

difference in all the information and the person you see in front of you.” 
30

 

In practice, the provider decides what counts as a risk factor during pregnancy. That’s not 

always easy. Because does having a low income per definition pose a risk? Is a highly-

educated woman with a demanding job ‘at-risk’? Gynecologist Floor phrased the difficulty 

she has with her subjective standpoint as follows: 

“Yes, I do ask actively about their profession and things like that, so you 

often kind of hear, you can tell a little bit about how or what, if they say that 

they are both ill or that they are both unemployed, yes then you kind of, then 

of course you have the idea, like, I have to keep asking. If then the lady says 

that she is a doctor’s assistant and the man says that he is a painter at a large 

company, then I think, well, that's okay. But I don't check that, that's my 

                                                 

30 Translation from ‘hier in de psychiatrie dan krijg je een verhaal te lezen en dan denk ik dat is één groot drama en dan komt 

er een heel prettig in contact, adequaat iemand waarvan je eigenlijk prima afspraken mee kan maken en een totaal ander beeld 

dan als je je voor gelezen had. Dus ik ben eigenlijk zelf van de blanco Ik wil eigenlijk helemaal niet weten wat er allemaal 

precies gebeurd is. Bij heel veel mensen dan blijven ze ook opener, en ja, dan ben ik opener en die ander is vaak ook opener, 

en dan kan je later wel zien wat er allemaal speelt. En dat is eigenlijk beter, vind ik [...] er kan enorm verschil zitten tussen 

alle informatie en de persoon die je ziet’ (20-03-2020). 
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interpretation of what they tell me. I find that very difficult. [...] and 

sometimes I’ll just not mention it for two check-ups because [...] I want them 

to continue to feel at ease with me, medically, and because I want them to 

keep returning for check-ups.” 
31

 

What can and can’t be considered ‘risky’ is a subjective, and sometimes even a contested 

matter. Only a specific mix of risk factors, combined with a lack of protective factors, leaves a 

pregnant woman ‘vulnerable’, which makes it quite unpredictable for providers and difficult 

to capture in standardized questionnaires. Moreover, care providers sometimes intuitively 

sense that discussing these topics with their patients is sensitive: they might start to avoid care 

if they sense trouble. In a sense, she is ‘walking on eggshells’ here and she has to ‘feel’ her 

way through consultations. 

What is accepted as ‘authoritative’ medical knowledge is, according to Mehta (2011), 

up until today determined by a Cartesian legacy of mind-body dualism. The natural sciences 

and ‘positive’ knowledge they produce are still ingrained in medical theory as the most 

reliable sources of information. In practice as well, ‘positive’ knowledge is given much 

prominence. A positive drug test during pregnancy, for example, is taken as a crucial 

indication of a ‘vulnerable’ pregnancy. As I discussed above, however, a large part of a 

pregnant woman’s assessment as ‘vulnerable’ is based on tacit knowledge, feeling, and 

intuition. Vulnerability is often construed in the interpersonal contact between a patient and a 

                                                 

31 Translation from ‘ja ik vraag wel actief naar hun beroep en dat soort dingen, he dus dan hoor je vaak toch wel een beetje, 

kun je daar wel een beetje uit opmaken hoe of wat, als ze zeggen dat ze allebei in een ziektebed zitten of dat ze alletwee 

werkloos zijn, ja dan hoor je het, dan heb je natuurlijk al wel eerder het idee van hey, daar moet ik even doorvragen. Als dan 

die mevrouw zegt dat ze praktijk-assistente bij de huisarts is en dat die man zegt dat hij schilder is bij een groot bedrijf dan 

denk ik, nou ja dat zit wel goed. Maar ik check dat niet, dat is mijn interpretatie van wat zij mij vertellen. dat vind ik wel heel 

lastig, omdat ik ja, wie ben ik om te zeggen dat zij kwetsbaar zijn, wie ben ik om te zeggen dat ze misschien wel weinig geld 

hebben, of dat het toch wel raar is dat ze in een eenkamerappartementje wonen met twee kinderen en er nog een derde 

bijkomt, he, dat is mijn perceptie, he, en misschien zijn zij zo ook wel opgegroeid en groot geworden en eh, ja, dat is een 

verschil in perceptie en dat vind ik gewoon ontzettend lastig. [...]en soms heb ik er dan ook twee controles maar niet meer 

over omdat [...] ik wil wel dat zij op medisch gebied zich vertrouwd bij mij blijven voelen want ik wil wel dat zij iedere keer 

op controle blijven komen’ (31-03-2020). 
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practitioner. Information about a patient is not only limited, but it is also up for interpretation. 

Consider the following anecdote recounted by Thomas:  

 “I had a woman coming here, all of a sudden, that kid had a dent in her 

head. She was, yeah, the partner dropped her, or something and that was a 

woman who was very cooperative herself. Well, straight away, that kid was 

taken out of custody. That was a very grim situation. She was away from 

home for a year, now she’s back, she has two kids, by the way, now she 

finally got them back and she is finished with all interference of care. That 

was a very difficult case because that woman, well really, I completely and 

totally trusted her. And then it takes a whole other turn. Um, no, it’s not 

always predictable, I am not in favor of reporting all too enthusiastically to 

Safe Home, because sometimes it turns out differently.” 
32

 

 

A physical injury in a child can be interpreted in many ways. Thomas, as a provider with a 

personal, trusting relationship with his client, was in this case a hundred percent convinced 

that something out of the woman’s control had happened and that she could be trusted as a 

mother. Still, the mother lost custody against Thomas’ judgment. Telling about this example 

is also that Thomas’ trust in this woman was mostly based on her being very ‘cooperative’, 

which again indicates the importance of care motivation for what care providers deem to be 

‘risky’. Important to note here also, is that even if the mother had dropped the baby herself, 

that does not per se constitute a valid reason to take a child out of custody, since it might have 

been completely accidental and out of her control. I wonder if things would have taken the 

same course with a mother who wasn’t already registered as a ‘vulnerable pregnant woman’, 

which is again an example of the performative effects of risk assessments. 

                                                 

32‘ Translation from “ik had een vrouw die opeens hier kwam, dat kind had opeens een deuk in haar hoofd, en die was eh, ja 

de partner had haar laten vallen of zo iets, en dat was eh, toch een vrouw zelf toch heel erg meewerkte. Nou dat werd gelijk 

eh, uit huis gehaald dat kind. En dat was een heel nare situatie. Ze is een jaar lang uit huis, is er nu weer bij, ze heeft nu twee 

kinderen trouwens, heeft ze eindelijk zelf eh weer teruggekregen en is ze van alle bemoeizorg af, eh, losgemaakt. Dat was 

een hele heftige casus, omdat die vrouw echt eh, nou ik durf er bijna mijn hand voor in het vuur te steken dat zij gewoon eh, 

heel betrouwbaar was. En dan gaat het een heel andere kant op. Er is wel altijd een rea--eh, nee dat is niet altijd voorspelbaar-

, ik ben zeker ervoor geen al te enthousiaste, bij Safe Home-- omdat het soms helemaal anders uitpakt.” 09-03-2020 
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Sometimes the opposite happens, too: care providers have a ‘bad’ or ‘scary’ feeling 

about a patient’s or child’s safety, but can’t do anything about it if they lack demonstrable 

proof.  Again, Thomas provides a telling anecdote: 

 “There was a young woman who was pregnant and she had a boyfriend, a 

Mokro-maffia boyfriend, who was completely involved in the drug world, at 

night she went to Belgium and then she cut all kinds of drugs, I don't even 

know how it is, but he worked in some kind of lab, and um, that woman who 

was hospitalized because the pregnancy was not going well, huge growth 

retardation, and um, it was actually very difficult for her, and she was 

abused, she was beaten up once, really eh, broken eyebrow, and yet eh she 

kept protecting her boyfriend and also uh, denying a bit. [...] It remained that 

way, that relationship continued and that man managed to balance exactly on 

the boundaries of what is allowed and what is not. Also with a police history. 

And in the end, um, so I made a report to Safe Home, they could not prove 

that that child would end up in a very nasty situation. A very unsafe 

situation. And just like that he left with mother and child and that boyfriend 

they went home. I couldn't do much about it. But I couldn't really feel safe. 

Such cases occur. It wouldn't surprise me if I just, uhm, one day they’d find 

a dead child at their house or that woman, uhm gets murdered. I had that 

feeling there.” 
33

 

In a situation where the provider is confronted with such a clear case of abuse, and where he 

even fears for his clients’ life and that of her child, there is nothing that can be done without 

‘factual’ evidence.  

  Stephen Henry (2010) has argued that tacit knowledge is often downplayed in medical 

theory. This contributes to the ‘mistaken belief that legitimate medical knowledge comprises 

only explicitly quantifiable or reliable information is often accompanied by the corollary that 

information that is mostly tacit is mostly unreliable and so a poor basis for medical 

                                                 

33 Translation from “er was een jonge vrouw die was zwanger en die had een vriendje, zo'n mokromaffia vriendje, die zat 

helemaal in de drugswereld, 's nachts ging die naar België en dan ging die allerlei drugs versnijden, ik weet niet eens hoe dat 

zit, maar een soort laboratorium werkte d' ie, en eh, die vrouw die lag opgenomen omdat de zwangerschap niet goed ging, 

enorme groeiachterstand, en eh, het was eigenlijk heel moeilijk om haar, en ze werd mishandeld, ze was pas een keer 

helemaal in elkaar geslagen, echt eh, kapotte wenkbrauw, (onverstaanbaar) en toch eh bleef ze die vriend een hand boven het 

hoofd houden en ook eh, ontkennen een beetje. [...] zo bleef, die relatie bleef toch doorgaan en die man wist precies op de 

grenzen te balanceren van wat kan en wat niet kan. Ook met een politieverleden. En uiteindelijk eh, dus een Safe Home 

melding, konden ze toch niet hard maken dat dat kindje in een hele nare situatie terecht kwam. Een hele onveilige situatie. En 

die is gewoon zo met moeder en kind en dat vriendje zijn ze naar huis gegaan. Kon ik niet zoveel tegen doen. Maar kon ik 

niet echt een veilig gevoel aan over houden. Dat soort casussen komen voor.” (09-03-2020) 
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decisions’(Ibid., 299).  

  The authorization of quantifiable knowledge over tacit knowledge in the assessment of  

‘vulnerable’ pregnant women has some implications for practice. As was mentioned before, 

‘vulnerability’ is enacted in various ways depending on personal contact, intuition, trust and 

tacit knowledge. These forms of knowing cannot be standardized and therefore an entire 

range of knowledge is ignored in screening devices. Risk factors are overly focused on, 

whereas a woman’s motivation for care and personal development are less accounted for.  

  A tension ensues between the notions of vulnerability and risk that emerge in practice 

versus what is discussed in policy, and also between what providers see in clinical practice 

versus what they are allowed to act upon. This also complicates the multidisciplinary 

coordination that providers rely upon in the care for ‘vulnerable’ pregnant women. The access 

to tacit and intuitive forms of knowledge is highly personal and depends on the relationship 

between the provider and the client. Specific professional position also allow providers to see 

different sides of their clients. In the next section, I will zoom in on the role multidisciplinary 

consultations play to the care for ‘vulnerable’ pregnant women.  

 

3. Multidisciplinary Consultations 

Jessica Mesman (2002) in her study of a neonatal intensive care unit found that staff used 

consultations with colleagues as a way of overcoming uncertainty in decision-making 

processes. ‘If you are uncertain, you consult with each other’ (interview quote). Although it 

may not always be easy to reach a consensus, the experience of multiple care providers 

combined can be used as an anchor to reach closure over an uncertain situation (van Asselt, 

Mesman, and van ’t Klooster, 2007).  



61 

 

 

  Given the uncertainty surrounding vulnerability and risk, it is not surprising that the 

care for ‘vulnerable’ pregnant women is characterized by intensive multidisciplinary 

collaborations. Greenhalgh argues that ‘clinical decision making is a collective activity that 

occurs amongst groups of clinicians in diffuse, iterative way over a protracted length of time, 

often in several locations’ (2008, 184). Indeed, the assessment of ‘vulnerability’ in pregnant 

women does not just happen in the encounter between patient and provider, but is a collective 

effort, often made in before-mentioned POP-teams, consisting of psychiatrists, obstetricians, 

pediatricians and often also social workers.  

  Mol (2002, 71–72) argues that every specific illness of any one patient is a 

‘composite’ object: it is a tapestry of various elements, brought together through a 

coordination of various practices. Likewise, the construction of a pregnant woman as 

‘vulnerable’ and her subsequent ‘management’ by the health care system happens over a 

variety of practices. As I will argue in this chapter, the same psychosocial circumstances can 

lead to different assessments, practices and decisions depending on the health care provider 

and the context in which he or she works. Important to note here is that multidisciplinary 

coordination is more than the sum of its parts as providers are also influenced by each other 

and by what is constituted through inter-professional consultations.  

The care providers I interviewed who actually worked in settings where regular 

multidisciplinary consultation took place were generally highly enthusiastic about the 

cooperation between various professionals. Still, where many different professionals are 

engaged, divergent standpoints in the prognosis of a patient will inevitably arise. These 

differences can be traced back to the various actors’ social ‘positions’ (Mesman 2005). The 

positions that professionals hold give them access to different forms of knowledge. In the case 

of vulnerable pregnancies, we can say that screening devices and urinalysis give professionals 
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‘technical knowledge’, whereas interaction with the patients leads to ‘interactive knowledge’ 

and tacit observations provide professionals ‘observational knowledge’ (R. R. Anspach 1987; 

Mesman 2005). Depending on their positions, care providers generate and have access to 

these different types of knowledge to varying extents. Marieke comments on her standpoint as 

a clinical obstetrician: 

“I think we are very much inclined to always see someone as a mother. And 

if you’ve had someone under your care since they were young, and you see 

them making progress, then it is maybe very hard to eh… judge that person 

objectively in the mother role as well. So it will have something to do with 

that. And also, some care providers from external organizations, they are 

very close to those people, right. So it will have, it will also have to do with 

the level of engagement.” 
34

 

 

Marieke implies here that mental health or social worker see their patients through a different 

lens. Because they follow patients for a longer period, she argues, their ‘objective judgment’ 

of that person in the mother role might be clouded. To assess a person’s well-being and 

capabilities through time and in all aspects of their lives is indeed very different from 

assessing them as future mothers. In terms of a safe living environment and behavior, a lot 

more demands are made of a person who is perceived in the mother role. Expectations of 

various caregivers with different standpoints may therefore clash. 

Then who is right? When I asked care providers about this, they argued that having 

different standpoints doesn’t necessarily need to pose a problem. In multidisciplinary 

consultations, there is room for divergent standpoints. Psychologist Roos, who works with 

pregnant and addicted women, explains: 

                                                 

34 Translation from ‘ik denk dat wij heel erg geneigd zijn om altijd iemand als een moeder te zien. En als jij natuurlijk van 

jongs af aan iemand onder controle hebt en ziet dat iemand progressie maakt, dan is het misschien heel moeilijk om zo 

iemand um, ook in de moederrol objectief te kunnen beoordelen. Dus daar zal het mee te maken hebben. En ook, sommige 

van die hulpverleners van externe partners, die staan heel dicht bij al die mensen he. Dus daar zal het, het zal toch ook met 

het betrokkenheidsniveau te maken hebben.’ 27-03-2020 
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“I sometimes argue a good deal with the gynecologist (laughs), and we know 

that about each other. And that has to do more with, for example, eh, let’s 

make it general: the gynecologist is primarily worried about the physical 

safety of the child and the direct environment in which the child will be 

brought up. We do that too, but we have more insight into psychological 

complaints, so we can say like, well, we judge this woman to be more stable 

than you do. And sometimes the hospital, the gynecologist or pediatrician, 

chooses a very tight approach and we are like, well, perhaps that isn’t 

necessary. Perhaps you are now depriving this woman of something. So then 

you argue, but I think that’s a very healthy, good debate, that is then held. 

Because I think it is that exactly, that is very valuable for a woman, that 

psychiatry and obstetrics will have a debate.” 
35

 

Important in Roos’ statement is that she argues that not every mother can be judged by the 

same standard. In her personal life history, an expecting mother might have already come a 

long way. Even if her circumstances do not live up to what is expected from a mother in the 

Dutch obstetric system, her personal trajectory also counts for a great deal in what might be 

expected of her in the future. The long-term engagement of certain care providers with their 

clients thus topples standardized expectations devoid of contextual meaning.  

During pregnancy, there are strict directives that define how a ‘responsible’ mother 

should behave. These are communicated to women in several ways: in leaflets in clinical 

settings, verbally by health care providers, in written warnings on cigarette packs and 

alcoholic drinks, and the media. Take folic acid, don’t drink, don’t be stressed out, don’t use 

drugs, don’t smoke, mind your diet, etcetera. For a woman who has been formerly addicted to 

heroin, however, to limit her drug use to methadone and cigarettes already shows a great deal 

of determination. The standard has to be adapted to her specific case. Care providers who 

                                                 

35 Translation from ‘ik kan flink discussiëren hoor, met de gyneacoloog, soms (lacht), dat weten we ook van elkaar. En dan 

heeft dat meer te maken met bijvoorbeeld, eh, we maken het even algemeen: de gyneacoloog die maakt zich natuurlijk 

voornamelijk zorgen over de lichamelijke veiligheid van het kind en de directe opvoedsituatie die daarna volgt. Dat doen wij 

ook, maar wij hebben ook meer zicht op psychische klachten, dus wij kunnen ook wel zeggen van nou, wij beoordelen deze 

vrouw als stabieler dan dat jullie dat doen. En dan kan het zijn dat bijvoorbeeld het ziekenhuis, de gynaecoloog of de 

kinderarts, ervoor kiest om een heel strak beleid te hebben en wij zijn, nou, misschien is dat ook weer niet nodig. Misschien 

ontneem je deze vrouw nu wel iets. Dus dat kan je wel discussiëren, maar ik denk dat dat een hele gezonde, goeie discussie 

is, die dan gevoerd wordt. Want ik vind dat juist voor een vrouw heel waardevol dat de psychiatrie en de obstetrie dan in 

discussie gaan.’ 27-03-2020 
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follow their patients over time and see them in their home environment have access to a new 

layer of information, which is vital in assessing ‘vulnerability’. Since it is simply not possible 

for a gynecologist or obstetrician to have insight into a patient’s personal life any other way, 

the consultations with their colleagues were invariably highly valued by the providers I 

interviewed. Still, it can be difficult for care providers to put themselves in their colleagues’ 

shoes, as Marieke’s statement illustrates. She seems much more focused on the risk that a 

mother and her environment might pose to the child than psychologist Roos. 

What may further account for part of the difference in standpoints is the way risk 

factors are interpreted. In the R4U-questionnaire, there is a focus on previous experiences in a 

patient’s life trajectory that may indicate proneness to vulnerability. Perhaps due to the 

limited time obstetric caregivers are given for consultations, information about these 

experiences sometimes lack the background or contextual information needed to make sense 

of previous mental or social problems. Psychiatric nurse Thomas, whose patients are referred 

to him by obstetric caregivers, comments on this in the interview: 

“Yeah, look, and sometimes, for example, you get: oh that woman has done 

a T.S.
36

 And that’s completely blown out of proportion, and if you look at it, 

you’ll see that when she was an adolescent, uhm, ten, fifteen years ago, she 

broke up with her boyfriend and she’s done something that does not have 

anything to do with that person anymore. And that does get blown out of 

proportion, yeah. It’s just not at all up-to-date, and that woman has told her 

obstetrician about it in all honestly and all the focus gets put on that. So I 

sometimes find that exaggerated. With these kinds of things.” 
37

 

  

                                                 

36
 T.S. stands for ‘tentamen suicide’: a suicide attempt. 

37 Translation from “ja kijk, er wordt wel eens bijvoorbeeld, oh die vrouw heeft een TS gedaan, een zelfmoordpoging, en dat 

wordt dan helemaal opgeblazen, en dan kijk je ernaar, en dan zie je dat ze toen ze in de puberteit was eh, tien vijftien jaar 

geleden met haar vriendje uit was, dat ze toen een keer iets gedaan heeft wat totaal niet meer iets met die persoon te maken 

heeft. En dan wordt er wel eens iets heel erg opgeblazen inderdaad. Het is gewoon helemaal niet actueel en die vrouw heeft 

dat in eerlijkheid gezegd misschien tegen der verloskundige en daar gaat dan de focus helemaal op. Dus dat vind ik nog wel 

eens, dat er echt overdreven wordt. Met dat soort dingen dan.”(09-03-2020) 
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The therapeutic context of Thomas’ practice allows him to relativize certain information and 

see the patient as changeable over time.
38

 

Another factor to take into account here is that the desired outcome of the provided 

care might not be the same across the line. Annemarie Mol urges social researchers to be 

mindful of the ‘effects that are sought’ (1999a, 86). What is considered to be a valid 

intervention in the care for ‘vulnerable’ pregnant women cannot be taken at face value. Take 

Marie’s standpoint for example. She is a care provider giving low-threshold care to women 

with psychological complaints, and is critical of the level of interference done by the pop-

outpatient clinic: 

 “And I do get the impression that that pop-outpatient clinic for vulnerable 

pregnant women becomes alarmed rather quickly. Sometimes I think, yeah, 

you’re not making it uhm, you know, if they hear that she’s smoked cannabis 

once, then immediately she has to come there once a week to keep an eye on 

her. Those women feel very, from all sides, what do you call it, controlled. 

And then I think, I’m not sure if you have to jump on it like that. […] I 

always try to hear first, like, well, how could you do it differently. Or uhm, 

okay, you feel like smoking cannabis helps, it makes you calm down, but we 

also know it’s bad for the baby, what else could you do.”
39

 

The different standpoints of various caregivers about what constitutes ‘vulnerability’ during 

pregnancy thus have implications for what is considered to be ‘risky’. Different levels of 

intervention are considered to be legitimate. Interesting about this quote, however, is that even 

                                                 

38
 Mesman (2005) emphasizes, however, that although the consideration of providers’ varying positions and levels of access 

to types of information, it is also important not to overstress the link between professional position and prognostic difference. 

Indeed, within-group differences also occur, potentially caused by the way care providers actually deal with the patients, 

professional experience or the context in which they work. 

 
39 Translation from “en ik heb wel vaak het idee dat die werkgroep kwetsbare zwangeren heel snel aan de bel trekt. Dat ik 

wel eens denk, ja je maakt het deze vrouw nou meteen eh, weet je wel, als ze dan horen van ze heeft één keer geblowd, dan 

moet ze meteen één keer per week komen daar om het in de gaten te houden. Die vrouwen voelen zich dan meteen heel, aan 

alle kanten ge-, eh, hoe noem je dat, gecontroleerd. En um, dan denk ik van ja, ik weet niet of je nou meteen er zo bovenop 

moet springen. [...] Ik probeer het altijd op het moment eerst meer te horen van goh, hoe zou je het anders kunnen doen. Of 

eh, oké, voor jouw gevoel werkt dat blowen, dat je dan rustiger wordt, maar ja, we weten ook dat het heel slecht is voor het 

kindje, wat zou je nog meer kunnen doen.” (31-04-2020) 
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the critical Marie remains focused primarily on the behavior of the mother rather than what 

can be done about her stressful environment. 

 To conclude, midwives and obstetricians are only granted a limited amount of time 

with their clients and are inclined to see them in their mother role, whereas care providers 

such as Roos, Marie and Thomas get a more ‘complete’ picture of these women and are 

allowed more time to ‘contextualize’ certain risk factors that may be present. For these same 

reasons, they also have more of a chance to build a trusting relationship with their clients. 

Obstetric care providers, it has been argued, are being stimulated more and more to look for 

normality through the ‘absence of risk’ (Scamell and Alaszewski 2012) which might not be 

beneficial in gaining their patient’s trust. In the following section, I will discuss how 

providers talk about the trust and distrust that they deal with in their clinical encounters with 

‘vulnerable pregnant women.’ 

 

 

 

 

 

4. Building Trust 

Intertwined with all that has been discussed so far, is the notion of trust. At first glance, 

standardized screening devices make the notion of trust redundant. Especially if the 

questionnaire is filled in online, it comes to stand in for a personal anamnesis done by the 

provider. If someone is distrustful of the health care system though, it is questionable whether 

they will fill in the questionnaire truthfully. Moreover, as argued above, care providers 

supplement and sometimes supplant the information from the screening with tacit forms of 
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knowledge. Whether or not they in the end decide to ‘trust’ their pregnant patients has a lot to 

do with the personal contact and connection they make in the consultation room.  

A negative connotation that comes with the terms ‘screening’ and ‘assessment’ is that 

of surveillance. Instead of feeling like they are being offered additional help, expecting 

mothers might get the feeling that they are being controlled or judged in their mother roles. A 

previous study on risk management in pregnant women in the U.S. has indeed shown that 

women feel like they have to prove themselves as good and trustworthy mothers, which leads 

them to downplay struggles toward health care providers (Nicholson, Sweeney, and Geller 

1998). Moreover, it has been argued in the context of the U.K. that fears among ‘vulnerable’ 

pregnant women, such as the possible loss of custody, lead to mistrust in the health care 

system (Diaz-Caneja and Johnson 2004). Additionally, many ‘vulnerable’ pregnant women 

have been involved in health care and social care trajectories for a large part of their lives and 

are already distrustful or weary of health care institutions.  

 Trust is the positive expectation toward other people’s actions (Möllering 2001) and is 

an indispensable feature of a good doctor-patient relationship (Mallia , 2013). Patients, often 

the vulnerable party in the clinical encounter, are asked to put their faith into the expert hands 

of physicians, even in highly uncertain situations. This works the other way around, too. 

Physicians need to trust their patients that they will tell the truth, and comply with their advice 

and treatment. In obstetric care, trust is complicated because of the limited amount of time 

available for patients and care providers to constitute a relationship. Roos comments: 

And normally you have a long time in the care process to build that 

confidence, and you do not have that in pregnancy care, because you simply 

have a huge deadline. And I think that when you get women who really grew 

up in vulnerable environments, maybe even as a Kopp-child, right, child of 

parents with psychiatric problems, who may also have suffered traumas and 

personality problems, uhm, who now show problems in very many domains, 

such as social problems, debts, housing, the lack of a social system, and then 
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that long list of personality problems, then it is quite a complex care need. ” 
40

 

 Obstetric caregivers feel that they have to rush into building a relationship with their clients 

since they only see them for the duration of the pregnancy and early postpartum period. Trust, 

however, does play a vital role in the mechanisms of vulnerability. Möllering (2001) argues 

that a person’s vulnerability makes it necessary for them to rely on someone else. 

‘Vulnerable’ women are indeed defined by having a greater care need than other pregnant 

women. But, he adds, ‘vulnerability’ also limits patients’ choices to trust. Certain so-called 

‘vulnerable’ patients might lack knowledge about the health care system and sometimes are 

not assertive in voicing their wishes and concerns. Patients are ‘forced’ to place more trust in 

their care providers because of a perceived or actual lack of alternatives within the health care 

system (Brown and Meyer 2015). A tension ensues: vulnerability may inhibit choices to trust, 

but also makes trust necessary in the first place (Ibid, 732). Dependency thus becomes a vital 

part of trust in the clinical encounters between ‘vulnerable’ patients and care providers, and 

may unintentionally lead to heightened power differences between patient and provider. 

Loewenstein et al. (in Jordan and Murphy 2009) likewise theorize that being categorized as 

‘risky’ increases women’s acceptance of authoritative direction during pregnancy. To 

challenge medical authority is already difficult, and ‘pregnancy is an especially vulnerable 

time for a woman due to concerns for health and safety of self and fetus, and anxiety of the 

unknown’ (Ibid, 195) A heightened perception of pregnancy risk can thus increase the 

dependence between pregnant women and their care providers. 

                                                 

40
 Translation from ‘en normaliter heb je in het hulpverleningstraject heel lang de tijd om dat vertrouwen op te bouwen, en in 

de zwangerschap heb je dat niet, want je zit nou eenmaal met een enorme deadline. En ik denk dat zodra er vrouwen zijn die 

echt in kwetsbare milieus zijn opgegroeid, misschien zelf als Kopp-kind hé, kind van ouders met psychiatrische 

problematiek, die daar mogelijks ook wel trauma’s aan over hebben gehouden en persoonlijkheidsproblematiek, eh, die nu op 

heel veel domeinen problematiek laten zien, zoals sociaal-maatschappelijke problemen, schulden, huisvesting, het ontbreken 

van een sociaal systeem, en dan dus die lange leidraad van persoonlijkheidsproblematiek, dan is het wel een vrij complexe 

hulpvraag’(27-03-2020) 
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On the part of care providers as well, complex trust relationships with ‘vulnerable’ 

pregnant women occur. Doctors, nurses, and social workers have to assess whether or not 

parents will be capable of caring for their children autonomously, while often not enough 

information about the home environment and psychosocial issues that a person deals with is 

available. Care providers rely on a mixture of information based on screenings, feelings, and 

intuitive knowledge in order to decide whether or not their patients need additional 

monitoring during pregnancy. Still, a fully informed decision can rarely be reached, and 

therefore care providers have to make a ‘leap of faith’. In other words, they will either have to 

trust or distrust their patients based on the incomplete information they gather.  

What is probably most problematic, in terms of trust, about the relationship between a 

pregnant woman and her obstetric care providers, are the fears she might have about the 

consequences of her lifestyle on her autonomy as a mother. In all interviews, care providers 

indicated that they struggled to convince women that it is not their goal to take their children 

away from them, but instead to create a safe environment for the both of them. Still, it 

remains a fact that reports to Safe Home and the juvenile court can be made through care 

providers, which might create anxiety in expectant mothers and pressure them to prove 

themselves as good mothers, instead of opening up about their problems. 

I have argued in previous chapters that ‘facts’ are not neutral. Investigations into child 

abuse are for legal reasons always based on ‘facts’, such as a positive drug test, or a bruised 

child. These facts can mean completely different things in different circumstances, and 

sometimes situations occur where children are taken out of their parents’ custody even when 

care providers don’t believe they are at fault. This happens especially when care providers 

base their judgment on tacit knowledge, intuition, and feeling, which are forms of knowledge 

that are legally practically worthless. Think back to the example of Thomas’ patient who lost 



70 

 

 

custody over her child after a dent was found in its head, while he was convinced that this 

mother was capable of raising her child.  

Safe Home suffers from a bad reputation in the Netherlands. The Safe Home-

professionals I interviewed all commented on the difficulty of overcoming the idea that Safe 

Home is an organization that is ‘out to take children away from their parents.’ A quick Google 

search produces countless horror stories of Safe Home’ investigations ‘gone wrong’: children 

wrongfully taken out of their parents’ custody and abusive investigators. The difficulty with 

this organization can be exemplified by a situation Nina, the pregnant woman I interviewed, 

came into, having had a fierce fight with her boyfriend one night. 

 “Well, then things escalated between me and him, due to which I became 

really scared, and uhm, he had locked me up too, right, so that was a 

frightening situation. Uhm, and I dutifully told them about it at the hospital 

the next day (laughs) because of which this one assistant began saying these 

things, and then the social worker told me, well they want to discuss your 

case with Safe Home, this and that. And they won’t mention your name but 

ask anonymously for advice. Well, then I said, that’s bullshit, because if you 

mention my name or do it anonymously, Safe Home, any outsider would 

say, after my story, oh that needs to be reported because the safety of the 

child is endangered. I said, like, you don’t need to uhm, I said, I simply don’t 

want it, I refuse- I don’t want it, done! (laughs) ”
41

 

In the Netherlands, care providers are obliged to inform their patients if they want to make an 

abuse alert about her, except in some rare cases
42

. Many care providers, however, including 

                                                 

41 ‘Translation from ‘nou, toen is dat natuurlijk tussen mij en hem wat geëscaleerd waardoor ik echt bang was en um, hij me 

ook had opgesloten hé, dat was gewoon echt een enge situatie, um, dat heb ik 's middags netjes in het ziekenhuis verteld 

(lacht) waardoor dus die ene assistent dat soort dingen zei en toen kreeg ik dus van maatschappelijk werkster te horen van ja 

ze gaan je bespreken en, met Safe Home, en dit en dat en er is uitgekomen dat ze niet je naam gaan noemen maar anoniem 

gaan vragen wat er moet gebeuren. Nou, toen heb ik ook aangegeven, dat is natuurlijk de grootste bullshit want of je nou m'n 

naam noemt of anoniem, een Safe Home, een buitenstaander zou zeggen na mijn verhaal, oh dat moet aan worden gemeld 

want de veiligheid van het kind komt in het gedrang. Ik zeg ja, daar hoef je niet een eh, ik zeg ik wil het gewoon niet ik weig- 

ik wil het gewoon niet, klaar (lacht)’ (20-03-2020) 

 

42 These cases are 1)the safety of the client and her (unborn) child (ren), of the midwife and her family, or of another person 

may be endangered by the conversation; 2) there are good reasons to assume that the client may be affected by this 

conversation: the contact with the midwife will be interrupted, causing the midwife to lose sight of the client and her 

(unborn) child(ren). See: 

https://www.knov.nl/serve/file/knov.nl/knov_downloads/3149/file/Meldcode_KNOV_2019_herzien_def.pdf 
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the ones I interviewed, are rather hesitant of making an alert to Safe Home because of the 

responses they can get from their patients, as Nina’s reaction indicates. Alerting to Safe Home 

may negatively impact the trust relationship between a care provider and their patients: 

 “Look, I said, I am someone that talks about it, right. […] I said, I’m here 

every time just like I’m supposed to, I tell you about it myself, I’m asking 

for help, and so now I’m really quite upset that you sort of make me, I am 

the victim in this situation and you’re labeling me as something I am 

absolutely not. Uhm, how should I say it, I just don’t think, you know […] If 

I find out you make a report to Safe Home (laughs), I’ll never tell you 

anything and I’ll never return here […] If you mention Safe Home to a 

woman, it’s kind of like an insult, right, for a woman, and there are so many 

stories in the world about kids being taken away. I think that because you 

say these kinds of things to people who can’t think straight, who think, yeah, 

now I really won’t tell them anything anymore because before you know it 

I’ll lose my children. So I think it’s counterproductive, instead of creating a 

situation where women can honestly tell what’s going on.” 
43 

For the professionals working at Safe Home, it is not easy to deal with women who enter an 

encounter with fears and distrust. The investigative nature of the organization demands of its 

staff to ‘objectify’ abuse and come up with evidence. This sometimes leads to a skewed 

relationship where (expecting) mothers feel like to have to pretend and hide, and professionals 

feel like they have to ‘see through’ this performance. A game of trying to uncover some kind 

of ‘truth’ is arguable not the best basis for a trustful doctor-patient relationship. Safe Home 

physician Isabelle describes her interactions with clients as follows:  

“By now I’ve gained quite some insight into people and so I kind of see 

through them. And you know that people often want to present themselves 

                                                                                                                                                         

 
43 Translation from “ik zeg kijk, ik ben iemand, ik vertel het, hé. [...] Ik zeg, ik ben hier netjes elke keer, ik vertel het jullie nu 

zelf, ik vraag om hulp voor mij, ik zeg, en, dan ben ik echt wel een beetje boos dat jullie nu soort van mij, ik ben én 

slachtoffer in zo'n situatie en je zet me in een hokje waar ik totaal niet in thuishoor, um hoe moet ik het zeggen, dat vind ik 

gewoon niet, weet je[...] Als ik erachter komt dat je een melding doet (lacht), dan vertel ik ook nooit meer wat en dan kom ik 

ook nooit meer. [...] Als jij gaat, tegen een vrouw gaat zeggen, 'Safe Home', Safe Home is soort van een belediging hé voor 

een vrouw, en er zijn zulke verhalen in de wereld van kinderen worden afgepakt, ik denk doordat je dat soort dingen zegt met 

mensen die niet goed kunnen nadenken, die denken ja ik ga helemaal niks meer zeggen want dan ben ik zo mijn kinderen die 

ik nu al heb ook kwijt. Dus ik denk juist dat je het daarmee tegenwerkt, in plaats van dat je een situatie krijgt wat je wil, dat 

vrouwen eerlijk kunnen vertellen hoe en wat.” (20-03-2020 
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like they are all right, and I understand that. And with addicted people, yeah, 

they are fooling themselves just as much, that is also known. Yes. I’m 

always used to communicate as openly as possible, without judgment, but 

still just naming the facts. And uhm, then it is often kind of uhm… Yeah, 

then it isn’t… Sometimes you have to lean in a bit and then strike, that’s 

what I sometimes call it.” 
44

 

 

In these types of relationships, the doctor-patient relationship is founded on distrust from the 

start. Women are no longer taken for their word but put in a position where they have to prove 

themselves. Especially in the case of women who are in an addiction care trajectory during 

pregnancy, since regular drug tests ‘show’ whether or not a woman stays clean. From that 

point on, the care provider has to move toward a relationship where a woman is ‘given back 

her autonomy’. But not entirely, because from time to time she will still be monitored to 

check what she says against what can be found in her bloodstream. A relationship of apparent 

trust is thereby constituted since essentially a woman is not taken for her word from the start. 

Roos, who works in addiction care, explains:  

 “We immediately start with a urinalysis three times a week, indeed, so in 

doing that we, in any case, objectify the use of drugs and alcohol. And we’ll 

do that for some time, but at some point during the pregnancy we’ll 

downscale that, because we think that one, a woman has to be able to show 

that she can do it, uhm, we can’t test her for the rest of her life, that’s not the 

goal. And we really badly want to give back the autonomy to the patient. But 

because of that, we’ll have an initial phase where we have little distrust 

because we, indeed, make everything ‘factual’. And at some point, we’ll 

have to do our own risk assessments and there needs to be some trust in that. 

And of course, sometimes we will be wrong and then we’ll have to face the 

facts on the moment of the urinalysis when it turns out positive, while the 

woman says it’s not, uhm, happening, and then that’s a shock.” 
45

 

                                                 

44 Translation from “zo langzamerhand heb ik ook wel redelijk wat kijk op mensen en dan prik je daar wel doorheen. En je 

weet dat vaak, mensen willen zich natuurlijk ook goed voor doen, dat begrijp ik ook heel goed. En bij verslaafde mensen, ja 

die houden zichzelf net zo hard voor de gek dus dat, dat is ook bekend. Ja. Ik ben altijd wel gewend om gewoon zo open 

mogelijkte communiceren, zonder te proberen te veroordelen, maar gewoon wel de feiten te benoemen. En um... Nou, dan is 

het vaak um... Ja dan is dat niet.... En je moet soms ook een beetje meeveren en dan toeslaan, noem ik het ook altijd een 

beetje.” (31-03-2020) 

 
45 Translation from “[...] we starten direct op met drie keer in de week een urinecontrole inderdaad, dus daarmee objectiveren 

we in ieder geval het gebruik van drugs en alcohol. En dat doen we voor een periode, maar op een gegeven moment tijdens 

de zwangerschap gaan we dat ook afbouwen, omdat we één vinden dat we, een vrouw moet ook gewoon laten zien dat ze het 
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In the case of drug use, the urinalysis provides the ‘proof’ that a mother’s behavior is 

potentially harmful to the fetus’ health. It may be argued that the reliance on the drug test 

demonstrates a lack of trust. Note here that Roos does not experience this as such: she does 

not experience any distrust in that initial phase of testing because they can ‘make things 

factual’. For care providers, therefore, standardized tests lead to less need for distrust, whereas 

for the client it may exactly signal distrust. 

In other cases, the evidence needed for interventions is harder to gather and an 

investigation has to be started up. Professionals of Safe Home talk to physicians, social 

workers, police, and any other organizations that might know the person or family in question, 

as well as with people in her surroundings. They inspect her living conditions in order to 

support or negate an abuse claim. Since these investigations are highly intrusive, care 

providers find themselves in a paradoxical situation when considering whether or not to report 

their clients. On the one hand, they try to get their patients to open up and gain their trust. On 

the other hand, they are obliged to act on suspicions of abuse. In the end, the care provider has 

to put the safety of the child first. In a manual for midwives and obstetricians, this paradox is 

discussed more specifically with regard to confidentiality: 

 “There is a certain paradox in dealing with the obligation to remain silent. 

The obligation to remain silent is the pre-eminent instrument to ensure that 

women go to midwives and are also willing to speak openly about their 

concerns. After all, they can trust that their story will not just end up 

elsewhere. However, too rigid an approach to professional secrecy may 

                                                                                                                                                         

kan, um, we kunnen niet de rest van het leven blijven testen, dat is ook niet de bedoeling. En we willen ook de autonomie 

heel erg teruggeven aan de patiënt. Maar daardoor hebben wij dus een eerste periode waarin wij weinig wantrouwen hebben 

omdat wij inderdaad alles feitelijk maken, en op een gegeven moment moeten we dan dus ook onze eigen risico-

inschattingen gaan doen en daar moet een stukje vertrouwen bij zitten. En natuurlijk vergissen wij ons wel eens. En dan 

worden we met onze neus op de feiten gedrukt op het moment dat er een urinecontrole plaatsvindt en die blijkt toch wel, 

terwijl de vrouw zegt dat het niet zo is, eh dat gebeurt, en daar moeten we dan even op slikken.” (27-03-2020) 
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result in a client in urgent need of help not being helped because midwives 

believe that they should not intervene because of their professional secrecy. 

All in all, dealing with professional secrecy is a form of balance art: secrecy 

wherever possible, careful breaking of the secret where urgently needed. 

When providing information from a client to someone else, including when 

reporting to Safe Home, the main rule is that midwives make every effort to 

obtain permission for this provision of information. [...] If the client gives 

permission, a report can be made. Despite the efforts of the midwife, if the 

client does not give permission, the midwife makes a new decision based on 

a conflict of duties.”
46

 

Obstetricians and midwives are put in a difficult situation of balancing their patients’ 

confidentiality and their obligation to report suspicions of abuse.  

  To conclude, the building of trust is an essential but complex matter in the care for 

‘vulnerable’ pregnant women. Even when standardized risk screenings are done, patients will 

only disclose certain information if they sufficiently trust the health care system and their 

obstetric care providers enough. In the very notion of ‘screening’, for risks, however, a 

negative connotation with surveillance is present, which may negatively impact an open and 

trusting relationship between the client and the provider. Often, ‘vulnerable’ people lack the 

skills or knowledge to be critical of the health care system or their health care provider, which 

heightens their dependency and the need to trust even more. Care providers felt that having to 

‘assess’ their clients’ parenting abilities compromises a trusting relationship. Women may be 

                                                 

46 ‘Er doet zich bij de omgang met de zwijgplicht een zekere paradox voor. De zwijgplicht is hét instrument bij uitstek om 

ervoor te zorgen dat vrouwen naar verloskundigen toe gaan en ook bereid zijn om open over hun zorgen te spreken. Ze 

mogen er immers op vertrouwen dat hun verhaal niet zomaar elders terecht komt. Maar een te rigide omgang met het 

beroepsgeheim kan tot gevolg hebben dat een cliënt die dringend hulp nodig heeft juist niet geholpen wordt omdat 

verloskundigen menen dat zij vanwege hun beroepsgeheim niet in mogen grijpen. Al met al is de omgang met het 

beroepsgeheim een vorm van evenwichtskunst: geheimhouding waar ook maar enigszins mogelijk, zorgvuldige doorbreking 

van het geheim waar dringend noodzakelijk. Bij het verstrekken van gegevens van een cliënt aan een ander, dus ook bij het 

doen van een melding aan Safe Home, geldt als hoofdregel dat verloskundigen zich inspannen om toestemming voor deze 

verstrekking van gegevens te krijgen. [...] Geeft de cliënt toestemming, dan kan een melding worden gedaan. Geeft de cliënt, 

ondanks de inspanning van de verloskundige, geen toestemming, dan maakt de verloskundige een nieuwe afweging, op grond 

van een conflict van plichten.’ 

https://www.knov.nl/serve/file/knov.nl/knov_downloads/3149/file/Meldcode_KNOV_2019_herzien_def.pdf 
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faced with heightened surveillance from social workers or jeopardize custody over their 

children because of certain environmental or psychosocial circumstances.  
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VIII. Conclusion & Recommendations 

1. Conclusion 

Twelve years ago, a study that showed relatively bad perinatal outcomes in the Netherlands 

sparked efforts to on the one hand ameliorate obstetric collaborations, and on the other hand 

intensify the assessment and management of psychopathological, psychosocial and socio-

economic problems pregnant women may experience. The term ‘vulnerable’ pregnant women 

was coined and obstetric care providers were expected to pay more attention to non-medical 

risk factors in their pregnant patients. Up until today, there have been no anthropological 

studies conducted about the risk management of these so-called ‘pregnant vulnerable women’ 

in the Netherlands. In the course of writing this thesis, I have found it an increasingly 

complex and interesting field of study, deserving of more scholarly and critical evaluation. 

This study has several limitations. First, I interviewed a small number of participants. 

Second, these participants were not per se representative of the care providers ‘vulnerable’ 

pregnant women come into contact with, since they were all specifically interested and 

involved in the psychosocial care for pregnant women, whereas this is not necessarily the case 

for all obstetric care providers. Third, the perspective of pregnant women themselves is also 

lacking in this study. Fourth, I was not able to triangulate the data I gathered from interviews 

and document analysis with observations from clinical practice. Because of these limitations, 

the conclusions from this thesis should be viewed as exploratory rather than conclusive. 

Still, the in-depth interviews I held with caregivers, and the ‘outsider’-perspective my 

position as a medical anthropology student allowed me to take on the topic, provided me with 

invaluable insights that can prove useful for practice as well as for further research. In this 
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final chapter, I will tentatively formulate some answers to my main research question: “how 

do notions of risk shape the construction, assessment, and management of ‘vulnerable’ 

pregnant women by health care providers in the Netherlands?” based on these insights. 

The term ‘vulnerability’, when used as a medical term for certain (groups) of patients, 

is inextricably linked to notions of ‘risk’. We see that ‘vulnerability’ during pregnancy is 

assessed almost solely based on risk factors. Risk, as well as ‘vulnerability’, imply a 

potentiality. Since the harm in terms of adverse perinatal outcomes have not yet occurred, a 

group of ‘patients-in-waiting’ (Timmermans and Buchbinder 2010, 408) is created, stuck 

‘under medical surveillance between sickness and health.’ Furthermore, as mentioned in the 

theoretical framework, there is a moral judgment involved in the selection of risks (Douglas 

1992). This leads certain groups of people in the Dutch society and certain types of behavior 

to be singled out over others in a potentially stigmatizing way. ‘Vulnerable’ pregnant women 

as a category, from a Foucauldian lens, can be said to be a means of gaining control over 

behavior that is generally condemned in mothers. That mothers are singled out as bearers of 

potential risks, rather than fathers or other members of the household, is telling in this matter. 

The 20
th

-century psycho-hygienic movement first propelled the interference of the 

state and health care system into the private lives of people. Whereas in the early days the 

incentive was to prevent and ‘treat’ immoral behavior, mostly among the lower socio-

economic classes, later the movement also became an advocate for social change. In the 

current care for ‘vulnerable’ pregnant women, there is a similar tension at play. On the one 

hand, it is recognized that social factors play a determining role in perinatal health, especially 

since the publication of de Graaf et al.'s (2009) study on adverse perinatal outcomes in certain 

‘deprived’ neighborhoods. On the other hand, the health care system has only the means to 

intervene at an individual level. Birth care’s risk discourse magnifies this focus on the 
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individual as it frames non-medical pregnancy risks as ‘preventable’ and adds to a discourse 

of blaming certain maternal behaviors during pregnancy. 

The first sub-question I asked was: “how do care providers use and make sense of 

standardized screening devices in relation to other, implicit, or tacit, ways of knowing?” 

Standardized risk screenings are put forward in obstetric policy as a means of identifying 

‘vulnerable’ pregnant women at an early stage. Although this seems a logical way to best 

address the issue, I have argued the importance of looking at what these risk screenings ‘do’ 

to the construction and assessment of vulnerability. In obstetric care, risk screening is 

deployed as a way of objectifying risk. However, questionnaires strip risk factors of necessary 

context. Care providers thus supplant the use of questionnaires with other methods: asking 

patients direct questions is one, making subtle observations is another. The providers I 

interviewed sometimes resisted the ‘factual’ information they were given based on these other 

sources of knowledge. The lack of ‘authority’ or legitimacy of these alternative sources of 

knowledge sometimes proved problematic, though, as they couldn’t use it to alter Safe Home-

investigations, for example.  

The second research question I explored was: “how do care providers with different 

professional backgrounds make sense of ‘vulnerability’ as a multiple concept?” In policy 

documents and Delphi studies, a common definition of ‘vulnerability’ and ‘vulnerable’ 

pregnant women is sought, because it is held that good collaboration depends on various care 

providers to have aligned views. Perhaps, however, it is not necessary for all care providers 

involved to hold the same perspective and understand the same thing about their patients. We 

might think of ‘vulnerability’ not as a discrete entity, a well-delineated category of people, but 

instead as ‘vulnerability multiple’: a term that represents a multi-faceted reality. The 

multiplicity of the concept thus also implies ‘tolerating open-endedness, facing tragic 
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dilemmas, and living-in-tension’ (Ibid, 83). Psychiatric and social care providers, for 

example, have more holistic views of their patients than obstetric care providers who see and 

assess their clients mostly in a ‘mother-role’. When standardizing care, these differences in 

standpoints should be recognized or accounted for. 

For the final research question, “how do care providers use and make sense of 

standardized screening devices in relation to other, implicit, or tacit, ways of knowing?”, I 

looked at how notions of trust mediate in the way care providers construct, assess, and 

manage psychosocial issues in their patients. I argued that the level of openness towards and 

participation in prenatal care depends for a large part on the trust in the health care system on 

the part of the patient. Screening and assessments come with negative connotations (such as 

judgment and control) and might therefore not aid in the building of a trusting relationship. 

Moreover, a woman may feel like her authority as a mother can be inhibited by the health care 

system if she is assessed as ‘vulnerable’. On the part of the provider, there is a lack of time in 

antenatal care to work on a trusting relationship with the client. Providers therefore aim at 

‘objectifying’ assessments through lab tests and formal investigations, but this sometimes 

clashes with intuitive and tacit sources of knowledge on which other caregivers base their 

assessment. It is important to recognize this, especially as health care moves toward increased 

use of big data and algorithmic screening procedures.  

The Dutch National Research Agenda (NWA) has recently made € 2.64 million 

available for research into the possibilities of applying big data to the early identification of 

‘vulnerable’ pregnant women. Although the employment of algorithms and big data may have 

some potential in health care, it is important to be aware from the start of the potentially 

stigmatizing impact the use of big data on the identification of ‘at-risk’-pregnancies can have, 

especially when it is based on definitions that zoom in solely on maternal risk factors. People 
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get ‘grouped’ together and the surveillance on some ‘types’ of pregnant women is raised 

while for others a blind spot is developed. Aside from this danger of reinforcing stereotypes, 

big data and algorithms cannot account for the ‘tacit’ or ‘intuitive’ ways in which care 

providers often recognize vulnerability in their patients. Finally, I have argued that the 

category of ‘vulnerable’ pregnant women is fuzzy and multi-faceted. Even experienced care 

providers find it hard to determine and deal with ‘vulnerability’ during pregnancy. The 

‘datafication’ of this group might lead to an oversimplification of perinatal risks, like we 

already see happening in the screening questionnaires, where zip-codes in and of themselves 

are taken as an indication of riskiness, for example. 

Social theorists warn for the shift from surveillance to ‘dataveillance’ that the 

application of big data might cause in health care (Ruckenstein and Schüll 2017). Whereas the 

health care system through surveillance tracks patients’ behaviors, in dataveillance it has a 

‘predictive telos; its aim is not to “see” a specific behavior so much as to continuously track 

for emergent patterns’ (Ibid, 264). In future research, an eye should be kept on how the use of 

big data becomes implemented in clinical practice and what the implications are for the way 

‘vulnerable’ pregnant women as a category is being constructed, assessed and managed, not 

just in terms of power and domination, but also in the way technology and data are resisted 

and applied in creative ways by providers. Qualitative research such as ethnography is an 

excellent means for exploring these topics, since they have the ability to look beyond the 

surface. 
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2. Recommendations  

The finding that interpersonal contact is highly important for the assessment and management 

of ‘vulnerable’ pregnant women made me aware of some deficits of ‘digital care’ the way it 

was organized during the Covid-19 crisis. The lack of in-person consultations with clients 

during the crisis was also of concern to the caregivers I interviewed. As I argued, awareness 

of psychosocial problems often ensues from subtle signs picked up during face-to-face 

consultations. The limited personal contact that obstetric care providers had with pregnant 

women may lead to a cohort of women that stays under the radar of care, whereas women 

who ‘tick the boxes’ in the checklist are overly focused on. If a second wave of the virus 

happens and social isolation becomes necessary again, it is important to recognize the 

potential harm the lack of face-to-face consultations might have on pregnant women. 

A point of improvement that often came up during the interviews, was the often 

flawed collaboration between obstetric and mental health care providers and the organization 

Safe Home. Care providers were often reluctant to report domestic abuse because they felt 

that Safe Home’s bad reputation might ruin their trusting relationship with their clients and 

instill fear of losing custody in women. Furthermore, they felt that certain ‘factual’ sources of 

information had the power to override their own judgment. I would suggest that it would be 

beneficial to give more weight to the assessment of care providers who see their clients for a 

longer period of time, in a therapeutic setting, for example. Moreover, when there is a 

suspicion of abuse, it may be better to refer women to organizations who don’t have the 

authority to place children out of home. Nina’s example indicates that she would rather avoid 

care than risk a Safe Home investigations because of her fear of losing custody, even when 

she was the victim in this story. 
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  An important insight of this study was that care providers see ‘care avoiders’ as a 

major risk category among pregnant women. Pregnant women may experience a whole 

variety of mental or social problems, but if they are motivated for care, providers see their 

cases in a much more positive light than if they are suspicious or avoidant towards health care 

institutions and providers. The discourse that is used in the description of this group is telling.  

A recent study (Quispel et al. 2014) examining psychosocial care avoidance of Dutch 

pregnant women in a deprived urban area provides a good example of this discourse. The 

authors found that 47 percent of these women dropped out of psychosocial care after they 

were referred because of certain risk factors. In particular, they found that smokers
47

, 

multiparous women, and women of non-Western ethnicity dropout on the way towards mental 

and psychosocial care. The authors of the study interestingly conclude that  

“an important question may be whether the proposed interventions match the 

women’s expectations, especially in women with poor insight in their mental 

illness, and a poor willingness to receive treatment. Given the serious 

consequences of PPS [psychopathology, psychosocial problems and 

substance use] for maternal and foetal health education of women on PPS 

risks, motivational skills and compulsory treatment [22] (e.g. forced 

psychiatric treatment of addicted women in order to avoid harm to their 

unborn children) are worth investigation. ” (Ibid, 144-145) 

Note the reasoning employed here in order to make sense of why women won’t adhere to 

interventions. Like some providers did in the interviews, the authors frame care avoiding 

women as women with poor insight into their own situation, or as being unwilling to receive 

treatment. There may, however, be many other reasons why women avoid care: perhaps they 

fear or distrust the health care system, or perhaps the cultural barrier is too large because the 

hospital is a predominantly white environment. They may disagree about the assessment of 

                                                 

47Interesting about this report, written by obstetric caregivers, is that smoking is phrased as a possible ‘co-morbidity’, 

implying that smoking is an illness that can be treated in the same way that a depression can be treated.  
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the provider, fear, or perceive a lack of effectiveness of the interventions. I would therefore 

suggest further anthropological research on the experiences of ‘vulnerable’ pregnant women. 

It is necessary to know how women themselves feel about their psychosocial circumstances 

and what they think of health care’s framing of them as ‘risk factors’. More insight into these 

experiences is arguably more valuable for practice, and better for the provider-patient 

relationship in the long run, than the exploration of compulsory forms of care as is proposed 

by the authors above. 

 In many ways, the insights I have gained through the interviews can be further 

supplemented by observations from practice. Because of the COVID-19 outbreak, I was not 

able to do ethnographical research in an obstetric ward like we originally planned. I am 

however convinced that a close observation of multidisciplinary meetings, medical 

consultations and the use of risk screenings in practice could teach us a lot about the risk 

assessment of mothers-to-be and the (sometimes hidden) values and moral judgments inherent 

in this. It would also be of much importance to know how risks are communicated to women 

by care providers and how women themselves interpret these risks.  

 What is considered as risky by the health care system tells us a lot about the 

prescriptive power of health institutions over people’s personal lives. That this power is 

intensified during pregnancy is indicative of gender-biased ideas about normative 

motherhood. The link between fetal health and certain risk factors listed in the risk 

questionnaires (that can be found in annexes 4 and 5) is in some cases questionable, and it is 

important to wonder why some of these risk factors get so much attention over other possible 

variables that influence perinatal outcomes. The providers I interviewed often expressed 

frustration at the fact that social conditions and inequalities often explain many maternal and 

fetal health disparities, when they aren’t able to offer much help in this domain. I would 
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therefore, finally, recommend that more energy be put into the tackling of health disparities 

on a socio-economic level, rather than the intensification of medical surveillance on the 

individual level.  
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X. Annexes 

1. Annex 1: Demographic overview of participants 

Demographics  Number of participants 

   

Location of employment Rotterdam 3 

 Amsterdam 4 

 Leeuwarden 1 

 Brabant (various) 2 

 Groningen 1 

   

Profession Psychiatric Nurse 1 

 Obstetrician 1 

 Gynecologist 2 

 Therapist 2 

 Psychologist (addiction care) 1 

 Safe Home-physician  3 

 Nurse at Precare 1 

   

Gender Male 2 

 Female 9 
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2. Annex 2: Information Sheet Participants 

Informatiefolder voor zorgverleners 
Studie: aandacht voor psychische of sociale problemen tijdens de zwangerschap 

 
Geachte,  
 

Wij willen u vriendelijk uitnodigen mee te doen aan een studie naar de ervaringen van zorgverleners die betrokken zijn bij de zorg 

voor vrouwen met psychosociale problemen tijdens de zwangerschap. 
Deelname aan dit onderzoek is vrijwillig. Voordat u de beslissing neemt om deel te nemen, is het belangrijk om meer te weten 

over dit onderzoek. Na het lezen van deze informatiefolder kunt u bepalen of u deel wil nemen aan dit onderzoek.  

 
Heeft u na het lezen van de informatie nog vragen? Dan kunt u terecht bij het onderzoeksteam. Op bladzijde 3 vindt u de 

contactgegevens. 

 

Inleiding 
Deze studie is opgezet door masterstudenten antropologie in samenwerking met de afdeling Verloskunde en Prenatale 

Geneeskunde van het Erasmus MC.We zijn benieuwd naar de ervaringen van verschillende zorgverleners met vrouwen waarbij tijdens de 

zwangerschap ook aandacht is voor psychische of sociale problemen. Ook willen we graag meer weten over de integratie van verschillende 

disciplines binnen de zorg waarmee deze vrouwen in contact komen en over het maken van beslissingen in multidisciplinaire teams.  
 

 

1. Wat is het doel van de studie? 

Het doel van deze studie is om perspectieven van verschillende zorgverleners op psychosociale problematiek tijdens de 

zwangerschap bespreken. Daarnaast willen we multidisciplinaire samenwerkingen tussen psychische, verloskundige en maatschappelijke 

zorgverleners in kaart brengen en meer te weten komen over de uitwisseling van kennis die hierbij plaatsvindt. 
 

 

2. Hoe wordt de studie uitgevoerd? 

Het onderzoek bestaat uit interviews met zorgverleners uit verschillende disciplines die betrokken zijn bij de zorg voor zwangere 

vrouwen met bijkomstige psychosociale problemen.  

 

Wij houden hiernaast ook interviews met zwangere vrouwen die psychosociale problematiek ervaren om ook hun perspectieven in 

kaart te brengen. 

 
Tijdens het interview kunt u op elk moment dan ook om wat voor reden dan ook stoppen met het gesprek. Ook kunt u ervoor 

kiezen bepaalde vragen niet te beantwoorden.U hoeft hiervoor geen reden op te geven. Het interview zal plaats vinden in het Erasmus MC en 

zal ongeveer een uur duren. 
 

3. Wat zijn mogelijke voor- en nadelen van deelname aan dit onderzoek? 

Een voordeel is dat het fijn kan zijn om uw ervaringen te delen met de onderzoeker. Wij zullen u een kort verslag sturen met daarin de 
resultaten van het onderzoek.  
Het onderzoek levert belangrijke gegevens op om de zorg voor zwangere vrouwen met soortgelijke situaties te verbeteren en inzicht te 
krijgen in multidisciplinaire samenwerkingen. Een nadeel van deelname is dat u tijd moet vrijmaken voor het interview. De duur van het 
interview is ongeveer één uur. 

 

4. Wat gebeurt er als u niet wenst deel te nemen aan deze studie? 

Deelname aan het onderzoek is geheel vrijwillig. Als u beslist om niet deel te nemen heeft dit geen gevolgen. Als u wel meedoet, kunt u 
zich altijd bedenken en toch stoppen. Ook tijdens deelname aan de studie. 

 

5.  Wat gebeurt er met uw gegevens? 

Uw gegevens worden vertrouwelijk behandeld. Onderzoeksgegevens zullen worden gehanteerd met inachtneming van de Wet 
Bescherming Persoonsgegevens. 

 

Persoonsgegevens die tijdens deze studie worden verzameld, zullen anoniem worden gemaakt. Alleen de onderzoeker die het 
interview heeft afgenomen kent de echte naam van de deelnemers. Indien u niet wilt dat bepaalde delen van uw verhaal worden opgenomen 

in het onderzoek, zullen deze verwijderd worden. De persoonsgegevens worden bewaard gedurende het onderzoek en in principe na afloop 

vernietigd. 
 

Vanwege de betrouwbaarheid van het onderzoek worden de onderzoeksgegevens 10 jaar na afronding van het onderzoek 

bewaard. Dit gebeurt anoniem. U kunt alleen meedoen aan het onderzoek als u daarvoor toestemming geeft.  
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6.  Wilt u verder nog iets weten? 

Indien u nog vragen heeft, dan kunt u tijdens kantooruren contact opnemen met een medewerker van het onderzoeksteam. Voor 

deelname zal de onderzoeker telefonisch contact met u opnemen om zich voor te stellen en een afspraak te maken 
 

 

 

3. Annex 3: Informed Consent Form 

Toestemmingsformulier  
Studie: aandacht voor psychische of sociale problemen tijdens de zwangerschap 

 

Mij is gevraagd toestemming te verlenen voor deelname aan bovengenoemd wetenschappelijk 

onderzoeksproject. 

 

Naam participant:        Geboortedatum: __ /__ 

/__ 

 

Ik bevestig dat ik de informatiefolder heb gelezen. Ik begrijp de informatie. Ik heb de gelegenheid 

gehad om aanvullende vragen te stellen. Deze vragen zijn naar tevredenheid beantwoord. Ik heb voldoende tijd 

gehad om over deelname na te denken. 

 

Ik weet dat deelname geheel vrijwillig is. Ik weet dat ik op ieder moment kan beslissen toch niet mee te 

doen. Daarvoor hoef ik geen reden op te geven. 

 

Ik weet dat sommige mensen mijn gegevens kunnen zien. Die mensen staan vermeld in de 

informatiebrief.  

 

Ik geef toestemming voor het opnemen van de interviews. 

 

Ik geef toestemming om de gegevens te gebruiken, voor de doelen die in de informatiebrief staan.  

 

Ik geef toestemming om de onderzoeksgegevens 10 jaar na afloop van dit onderzoek te bewaren. 

 

Ik wil deelnemen aan het onderzoek.  

 

Ik ben akkoord met het anoniem gebruik van citaten van de interviews, ook eventueel voor het gebruik voor 
wetenschappelijke voordrachten/publicaties: ja/nee 

 

 

 

Handtekening:      Datum:  

 

 

Ik verklaar hierbij dat ik bovengenoemde persoon/personen volledig heb geïnformeerd over het 

genoemde onderzoek.  

 

Als er tijdens het onderzoek informatie bekend wordt die de toestemming van de participant zou kunnen 

beïnvloeden, dan breng ik hem/haar daarvan tijdig op de hoogte.  

 

Naam onderzoeker:     Handtekening:    Datum: 
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Hartelijk dank! 

 

 

4. Annex 4: R4U-questionnaire 

SOCIAL         

SCO
RE 

AC
TIO
N 

 
GENERAL MEDICAL       

SCO
RE 

AC
TIO
N 

Social situation       

Y
E
S 

N
O   

 
Diseases         

Y
E
S 

N
O   

Single mother 
   

      
 

Chronic maternal illness 
    

      

Relational problems > 3 
months  

 
      

 
Consultation physician (last years) 

 
      

No social support 

   
      

 
Surgery  

    
      

Only 1-2 persons for social 
support 

 
      

 
  

    
      

Domestic violence  
   

      
 

Medication       

Y
E
S 

N
O   

Youth healthcare interference 
last two years 

 
      

 
Prescribed medication 

    
      

        
 

      
 

Over-the-counter drugs 
  

      

Work and income     

N
/
A 

Y
E
S 

N
O   

 
No preconceptional folic acid use 

 
      

Unemployed (> 3 
months) 

  
      

 
  

    
      

Exposure to standing 
work 

  
      

 
Infectious diseases       

Y
E
S 

N
O   

Working hours > 32  
   

      
 

Last 12 months (treated) 
sexually transmitted 
disease  

    
      

Net family income < 1000 
euro 

  
      

 
At risk of sexually transmitted disease  

 
      

Irredeemable financial 
debts  

  
      

 
At risk of Toxoplasmosis 

  
      

Partner unemployed 
  

        
 

No immunity Rubella 
   

      

  
    

      
 

  
    

      

Educational level         

Y
E
S 

N
O   

 
Psychiatric       

Y
E
S 

N
O   

Low educational level 
or illiterate 

    
      

 

History of psychiatric 
admission (woman or 

    
      

  
    

      
 

  first degree relative) 
   

      

Living conditions       

Y
E
S 

N
O   

 
Psychiatric medication use ever 

  
      

Housing problems  
   

      
 

Current psychiatric problems 
  

      

Deprived neigbourhood 
  

      
 

  
    

      

Deprivation score (4 digit 
zipcode based)         

 
  

    
      

  
    

      
 

OBSTETRIC             
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ETHNICITY               
 

History         

Y
E
S 

N
O   

ETHNICITY         

Y
E
S 

N
O   

 
Time to pregnancy >1 year 

  
      

Creole-Surinamese 
   

      
 

Nulliparous 
   

      

Hindu-Surinamese 
   

      
 

Recurrent miscarriage (2 or more) 

 
      

Antillian-Aruban 
   

      
 

Preterm birth (< 37 weeks) 
  

      

African 
    

      
 

Small for gestational age (< P10) 
 

      

Eastern European  

   
      

 
Major congenital anomalies 

  
      

Other non-Western 
   

      
 

Still birth (22 weeks - 7 days pp)  
 

      

Language/ Communication 
with client   

Y
E
S 

N
O   

 
Shoulder dystocia 

   
      

Language barrier 

   
      

 
Instrumental delivery  

   
      

Only communication with 
translator 

 
      

 
Primary  caesarean section 

  
      

Mentally retarded
48

 
   

      
 

Secondary caesarean section 
  

      

CARE               
 

Gestational diabetes 
   

      

General         

Y
E
S 

N
O   

 
Placental abruption 

   
      

No health insurance 
   

      
 

Manual placenta removal/ haemorrrhage  
 

      

  
    

      
 

(Pre)eclampsia or HELLP 
  

      

Family planning / age       

Y
E
S 

N
O   

 
Hemoglobinopathy 

   
      

Unwanted pregnancy 

   
      

 

Jehovah’s witness 
    

      

Assisted reproduction  
  

      
 

Family         

Y
E
S 

N
O   

Teenage pregnancy  
   

      
 

Congenital anomaly in 
first or second degree 
relative 

    
      

Advanced maternal age 
(>40 years) 

 
      

 
  

    
      

  
    

      
 

Other indications of 'The List of Obstetric 
Indication’       

Obstetric         

Y
E
S 

N
O   

 
LABORATORY TESTS             

Start antenatal care after 14 
weeks 

 
      

 
Positive irregular antibodies 

  
      

Start antenatal care after 24 
weeks 

 
      

 
Hepatitis B 

   
      

  
    

      
 

HIV 
    

      

LIFESTYLE               
 

Lues 
    

      

Substance abuse     

N
/
A 

Y
E
S 

N
O   

 
Chlamydia               

Preconceptional smoking  
  

      
        

  

Smoking first trimester 
  

      
 

STRENGHTS             

                                                 

48 This is the actual term used in the checklist.  

http://nl.bab.la/woordenboek/engels-nederlands/eastern-europe
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Smoking second trimester 
 

        
 

                

Preconceptional alcohol 
use 

  
      

 
                

Alcohol consumption  first 
trimester  

 
      

        

  
Alcohol consumption second 
trimester          

 
FINAL RESULT             

Preconceptional drug use  
  

      
 

Catergory   

Max. 
scor
e Score         

Drug use first trimester 
  

      
 

SOCIAL   13           

Drug use second trimester 
 

        
 

ETHNICITY   2           

  
   

        
 

CARE   5           

Nutrition               
 

LIFESTYLE   10           

Vegetarian, vegan or 
macrobiotic diet 

 
      

 
GENERAL MEDICAL   11           

Insufficient intake of 
vegetables (not daily) 

 
      

 
OBSTETRIC   12           

Insufficient intake of 
fruit (less than 1 or 2  
daily) 

    
      

 
LABORATORY TESTS   5           

  
    

      
 

                

Weight         

Y
E
S 

N
O   

 
Total   58           

BMI < 20 
    

      
        

  

BMI 30 - 40 
   

      
 

TREATMENT TEAM             

BMI > 40 
    

      
 

                

  
    

      
 

                

  
    

        R4U©Erasmus MC   

23-
11-

2010 

ver
sion 
2       
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5. Annex 5: Mind2Care questionnaire 

1. Introduction (1) 

Dear Madam, 

You are pregnant. This is a 

happy occasion for most women. 

We also know that for 

some women this is not (completely) 

the case.  

 

2. Introduction (2) 

This is why we would like 

to ask you some questions about your 

wellbeing. 

The answers will not be 

seen by the midwife or obstetrician. 

He or she can only see if extra help 

should be considered. 

It will take about 10 

minutes. 

 

3. Introduction (3) 

There are no “good” or 

“false” answers. The answers are 

related to your situation. 

If you would rather not 

answer a question, just press “Next”. 

If you can't read a question 

completely, you can scroll down with 

the arrow in the low corner on the 

right to read the whole question. 

 

4. ZIP-code 

What is your ZIP-code?  

(Numbers only, for 

example: 3033) 

 

5. Maternal age 

How old are you? 

 

6. Date of birth 

What is your date of birth?  

(ddmmyy, for example: 

February 20 1980 = 200280) 

 

7.  Gestational age 

Do you know 

(approximately) for how many weeks 

you have been pregnant? 

□ Yes  

□ No 

post-question script: 

if (gestational age = yes) 

go to 'Gestational age in weeks' 

 

8. Estimated gestational 

age 

For how many weeks do 

you think you have been pregnant? 

□ Less than 28 weeks 

□ Between 28 and 32 

weeks 

□ More than 32 weeks 

□ I really do not know 

post-question script: 

go to 'gravidity' 

 

9. Gestational age in weeks 

For how many weeks have 

you been pregnant? 

 

10. Gravidity 

How many pregnancies 

have you experienced? 

post-question script: 

if (gravidity = 1) go to 

'Country of birth' 

 

11. Parity 

How many times have you 

given birth? 

(this only concerns 

pregnancies over 16 weeks)  
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post-question script: 

if (parity = 0) go to 

'Country of birth' 

 

12. Number of children 

How many living children 

do you have? 

(do not include 

stepchildren, adopted children or 

foster children) 

 

13. Unintended pregnancy 

Which argument applies 

best for you? 

□ I was consciously trying 

to conceive  

□ I was not consciously 

trying to conceive, but I’m happy to 

be pregnant 

□ I wanted to become 

pregnant in the future, but not at this 

moment in my life  

□ I did not want to become 

pregnant at this moment of my life, 

neither in the future 

 

14. Country of birth 

What is your country of 

birth? 

□ The Netherlands 

□ Indonesia / the Moluccas 

□ Cape Verde 

□ Morocco 

□ Netherlands Antilles / 

Aruba / Curacao 

□ Surinam 

□ Turkey 

□ Other 

post-question script: 

if (country of birth = other) 

go to 'Other country of birth' 

if (country of birth <> 

Surinam) go to 'Mother's country of 

birth' 

 

15. Surinam 

Are you: 

□ Creole 

□ Hindu 

□ Other 

post-question script: 

go to 'Mother's country of 

birth' 

 

16. Other country of birth 

In which country were you 

born? 

 

17. Mother’s country of 

birth 

In which country was your 

mother born? 

□ The Netherlands 

□ Indonesia / the Moluccas 

□ Cape Verde 

□ Morocco 

□ Netherlands Antilles / 

Aruba / Curacao 

□ Surinam 

□ Turkey 

□ Other 

post-question script: 

if (mother's country of 

birth = other) go to 'Other country of 

birth, mother' 

if (mother's country of 

birth <> Surinam) go to 'Father's 

country of birth' 

 

18. Surinam mother 

Is your mother: 

□ Creole 

□ Hindu 

□ Other 

post-question script: 

go to 'Father's country of 

birth' 

 

19. Other country of birth, 

mother 

In which country was your 

mother born?  

 

20. Father’s country of 

birth 

In which country was your 

father born? 

□ The Netherlands 

□ Indonesia / the Moluccas 

□ Cape Verde 

□ Morocco 

□ Netherlands Antilles / 

Aruba / Curacao 

□ Surinam 

□ Turkey 

□ Other 

post-question script: 

if (father's country of birth 
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= other) go to 'Other country of birth, 

father' 

if (father's country of birth 

<> Surinam) go to 'Level of 

education' 

 

21. Surinam father 

Is your father: 

□ Creole 

□ Hindu 

□ Other 

post-question script: 

go to 'Level of education' 

 

22. Other country of birth, 

father 

In which country was your 

father born?  

 

23. Level of education  

What is the highest 

education you have completed? 

□ Primary school 

□ Special schooling 

□ Secondary school 

□ High school 

□ College 

□ University 

□ University 

 

24. Job 

Do you have a paid job? 

□ Yes 

□ No 

 

25. Smoking 

Have you been smoking 

during your pregnancy? 

□ Yes, until I discovered 

that I was pregnant 

□ Yes, I still do 

□ No 

post-question script: 

if (smoking = no) go to 

'smoking before pregnancy' 

 

26. Number of cigarettes 

How many cigarettes 

do/did you smoke? 

□ 20 or more a day 

□ 10-19 a day 

□ 5-9 a day 

□ 3-4 a day 

□ 1-2 a day 

□ Less than one a day 

 

27. Smoking before 

pregnancy 

Did you smoke before you 

became pregnant? 

□ Yes 

□ No 

 

28. Alcohol 

Have you been drinking 

any alcohol during your pregnancy? 

□ Yes, until I discovered 

that I was pregnant 

□ Yes, I still do 

□ No 

post-question script: 

if (alcohol = no) go to 

'alcohol before pregnancy' 

 

29. Amount of alcohol 

How much alcohol do/did 

you drink? 

□More than 3 glasses a day 

□  1-3 glasses a day 

□ 1 glass a day 

□ 4-6 glasses a week 

□ 1-3 glasses a week 

□ Less than one glass a 

week 

 

30. Alcohol before 

pregnancy 

Did you drink any alcohol 

before the pregnancy? 

□ Yes 

□ No 

 

31. Drugs 

Have you been using any 

recreational drugs during your 

pregnancy? 

□ Yes, until I discovered 

that I was pregnant 

□ Yes, I still do 

□ No 

post-question script: 

if (drugs = no) go to 'drugs 

before pregnancy' 

 

32. Type of drugs 

Which type of recreational 

drugs do/did you use? 

(more than one answer 
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possible) (answering scale: daily / 

weekly / monthly) 

□  Marihuana/ hash 

□ Cocaine 

□ Heroin 

□ XTC 

□ Other 

post-question script: 

if (type of drugs <> other) 

go to 'drugs before pregnancy' 

 

33. Other drugs 

Which other type of 

recreational drugs do/did you use? 

 

34. Drugs before 

pregnancy 

Did you use any 

recreational drugs before you became 

pregnant? 

□ Yes 

□ No 

 

35. Partner 

Do you have a partner at 

this moment? 

□ Yes, my partner and I are 

living together 

□ Yes, we are living apart 

□ No, I do not have a 

partner 

post-question script: 

if (partner = no) go to 

'support by friends and family' 

 

36. Support of partner. 

Do you have the feeling 

that you get enough moral support 

from your partner? 

□ Yes 

□ No 

 

37. Support by friends and 

family 

Do you have that feeling 

that you get enough moral support 

from your friends and family? 

□ Yes 

□ No 

 

38. Low income 

Is your net family income 

less than €1.000 per month? 

□ Yes 

□ No 

 

39. Financial problems 

Do you, or did you have 

any financial problems or debts? 

□ Yes 

□ No 

 

40. Unstable housing 

Do you have a stable 

housing situation?□ Yes 

□ No 

 

41. Sexual abuse or 

domestic violence 

Are you experiencing any 

sexual abuse or domestic violence at 

this moment? 

□ Yes 

□ No 

post-question script: 

if (sexual abuse or 

domestic violence = yes) go to 

'relational problems' 

 

42. Sexual abuse or 

domestic violence in the past 

Have you experienced any 

sexual abuse or domestic violence in 

the past? 

□ Yes 

□ No 

post-question script: 

if (sexual abuse or 

domestic violence in the past = no) go 

to 'relational problems' 

 

43. Disadvantages  

Do you still experience any 

disadvantages? 

□ Yes 

□ No 

 

44. Relational problems 

Are you experiencing any 

problems with relationships at the 

moment? 

(for example with your 

partner, family and/or friends). 

□ Yes 

□ No 

 

45. EDS introduction 

The next 10 questions are 
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about how you have felt IN THE 

PAST 7 DAYS.  

Click the answer which 

describes best how you felt. 

 

46. EDS (1) 

I have been able to laugh 

and see the funny side of things 

□ As much as I always 

could 

□ Not quite so much now 

□ Definitely not so much 

now 

□ Not at all 

 

47. EDS (2) 

I have looked forward with 

enjoyment to things. 

□ As much as I ever did 

□ Rather less than I used to 

□ Definitely less than I 

used to 

□ Hardly at all 

 

48. EDS (3) 

I have blamed myself 

unnecessarily when things went 

wrong. 

□ Yes, most of the time 

□ Yes, some of the time 

□ Not very often 

□ No, never 

 

49. EDS (4) 

I have been anxious or 

worried for no good reason. 

□ No, not at all  

□ Hardly ever 

□ Yes, sometimes  

□ Yes, very often 

 

50. EDS (5) 

I have felt scared or 

panicky for no very good reason. 

□ Yes, quite a lot 

□ Yes, sometimes 

□ No, not much 

□ No, not at all 

 

51. EDS (6) 

Things have been getting 

on top of me. 

□ Yes, most of the time I 

haven’t been able to cope at all 

□ Yes, sometimes I haven’t 

been coping as well as usual 

□ No, most of the time I 

have coped quite well 

□ No, I have been coping 

as well as ever 

 

52. EDS (7) 

I have been so unhappy 

that I have had difficulty sleeping. 

□ Yes, most of the time 

□ Yes, sometimes 

□ Not very often 

□ No, not at all 

 

53. EDS (8) 

I have felt sad or 

miserable. 

□ Yes, most of the time 

□ Yes, quite often 

□ Not very often 

□ No, not at all 

 

54. EDS (9) 

I have been so unhappy 

that I have been crying. 

□ Yes, most of the time 

□ Yes, quite often 

□ Only occasionally 

□ No, never 

 

55. EDS (10) 

The thought of harming 

myself has occurred to me. 

□ Yes, quite often 

□ Sometimes 

□ Hardly never 

□ Never 

 

56. Mental health history 

Have you ever been 

admitted to a psychiatric ward for 

psychiatric problems? 

□ Yes 

□ No 

post-question script: 

if (mental health history = 

no) go to 'Psych medication' 

 

57.  Mental health history 

which 

What kind of problems 

where you admitted for? 

(more than one answer 
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possible) 

□ Anxiety symptoms 

□ Symptoms of depression 

□ Psychotic problems 

□ Addiction 

□ Eating problems 

□ Other 

post-question script: 

if (mental health history 

which <> other) go to 'Psych 

medication' 

 

58. Mental health history 

other 

For what kind of other 

problems were you admitted for? 

 

59. Family history 

Has your father, mother, 

brother or sister ever been admitted to 

a psychiatric ward for psychiatric 

problems? 

□ Yes 

□ No 

□ I don’t know 

 

60. Psych medication 

Did you use any 

psychiatric medication during your 

pregnancy? 

□ Yes, until I discovered 

that I was pregnant 

□ Yes, I still do 

□ No 

post-question script: 

if (psych medication = no) 

go to 'psychmed' 

 

61. Medication which 

What kind of medication? 

(more than one answer 

possible) 

□ Antidepressant 

□ Sleep medication 

□ Tranquilizers 

□ Antipsychotics 

□ Others 

post-question script: 

if (medication which <> 

other) go to 'psychmed' 

 

62. Medication other 

Which other kind of 

psychiatric medication did you use? 

 

63. Psychmed 

Did you use any 

psychiatric medication before you 

became pregnant? 

□ Yes 

□ No 

 

64. Current treatment 

Are you currently 

receiving treatment for psychiatric 

problems? 

□ Yes 

□ No 

 

End 

 

End (1) 

Based on your answers we 

can conclude that you have a few or 

no problems concerning psychology. 

Thank you for your 

cooperation.  

If you have any questions 

concerning this questionnaire, you can 

ask your midwife or obstetrician.  

We wish you a good and 

healthy pregnancy! 

 

Please give the PDA-

device to your midwife or 

obstetrician. 

 

End (2) 

Based on your answers you 

are possibly eligible for 

………..(intervention)……. 

Please discuss this with 

your midwife or obstetrician; he/she 

will gladly explain it to you in more 

detail. 

Please give the PDA-

device to your midwife or 

obstetrician. 
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