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ABSTRACT 

 

Unassisted childbirth—giving birth at home without a midwife or physician 

present—emerged as a movement in mid-20th century North America. While only a small 

number of women choose to give birth unassisted, its significance extends far beyond its 

numbers. Unassisted birth illuminates trends in maternity care practices that drive, and 

sometimes force, women to choose unassisted birth. It also is part of a larger set of 

connected values and lifestyle choices, including home schooling, breastfeeding, co-sleeping, 

ecological awareness, cloth diapering, sustainable living, and alternative medicine. Finally, the 

emergence of UC as a conscious birth choice requires a re-examination of how we 

understand, frame, and interpret childbirth paradigms. 

 There is very little written about unassisted birth in the academic world, although 

media reports on the practice have become increasingly prevalent since 2007. This 

dissertation begins the conversation for a scholarly inquiry into unassisted birth. My research 

is based primarily on interviews, essay-response surveys, and archives of internet discussion 

groups. After setting unassisted birth in historical context, I explain why women make this 

choice; the knowledge sources they privilege; how they understand the concepts of safety, 

risk, and responsibility, and their complex and sometimes contradictory relationship with 

midwifery. I also examine midwifery, and to a smaller degree, obstetrical, perspectives on 

unassisted birth, focusing on how birth attendants who are sympathetic to UC reconcile that 

with their training and experience attending births.  

Unassisted birth has changed the core questions we need to ask about birth. Instead 

of home or hospital?, natural or epidural?, or midwife or obstetrician?, questions asked by existing 

models of childbirth, unassisted birth poses a different set of core questions: Is birth disturbed 



 

 

2 

or undisturbed? Is it social or intimate? managed or intuitive? attended or unattended?  
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CHAPTER 1 

INTRODUCTION 

 

Home birth in North America is a relatively uncommon phenomenon—around 1% 

of all births—and home birth intended to occur without midwives or doctors present is even 

rarer. Unassisted childbirth, as it is most commonly called, is supported by a small but vocal 

grassroots movement that began about a half century ago. Unassisted birth arises out of a 

deep trust in the inherent safety of the birth process and a belief in women’s innate ability to 

give birth. It is also a reaction to the increasing medicalization of pregnancy and birth.  

A simple definition of unassisted birth (often abbreviated as UC for “unassisted 

childbirth”) is childbirth without a midwife or doctor in attendance. However, that definition 

alone is both too wide and too narrow. Unassisted childbirth is as much a process as it is a 

discrete physical act. It usually does not refer to births in taxicabs or cars on the way to the 

hospital, or hospital births where the baby emerges when the doctor is out of the room. Nor 

does it refer to most unplanned UCs at home, where the midwife does not arrive in time; 

these are usually qualified as “unplanned unassisted births.”  

Within the UC community, there is disagreement about what births qualify as 

unassisted. For example, if a woman hires a doula for her UC, some might argue that it’s not 

unassisted because doulas are paid birth professionals. Doulas do not perform clinical tasks 

such as checking cervical dilation or monitoring fetal heart tones. Instead, they are hired to 

provide non-medical services such as emotional support, information, physical comfort 

measures, and companionship during the prenatal, birth, and postpartum periods. During an 

online discussion about what constitutes a UC, Marguerite commented:  

When you pay someone it is hard for everyone to get out of the 
“patient/professional” or even just “customer/provider” mode. The provider always 
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feels the need to “provide” and the customer feels the need to find something for 
the provider to provide. Even if you think it’s not going to matter, the structure of the 
relationship will have a subconscious effect on what is going on.1  

Others have argued that because doulas are not clinically or medically trained, their presence 

does not disqualify a birth from being a UC. Another area of contention is whether a home 

birth with a hands-off midwife can be a UC. If the midwife stays in another room the whole 

time and does nothing to manage or direct the birth, is that a UC? What if the midwife stays 

in the driveway? On call at a local café?  

 An overarching theme in these debates about how to define unassisted birth is that 

of freedom: freedom from institutional procedures, freedom from guidance or management 

by medical professionals, freedom from rules. Valarie Nordstrom, editor of the unassisted 

birth newsletter The New Nativity II, commented: “In UC, it’s all about deciding to step 

outside of the conventional framework and totally do your own thing.”  Another UC mom, 

Suzie, added: “the biggest thing is that WE the birthing moms are in control and there are 

NO medical trained persons there telling us what to do.”2  

 Rather than adhere to a strict set of rules about what does or does not qualify as a 

UC, I have created the following model (see Figure 1). The births in the inner circle are 

indisputably unassisted births: ones with no paid attendants present, in which the mother 

directs the course of her own birth. Births with friends or doulas present are also generally 

considered as unassisted births. At the outside of the circle is a grey area where other kinds 

of birth experiences may overlap at times: unattended home births where the husband or 

partner acts in the role of a birth attendant (checking dilation, assessing fetal heart tones, or  

                     
1 Marguerite, “yay!! I found...,” c-birth, July 7, 2005. C-birth is located at http://groups.yahoo.com/group/c-
birth.  

2 Valarie Nordstrom, “New Intro Description and Hi Dina...,” c-birth, January 13, 2005. Suzie, “UC theory,” c-
birth, December 28, 2004.  
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Figure 1: 
Unassisted Birth Circle 

 

 

 

instructing the woman when and how to push), some quasi-accidental unassisted births 

(where the woman purposely or subconsciously doesn’t call the midwife in time), or home 

births with a hands-off midwife in another room or on call nearby. It isn’t my desire to draw 

a clear line anywhere in this model; rather, it will illustrate that there are a variety of 

experiences, some of which are clearly UCs and others which include elements of UC. My 

dissertation focuses mainly on those births in the central part of the circle—births planned 

to have no midwife or physician present. The only births that I deliberately excluded (from 
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those who filled out the survey on UC, for example) were accidental UCs and home births 

with midwives.   

Terminology 

Although I examine the key figures in UC thought in chapter two, I want to briefly 

touch upon the terminology they used and note how it has changed and evolved. In her 

1956 book Come Gently, Sweet Lucina, Patricia Carter used several different phrases to describe 

the way she gave birth. She began by discussing natural, normal, undisturbed birth—a birth with 

no deterrent to “functional efficiency.” She argued that a truly undisturbed birth should have 

no labor (as in hard, arduous work) and very little pain. In fact, she also called her preferred 

way of birthing fearless, happy, painless childbirth and invented a synonym for that idea: 

euthagenesis. Elsewhere in her book she advocated pro-instinct birth and a brainless, will-less birth.  

Despite all of these descriptions, Carter never settled on a single, concise term. Marion 

Sousa’s 1976 book Childbirth At Home favored the phrase “home childbirth,” but that term 

encompassed both attended and unattended home births. She also used the terms 

“unattended home birth,” “unassisted home birth,” and “do-it-yourself childbirth” once or 

twice each in her book. Marilyn Moran’s focus on birth as an essential part of a marriage 

relationship shows in her terminology. Moran preferred husband-wife childbirth, although genital 

love gift and DIY birth came in a close second in her 1981 and 1997 books.3 Jeannine Parvati 

Baker coined the term freebirth, using it as both a verb and a noun. I have not been able to 

pinpoint exactly when she first started using that word, although it was some time after the 

                     
3 Marilyn Moran, Birth and the Dialogue of Love (Leawood, KS: New Nativity Press, 1981), Pleasurable Husband-Wife 
Childbirth: The True Consummation of Married Love (Leawood, KS: New Nativity Press, 1997), and her edited 
collection of birth stories Happy Birth Days: Personal Accounts of Birth at Home the Intimate, Husband/Wife Way 
(Leawood, KS: New Nativity Press, 1986).  
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unassisted births of her last two babies in 1984 and 1986.4  

After Laura Shanley published Unassisted Childbirth in 1993, the term “unassisted” 

stuck. She commented: “When I first submitted my book to my publisher I had never heard 

the term ‘unassisted childbirth.’ My editor titled the book and I said “OK” for lack of 

anything better!”5 Shanley was not entirely satisfied with those terms, but has not found a 

better alternative. In some limited midwifery contexts, the term “unassisted birth” can mean 

a birth with a midwife present, in which the mother catches her own baby, so at times it 

might lead to confusion.6 Lynn Griesemer (Unassisted Homebirth, 1998), Hygeia Halfmoon 

(Primal Mothering In a Modern World, 1998), and Laurie Morgan (The Power of Pleasurable 

Childbirth, 2003) all adopted unassisted birth or unassisted homebirth in their books. The only new 

term to arise since Shanley’s book is midwife Zuki Abbott’s “parent assisted birth” in This 

Sacred Life (2007), but I have not seen it used much outside of her own book and website.7  

 Some other less common words currently in circulation include DIY birth, unattended 

home birth, and pure birth.8 DIY birth seems to have fallen out of use within the UC 

community, probably due to its connotations with home renovating. Instinctive birth, raw birth, 

                     
4 In a tribute to Parvati after her death, Mothering’s website noted that “after the water births of her last two 
babies, Jeannine’s work became focused on freebirth birth unassisted by a paid professional.” “News Bulletin,” 
Mothering, December 2005, http://www.mothering.com/sections/news_bulletins/december2005.html#jpb 
(accessed August 15, 2008).  

5 Laura Shanley, “‘Freebirth’ or ‘Unassisted’?” motheringdotcommune forums (MDC), April 28, 2005, 
http://www.mothering.com/discussions/showthread.php?t=279140. 

6 Jan Tritten, editor of Midwifery Today, noted an alternate use of the term in Europe: “In Germany I spent time 
with Cornelia Enning, a brilliant midwife who has been doing homebirths for more than 25 years....She has 
been doing ‘unassisted births’ for her whole practice. In Europe ‘unassisted’ doesn’t refer to ‘no’ midwife 
present at the birth as it does here, but really ‘mother assisted.’ In other words, the mother ‘delivers’ or ‘catches’ 
her own baby.” Jan Tritten, “Editorial: Birth Odyssey,” Midwifery Today, no. 58 (Summer 2001): 1. Also see 
discussions about UC terminology on the Yahoo group “doula” 
(http://health.groups.yahoo.com/group/doula/) in late February 2007.  

7 Zuki Abbott, “This Sacred Life,” http://www.thissacredlife.com (accessed August 1, 2008); This Sacred Life: 
Transforming Our World Through Birth (Wisdom’s Birth Keepers, 2007).  

8 The term often used by Australian UCers.  
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or undisturbed birth (a favorite of Dr. Sarah Buckley’s in her 2005 book Gentle Birth, Gentle 

Mothering) are terms that capture the spirit of UC, but they could also apply to some attended 

births. In fact, the journal Midwifery Today recently dedicated an entire issue to instinctive 

birth, featuring both midwife-assisted and unassisted births.9 One of my personal favorites, 

although not one I use in the dissertation, is autonomous birth, first used as a chapter title in 

Laura Shanley’s book. Linda Hessel, a two-time UCer, is currently writing a book with that 

same title. On her Autonomous Birth blog, she described her choice of terminology:  

The dictionary definition runs something like this: “self-directed; not subject to 
control from outside; existing and functioning as an independent organism.” And to 
my delight, “produced by internal forces or causes; spontaneous,” and in that sense 
related to the word “autonomic,” which is used in biology to refer to bodily systems 
that are not under conscious control.10   

This term also shifts the boundaries beyond strict UCs, as it can encompass some births 

where attendants are present.  

I use the terms unassisted birth, unassisted childbirth and UC/UCer, unless I am citing a 

direct quote, because they are the most widely used today. I decided to use the most 

common term mainly for practical reasons. The concept of birthing without midwives or 

physicians present is radical enough that adopting a lesser-used term would be too 

distracting or confusing to my audience. I do have some issues with the term unassisted, 

though. My predominant concern is that unassisted birth is a negative term, referring to what 

it is not—birth without medical professionals—rather than what it is. It also reinforces 

assisted birth as the normative experience, as the way birth is. (Of course, both numerically 

and historically, assisted birth is the norm.) One woman on a UC board commented: “I can’t 

                     
9 Midwifery Today, no. 68 (Winter 2003).   

10 Linda Hessel, “Terminology,” Autonomous Birth blog, September 7, 2006, 
http://autonomousbirth.blogsome.com (accessed October 1, 2007). Hessel has temporarily taken down 
content on this blog. 
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help but feel like calling it ‘unassisted’ birth is like calling an intact penis “‘uncircumcised.’” 

Another added: “it’s a little like someone who is gay being described in terms of non-

heterosexuality, or someone of colour being described as non-white.”11  

 While I was writing this dissertation, freebirth experienced a renaissance in media 

articles and now rivals unassisted birth in frequency of use. Freebirth captures the nebulous, 

border-less spirit of unassisted birth, although its vagueness is a significant weakness. Does 

free mean unpaid? Free from what or whom? It also has, in the words of one UCer, 

“crunchy granola hippie” overtones.12 The term remained largely out of circulation until a 

May 2007 examination of the “growing trend of freebirth” in The Guardian,13 a national daily 

newspaper in the UK. Since then, the media in the British Commonwealth (UK, Australia, 

New Zealand, and Canada) have been using freebirth with increasing frequency, while the 

American media has generally stuck with unassisted birth. UC and unassisted birth are still the 

terms of choice among women on internet boards and discussion groups.  

How Common Is Unassisted Birth? 

The short answer is that we do not know, and probably never will with any degree of 

certainty. This is an extraordinarily difficult question to answer because of the nature of UC. 

There are no institutions, professionals, or organizations that collect reliable numbers on 

unassisted births. Birth certificate data can only give a rough and highly inaccurate picture of 

the frequency of unassisted birth. Although it is the only comprehensive source for 

estimating how many UCs occur annually, birth certificate data can be unreliable. Some of 

the “unattended” births could be precipitous births that occurred before the woman could 

                     
11 Poppy (Arwyn) and Carrie (JanetF), “‘Freebirth’ or ‘Unassisted’?” MDC, April 27 & 28, 2005.  

12 Justina (MamaTaraX), “‘Freebirth’ or ‘Unassisted’?” April 27, 2005.  

13 Viv Groskop, “Going It Alone,” The Guardian, May 9, 2007.  
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leave for the hospital or while her midwife was in transit. In states where home birth 

midwifery is prohibited, midwives often do not sign birth certificates, which artificially 

inflates the number of unattended home births that appear on birth certificate data.14 On the 

other hand, some UCers obtain assistance with their birth certificates from friendly midwives 

or doctors, which could skew the data in the other direction. Finally, a small number of 

UCers decide not to complete birth certificates at all, preferring that the state remain 

completely out of their children’s lives.  

We know that approximately 1-2% of the U.S. and Canadian population births at 

home.15 The number of UCs is certainly not in the tens of thousands.16 The maximum 

possible number of UCs per year in the United States is around 8,000, but it is likely lower 

than that. In 2005, the National Center for Health Statistics reported that 24,468 babies were 

born at home, based on birth certificate data; 14,677 of those births had a midwife in 

attendance, 7,233 home births had attendants listed as “other,” and an additional 790 

attendants were recorded as “unspecified.”17 Laura Shanley has noted that in Colorado, 

Wyoming, and Arizona, approximately one-third of all home births have no professional 

attendant listed on the birth certificate. Based on this information, Shanley has estimated 

that there are 5,000 UCs per year in the United States. My guess is that those two numbers 

                     
14 In Iowa, where midwifery is currently deemed the practice of medicine without a license, most of the states’ 
direct-entry midwives agreed not to sign birth certificates. The father usually signs as the attendant. I learned 
this through attending Iowa Midwives Association meetings and apprenticing with a direct-entry midwife in 
Iowa. 

15 The rate of home birth is about 1.6% in Ontario, where home birth midwifery is currently legal and 
regulated. Joanna Zuk, Senior Communications Officer for the Association of Ontario Midwives, email 
message to author, October 9, 2008.  

16 About 4 million births occur each year in the U.S, so 1% of that number is 40,000. This might be a low 
estimate, as I have seen the number of home births estimated between 1 and 2 percent. On the other hand, 
2005 U.S. data show a number of less than 1%. See J.A. Martin, et al., “Births: Final Data for 2005,” National 
Vital Statistics Reports 56 no. 6 (Hyattsville, MD: National Center for Health Statistics, 2007).  

17 Martin, et al., 70.  
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are both a bit high, since these “other” and “unspecified” birth certificate categories include 

unplanned unassisted home births and “under the table” midwife-attended births. On the 

other hand, I would estimate that it is higher than a few hundred, based on the volume of 

birth announcements I have seen while immersed in UC culture and online communities. 

When other researchers or journalists have pressed me for a numerical estimate, I have put 

the number at up to a few thousand in the U.S. I cannot provide hard numbers either way, 

however. Statistical uncertainty is inherent in the nature of unassisted birth.  

I anticipate some objections to my project because of this uncertainty; if I cannot 

even give a reasonably accurate estimate of the frequency of UCs, then what worth is the 

project? As frustrating as this elusiveness is for me, and probably for many in the academic 

community, it is a core characteristic of unassisted birth. Unassisted birth is truly off the grid 

in many ways: it lies outside of social control, governmental surveillance, and medical or 

professional supervision. It challenges canonical knowledge about birth, moving outside the 

boundaries of both obstetrical and midwifery texts and practice.  

 Another related question is whether or not UC is becoming more common. Without 

accurate numbers, we cannot answer with any degree of certainty. Recent news articles and 

television reports about UC have claimed that it is a growing movement, which I discuss 

more in chapter two. I find this interesting, as the reporters have access to the same 

information I do. Do they report that it’s growing because more people are talking about it 

in the media? Because certain key figures within the UC community told them that it is 

growing? Because it makes for a better story? I would probably agree that UC is growing in 

number, as well as in familiarity. But that conclusion is an intuitive guess based on years of 

immersion in the topic rather than on concrete data.  

 If unassisted birth is so rare—less than one-third of one percent of all births—why 
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bother studying it? After all, women who give birth without medical or midwifery assistance 

are “the fringe on the fringe,” as one unassisted birther so aptly put it.  My first justification 

is that the unassisted birth movement has an influence that extends far beyond its small 

numbers. It has inspired some midwives and doctors to radically change their philosophical 

approach to birth, which then significantly affects the way they practice. There is something 

noticeably different even between midwife-assisted and unassisted home births, enough that 

childbearing women and care providers have remarked upon it. Reviewing a documentary 

about unassisted birth, A Clear Road to Birth,18 Canadian midwife Gloria Lemay commented:  

I came away from it with questions about how my presence at a birth affects the 
behavior of all the participants. The women on this film are not asking, “How much 
longer will it be?” They are not saying, “I can’t do it anymore.” There is no illusion 
or possibility of some other woman “saving” them. They are going to do it 
themselves, and they seem to have an inner core of resolve about it….This is unlike 
births where there is an “expert” present, and the waiting and watching seem to go 
on forever.19 

As I discuss in chapter six, exposure to unassisted birth leads sympathetic midwives and 

doctors to do less during births, to question routine procedures (including seemingly 

innocuous things like putting hats on newborns or suggesting positions to the laboring 

mother), and to trust that the birthing mother knows what to do and how to do it.  

 Second, the current birth climate in North America is leading, and sometimes 

forcing, more women to consider unassisted birth. The policies and routines common in 

many hospitals—such as electronic fetal monitoring, IVs, denial of food or drink during 

labor, pressure to induce or accelerate labor, confinement to bed, pushing while lying down, 

or separation of mother and baby—drive some women away. Alternatives such as home 

                     
18 The documentary produced by Judy Seaman (Keyframe, 2000) is a collection of unassisted birth videos 
(mostly home videos) and interviews with UC moms and key figures in the UC movement, including Jeannine 
Parvati Baker and Laura Shanley.  

19 Gloria Lemay, “Interventions,” Midwifery Today, no. 63 (Autumn 2002): 9.  
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birth midwifery or freestanding birth centers are becoming more common in both Canada 

and the U.S., but many states and provinces still restrict one or both. Some women who 

would prefer but cannot obtain a midwife-attended home birth or a freestanding birth center 

choose unassisted birth rather than use a hospital’s services. UC is also an increasingly 

common choice for women with prior cesarean sections, as VBACs (vaginal births after 

cesarean) are not allowed in many U.S. hospitals.20 In places where, on top of a VBAC ban in 

hospitals, home birth midwives are not legal, not available, or not allowed to attend VBACs, 

a woman’s only other option besides a mandatory repeat cesarean section is to birth without 

professional assistance. Unassisted birth also serves as a safe haven, sometimes the only one, 

for women who have experienced abuse, manipulation, or harassment in previous births.   

 Third, the choice to birth unassisted does not arise in a vacuum. It is strongly 

correlated with other behaviors and lifestyle choices, including breastfeeding, stay-at-home 

parenting, home schooling, ecological consciousness, and alternative medicine. These 

behaviors signal a profound disillusionment with conventional social and medical norms that 

extends beyond birth practices themselves. Instead, UC is part of a larger critique of modern 

institutions, including medicine, government, education, and consumerism.  

 A final reason to study UC—and the overarching thesis of this dissertation—is that 

unassisted birth presents a radically new worldview or paradigm of birth. Currently accepted 

conceptual models of birth refer to a spectrum of beliefs ranging from medical/technocratic 

to midwifery/holistic approaches. First articulated by Barbara Katz Rothman and fleshed 

                     
20 This is due to a 1999 ACOG recommendation that the woman’s physician and anesthesiologist be 
“immediately available” throughout the entire labor for VBACS. Although the recommendation had no 
scientific justification, many hospitals adopted it. In practice, only large tertiary hospitals could meet the 
requirement for round-the-clock in-house anesthesia. American College of Obstetricians and Gynecologists, 
“Vaginal Birth After Previous Cesarean Delivery,” ACOG Practice Bulletin no. 5 (Washington, DC, July 1999): 
8 p. 
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out by Robbie Davis-Floyd,21 this model makes sense of the various approaches to childbirth 

held by both care providers and parents. Unassisted birth, however, falls outside that 

conceptual model. As the end-points of the spectrum shift to accommodate unassisted birth 

belief systems, so also do the basic ways in which we understand and interpret birth.  

My Background 

During my first year as a PhD student at the University of Iowa, a graduate student 

colleague introduced me to the world of midwifery and home birth. I was immediately 

fascinated. I began reading anything I could get my hands on: midwifery textbooks, scholarly 

articles, medical studies, and birth stories. I started teaching a unit themed around childbirth 

as part of my freshman rhetoric course. In the fall of 2003, I trained to become a doula 

through DONA International. I attended my first hospital birth as a doula that winter and 

my first home birth a few months later. In the spring of 2004, I started an apprenticeship 

with a direct-entry “underground” midwife that lasted until I moved a year later. I attended 

state midwifery association meetings, observed peer review sessions, and acquired hands-on 

skills such as neonatal resuscitation. I also assisted a home birth certified nurse-midwife 

(CNM) in Illinois. The culmination of this hands-on “apprenticeship” to birth came when I 

gave birth to my daughter at home, unassisted, in the fall of 2006.  

 While doing my graduate student coursework I focused on childbirth at every 

opportunity. I wrote about the architecture of birth spaces, communication styles of home 

birth midwives, freestanding birth centers, midwifery history and legislation, and the 

predominance of biomedical interpretations of childbirth. One of my two fields of study for 

                     
21 Barbara Katz Rothman, In Labor: Women and Power in the Birthplace (New York: Norton, 1982); Wendy 
Simonds, Barbara Katz Rothman, and Bari Meltzer Norman, Laboring On: Birth in Transition in the United States 
(New York: Routledge, 2007); Robbie Davis-Floyd, Birth as an American Rite of Passage (Berkeley: University of 
California Press, 1992).  
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my comprehensive exams was the history of medicine and health care in the United States. I 

studied many interrelated topics including hospitals, medical education, public health, 

medical science and technology, childbirth and reproductive health, nursing, and alternative 

medicine.  

 It was almost inevitable that I chose to write my dissertation about birth. It is my 

life’s passion. Birth is not something that I think about only during school hours or that I 

put away, mentally, at the end of the day. That is my greatest strength and potentially my 

biggest weakness. Childbirth is difficult for almost anyone to remain neutral about, because 

it is such a personal, intimate, life-altering event. Choices that go against the mainstream are 

particularly controversial and divisive. I anticipate that I will be challenged for not being 

“objective” enough with this project, since I am an advocate and participant as well as a 

researcher. Critics might argue that I will inevitably be biased towards my subject matter and 

that I will be unable to escape from mere boosterism.  

 I do not claim to be an “objective” researcher, nor do I try to be. First, I would argue 

that it is impossible to take a dispassionate, unengaged approach to childbirth. In addition, I 

disagree with the false dichotomy between objectivity and subjectivity, in which the two 

often are discussed with positive and negative connotations:  

Objectivity and neutrality = desirable, accurate, precise, true 

Subjectivity and interest = undesirable, flawed, biased, inaccurate 

Part of the beauty of being an “interested” researcher and participant is that I understand 

birth from many perspectives. Childbirth has engaged me physically and emotionally, not 

just intellectually. I have gained knowledge about birth through my own bodily experience of 

giving birth unassisted that is otherwise unattainable. It is one thing to know with the mind, 

but to do with the body and the heart is transformative. I admire Robbie Pfeufer Kahn’s 
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approach that melds theory with bodily practice: when she was teaching workshops on 

breastfeeding to hospital staff, for example, she brought her nursing son (age three) along. 

When she was no longer lactating, she would invite a nursing mother into her lectures. She 

wrote: “I wanted it to be understood that what I believed in was not a bunch of theories, but 

the way I lived my life as a mother....There is something powerful about embodying a theory 

(literally, with the body in it).”22 Besides giving birth myself, I have also tried to come as 

close, physically, to other kinds of birth as possible through my work as a doula and as a 

midwife’s assistant. I know that seeing a birth first-hand—touching, smelling, interacting 

with the laboring woman and her family—can never stand in for doing it oneself. But it is 

better than experiencing birth only through words or images. Plus I was not willing make my 

own birth an experiment by choosing attendants or a location that I did not desire merely to 

satisfy my academic curiosity.  

 Birthing unassisted also gave me entry into a very passionate, tight-knit community. I 

gained access to stories I otherwise might not have heard because I myself had had an 

unassisted birth. At times I began to wonder who was really the person under scrutiny. 

During an interview with Camilla when I was seven months pregnant, she asked me if I was 

going to have a UC, why I decided to study this topic for my dissertation, and what my 

academic background was.23 This discussion filled the first ten minutes of our interview. 

Around the same time I interviewed Aubrey. I told her that I was mostly sure that I was going 

to birth unassisted, and she counseled me: “You don’t have that much time left. You need to 

make up your mind.”24 Virginia put me through a qualifying exam before I started asking her 

                     
22 Robbie Pfeufer-Kahn, Bearing Meaning: The Language of Birth (Urbana: University of Illinois Press, 1995), 47.  

23 Camilla, interview with author, September 18, 2006. 

24 Aubrey, interview with author, September 14, 2006. 
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questions: 

Virginia: I don’t have to tell you. I’m going to assume I don’t have to tell you not to. 
My passion is routine infant circumcision. I don’t have to give you my lecture 
about why it’s a bad idea, do I?  

Rixa: I’m not circumcising. Don’t worry.  
Virginia: Okay good!25 

I passed the test, and we had a very enjoyable interview.  

 In addition, my academic studies have provided me with analytical tools and a wide 

background knowledge about childbirth and medicine that I can use to tease out significant 

themes. I am thus qualified to write about childbirth from both an academic and a personal 

perspective. There are several writers and scholars who I admire for their ability to combine 

personal and scholarly/professional experience. The first is Dr. Sarah J. Buckley, a family 

physician from Australia with training in G.P. Obstetrics. Buckley writes as both a passionate 

mother and a doctor. All four of her children were born at home, the last one unassisted. 

She combines research about the intricate hormonal processes of labor, birth, and 

breastfeeding with her personal experiences as a birthing and lactating woman. Michel 

Odent, a French surgeon and natural birth pioneer, commented about Buckley’s writing:  

Sarah Buckley is precious, because she is bilingual. She can speak the language of a 
mother who gave birth to her four children at home. She can also speak like a 
medical doctor. By intermingling the language of the heart and the scientific language 
she is driving the history of childbirth towards a radical and inspiring new direction.26  

I also admire how Pfeufer-Kahn interweaves stories from her own pregnancy, labor, and 

nursing relationship with a feminist analysis of the language of birth in the Western tradition 

and in modern obstetrical texts.  

 Although my dissertation does not contain personal narrative per se, I have 

                     
25 Virginia, interview with author, September 12, 2006.  

26 Michel Odent, “Professional Reviews,” Sarah J. Buckley’s website and blog, 
http://sarahjbuckley.com/myblog/?p=22 (accessed October 9, 2008).  
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combined my experience as a mother and my perspective as an academic to understand the 

phenomenon of unassisted birth. I hope to translate and explain UC thought to outsiders, 

and to a lesser degree explain how outsiders perceive and react to unassisted birth. (I use the 

term “to a lesser degree” because people who embrace alternative birth choices usually “get” 

mainstream birth culture, because they generally grow up surrounded by it, while the inverse 

is less often the case.) My end goal is to leave my audience with a fair and complete 

understanding of why women choose unassisted birth. Most people are resistant to the idea 

of UC when they first hear about it, and the sensationalist approach of media reports about 

UC does not contribute to a more complex and thorough understanding of the topic. By the 

end of the dissertation, I want my readers to be able to understand UC from an “insider’s” 

perspective, whether or not they personally agree with the practice.  

 Instead of trying to describe my position in terms of objectivity/subjectivity, I prefer 

to describe my approach as engaged, interested, and aware. I do not hide behind my academic 

ethos or claim to have no personal investment in the topic. In fact, I write and speak about 

UC in many forums, including blogs, media interviews, and childbirth conferences.27 I 

present my own experiences as an essential part of the dissertation; although my lived 

experience generally stays in the background, it colors the way I write and the way I have 

interpreted the topics in the dissertation. I am quite aware of the various internal “voices” at 

work as I both live and study childbirth. I can simultaneously read something that sparks my 

passion as a woman and mother and also analyze it intellectually.  

 Are there disadvantages in doing “interested” research about childbirth? Maybe. 

                     
27 See, for example, my blog at http://rixarixa.blogspot.com, Jared Jacang Maher’s May 10, 2007 article “Baby’s 
Day Out” in the Westword, the June 18, 2007 issue of Grazia magazine, and my appearance on GMTV’s LK 
Today Show (London) on June 19, 2007. I also spoke about unassisted birth at the March 2008 Trust Birth 
Conference in Redondo Beach, CA.  
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Feminist methodologies, which often encourage positions of advocacy in the researcher, 

have potential drawbacks as well as benefits. Margaret MacDonald and Ivy Lynn Bourgeault, 

academics researching midwifery in Ontario, found that their positions as midwifery 

supporters gave them an insider’s perspective, including access to the sometimes less-than-

pristine “shadow stories” of midwifery. Raising awareness about non-traditional ways of 

experiencing childbirth had the potential for harm as well as good. The more visible 

midwifery became, the more it became vulnerable to attacks from opposing organizations. 

For example, while MacDonald and Bourgeault hoped that their research would help 

increase access to midwifery care, they also worried that the stories they shared, especially 

the “shadow stories” that portrayed some of the less-than-pristine elements of midwifery, 

could give state or medical authorities fuel for further restricting women’s access to 

midwifery care. They noted that “social science descriptions and interpretations of home 

birth [might] be misused as evidence of ‘dangerous, inappropriate, and unnecessary’ 

behaviour on the part of birthing women and midwives.” However, they concluded that 

despite the potential drawbacks, feminist research ideals of “interest, closeness and 

collaboration still hold the greatest promise in our efforts to construct good scholarly 

accounts—however partial and incomplete—of important social and cultural phenomena.”28  

Sources and Methods 

My dissertation is based on three main types of primary source material that I 

gathered after approval from the Institutional Review Board (IRB #200511729): interviews 

and personal correspondence, essay-response surveys, and archives of internet discussion 

groups and forums. I used the internet as my primary means of gathering participants. I 

                     
28 Margaret MacDonald and Ivy Lynn Bourgeault, “The Politics of Representation: Doing and Writing 
‘Interested’ Research on Midwifery,” Resources for Feminist Research 28, no. 1-2 (2000): 151-168.  
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posted notices about my research project and my search for survey participants and 

interviewees on email lists, forums, and discussion groups. I also distributed information to 

personal acquaintances, including midwives, doulas, and childbirth educators. From there, 

word-of-mouth helped snowball the news of my project even farther. Except for already 

public figures such as Shanley and Griesemer, all names have been changed.29 I corrected 

spelling, punctuation, and minor grammatical errors in survey responses and internet posts 

in order to make them more readable. I also fleshed out common internet shorthand: 

“husband” for “dh”, “know what I mean” for “KWIM,” and so on.  

 I designed several essay-response surveys. Surveys used for this dissertation are 

located in the appendix. The main survey asked women (and one man) how they found out 

about UC, why they chose it, how they prepared for the pregnancy and birth, and how 

friends and family members reacted to their plans. Another survey asked health care 

providers about their views on unassisted birth. I received very few responses to this survey 

from midwives or physicians—most participants were non-medical people such as doulas or 

childbirth educators—so instead I decided to conduct in-depth interviews with birth 

attendants. I conducted several other surveys, only one of which I used for this project: 

about the concept of “birthrape.” I designed the other surveys before deciding to focus 

exclusively on unassisted birth, so several of them remained unused. I did use the data from 

a survey on midwife-attended home birth to co-author a paper forthcoming in the 

March/April 2009 issue of the Journal of Midwifery and Women’s Health titled “Staying Home 

To Give Birth: Why Women in the United States Choose Home Birth.”  

I initially received 105 responses to the survey about UC, but I eliminated surveys 

from women who had not had or were not planning a UC; responses from women outside 

                     
29 The only exception: a few of the survey participants requested that I use their real (first only) name.  
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North America, with the exception of American or Canadian expatriates; accidental UCs; 

and incomplete surveys (defined as filling out only the demographic information, but none 

of the main survey questions). This left me with sixty-one survey responses. While my survey 

group was not a random sample—they were a self-selected group of women eager to talk 

about their experiences—it can offer a snapshot of the kinds of women who choose UC. All 

but four participants were in stable, long-term heterosexual relationships, either married or 

partnered. Of those four exceptions, three were divorced with children and one was a single 

eighteen-year-old. All participants were female except for one. (I refer to the group generally 

as women/female out of convenience). Almost all of the women identified themselves as 

white/Caucasian. Aside from one woman who listed American Indian ancestry, the group 

was predominantly of European ancestry. Forty-seven identified themselves as stay-at-home 

mothers, although several of these women also had other side jobs including work as a 

doula, childbirth educator, bookkeeper, writer, or infant massage instructor. A large majority 

of the participants and their spouses or partners were college educated (see Table 1):  

 
 

Table 1: 
Survey Participants’ Highest Completed Educational Levels 

 
 Participants Spouses/partners 
Completed high school 11 9 
Some college* 22 13 
Bachelor’s degree 19 21 
Graduate degree 8 6 
No response 1 12 

 

                     
* Includes associates’ degrees and trade school diplomas. 
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The survey participants had obtained university degrees in fields including English, 

chemistry, communication studies, semiotics, computer information systems, business 

administration, child development, nursing, music performance, public health, and 

journalism. Their spouses or partners held a wide variety of occupations, including a farmer, 

salesman, business owner, hotel manager, investment firm COO, plumber, teacher, 

electrician, aerospace engineer, and juvenile correction officer. I did not ask specific 

questions about income, but based on the educational and occupational information 

provided, many of these families seemed to be middle class. The high number of stay-at-

home mothers also suggested either a certain income level or a strong dedication to raising 

one’s own children despite a limited income. The socio-economic level of these participants 

might be artificially inflated, though, because I recruited participants via the internet. Thus 

women without access to the internet, or without time to participate in unassisted birth 

forums, would not have heard about this project.  

I also conducted telephone interviews ranging from thirty to ninety minutes each. Of 

the seventeen women I interviewed, thirteen were mothers who had had UCs, including 

Laura Shanley and Lynn Griesemer. Four others were midwives or physicians involved with 

unassisted birth in some way. I also corresponded via email with five other midwives. The 

interviews with UC mothers covered roughly the same questions as the survey, while the 

interviews with birth attendants focused more on how they reconciled their views on 

unassisted birth with their professional training and experience. Many of these women have 

become close acquaintances; we regularly exchange emails and follow each others’ blogs. 

The family practice physician I interviewed occasionally sends me birth stories, asking for my 

input on the turn of events or simply wishing to de-brief with someone who shares her 

commitment to gentle, undisturbed births.  
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 A significant portion of my dissertation research was internet-based. I read through 

internet forums on MotheringDotCommune, Live Journal, and Bornfree. I also followed the 

discussions on many UC and birth-related Yahoo groups. Between all of these groups, I read 

over 100,000 posts about unassisted birth. The IRB gave me permission to study these 

internet-based discussions, with the caveat that for groups that indicated they were private, I 

first contact the group’s moderator or owner for permission. One such group, Yahoo’s 

“UBAC,” denied me permission. If I made three efforts to contact the moderator and 

received no response, the IRB agreed that that constituted a good-faith and granted me 

permission to study the discussions. This was the case with Yahoo’s “c-birth,” the largest 

Yahoo discussion group about UC. I created pseudonyms for all posters. For those posting 

on public discussion forums such as MDC, I included the screen name in the citation. For 

those posting on Yahoo groups, many of which require registration to join, I have omitted 

the screen names from the citations in the interest of privacy.  

Early on during my research—before I had decided to focus exclusively on 

unassisted birth—I began noting recurring themes and ideas in the groups’ conversations. I 

started an alphabetic list of significant issues surrounding unassisted birth. These themes 

later became the basis for my dissertation chapters.  

I consider this internet-based research the most important part of my primary 

research. I was able to observe key concerns and issues important to the UC community as 

they emerged and evolved organically. In contrast, my surveys and interviews were guided in 

part by the questions I asked. I tried to keep my questions open-ended and allowed room at 

the end of the surveys and interviews for additional comments. However, what I asked, or 

did not ask, still framed the kinds of responses I received.  

 The internet has been an essential tool for my research; without it, I would have had 
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no way of contacting the women whose words and lives form the basis of this dissertation. 

There are almost no brick-and-mortar UC support groups because the frequency of 

unassisted birthers in any one town is too small for that kind of community. The internet’s 

key role in UC communities has even come to the attention of academic researchers. At the 

1998 Oklahoma Sociological Association Annual Meetings, Philip D. Holley and Dennis 

Brewster presented a paper about the values that unassisted birthers hold. Labeling this 

common set of values the “Re-Invented Family” (RIF), they commented:  

 The Internet now serves as the most inventive and forceful technology for RIFers.... 
Internet communication also provides for group identification and cohesion. Such 
publication of information on the RIF provides leaders an avenue for dissemination 
of their views, opportunities for leaders to dialogue, and means by which the 
disaffiliated and “seekers” can locate non-traditional, alternative, and counter-cultural 
information.30  

The internet has facilitated the formation and cohesion of UC communities. It has made my 

dissertation possible. Of course, the anonymity of the internet also calls for a measure of 

skepticism and caution. Could some of my survey respondents have fabricated information 

about themselves? Might some of the women on the internet discussion groups be lying or 

distorting the stories they tell? It is certainly possible. I have no way of tracking down these 

women to ensure that every fact they tell me is correct.  

 This problem, however, is not limited to the internet. When Robbie Davis-Floyd was 

conducting interviews for her book Birth as an American Rite of Passage, she discovered that 

one of her interviewees had lied to her. The woman had initially told Davis-Floyd that she 

had had a cesarean section for breech presentation and that she was generally satisfied with 

the birth. More than a year later, the woman confessed that she had not told the truth. She 

                     
30 Philip D. Holley and Dennis Brewster, “Unassisted Home Birth and Related Emerging Values and Beliefs: A 
Description of a Re-Invented Family,” Presented at the Oklahoma Sociological Association Annual Meetings--
Oklahoma City, OK November 6, 1998. Revised 12-30-98. Paper available at 
http://pholley.home.telepath.com/uhb_rif.html (accessed March 3, 2007).  
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had actually had the surgery because of a herpes infection and was quite distraught over her 

birth experience.31  

 Davis-Floyd’s experience illustrates that even face-to-face interactions cannot 

guarantee total accuracy and honesty. So while using data gathered via the internet may 

introduce an element of inaccuracy or even deliberate distortion, that risk in not exclusive to 

the internet. At a certain point I had to trust that what the women were saying to each other 

and what they were telling me was true. When a woman would post throughout her 

pregnancy and birth and include growing belly shots or pictures of the baby emerging from 

her body, I was certain that she was not just an internet troll looking to raise trouble. From 

the months and even years of following conversations on various internet boards, I came to 

“know” many of the women whose stories I tell in this dissertation, who filled out my 

surveys, and who volunteered to be interviewed. We would often exchange emails off-list, 

send each other packages of medicinal teas or kefir cultures, and keep up on our children’s 

lives.  

After gathering all of this information, the next task was to make sense of it using 

skills I had acquired during my master’s and doctoral degree programs. The bulk of my 

graduate coursework was in the history department, with a scattering of other 

multidisciplinary classes.32 When working on history research projects, I would approach a 

topic of study by first reading as broadly as possible about the subject in secondary literature. 

Then I would delve into my primary research and gather information until I had reached a 

saturation point. Once the material started repeating itself, I knew I was ready to begin 

                     
31 Davis-Floyd, Birth, 227-228.  

32 I did a Master’s in American History with graduate certificates in Contemporary History and Women’s 
Studies from Ohio University. My PhD coursework at the University of Iowa included classes in history, 
American Studies, anthropology, English, women’s studies, public health, and communications.  
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analyzing and writing. I followed this same process for my dissertation research. My pre-

comp years at Iowa were spent reading broadly about childbirth, midwifery, obstetrics, and 

home birth. After my comprehensive exams, I began reading through the archives of 

internet forums and, as I mentioned earlier, making note of significant themes and issues. 

After I had read through tens of thousands of posts, I then designed my surveys and 

interview questions to reflect the topics I felt were most interesting and significant. This 

method allowed me to approach unassisted birth without trying to fit the data into any kind 

of preconceived box or analytical frame. It helped me make sense of the large range of issues 

that my research uncovered. I began to see themes and issues repeating themselves, so I 

would investigate those topics until they began to coalesce into dissertation chapters.  

Chapter Overviews 

Chapter 2: The Emergence and Evolution of Unassisted Birth  

In order to understand the evolution of the unassisted childbirth movement, it is 

important to set it in context within the larger natural childbirth and midwifery movements 

in the second half of the 20th century. I review trends in North American childbirth 

practices, including the transitions from midwife to physician and from home to hospital 

during the late 19th and early 20th century, and the re-emergence of midwifery in the second 

half of the 20th century. I discuss three major figures in the natural childbirth movement—

Grantly Dick-Read, Frederick Lamaze, and Robert Bradley—and note changes in hospital 

practices due to that movement.  

Next, I examine major figures and writers in the evolution of unassisted birth 

thought. Unassisted birth did not begin as a clearly defined or unified movement, but rather 

as a scattering of independent, mostly unconnected impulses that only began to coalesce in 

the 1990s with the advent of the internet. However, women interested in unassisted birth 
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were always trying to form communities and to share information, even before the internet 

facilitated the mass transit of information, through newsletters and postal mail rings. Some 

of the diverse ideas behind UC thought included a focus on mental preparation for a less 

painful and easier birth (Patricia Carter and Laura Shanley); the idea that childbirth is an 

intimate event and a vital part of a married couple’s sexual relationship (Marilyn Moran and, 

to a milder degree, Lynn Griesemer); the belief that every woman can and should become 

her own midwife (Jeannine Parvati Baker); and the critique of modern-day midwifery as 

failing and disempowering women (Laurie Morgan).  

 Last, I discuss whether unassisted birth qualifies as a movement. Both popular 

culture and obstetrical organizations are becoming more aware of unassisted birth. I look at 

media articles and reports (newspaper, magazine, television, and radio) about unassisted 

birth and discuss the widespread perception that UC is a movement growing in both 

numbers and popularity.  

Chapter 3: Discoveries, Journeys,  and Transformations 

Most women in North America choose the readily available and culturally acceptable 

option of obstetrician-attended childbirth in hospitals. For women who want something 

different, they must travel outside the familiar territory of medically supervised birth. This 

chapter charts the paths that women use when they choose unassisted birth. I overview how 

women first encounter the idea of unassisted birth and why they decide to pursue UC, with 

emphasis on the role of past birth experiences in pushing women towards unassisted birth. I 

also examine some of the reasons women choose an attended birth after having had a UC. I 

discuss how women care for themselves prenatally; some women do their own prenatal care, 

while others seek “shadow care” from midwives or physicians. Unassisted birth is also a 

choice made in relation to other behaviors and values; I examine and discuss other lifestyle 
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and parenting choices that UCers tend to embrace. Finally, I investigate how unassisted birth 

has affected other aspects of these women’s lives. Choosing to reject obstetrical and 

midwifery care is not something done lightly or without a lot of introspection and study. The 

process of researching unassisted birth, as well as actually giving birth, often leads to a 

transformation of identity and values. The journey brings women a newfound sense of 

peace, accomplishment, or empowerment. It also is part of a larger paradigm shift towards a 

constellation of alternative parenting and lifestyle choices.  

Chapter 4: Intuition as Authoritative Knowledge in Unassisted Birth 

In Western obstetrics, authoritative knowledge about birth comes from quantitative 

measurements and from medical professionals’ interpretation of machines. In contrast to 

this external approach, unassisted birthers find authoritative knowledge from a more internal 

process of intuitive attunement. In this chapter, I examine the concept of authoritative 

knowledge as it is used in anthropological literature and applied to childbirth beliefs and 

practices. In short, authoritative knowledge is knowledge that “matters” within a community. 

Transgressing widely-accepted knowledge systems comes with strong social sanctions. 

Women who home birth, especially UCers, face accusations that they are Anti-Mothers: 

selfish, callous creatures who care only for the thrill of giving birth at home, not for their 

baby’s well-being.   

 Next, I overview literature relating to intuition and childbirth in midwifery and 

childbirth education publications. I then examine how intuition functions as authoritative 

knowledge among women who choose unassisted birth. By intuition, I mean a broad 

category of intuitive experiences, including instinctual physical movement during labor, 

sudden thoughts or feelings, direct communication with the unborn baby, and 

religious/spiritual/supernatural experiences.   
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One key challenge for UCers is how to recognize and properly act on intuitive 

messages. Since intuition is given highest credence, and since other forms of knowledge 

about birth may have a more limited value, listening to and acting upon intuition is crucial. I 

examine how unassisted birthers distinguish intuition from other feelings or thoughts and 

how they struggle to balance intuition with other forms of knowledge. UCers’ own words 

reveal a complex dance between listening to intuition, addressing fears without becoming 

overwhelmed, educating oneself about the birth process, and learning how to address 

possible complications. UCers who have also worked as doulas and midwives report that 

intuition functions differently for a laboring woman than for a birth attendant.  

Any knowledge system has its limits, even one valued as highly as intuition among 

the UC community. Although many women understand intuition to be infallible, it is neither 

omnipresent nor omniscient. Sometimes it does not come; sometimes women mistake it for 

fear or vice-versa. Sometimes women ignore intuitive promptings because the messages are 

not what they want to hear. The biggest challenge among the UC community is remaining 

open to “cross-checking” their intuition against other forms on knowledge. Like midwives, 

who have been urged to cross-check their clinical training with their personal intuition, 

UCers face the difficult task of remaining flexible, of not becoming so dogmatic about 

intuition that they become prisoners of their own project. In sum, there is a difference 

between intuition being “knowledge that matters,” and intuition becoming “the only 

knowledge that matters.”  

Chapter 5: Safety, Risk, and Responsibility 

This chapter enters rough terrain: the contested meanings of safety, risk, and 

responsibility in childbearing. These debates are not just matters of semantics, but 

manifestations of a much larger struggle over social and medical control versus maternal 
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autonomy, over who—if anyone—should have the monopoly on creating the meaning, and 

thus the lived reality, of childbirth.  

 I first discuss how medical, midwifery, and unassisted communities define safety. 

The key elements of safety from a medical or obstetrical perspective fall under the “medicine 

as progress” and “midwife as maverick” master narratives. Safety comes from increased 

access to medical and obstetrical care, from births moving out of homes and into hospitals 

and from midwives to physicians, and from immediate access to emergency equipment and 

trained professionals. Midwifery perspectives of safety adhere to the master narratives of 

“midwifery as (safe) tradition” and “midwife as mother.” They attribute safety in birth to a 

supportive birth environment of the mother’s choosing, to improved public health, and to 

skilled midwives with an extensive knowledge of normal birth. UC views of safety intersect 

in some areas with midwifery perspectives, but depart on others. One of the primary 

justifications for the safety of UC is that it can facilitate the physiological and hormonal 

processes of labor, which are discussed in depth by obstetrician Michel Odent and family 

physician Sarah J. Buckley. UCers also argue that an undisturbed birth allows a mother to 

fully access her instinctual or intuitive knowledge. They sometimes extrapolate statistics 

about midwife-attended home birth to justify the safety of UC, although this is contested 

both within and outside the UC community. UCers assert that they are capable of learning 

enough about birth to handle complications or to recognize emergency situations and seek 

appropriate help promptly. They also justify the safety of UC by pointing to the risks of 

common hospital interventions and practices. In addition, UCers argue that for healthy, well-

nourished women with access to medical services when needed, childbirth rarely results in 

bad outcomes. Like midwives, UCers adhere to a wide view of safety rather than medicine’s 

more narrow focus on mortality and major morbidity rates.  
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 I next examine the risk culture of unassisted birth. Western society is a culture 

obsessed with risk, particularly with avoiding risk. This is especially true with childbearing, 

where the perception of risk (not necessarily risk itself) is a strong motivator of behavior. 

Medical definitions of risk circumscribe acceptable activities, and stepping beyond those 

boundaries puts women at risk of being labeled selfish, narcissistic, and irresponsible. I then 

discuss how UCers calculate acceptable boundaries of risk. They place birth risks in context 

of everyday activities; point out the risks of socially acceptable birth choices such as epidural 

anesthesia or elective cesarean section; emphasize that there is no avoiding risk in any 

location or type of birth; and view birth as trustworthy and safe, rather than as inherently 

risky and dangerous.  

UCers’ dialog about risk redefines responsibility. Mainstream ideas of a responsible 

mother is one who seeks early, regular medical care and supervision and who makes certain 

decisions that fall within an acceptable framework (which hospital? midwife or OB? natural or 

epidural?) while leaving other decisions to the medical team and institution. UCers understand 

responsibility as becoming educated and fully informed about one’s options and as accepting 

the outcomes of one’s decisions, good or bad. They argue that parents should have control 

over decision-making at birth, rather than deferring that authority to a midwife or doctor. 

This includes accepting the possibility of death and acknowledging that there are no 

guarantees of a perfect outcome with any kind of care provider.   

Chapter 6: Reconciling Midwifery and Unassisted Birth 

Unassisted birthers have a complex relationship with midwifery, home birth 

midwifery in particular. This chapter examines the attitudes of UCers towards midwives, and 

of midwives towards UCers. I first look at the various UC perspectives on midwifery. In 

their discussions about midwifery, UCers have constructed a “mythological midwife” figure 
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that reveals their modern-day concerns with the professionalization and standardization of 

midwifery. Some UCers feel that midwifery has lost it soul. Others argue that midwifery 

itself belies a trust in the normality of birth. The majority of UCers, though, support 

midwifery and feel that it plays a valuable role in helping women have more empowered and 

less interventive births.  

 Next, I overview midwifery perspectives on unassisted birth from midwifery 

publications and journals. These perspectives fall into five main categories. One argues that 

women choose UC because midwifery has failed women in some way, usually by becoming 

too medicalized and too interventive in the birth process. Another perspective recognizes 

that some women are disturbed by the very presence of midwives, no matter how hands-off 

or respectful they are. A third notes that a lack of midwives due to legal restrictions or to 

geographic location spurs families to choose UC. A fourth viewpoint addresses the issue of 

safety; some midwives feel that UC is less safe than midwife-attended, while others argue 

that it depends on the situation and that UC can be just as safe. Finally, a fifth argument is 

that choice, not safety, should be the central issue when talking about unassisted birth.  

 The last part of this chapter comes from in-depth interviews or correspondence with 

nine birth attendants—eight home birth midwives and one family practice physician who 

strongly identifies with home birth and unassisted birth perspectives. I examine how they 

reconcile their training as birth attendants with their understanding of unassisted birth. In 

general, exposure to unassisted birth has changed the practice style of these nine women. 

They “do” less at births, trying to make themselves part of the background rather than 

constantly instructing or interacting with the laboring mother. This manifests in tangible 

birth practices such as no perineal massage or support, few or no vaginal exams during labor, 

encouraging the mother to catch her own baby, no routine suctioning of the baby, and 
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reduced postpartum routines in order to not distract the mother-baby dyad. These women 

have also changed less tangible practices that affect the dynamics at birth. By following 

women’s cues, allowing women to direct the course of their own labor, and adopting a less 

authoritarian approach, they deflect power and authority away from themselves and back to 

the women they serve. 

Chapter 7: Beyond the Medical/Midwifery Models of Birth 

Now that unassisted birth has entered the mainstream cultural radar, it has changed 

the dialog about birth paradigms. Previously, the culturally recognized boundaries of 

childbirth beliefs fell somewhere between the technocratic/medical and holistic/midwifery 

endpoints. These models of childbirth, first articulated by sociologist Barbara Katz Rothman 

and fleshed out by anthropologist Robbie Davis-Floyd, remain in currency today, probably 

because they have such tremendous explanatory power. However, unassisted birth does not 

fit anywhere onto the spectrum of beliefs Rothman and Davis-Floyd have created. In some 

aspects, UC melds neatly with the holistic approach to birth. Both of these belief systems 

view birth as a process of health, rather than as a disease or potential emergency. Both 

emphasize the importance of the birth environment and of the woman’s psychological and 

emotional needs in facilitating a successful, efficient birth. However, unassisted birth holds 

other beliefs that are fundamentally different from any previously articulated birth model. 

Most significantly, unassisted birth calls into question certain core assumptions shared along 

the technocratic-midwifery spectrum. It challenges the universal given of a birth attendant. It 

suggests that the presence of an attendant herself is a potential intervention in the birth 

process. It is as if unassisted birth exists on a different dimension than the technocratic-

holistic spectrum of beliefs. It intersects in some areas near the holistic end—hence the 

shared beliefs—but departs radically in others. In short, unassisted birth has changed the 
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core questions we need to ask about birth. Instead of home or hospital?, natural or epidural?, or 

midwife or obstetrician?, questions typical in the interplay between the technocratic and holistic 

models, UC poses a different set of core questions: disturbed or undisturbed? social birth or 

intimate birth? managed or intuitive? attended or unattended? 
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CHAPTER 2 

THE EMERGENCE AND EVOLUTION OF UNASSISTED BIRTH 

 

Like the natural childbirth and midwifery movements of the second half of the 20th 

century, unassisted birth arose in response to various birthing practices, to clashes between 

the medicalization of birth and the quest for a more “natural” approach, and to beliefs about 

the meaning of childbirth for women and for society at large. Because there are a large 

number of books and articles written about the history of midwifery and obstetrics in North 

America, 1 I just briefly touch upon the main developments of childbirth practices in North 

America to set unassisted birth in historical context. I overview the major developments in 

obstetrics, midwifery, and natural childbirth movements. I then outline the various strains of 

UC thought as they emerged and evolved. I examine how the internet accelerated the pace at 

which UCers could connect, share ideas, and form supportive communities. Finally, I 

                     
1 Laurentian University’s midwifery department has compiled a lengthy bibliography about midwifery and 
obstetrics in the U.S. and Canada, available at http://www.midwifery.laurentian.ca/midwifery.pdf (accessed 
February 22, 2008). Some other suggested readings:  
Suzanne Arms, Immaculate Deception II--A Fresh Look at Childbirth (Berkeley: Celestial Arts, 1994).  
Amanda Carson Banks, Birth Chairs, Midwives, and Medicine (Jackson, MS: University Press of Mississippi, 1999).  
Charlotte G. Borst, Catching Babies: The Professionalization of Childbirth, 1870-1920 (Cambridge, MA: Harvard 
University Press, 1995).   
Caton, Donald. What a Blessing She Had Chloroform. Yale University Press, 1999.  
Davis-Floyd, Birth as an American Rite of Passage.  
Marjorie Karmel, Thank You, Dr. Lamaze: A Mother’s Experiences in Painless Childbirth (Philadelphia: Lippincott, 
1959).   
Judith Walzer Leavitt, Brought to Bed: Childbearing in America, 1750-1950 (New York: Oxford University Press, 
1986).  
Judy Barrett Litoff, American Midwives: 1860 to the Present (Westport, Conn.: Greenwood, 1978).  
Ibid., The American Midwife Debate: A Sourcebook on its Modern Origins (New York: Greenwood Press, 1986).  
Hilary Marland and Anne Marie Rafferty, Midwives, Society, and Childbirth: Debates and Controversies in the Modern 
Period (New York: Routledge, 1997).  
Deborah Kuhn McGregor, From Midwives to Medicine: The Birth of American Gynecology (New Brunswick, NJ: 
Rutgers University Press, 1998).  
Deborah A. Sullivan and Rose Weitz, Labor Pains: Modern Midwives and Home Birth (New Haven: Yale University 
Press, 1988).  
Richard W. Wertz and Dorothy C. Wertz, Lying-In: A History of Childbirth in America (New York: Free Press, 
1977). 
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examine awareness of unassisted birth in the mainstream media, in medicine and midwifery, 

and in the academic community in order to determine whether or not unassisted birth 

qualifies as a movement.   

From the colonial days onward, birth in North America traditionally took place at 

home, attended by midwives. In the 19th century, doctor-attended home birth became more 

common as upper-class women began hiring physicians instead of midwives for their births. 

This was motivated in part by a belief that doctors could provide superior care and by a 

desire for medical technologies such as forceps and anesthesia (ether or chloroform), which 

only doctors could provide. In addition, hiring a physician for childbirth became a status 

symbol, since their services were much more expensive and thus out of reach to the lower 

and middle classes. By 1900, approximately half of all births in America were attended by 

physicians, but around 95% of all births still took place at home.2   

 
 

Table 2:  
Percent of Births Occurring in Hospitals in the U.S.3 

 
Year Percent 
1900 05% 
1935 37% 
1939 50% (75% of all urban women) 
1950 88% 
1960 97% 
1970 99% 

 
 
 
 The transition from midwife to doctor, and from home to hospital, accelerated in the 

                     
2 Judice Pence Rooks, Midwifery and Childbirth in America (Philadelphia: Temple University Press, 1997), 22; 
Adrian E. Feldhusen, “The History of Midwifery and Childbirth in America: A Time Line,” Midwifery Today, 
2000, http://www.midwiferytoday.com/articles/timeline.asp (accessed October 9, 2008).  

3 Feldhusen.  
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first half of the 20th century due to several factors (see Table 2). As medicine became 

professionalized, physician’s groups urged the passage of state medical practice laws that 

barred all other kinds of health practitioners from practicing. American midwives began to 

be included in these laws during the 1920s. Obstetrics became a more popular specialty 

among physicians as they realized that childbirth was a lucrative business. Judith Pence 

Rooks, in her history of midwifery and childbirth in America, wrote: “The physician who 

delivered a woman’s first baby often became the family’s long-term, trusted doctor; 

obstetrics soon became the key to a successful general practice.”4 As more physicians 

attended births, midwifery became associated with inferior care, even though studies of 

midwives conducted in the early 20th century found that they had equally good or better 

outcomes than their physician competitors. 5 Nevertheless, maternal and infant mortality 

rates were high in the United States, and midwives were an easy scapegoat. A nation-wide 

campaign among doctors during the 1910s-1930s to eliminate midwives largely succeeded.6 

Of course, the decline in midwifery was not entirely due to the physician-led campaign, as 

Melissa A. Thomasson and Jaret Treber noted in their working paper “From Home to 

Hospital: The Evolution of Childbirth in the United States, 1927-1940.” They wrote:  

midwives were not professionally organized, and given that many midwives were 
women who attended blacks and immigrants, they may have lacked a political voice. 
Midwife proponents were less organized than opponents, and the demand for 
midwife services also fell as immigration declined.7  

 Besides defaming midwives, physicians also actively promoted the advantages of 

                     
4 Rooks, 19. 

5 Ibid., 19-21; Borst.   

6 For original documents, see Litoff, The American Midwife Debate.  

7 Melissa A. Thomasson and Jaret Treber, “From Home to Hospital: The Evolution of Childbirth in the United 
States” NBER Working Paper no. W10873 (November 2004): 15.  
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their hospital-based services: primarily, the comfort, convenience, and increased safety of 

hospital births. They advertised in popular women’s magazines, claiming, for example, that 

“motherhood is easier and far safer due…to the modern hospital and the great strides made 

in obstetrics.”8 The introduction of “twilight sleep” into the United States, and a change in 

the public’s perception of hospitals, cemented the primacy of physician-attended hospital 

childbirth. Twilight sleep, a combination of morphine and scopolamine (an amnesiac), was 

introduced into the United States in 1914. Upper-class women, including many feminist 

reformers, championed the drug by forming “Twilight Sleep Societies.” Because of its risks 

and the difficulty of controlling women under its influence, twilight sleep accelerated the rate 

of hospital births. In the process of promoting obstetrician-led hospital birth, physicians 

advanced a radically different view of pregnancy and childbirth—not as a natural, social life 

event as midwives had viewed it, but as a dangerous, pathological condition treatable only by 

trained medical specialists.9  

Natural Childbirth 

The first rumblings of discontent in North America with hospital obstetrics—the 

dangers of heavy anesthesia in particular—were sparked by the ideas of an English physician. 

It started with a home birth that obstetrician Grantly Dick-Read attended; the laboring 

woman refused his offer of chloroform as the baby was crowning. She told him, “It didn’t 

hurt. It wasn’t meant to, was it, doctor?” This statement has attained almost mythological 

status in the natural childbirth movement. Astounded by the woman’s calm, quiet birth, 

Dick-Read began forming a theory of “natural childbirth.” In 1933, he published Natural 

Childbirth in England. To him, natural childbirth meant an unmedicated and largely 

                     
8 Thomasson and Treber, 15.  

9 Rooks, 21-33; Marland and Rafferty; Litoff, The American Midwife Debate.  
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undisturbed birth. The birth attendant’s primary role was helping the woman relax and 

encouraging her to trust in the process. Dick-Read also postulated a fear-pain-tension cycle: 

fear increases tension, which in turn increases the pain that a woman feels. He wrote: 

“Therefore fear, pain and tension are the three evils which are not normal to the natural 

design....If pain, fear and tension go hand in hand, then it must be necessary to relieve 

tension and to overcome fear in order to eliminate pain.”10  

 Dick-Read released his book in the United States in 1944 under the title Childbirth 

Without Fear. The book became a national best-seller, and he came to the States in 1947 on a 

lecture tour. While his ideas appealed to many American women, their implementation was, 

in sociologist Barbara Katz Rothman’s estimation, “something of a disaster.” In England, 

where midwifery and home birth were still an integral aspect of childbirth and where 

obstetrics was less interventionist than in the U.S., Dick-Read’s method of “continual 

comforting and emotional support throughout labor” worked. In the U.S., it did not. 

Rothman noted that because childbirth in Britain was less medicalized than in the States, 

“the women Dick-Read saw were only minimally medicated and were physically 

unrestrained.” The American hospital environment, though, was simply not set up to 

support unmedicated births. Rothman argued that the “majority of women in the United 

States who attempted to follow Dick-Read’s advice did so under hostile conditions….What 

was needed was a childbirth method designed to meet the needs of hospitalized women in 

the United States.”11 

 Enter the Lamaze method. According to Rothman and anthropologist Robbie 

                     
10 Grantly Dick-Read, Childbirth Without Fear: The Principles and Practice of Natural Childbirth (New York: Harper & 
Brothers Publishers, 1944), 6. 

11 Simonds, Rothman, and Norman, 23-24, 27-28; Wertz, 191-92.  
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Davis-Floyd, Lamaze thrived in the U.S. because it did not threaten “the control of birth by 

obstetricians.”12 Instead, it taught mothers to control themselves and their expressions of 

pain, to participate in the birth process, and to help the doctor with his job of delivering the 

baby. Lamaze techniques originated from Russian research that applied Pavlovian theory to 

childbirth. This method of “psychoprophylaxis” relied on teaching women to condition 

themselves to not interpret labor sensations as pain. In 1951, Dr. Ferdinand Lamaze and 

Pierre Vellay studied these techniques in Russia and brought them back to France with some 

modifications. Marjorie Karmel, who birthed with Dr. Lamaze in Paris, promoted his ideas 

in the US through her 1959 book Thank You, Dr. Lamaze. Although American doctors 

accepted Lamaze more willingly than Dick-Read, they made drastic modifications to the 

Lamaze methods, rather than changing their medical routines. In fact, a Lamaze-style 

“natural birth” in the US often included episiotomy, outlet forceps, Demerol (a narcotic), 

and sometimes epidural anesthesia. The main change was that the woman was awake and 

aware of what was happening during her birth.13  

 A third major method of natural childbirth to gain widespread popularity in the U.S. 

was the Bradley method, which was introduced in the late 1940s.14 (Need I comment about 

the irony that the preeminent “inventors” of natural childbirth methods were all male 

physicians?) Born in 1917, Dr. Robert Bradley grew up watching farm animals give birth and 

noted that they often sought out quiet, safe, private places in order to achieve deep 

relaxation. He helped women recreate this atmosphere in the hospital. Starting in 1947, 

Bradley developed a revised form of the Read method and later assigned husbands the role 

                     
12 Ibid., 25; Davis-Floyd, Birth, 163. 

13 Wertz, 193-5.  

14 Feldhusen.  
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of labor coach. He was also instrumental in the push to allow fathers into delivery rooms. 

His method emphasized good nutrition, deep relaxation exercises rather than the structured 

Lamaze breathing patterns, and avoidance of unnecessary medical interventions. He 

published Husband-Coached Childbirth in 1965, which went through several reprintings and 

editions. In Birth as an American Rite of Passage, Robbie Davis-Floyd suggested that the Bradley 

method was never as popular with doctors as Lamaze because it taught parents to question 

the need for medical interventions.15 Couples following his methods often attained 

intervention-free, unmedicated vaginal births: 96.4% of his 23,000 patients achieved this 

goal. As of Dr. Bradley’s death in 1998, over 500,000 couples had given birth using the 

Bradley method. The current Bradley website notes that 86% of these couples achieved 

spontaneous, unmedicated vaginal births.16  

Midwifery in the U.S. and Canada 

Despite the natural childbirth movements of the 20th century, midwifery in both 

Canada and the U.S. nearly went extinct. Medical and political pressure led to a decline in 

midwifery, out of the perception that midwives were dangerous, unsafe, and poorly trained. 

In Canada, national women’s organizations tried, but failed, to reform and promote 

midwifery in the early 20th century. As midwifery continued to decline in the 1920s, Mary 

Breckinridge brought a new form of midwifery in the U.S.: nurse-midwifery. When she was 

volunteering as a nurse overseas after World War I, she met British nurse-midwives and 

realized the potential for nurse-midwifery in the U.S. She trained as a midwife in London, 

then founded the Frontier Nursing Service in Kentucky in 1925. Her trainees served mainly 

                     
15 Rooks, 33; Davis Floyd, Birth, 171-173. 

16 Robert A. Bradley, et al., Husband-Coached Childbirth: The Bradley Method® of Natural Childbirth 5th ed (New 
York: Bantam Books, 2008), xv, 14, 17, 43, 109. See also “Why Bradley?” The Bradley Method® of Natural 
Childbirth, http://www.bradleybirth.com/WhyBradley.aspx (accessed February 22, 2008).  
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poor, rural populations who had little or no access to physicians. Because of their training in 

nursing, these women were able to practice midwifery in a socially and medically acceptable 

form. 17  

 Small, isolated pockets of lay and indigenous midwives survived in both countries 

during the 20th century. By 1970, midwife-attended home births had reached a nadir in the 

US, totaling around 1% or less of all births. The social changes of the 1960s and 1970s 

spurred a renaissance in midwifery and home birth in the United States. Nurse-midwifery 

grew rapidly and was legal in almost every state by the late 1970s. “Lay” or direct-entry 

midwifery flourished in response to women who began questioning the medicalization of 

childbirth and who demanded alternatives to hospital births.18 Self-taught midwives such as 

Ina May Gaskin, who began attending the births of members of her commune in the 1970s, 

began compiling midwifery knowledge in books such as her 1976 Spiritual Midwifery. 

Hospitals perceived a real economic threat in part from the homebirth movement and in 

part from falling birth rates. Maternity ward remodels began during the 1970s and 80s, 

changing to a combined one-room LDRP (labor-delivery-recovery-postpartum) system and 

adopting more homelike decor.19 Canada saw a similar trajectory towards legalization and 

recognition of direct-entry (non-nurse) midwifery starting in the 1970s and 1980s. However, 

because of Canada’s national health care system, midwifery emerged within the medical and 

                     
17 “History of Frontier Nursing Service, Inc.,” Frontier Nursing Service, 
http://www.frontiernursing.org/History/HowFNSbegan.shtm (accessed August 27, 2008). See also:  
Nancy Schrom Dye, “Mary Breckinridge, the Frontier Nursing Service and the Introduction of Nurse-
Midwifery in the United States,” Bulletin of the History of Medicine 57, no.4 (Winter 1983): 485-507. 
Linda Bergstrom et al., “Full Circle: The Nurse-Midwifery Careers of Elizabeth Berryhill and Gabriela Olivera,” 
Nursing History Review 7 (1999): 29-45. 
Laura E. Ettinger, “Nurse-Midwives, the Mass Media, and the Politics of Maternal Health Care in the United 
States, 1925-1955,” Nursing History Review 7 (1999): 47-66. 

18 Rooks, 45-78; Ina May Gaskin, Spiritual Midwifery (Summertown, TN: Book Publishing Company, 1975).  

19 Alice Lerman, Birth Environments: Emerging Trends and Implications for Design (Milwaukee, WI: Center for 
Architecture and Urban Planning Research), 4-9.  
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university systems.  

The primary difference today between American and Canadian midwifery is that 

American midwifery is much more fragmented. Although not all Canadian provinces 

recognize or regulate midwifery, the ones that do have a uniform standard based on direct-

entry university-level education. These Canadian midwives have hospital and limited 

prescription privileges and are funded by the government health care system.  In the States, 

multiple types of midwives exist: certified nurse-midwives (who can legally practice in all 50 

states, but not all states allow them to attend home births), direct-entry midwives (the most 

common certification is the Certified Professional Midwife credential, which is recognized in 

about half of the states), and “lay” midwives with no formal training or certification. Some 

states license direct-entry and/or lay midwifery; others forbid it. Some have voluntary 

licensure, while others mandate licensure but have no process for midwives to obtain it. 

Today, direct-entry and nurse-midwifery continue to grow in popularity; 7.9% of all 

U.S. births (11.2% of all vaginal births) were attended by midwives in 2005.20 Most direct-

entry American midwives attend home births, while the majority of nurse-midwives work in 

hospitals. Midwifery is also growing in Canada. In Ontario, the first province to regulate 

midwifery in 1994, midwives currently attend around 8% of all births in the province; 20% 

of those births are at home and the other 80% in a hospital.21 Freestanding birth centers, 

which arose in the mid-1970s, provide another alternative to hospital birth in both the U.S. 

and Canada.22  

                     
20 Martin, et al., 18.  

21 Zuk, email message.  

22 “FAQs,” American Association of Birth Centers, http://www.birthcenters.org/faq/wiabc/index.php 
(accessed October 9, 2008). To my knowledge, birth centers in Canada are fairly rare; they exist in Quebec, but 
most provinces that regulate midwifery only provide for home or hospital births.  
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Despite these trends, birth for most North American women has become 

increasingly medicalized. A 2006 nationwide (U.S.) survey of recent mothers by the 

Childbirth Connection, a national non-profit organization that seeks to improve maternity 

care for all women and their families, found that “technology-intensive childbirth care was 

the norm” even for healthy women. From the Executive Summary of the Listening to Mothers 

II survey:  

Despite the primarily healthy population and the fact that birth is not intrinsically 
pathologic, technology-intensive childbirth care was the norm. Each of the following 
interventions was experienced by most mothers: continuous electronic fetal 
monitoring, one or more vaginal exams, intravenous drip, epidural or spinal 
anesthesia, and urinary catheter. Half of the mothers experienced one or more 
methods of inducing labor (attempted medical and/or self-inductions), and a notable 
minority experienced each of the following: labor that was induced, synthetic 
oxytocin (Pitocin) during labor, artificially ruptured membranes during labor, 
narcotics, cesarean section, episiotomy, perineal stitches, staff-directed pushing and a 
staff member pressing on the mother’s belly to help push the baby out.23 

Cesarean rates in North America are on the rise and have reached record highs: 31.1% in the 

US in 2006 and 26.3% in Canada in 2005-06.24  

Important Figures in Unassisted Birth  

Although women have been giving birth without doctors or midwives present for 

many thousands of years, it is not the same thing as the phenomenon I examine. What 

makes modern unassisted birth different? Today, unassisted birth is a deliberate birth choice 

and a conscious rejection of social norms and institutions. Women who birthed without 

professional assistance in the past generally did so because there were no other options or 

because that was the cultural norm, not because they philosophically disagreed with 

                     
23 Eugene R Declercq, et al., “Executive Summary,” In: Listening to Mothers II. Report of the Second National U.S. 
Survey of Women’s Childbearing Experiences (New York: Childbirth Connection, October 2006), 3-4.  

24 US rate as of 2006 found in B.E. Hamilton, J.A. Martin, and S.J. Ventura, “Births: Preliminary Data for 
2006,” National Vital Statistics Reports 56, no. 7 (Hyattsville, MD: National Center for Health Statistics, 2007). 
Canadian rate for 2005-2006 found in Health Indicators 2007 (Ottawa: Canadian Institute for Health 
Information, 2007), 10.  



 

 

43 

assistance at births. Unassisted birth today occurs not because of a lack of other options, but 

as a reaction against and rejection of them.  

 Although it is tempting, from our vantage point many decades later, to piece 

together the strains of unassisted birth thought into a smoothly unfolding “movement,” the 

reality was more bumpy and halting. UC thought developed into various strains, some 

overlapping and some diverging, but all connected by the central practice of birthing without 

a midwife or physician present. Women began writing about the choice to birth unassisted 

(although it was not called that yet) in the 1950s, most notably Patricia Cloyd Carter, who 

attracted international media attention for her unassisted births. Carter was heavily 

influenced by Dick-Read’s ideas, and she wrote a book detailing how to have easier, less 

painful, and less disturbed births. Proper mental and physical preparation were key, while the 

presence or absence of an attendant was a secondary focus. A second approach to UC came 

from home birth advocates in the 1960s and 1970s, who, unable to find qualified midwives 

in the early days of the home birth movement, chose unattended home births over the 

hospital. A third strain of UC thought emerged in the 1980s with Marilyn Moran’s idea of 

birth as a “dialogue of love” between married couples. A fourth strain of UC thought is 

“freebirth,” advocated by midwife Jeannine Parvati Baker after she birthed the last three of 

her six children unassisted in the 1980s. She saw unassisted birth as an outgrowth of lay 

midwifery; her ideal was that every woman would become her own midwife and that couples 

would reclaim responsibility for their births. A fifth main approach to UC is based on 

criticism of contemporary midwifery, most notably in Laurie Morgan’s book 1998 The Power 

of Pleasurable Childbirth. Some UC authors have revisited older ideas, such as Lynn 

Griesemer’s 1998 book Unassisted Homebirth that agreed with many of Moran’s ideas. Others 

have completely re-invented the wheel in their approach to UC, such as Laura Shanley. Her 



 

 

44 

approach to giving birth was remarkably similar to Carter’s, even though she did not 

discover Carter’s book (or know that other women were having UCs) until 1992, fourteen 

years after her first unassisted birth. Shanley infused Dick-Read’s theories of the fear-

tension-pain cycle with a New Age belief that we create our own reality through beliefs and 

thoughts. Until Laura Shanley’s 1994 book Unassisted Childbirth (the first book about UC 

published by a major press, Bergin & Garvey) and the advent of the internet, unassisted birth 

rarely attained national awareness.  

 The next section explores these strains of thought in more detail. These women’s 

writings should not be interpreted as authoritative works that speak for all unassisted birth 

experiences, but rather as manifestations of the organic, grassroots phenomenon of 

unassisted birth as it developed and adopted various forms over the past half-century.  

It’s Mental: Painless, Fearless Birth 

Patricia Cloyd Carter was the first to write about intentional unassisted birth in the 

1950s. At that time, hospitalization for birth was fast becoming the norm in North America, 

midwifery was a dying profession, and birth was being redefined as a medical and surgical 

event. Born in 1919, Carter gave birth to her first three children in a hospital. She had 

traumatic, although fairly typical, birth experiences. She endured a routine labor “prep” 

(pubic shaving and enema), loss of autonomy and control, rectal examinations, separation 

from her husband, constant interruptions and examinations by the medical staff, birth in the 

lithotomy position25 on a narrow delivery table, episiotomy26, and lengthy separations from 

her newborns. Carter’s first birth ended with general anesthesia and high forceps. It was not 

a pleasant experience: “I...screamed and turned and writhed, whimpered and yelled in 

                     
25 Lying on the back with legs elevated in stirrups.  

26 Cutting the vagina open with scissors as the baby’s head is emerging.  
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torment, chewed my bleeding fingers to the bone, and then knew the blessed, sweet surcease 

of oblivion.” Her second labor was fast enough that her baby started emerging before the 

doctor arrived, so the nurses forcibly held the baby back. After her third hospital birth, 

which was swift and painless—she happened to be in the hospital for another condition and 

did not realize that she was about to have a baby—she decided to have her next child at 

home without medical assistance. During the 1940s and 50s, she birthed seven more babies 

at her home in Titusville, Florida.27  

 Carter received national and international attention for her unassisted births, thanks 

in part to Mary Lou Culbertson, a friend and reporter for the Daytona Beach News-Journal, who 

photographed and wrote about her births. Culbertson’s articles made it on the Associated 

Press (AP) and United Press (UP) newswires in 1955 and 1956. In response to these news 

articles, women began writing to Carter about their traumatic births and about how to 

improve their experiences. She wrote back with advice and encouragement, explaining the 

physiology of birth and the causes of pain and offering practical tips such as how to tie and 

cut the umbilical cord. A year after her last unassisted birth in 1956, Carter wrote Come 

Gently, Sweet Lucina. 28 This self-published book grew out of her earlier correspondence. It 

included basic human anatomy and physiology, humor, muckraking, philosophy, and 

personal narrative. Pamela Klassen, author of Blessed Events: Religion and Home Birth in America, 

said this about Come Gently: “Most likely the first how-to text for home birth in a culture of 

                     
27 Patricia Cloyd Carter, Come Gently, Sweet Lucina (Titusville, FL: 1957). Birth was just one of Carter’s interests: 
she also ran the first free public library in Titusville. She was recognized by the National Organization of 
Women and the American Association of University Women for this work. From Betty Sue Cummings’ 
“Memorial to Pat Carter,” Submitted by Carter’s daughter Mary Winn on May 11, 2002, 
http://archiver.rootsweb.ancestry.com/th/read/WEAVER/2002-05/1021160999 (accessed September 1, 
2008).  

28 Laura Shanley’s website has copies of some of the articles Culbertson produced. See “Unassisted Childbirth 
in the 1950’s,” Bornfree, http://unassistedchildbirth.com/media/fifties.html (accessed September 1, 2008).  
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medicalized birth, Carter’s book was a quirky assortment of physiology, literary quotations, 

autobiography, and jeremiads against the medical approach to childbirth.”29 

 Come Gently set out an argument for “pro-instinct birth,” as Carter called it. Her main 

argument was that birth is a highly instinctual act that works best when left undisturbed: 

“Nature provided an instinctive pattern of behavior during parturition for the protection of 

mother and child, and whenever that instinctive pattern is thwarted a disturbance of 

functioning inevitably occurs as a result.”30 She began with an accolade to Grantly Dick-Read 

and his fear-tension-pain cycle, which Carter believed was a “perfect truth.” Although Carter 

hailed Dick-Read as the “great forerunner who unlocked the door of psychic tranquility at 

birth,” she also noted the limitations of his training. To her, the births he attended were 

“natural but disturbed,” especially during the pushing stage. She noted that Dick-Read took a 

managing role during the second stage of labor, instructing women to pant and slow their 

pushing to avoid an overly rapid birth.  

 In contrast to the natural childbirth movement currently coming into vogue, in 

which giving birth without pain medications or anesthesia was an important goal, Carter 

argued that pain itself should not exist in a truly natural, normal, undisturbed birth (except at 

the very end as the baby is about to emerge). She labeled this “euthagenesis,” a term she 

coined that meant “fearless, happy, painless childbirth.” A woman should either have a 

nearly painless birth, or she should take anesthesia early on “to prevent [pain’s] complete 

triumph later.” She had nothing positive to say about the modern natural childbirth 

movement:  

                     
29 Pamela E. Klassen, Blessed Events: Religion and Home Birth in America (Princeton: Princeton University Press, 
2001), 29.  

30 Carter, 22 emphasis hers.  
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...this half and half business that is the fashion now with obstetricians of allowing 
their patients to be fully conscious during their unnatural births while attendants are 
doing unnatural things to them is infinitely more harmful psychically and somatically 
than the old fashioned way of complete oblivion.31 

Carter offered several practical tips for achieving a painless, undisturbed birth, some 

of which may seem rather bizarre or downright dangerous to the modern reader. Proper 

prenatal preparation included strict weight control, wearing a girdle to ensure the baby’s 

proper position in the uterus, relaxation and flexibility exercises, and mental preparation. She 

also encouraged women to seek prenatal care with a doctor (including a pelvic X-ray late in 

pregnancy); if problems arose during pregnancy, women were advised not to attempt to 

birth by themselves. Carter had a strong fear of large babies; she limited her pregnancy 

weight gain to only five pounds through dieting, laxative pills, and smoking. She also 

enthusiastically endorsed drinking large quantities of alcohol during labor—her drink of 

choice was a whisky highball—in order to release inhibitions, relax muscles, and supply 

energy.32  

 Other advice in Come Gently was concerned with establishing the proper ambiance 

and environment for a successful labor. She advised women to seclude themselves in a 

private environment during labor, preferably at home. Carter preferred birthing solo with her 

husband standing guard outside the room to ensure she wasn’t interrupted, but she also 

acknowledged that some women felt more comfortable laboring in the presence of their 

husbands. She counseled women to remain totally relaxed and to relinquish conscious 

control of the process; this would ensure a “brainless, will-less birth.” She wrote: “Only in 

                     
31 Ibid., 256, 338.  

32 Ibid., chapter 34.  
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the absence of intellect in positive action shall we achieve painless childbirth.”33 

 Come Gently also contained a scathing critique of obstetrical practices. Carter 

acknowledged that most physicians acted out of a desire to help their patients and to relieve 

suffering, not realizing that their actions often caused pain and suffering. “Women are nailed 

upon the Cross of Pain only because their would be benefactors do not know what harm 

they do.” She was optimistic that true physicians would be eager to learn how to ensure a 

“natural absence of pain.” She described in great detail how common obstetrical practices 

caused dysfunctional labors: for example, frequent examinations, treating the laboring 

woman as a “mere mindless machine....A machine not in good running order either,” or 

requiring the woman to lie on her back. Carter’s solutions to these ills were simple: a woman 

should give birth in a private, secluded setting. She should be in control: “For a painless and 

labourless birth, she must remain in the saddle. It should be HER day.” All painful or distracting 

procedures should be omitted. The woman should choose where and in what position to 

give birth and never be separated from her newborn infant. Doing so would not only 

prevent unnecessary death and suffering, it would also bring about several positive benefits. 

First, a woman would instantly identify with her offspring—“bonding” in today’s 

vocabulary. Next, she would also become empowered through a “positive and enduring 

knowledge of her own worth in the scheme of things.” Last, a woman would experience a 

stronger bond with her husband, rather than misdirecting her admiration and adoration 

towards her doctor.34  

 Several decades after Patricia Carter, Laura Shanley came to unassisted birth through 

a similar admiration of Grantly Dick-Read, a belief in the possibility of painless birth, and an 

                     
33 Ibid., 223, 227, 217.  

34 Ibid., 242, 35, 258 emphasis hers, 340 emphasis removed, 340-343. 
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emphasis on mental preparation. Soon after she met her husband David, he introduced her 

to Dick-Read’s book, which she found very compelling. “Of course childbirth wasn’t meant to 

hurt. As I read the book, maternal feelings began to surface in me for the first time.”35 They 

began exploring the influence of beliefs and attitudes on how life unfolds. She wrote, “In 

1976, my husband David and I became aware of the concept that we create our own reality 

according to our desires, beliefs, and intentions.” They were especially influenced by the 

writings of Jane Roberts/Seth; Roberts, a psychic medium, started experiencing lapses of 

consciousness, replaced by a male personality named “Seth.” Roberts transcribed Seth’s 

communications and published several books, including one that Laura and David both 

studied, Seth Speaks.36  

 In 1978, Shanley and her husband birthed their first child without professional help. 

Shanley did not come to unassisted birth via previous birth experiences or by reading about 

do-it-yourself home births. In fact, she had no idea that other women were making similar 

choices until well after she was done having children. Laura described her feeling of isolation 

in choosing UC:  

When I gave birth to my first child unassisted in 1978, I assumed I was one of the 
few women in the Western world who had actually chosen to give birth this way. In 
fact, fourteen years would pass before I would realize that the unassisted childbirth 
movement was alive and well in this country and had been since the 1950’s.37  

(Shanley’s choice of the word “movement” might be a bit generous, since it took her 

fourteen years to learn about Carter. I discuss the significance of calling UC a movement 

later in the chapter). Although there was no birth attendant, they did invite a four male 

                     
35 Shanley, Unassisted Childbirth (Westport, CT: Bergin & Garvey, 1994), 117 emphasis hers.  

36 Shanley, xv. The Seth Material was a summary of Seth’s communications. Roberts eventually published ten 
other Seth books, which she claimed were transcriptions from the Seth personality.  

37 Shanley, “Unassisted Childbirth in the 1950’s.”  
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friends and a filmmaker to film the birth, which appears in the documentary A Clear Road to 

Birth. Her next four children were solo births, with her husband in another room or out of 

the house and often unaware that she was in labor. She commented: “I chose to be alone 

because I viewed it as my personal challenge. It gave me the opportunity to depend complete 

on myself.” All five of Shanley’s five births were, in her words, “nothing I felt I couldn’t 

easily handle,” which she attributes to her belief that birth is an inherently safe, normal 

bodily function.38  

 Shanley’s overarching thesis in Unassisted Childbirth, published in 1994, was that birth 

unfolds depending on our attitudes and beliefs. If we believe that birth is inherently safe and 

painless, then the need for intervention and assistance will diminish. Fear, shame, and guilt 

will hinder the birth process. On the other hand, qualities such as love, patience, forgiveness, 

and persistence will enhance a woman’s labor. She summarized her understanding of how 

beliefs create reality:  

Thoughts, [Seth] says, are not merely nebulous words floating about in our heads. 
They are actually electromagnetic particles, which, once conceived, have an intense 
desire to manifest themselves in the physical world. The stronger the thought, the 
more quickly it will come into our experience.39 

Shanley also argued that birth also is a transformative life event that should “reinforce a 

woman’s sense of power and autonomy.” Shanley devoted other chapters to each of the 

following topics: pain in (and painless) childbirth; the dangers of medical intervention; the 

psychological effects of birth trauma; the reasons why physicians tend to intervene in birth; 

the role of personal beliefs and expectations in shaping reality; the significance of dreams, 

impulses, and intuition; and the importance of autonomous, private births. The end of the 

                     
38 Ibid., Unassisted, 112; email to author, December 28, 2008.  

39 Ibid., Unassisted, 57.  
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book also contains several stories of her and other women’s unassisted births.40  

 Laura Shanley shared many ideas with Patricia Carter. Like Carter, she documented 

the dangers of routine medical intervention, both physical and psychological. They both 

explored how an undisturbed, physiological birth was safer, easier, and more pleasurable. 

They also held in common their preference for solo birth, their admiration of Dick-Read’s 

ideas, their critique of obstetrical routines, and their belief in easy, painless labors through 

mental preparation. Finally, both women focused surprisingly little on the presence or 

absence of a birth attendant. They were more concerned with enabling satisfying, 

undisturbed births through eliminating pain, fear, and tension. The actual absence of birth 

professionals was a secondary concern. In fact, it was Shanley’s publishers who chose to 

focus on the unassisted aspect of her births. She told me:  

So when I approached my book publisher, they decided to focus on the fact that the 
births were unassisted, and they titled my book Unassisted Childbirth. The initial focus 
of my writing was how to create a non-traumatic birth....I wasn’t even really thinking 
that the focus of the book would be on not having doctors or midwives....Now my 
name is associated with unassisted childbirth, and I don’t have a problem with that. 
But I don’t see unassisted childbirth in and of itself as being the solution.41  

Thanks to Shanley, Patricia Carter’s memory remains alive and well. Shanley has dedicated 

one of her web pages to Carter, including scans of Culbertson’s newspaper articles and 

photos. She also sells reprints of Come Gently, Sweet Lucina. 

 Besides publishing Unassisted Childbirth, Shanley has hosted the Unassisted Childbirth 

(a.k.a. “Bornfree”) website for over a decade; her site offers articles, stories, pictures, books, 

videos, and a forum for UC support and advice.42 She does not actively solicit media 

                     
40 Ibid., Unassisted, 57, xvi.  

41 Ibid., interview with author, May 7, 2007. 

42 Shanley’s Bornfree website located at http://www.unassistedchildbirth.com.  
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interviews, but is happy to participate if requested.43 She is the best-known and most widely 

quoted UC figure today. This can probably be explained by her book’s wider circulation, her 

reputable publisher (most other books about UC were self-published) and her long-standing 

internet presence.  

Home Birth Advocates: UC as a Springboard to Home Birth Midwifery 

With the growth of the natural childbirth movement in the United States, women 

began seeking alternatives to “knock-’em-out, drag-’em-out” obstetrics, to borrow a phrase 

from Dr. Bradley. Some took Lamaze or Bradley classes to prepare for their hospital births. 

Some pursued home births with the emerging class of lay midwives. Others gave birth by 

themselves when they could not find a midwife to attend them, including Marion Sousa, 

Peggy O’Mara, Ina May Gaskin, and David and Lee Stewart. A mother of five children, 

Marion Sousa birthed her last two at home with just her husband present, then later wrote a 

book titled Childbirth At Home in 1977. Unassisted home birth was actually her last choice 

among the alternatives to a typical hospital birth; she chose it only after “exhausting every 

possible avenue of compromise with the medical establishment.” Her book addressed both 

attended and unattended home birth. Although she favored having an attendant at home 

births, she also supported unattended home births in most cases.44  

 Sousa’s primary interest was natural childbirth, rather than home birth in and of 

itself. Her book focused on home birth, however, because she found that natural hospital 

births were very difficult to procure. Birth, in Sousa’s perspective, should be a “warm, 

family-centered event—not an impersonal operation carried out in an assembly-line 

atmosphere.” Her book illustrated the dangers of hospital routines for both mother and 

                     
43 Ibid., interview.  

44 Marion Sousa, Childbirth at Home (Englewood Cliffs, N.J: Prentice-Hall, 1976), 17.  
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baby, then explored alternatives to a typical hospital experience, including doctors who let 

fathers catch the baby, Leboyer deliveries (dim lights, a quiet atmosphere, gentle handling of 

the baby, and a warm bath for the baby soon after the birth),45 birth centers, and home birth. 

Sousa also explained the benefits and drawbacks of home births, emphasized the importance 

of early and consistent prenatal care, gave advice on choosing a birth attendant, and offered 

several chapters of practical “how-to” advice for home childbirth.46  

 Although Sousa preferred attendants at home births, she did not find unattended 

home births overly problematic because, in her mind, fathers were the original birth 

attendants. This idea, of course, contradicts the historical evidence that women have usually 

given birth surrounded by other women, not by their husbands or partners. But Sousa’s 

argument makes sense in the context of her time, when natural childbirth advocates were 

fighting to allow fathers into delivery rooms. It also follows logically from her understanding 

of men’s roles as husbands. She stated that husbands should take a dominant role in 

marriage. During childbirth, they were supposed to “supervise and support” their laboring 

wives. Husbands could also offer physical comfort measures, or “remind her how to 

breathe, should she forget.” This depiction of husband-as-coach draws heavily from Dr. 

Robert A. Bradley’s method of “Husband-Coached Childbirth.” In fact, she invited Dr. 

Bradley to write the foreword to her book. Sousa’s emphasis on the husband’s central, 

leading role at births sharply contrasted with Patricia Carter’s preference for birthing solo. 

Although they differed in that respect, Sousa admired Carter greatly, calling her 

“resourceful” and “practically in a class by herself.” Sousa, like Klassen, noted that Come 

                     
45 This method, especially the “Leboyer bath,” became popular after Frédérick Leboyer published his book 
Birth Without Violence in French in 1974 (Pour Une Naissance Sans Violence) and in English in 1975 (New York : 
Knopf ).  

46 Sousa, 2.  
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Gently, Sweet Lucina was the first American DIY manual on homebirth.47   

 Other home birth advocates followed a similar path during the 1960s and 70s. Ina 

May Gaskin, probably the best-known American midwife, had no midwifery training when 

she and other commune members started having babies on their caravan tour across the 

States and later on their settlement in rural Tennessee. They wanted to do things their way, 

and so they did it themselves, educating themselves as they went along. By so doing, they 

spurred a midwifery renaissance.48 This same situation was true for Peggy O’Mara, editor of 

Mothering magazine. Jennifer Block, author of Pushed, interviewed O’Mara about the origins 

of the home birth movement:  

Unassisted birth isn’t new. In the 1960s and 1970s it was often the only alternative to 
a hospital birth—a strapped down, separated from husband, guaranteed episiotomy 
birth—and the women who did it also gave birth to organized midwifery. “That’s 
what we were doing in the 1970s before there were any midwives,” says Peggy 
O’Mara, editor of Mothering. “It was part of the whole back-to-land movement and 
commune movement.” It was also a natural extension of the early feminist, grab-a-
speculum-and-mirror-and-reclaim-your-body ethos, she said. “And I consider it a 
really legitimate response to certain environments. Where I lived in southern New 
Mexico, for instance, the choices were so poor that we just wanted to figure it out 
ourselves.”. . . For O’Mara, unassisted birth was the best women could do under the 
circumstances; today, midwives outnumber obstetricians in New Mexico and attend 
nearly one-third of all births. “Now, unassisted birth here would seem extreme.”49  

David50 and Lee Stewart also had unattended home births with all five of their children, born 

                     
47 Ibid., 8, 112-113.  

48 Katie Allison Granju, “The Midwife of Modern Midwifery,” Salon.com, June 1, 1999, 
http://www.salon.com/people/bc/1999/06/01/gaskin/ (accessed October 28, 2008). See also Gaskin’s book 
Spiritual Midwifery.  

49 Jennifer Block, Pushed: The Painful Truth About Childbirth and Modern Maternity Care (Cambridge, MA: Da Capo 
Lifelong, 2007), 101-102. 

50 David Stewart earned a PhD in geophysics from the University of Missouri at Rolla. He and his wife trained 
as Bradley childbirth educators. David also pursued a Doctorate in Natural Medicine, founded CARE (Center 
for Aromatheraphy Research and Education) and has been involved in alternative healthcare. From his 
biography on the CARE website: “He has also served on advisory committees to the American Public Health 
Association (APHA) and the American College of Nurse-Midwives (ACNM). He has testified as an expert on 
health matters before state legislative committees, U.S. Congressional committees, medical licensing boards and 
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between 1962 and 1976, because they were unable to find a home birth attendant.51 The 

Stewarts founded the National Association of Parents and Professionals for 

Safe Alternatives in Childbirth (NAPSAC International) and wrote Five Standards For Safe 

Childbearing (1981), which was influential in promoting home birth and midwifery. Their five 

standards included good nutrition, skillful midwifery, natural childbirth, home birth, 

breastfeeding. The Stewart’s first three children were born in Missouri and their last two in 

North Carolina.52 They initially sought a hospital birth with three criteria in mind: no 

separation of mother and baby, natural childbirth, and the father present at the birth. When 

they found that their local hospital’s policies specifically forbade all three of those things, 

they began researching home birth. They read Grantly Dick-Read’s Childbirth Without Fear 

(the only book on natural childbirth in their library) and Williams Obstetrics, one of the most 

widely used obstetrical textbooks. Lee took great confidence from Dick-Read’s book. After 

reading Williams Obstetrics, especially the parts about the dangers of anesthesia to the mother 

and baby, David became convinced that giving birth at home, even without an attendant, 

was safer than in a hospital.53 

 For families unable to find what they considered a safe birth attendant, the Stewarts 

gave this advice:  

you can manage to have a safe birth for yourself even with a birth attendant whose 
usual routines are relatively unsafe—if you are informed, accept the primary 
responsibilities for childbirth yourself, and if you can find a professional who is at 
least humble and respectful. This failing, then you are faced with two choices: (1) 

                                                             
courts of law throughout the U.S. as well as in Canada.” http://www.raindroptraining.com/care/stewart.html 
(accessed February 21, 2008).  

51 Carl Jones, Mind Over Labor (New York: Viking, 1987), 130.  

52 One of their children’s births appears on a Bradley instructional video titled “Children at Birth” by Marjie 
and Jay Hathaway, 1979. Currently available at Cascade HealthCare Products, Inc. (www.1cascade.com).  

53 Stewart, telephone conversation with author, August 28, 2008.  
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Accept what you consider to be unsafe and accept the consequences; or (2) Have an 
unattended home birth (UHB). 

They argued that the safety of UHBs “always depends upon the particular circumstances.” 

They felt strongly that the maternity climate of the 1980s was so interventive that “there is 

no doubt that in many cases a UHB is a safer alternative than a doctor’s care in a hospital.” 

Still, the Stewarts viewed unassisted births as a less-than-ideal choice made in extreme 

circumstances. Although they felt that UC was probably less risky than a hospital birth, they 

did not endorse unattended births in general. A home birth with a skilled midwife and 

physician backup was their gold standard of maternity care.54 

Intimate Birthing 

Some women came to unassisted birth out of a conviction that child-bearing, like 

child-conceiving, was a private sexual act between husband and wife. Marilyn Moran, a 

devout Catholic from Connecticut, was the most vocal advocate of “husband/wife 

birthing,” as she named it. She was drugged for the births of her first seven babies, to the 

point that she “knew nothing, saw nothing, and felt nothing.” She thought this was a great 

way to have a baby until she learned about the dangers of these drugs in 1967, when she was 

pregnant with her eighth child. She took Lamaze classes to prepare for an unmedicated birth. 

While she was in labor, she noticed that she spontaneously kissed her husband’s hand and, 

once separated from him in the delivery room, kept turning to catch a glimpse of him 

through the window. With her ninth baby, her husband was allowed in the delivery room for 

the first time. According to Shelia Stubbs, who corresponded with Moran for a decade, “she 

found herself showering her husband with love talk, telling him how wonderful he was, and 

how happy she was to have him there, even vowing to never raise her voice to him again.” 

                     
54 Ibid., The Five Standards for Safe Childbearing: Good Nutrition, Skillful Midwifery, Natural Childbirth, Home Birth, 
Breastfeeding (Marble Hill, MO: NAPSAC International, 1981), 455-458; telephone conversation.   
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These two births led her to conclude that childbirth was, at heart, a sexual experience. In 

1972, at the age of forty-four, she gave birth to her tenth and last child unassisted. She found 

the experience so transformative that she wrote two books about birth as the final 

consummation of a married sexual relationship: Birth and the Dialogue of Love (1981) and 

Pleasurable Husband/Wife Childbirth: The Real Consummation of Married Love (1997). She also 

edited a collection of unassisted birth stories, Happy Birth Days: Personal Accounts of Birth at 

Home the Intimate, Husband/Wife Way in 1986, many of which are Christian couples’ births.  

 Moran argued that childbirth is an integral part of a married couple’s sexual 

relationship. While Carter focused mainly on the woman’s experience of pregnancy and birth 

and while Sousa approached birth as a family-centered event, Moran’s main argument was 

that childbirth is a sexual event that should only be shared between husband and wife. It 

would be as inappropriate to have observers at a birth as it would be at a conception. She 

argued that birth was also the final and necessary step in a couple’s sexual relationship; 

without husband-wife childbirth, a couple will never have fully consummated their marriage. 

Sexual play during labor—kissing, cuddling, nipple stimulation, and orgasm—not only 

cements marital bonds, but also naturally enhances the birth process, making it safer and 

more efficient. 

Moran understood sex as a reciprocal act, a “dialogue of love.” Sex, in her view, 

encompassed the entire sexual cycle from intercourse to childbirth. During intercourse, the 

husband gives the wife a “genital love gift” of his sperm (reflecting her view of the woman 

as a vessel carrying the man’s child). The woman reciprocates by ejecting her own genital 

love gift—the baby—into his hands nine months later. If the father is denied the 

opportunity to receive back his gift, the couple’s marriage, and ultimately society at large, will 

suffer. Indeed, Moran argued that a married relationship will never be fully complete without 
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this final event, as reflected in the titles of her books.  

In her 1981 book, Moran pointed to a list of ills that would stem from women 

birthing with doctors or midwives, rather than in private with their husbands: married 

women would remain unfulfilled in their roles, and during birth they would “imprint” upon 

their doctors or midwives, rather than upon their husbands. Husbands would suffer too, 

because their “most significant possession” would be given to an outsider at the time of 

birth. Husband and wives would lose self-esteem, become alienated, and be more likely to 

engage in bickering, adultery, and child abuse. Moran saw husband/wife childbirth as a 

potential panacea for many social ills, from alienation and marital discord to corruption and 

war. Moran also proposed a side benefit from conjugal childbirth: natural population 

control. Childbirth will be such a fulfilling experience that couples will not feel the need to 

do it again, since they will have attained a peak experience and thus will no longer feel the 

need to repeat the experience.55 Of course, Moran herself was no poster child for population 

limitation, with her ten children. But she might respond that this was because her first nine 

births occurred in a hospital. After her tenth baby and first unassisted birth, she might argue 

that she had finally attained completion.  

Moran repeated many of these ideas in her 1997 book Pleasurable Husband/Wife 

Childbirth and added a few new points, most significantly women’s failure to reciprocate in 

sexual relationships. Women, she argued, were largely responsible for continuing sexual 

discrimination, because they failed to reciprocate the balance of gift-giving within their 

sexual relationships.  

The seemingly superiority of men over women is the logical outcome of women’s 
failure to balance men’s conjugal gift-giving in coitus by reciprocating with conjugal 
gifts of their own….Both husband and wife must give sexually as well as receive 

                     
55 Moran, Birth, 21, 33, 73, 83-85, 90-95.  
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sexually in order to keep the relationship in a state of equilibrium. 

She pinpointed the origin of misogyny at “the moment of birth when a wife turns 

her back on her husband and goes to some other man [or midwife] for this ultimate conjugal 

act.” Moran also reiterated that husband/wife childbirth would help reduce current high 

rates of divorce and spousal abuse.56 

 Like Moran, Lynn Griesemer of Virginia was a Catholic who had several children 

before investigating UC. Her first four children were born in a hospital with an obstetrician. 

Those births were not terrible experiences, but she wanted something more meaningful for 

her next child. As she began researching alternatives to hospital birth, a homeschool 

acquaintance mentioned the idea of “DIY birth,” which she initially rejected. However, as 

she looked more into homebirth with midwives, she was dissatisfied with that option and 

started considering unassisted birth more seriously. She had UCs with her last two children.  

 When Griesemer was preparing to birth her fifth child, none of the existing UC 

books offered what she was looking for, especially practical information about making this 

choice. At the time, the only books about unassisted birth were Marilyn Moran’s and Laura 

Shanley’s. Both of those took more theoretical approaches to UC. Moran’s was almost 

exclusively dedicated to justifying why no one but the husband should be present during 

childbirth. Shanley’s focus was on how to make birth easier by eliminating fear, shame, and 

guilt, not on the how-to tangibles of preparing for or giving birth. Griesemer told me: 

“That’s why I had to write my book, because when I was going down that path there really 

wasn’t much out there. And what was out there I feel did not really address it in a practical 

way.” Griesemer’s book explained her UC philosophy in depth, offered practical tips for 

couples wanting unassisted births (such as advice about prenatal care, back-up plans, birth 

                     
56 Ibid., Birth, 44, 65, see also chapter 5.  
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supplies, complications, and dealing with the sensations of labor), and included survey 

responses and birth stories from eleven UC families. She self-published her book Unassisted 

Homebirth: An Act of Love in 1998 with a run of 1,500 copies. When I spoke with her in 

March of 2007, she was currently working on several additional chapters for a new edition of 

her book, which she hoped to offer as an electronic book within the next year. She also 

produced a motivational birth CD for a more general audience in 2007 called Your Body, Your 

Birth: Secrets for a Satisfying and Successful Birth.57  

 Griesemer was heavily influenced by Marilyn Moran’s idea of sexual 

“complementarity” (the reciprocity of sexual gift giving) and with her Catholic theological 

interpretations of birth.58 For example, this excerpt from Griesemer’s book shows her close 

alignment with Moran’s ideas:  

A couple who births a child in the same privacy in which they conceived the child 
strengthens their union and is more likely to achieve sexual fulfillment. Making love 
should be a private, personal affair and the ultimate result of that joining together, 
birthing a baby, should be done in a modest setting....Childbirth is and should be 
approached as a sexual experience. Since I would not want a midwife present while 
making love with my husband, I do not want a midwife present while having a baby 
with my husband.  

Like Moran, she also argued that fathers should be more involved with their spouses’ 

pregnancies and births. “Since the man’s involvement as a father begins with the birth 

experience, what better way to cooperate in childrearing than to have an important 

responsibility in the childbearing act?” she asked. In a hospital environment, fathers are 

relegated to the roles of coach and umbilical-cord-cutter. In midwife attended home births, 

birth is often treated as a “woman’s thing,” excluding the father from fully participating. In 

contrast, Griesemer argued, “only unassisted birth enables fathers to fully participate.” Her 

                     
57 Lynn M. Griesemer, interview with author, March 12, 2007.  

58 Ibid., interview.  
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husband, interviewed for a chapter about “Men and Birth,” added: “Guys, if you want to 

gain a whole new appreciation for the miracle of life and for your wife then catch your own 

baby. You’ll also feel more of an attachment to that child too.”59  

 While both she and Moran understood birth as a private, sexual event, Griesemer’s 

ideas differ significantly from Moran’s in several respects. Griesemer wrote about unassisted 

birth with a somewhat wider focus on an “intimate birth.” This might often mean a sexually 

intimate experience between lovers, but it could also entail an “intimate family event...when 

older children witness the birth.” Her central argument was that birth is a profound event in 

a family’s life. It should be approached as an act of joy and love, rather than as a medical 

procedure. In the right setting, birth can be a “deeply enriching experience,” an important 

part of a woman’s and a couple’s psyche and sexual identity. She shared Moran’s optimism 

that birth can be a transformative and healing experience, but with a more modest scope. A 

fulfilling birth experience might not solve political corruption or stave off war, but it could 

lead to an increase in marital closeness, personal confidence, mother and baby bonding, 

satisfaction with the birth experience, and family attachment.60 

 Like many other natural childbirth and home birth advocates, Griesemer viewed 

birth as a natural, intimate, and inherently safe life event. She critiqued the current 

medicalization of childbirth, which limited a woman’s ability to experience birth as ecstatic 

and transformational:  

Birth is personal, sexual, tranquil, often painful, sometimes pleasurable. It is cultural, 
historical, magical, mystical, emotional, powerful and stressful....It is very difficult in 
a hospital setting to fully experience sexual and miraculous elements of birth. The 
woman in labor is more apt to experience the stressful, medical and cultural elements 
of birth. 

                     
59 Ibid., Unassisted Homebirth: An Act of Love (Charleston, SC: Terra Pub., 1998), 260, 148, 152.  

60 Ibid., Unassisted Homebirth, 63.  
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She wrote that women, and their families, who give birth unassisted would often experience 

“self-actualization” from this milestone event. These undisturbed or “raw births,” as she 

calls them, can trigger what psychologists have called peak experiences.61 Griesemer asserted 

that unassisted home birthers were more independent, autonomous, and self-directed than 

people who chose attended birth, especially those who birthed in hospitals.    

Freebirth: Every Mother Her Own Midwife 

Spiritual midwife, yoga instructor, prenatal educator, herbalist, and mother Jeannine 

Parvati Baker came to unassisted birth through her own birth experiences and her work as a 

midwife and healer. Her first baby was born in a hospital in 1970. It was the first time her 

obstetrician had seen a woman give birth squatting. Her next two (twins) were born at home 

with physicians present (reluctantly so, but she adamantly insisted on having the babies at 

home). Her work with childbirth education and prenatal yoga evolved into an interest in 

midwifery. In 1975, she became a “spiritual midwife.”62 Baker described her role as a 

midwife:  

As a spiritual midwife, my primary responsibility is to empower the mother to give 
birth spontaneously. The tendency is to enroll in the cult of experts who say, “I 
know more about your body than you do.” My responsibility as a healer is to return 
any projections of power upon me to the family I am serving. The truth is that I am 
not medically nor surgically skilled—I cannot deliver a mother’s baby for her. Rather, 
I remind the mother that she is the only one able to give birth (her other option is to 
be delivered)—and I support her every way I can. In this way I am able to respond 
to my original calling—to be the guardian at the gate. 

                     
61 Ibid., Unassisted Homebirth, 40. She referred to psychologists Abraham H. Maslow (Toward a Psychology of Being, 
NY: John Wiley & Sons, 1998) and Richard M. Ryckman (Theories of Personality, Belmont, CA: Wadsworth 
Publishing Company, 1999). From Ryckman: “In states of peak experience, we experience phenomena in their 
simplicity, ‘oughtness,’ beauty, goodness, and completeness. There is a lack of strain, an effortlessness, a 
spontaneity about the experience that is almost overwhelming. Typically there is a lack of space and time. 
Intense emotions such as wonder, awe, and reverence are felt. During these intense experiences, individuals 
transcend their own selfishness. Events and objects are perceived as they truly are and not distorted to meet the 
experiencers’ needs or wishes.” (1982 edition, 371). Maslow noted that peak experiences seem effortless, with a 
sense of “calm sureness and rightness.” The person feels creative, responsible, and self-determined (1968 
edition, 106-7). 

62 Jeannine Parvati Baker, Prenatal Yoga & Natural Childbirth (Berkeley: North Atlantic Books, 2001), 62, 85 
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Her last three children were born at home in the 1980s with, in her words, “no paid paranoid 

in attendance.”63  

Baker’s approach to childbirth held a combination of spiritual, religious, and New 

Age beliefs. She drew upon various religious and cultural traditions, including Judaism, 

Mormonism, and Native American beliefs, but rejected any institutionalized religion. While 

living in California during the 1970s, Jeannine Parvati Baker started a midwifery education 

program. This evolved during the early 1980s into Hygieia College in Joseph, Utah, a 

“mystery school of womancraft and lay midwifery.”64 Hygieia College students learned about 

midwifery, herbalism, astrology, dreams, yoga, and natural healing, mostly via 

correspondence. The college was active until Baker’s death in 2005 from Hepatitis C, with an 

average enrollment of about 1,000 students world-wide. Baker wrote and lectured extensively 

about fertility awareness, “conscious conception,” herbalism, prenatal yoga, and natural 

childbirth.65 She was a keynote speaker at many conferences, made TV and radio 

appearances, and wrote articles in both medical and lay publications. 66  

 Baker first heard about unassisted birth through Marilyn Moran’s books. She also 

mentioned Laura Shanley and Lynn Griesemer as influential to her thinking.67 In a tribute to 

Baker after her death, Mothering magazine noted that “after the water births of her last two 

                     
63 Ibid., “Shamanic Midwifery: Hands That Heal Birth,” Freestone Innerprises, 
http://www.freestone.org/articles/ShamanicMidwifery.html (accessed September 7, 2008).  

64 Ibid., “The Herstory of Hygieia College,” Freestone Innerprises, 
http://www.freestone.org/hygieia/herstory.html (accessed September 7, 2008).  

65 Besides Prenatal Yoga, Baker’s books include Hygieia: A Woman’s Herbal (Moab, UT: Freestone, 1979) and 
Conscious Conception: Elemental Journey Through the Labyrinth of Sexuality, coauthored with Tamara Slayton and 
Frederick Baker (Berkeley: North Atlantic Books, 1986).  

66 Ibid., “Hygieia College Apprenticeship Program,” Birth Keeper, 
http://www.birthkeeper.com/Womancraft.html (accessed September 7, 2008).  

67 Ibid., Prenatal Yoga, 98.  
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babies, Jeannine’s work became focused on freebirth.”68 Her concept of freebirth touched 

on several key themes: the primacy of the couple, the importance of taking total 

responsibility for the birth, and the transformative effect of freeing oneself from expert 

control and supervision:  

Freebirth is giving birth in fullest freedom without paying anyone to be paranoid for 
you. There are no costs at any level as what is valued is core responsibility, rather 
than buying someone else to take on this primal opportunity to cultivate 
responsibility. No doctor or midwife fees, no hospital and equipment bills and no 
cost to the psyche in endless cycles of blame for birth disappointments….Freebirth 
is the movement from a smaller space to a larger one—one in which trust, not fear, 
is affirmed by the presence of lovers, rather than doctors/fixes. A couple feels more 
erotically in tune when they claim their privacy and much more likely to discover the 
“hands of God” without the hands of the experts involved.69  

 In the 2001 edition Prenatal Yoga and Natural Childbirth, originally published in 1974, 

Baker described her journey to freebirth as a process of “becoming more conscious and 

more trusting to let be.” She viewed birth as an expression of sexuality and spirituality. Birth 

attendants were not necessarily a beneficial addition to the process. She argued that a baby’s 

own parents were the most qualified to respond to their child’s needs during birth, especially 

if they were free from the “distracting fears and assessments from those who have been 

trained beyond their natural intelligence to just witness the ordinary miracle of birth.”70 

Baker also endorsed a radical, anti-institutional strain of midwifery—true “lay” midwifery, in 

which every woman would become her own midwife. Speaking about her last three 

unassisted births, Baker commented: “All my work is devoted to making every mother a 

midwife—so I practice what I preach.”71  

                     
68 Mothering News Bulletin.  

69 Baker, “The Possible Family: Little House on the Edge of Millennium,” Freestone Innerprises, 1995. Article 
not widely available today; I found the quote in Griesemer’s book on page 56.  

70 Ibid., Prenatal Yoga, 62.  

71 Ibid., “Shamanic Midwifery.”  
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 Like many other UC and home birth supporters, Baker saw birth as a springboard 

for social and spiritual rejuvenation. By having more gentle and satisfying births, she argued, 

women and their famlies can reverse several ills plaguing society. Freebirth can liberate us 

from “believing that we are separate, skin-encapsulated egos, independent beings who can 

control, or MANage our bodies”—and from other “symptomatic addictions” such as abuse, 

drug addiction, consumerism, and dependence on the “cult of experts.” Freebirth also can 

open the door to full “peace and authentic self-sufficiency,” as mothers and fathers achieve a 

level of trust that enables them to parent confidently.72  

Failings of Midwifery 

In 1995, Laurie Annis Morgan of Michigan gave birth to her first child in a 

freestanding birth center, attended by direct-entry midwives. She had prepared extensively 

for the birth. She read many books and selected midwives who espoused a holistic approach 

to birth. At first, she was pleased with the birth. But after she became pregnant again, she 

began to process what had happened and became increasingly dissatisfied with how she had 

been treated. She began to feel that her midwives had abused her and violated her trust. 

When she watched a video of her birth a year later, she realized that her birth had been an 

“assault” and an “extreme violation.” She sought midwifery care for her next birth—a 

planned homebirth—but fired her midwife a week before her due date when she began 

seeing red flags in the midwife’s attitude. She had an empowering, mostly pain-free 

unassisted birth of a daughter, Angelica, with just her family and a close friend present. After 

the unassisted births of another daughter Cierra in 1998 and a son John in 2001, she wrote 

                     
72 Ibid., “Shamanic Midwifery” and “Freebirth, Every Mother a Midwife,” Freestone Innerprises, 
http://www.freestone.org/articles/Freebirth-EveryMother.html (accessed September 7, 2008), originally 
appeared in the Journal of Family Life 4, no.1, issue 13.  
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The Power of Pleasurable Childbirth in 2002.73  

 Laurie Morgan’s book repeated what many of the earlier UC books had argued: that 

birth was a natural, physiological, inherently safe event that worked best in a private setting; 

that intervention in and management of birth were usually harmful and unnecessary; that 

birth could be a pleasurable, rewarding, and transformative experience; that birth had a 

lasting impact on a woman and her family; and that parents should take responsibility for 

their births, rather than abdicating it to professionals. What set her book apart was her focus 

on the limitations and flaws of midwifery. Advertising their holistic, woman-centered, non-

interventive approach to birth, midwives often portray themselves as the solution to 

medicalized childbirth. However, Morgan argued that midwives were often part of the 

problem, not the solution: “even the holistic, loving tradition of midwifery (not “med” 

wifery) is interventive to its very core,” she wrote. She argued that most midwives still 

intervene in birth even though they feel they are providing hands-off, holistic care. Part of 

the problem ciomes from inviting any kind of outside attendant to a birth, which Morgan 

understood as an inherently sexual event. The very presence of an outsider could diminish 

the safety and ease of the birth process. In addition, she felt that midwives subtly 

undermined women’s faith in their abilities to give birth, in order to justify their professional 

existence. She stated: “midwifery cannot simultaneously provide women with true faith in 

birth and continue to be necessary. . . In my experience this usually occurs as a (usually very 

subtle) lack of faith in one’s clients.” Morgan argued that midwives’ training in how to 

handle complications would inevitably instill fear in the birth process. Morgan stated that 

most births can and should unfold smoothly without professional assistance. Midwives, 

doctors, and medical technology would be appropriate for the small percentage of births that 

                     
73 Laurie Annis Morgan, The Power of Pleasurable Childbirth (Michigan, 2002), 17-18.  
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require help, but not for the majority of normal, healthy pregnancies.74  

Other Authors 

A few other authors are worth mentioning for their discussions of unassisted birth: 

Hygeia Halfmoon, Zuki Abbott, and Sheila Stubbs.75 Although their primary focus was not 

unassisted birth specifically, they dedicated sections of their books to it. Halfmoon, author 

of the 1998 book Primal Mothering in a Modern World, advocated “primal mothering,” a 

constellation of values that included unassisted childbirth, baby wearing, bed sharing, 

breastfeeding, cloth diapering, elimination communication, fruitarian and raw nutrition, and 

homeschooling. She had three children: her first by an unnecessary cesarean that she 

described as a “medical rape,” her second technically unassisted (but quite disturbed by the 

fears of her friends), and her last fully unassisted and undisturbed. Halfmoon argued that 

women need to break away from their dependence on “experts” for pregnancy, birthing, and 

mothering. Living a more autonomous, intuitive life will bring a woman great power and 

confidence: “nothing can stop the woman who has glimpsed her power as a primal mother,” 

she wrote. She asserted that women are “hormonally and psychically equipped” for their 

                     
74 Ibid., 30, 51-54.  

75 I also wish to add a note about Carol Balizet, author of Born In Zion (Euless, TX: ChristCenter Publications 
International, 1992, 2nd ed). Although Balizet’s ideas have been mentioned in some discussions about 
unassisted birth, I chose not to focus on her as a key figure in unassisted birth thought for a few reasons. First, 
the book is extremely difficult to obtain. It wasn’t available in my local university’s ILL system, nor on any 
online used booksellers. I did finally see one (very expensive) copy become available in August 2008, when I 
was in the final stages of revisions. I finally obtained a copy from the Library of Congress two months before 
submitting the final manuscript. Second, her writing and ideas are almost universally absent among the 
unassisted birth community (except for a brief citation in Griesemer’s book). Unlike the cross-referencing of 
the other authors I discussed, Balizet remains almost completely isolated in her ideas. Third, and most 
significantly, her book is really not about unassisted birth. She advocated a total withdrawal from medicine in 
childbearing, no matter the circumstances, and attributed any outcomes as being God’s will. She argued that the 
only proper way to give birth, according to the Bible, is at home. She started a “baby ministry” and would 
attend births as a midwife, except her role as such was quite different than most midwives. Her role was to 
pray, read the Bible, and perform minor household tasks. If there were any major complications, it was the 
husband’s duty to pray and to command God to make them go away. She often invited a large group of the 
congregation to births to witness God’s miracles in action, so there might be twenty or more people in the 
house while the woman was in labor. Because there is a difference between selective and absolute rejection of 
medical assistance, I chose not to include her ideas as part of the UC movement. 
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journey to motherhood. Women need only listen to their intuition and reject the “male-

dominated mentality with all its medical gadgetry” to tap into this source of knowledge. Like 

Laura Shanley, whose book heavily influenced her, Halfmoon believed that women’s birth 

experiences arose from their beliefs, desires, and preparations. Halfmoon also assigned the 

primary responsibility for a good birth experience to the birthing mother, not to her husband 

or lover. Indeed, like Shanley, her own ideal birth was a solo “vision quest.”76  

Zuki Abbott, a home birth midwife from southern Colorado, wrote a pregnancy and 

birth advice book in 2007 called This Sacred Life. She strongly supports unassisted childbirth 

and devoted some space in her book to the practice. She counseled that “parent assisted 

birth,” her preferred term, “may be the most fulfilling experience of any of your birthing 

choices.” She listed the benefits of an unassisted birth: “From those I have supported to do 

their own births, I have seen great strength gained, inner wisdom and self-esteem, which all 

are invaluable to becoming positive role models for our children.”77 I discuss her views 

about UC in more depth in chapter six.   

 In 2005, Sheila Stubbs wrote a book about how to have easier, less painful, and more 

enjoyable births, called Birthing the Easy Way. This book grew out of a ten-year 

correspondence with Marilyn Moran. Moran originally contacted Stubbs after reading 

something she’d written for The Compleat Mother, an alternative birthing and parenting 

magazine. Stubbs wrote to me: “She wondered if I’d be interested in learning about 

unassisted birth. I guess this was her way of advertising her book, and it was effective. I’d 

never considered unassisted birth until we started corresponding.” Moran loved Stubbs’s 

                     
76 Hygeia Halfmoon, Primal Mothering in a Modern World 2nd ed. (San Diego, CA: Maul Brothers Publishing, 
1998). See p. 16 and chapters 2 and 3 (pp. 19-64).  

77 Abbott, This Sacred Life, 61.  
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sense of humor in her letters and constantly nagged her to write a book, insisting that it 

would be “hilarious.” In Birthing the Easy Way, Stubbs shared the secrets she learned by 

“giving birth the hard way” first. She had a primary cesarean for what she called “physician 

distress,” then a hospital VBAC followed by a two attended home births. Her fifth birth was 

an accidental unassisted birth and by far the easiest and most enjoyable. After her sixth birth, 

a physician-attended home birth, she realized the stark difference that having no attendants 

present made. Her doctor insisted on a vaginal exam to be sure she was dilated completely, 

requested that she lie on her back, cut the cord immediately, and annoyed her during labor 

by making small-talk about sports with her husband. She wrote that that if she ever had 

more children, “we will guard our privacy with a vengeance....The beauty [in birth #5] was in 

the absence of all these distractions. We’d had the freedom to enjoy the awesome power of 

giving birth uninhibited as both an emotional and spiritual climax in all its fullness.”78 

Among her many suggestions to parents, she outlined the benefits of unassisted birth. Even 

if women did choose an attendant, she urged them to learn from the lessons of UC: give 

birth in a private, safe environment; embrace your sexuality during labor and birth; and invite 

your husband or partner to be a part of the labor. 

Organizing, Advocating, and Educating 

From Patricia Carter’s correspondence over a half-century ago to today’s internet 

forums, unassisted birth advocates have always been actively involved in organizing, 

advocating, and educating. I will describe some of these efforts chronologically and, in the 

process, trace a complex genealogy of snail mail rings, newsletters, grassroots support 

groups, and finally, the proliferation of these three types of communication on the internet.  

 In March 1960, Carter founded the League of Liberated Women, a group that 

                     
78 Sheila Stubbs, Birthing the Easy Way: By Someone Who Learned the Hard Way (Springford, ON, 2005).  
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advocated birthing without medical assistance. “Liberated,” in this context, meant liberated 

from medical thinking, not necessarily feminist or political liberation, although Carter was 

also politically active. A year before her death in 1984, for example, she traveled to 

Washington, D.C. to march for the Equal Rights Amendment.79 She and four other women 

signed the League’s “Statement of Aims and Purposes.” This league aimed 

to share among ourselves, and with any others who may be interested, whatever we 
have learned from actual experience in the past, or may learn in the future, the 
knowledge of which could, or might, in our opinion, help women who are free of 
disease or deformity, whose offspring are normal, and where no malpresentation or 
abnormal size is present, to give birth with the least possible, or no, physical pain or 
injury to themselves and their little ones, and with the greatest possible emotional 
peace and satisfaction for themselves, their newborn, and other members of their 
families. 

The League was active during the 1960s. 80 Carter also published an unassisted birth 

newsletter, The Wellborn Wag.  

Carter’s influence extended into the next generation: her daughter Mary Winn 

Anderson birthed two children unassisted in the 1960s. Mary commented: “I consider it 

probably the most outstanding thing I did in my life.” She added that her husband did not 

agree with her birth plans: “To this day, he believes I endangered lives. . . .Although he loved 

[Patricia], he offered to buy her a ticket on a slow boat to China.”81  

 Marilyn Moran was the beneficiary of another woman’s information and advocacy 

outreach. Martha Pugacz, a mother of seven children in Fairview Park, OH, had her first UC 

in 1958. She was instrumental in promoting unassisted birth to expectant couples. She 

collected birth stories and provided them to anyone interested in learning about out-of-

                     
79 Cummings. 

80 In her book, Morgan noted that the other founding Leauge members were Katherine J. Mathesius, Mrs. 
Lester Black, Virginia S. Smith, and Caroline R. Colt (p. 108).  

81 Shanley, “Unassisted Childbirth in the 1960’s,” Bornfree, 
http://unassistedchildbirth.com/media/sixties.html (accessed August 2, 2008).  
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hospital birth options. Marilyn Moran recalled: 

Numerous couples took to heart what they learned from the Pugacz’ and did it, too, 
many of them more than once….I, in Stamford, Conn., was a grateful recipient of 
one of their three-ring binders bursting with personal accounts of private, 
husband/wife births which Martha had collected….I owe my success in giving birth 
at home easily and joyously in March, 1972, in large measure to the information and 
support which Martha provided.82 

The Pugacz’s daughter Margaret (a UC baby herself) also gave birth to her children 

unassisted.83  

 Inspired by Martha Pugacz’s efforts, Moran began publishing a quarterly unassisted 

childbirth newsletter called The New Nativity in 1977. The title, with its reference to the 

nativity of Christ, reflects the original Christian orientation of her strain of UC. The 

newsletter contained birth stories, newspaper clippings about home births, and letters from 

people seeking information or expressing thanks. Patricia Carter remarked in a 1977 issue of 

The New Nativity:  

What a great age you young women of today are living in!…We are thrilled that 
young women are standing up and being counted in ever increasing numbers for 
their sacred right of having some say as to how they, their husbands and their 
newborn shall be treated. BRAVO!84  

Moran published a total of 244 birth stories in the newsletter, many of which also appeared 

in Happy Birth Days. Moran produced the newsletter through the end of 1990. Kathy and 

Steve Lanzalotta of Harborside, Maine then took over the newsletter, running it for three 

years under the name Two Attune. Valarie Nordstrom of Brooklyn Center, Minnesota, then 

reestablished the New Nativity in 1995 with Moran’s help, renaming it The New Nativity II. It 

                     
82 Morgan, 121.  

83 Program Excerpt from the 1st National Husband/Wife Homebirth Conference, April 25, 1998, 
http://www.unassistedhomebirth.com/confspeakers.html (accessed September 20, 2007). Pugacz was one of 
the speakers. Griesemer, email message to author, March 5, 2007.  

84 Morgan, 122.  
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continued until 2008 with an average circulation of about one hundred. She finally stopped 

publishing the newsletter because, as she told me, the internet is now a more effective way to 

share unassisted birth stories.85 Shanley and Halfmoon also published a UC newsletter from 

1995-98, called “Letters From Home.” Many of the stories and articles on Shanley’s website 

were orginially published in that newsletter.86 

 Laurie Morgan also put significant effort into community building and informational 

support. She formed the Joyous Birth League International (JBLI, nicknamed “Jubilee” by 

its members) in 1998. It was patterned after La Leche League as a grassroots, parent-to-

parent source of information and support. Her vision was an “organization of regular, 

everyday parents, helping other parents...to have joyous, unhindered births.” The league’s 

four core principles reflected Morgan’s belief in the naturalness and simplicity of childbirth:  

1. Safety in childbearing isn’t more important than satisfaction, the two are 
inseparable. 
2. Birth is an important but natural bodily function that proceeds best without 
outside interference, and for which women have all the necessary tools within 
themselves. 
3. Birth is not an illness, and complications arise from treating it as such. 
4. Making childbirth decisions for themselves is the prerogative of every family, and 
can become like second nature to those that are given free access to relevant 
information.87 

The JBLI published newsletters, members’ contact information, and educational materials; 

circulated books and magazines; facilitated events and local meetings; and created an 

informational website. It was primarily internet-based, with the goal of serving as a “portal 

linking information seekers to rare and difficult to find resources.” By 2001, it had 230 

                     
85 Ibid., 123; Nordstrom, interview with author, March 12, 2007.  

86 Shanley, email to author, December 28, 2008.  

87 Morgan., “JBLI Frequently Asked Questions,” JBLI, 
http://web.archive.org/web/20031213204839/jbli.virtualave.net/jblifaq.html (accessed September 1, 2008); 
The Power, 63-64.  
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members from sixteen countries and over forty-three states. The JBLI was active through 

2004.88 I have found little information about why the organization folded, although I do 

know that Morgan put her birth advocacy aside after some (undisclosed) personal 

problems.89 Today, websites, message boards, and discussion forums have taken the place of 

postal rings, local organizations, and newsletters. As I discuss in the next chapter, the 

majority of women today come to unassisted birth via the internet.  

Is UC a Movement?  

I conducted a Lexis-Nexis search of English-language media using the keywords 

“freebirth” and “unassisted birth”90 (See Table 3.) Media reports about planned UCs— 

besides those about Patricia Carter, which do not register on Lexis-Nexis—began emerging 

in the late 1990s and early 2000s. Then in 2007 there was an explosion of media interest in 

unassisted birth; the practice of UC entered the medical, as well as cultural, radar for the first 

time in North America and the British Commonwealth. Obstetrical, medical, public health, 

and midwifery organizations in the U.S., Canada, the U.K., Australia and New Zealand. 91 

                     
88 The website, www.jbli.org, is no longer running but most of the site, along with many of Laurie’s articles, is 
available at http://web.archive.org/web/20020223013843/members.home.net/lmommy/index.html (accessed 
September 1, 2008). Going by when its website shut down some time between December 2004 and February 
2005.  

89 She deleted the original cbirth discussion group on Yahoo with no explanation. An alternate group (c-birth) 
restarted soon after. Some information about Morgan’s actions is in the early messages of the new c-birth.   

90 I searched for “unassisted” and “birth” within 50 words of each other. There were many more articles about 
teenagers giving birth unassisted and then hiding the child, or of other suspicious circumstances. I only 
included articles examining UC as a conscious parenting choice. Some of the media reports did not show up on 
Lexis-Nexis, but I found them through web searches or became aware of them during the years of my 
dissertation research.   

91 An unnamed spokesman for ACOG was quoted in Maher’s Westword article; SOGC, “The Dangers of 
Unassisted Childbirth;” RCOG, “Royal College Of Obstetricians And Gynaecologists’ Statement;” 
RANZCOG President Christine Tippett commented on freebirth in Tait (also available online at 
http://au.blogs.yahoo.com/marie-claire/2379/i-gave-birth-completely-alone); The Australian Medical 
Association and Australian College of Midwives commented on the practice in Switzer.  
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Table 3: 
English Language Media Reports About Planned Unassisted Birth 

 

Date Source Author & Title 

5.3.1997 Hobart Mercury (Australia) Suzy King, “Home Made.”  

2.23.2000 Moscow News Sergei Didkovsky, “Deadly Craze,” Society 7.   

1.22.2000 Herald Sun (Melbourne) Tanya Taylor, “Changing Birth Fads,” Weekend 
Focus 21.  

9.27.2001 Sacramento News & Review Deanna Broxton, “She Did It Her Way.” 

9.29.2001 Fort Wayne Journal Gazette Lisa Marshall, “More Parents Choosing 
Unassisted Births at Home,” 1D.  

2.17.2002 Richmond Times-Dispatch Tammie Smith, “Birth by Design,” City C-1. 

4.23.2002 Canberra Times (Australia) Emma MacDonald, “No Room at Summit Table 
for Midwifery Crisis,” A4. 

5.7.2002 The New York Times Randi Hutter Epstein, “When Giving Birth, 
Opting to Go It Alone,” F5.  

6.2.2002 Canberra Times (Australia) Danielle Cronin, “Unaided Home Births Likely, 
Says Coalition,” A6. 

9.22.2002 Sunday Mail (South 
Australia) 

Brad Crouch, “New Fear For Home Births: 
Mothers Who Go It Alone,” Features 46. 

2.10.2003 CBC Radio Anne Lagacé Dowson, host, “Home Delivery, 
Part II.” 

5.31.2003 Sydney Morning Herald Natasha Wallace, “Mothers at Risk: Crisis 
Warning on Homebirths,” News and Features 7. 

10.14.2004 Sydney Morning Herald Julie Robotham, “Hard Labour: A Family’s 
Search for Maternity Care,” News and Features 3.  

11.2.2004 The Washington Post Tom Graham, “Home Delivery,” Health F2.   

5.23.2005 Daily Breeze (Los 
Angeles) 

“Torrance Woman Decides Having Twins at 
Home (Without a Doctor) Natural Way to Go.” 

6.12.2005 Sun Herald (Sydney) Danielle Teutsch, “Warning for Women Who 
Home-Birth Alone,” News 19.  

1.11.2006 Daily Post (Liverpool)  Laura Davis, “Home Versus Hospital: How Safe 
is Home Birth?” News 10.  

1.22.2006 Sun Herald (Sydney) Amy Lawson, “Lack of Funds Limits Help for 
Home Births,” News 50.  

6.9.2006 Lincoln Journal Star Nancy Hicks, “No Midwives Allowed.” 

10.31.2006 The Boston Globe Karen Campbell, “‘Birth’ Delivers the Goods on 
Hard Labor,” Livingarts E4.  

1.6.2007 New Scientist Anna Gosline, “Extreme Childbirth,” 40-43. 

3.6.2007 The Express (UK) Tina Cassidy, “Giving Birth at Home,” Features 
31.  
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4.5.2007 The Guardian (London) Catherine Bennett, “While Women in the 
Developing World Are Dying in Childbirth, Why 
Are We Fetishising Doing It at Home?” Features 
9.  

5.9.2007 The Guardian Viv Groskop, “Going It Alone.” 

5.10.2007 Westword (Denver 
weekly) 

Jared Jacang Maher, ”Baby’s Day Out.” 

5.10.2007 Marie Claire (UK) “The Women Having ‘Extreme Births.’” 

5.15.2007 Globe and Mail (Canada) Adriana Barton, “DIY Delivery.”  

5.15.2007 KTUU News (Alaska) Angela Unruh, “Great Expectations, Part 5.” 

5.16.2007 Salon Lynn Harris, “Extreme Childbirth.” 

5.22.2007 Reuters “Freebirthers Dismiss Fear and Bring Babies 
Home.” Also under title “‘Freebirth’ Movement 
Growing.”  

5.27.2007 Sunday Territorian 
(Australia)  

“Natural the Only Way for ‘Freebirth’ Mothers”  

5.27.2007 The Age (Victoria, AU) Renee Switzer, “No Doctor, No Midwife—
Women Go It Alone.”  

5.27.2007 The Age Renee Switzer, “A ‘Relaxed, Beautiful’ Entry For 
Carter” 

6.3.2007 The Courier-Mail 
(Brisbane) 

Hannah Davies, “DIY Birthing.” 

6.10.2007 Sunday Age (Melbourne) Michael Coulter, “Postscript,” Opinion 14.  

6.18.2007 Grazia  Miranda Levy and Rixa Freeze, “I Gave Birth 
Alone—On Purpose!” Issue 120, June 18, 2007, 
46-48. 

6.18.2007 SOGC Media Advisory “Over 1000 Women’s Health Experts Meet in 
Ottawa, June 21-26”  

6.21.2007 GMTV’s LK Today Show 6-minute segment on Freebirthing 

6.21.2007 SOGC Media Advisory SOGC, “The Dangers of Unassisted Birth.”  

6.21.2007 CTV “Canadian Doctors Warn Against ‘Freebirthing.’” 

6.21.2007 Globe & Mail David Andreatta, “Doctors Blast DIY 
Deliveries.” 

6.22.2007 CanWest News Service Joanne Laucius, “Obstetricians Alarmed Over 
‘Freebirthing.’” 

6.22.2007 National Post (Canada) CanWest News Service, “Incoming Obstetrician 
Society President Sounds Alarm on 
‘Freebirthing’” Canada A7.  

6.28.2007 Medical News Today RCOG, “Royal College Of Obstetricians And 
Gynaecologists’ Statement On Unassisted 
Childbirth Or ‘freebirth’” 

6.30.2007 The Ottawa Citizen Leonard Stern, “Selfish Parents.” 
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7.31.2007 The Washington Post Sandra G. Boodman, “Do-It-Yourself 
Delivery,” Health 1 and “A Community Born 
Online,” Health 5; “Freebirth Movement” 
(discussion with Laura Shanley and CNM Mairi 
Breen-Rothman).  

8.2007 Eve (UK) Sharon Wright, “Freebirthing,” 128-130. 

8.1.2007 The Huffington Post (blog)  Louise Marie Roth, “Homebirth is Safe, But 
Should be Assisted.” 

8.7.2007 Daily Mail (London) Lucy Bulmer, “Is It Folly for Women to Give 
Birth Alone,” 1st 42.  

8.10.2007 Women’s Feature 
Service (WFS) News 

Naunidhi Kaur, “Unassisted Into the World” 

8.16.2007 BBC Radio Julia Wilson, host, “Women Who Give Birth 
Without Medical Assistance.” 

8.16.2007 KBOO FM radio Julie Sabatier, host, “DIY Portland: Home Birth.” 

8.18.2007 The Ottawa Citizen Elizabeth Payne, “The New Normal.” 

9.5.2007 Marie Claire (Australia) Allison Tait, “I Gave Girth Completely Alone.” 

9.16.2007 New Britain Herald Jessica Avery, “Rocky Hill Native Touts Natural, 
Unaided Birth.” 

10.7.2007 Sunday Express Michelle Stanistreet, “The Women Who Want to 
Give Birth on Their Own,” 

10.21.2007 New York Posts’s Page 
Six Magazine  

Annemarie Conte, “No Doctor, No Midwife: I’ll 
Give Birth At Home Alone.” 

10.24.2007 PBS’ “To The Contrary” Bonnie Erbe, host, “The Freebirth Movement” 

11.2007 Orange County Parenting Mary Beth Koontz, “Do-It-Yourself Childbirth.” 

11.7.2007 Pine and Lakes.com “Local Women Share Home-Birth Experiences.” 

11.14.2007 Adelaide Now Tory Shepherd, “Women Forced Into Home 
Births.” 

12.2007 Today’s Parent John Hoffman, “Birth Rights: It’s Time For 
Another Childbirth Revolution.” 

1.7.2008 ABC News “DIY Deliveries: More Women Go It Alone.” 

1.8.2008 Good Morning America “Do-It-Yourself Deliveries” 

2.29.2008 Chicago Sun-Times “Families Take Parenting Out Of the Hospital” 

3.7.2008 Blog Talk Radio Lynn Griesemer interview with host Lesly 
Federici. 1-hour program.  

3.27.2008 The Times (London) Catherine Bruton, “Time to Stop Labouring Over 
‘Natural’ Birth?” Features 8.  

5.8.2008 The Times (London) Emma Mahony, “Save the Independent 
Midwife,” Features 8.   

5.11.2008 South China Morning Post Lau Kit-wai, “Miracle of Motherhood,” 
Youngpost 12.  

5.25.2008 The Sunday Telegraph 
(London) 

Julia Llewellyn Smith, “Birth Day Blues: Whose 
Birth Plan Is It Anyway?” Sunday Magazine 36.  

6.16.2008 KABC News Los “Delivering Babies In Bed, At Home.” Website 
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Angeles  has additional commentary and information. 

Table 3 Continued 
 

6.17.2008 Ivanhoe Broadcast News 
Service 

Rebroadcast of “Delivering Babies in Bed, At 
Home”  

6.26.2008 Baltimore City Paper Michelle Gienow, “Home Made: Inside 
Baltimore’s Home-Birth Underground” 

6.29.2008 Chicago Tribune Danielle Braff, “Docs Vs. Documentary In 
Home Birth Debate” 

7.5.2008 The Western Mail Emily Lambert, “Extraordinary People: Outlaw 
Births,” Features 27.  

7.8.2008 The Independent (UK) Claire Henry, “Rise Of the ‘Freebirthers’: The 
Mothers Defying Their Doctors”  

7.9.2008 The Northern Echo Steve Pratt, “Tonight’s TV—DIY Babies,” 29. 

7.10.2008 The Guardian (London) Anna Pickard, “The women in Outlaw Births 
Weren’t Criminals. They Just Delivered Their 
Babies Their Own Way,” Features 31.  

7.11.2008 Star News Online (NC) “Homebirth Midwives Push For State Licensing”  

7.29.2008 Daily Mail (London) Natasha Courtenay Smith, “Madness Or the Ideal 
Way To Give Birth?” 38.  

7.31.2008 BBC Radio Kent John Warnett Breakfast Show, Segment on 
Unassisted Birth.  

8.2008 ITV Wales Interview with Clio Howie. 

8.4.2008 Radio Mom Show  “Unassisted Childbirth: DIY Delivery?” 
Interview with Christy Callahan-Shearer.  

8.10.2008 Wales On Sunday (Wales 
Online) 

Andrew Dagnell, “I Chose To Give Birth On My 
Own.”  

8.10.2008 Wales On Sunday Andrew Dagnell, “Midwives Urge Caution.”  

9.10.2008 The Telegraph Kate Devlin, “Pregnant Women Are Opting for 
Risky ‘Freebirths’, Experts Warn.”  

9.11.2008 Daily Mail Jenny Hope, “Midwife Shortage is ‘Forcing 
Women to Risk Their Lives in Dangerous DIY 
Home Births.’” 

9.12.2008 The Telegraph Lesley Thomas, “Fashionable ‘Freebirths’? Birth 
Is About Baby’s Survival, Not Being Trendy.”  

9.14.2008 Syndey Morning Herald Eamonn Duff and Louise Hall, “Home-Birth 
Baby Dies.”  

9.16.2008 The Scotsman Gillian Smith, “Choosing Freebirth Puts Mother 
and Baby at Risk.” 

9.23.2008 Mirror (UK) “Could You Cope With a DIY Delivery?” 

 
 
 

all commented on unassisted birth for first the first time in 2007. The only exception to that 

date was an interview that Randi Hutter Epstein conducted with the president of the 
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American College of Obstetricians and Gynecologists (ACOG) for her 2002 article in The 

New York Times. Not surprisingly, most of these organizations disapproved of unassisted 

birth. However, I have observed some significant differences between medical/obstetrical 

and midwifery commentary about unassisted birth. Obstetricians routinely denounced the 

practice, while midwives held a more balanced and sometimes sympathetic perspective on 

why women choose unassisted birth. For example, a Boulder obstetrician stated: “Any home 

delivery is Russian roulette. I can’t imagine that [unassisted birth] doesn’t add another layer 

of risk.”92 And from ACOG president Thomas Purdon:  

We know 20 percent of all previously normal pregnancies turn into complications 
and high-risk situations during the course of labor that could result in serious adverse 
outcome to mother and baby, including death. I cannot imagine a woman in the 
United States wanting to take that chance.’93  

Midwives interviewed in these media reports generally sympathized with women who chose 

unassisted birth, even though they usually did not feel that UC was a safe choice. In addition, 

midwives often commented on the loneliness of birthing without midwives, because 

“women need other women.”94 Deanne Williams, executive director of the American College 

of Nurse-Midwives (ACNM), stated that unassisted birth was a reaction to overly 

medicalized births. She also expressed some reservations about the practice: “These women 

feel empowered to make a statement, but it is a sad statement. The majority of births are 

normal and healthy. So it’s hard to appreciate that things can go wrong.’’95 CNM Lisa 

Summers sympathized with UCers’ motivations and found similarities with women who 

hired midwives: “Many families want to maintain a degree of control over their birth 

                     
92 John Imig, quoted in Marshall.  

93 Epstein. 

94 Marshall.  

95 Epstein. 
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experience. They want to feel like there’s no unnecessary intervention. And they want to feel 

empowered in the experience.”96  

 Whether or not unassisted childbirth qualifies as a movement is up for debate. After 

all, UC is a private, family event that does not require governmental licensing or health care 

providers. UCers have no political or legislative agenda, since unassisted birth is not 

currently illegal in North America. There are no governing organizations for unassisted birth 

that make official statements or decisions. So if we look at organizational structure or 

political influence, unassisted birth might not qualify as a movement in the way that, for 

example, civil rights or abortion activism did. However, there is a marked perception that 

unassisted birth is a growing movement, both among the unassisted birth community and, 

even more significantly, in the mainstream media and among health care professionals.  

 The majority (51 of 91) of media reports about unassisted birth asserted that it was 

on the rise and/or characterized it as a “movement.” Here are some examples of the 

wording they used: 

A very small but growing movement 
a growing group of women 
more mothers-to-be are taking ‘natural’ to a whole new max 
its popularity is growing 
a growing interest in unassisted childbirth 
a fledgling movement 
Many expectant mothers in North America are now opting for unassisted childbirth 
of late, it has gained in popularity 
the growing unassisted birth movement 
An increasing number of expectant mothers are...choosing to do it by themselves 
more women are opting for unassisted births. 
experts believe unassisted births are on the rise 

Several other articles characterized unassisted birth as a trend—it was the “latest trend in 

childbirth,” a “growing trend,” a “radical new trend,” “the latest trend in birthing,” or a 

                     
96 Jennifer C. Yates, “Charged Midwife’s Clients Making Other Plans for Home Births,” Associated Press, 
September 2, 2004. 
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“once-obscure trend...getting mainstream attention.” This language sounds like what might 

be used to describe, say, the newest Botox technique or the hottest Hollywood diet. For 

example, on the page facing the Grazia article, which claimed that freebirth was “the latest 

trend to hit the US,” Paris Hilton and Victoria Beckham cavorted and gossiped before Paris 

left to serve her infamous jail sentence.97 Of course, part of this approach can be explained 

as a strategy to make stories seem new and exciting. 

Only seven of the articles or news reports questioned whether unassisted birth was a 

movement or whether its numbers were, in fact, significant in any way. Epstein wrote: “The 

movement for unassisted birth is small. It hardly rates being described as a movement.” 

Other articles asserted that UC is a “small group,” a “small but troubling faction,”98 or a 

“minority interest”99; that “a few women” will “continue to make extreme birth choices,”100; 

or that UC remains a “very small percentage of overall births in the United States.”101 One 

article quoted a CPM who said: “I’m sure the numbers are very, very small. There are very 

few women who are looking for that kind of an experience….I rarely get consulted on the 

subject.”102  

Several of the articles briefly discussed unassisted birth in relation to various 

midwifery crises: battles over legalization of home birth midwifery, inability to procure 

malpractice insurance, or demand outstripping supply. Many of these mentioned women 

                     
97 Levy and Freeze. 

98 Laucius; SOGC, “The Dangers of Unassisted Childbirth.”  

99 Bennett. 

100 Hoffman.  

101 “Families Take Parenting”; RCOG, “Royal College of Obstetricians and Gynaecologists’ Statement.”  

102 Sabatier.  



 

 

81 

resorting to unassisted birth if home birth midwives were not available.103  

 If unassisted birth is a movement, then that movement needs leaders. Laura Shanley 

was the most commonly mentioned figurehead. Sometimes she was cited as being “part of a 

movement.”104 But more often, she was the “movement’s unofficial leading light,” “the 

foremost authority,” the “grande dame of the movement,” “the unofficial guru of the 

Unassisted Childbirth trend,” or the “godmother of the U.C. movement.”105 Jeannine Parvati 

Baker was mentioned in two articles as a freebirth leader, educator, and advocate.106 Dr. 

Sarah J. Buckley (whom I discuss more in chapter five) was called a “pioneer of the freebirth 

movement.”107 Lynn Griesemer received brief notice as “one of the leaders of a fledgling 

movement.”108 I found no mention of any of the other unassisted birth advocates I discussed 

earlier. This is not too surprising. The home birth advocates have since focused their energy 

on midwifery. Carter, Moran, and Parvati are dead. Halfmoon has done little with UC since 

the publication of her book. And Morgan abandoned her birth work in 2002. So in many of 

the media reports about unassisted birth, the people perceived to be the leaders or 

authorities were generally the available and most visible ones.  

 Many of the media reports about unassisted birth adhered to a fairly similar formula: 

they interview unassisted birthers about why they made this choice, mention the problems 

with the medicalization of childbirth, include comments from doctors or midwives about the 

                     
103 For example, see articles by Braff; Cronin; Crouch; Dagnell; Devlin; Duff and Hall; Eckenrode; Hope; 
Lawson; Mahony; Robotham; Shepherd; Tammie Smith; Thomas; and Wallace. 

104 Gosline.  

105 Groskop; Maher; Harris; Roth; Stanistreet. 

106 King; Maher.  

107 Groskop. 

108 Maher; Boodman; Groskop.  
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dangers of the practice, and throw in a talking head or two, such as Laura Shanley or Jennifer 

Block, author of Pushed. A few of the articles were narrower in scope, narrating one woman’s 

birth story rather than examining the phenomenon in general.109   

 I have also found several additional articles not listed on the table that made passing 

mention of unassisted birth, usually to emphasize the extreme nature of an event or 

behavior.110 For example, Susan Gerhard portrayed unassisted birth as the newest alternative 

craze: “These days ultrasounds have replaced bongs, and the wide-eyed and untrained have 

moved on to the ‘unassisted childbirth’ movement.”111 A 2007 article in Mother Jones about 

the new wave of amateurism used unassisted childbirth as an example of “amateurism at its 

most extreme.” Interestingly, the author’s choice of words for unassisted birth—”DIY 

ob/gyn”—revealed her assumption that UCers were recreating hospital and medical 

practices at home. The author then reassured the readers that most amateurs “are not far-out 

obsessives” like those who chose to “even give birth by themselves.”112 Certainly, unassisted 

birth is good fodder for journalists: it’s strange, it’s fringe, and it easily attracts controversy.  

 Unassisted birth has also been appearing with increasing frequency in commercial 

and academic literature. Table 4 lists books that mention the practice.113 The numbers in the 

far right column indicate how many different pages the search terms appeared on.  

                     
109 See, for example, Levy and Freeze; “Torrance Woman”; Tammie Smith; Unruh; Switzer; and “Local 
Women Share.”   

110 Leah McLaren, “Road trip with the parents? I’ll drink to that,” The Globe and Mail, March 10, 2007, L3;  
Pam Lobley, “Super Moms—Now More Super than Ever!” The Record, October 24, 2005, L07.  

111 Susan Gerhard, “A Question of Midwifery: Regardless Of How You Choose To Have Your Baby, Best 
Intentions Can Take Second Place To Reality,” The Hamilton Spectator, August 17, 1999, Final, D1. 

112 Alissa Quart, “For Love or Money: the YouTubers, Pajama Pundits, and DIY Rocket Scientists are Turning 
Pro. Is This the End of the Amateur Revolution?” Mother Jones 32, no. 1 (January 1, 2007): 73. Reprinted in The 
Ottawa Citizen (February 18, 2007), BI under the title “Barbarians in Blogistan.”  

113 I searched for the terms unassisted birth and freebirth on Amazon.com and Google Books.  



 

 

83 

Table 4: 
Books Mentioning Unassisted Birth 

 
Year Book  

1994 Kathryn Allen Rabuzzi, Mother with Child: Transformations Through Childbirth 
(Bloomington: Indiana University Press).  

1 

1995 Andrea Frank Henkart, Trust Your Body! Trust Your Baby!: Childbirth Wisdom and 
Cesarean Prevention. (Westport, CT: Bergin & Garvey Trade).  

4 

 Robbie Pfeufer Kahn,. Bearing Meaning: The Language of Birth (Chicago: 
University of Illinois Press).   

1 

1997 Penfield Chester, Sarah Chester McKusick, Sisters on a Journey: Portraits of 
American Midwives (New Brunswick, NJ: Rutgers University Press).  

6 

1998 Robbie Davis-Floyd. Cyborg Babies: From Techno-Sex to Techno-Tots (New York: 
Routledge).  

1 

1999 George C. Denniston, Frederick Mansfield Hodges, and Marilyn Fayre Milos, 
Male and Female Circumcision: Medical, Legal, and Ethical Considerations in 
Pediatric Practice (New York: Kluwer Academic/Plenum Publishers).  

3 

2001 Ariel Gore and Bee Lavender, Breeder: Real-Life Stories from the New Generation of 
Mothers (Seattle: Seal Press). 

1 

 Pamela E. Klassen, Blessed Events: Religion and Home Birth in America (Princeton: 
Princeton University Press).  

11 

 Ingrid Bauer, Diaper Free! The Gentle Wisdom of Natural Infant Hygiene (Saltspring 
Island, BC: Natural Wisdom Press).  

4 

 R. De Vries, Birth By Design: Pregnancy, Maternity Care and Midwifery in North 
America and Europe (New York: Routledge).  

* 

2002 Robert Gibbs, Suffering Religion. (New York: Routledge).  1* 
 Elisabeth Hallett, Stories of the Unborn Soul: The Mystery and Delight of Pre-Birth 

Communication. (Bloomington, IL: iUniverse [self-published]).  
2 

2003 Elizabeth Noble, Leo Sorger, and Louis G. Keith, Having Twins And More: A 
Parent’s Guide to Multiple Pregnancy, Birth, and Early Childhood 3rd ed. (Boston: 
Houghton Mifflin).  

1 

2004 Elizabeth Davis, Linda Harrison, and Suzanne Arms, Heart & Hands: A 
Midwife’s Guide to Pregnancy & Birth 4th ed. (Berkeley: Celestial Arts).  

2 

 Jeanne Benedict, Pregnant for 100 Years (New York: Perigee). 1 
 Paula Ford-Martin and Elisabeth A. Aron, The Everything Birthing Book (Avon, 

MA: Adams Media). 
3 

 Janelle S. Taylor, Linda L. Layne, and Danielle F. Wozniak, Consuming 
Motherhood (New Brunswick, NJ: Rutgers University Press).  

4 

 Bee Lavender and Maia Rossini, Mamaphonic: Balancing Motherhood and Other 
Creative Acts (Brooklyn, NY: Soft Skull Press). 

* 

2005 Margaret Lock, Patricia Alice Kaufert, Pragmatic Women and Body Politics (New 
York: Cambridge University Press). 

1 

 Pam England and Janet Schwegel, Adventures in Natural Childbirth: Tales from 
Women on the Joys, Fears, Pleasures, and Pains of Giving Birth Naturally (New 
York: Marlowe & Company).  

37 

 Sheri L. Menelli, Journey into Motherhood: Inspirational Stories of Natural Birth 
(Carlsbad, CA: White Heart Publishing).  

16 
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 Sandy Jones, Marcie Jones, Peter S. Bernstein, Great Expectations: Your All-In-
One Resource For Pregnancy & Childbirth. (New York: Barnes & Noble 
Publishing). 

* 

 Marrit Ingman, Inconsolable: How I Threw My Mental Health Out With the Diapers 
(Emeryville, CA: Seal Press). 

2 

 Barbara L. Behrmann, The Breastfeeding Cafe: Mothers Share the Joys, Challenges, and 
Secrets of Nursing (Ann Arbor: University of Michigan Press). 

1 

 Nadine Edwards, Birthing Autonomy: Women’s Experiences of Home Births (London: 
Routledge). 

4 

 Marie Mongan, Hypnobirthing 3rd ed. (Deerfield Beach, FL: Health 
Communications). 

* 

2006 Tina Cassidy, Birth: The Surprising History of How We Are Born (New York: 
Atlantic Monthly Press).  

4 

 Val Clarke, Instinctive Birthing (London: Carroll & Brown Publishers).  1 
 Robin Elise Weiss, The About.com Guide to Having a Baby: Important Information, 

Advice, and Support for Your Pregnancy (Avon, MA: Adams Media).  
1 

 Dennis Waskul and Phillip Vannini, Body/embodiment: Symbolic Interaction And the 
Sociology of the Body (Burlington, VT: Ashgate Publishing). 

3 

 Robbie Davis-Floyd and Christine Johnson, Mainstreaming Midwives: The Politics 
of Change (New York: Routledge). 

4 

 Chava Dagan, Mother’s Pearls: The Revival of Parenthood (Victoria, BC: Trafford 
Publishing). 

1 

 Kim Olver & Sylvester Baugh, Despina Gurlides, Leveraging Diversity at Work: 
How to Hire, Retain and Inspire a Diverse Workforce for Peak Performance and 
Profit (Country Club Hills, IL: Inside Out Press). 

1 

2007 Jennifer Block, Pushed: The Painful Truth About Childbirth and Modern Maternity 
Care (Cambridge, MA: Da Capo Press). 

22 

 Cathy Daub, Birthing in the Spirit (Medford, NJ: Birth Works Press). (3) 3 
 Meilena Hauslendale, Natural Parenting: Guide to Pregnancy, Birth, & Beyond (Self-

Published: Lulu).  
3 

 Jean Halley, Boundaries of Touch: Parenting and Adult-Child Intimacy (Urbana: 
University of Illinois Press). 

1 

 
 
 
Books marked with an asterisk only referred to unassisted birth in the bibliography or back 

matter. From this table, we can see a marked increase in references to unassisted birth since 

the mid-1990s, especially in 2004 and later.   

Most of these thirty-seven books were produced by commercial or academic presses. 

Jennifer Block’s Pushed and Tina Cassidy’s Birth, written for a general audience, were 
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journalistic explorations about the history and culture of childbearing. Twelve other books 

were pregnancy, childbirth, or breastfeeding advice books. Five more were about mothering 

or parenting, usually advice, humor, or essays. One was a midwifery textbook. Others 

covered topics including elimination communication (also known as infant potty training), 

pre-born communication, and—perhaps the most surprising—diversity in the workplace. 

 The remaining fourteen books were academic or scholarly works.114 Most made only 

passing mention of unassisted birth, except for Pamela E. Klassen’s Blessed Events. This book 

examined the intersection of religion and approaches to childbearing among a wide range of 

women who gave birth at home, including three unassisted birthers. While she outlined these 

three women’s stories, religious beliefs, and childbirth experiences, she did not investigate or 

explain the larger phenomenon of unassisted birth specifically.  

 Examination of unassisted birth in academia remains fairly uncommon. I have found 

two journal articles that mention unassisted birth, and one of them only in passing. A 2005 

article about midwifery legislation in Law & Society Review noted that legal harassment of 

midwives has resulted in more women choosing unassisted home births. In addition, one of 

the article’s endnotes commented that some birth activists identified UC as a “more natural 

and empowering alternative to midwife-attended home birth” and provided a link to Laura 

Shanley’s website.115 Second, researchers at the University of Victoria examined women’s 

experiences of prolonged pregnancies. They interviewed women in British Columbia 

planning physician-attended hospital births, licensed midwife-attended births (in either home 

or hospital), lay midwife-attended home births, and unassisted births. They found that 

                     
114 Halley; Waskul and Vannini; Lock and Kaufert; Edwards; Gibbs; De Vries; Klassen; Denniston; Davis-
Floyd; Chester and McKusick.  

115 See endnote #3 in Katherine Beckett and Bruce Hoffman, “Challenging Medicine: Law, Resistance, and the 
Cultural Politics of Childbirth,” Law & Society Review 39, no.1 (March 1, 2005): 125. 
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during their pregnancies, women choosing lay midwives or unassisted births were “less likely 

to support medical induction and the most unwilling to take proactive measures to end a 

prolonged pregnancy.” However, most of the women who actually went past forty weeks 

gestation did intervene in some way, usually with self-help measures to encourage labor, even 

though they had expressed during pregnancy a preference to not interfere with the length of 

pregnancy.116 Besides these two journal articles, I found Amy Donelle Schriefer’s 2002 

master’s thesis from George Washington University that examined sexuality and identity in 

online unassisted birth narratives.117 In addition, Jessica Clements mentioned unassisted birth 

several times in her MFA thesis in progress. Writing about images of women giving birth, 

she noted the rise of unassisted birth in the later half of the 20th century. She also discussed 

Schriefer’s examination of pregnant pornography in relation to online UC narratives.118  

 Planned unassisted birth rarely appears in medical and nursing journals; a search 

through multiple electronic databases119 turned up only a few relevant articles. I have found 

just two medical studies from the 1980s that mentioned planned, unattended home births. 

One was an uncontrolled, observational study of all home births in North Carolina between 

1974-76.120 The other looked at birth outcomes within a religious group in Indiana, Faith 

                     
116 Rachel Emma Westfall and Cecilia Benoit, “The Rhetoric of ‘Natural’ in Natural Childbirth: Childbearing 
Women’s Perspectives on Prolonged Pregnancy and Induction of Labour,” Social Science & Medicine 59, no.7 
(October 2004): 1397-1408.  

117 Amy Donelle Schriefer, “Performing (Your Own) Childbirth: Issues of Sexuality and Identity in Online 
Narratives of Unassisted Home Birth” (M.A. thesis, George Washington University, 2002).  

118 Jessica Clements, “Integrative Essay (Excerpt from Thesis)” (excerpt from untitled master’s thesis in 
progress on Representations of Pregnancy and Birth in Western Art and Culture), George Mason University). 
Essay available at http://www.jessicaclements.com/paintings/clements-on-birth.pdf (accessed August 2, 2008).  

119 PubMed, Factiva, Ebscohost, LexisNexis, JStor, and Biomed Central. 

120 C.A. Burnett, et al., “Home Delivery and Neonatal Mortality in North Carolina” Journal of the American 
Medical Association 244, no.24 (December 19, 1980): 2741-5.  
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Assembly, that eschewed all obstetric care.121 I discuss these studies more in chapter five. 

This dearth of information is not surprising since, as I discussed in the introduction, accurate 

data on planned, unassisted home births is incredibly difficult to gather. Other than those, I 

have found two references to unassisted birth, one in a nursing journal and one in an 

obstetrical journal. A November 2007 article in Nursing Standard, a UK nursing journal, 

explored the phenomenon of UC in the UK, including interviews with UC mothers.122 In an 

opinion piece for the October 2008 issue of the Australian & New Zealand Journal of Obstetrics 

& Gynaecology, Lareen A. Newman argued that lack of support for planned, midwife-attended 

home births “might be encouraging some planned but intentionally unattended homebirths 

to occur in Australia, particularly as in recent years there appears to have been an increase in 

popularity in freebirth (or do-it-yourself homebirth).”123 

 I am aware of several books, chapters, and articles about unassisted birth currently in 

progress. Physician and medical writer Randi Hutter Epstein, who wrote about UC for an 

article in The New York Times, is currently working on a book about the medical and cultural 

history of childbirth to be published in spring of 2009 by W.W. Norton. Her book includes a 

chapter on unassisted birth.124 Renee Ann Cramer, an assistant professor of Law, Politics, 

and Society at Drake University, is currently working on an article about unassisted birth. 

She described her project to me as an exploration of “UC birth stories as counter-

cultural/counter-hegemonic (legal) narratives (along the lines of Ewick and Silbey’s work in 

                     
121 A.M. Kaunitz, et al., “Perinatal and Maternal Mortality in a Religious Group Avoiding Obstetric Care” 
American Journal of Obstetrics and Gynecology 150, no.7 (Dec 1, 1984): 826-31.  

122 Elizabeth Lynch, “Do-It-Yourself Delivery,” Nursing Standard 22, no.11 (November 21, 2007): 22-23.  

123 Lareen A. Newman, “Why planned attended homebirth should be more widely supported in Australia,” 
Australian & New Zealand Journal of Obstetrics & Gynaecology 48, no.5 (October 2008): 450-453.  

124 Epstein, telephone conversation with author, June 8, 2007.  
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sociolegal studies).”125  

I also know of a few graduate students writing theses or dissertations about UC. 

Tabitha Bernard, a master’s student in Women and Gender Studies at Mount Saint Vincent 

University in Halifax, Nova Scotia, is currently working on a thesis about the “Ethical and 

Social Policy Issues of Planned Unassisted Childbirth.”126 Stéphanie St-Amant is a PhD 

candidate in semiotics at the University of Québec at Montréal (and also one of my survey 

participants). She is writing her dissertation about the epistemology of birth knowledge. She 

told me that she will probably address unassisted birth as part of her dissertation.127 A 

midwifery student at Yale School of Nursing, Clare Singleton, is doing a case study of 

unassisted childbirth. She wrote: “My aim in conducting a case study [is] to not only more 

learn about Unassisted Childbirth on a personal level and as a future health care provider, 

but also to present an objective view of the practice to the midwifery community.”128 Finally, 

Holly Witteman, a PhD candidate researching online health information at the University of 

Toronto, is currently conducting research about how birth choices, including the choice to 

birth unassisted, are influenced or supported through participation in online communities. 

She is not looking exclusively at UC, but, “we do intend to subsample heavily in 

communities of women who make choices that are statistically outside the norm, including 

homebirths, UC, purely elective cesareans, and midwife- or family practitioner-attended 

births.”129  

                     
125 Renee Ann Cramer, email message to author, February 11, 2008.  

126 Tabitha Bernard, email message to author, Feb 10, 2008. (I have also met Tabitha in person, and we 
discussed our projects at length.)   

127 Stéphanie St-Amant, email message to author, February 22, 2008.  

128 Shanley, email message to author, Feb 21, 2008.  

129 Holly Witteman, email message to author, Feb 17, 2008.   
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 Unassisted birth is a more common topic in midwifery publications, which contain 

more nuanced approaches compared to medical or popular literature. Some hospital-based 

and many home birth midwives are familiar with the concept of unassisted birth. They have 

often read about it, sometimes assisted UCers in some capacity, or even altered their practice 

style after exposure to UC ideas. Midwifery Today and its sister newsletter The Birthkit, based in 

Eugene Oregon, have published several articles about unassisted birth. I have also found 

three UK midwifery publications that occasionally discuss unassisted birth: Midwifery Matters 

(a journal of the Association of Radical Midwives), Practising Midwife, and the AIMS Journal 

(Association for Improvements in the Maternity Services). I discuss these articles in greater 

depth in chapter six.  

 So, is unassisted birth a movement? Before answering that question it is worth 

looking again at the early origins of the home birth/midwifery movement. It didn’t start as a 

top-down movement of already trained midwives advocating home birth. Instead, isolated 

pockets of women all across the U.S. began having home births and developing a new “lay” 

midwifery (Ina May Gaskin at The Farm in Tennessee, Raven Lang in California, and the 

Seattle Fremont Women’s Health Collective, for example). Katherine Beckett and Bruce 

Hoffman, in an article about the development of the alternative birth movement, noted that 

“although these groups emerged at roughly the same time, they were largely unaware of each 

other’s existence.” One woman from the Seattle Health Collective recalled: 

Culturally, there was this wave building...it was all in the air at that time, and it was 
very organic, the birth of the birth collective. But you know, we really weren’t very 
well-networked outside of Seattle. I mean we read books...but it wasn’t until 1977 
when we were invited to present a paper at a national conference of NAPSAC in 
Chicago...and that was a huge eye-opener...that conference helped us to see that 
there was a whole national movement out there.130 

                     
130 Beckett and Hoffman.  
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Judith Pence Rooks summarized the fragmented origins of the home birth movement: “by 

the middle of the 1970s, little enclaves of women from coast to coast were doing home 

births—quietly and largely unknown to others.”131 At some point, the home birth movement 

coalesced from isolated pockets of women following parallel trajectories into a national 

movement.  

 It is possible that unassisted birth is at the same stage as home birth was a few 

decades ago: small and previously isolated groups of women have discovered that other 

women all over North America, as well as the British Commonwealth,132 are engaging in 

similar birth practices. With the help of the internet and widespread media attention, 

unassisted birth might very well be poised to enter the national, or even international, arena. 

Of course, a skeptic might argue that unassisted birth is too fringe and too few in numbers 

to ever become a real movement. Perhaps. However, with the birthing climate becoming 

increasingly restrictive to ever larger numbers of women, I cannot see unassisted births going 

anywhere but up. Peggy O’Mara seems to agree. From Pushed:  

It is likely that there has always been a tiny minority of women who felt confident 
enough to birth without professional assistance. But now, the unassisted movement 
feeds off the increasingly restrictive obstetric environment. O’Mara says U-birthers 
appeared on her radar only in the past 5 years, around the time when VBACs started 
being denied. Restrictions on midwifery care have contributed as well.133  

Although unassisted birthers currently hold no common legal or political agendas, I have 

chosen to refer to unassisted birth as a movement because I believe there is convincing 

evidence—and a definite perception—that the practice is growing in numbers, because 

                     
131 Rooks, 63.  

132 And other countries, as well. I have seen women on UC discussion groups from several European countries, 
as well as other scattered locations throughout the globe. This dissertation, though, focuses mainly on North 
America and English-language media coverage of unassisted birth.  

133 Block, 102.  
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UCers are increasingly aware of each other, and because the practice has entered mainstream 

awareness.   

 With physician organizations in the U.S. recently renewing their opposition to home 

births (due in large part to Ricki Lake’s 2007 documentary The Business of Being Born), the 

political climate is ripe for spurring a more unified movement to protect home birth of all 

varieties. Both the ACOG and the AMA issued statements in 2008 voicing their opposition 

to home birth. The AMA resolved to “develop model legislation in support of the concept 

that the safest setting for labor, delivery, and the immediate post-partum period is in the 

hospital, or a birthing center within a hospital complex...or in a freestanding birthing 

center.”134 Some midwifery advocacy groups, such as The Big Push For Midwives, have 

suggested that this indicates an intent to outlaw and criminalize home birth itself, rather than 

just home birth attendants.135 If this is the case, a physician-led push to outlaw home birth 

itself could spur unassisted birthers to unify as part of a larger struggle to ensure women’s 

autonomy in childbearing. 

                     
134 American Medical Association Resolution 205: “Home Deliveries,” Introduced by the ACOG, Received 
April 28, 2008, Adopted June 2008.   

135 “Father Known Best Meets Big Brother Is Watching,” The Big Push For Midwives News Release, June 16, 
2008.  
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CHAPTER 3 

DISCOVERIES, JOURNEYS, AND TRANSFORMATIONS  

 

I came across the Laura Shanley website for UC and was in astonishment—HOW 
COULD “THEY” HAVE NEVER TOLD ME I COULD DO THIS BY 
MYSELF??? 

 
Diedra1 

I laid on my couch mourning the loss of the birth I had planned. I had sobbed in the 
waiting room after my appt, sobbed all the way home, and sobbed on the couch. I 
was a wreck. I stared listlessly at my little closet in front of me. That would be a nice 
place to have a baby, it struck me...it was dark, and quiet, and small. Why can’t I have 
my baby in the closet? Why can’t I do it all by myself? That was my epiphany. Well, 
why can’t I? 

Brianne, after learning she could not use her hospital’s birth center  
because the head OB decided she was at “moderate” risk2  

 

Even though unassisted birth occurs without medical or midwifery assistance, 

choosing to give birth unassisted is an activity made through relationships and within a 

community. Women usually learn about unassisted birth from someone else, often via the 

internet. They might be drawn to it because of previous interactions with physicians or 

midwives. As disparate as their paths to UC may be, they tend to share a group of core 

beliefs, including stay-at-home parenting, attachment parenting, home schooling, healthy 

eating, cloth diapering, ecological living, and opposition to vaccinating. Unassisted birth can 

be a lonely choice for women, even as it is empowering and transformative. Sometimes UC 

is less of a choice than it is an option of last resort. If local hospitals have banned vaginal 

                     
1 Diedra, “My Intro-so glad to have found you all!” c-birth, Feb 16, 2005. 

2 Brianne (JesseMomme), “UC questions?” MDC, May 4, 2006, 
http://www.mothering.com/discussions/showthread.php?p=5064076.  
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births after cesarean, it can be a woman’s only chance to give birth vaginally. It may also be 

the only safe choice for a woman who has previously experienced abuse or trauma during 

childbirth. For other women, fear of social disapproval or governmental sanctions leads 

them to keep their birth plans private, even from close friends and family members. 

Through the internet, unassisted birthers have created (or perhaps the better word is “re-

created”) supportive communities that they often lack in real life. They read books, watch 

each others’ birth videos, swap birth stories, and cheer each other on as they become 

pregnant and give birth.  

 Women choose unassisted birth for a variety of overlapping reasons: to avoid what 

they perceive as dangerous routines in hospitals; to have privacy, autonomy, and control 

during birth; to exercise their trust in the birth process and their belief in intuition; to labor 

and birth in a comfortable, peaceful environment; to have a safe, non-traumatic birth; to take 

complete responsibility for their baby’s entrance into the world; and to allow family 

members to witness and participate in the birth. The comments from one of the survey 

questions, “Why did you choose an unassisted birth?” illustrate this diversity of reasons. 

Most women provided several reasons for choosing a UC, as Table 5 shows. These 

comments provide an overview of the main reasons women embraced this rather unusual 

path.  

Before examining these themes more in detail—some in this chapter, some in later 

chapters—let me highlight four participants’ responses to illustrate the range of experiences 

and motivations for choosing an unassisted birth. Claudia, a thirty-two-year old mother of 

four children, was pregnant with her fifth when she completed the survey. She was a stay-at- 

home mom with a high school diploma and home schooled her children. Her husband was 

finishing his electrician’s apprenticeship and had also attended college. She had three hospital  
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Table 5: 
Most Common Reasons for Choosing UC 

 

From 60 out of 61 responses 
19 Dangers of hospitals & unnecessary interventions 
18 Trust & confidence in birth and in their bodies 
16 Privacy 
13 Autonomy and control  
12 Lack of midwives/midwives were a bad fit 
11 Safety 
10 Comfort and peace of home environment 
8 Birth as a family event 
5 Always wanted a home birth/unassisted birth 
5 Belief in instinct/intuition 
5 Birth trauma: want to avoid, or previous traumatic birth 
5 Just felt right 
4 Do-it-yourself ethic  
3 Desire to take responsibility for the birth 

 
 
 

births, all induced when she was ten to fourteen days past her due date. Her fourth was born 

unassisted at forty-three weeks gestation. She wrote: 

I and my husband chose it because we didn’t want to go through the hell of having 
another hospital birth—the horrible, paralyzing pain of induced labor, being 
strapped down to a bed with fetal monitors up inside of you restricting movement, 
hospital staff doing whatever they pleased with you and your baby, unwelcome 
relatives, and others wanting to invade and “visit,” and call all the time. We wanted 
peace and quiet for us and our baby and children. We wanted privacy, and distance 
from all others. We wanted to have the joy that was meant for us in our home. We 
wanted the control and safety afforded when the others are kept out of the loop. We 
wanted a better outcome for mother and baby—the best outcome—without all the 
risks from the unnecessary interventions and such in the hospital. 

Stacy, a thirty-two-year old mother of three, had her first baby at home with a midwife and 

her last two unassisted. She finished two years of college, and her husband had a bachelor’s 

degree and worked in sales.  

I could never imagine giving birth in a hospital.  I believe birth is a private and 
natural bodily function.  But my first midwife-attended birth was traumatic and left 
me with a lot of fear and lack of confidence in myself.  But after researching UC, I 
realized that the difficulties I had in my first birth were caused by lack of preparation 
on my part, and by interference on the part of the midwife. I realized I could have a 
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safer, more satisfying birth experience by preparing myself and listening to my 
intuition about whom to have present.   

Mark, (the only male to complete my survey), had a master’s degree in electrical 

engineering. His wife graduated with a bachelor’s in speech and hearing and worked as a 

secretary in a public school. They had four grown children, all boys. Their first was born in a 

military hospital, their second at home with a midwife, and their last two unassisted. He 

wrote:  

We considered home birth primarily as a result of my wife’s very short first labor (< 
4 hours) and so our oldest son could be present. As we studied, other reasons (home 
environment safety, personal responsibility, easier labors) convinced us. The first 
home birth was not unassisted. We had a very experienced midwife. She was able to 
just watch while we had our baby. This gave us the confidence to have only friends 
at the last two home births. 

Emily’s first birth was a hospital induction for being two weeks overdue. Her birth 

included Pitocin,3 epidural, external fetal monitoring, and episiotomy. After she became 

pregnant again, she read a passage from the pregnancy preparation book Birthing From Within 

that encouraged her to write down her main fears about birth. She came up with two: being 

distracted by other people and performance anxiety. Emily has Apserger’s, a mild form of 

autism that makes it especially difficult for her to deal with other people in stressful 

situations such as labor. She had initially hired a home birth midwife, but realized that if she 

could “learn enough, and birth myself, then my only birth stresses would indeed be 

removed.” She also cited her strong do-it-yourself ethic as another draw to UC.   

The Discovery 

Very few women know that giving birth at home without professional assistance is 

an option when they enter their childbearing years. In fact, the moment of discovery about 

                     
3 A synthetic version of the hormone oxytocin, Pitocin causes the uterus to contract. Pitocin-induced 
contractions are generally longer, stronger, and closer together than ones produced by the woman’s own body.  
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unassisted birth is often remembered with intense clarity. Most of the women I asked could 

recall precisely when and how they first learned about the concept. The majority first learned 

about it from other people or sources, rather than thinking of it themselves. The internet 

was the most common means of introducing women to the practice. For example, twenty-

nine of my survey participants mentioned first learning about UC via the internet (often 

through Laura Shanley’s website). A few women had first heard about unassisted birth 

through books, newsletters, and magazine articles. Some women’s midwives first introduced 

the concept to them, as was the case with four survey participants. One midwife gave her 

client Shanley’s book to read. Another midwife prepared her client for a UC because of a 

history of fast labors. And Marla reported that her midwife’s laid-back attitude about 

prenatal testing and her own quick, easy births taught her “how silly it is to depend on 

someone else for a function our bodies can do by themselves.” Finally, some women first 

heard about the idea from friends or relatives who had personally had unassisted births; this 

was the case for eight of my survey participants.  

 Although it was more common for women to learn about unassisted birth from 

someone or somewhere else, some first came up with the idea on their own. This happened 

to Penny and Rachelle. Penny said, “I thought I invented it!  I just hate being poked at, 

checked out, monitored and measured.  Leave me the hell alone, I say. In the beginning, I 

thought it was just a weird inclination I had, to ‘accidentally’ have my baby at home.” 

Rachelle, who was currently trying to conceive her first child when she completed the 

survey, wrote: “I first dreamed about birth at menarche—which was an outdoor UC. That 

was quickly ‘shut down’ by family and friends. When I was 25 or so, I read Prenatal Yoga by 

Jeannine Parvati Baker—and that was it. I knew that it was possible.” She had a successful 

UC in September 2008. Others, frustrated at their lack of birth options, half-jokingly 



 

 

97 

proposed to “just do it ourselves!” and then later discovered that others were doing the same 

thing. When Fern, one of my interviewees, was pregnant with her first, she often read 

Mothering magazine and would think, “I just want to go to the woods and give birth alone!” 

However, she dismissed the thought as “just crazy hormones.” After her second birth, she 

read a UC story online: “The second I read it, everything just fell into place and that’s what I 

knew what I wanted, and wanted to do. I just started researching so by the time I was 

pregnant there was just no doubt in my mind. It was the perfect thing.”4  

 Some UCers thought that unassisted birth was dangerous and irresponsible when 

they first heard of the idea. They listed a litany of pejorative terms to describe their initial 

reactions: crazy, unsafe, dangerous, irresponsible, insane, and ridiculous. Cora, for example, 

fought against the idea of unassisted birth for a year before coming around:  

Argued against it ferociously. I guess that is my way of learning. Once I had punched 
as many holes as I possible could in the whole UC theory, and saw that most of my 
“what if’s” were not entirely realistic. . . I started to evolve my birthing philosophies.5  

Faye’s conversion to unassisted birth occurred as an intense religious experience. It 

ultimately led her to become a Bradley childbirth educator in the hopes of empowering other 

women to make similar choices. Before she and her husband started having children, they 

talked about how they would be born. She had assumed she would have conventional 

obstetric care, while he proposed giving birth at home. This idea terrified her, since she came 

from a very medically-minded family. However, she agreed that she would pray about it (the 

couple was non-denominational Christian). The response came after earnest prayer:  

I remember it as clear as if it were yesterday. My husband and I were sitting at a 
Dairy Queen having an ice cream and all of a sudden a scripture dropped into my 
mind. It was Genesis 12:1. It is God talking to Abraham and He told him, “Get out 

                     
4 Fern, interview with author, May 4, 2007.  

5 Cora, “Pre-e bummer,” c-birth, July 14, 2005.  
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from your country, from your family and from your father’s house, to a land that I 
will show you.” And that was it. God had answered me. He wanted to show me a 
different way of doing things. A way that involved faith and not fear, and from that 
night on we decided that when we had children they would all be born His way. My 
husband said, “After all, God didn’t seem to be worried that His own Son was born 
in a stable with only Mary and Joseph present.” I couldn’t argue with that!  

They have had five children, all born at home unassisted. She was currently pregnant with 

her sixth when she wrote this post.6  

 Some women reacted with surprise and curiosity upon hearing about unassisted 

birth. They found it odd and somewhat interesting, assumed it was illegal, or thought women 

who did it were brave. And, less commonly, women embraced the idea from the start. These 

two comments from my survey show women feeling a lightning flash of recognition or an 

instant sense of rightness about UC:  

The moment I started looking around [Shanley’s] site I absolutely knew that this was 
for me. (Nina) 

I came across Laura Shanley’s site and was immediately in love with UC. I felt like I 
had found my feelings/thoughts about birth written by someone else. (Cecile) 

Ada embraced UC as soon as she learned about it: “UC is in my soul, always has been, just 

didn’t know it was an option. That was my dumbness. Thank someone I found the truth.”7  

Role of Previous Birth Experiences in Choosing UC 

There is no one predominant path to choosing unassisted birth. Some women have 

always known they wanted a home birth, so unassisted birth was a fairly easy choice, 

sometimes even for their first baby. Most, however, came to UC after having previously 

given birth in other settings. Some women experienced the whole gamut of hospital 

technology, from c-sections to inductions to epidurals, before they started looking for 

alternatives. Others had always wanted something different from conventional obstetric care 

                     
6 Faye, “My Intro.... this is LONG,” c-birth, March 16, 2005. 

7 Ada, “How do you deal with it?” c-birth, February 4, 2006.  
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and chose various alternatives—”natural” hospital births, birth centers, or midwife-attended 

home births—before arriving at unassisted birth. Although less than 2% of North American 

women give birth outside of hospitals, twenty-one of the sixty participants had birthed (or 

were pregnant and planning to) their first baby outside of a hospital. See Table 6 for more 

information about their first birth locations.   

 
 

Table 6: 
Planned Location of First Baby’s Birth 

 
38 Hospital (one woman adopted her first, then had her second in a hospital)  
8 Midwife-assisted home birth (one hospital transfer for induction due to high blood 

pressure) 
4 Birth center  
4 UC (one hospital transfer for long labor)  
5 Currently pregnant with first baby, planning UC 
2 Not currently pregnant, planning UC for first baby 

 
 

Both positive and negative birth experiences have pushed women to examine UC as an 

option. Some women had satisfying or straightforward hospital births, and the sheer 

simplicity and ease of birth led them to give birth at home. During her first labor, Anna 

arrived at her small community hospital in advanced labor and gave birth within minutes. 

She liked her doctor’s approach to birth (his own children were born at home) and took 

Bradley classes from his wife. She told me, “It was a good hospital experience, but definitely 

one of those things where afterwards I thought there’s absolutely no point in going to the 

hospital.”8 Aubrey had a similar experience. She took Bradley classes and had a very quick 

birth, almost in the car. She recalled: “basically at the hospital all they really did was just bug 

me. My husband saw the doctor stand there with his hands out and was like ‘I could do that!’ 

                     
8 Anna, interview with author, October 9, 2006. 
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So it went really easily. That’s pretty much why we decided to have an unassisted last time.”9 

Virginia had her first baby in a hospital and said: “It went the best a birth could possibly be 

in the hospital.” She had very few interventions except a routine shot of Pitocin after the 

baby was born and a retained placenta (which she attributes to the Pitocin). However, her 

hospital birth led her to seek out something different for her next baby. She said, “that was 

one of the reasons we decided to do homebirth. If that was the best that a hospital birth was 

going to be, and we still weren’t satisfied, then we went with homebirth for the next one.”10  

 Sometimes an empowering midwife-attended home birth has spurred women to 

choose unassisted birth, as was the case with these two interviewees. Michaela had her first 

two babies at home with midwives. Right after her second birth, the midwife said to her: 

“You guys did not need me here. The next time you have a baby, just have it yourself. You 

can do this.” By the time Michaela became pregnant with her third baby, she had moved 

across the country. Instead of looking for another birth attendant, she took her former 

midwife’s advice. After some introspection and prayer, she and her husband felt that going 

unassisted was the right decision. Their third and fourth babies were born unassisted.11 Fern 

had her first baby in a birth center attended by a CNM and her second baby at home with a 

midwife. Her home birth went very smoothly, although during certain points in her labor the 

midwives’ presence distracted her. “I felt like I was doing it all on my own. What was the 

point of having them there, other than them distracting me?” Overall, though, she described 

the birth as “beautiful, great, just what I wanted. But in retrospect I was like ‘why did I pay 

them almost $2,000 to basically do nothing?’ They didn’t really do much.” Fern had her third 

                     
9 Aubrey, interview. 

10 Virginia, interview.  

11 Michaela, interview with author, May 12, 2007. 
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baby unassisted and was twenty weeks pregnant with her fourth when I spoke with her. She 

since gave birth to her fourth baby, another successful UC.12   

 Some women have had negative or traumatic birth experiences that pushed them to 

look into alternatives for subsequent pregnancies. Camilla’s first baby was born in a hospital 

when she was twenty-two years old. She hadn’t educated herself very much about childbirth, 

but right before her scheduled induction she began reading about its risks and benefits. She 

put a birth plan together, hoping to minimize the risks and side effects she had learned 

about. Everything on her birth plan was ignored. Even though she went into labor 

spontaneously on the day of her induction, the hospital put her on a Pitocin drip “to make 

sure that you’re really in labor.” She was talked into having an epidural, which took four tries 

and caused her terrible pain. She had frequent vaginal exams, and many people came in and 

out of her room. She was catheterized and given an enema, which she found “terrifying and 

humiliating.” Her doctor ruptured her waters against her expressed consent. She felt that the 

epidural robbed her of the birth experience: “I didn’t feel anything. Nothing. It was stripped 

from me; I didn’t get any of the birth experience at all.” Her daughter was taken away 

immediately after the birth, even though there was nothing wrong with her. She told me: “I 

didn’t get to hold her. I got to see her, and I got to touch her head when she was coming 

out, but that’s it. There was nothing wrong with her. Her Apgar scores were high. She was a 

healthy, perfect baby.” She attributed her later breastfeeding troubles to this unnecessary 

separation. Her placenta was “ripped” from her body, and the recovery nurses were mean to 

her.  

I was crying, and I was by myself with the baby. I was trying to nurse her and trying 
to get it. She is just grabbing my breasts and hurting me. I was bawling my eyes out. It 
was just terrible trying to get the baby to latch on. She was telling me I was holding 

                     
12 Fern, interview.   
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the baby wrong when I wasn’t.  

Camilla’s traumatic birth spurred her to look into home birth and eventually unassisted birth 

for her next baby, born in 2006. She told me, “The whole spectrum of it was just terrible. It 

was horrifying. It’s still hard not to cry over it. But I really think that she paved the way for 

her sister.”13 When I last corresponded with her in November 2008, she was expecting her 

third baby and planning another unassisted birth. She is also studying to become a home 

birth midwife.  

 Although negative hospital births were fairly common among women who later 

chose unassisted birth, some have also had negative experiences with their home births or 

birth center births, ranging from disappointing or annoying to abusive or traumatic. Linda’s 

first birth, at home with a midwife, was very traumatic to her, even though on the outside it 

looked like a great birth.  

From the outside, I’m sure my traumatic birth looked very straight-forward and 
normal (and probably better than the average hospital birth.) It went “as planned.”...I 
had a homebirth. I had a “normal” second stage for a first-timer. My baby was 
perfectly healthy. I didn’t tear or get an episiotomy. My gosh, what did I have to 
complain about? So, I had a smile and a thank you on my face for a long time. 

Although her midwife had said all of the right things prenatally, she was a very different 

person at the birth. Linda recalled: “My first midwife seemed wonderful—so warm and 

nurturing and sweet and full of that whole goddess/birth wisdom vibe. It did not for one 

second occur to me that she would turn into a raging dictator when I didn’t respond to the 

birth sensations the way she thought I should.” For example, her midwife used a “Take 

Charge Routine” during the labor—getting in Linda’s face, telling her how and when to do 

things, even though Linda didn’t need or want it.  

I had coached pushing with my first. The midwife checked me and found me at full 

                     
13 Camilla, interview. 
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dilation, and instructed me to start pushing. She told me what position to get into, 
how to arrange my feet and legs, when to push, how hard to push, what sounds to 
make, how to breathe, how to position my head. It was two hours of sheer hell, and 
I was injured and very disconnected from my body and the baby by the end.  

After that birth, she looked for a different kind of midwife and had a very healing, 

empowering birth. However, it still was not entirely satisfactory; “although she was a 

thousand times more respectful than my previous midwife, she still did things that were not 

necessary and were intrusive.” While trying to pin down why her second birth still didn’t feel 

entirely right, she came across Michel Odent’s writings about how laboring women should 

feel private, safe, and unobserved. This started to explain her “vague unease” with her 

second birth. Eventually, she concluded that “if my body would not function fully normally 

(and therefore not safely) because of distraction and inhibition, then I would avoid that 

distraction and inhibition” by birthing alone.14   

 Although many women come to unassisted birth after a previous attended birth, 

some choose UC for their first. This is certainly not as common, but neither is it unheard of, 

as Dr. Bernadine Healy claimed on a segment about unassisted birth on PBS’ “To The 

Contrary.” She stated: “You don’t hear anybody who’s having their first baby who’s going to 

say, ‘we’re going to do it at home.’ ”15 Rachelle, when she was pregnant with her first baby 

and planning a UC, commented:  

While quality of care is an issue in choosing to UC, I don’t really think that it is the 
underlying issue for many UCers with whom I communicate. Most of us choose to 
UC not because care is “substandard” but simply because we do not feel that the 
care offered—whether standard or excellent or substandard by medical ideologies—
is simply not the appropriate kind of care for mothers and babies. It is, quite simply, 

                     
14 Hessel, multiple entries on MDC on February 24, 2005, May 2&3, 2006, and December 2, 2007. Linda also 
was a survey participant.  

15 “The Freebirth Movement” aired on October 24, 2007 on PBS’ To The Contrary (listed in Table 3). Audio file 
available at: http://www-tc.pbs.org/ttc/rss/media/ttc_101907.mp3.  



 

 

104 

a completely different perspective of what birth is.16 

Of the sixty-one survey participants, four had planned a UC with their first child and five 

were pregnant with their first and planning a UC when they completed the survey. Two 

women were not currently pregnant but indicated they wanted a UC for their first baby. Of 

these eleven women, two had always wanted to give birth at home and were open to having 

midwives present. However, they had difficulty finding midwives and chose UC as the next 

logical option. The other nine indicated that UC was a choice made freely from the start, not 

because other options were unacceptable or unavailable.  

Birthrape: UC as the Final Safe Haven 

As I mentioned in chapter two, Laurie Morgan, author of The Power of Pleasurable 

Childbirth, had an extremely traumatic experience with her first labor in a birth center. In fact, 

she later framed the experience as rape and assault and her midwives as abusers and 

perpetrators. She began to realize how traumatic the birth had been when she first watched 

the video over a year later.  

I was absolutely horrified...how violating it was to have those women be 
condescending and cruel to me while I labored so hard to push my baby out....there 
is no questioning the extreme violation I endured upon viewing the tape. I realize 
that assault is a strong word, but that is just what touching a woman in a way that 
makes her scream is. 

Immediately after the birth, she had praised her midwives and talked glowingly about her 

birth, which behavior she later identified as “praising my rapist as a savior.” Late into her 

second pregnancy, she realized that her new home birth midwives were bringing harmful 

attitudes and assumptions into the birth. After they lied to her and tried to scare her, she 

                     
16 Rachelle (Zoebird), “Article about upcoming UK documentary--Outlaw Births,” MDC, July 9, 2008, 
http://www.mothering.com/discussions/showthread.php?t=927944. Rachelle was also a survey participant.  
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fired them a week before her due date and had an empowering unassisted birth.17  

 Laurie Morgan’s framing her birth experience as rape is not an isolated phenomenon. 

In fact, other women have begun to articulate what was done to them at birth as assault, 

abuse, or rape. The first public discussions of maternity care as abusive or cruel surfaced in 

the late 1950s, around the time when hospital births were nearing 100%. After a nurse wrote 

into the Ladies’ Home Journal in 1957 calling for an investigation into “cruelty in maternity 

wards,” the Journal received hundreds of letters from readers detailing cruel, callous, abusive, 

or uncaring treatment from doctors and nurses. From an obstetrical nurse:  

I have seen doctors who have charming examination-room manners show traces of 
sadism in the delivery room. One I know does cutting and suturing without 
anesthetic. He has nurses use a mask to stifle the patient’s outcry. Some doctors still 
say, “Tie them down so they won’t give us any trouble.” 

One woman wrote that she was strapped to a delivery table for over twenty-four hours: 

Far too many doctors and hospitals seem to assume that just because a woman is 
about to give birth she becomes a nitwit, an incompetent, reduced to the status of a 
cow. I was strapped to the delivery table on Saturday morning and lay there until I 
was delivered on Sunday afternoon. When I slipped my hand from the strap to wipe 
sweat from my face I was severely reprimanded by the nurse.18  

 In the 1990s, women started publicly framing this abusive treatment in a specifically 

sexual sense. The term “birthrape” (sometimes written as two separate words “birth rape”) 

has arisen over the past decade to describe this new way of understanding the dynamics of 

some births. The term is usually used in a literal sense, but occasionally empolyed figuratively 

to describe women’s lack of power or autonomy during childbirth. For example, in an article 

about homebirth legislation in Virginia, Christa Craven remarked on “the metaphor of being 

                     
17 Morgan, 12-20.  

18 Excerpts quoted in Reclaiming Our Health: Exploding the Medical Myth and Embracing the Sources of True Healing by 
John Robbins (Tiburon, CA: H.J. Kramer, Inc., 1998), 18. Quotations originally found in Gladys Denny 
Shultz’s article “Journal Mothers Report on Cruelty in Maternity Wards,” Ladies’ Home Journal (May 1958): 44-
45, 153-4 and (December 1958): 58-59, 135, 137-139.  
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raped—both through medicalized childbirth in the hospital and through the big hand of 

government regulating her childbirth options.”19 

 The term has widest recognition in online natural/alternative childbirth circles. For 

example, on the largest Yahoo discussion group for doulas, the idea of birthrape first arose 

in February 2001.20 On the Empowered Childbirth Yahoo discussion group, the term was 

first used in December 2001.21 Leilah McCracken, one of the authors listed in Table 7, wrote 

several essays about birthrape on her website BirthLove, which featured thousands of pages 

of articles and birth stories from 1999-2006.22 Her 1998 essay “The Rape of the Twentieth 

Century” was most widely read, but she has also written many other essays about birthrape.23 

Her website also hosted other women’s articles about birthrape, including essays by Jenny 

Hatch,24 Brandy Carelli,25 and Amanda Terfansky Counter.26 Unfortunately BirthLove went 

down with no explanation in August 2006, so the essays are no longer available. I have also 

found a few other books and articles mentioning the idea, starting in 1992.  

The idea of birthrape had a fairly limited circulation until a few recent publications 

for a more mainstream audience. British anthropologist Sheila Kitzinger mentioned it in her 

2006 book Birth Crisis. Kitzinger established the Birth Crisis Network, a telephone 

                     
19 Christa Craven, “Claiming Respectable American Motherhood: Homebirth Mothers, Medical Officials, and 
the State,” Medical Anthropology Quarterly 19, no.2 (June 2005): 205.  

20 http://health.groups.yahoo.com/group/doula/  

21 http://groups.yahoo.com/group/EmpoweredChildbirth  

22 www.birthlove.com  

23 McCracken’s essays on birthrape include “Her Doctor Says,” “Beautiful Pregnant Women are the Targets of 
Institutionalized Sexual Violence,” and “Bliss, Rape, Love, Hate.”  

24 Jenny Hatch, “When Giving Birth--Romance or Rape?” 

25 Brandy Carelli, “Rape and Recovery.” 

26 Amanda Terfansky Counter, “The Brutal Truth.” 
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Table 7: 
Books and Journal Articles That Mention Birthrape 

 

Books 
Christine Henderson and Kathleen Jones. Essential Midwifery. Elsevier Health Sciences, 1997:  

96.* 
Jacqueline Dunkley. Health Promotion in Midwifery: A Resource for Health Professionals. Oxford: 

Elsevier Health Sciences, 2000: 196.* 
Sara Wickham. Midwifery: Best Practice. Elsevier Health Sciences, 2003: 150.  
Caroline Squire. The Social Context of Birth. Radcliffe Publishing, 2003: 262.* 
Sheila Kitzinger. Birth Crisis. Routledge, 2006: 56.  
Jennifer Block. Pushed: The Painful Truth About Childbirth and Modern Maternity Care. Da Capo 

Press, 2007: 160-161.  
*These books referenced a Midwifery Today article “Birth Rape” by Michelle Christensen, listed below.   
 

Journal articles 
Glass, Sharon. “Is Nurse-Midwifery for You? From Fetoscope to Doppler and Not Yet 

Back Again.” Midwifery Today 21 (April 30, 1992): 13 
Michelle Christensen. “Birth Rape.” Midwifery Today 34 (July 31, 1992): 17-20. 
Diane Smith. “Working With the Traditional Indian Village Dai.” Midwifery Today 48 

(December 31, 1998): 49 
Gallardo, Jennifer. “Guatemala: The Birth of a Midwifery Career.” Midwifery Today 46 (June 

30, 1998): 50. 
Robin Lim. “Second Stage...The Chewing of Angel’s Wings.” Midwifery Today 55 (September 

30, 2000): 21. 
Leilah McCracken. “Cruci/section: My Baby Was Cut Out With a Knife.” Midwifery Today 57 

(March 31, 2001): 39. 
 
 
 

hotline for women to talk about their traumatic birth experiences. Birth Crisis evolved out of 

her experience talking to these women. The book explains why birth trauma occurs, how to 

assist women struggling to overcome their traumatic births, and what women and their 

caregivers can do to prevent trauma at birth. Kitzinger commented:  

When birth was moved from the home to the public arena of a hospital delivery 
room, and turned into an industrial process with the aim of assembly-line efficiency, 
our technocratic culture brutalized it. A woman may be immobilised, tethered to 
machines and surrounded by strangers whose eyes are all apprehensively fixed on the 
lower end of her body. In striving to make birth safer, an intimate experience that 
used to take place with the support and encouragement of women friends has been 
transformed to an act of violence. Medical control of women’s bodies turns into 
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“iatrogenic rape.”27  

Then in 2007, journalist Jennifer Block mentioned birthrape in Pushed, an exposé of the 

American maternity care system. In a chapter about doulas, Block suggested that they might 

actually be enabling the abuses of the medical system, because part of the doula’s role is to 

reframe what happens at birth in a more positive light. In this chapter, sociologist Christine 

Morton commented: “This is the hidden story of what goes on in birth. We’ve got folks 

talking about it as medical rape. Doulas are witnessing these things, and it’s eating them up 

inside.”28 In addition, an online magazine about feminism in the U.K., The F-Word, featured 

an article about birthrape in March 2008.29 Amity Reed profiled one woman’s experience of 

birthrape in a British hospital. Reed commented:  

A woman who is raped while giving birth does not experience the assault in a way 
that fits neatly within the typical definitions we hold true in civilised society. A penis 
is usually nowhere to be found in the story and the perpetrator may not even possess 
one. But fingers, hands, suction cups, forceps, needles and scissors…these are the 
tools of birth rape. 

Barb Herrera, a CPM and licensed midwife in San Diego, writes extensively about 

birthrape. When she first heard the term birthrape around 2003, she reacted strongly: “I had 

a cow. I am an incest and rape survivor and was livid that someone could take birth and 

twist what happens in birth and claim it as rape.”30 Once she started hearing more birthrape 

stories, though, she changed her mind. She talked with lawyers, police, and deputy sheriffs 

about rape and realized that “the above descriptions of what happens in hospitals absolutely 

                     
27 Kitzinger, Birth Crisis (New York: Routledge, 2006), 56. 

28 Block, 161. 

29 Amity Reed, “Not a Happy Birthday,” The F-Word, March 2003, 
http://www.thefword.org.uk/features/2008/03/not_a_happy_bir (accessed August 15, 2008).  

30 Barbara Herrera, “What would define “birthrape”???” Yahoo doula group (abbreviated as “doula”), June 3, 
2005. 
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fits the LEGAL definition of rape and assault.”31 She defined birthrape as: 

The experience of having fingers, scissors, and/or tools put/pushed/shoved inside a 
woman’s vagina or rectum without her direct (or indirect) permission. Being coerced, 
manipulated, or lied to regarding the health and safety of the baby or themselves so 
the midwife is able to do something to the mother’s vagina, rectum, cervix, or 
perineum, usually with excuses; rarely with apologies. 

Barb realized that she had acted as a perpetrator and as a passive accomplice during her 

midwifery education. She described her first- and second-hand experiences with what she 

now calls birthrape:  

As I learned to be a midwife, I did horrible things to women in the name of 
education. I have held women’s legs open (“to get the baby out”). I have pulled 
placentas out (“to learn how to get one out that needs help or if the mom is 
bleeding”)....I have done vaginal exams on women who were screaming NO! I have 
coerced women to allow me into their vaginas for exams....I have manually dilated a 
cervix on a woman having a waterbirth (and I wasn’t wearing gloves) and got her 
cervical flesh under my fingernails. 

As a doula and student, I stood by and watched as women screamed to be 
left alone. I watched midwives with 3 inch fingernails shove cervices from 3 to 10 
[centimeters] in a few minutes. I watched as women had Cytotec inserted into their 
vaginas secretly....I have seen and heard women be screamed at to shut up, grow up, 
that she asked for it by opening her legs 9 months ago, that she gets what she 
deserves. I have seen a woman slapped by a midwife.32  

Because such practices have become routine, few maternity care givers consider 

them abusive or inherently inappropriate.  In addition, Barb argued, pregnant women don’t 

often speak up about such treatment because very few know that there are alternatives:  

Why doesn’t the abused child speak out? Because she thinks every girl gets fucked at 
night! Why doesn’t the laboring mom tell the midwife to get her hands off her 
vagina? Because she thinks that is the way it is supposed to be. NO ONE SAID IT 
COULD OR SHOULD BE DIFFERENT!33 

                     
31 Ibid., “Oh, the homebirth debate blog...” Navelgazing Midwife blog (abbreviated as “NGM”), May 23, 2006, 
http://observantmidwife.blogspot.com/2006/05/oh-homebirth-debate-blog.html (accessed August 2, 2007).  

32 Ibid., “Birth—Rape and Otherwise,” NGM, July 7, 2004, 
http://observantmidwife.blogspot.com/2004/07/birth-rape-and-otherwise.html (accessed August 2, 2007).  

33 Ibid., “Blogging Normally,” NGM, August 3, 2004, 
http://observantmidwife.blogspot.com/2004/08/blogging-normally.html (accessed August 2, 2007).  
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Labeling birth-related treatment as rape or abuse has arisen spontaneously in some 

cases, independent of someone telling women how to interpret their treatment. When Barb 

went to a cesarean support meeting in 2004, she met two new women who, with no outside 

prompting, used the words “abused” and “raped” when telling their birth stories. She 

commented about this meeting: “It sickens me to know that TWO women in a room of 

eight...one quarter of the room...were so violated they used words normally reserved for 

perpetrators found in jail.”34 I discuss Barb’s views on unassisted birth more in depth in 

chapter six.  

 As part of my research, I conducted a separate survey about the term birthrape (from 

a general population of women, not exclusively from UCers). I asked women when and 

where they first encountered the term, their reactions to the term, and whether they had ever 

experienced what they would label as birthrape. Like my survey on unassisted birth, the 

participants were self-selected and heard of the survey via the internet. I posted requests for 

participants on various message boards and discussion lists, and often these requests were 

forwarded to internet forums that I had not yet visited. Twenty-one of the fifty-six total 

respondents reported experiencing something they would consider birthrape. Another six 

had had borderline experiences during birth that had occurred without their consent or 

against their expressed refusal. However, they did not feel comfortable describing those 

experiences as a rape. One of these women explained that she was simply not comfortable 

equating the two experiences; with birthrape, there is no perpetrator with a “sinister motive”: 

A birth in which a woman feels she has lost all control would be what I think of as 
“birthrape,” but I would not actually call it that or feel that way about it myself. 
Birthrape is different than rape in that while there is a victim, there is no real 
perpetrator. . . at least not one with sinister motive. Most OBs, however misguided, 

                     
34 Ibid., “Today’s Sadness in Birth,” NGM, October 21, 2004, 
http://observantmidwife.blogspot.com/2004/10/todays-sadness-in-birth.html (accessed August 2, 2007).  
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do not wish to harm women….Rape victims are attacked by people with horrible 
motives. “Birthrape” victims are victims of circumstance and competing opinions on 
what “safe” is. 

For her, the defining factor of a rape (at birth or otherwise) was the existence of “malicious 

intent.” During her own birth, she felt that she lost control over the process because her OB 

was on a timetable. However, because there was no intent to harm, she would not label it 

birthrape. Another of these six women described her own birth experience as borderline, as 

a “degree of birth rape”:  

I feel that I experienced a certain degree of birth rape in my most recent birth. The 
nurses would push me down on the bed when I tried to deal with the pain because 
the monitors would slip off of my abdomen and they “needed” the continuous 
monitoring and they also would do a vaginal check. When I told the OB to allow me 
to tear, he gave me an episiotomy anyways, when I told him not to. 

The remaining twenty-nine participants had not had a birth experience they considered to be 

rape or sexual assault.  

 Two women had begun using the word rape to describe what happened to them at 

birth before they heard anyone else use it that way. Gayle wrote that she “used it 

instinctively.” Alicia shared her story in more detail:  

I thought I invented it…in 1983 when it happened to me with my first baby, born 
extremely premature in a hospital equipped for high risk birth and neonatal intensive 
care. I started telling people that I felt like I’d been raped, or date-raped. I had been 
drugged without my consent, had an epidural forced on me when I was too drugged 
to protest, and had a strange guy make jokes and small talk with his buddy while he 
sliced my perineum and then stuck his hand in my uterus to scrape out the placenta 
after the baby was whisked away. Then I was left alone for an hour shaking and 
bleeding. 

More frequently, women heard about the concept of birthrape and had an “aha!” moment as 

they finally found a term that fit their experience. Fourteen of the fifty-six survey 

participants reported this sudden sensation of recognition. Eight of these fourteen were 

previous survivors of rape or sexual assault, while six had experienced no previous sexual 

abuse.   
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Alicia, for example, experienced a “shock of recognition” when she first heard the 

actual term birthrape, even though she had been describing her birth as a rape for several 

years previously. She explained that her birthrape was far worse than the date rape she had 

experienced:  

I have been dateraped and birthrape is way, way worse emotionally. The guy who 
dateraped me was just one unrepresentative asshole I went out with a couple times 
who wouldn’t believe that I wanted to stop after kissing him. The guys who 
birthraped me were pros rewarded by taxpayer dollars and the approval of their 
peers and superiors in a system that is just set up to birthrape us. 

She described the similarities and differences between sex rape and birthrape: 

Birthrape is the violation of a woman’s physical and emotional wellbeing during 
labor and birth, taking advantage of her extreme emotional and physical vulnerability 
to administer drugs and perform invasive procedures without her full and informed 
consent.  It is different from sex rape because the perpetrators are not getting sex 
and are not necessarily men. It is similar to sex rape in the power imbalance, betrayal 
of trust, and trauma caused, and the woman being exposed, penetrated and then her 
experience denied, minimized and trivialized. 

Camilla, whose traumatic hospital birth I discussed in an earlier section, had been raped and 

molested by several different people before her childbearing years. She described her 

thoughts when she first heard of the term: “My initial reaction was ‘OH MY GODDESS! 

THAT IS WHAT HAPPENED TO ME WHEN GRACE WAS BORN!!’” She wrote that 

birthrape “is having your birth experience taken from you. I think in every way it is similar to 

rape as we generally think of it because dignity and control is forcibly taken from a woman.’” 

 Experiencing such a loss of autonomy and control leads women to choose different 

settings for subsequent births. Some women choose an elective cesarean for their next birth 

to avoid the trauma of a vaginal birth, as UK writer, mother, and reproductive activist Amity 

Reed has noted. In Barb Herrera’s experience, though, such women tended to move away 

from hospitals and towards birth centers, midwife-attended home births, and unassisted 

birth. Women who interpreted their experience in hospitals as rape will often choose a birth 
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center or a midwife-attended home birth. But for women whose midwives abused them 

during a home birth, they often have nowhere to go but unassisted. Herrera commented: 

“Many hospital birthraped women are choosing homebirths. Homebirth birthraped women 

tend to choose UCs.”35  

This held true in my survey. Twenty of the twenty-one women who identified their 

experiences as birthrape turned to or were considering home birth, birth centers, or 

unassisted birth. (The twenty-first woman was done having children). Hannah wanted an 

out-of-hospital birth after her first traumatic birth, but no one would take her because of her 

medical history. She had such a “deep mistrust for the system as a whole” that for her 

second birth, she specified certain things as “non-negotiable” on her birth plan and arranged 

for a lawyer to sue the hospital if any of those things occurred. Candace from British 

Columbia was pregnant with her fifth baby but  was denied a home birth because of her 

province’s regulations. She had been unable to obtain care because of a shortage of doctors, 

then was lectured and harassed about not having care when she did see a physician. She 

wrote: “Attitudes like that make me want to squat my baby out under a tree!” Six of these 

twenty-one women specifically mentioned unassisted birth; some freely chose it, and others 

were looking into it because they could not trust a care provider again and because their 

other options were so distasteful. Gayle wanted a homebirth for her first, but birthed in a 

hospital because she could not find anyone to attend her. “The experience traumatised me to 

such an extent that I am now considering having an unassisted birth at home, despite the 

risks.” After Sally had two traumatic births, she could no longer trust birth attendants. “After 

my previous experience I never want to go to a hospital or see a doctor or midwife again,” 

she wrote.    

                     
35 Herrera, “birthrape (was: My cousin gave birth),” doula, June 3, 2005.   



 

 

114 

Obstetrical interventions performed without consent or despite a woman’s expressed 

refusal are a reality in North American birthing culture, whether or not we label them as rape 

or assault. From the relatively rare court-ordered cesareans36 to the very common 

episiotomies, rupture of membranes, or vaginal exams performed without consent, many 

women experience a loss of autonomy over their own bodies and genital integrity. For 

example, according to the 2006 Listening to Mothers II survey conducted by the non-profit 

advocacy group Childbirth Connection, seventy-three percent of women who received 

episiotomies were given no choice about the procedure.37 Some women have been so 

traumatized by the care they received from physicians or midwives that they would prefer to 

give birth alone. Tiffany’s comment illustrates this: “Can you imagine going back to these 

morons who treated me like dirt?” Sexual abuse and manipulation in any setting—childbirth 

or not—is unacceptable. If we truly believe that “no means no,” we must not allow 

violations of pregnant and laboring women to go unnoticed and unpunished. Women should 

never feel cornered into having an unassisted birth simply because of cruel or abusive 

treatment they received during past pregnancies. Unassisted birth needs to be recognized for 

its role as the only safe haven for some birth abused women. In addition, women’s 

experiences of birthrape also deserve further study.  

Cornered Into UC 

While some women investigate UC because of previous birth trauma or abuse, 

others choose it because of a lack of other acceptable birth options. Vaginal birth after 

                     
36 T.A. Samuels, et al., “Obstetricians, health attorneys, and court-ordered cesarean sections,” Womens Health 
Issues 17, no.2 (March-April 2007): 107-14; Veronika E.B. Kolder, Janet Gallagher, and Michael T. Parsons, 
“Court-Ordered Obstetrical Interventions,” New England Journal of Medicine 316, no.19 (May 7, 1987): 1192-
1196; Marsden Wagner, Born in the USA: How a Broken Maternity System Must Be Fixed to Put Women and Children 
First (University of California Press: 2006). Dr. Wagner and Jennifer Block both discuss cases of court-ordered 
cesareans.  

37 Declercq, et al., 7.  
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cesarean, for example, is increasingly difficult to arrange in the United States. Hundreds of 

hospitals have banned VBACs since 1999, when the American College of Obstetricians and 

Gynecologists (ACOG) revised its recommendations on VBAC. The 1999 recommendation 

stated that VBAC “should be attempted in institutions equipped to respond to emergencies 

with physicians immediately available to provide emergency care.”38 In practice, this 

translated into round-the-clock in-house anesthesia and OB coverage, a requirement that 

many smaller community hospitals could not meet. Dr. Marsden Wagner has noted that the 

ACOG “has no data to support it, no studies showing improvements in maternal mortality 

or perinatal mortality related to the characteristics of institutions or availability of 

physicians.” In fact, the studies that do exist show no elevated mortality rates among VBACs 

in smaller hospitals compared to large tertiary hospitals.39  

 In contrast, the American Association of Family Practitioners (AAFP) has 

recommended that VBACs “should not be restricted only to facilities with available surgical 

teams present throughout labor since there is no evidence that these additional resources 

result in improved outcomes.” The AAFP noted that the ACOG policy does not require 

immediate access to OB and anesthesia coverage for other rare obstetrical emergencies (such 

as shoulder dystocia, placental abruption, or cord prolapse) that may be more common than 

VBAC. The AAFP concluded that “current risk management policies across the United 

States restricting a TOL [trial of labor] after previous cesarean section appear to be based on 

                     
38 ACOG, “Vaginal Birth after Previous Cesarean Delivery.” According to the International Cesarean 
Awareness Network (ICAN), over 300 hospitals have banned VBACs since 1999. ICAN is currently compiling 
a comprehensive list of the status of VBAC in every U.S. hospital.  

39 Wagner, “What Every Midwife Should Know about ACOG and VBAC,” Midwifery Today, 
http://www.midwiferytoday.com/articles/acog.asp (accessed August 2, 2007); M. McMahon, “Comparison of 
a Trial of Labor with an Elective Second Cesarean Section,” New England Journal of Medicine 335, no.10 (1996): 
689-695.   
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malpractice concerns rather than on available statistical and scientific evidence.” 40  

 Although the ACOG’s 1999 recommendation was not evidence-based, obstetricians 

and hospital administrators are now under pressure to comply with the recommendations. 

As a result of the ACOG’s new position on VBAC, hundreds of smaller hospitals have 

instituted a no-VBAC policy, requiring women to have mandatory repeat cesareans or to 

travel elsewhere—sometimes very long distances—to give birth. In addition, some states 

such as Arizona do not allow home birth midwives to attend VBACs. If a woman desires a 

home birth or even a vaginal birth in such states, she often faces no choice but to give birth 

unassisted. Unassisted birth after cesarean, although rare in comparison to home births 

overall, is common enough to have its own acronym: UBAC, or unassisted birth after 

cesarean. Stories of UBACs are easy to find on many birth-related websites, blogs, and 

discussion boards. There are also discussion groups dedicated entirely to UBAC support and 

education.41  

 Even for women without a prior cesarean surgery, finding a supportive care provider 

can sometimes prove extremely difficult. Janelle, one of my interviewees, had her first baby 

in a hospital and her second and third at home with a midwife. When she became pregnant 

with her fourth, her finances were extremely tight and wouldn’t allow her to hire a midwife. 

She first decided to have prenatal care from an OB, then have a “precipitous” birth at home. 

(UCers often refer to these as “oops!” births.) However, both of the OBs in her area refused 

to care for her:  

                     
40 Eric Wall, et al., “Trial of Labor after Cesarean (TOLAC),” The American Academy of Family Physicians, 
(March 2005): 1, 11.  

41 Yahoo, for example, has a group called “UBAC” with close to 100 members 
(http://health.groups.yahoo.com/group/UBAC). I had been a non-contributing reader for several months 
before I started my dissertation project, and I had read through the entire group’s archives. I contacted the 
group’s moderator seeking permission to include the archives in my project, but she requested that the archives 
not be included in this study.  



 

 

117 

Well, the first OB fired me because I wouldn’t take an HIV test and I refused a 
rubella test. The first one said, “I can’t care for you any more.” So then I found 
another OB, and she fired me as well because I’m Rh- and I told her that I would 
not be taking Rhogam at 28 weeks. And she said, “Well, I’m not going to provide 
you care.”42  

Janelle was certain that her history of having home births influenced the OBs to drop her 

from care. Next, she looked into home birth midwives again. Of the two midwives currently 

practicing, one could not take any more clients. The other demanded payment in full several 

weeks before the birth, even though Janelle’s insurance would cover the birth fully after the 

fact. But the midwife would not provide care unless Janelle paid the $3,800 within the next 

four weeks. “So then I was back with having nothing again. I was so frustrated at this point, 

because I felt like I was just abandoned by everybody and every sort of system out there.” 

Since she had already had two home births, going back to a hospital was not an option. So 

she started thinking about unassisted birth: 

I just felt like nobody really cares unless you’re going to do it their way. So it gave me 
the attitude that if I want things done a certain way I need to do it myself. When I 
started looking more into unassisted birth, I was like “I’ve done this three times 
before and I’ve never had a problem.” So basically I started doing the research on 
it….It was like I needed a wakeup call, and thankfully those OBS and that midwife 
gave me the wakeup call that I needed.  

One of my survey participants, Carmen, indicated that her doctor’s practice style pushed her 

into considering an unassisted birth. Although her physician did not dismiss her from care, 

the doctor’s approach was so authoritarian that Carmen decided to give birth unassisted.  

With my son [second child and first UC] I went to a doctor for the entire pregnancy 
up until my ninth month. My doctor is the one who scared me into unassisted birth 
because she told me that she was going to have me induced on MY DUE DATE, 
talking about the possibility of forceps delivery and all kinds of things that I wanted 
absolutely no part of.  

When she completed my survey, she was currently pregnant with her third baby and doing 

                     
42 Janelle, interview with author, May 17, 2007.  
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her own prenatal care in preparation for another UC.  

 Finances and health insurance (or lack thereof) often spur women to research birth 

alternatives, but I have not encountered a woman who has chosen unassisted birth solely 

because of financial reasons. In fact, Linda wrote in her survey, “I feel that making the 

choice to give birth unassisted solely for financial reasons is dangerous.” Eleven of my sixty-

one participants had no health insurance coverage for their pregnancies or births. Five of 

them, and five other women who did have insurance coverage for hospital or home births, 

mentioned that financial or insurance concerns played a minor role in their decision to have 

an unassisted birth. However, it was never the sole or deciding factor, as the following 

comments illustrate: 

Finances are what made me think of UC in the first place, but it isn’t the reason we 
ultimately chose it. (Rene) 
Finances weren’t really part of the decision, though lack of funds did help me stick to 
my guns about it. (Chandra) 
Finances played a small role in deciding to UC, I suppose...although we are lucky to 
be financially well-off so that lack of money really was not a motivating factor in the 
end. I could have flown anywhere in the world to birth in any hospital, but I wanted 
to be here in our home, where I’m the most comfortable. (Samantha) 

Several mentioned they would gladly pay out of pocket for a midwife if they felt that was the 

right option for them. Cecile wrote, somewhat cheekily, “Finances did not influence my 

decision to UC at all, though it is a nice bonus that freebirth is FREE. =)”  

The Transformation 

Choosing to reject obstetrical or midwifery care is not something done lightly or 

without a lot of introspection and study. The process of choosing and researching unassisted 

birth, as well as actually giving birth, can bring women a newfound sense of peace, 

accomplishment, or empowerment. Some women have found that having a UC gave them 

the ability to stand up for themselves in relationships. Valarie remarked that having a UC 

gave her a “real backbone” and helped her overcome her “people-pleasing behavior.” In 
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fact, her husband initially thought their marriage was in trouble after her first UC because: 

we argued so much, and we hardly had before. I thought it was vastly better because 
I was speaking up and not keeping peace and feeling resentful. Well, we are still 
married and I still adore him….I can’t go back to being who I was….Good thing, 
because we’ve never gone back to that phony peace.”43  

In addition, UC’ing has lent women an inner sense of power and accomplishment. Natasha 

had a difficult birth with her second. Her baby was stuck and she was in transition for seven 

hours. She commented: “Yes it hurt like hell. But I DID IT! It was a truly life altering event 

to see the power I had within myself.”44 Sabrina reported that UC’ing changed her life: “it 

made me a better woman, a better wife, a better mother. I think it’s a necessary rite of 

passage for any woman who’s on the motherhood path. Birth is woman’s power, and it’s 

through the birth that you claim your power.”45 Lee’s UC gave her an increased faith and 

confidence in herself and in her body:  

It truly was a life altering experience for me, and the most incredible thing ever. My 
faith in myself as a mother, as a woman, as a human being, went up 200% after that. 
I just really and truly believe that my body was made to have babies and my faith in it 
is so strong now. Its almost impossible to put to words.46  

Victoria’s unassisted birth changed her permanently.  

The mystical, oft-mentioned power of UC, for me, wasn’t something I “got” until I 
had my 3rd [child] unassisted. I had heard all about how it changed mama’s lives and 
didn’t really know what they meant. Now I do. It can be an incredible leap of faith, a 
huge journey to make it through the pregnancy and feel truly ready. And then, the 
labor—it was positively good for me that I didn’t have a midwife. In every single 
way. At one moment I began to doubt and wished I had an expert to tell me what to 
do next. But then I opened my ears to my body and just knew! I will never be the 
same woman. And I will never have an attendant again, unless of course my heart 

                     
43 Nordstrom, “Maria/was:how much Vitamin K-Why I love this list (long),” c-birth, March 29, 2007. 

44 Natasha, “moving on now,” c-birth, January 7, 2006.  

45 Sabrina, “Alice - Re: OT: preparing for an amnio :-(,” c-birth, December 9, 2005.  

46 Lee (Juvysen), “Anyone ever successfully UC and regret it or decide they’d rather not next time?” MDC, 
September 9, 2007, http://www.mothering.com/discussions/showthread.php?t=747005.    
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tells me so.47  

Like Victoria, who said “I will never be the same woman,” Sun’s unassisted birth was a 

pivotal event. She related that ever since her son was born, “It’s as if his birth flipped a 

switch in me and I have been unable to stop taking back my sense of responsibility over my 

life on every level.”48 Both Victoria and Sun found that the act of birthing unassisted was of 

primary importance in their personal transformation. However, Valarie attributed this 

transformative effect to the process of thinking independently, regardless of where or how the 

woman ultimately gives birth. “Whether you ultimately UC or not, your whole life will be 

different for having stepped away and taking the time to think.”49  

 Alessandra’s story shows a transformation into a stronger, more independent 

woman. . She stated that coming to unassisted birth has been a journey because she was 

“terrified of having something go wrong.” Her aunt died on the operating table during her 

fourth c-section, leaving behind a daughter who is dealing with survivor’s guilt. Alessandra 

and three of her brothers were born premature; one of those brothers is quadriplegic from 

prematurity-related complications. Her chiropractor husband, though, had a perfect trust in 

birth and encouraged her to explore home birth. When she took a hospital tour before she 

had her first baby, she hated it. “It terrified me. So unfeeling and cold—an assembly line.” 

She ultimately chose midwifery care in a freestanding birth center for her first baby. The 

birth was not highly interventive, but it was emotionally stressful for Alessandra. Among 

other things, her mother-in-law refused to leave the room and had to be physically removed. 

She wrote: “like it or not, my birth experience was emotionally traumatic. I felt unsafe, 

                     
47 Victoria (Tabitha), “Anyone ever successfully UC”, September 10, 2007. 

48 Sun (QuantumMama), “UC=Reactive state?” MDC, March 19, 2008, 
http://www.mothering.com/discussions/showthread.php?t=866767.   

49 Nordstrom, “New to UC- resonating with birth choices,” c-birth, December 22, 2005. 
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unsupported and unprotected. At the same time I realize that I allowed the situation to 

persist.”  

 For her next pregnancy, Alessandra planned a home birth with the same midwives. 

Her husband encouraged her to consider giving birth by herself, to which she replied, “Are 

you insane?” However, she did some research and found Laura Shanley’s site and joined c-

birth, the largest Yahoo group dedicated to unassisted birth. Her husband gave her a 

blessing—she is LDS—that “the righteous desires of my heart would be fulfilled.” She 

“gently fired” her midwife at 41 weeks pregnant and three days later gave birth. Alessandra’s 

unassisted birth had a transformative effect on her life. She called her second birth a “perfect 

UC”: 

Perfect, because it was one of the most changing experiences of my life. I still get a 
rush when I think about it. I became a warrior woman filled with power and so many 
times I said to myself “I had Claire, I can do this!” when something particularly 
challenging came my way.  

Before her third child was conceived, Alessandra was in a difficult family situation. 

Her husband was in sex and drug addiction rehabilitation. As her family life was crumbling 

around her, she heard a voice saying: “A baby is coming.” She recalled: “I said, ‘No way, I 

refuse.’ ‘Next month, there is a baby coming’ was what I heard in reply.” With a husband 

frequently absent on drug binges, she had to find the strength and faith to do things alone.  

For me this pregnancy was a time to no longer believe in unassisted birth because I 
had emotional support for my decisions, or because my life was working so well. It 
was time to stand alone and have my own light alone. It was time to understand that 
I was able to bring forth my first born child in the wilderness of my affliction in spite 
of the hell that was all around me. For me UC has been a journey in healing and 
spiritual growth. 50  

                     
50 Alessandra, “Coming to UC- something I wrote a while ago and updated,” c-birth, December 29, 2004; 
“evolution (was: hi c hyphen brth),” c-birth, December 26, 2004.  
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Prenatal Care 

Women’s prenatal experiences might in part explain the transformative effect that 

UC has on their lives, since the majority of UCers do most or all of their own prenatal care. 

Of the sixty-one survey participants, roughly one-quarter had full prenatal care from a 

doctor or midwife, while one-quarter did their own prenatal care with limited visits to a 

midwife or physician—a mid-pregnancy ultrasound or basic pregnancy blood work, for 

example. The remaining half did all of their own prenatal care. This is usually called an 

unassisted pregnancy or UP. (These numbers were a bit tricky to quantify because some of 

the women had had more than one UC and had followed different prenatal regimes for each 

pregnancy. Others had prenatal care from a doctor or midwife throughout pregnancy, but on 

a very limited basis, such as once per trimester. In addition, I faced the challenge of trying to 

classify women who had seen a care provider for seven or eight months before deciding to 

go unassisted. Do those scenarios qualify as “full” or “partial” prenatal care?) 

 Rosalie, for example, related on a MDC discussion thread that the process of going 

unassisted, including doing her own pregnancy and prenatal care, was a transformative 

experience:  

[It] was a matter of changing my paradigm of what’s normal and believing 
wholeheartedly in my ability to know my body better than anyone else. It’s a wholly 
different perspective from a regular homebirth, which I had with my first daughter, 
and also an entirely different way of looking at healthcare in general.”  

She saw prenatal care as mainly for the benefit of the birth attendant “so that your care 

provider knows your body, and your range of normal, and so that you feel comfortable with 

her at the birth.” But if no one is attending the birth, “why bother having someone monitor 

your pregnancy when you can do it yourself?”51 Bethany noted that the prenatal care she had 

                     
51 Rosalie (DancerMom), “UP? how U?” MDC, January 16, 2005, 
http://www.mothering.com/discussions/showthread.php?t=237968.  
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had with her home birth midwives was very simple to do herself. “I did indeed pay my 

midwives a LOT of money with my last baby, to come over and tell me that everything was 

perfect. The very few things that they measured (fundal height, blood pressure, occasional 

pee dip, fetal heart tones) I can do myself.”52 

 For some women, an unassisted pregnancy brought a sense of liberation and a 

cessation of stress. Sonya’s first pregnancy was very stressful because she was always fighting 

or arguing for what she wanted with her care providers. She described her negative 

experience with prenatal care; it “consisted mainly of medwives trying desperately to scare 

me into transferring off their hands, or risk me out of their practice. I spent most of the 

pregnancy stressing, arguing, and feeling like crap. Never again, says I.” She decided to do 

her own prenatal care for her next baby, which consisted of tuning into her body, doing 

yoga, eating well, resting adequately, and taking prenatal vitamins. She contrasted her first 

and second pregnancies:  

It’s too bad we can’t actually quantify the benefit to the baby of mama’s mental state, 
in knowing that she doesn’t have to fight anyone for anything. I can’t even tell you 
how very different this all is, not having to justify myself, not having to argue, never 
ever having to hand a cup of warm urine to another adult for them to play with. 
Ahhhhhh. Priceless.53  

Alexandra described her unassisted pregnancy as liberating: “I feel as though I have been let 

out of a cage and can breathe freely for the first time in ages.” She stopped having 

nightmares about giving birth after she fired her midwife, and she felt that her bond with her 

baby has increased. “It is as though now that I have stopped worrying about improper 

interventions and interference from others, we can focus on one another.” She compared 

and contrasted other types of prenatal care:  

                     
52 Bethany, “so talk to me about UP,” c-birth, January 24, 2005.  

53 Sonya, “so talk to me,” January 24, 2005. 
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I hate to say it, but after my recent experiences, I feel like OBs and hospitals take on 
the old stereotyped role of father—overbearing, the authority figure everyone needs 
to obey, unbending, etc. The midwives take on the role of mommy—cooing at you 
and treating you with love and understanding, but like a little child and in reality 
giving you as little respect as the OBs and hospitals. Neither is what I want or need. I 
know what I want and need and what my baby needs as well.54 

Brooke related that having an unassisted pregnancy was “one of the absolute BEST parts” of 

her last pregnancy. It demanded her careful attention, but on the other hand she “felt much 

more free and liberated in taking full responsibility for my care.”55 These comments illustrate 

a central irony of modern prenatal care regimes: the very routines intended to improve 

outcomes can themselves be a source of stress, worry, and dis-ease. On the other hand, 

women have occasionally found unassisted pregnancies to be challenging and lonely. Sadie, 

who has had two UPs/UCs, related that it was difficult to be completely on her own:  

It was hard on me in many ways. I had lots and lots of fears to work through, and 
there were many times that I wished I had someone to talk them through with. It 
was a lot more work for me to find the answers to my concerns on my own. 
Sometimes I had to work through them in DESPAIR! I do think it was a growing 
experience for me. But I totally understand women who opt to go another path. 
Going unassisted is not for the faint of heart.56 

 An unassisted pregnancy can mean many different things. It might entail simply 

living life as normal. It could also include charting clinical measurements such as blood 

pressure, fundal height, or fetal heart tones. Slightly over half of the fifty-nine UCers in my 

study who had been or were currently pregnant did all of their own prenatal care. Some 

women kept track of the same clinical measurements that a midwife or doctor would (blood 

pressure, fundal height, fetal heart tones, weight, urine dip strips, and palpating for the 

                     
54 Alexandra (cresorchid), “Thanks for all the help,” MDC, Feburary 5, 2005, 
http://www.mothering.com/discussions/showthread.php?t=245369.  

55 Brooke (Mamaperk), “How many UPers here?” MDC, May 19, 2005, 
http://www.mothering.com/discussions/showthread.php?t=288880.  

56 Sadie (laurata), “UP? how U?” January 23, 2005.  
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baby’s position). Jane, a mother of twelve, has had two planned UCs. She did the following:  

I keep my own chart recording my blood pressure and heart rate, test my urine, 
measure my uterus, and make notes of anything noteworthy. I usually check all of 
this weekly, but only record it monthly at first and then on up as if I were receiving 
care from a doctor or midwife. We follow our intuition and seek outside care if 
needed.  

For many women, prenatal care went beyond clinical measurements. Nutrition, exercise, 

listening to one’s body, prenatal vitamins or teas, yoga, journaling, and meditation were the 

most frequently mentioned aspects of prenatal care. Paula, a mother of five, including two 

UCs, wrote:  “I continued on as normal…eating healthy, making sure I got plenty of protein, 

raw fruits and veggies, exercising and getting routine chiropractic care.” Linda focused on 

her internal knowledge of her own body, although she also consulted a midwife once.  

For both I did little medical monitoring of my health, preferring to rely on my 
knowledge of my own body to guide me in knowing if I needed medical 
involvement. I found that I was much more in tune with how I felt and much more 
apt to be conscientious about taking good care of myself, than when I simply relied 
on my care providers to be responsible for my health and tell me if I was healthy or 
not. I did see a midwife to help me determine position of the baby and placenta. I 
also took my blood pressure on a few different occasions, based on how I was 
feeling.  

Table 8 illustrates the variety of activities UCers engaged during their pregnancies as 

part of their prenatal care, aside from seeing a midwife or physician. These responses were 

complied from the question “Please describe your prenatal care (your own, and shadow care 

if applicable).” I included only specifically mentioned activities, so it is likely that the actual 

frequency of many of these is higher.  

This table shows that certain clinical measurements common in physician or midwife 

prenatal care regimes (blood pressure, fundal height, fetal heart tones, urine dip strips, and 

maternal weight in particular) have filtered down into the practices of many unassisted 

birthers. In addition, women were vigilant about proper nutrition, adequate exercise, and 

tuning into their bodies. 
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Table 8: 
Unassisted Prenatal Care Activities 

  
59 of 61responses 
22 blood pressure 
19 careful attention to diet and nutrition 
15 fetal heart tones  
14 fundal height 
13 meditated, listened to body 
10 urine dip strips (checks levels of protein and sugar in urine) 
9 weighed self 
9 exercise 
5 palpated for fetal position 
5 prenatal vitamins 
4 paid attention to intuition 
3 nothing out of the ordinary; conducted life as normal 
3 paid attention to overall health 
2 herbal teas 
2 adequate rest 
2 yoga 
1 took temperature 
1 monitored iron levels 
1 checked cervical dilation 
1 journaling 

 
 

A minority of UCers in my study sought “shadow care” from midwives or 

obstetricians. Sixteen of the survey participants received full57 prenatal care for at least one of 

their pregnancies from a direct-entry midwife, CNM, or physician. Sometimes they indicated 

that it was to cover their bases in case of a hospital transport or Child Protective Services 

(CPS) or Social Services investigation. Isabel said: “Fear of CPS is what has driven us to pre-

natal care with a midwife. We are still planning a UC but figure if we don’t cover our butts 

with pre-natal care (don’t get me started on how useless I think it all is) we might be in 

                     
57 If a woman saw an OB or midwife until the 30th week or later, I considered that full prenatal care. This was 
an arbitrary distinction, but a few women saw a care provider until 31 or 35 weeks, then decided to “fire” them 
in favor of having an unassisted birth.  
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trouble later.”58 Stacy had full prenatal and postpartum care from her home birth midwives, 

which she felt gave her the flexibility to have more than one option during labor, especially 

to avoid an unnecessary hospital transport. From her survey responses:  

My insurance didn’t cover homebirth. I paid my midwife’s fees out of pocket each 
time. I hired midwives for prenatal/postnatal care, even when I had no intention of 
calling them for the births. I believe women are perfectly capable of providing their 
own prenatal care. My decision to hire midwives was about having options. I think 
every woman should go into birth with a full array of options available to her so that 
she can listen to her intuition and respond appropriately.  Sometimes what we hope 
for and plan for is not what is ultimately best when the time comes. If I didn’t have a 
midwife I could call, and I felt intuitively that I needed help with the delivery, I 
would hate to have the hospital as my only option. In that situation, I’m afraid I 
might second guess my intuition and try to avoid the hospital since it tends to be a 
hostile environment for women who have planned to birth at home.  

Depending on the care provider, some women choose not to reveal their UC plans. 

From Grace, a mother of two children born via cesarean and pregnant with her third: “I 

have an OB and won’t be telling her I’m having a UC. It will be ‘accidental.’” One major 

justification for this is to protect oneself from being dismissed from care. Unless a woman is 

close to term, a physician or midwife can release a woman from their care if they do not 

agree with the woman’s requests or desires (with certain caveats—they must continue to care 

for her for the next 30 days and assist her in finding a new care provider). For example, 

Claudia was “fired” by her OB during her third trimester because she refused some prenatal 

tests and indicated that she would decline certain procedures during labor:  

I refused a glucose test and got the third degree about that. I told them early that I 
would probably go over my “due date” and I would refuse induction of labor. I went 
over my birth plans with them and told them how I didn’t want to go through what I 
had been through before. They couldn’t care less. I was sent a letter in the mail 
informing me that my “approach to delivery” was different from theirs and that I 
was being released from their practice. I was 31 weeks at that point—and I felt very 
angry at this attitude from them—their way or the highway, basically. 

In addition, most care providers are unsupportive of unassisted birth, so it is easier for some 

                     
58 Isabel, “Covering your butt (was: upsetting birth event),” c-birth, January 7, 2005. 
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women to just avoid discussing the issue altogether.  

 Several other women, roughly one-quarter of my survey participants, had chosen 

limited care based on individual circumstances, such as a 20-week ultrasound, a visit early in 

pregnancy for blood work and proof of pregnancy, a visit late in pregnancy to check iron 

levels or to asses fetal position, or informal meetings with a midwife friend. Ruth, a mother 

of two, had her second baby unassisted and described her prenatal care:  

I had some prenatal care from a midwife from about 26 weeks onwards, due to some 
health problems. My baby also stopped growing a few times so it was helpful to keep 
an eye on that. We managed to keep the interventions to a minimum—no 
ultrasounds, dopplers or blood tests. Just feeling the baby and using a Pinard 
[stethocope] to hear the heart beat. My prenatal care consisted of trying to eat 
enough and get enough rest with a busy toddler running around. I saw a nurse-
midwife for about 20 weeks and had an ultrasound. Following that I checked my 
baby’s heart tones with a fetoscope regularly. 

Having an unassisted pregnancy is not a prerequisite for birthing unassisted, as these 

examples show. However, there is the feeling among the UC community that the likelihood 

of a successful UC goes down when a woman has full prenatal care, especially from an 

obstetrician. Marguerite observed this during her time spent on UC internet boards. She 

explained that it becomes increasingly difficult to withstand pressure to accept tests or 

interventions as the due date nears or passes:  

As your EDD nears, your OB will probably come up with all sorts of tests, suggest 
induction, c-section, etc., all of which will conspire to pressure you into the hospital. 
If you try to refuse these tests or delay induction, they usually pester you mercilessly, 
sometimes even going as far as to call CPS about it.59  

 Doing—or not doing—”prenatal care” is just one of the many activities UCers 

engage in while preparing for the birth. I examined the responses to an open-ended survey 

question “How did you prepare yourself and your family for the birth?” Based on the fifty-

six responses I received to this question, the predominant activity was self-education. Thirty-

                     
59 Marguerite, “Prenatal care during pregnancy,” c-birth, January 7, 2006. 
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nine women mentioned reading and researching in preparation for the birth. Besides reading 

the books written by and for unassisted birthers, they referred to a body of knowledge 

housed in midwifery textbooks and journals, pregnancy and parenting advice books, and 

scientific or academic research about childbirth—literature shared with midwife-attended 

home birth and natural childbirth communities.60 They also read birth stories and researched 

childbirth via the internet. Ten families watched videos, usually to help their children be used 

to the sights and sounds of birth. Preparing husbands or partners (22) and children (12) for 

the birth was another common activity. Women also dedicated time to spiritual, emotional, 

and mental preparation. They meditated or prayed (11), visualized the birth and used 

hypnosis (9), worked on getting in touch with their bodies and their intuition (6), and 

processed emotions left over from previous births (1). Several reiterated aspects of physical 

preparation that I touched upon in the previous section about prenatal care: exercise (6, 

usually yoga or bellydancing), nutrition (5), vitamins and herbal teas (4), chiropractic care (2), 

                     
60 For example, survey participants mentioned the following authors, books, or publications as influential:  
Midwifery Today  
Suzanne Arms, Immaculate Deception. 
Janet Balaskas, Active Birth: The New Approach to Giving Birth Naturally Rev ed. (Harvard, MA: Harvard Common 
Press, 1992). 
Rahima Baldwin, Special Delivery: The Complete Guide to Informed Birth (Millbrae, CA: Les Femmes, 1979).   
Dr. Sarah Buckley, Gentle Birth, Gentle Mothering: The Wisdom and Science of Gentle Birth Choices In Pregnancy, Birth, 
and Parenting (Brisbane, Australia: One Moon Press, 2005).   
Nancy Cohen, Silent Knife: Cesarean Prevention and Vaginal Birth After Cesarean, VBAC (S. Hadley, MA: Bergin & 
Garvey Publishers, 1983); Open Season: A Survival Guide for Natural Childbirth and VBAC in the 90s (New York: 
Bergin & Garvey, 1991).   
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and rest (1). Eleven women mentioned gathering supplies for the birth, such as a birth pool, 

cord clamps, herbal medications, or extra towels and blankets. And finally, four women 

indicated that they did nothing out of the ordinary to prepare for the birth.  

 I was struck my how many women choose not to tell people about their plans to UC. 

Of my survey participants, twenty-three told either no one or very few people about their 

birth plans (sometimes only their mother or a friend they knew would be supportive), while 

three others withheld the information from certain friends or family members who would 

not react positively. Women who kept their UC plans private commented:  

Most didn’t really know. Generally I didn’t talk about it too much. I think it’s private. 
I didn’t tell anyone where the baby was conceived why should I tell them where 
I’m going to give birth? (Rebecca) 

I didn’t tell my family.  I knew they would be horrified.  I only told friends who were 
familiar with the concept of UC.  I joined several online unassisted childbirth 
groups for friendship and support. (Stacy) 

I didn’t tell them because I didn’t need to deal with them freaking out. (Sylvia) 
Not sure I’ll tell...I think maybe it will just happen “too fast.” (Marla) 

Most kept the information private because they did not want the stress of dealing with other 

people’s negative reactions.  

 Of the friends or family who knew about their UC plans, reactions ranged from very 

supportive to quite negative. Twenty participants reported that most people they told were 

very supportive. Some sample comments from the survey:  

Friends and family weren’t surprised, as I have always been self sufficient with pretty 
much everything I do. Even acquaintances were fairly accepting, as I was very 
confident in my decision (although a few were obviously very uncomfortable 
with the idea). (Christa) 

Surprisingly well. And everybody knows my intention. I wasn’t able, as other UCers 
do, to keep it secret. And I have so many arguments in my pocket. I discuss a lot, 
even with my mother in law who was a nurse childbirth educator (and she 
understands, I think, my motives). (Tamara) 

They were concerned, but had confidence in our ability to make our own decisions 
and prepare properly. (Mark) 

We chose to tell the open-minded ones only so they took it pretty well. They know 
that I do my research before I make decisions. (Joyce) 
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Twenty-two women said reactions to their birth plans were overwhelmingly negative and 

unsupportive. Their comments included the following statements:  

HA!!  Like telling them that I’m really an alien!!  :-)  Very few people reacted 
favorably.  I didn’t mind too much because we do a lot of strange things that 
society has a hard time accepting anyway—so what’s one more thing?! (Jane) 

Almost every one of them was shocked in the beginning.  Lots of “what-ifs.”  Even 
people I considered to be “crunchy” were shocked. (Rene) 

Horribly. My father tells me daily that I am going to die, and he seriously believes 
that. My mother is terrified. My extended family and friends tell me I am insane, 
and the ones that have given birth keep telling me that I am going to “need that 
epidural.” (Trina) 

Begged me to never do it again. (Ellen) 

Three women’s friends and families remained neutral, while five other women encountered a 

mixture of support, surprise, fear, and disapproval. In North America, pregnancy is often a 

time for sharing, support, and socialization. However, because unassisted birth is so often 

stigmatized, many women have found that they have few supportive social networks. Instead 

of being a source of comfort and encouragement, discussing their birth plans with friends 

and family is often stressful and alienating.  

Women Who Leave UC  

UC is frequently a final destination in a one-directional journey from hospital to 

midwife-attended birth to UC. In Lily’s words: “When UC clicks with you, when you feel 

drawn to have your baby that way—there really is no other way to give birth.” Some of the 

common sequential steps to UC are:  

 ▪ Conventional OB-attended hospital birth 

  ▪ “Natural” hospital birth (with OB, family doctor, or CNM)  

   ▪ Freestanding birth center with midwives 

    ▪ Home birth with midwives 

     ▪ Accidental (precipitous) unassisted home birth 

      ▪ Unassisted birth  
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Women often skip certain stopping points or enter at different places, but they usually 

follow the same sequential order. Some, however, do go back to an attended birth after 

having a UC. Women who chose an attended birth after a UC (almost always a midwife-

attended home birth) reported several reasons for doing so: to calm an anxious or nervous 

husband during labor; for skilled assistance during pregnancy, birth, or immediate 

postpartum; for the emotional benefits of having a caring and knowledgeable woman 

present; for access to certain technologies or medications during labor; or to have someone 

pamper and take care of them. Among the women I surveyed, most said they would 

definitely birth unassisted again. However, three said they would first look for a hands-off 

midwife but would UC if they couldn’t find the right one. Two others would not have 

another UC. Rose said she would not attempt a UC again (she transferred to a hospital 

during a planned UBAC) because her first cesarean section caused many complications 

during her second birth. And Kathleen would prefer a midwife’s assistance: “I feel I have 

learned the lesson I needed to learn, and I like having help and sharing responsibility with a 

midwife.”   

 Some women have sought midwives after a UC for emotional and physical support. 

Bernadette, a mother of five who had her last baby unassisted, wanted a midwife for her 

next baby. The birth itself was wonderful, but she overdid things afterwards.  

I do think if there’s a next time I’ll have a midwife. I was energized after my birth. 
And I overdid it. I was the one cleaning up after my own birth. Not all of it but a 
bunch. And while it I did feel empowered and thought it was sort of neat I had so 
much energy it would have been nice to have more help AFTER the birth. My friend 
and husband were so focused on me and the birth there was a scramble for warm 
towels etc. I think it would be nice to have someone there to quietly help clean up, 
feed other children, nurture my husband a bit.61 

                     
61 Bernadette (mauimama5), “Has anyone ever had a UC or two, and then gone on to have a MWAHB?” 
MDC, April 12, 2005, http://www.mothering.com/discussions/showthread.php?t=271084.  
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While most women enjoyed the freedom of having no attendants present, it was stressful for 

Jody to be so aware of everything that was occurring: 

It was really hard for me to let go and labor with my body. I never checked into 
“laborland” like I did with my first two—I just couldn’t shut down rational thought. 
I was constantly monitoring myself and my baby—not with tools (didn’t use any of 
those), just a constant, almost hyper, awareness of how I was feeling and how he was 
feeling. I liked being so in touch, but it was exhausting and painful. It was harder 
than my attended labors.62  

 Sadie had three births: an unmedicated hospital birth, a UC with sticky shoulders and 

a post-birth transport, and an enjoyable UC with a difficult postpartum period. In 2005, she 

wrote that she wanted a midwife for her next home birth for the following reasons:  

I want someone on hand with O2 and Pitocin/Methergine/herbs.63 I want someone 
to clean up the blood and meconium while I lie in bed and nurse my baby. I want 
someone to bring me drinks, to take my pulse and blood pressure, and make sure 
there’s lots of food close at hand so I don’t go hungry. I want someone to come 
back the next day or two and make sure I’m doing all right, and I’m not overdoing 
things. I know I can do it on my own. I could even have a solo birth if I needed to. 
But it’s not what I want. I don’t think my husband fits the bill, and I don’t think a 
doula would do it either. I want a midwife who really gets birth, and gets me, and 
trusts both. I want a midwife who can be there for me, support me, and respect the 
fact that I am an intelligent woman who is doing what she feels is best for her family, 
her baby, her body.64  

Interestingly, when Sadie became pregnant with her fourth, she initially planned another UC. 

However, she felt that something was different with that pregnancy. She registered with a 

local birth center and saw an OB for an ultrasound when she was 35 weeks pregnant to 

check on the baby and rule out possible IUGR (intrauterine growth restriction). She 

measured small for dates, but everything looked fine at her last physician’s visit. Even a few 

days before the birth, she was not planning a UC for sure. She ultimately had a UC with that 

baby, though, but has not yet posted the details of the birth. Pamela, a midwife whose views 
                     
62 Jody (mamallama), “Has anyone ever had a UC or two,” September 8, 2007. 

63 Referring to herbs, Pitocin and Methergine used as anti-hemorrhagic medications.  

64 Sadie (laurata), “Has anyone ever had a UC or two,” April 7, 2005.  
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on UC I discuss more in detail in chapter six, commented that “very few women I’ve heard 

talk about these things actually go on to birth with a midwife….they usually just have 

planned for ways in which they feel more secure and more supported.”65 This seems to be 

the case with Sadie.   

 Other women have hired a midwife to relieve their husbands’ anxiety. Traci had her 

first baby unassisted and had a midwife for her second: “I did hire the midwife mostly to 

meet my husband’s needs/fears. She was very hands off, which is definitely what I needed 

after birthing UC.”66 Although none of the women in my survey or interviews indicated 

strong spousal objections to UC, this is a frequent topic of concern on UC boards. It is 

common for the woman to want an unassisted birth, while her husband or partner feels 

uncomfortable with it. Usually they are dealing with one of two scenarios: the 

husband/partner is adamantly opposed to home birth in general, or he is uncomfortable 

doing a home birth without a midwife present. Women swap stories and advice about how 

to convince a reluctant or scared husband. Sometimes women are able to convince their 

husbands to go for an unassisted birth, and other times—like with Traci—they compromise 

on hiring a midwife.   

 Some women felt drawn to UC for one pregnancy but not for another, such as 

Kendra. She said, “I was strongly led to UC with the one birth. It was very spiritual.” For her 

next birth, she “didn’t feel the need or draw toward UC,” so she hired a midwife. That birth, 

she reported, “wasn’t any better or less of a birth, just different. We have a very special 

                     
65 Pamela (pamamidwife), “Has anyone ever had a UC or two,” April 7, 2005,  

66 Traci (mattemma04), “Has anyone ever had a UC or two,” April 8, 2005,  



 

 

135 

understanding with our midwife. She knows she isn’t there to ‘do’ or even observe.”67 In a 

sense, women who hire attendants after birthing unassisted never fully go “backwards” to 

where they were before their UC. Because they have experienced first-hand what it is like to 

birth without undue disturbance, they are usually very meticulous in choosing hands-off 

attendants who will respect their privacy and autonomy.  

 During planned UCs, some women end up transferring to a hospital or calling a 

midwife for assistance or reassurance. For example, forty-five of the sixty-one survey 

participants had had one or more planned UCs, totaling sixty-eight births. Of those sixty-

eight births, five were hospital transfers. Three ended in cesarean sections: one for breech 

presentation, one for cord entanglement and partial placental abruption, and one for 

unspecified complications from the woman’s previous cesarean section. The fourth transfer 

was for an induction after the woman discovered that her baby had died in utero. The last 

transfer was for Marguerite’s first baby. She labored for several days and finally transferred 

for additional assistance and pain relief. She gave birth vaginally and later had two successful 

UCs. Her hospital transfer taught her the value of a hands-off midwife, especially for first 

babies. She wrote in her survey:  

Personally, I would not give birth any other way myself, but I now feel that for most 
women, a first birth UC is very difficult and I feel that there is a place for VERY 
hands-off midwives to help women overcome our social conditioning about birth 
and have a successful first home birth, after which they should be able to UC 
subsequent babies. 

Marguerite is currently studying to become a home birth midwife.  

 These “shadow stories,” to borrow a phrase from Margaret MacDonald and Ivy 

Lynn Bourgeault, can be difficult for online UC communities to deal with. Because real-life 

                     
67 Kendra (Rockies5), “Anyone ever successfully UC and regret it or decide they’d rather not next time?,” MDC 
September 9, 2007, http://www.mothering.com/discussions/showthread.php?t=747005.  
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interactions with friends and family are often less than enthusiastic, women planning UCs 

use the internet community for support and encouragement. So when there are stories of 

UCs gone wrong, or of UCs simply being much more difficult and painful and frightening 

than anticipated, members of online communities sometimes challenge or dismiss those less-

than-pristine experiences. Let me illustrate this with one conversation I followed.  It 

illustrates two conflicting tendencies: the desire to silence shadow stories and the wish to 

discuss them honestly and openly. Mina had an unexpectedly painful and difficult UC. She 

wrote to a large UC discussion list:  

My experience was such a horrible torture from hell I honestly don’t know what if 
anything would have made a difference. The extreme agony for so many hours just 
made the whole experience awful and looking back, my memories of my daughter’s 
birth are the absolute worst of my whole life. I am very sad about that, and still doing 
a lot of processing 8 months later. Sometimes, I honestly believe I would have had a 
much nicer experience with an epidural in the hospital. Nothing about my UC was 
anything like I had expected or wanted it to be. There was nothing magical, or 
spiritual or sensual or bond-creating, fun, loving, nice, pleasant, empowering, or 
happy about the experience. It was horrible agony that made me beg to die and even 
now I believe I have PTSD from the experience, sometimes I have flashbacks or 
nightmares about it. It was like being tortured by a sadistic maniac for 16 hours and 
then being handed a baby at the end.  I love my angel, don’t get me wrong, but I am 
so bitter about her birth, much the same way I believe a lot of members on this list 
feel about their hospital births. The thing is, prior to her birth, I was SOOO 
convinced it would be awesome, beautiful, wonderful, pain-free or at least a 
manageable sensation, it would be so bonding for my husband and I, warm loving, 
gentle, like some homebirths I have seen on video, the mother concentrating in her 
birth pool, embracing her husband, moaning gently, etc.68  

 Women on the list responded with a variety of messages: they validated her 

experience, sympathized with the pain; acknowledged that sometimes birth is just birth, not 

a magical or spiritual experience; and encouraged her in her journey to process the 

experience. Madeleine wrote:  

I know we’re often drawn to UC in the hope of AVOIDING that kind of horror, 
and I honestly grieve that it was not the birth you dreamed of and deserved. I thank 

                     
68 Mina, “other people at the birth?” c-birth, May 16, 2005.  
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you for sharing it though—everyone’s reality needs to be recognized and 
acknowledged. I have no answers or words of wisdom for you—I just want to say 
that I hear you and your experience was valid.69  

Marguerite, who had transferred during her first UC after several days of labor, shared her 

own difficult story in response.  

I think since we’re all such UC fans, we also have the responsibility to address bad 
experiences, too. I had a hard time with my first birth and I ended up transferring. 
My labor wasn’t awful, just grueling and long, and I, too, felt like I might have 
birthed at home if I had had someone experienced (not even an “attendant,” 
necessarily—just another woman who’d had a long labor) to reassure me that 
nothing was out of the ordinary. On the other hand, if anyone else had been there, I 
might have ended up with a c-section for failure to progress. 

Marguerite added that her own birth was very “matter of fact”: “it wasn’t a spiritual 

experience, I didn’t bond with my husband any more than usual, and the heavens didn’t 

open up.” She also reminded Mina of the benefits her birth had given her baby and herself:  

no drugs, no doppler, no monkeying, no possibility of a section, no early cord 
cutting — that is such a gift. As for yourself, though you might not want to repeat 
the same experience, maybe you can draw strength from knowing that you did walk 
through that fire and you did it all yourself.70  

Another woman, Marybeth, talked about her own traumatic midwife-attended birth, which 

ended in a transport and cesarean after a long labor. She noted that that having someone else 

there did not help her deal with the pain any better. She gently offered this as a reminder that 

sometimes birth just hurts no matter the location:  

Anyway, I hope I didn’t come across as an unfeeling oaf. I do feel for you, 
tremendously. I know how bad a PAINFUL labor can feel. But I guess I can’t help 
but say “It may have been awful, but there’s no way to know if hired people could 
have helped you, and YOU DID IT!!!!, and you can let your mind recover without 
having to recover from surgery.”71 

After Mina received these comments and ideas, she responded:  

                     
69 Madeleine, “Jess -- was: Re: [c-birth] Re: other people at the birth?” c-birth, May 16, 2005.  

70 Marguerite, “other people at the birth?” c-birth, May 16, 2005.  

71 Marybeth, “Jess was Re: other people at the birth?” c-birth, May 16, 2005.  
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Thank you! The couple times I have posted before (mostly on other lists, but on here 
also), I have felt really bad about the responses. I’ve either been dismissed entirely, or 
condescended to or blamed, or had my feelings poo-poo’ed, or been made to feel 
like a wimp. And I feel so much better just having someone be nice to me....I admit I 
have sometimes felt that it was not OK to post about a bad experience.  Yes, we are 
all UC fans (including me even!), and it seems that whenever someone has a “bad” 
experience, its like the community doesn’t want to acknowledge that it happens!  Or, 
they pick it apart, and try to “blame” something the mother did or whatever.  It’s like 
they can’t admit that sometimes, UC isn’t always wonderful.72  

As her comments illustrate, Mina’s experience was not always received well in certain UC 

circles.  

I followed Mina’s next birth on another UC board. She ended up choosing UC again, 

and once again the pain was very traumatic. After these two births, she is considering an 

epidural or perhaps even an elective cesarean section for future babies. She would like the 

option of having pain relief at a home birth, such as the nitrous oxide (laughing gas or “gas 

and air”) that British midwives carry, but that is not a possibility in the States. However, she 

still remains active on UC forums. 73  

   As this conversation shows, UCers can sometimes be so protective of their way of 

birth that they may dismiss a woman whose experience was less than wonderful. However, 

they are also aware of the need to acknowledge the difficult or negative aspects of giving 

birth unassisted. I suspect that as UC becomes more established as a recognized way of 

giving birth, there will be more room to begin talking about the shadow stories, not just the 

perfect/wonderful/orgasmic births that UC advocates like to promote. In fact, Lynn 

                     
72 Mina, “re Jess--Erika response,” c-birth, May 17, 2005.  

73 Mina (bobandjess99), “Another ‘successful’ UC 12/27,” MDC, December 28, 2007,  
http://www.mothering.com/discussions/showthread.php?p=10116840; “Anyone regret their homebirth?” 
MDC, February 9, 2008, http://www.mothering.com/discussions/showthread.php?p=10505524; “I thought it 
was a myth, and that you were all liars,” MDC, March 11, 2008, 
http://www.mothering.com/discussions/showthread.php?p=10734511; “One thing you wish you knew before 
you UCed,” MDC, June 10, 2008, http://www.mothering.com/discussions/showthread.php?p=11441619; 
“Am I setting myself up for failure or success?” MDC, September 29, 2008, 
http://www.mothering.com/discussions/showthread.php?p=12283398.  
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Griesemer is currently working on a new book about aspects of UC not usually discussed, 

including negative or disappointing experiences. The working title is Birthing Unassisted: 

Another Side of the Story with a tentative publication date of March 2010.74  

UC and the State 

Some women have considered hiring a midwife or physician, even though they 

preferred a UC, because of fear of a Social Services/Child Protective Services (CPS) 

investigation. Interacting with local government agencies can be a source of stress for UCers 

even if there is no fear of a social services investigation. Emily noted that the most difficult 

part of her unassisted birth was obtaining the birth certificate and social security card. She 

wrote on her survey, “It was a lot of bureaucratic hassle that involved seeing a doctor to 

prove I was pregnant, and another to prove I had a baby that I probably hadn’t brought over 

illegally from Mexico.” Advice about interacting with the state abounds on UC boards. 

Women swap tips on finding a friendly pediatrician to do a newborn exam, obtaining birth 

certificates in different states or provinces, or knowing one’s rights in case of a CPS 

investigation. Women have reported that their “alternative” lifestyle choices—home 

schooling, extended breastfeeding, not vaccinating, etc.—already put them more at risk for 

being reported to a government agency. They worried that giving birth outside of an 

institution or without a birth attendant could provoke an investigation from a local social 

services agency. Taryn wrote that her biggest fear was not of the birth itself, but of a CPS 

investigation:  

I have considered UC off and on for a few months and one of my big fears has 
nothing to do with the actual birth, but with the possible CPS related consequences 
for this child and my other three. While I believe that every mama should be able to 
labor/deliver in the way that she chooses, I am keenly aware that my family is 
probably only a step away from being referred to CPS and am weighing the possible 

                     
74 Griesemer, email message to author, March 17, 2008.  
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risks of even an “oops” UC.75 

 Women living on military bases also worried that they or their spouses could get 

into trouble for having a baby unassisted, such as this woman living on a military base in 

Okinawa, Japan. Fiona wrote:   

I have been seen at the military clinic for the last four months. I don’t intend to go in 
again. I want to UP from here on out, and I really really want to UC. I am terrified. 
It’s this whole CPS crap. I mean, things are different in the military. They run our 
lives in so many ways….I have no fear of the birth, or of my or my baby’s health, 
I’m just scared of the aftermath. The military, CPS, my husband’s job.76  

One strategy is to have shadow care with a midwife or physician to prove they weren’t 

“neglecting” their fetus, then have an “oops!” UC. Ivy advised Fiona to do the following in 

order to stave off suspicion:  

If the CO [commanding officer] says no, just lie and say “Oh my God, it just 
happened so fast I just couldn’t make it to the hospital!!!” Works wonders. Don’t tell 
anyone you want to UC….Keep being a “good girl” and go to your OB 
appointments. Just “don’t make it in time.” No repercussions for your husband’s 
career.77  

Other women have engaged a midwife’s services for assistance with obtaining a birth 

certificate, social security number. Obtaining these documents can range from easy to very 

difficult, depending on the state’s or province’s requirements and sometimes on individual 

county clerks.  

 Another strategy to avoid a CPS investigation was to tell other people that they were 

planning a midwife-attended birth and that the (fictional) midwife didn’t arrive on time. 

Libby wrote: “My husband is behind me 100 percent on this and even excited to UC and 

we’ve agreed to use the old ‘I’m seeing a midwife/oops, the midwife didn’t get here in time 

                     
75 Taryn, “CPS/mental health,” c-birth, May 3, 2006.  

76 Fiona (kungfumoose), “UC on an Overseas Military Base?” MDC, May 3, 2006, 
http://www.mothering.com/discussions/showthread.php?t=447148.  

77 Ivy (Pandora114), “UC on an Overseas Military Base?” May 7, 2006. 
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for the birth, but she came and checked us out and everything is great’ trick.”78 Of course, 

this strategy does not sit well with some midwives, who do not want to be a scapegoat for 

something they were not involved in.79 Others have suggested lying about the birth or 

playing dumb. Honey suggested:  

If I were you, I’d claim complete DUMB IGNORANCE….gee, I didn’t think this 
was real labor. . . gee, the baby came SO FAST!…gee, I didn’t think to call 911 
because I was bonding with my baby and I wasn’t bleeding too much and I was 
feeling SO good with these new mommy feelings! (dad can say something similar).80 

 I was able to interview Sandy, who faced a CPS investigation after having an 

unassisted birth.81 Her second daughter (first UC) came a month early and was a surprise 

footling breech. Although her baby was small, she was perfectly healthy, so Sandy decided 

not to take her to the hospital. She did not want her baby put into a NICU or risk acquiring 

an infection in a hospital:  

I have talked to people that work in the hospitals near where I lived at the time. They 
wouldn’t have let me take her home. She was under 5 pounds. She weighed only 4 ½ 
pounds at birth. They would have stuffed her in the NICU and left her there until 
she was 5 pounds, and I just wasn’t going to play with that. She was healthy. I didn’t 
want her to get an infection. I was just like, “you know what? We’re staying home.” I 
didn’t even take her out of the house for 3 weeks.  

Sandy also explained that her decision not to bring her new baby to be seen by a doctor was 

complicated by her insurance situation. Because her baby arrived early, she was still in the 

                     
78 Libby (appleseed), “New UCer, need reassurance!” MDC, June 25, 2006, 
http://www.mothering.com/discussions/showthread.php?t=474534.  

79 For example, Michelle, a midwife in Michigan wrote: “The reason that most midwives will not align with 
unassisted homebirth is because it will only take a few big-story catastrophes to undermine the continuing legal 
option of ANY birth at home, thus dismantling all the work that’s been done, over decades, by devoted, 
committed midwives and birthing families to bring midwifery and homebirth away from the margins and into 
the mainstream.” She argued that the public tends to conflate midwife-attended and unassisted home birth, so a 
bad outcome with a UC would undermine all home birth advocacy. See “Weekend Update,” Close to the Root 
blog, December 16, 2007, http://closetotheroot.blogspot.com/2007/12/weekend-update.html (accessed 
December 16, 2007). The post has since been taken down.  

80 Honey (Mrs Hos), “UC on an Overseas Military Base?” May 31, 2006.  

81 Sandy, interview with author, February 27, 2008.  
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process of applying for the baby’s insurance, and her regular pediatrician refused to care for 

her new baby.  

Now the reasons for [not taking her to a doctor] had very little to do with my 
personal beliefs and everything to do with the fact that my older daughter’s 
pediatrician was supposed to have been cooperating with me. When she came a 
month early, he just washed his hands of the whole deal. He wouldn’t even see her 
because of outside circumstances. I didn’t have insurance for her, because I had 
applied for it, but then she decided to make her entrance a month early, and so I 
didn’t have it yet. He wouldn’t even take a partial payment or anything. So I couldn’t 
take her to him. I didn’t have insurance, and I was having trouble finding a 
pediatrician that would let me pay in cash.  

 When her daughter was five weeks old, a CPS caseworker showed up at her doorstep 

unannounced and demanded to see her baby. The caseworker could not reveal who had 

alerted CPS, but she did mention details that very few people would have known, indicating 

that it was probably a close friend or family member who had been the informant. The three 

main areas of concern were that Sandy had not taken her baby to a pediatrician or to a 

hospital, that she was opposed to vaccination, and that she had had no prenatal care. Sandy 

found a supportive pediatrician who reassured CPS that the baby was healthy and that Sandy 

had made a wise choice in keeping the baby out of the hospital. After two visits to the 

doctor and over six months of wading through bureaucracy, her case was finally closed, but 

her CPS record still indicates that her baby had suffered from medical neglect.  

 I asked Sandy if she might make different choices for subsequent pregnancies 

because of the CPS investigation. She said she had briefly considered having another hospital 

birth. “That went right out the window. I just can’t do that again. I had a good experience 

with my first hospital birth. Just no. No no no no no.” She was open to hiring a midwife, but 

her family absolutely could not afford one:  

I don’t think a woman’s first decision with regard to hiring a midwife should be a 
financial one, but there are people like myself where it really is a serious problem. 
There is just no way. I mean, I could give her some organic free-range eggs for the 
next ten years until I pay her off! 
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Even more importantly, she did not like the idea of handing over the responsibility to a 

midwife because she knew so much about birth:  

And the other issue that I have, and to me this is much more important, is that I’ve 
been studying birth and how it works and natural childbirth since I was eleven. We’re 
talking like sixteen years here. I know a lot about how it works, and I’ve birthed 
twice now, mostly unassisted….It’s very difficult to imagine putting myself in a 
situation where someone else is going to feel like they have the responsibility of 
making sure everything turns out right….I can’t put myself in that situation. So that’s 
my other problem. If I could find a midwife that was super cool, then 
maybe….There comes a point where you have to stand up for the truth, and the 
truth is that I’m not going to sacrifice what I see as being the health and safety of my 
child and myself because I’m worried about some busybody that may or may not 
butt into my life. 

 From my time spent reading UC boards and forums, I have noticed that the fear of a 

CPS investigation usually overshadows the actual reality of it happening. Libby’s comment 

illustrates this: “I know UC is legal and my right and everything, but all of the HORROR 

stories I have heard about CPS getting involved have me so scared and confused about this, 

something I never, ever thought I’d be.”82 Second- and third-hand stories get swapped 

around, but verifiable instances of real CPS investigations, such as Sandy’s, are much less 

common. For example, Dayna of Ontario, who was pregnant with a surrogate baby, heard 

about a negligence charge in the province because the parents had a UC. She also has a 

personal acquaintance who is planning a UC and “keeping quiet about their plans due to fear 

of repercussions...that fear is quite real in Ontario.”83 Her worries were based on rumor and 

on other people’s fears about CPS, not on any real-life run-ins. In addition, CPS “horror 

stories” that get told on the internet are often fragmented or highly condensed, leaving me 

to suspect that there might be other contributing factors that were not shared publicly. Still, 

the perception of CPS as a threat motivates women to take action. Some see a midwife or 

                     
82 Libby (appleseed), “New UCer, need reassurance!” June 25, 2006.  

83 Dayna, “Ethics of ‘keeping’ a midwife. (Decided to UC at 34 weeks.),” c-birth, December 22, 2006. 
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doctor and plan an “oops!” UC. Some remain secretive about their plans, not even telling 

family members. Some may even invite a midwife to their birth if their worry about CPS 

looms large enough.  

Core Values and Beliefs 

Unassisted childbirth is not a choice made in isolation. It often occurs alongside 

other lifestyle and parenting choices, as part of a “constellation of values.”84 Philip D. Holley 

and Dennis Brewster studied the value and belief systems of people who chose unassisted 

birth. They found that a “substantial yet selective dissatisfaction with medicine and science, 

education, government, consumerism, and popular culture.” These families also shared a 

“deep spirituality, a strong commitment to family and children, and some commitment to 

nature and tradition.” These two factors have led to a “constellation of values which 

promotes a core set of six beliefs, specifically unassisted home birth, home schooling, 

attachment parenting, extended breast feeding, non-vaccination, and non-circumcision as 

well as selected peripheral beliefs.” Holley and Brewster called this cluster of values the “Re-

Invented Family” or RIF. According to Holley and Brewster, RIFers held a unique 

combination of interconnected values. They took religion and spirituality very seriously. 

They valued their family commitments, placing childbearing and rearing as a primary focus 

of family life. RIFers also relied heavily on ideas of nature and tradition to guide their 

everyday choices. For example, they supported extended breastfeeding—a common practice 

in many older or “traditional” societies—and opposed circumcision because it was seen as 

an unnatural practice.  

                     
84 Holley and Brewster first used this phrase when they presented their paper in 1998. I had begun using the 
same phrase before I discovered their research into RIF. I like the imagery of the word “constellation”—it 
implies a clustering of values that are interconnected, yet independent enough that the absence of one or two 
would not significantly change the overall contour of the behavior.   
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 In addition to the main six beliefs, Holley and Brewster also identified peripheral 

beliefs that some, but not all, adopted. Some of these beliefs affected daily home life, 

including vegetarianism or other dietary restrictions, cloth diapering, not owning televisions, 

rarely or never hiring babysitters, practicing gentle discipline, and running home-based 

businesses. Other peripheral beliefs included alternative medicine and natural family 

planning, if birth control was used at all. Holley and Brewster commented that “Each of the 

peripheral beliefs are justified by references to nature and what is natural, by increased 

closeness between parents and children, and they stand in opposition to much of popular 

culture.” They also speculated that some peripheral beliefs might in the future become core 

beliefs. 

 Holley and Brewster argued that the Re-Invented Family has created a new set of 

rituals, beliefs, and practices that “offer hope, emotional and physical health, self-

actualization, and meaning within a world replete with alienation and anomie.” These beliefs, 

which are often very different from mainstream cultural practices, provide meaning and 

purpose to families who embraced them. RIFers are not concerned with revolution or 

complete social withdrawal. Instead, Holley and Brewster stated, “they create change in their 

own lives and within their own families as they become social movement activists.”85  

 What Holley and Brewster described in 1998 holds true today for the most part. 

When I asked my participants what lifestyle and parenting values were important to them, 

the majority mentioned three or more elements of Attachment Parenting (AP), and twenty-

seven specifically mentioned Attachment Parenting by name. The most common aspects of 

AP are breastfeeding, co-sleeping, baby wearing, gentle discipline, and stay-at-home 

                     
85 Holley and Brewster.   
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parenting.86 Table 9 shows the most commonly mentioned parenting and lifestyle practices. 

 
 

Table 9: 
Important Parenting and Lifestyle Practices87 

 
45* Stay-at-home parenting  
38* Breastfeeding (13 specifically mentioned child-led weaning or extended breastfeeding) 
27 Attachment Parenting 
24* Co-sleeping 
19 Homeschooling or unschooling 
19* Nutrition: organic foods, whole food diet, and/or vegetarianism/veganism 
14 Against vaccinating (or do limited/selective vaccinations) 
13* Baby wearing 
12 Religion 
11 Cloth diapering 
10* Gentle discipline (such as no spanking) 
9 Environmental issues: sustainable living, permaculture, ecological practices 
9 Natural Family Living 
9 Complementary or Alternative Medicine 
8  No circumcision 
3 Instinctive/intuitive parenting 
3 homesteading/country living/off grid 
4 Elimination Communication 

* Denotes Attachment Parenting practices defined by Attachment Parenting International (API) 
 

 

Several formerly peripheral values have shifted into core values since Holley and Brewster 

presented their paper to the 1998 Oklahoma Sociological Association meetings. (Or perhaps 

we surveyed different subgroups—Holley and Brewster’s research was based mainly on 

books and websites by Moran, Morgan, Halfmoon, Griesemer, and Shanley and on a small 

number of other websites.) Nutrition was a major concern among my participants. Nineteen 

mentioned that eating a healthy diet was very important to their families, especially organic 

                     
86 Attachment Parenting International (http://www.attachmentparenting.org) has defined the 8 Principles of 
Attachment Parenting: Prepare for Pregnancy, Birth, and Parenting; Feed with Love and Respect; Respond 
with Sensitivity; Use Nurturing Touch; Engage in Nighttime Parenting; Provide Consistent and Loving Care; 
Practice Positive Discipline; and Strive for Balance in Personal and Family Life.  

87 60 participants responded to the question “What other parenting or lifestyle choices are important to you?”  
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and whole foods. Gentle discipline seems to be gaining importance, although two families 

mentioned that they did spank their children. Cloth diapering has also become more of a 

core value. If we consider diapering practices (cloth diapers or elimination communication) 

as an element of ecological practices such as sustainable/off grid living and permaculture, 

then environmentalism is one of the foremost concerns of contemporary UC families after 

attachment parenting. Today’s families are also concerned with living and consuming more 

“naturally.” For example, Samantha wrote in her survey: 

We try to be environmentally conscious; we clean with mostly baking soda and 
vinegar, etc. We use mostly natural products like Toms of Maine toothpastes & 
mouthwashes, and stuff like Natural Newborn herbal mosquito repellant rather than 
the chemicals, etc. I have seriously minimized exposure to mainstream scents, soaps, 
shampoos and lotions and their chemicals (PEG stearate, lauryl sulfate, DEA 
cocomide, etc.) all those neurotoxins and carcinogens, off of us and especially our 
kids. We are aware of environmental contaminants like pressure treated wood, heavy 
metals in our tap water, etc.  

Embracing “natural” methods of healing (including homeopathy, herbs, and chiropractic) 

also seems to be shifting from a peripheral to a core value. Of course, unassisted birth itself 

entails a rejection of western biomedicine at least for pregnancy and birth; in that respect, all 

UC families embrace a form of alternative medicine.  

 Holley and Brewster explained which beliefs and practices were common among UC 

families. However, they did not answer why so many families shared common values and 

beliefs in the first place. This is a fascinating question and warrants further exploration. Do 

birth experiences function as a gateway into this constellation of shared values? Or is 

unassisted birth something that these families—already practicing attachment parenting, 

ecologically friendly living, and healthy eating—gradually gravitated towards? Whatever the 

cause, most UC families adhere to decidedly non-mainstream parenting methods as my own 

and Holley and Brewster’s research has shown. This suggests that UC plays a part in forming 

people’s core identities, rather than being just one of many consumer choices (such as 
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“which hospital should I birth at?” or “should I go ‘natural’ or use drugs?”). In other words, 

unassisted birth is very much part of who women and families are, not just something that 

they do. In that sense, birthing unassisted and rejecting a common group of mainstream 

lifestyles and values are, at their core, a form of identity work.  

 Robbie Davis-Floyd noted that natural childbirth and home birth communities often 

embrace a similar constellation of values and a similar approach to understanding reality. In 

Birth as an American Rite of Passage, she noted that: 

home birth, home schooling, wholistic health, environmental, and transpersonal 
psychology movements…intersect in systems theory. They all have in common a 
wholistic view of reality—an alternative system of values and beliefs that coexists 
with our dominant system, and whose underdog proponents seek to garner 
increasing amounts of cultural territory vis-à-vis the dominant model. 

Davis-Floyd argued that the “gestalt, relationship-oriented model of reality shared by many 

wholistic health practitioners, midwives, homeschoolers, and environmentalists” is an old 

one, used for several centuries as the “conceptual basis for underground social movements 

and groups.” However, these dissident groups have made one significant change in that 

today they use modern science, based on systems theory, to reinforce their view of reality.88  

 Craig J. Thompson, chair of the Marketing Department at the University of 

Wisconsin School of Business, postulated why natural childbirth advocates often embrace 

similar alternative lifestyle and parenting practices. Couples in his study engaged in similar 

parenting behaviors as unassisted birthers, including questioning vaccination, avoiding plastic 

toys and processed foods, and embracing attachment parenting. Once consumers became 

disenchanted with standard obstetrical practice, they developed “reflexive doubt” about 

many other common institutional practices:  

Once trust in the authoritative knowledge of experts in one domain of parenting 

                     
88 Davis-Floyd, Birth, 295-96.  
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(childbirth) comes into question, the authoritative knowledge of pediatricians, 
educators, and child psychologists may also be cast into reflexive doubt. Parents can 
easily access alternative media (such as Mothering magazine), organizations, and social 
networks that provide information and rationales for deviating from many, if not 
most, conventional parenting norms.  

Thompson argued that dissention from obstetric knowledge and from mainstream lifestyle 

practices were a “very significant form of identity work” and part of an “antiestablishment 

identity”:  

An anti-institutional construction of self, which pervades many quarters of consumer 
culture, gains even more force when articulated in the contexts of motherhood and 
parenthood (and the multiplicity of consumer choices those social roles avail). The 
natural birth model serves this antiestablishment identity project by functioning as an 
ideological antithesis to the technocratic and often impersonal nature of medical care 
and by symbolizing a domain of self-directed choice, self-discovery, and spiritual 
epiphany.89 

I discuss Thompson’s research more in chapter five. Although UCers might not see 

themselves in the same ideological camp as natural birth advocates who embrace home birth 

midwifery or “natural” (unmedicated) hospital births, they do share many values and 

experiences. Both groups have undergone similar processes of disenchantment and 

skepticism with authoritative knowledge systems. This is important to keep in mind for my 

concluding chapter, where I will discuss how unassisted birth fits into, and deviates from, 

existing belief systems about childbirth.  

The Internet as a Tool for Education, Awareness, and Support 

The internet can provoke anxiety and misgivings, as I illustrated with women who 

feared CPS investigations. It can also serve as a valuable tool for support and education 

among women planning UCs. Before the widespread and easy distribution of information 

                     
89 Craig J. Thompson, “Consumer Risk Perceptions in a Community of Reflexive Doubt,” Journal of Consumer 
Research 32 (September 2005): 245-46; Thompson, “What Happens to Health Risk Perceptions When 
Consumers Really Do Question Authority?” Association for Consumer Research, 
http://www.acrwebsite.org/topic.asp?artid=356 (August 2, 2008).  
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via the internet, women had a much more difficult time obtaining information about 

childbirth. When Patricia Carter was in her childbearing years, she found that information on 

pregnancy and childbirth was almost impossible to obtain. Women wrote to her about their 

difficulties in finding any information about childbirth, even in large urban libraries. For 

example, Mrs. D wrote to Carter:  

this time I tried to find some books on obstetrics that would give me a little cue as to 
the cutting of the chord [sic] and a few other particulars, but have come to trouble 
even there, for the library has only those general books that end up with the usual 
“see your doctor” at the end of every paragraph, and the one doctor I thought would 
lend me a text has so far refused since I told him why I wanted it.  

This taboo on birth-related information was slowly lifting during Carter’s time. She ran a free 

library in her town and described the difference in generational attitudes:  

When word got round that I had a few books on the subject, they came down from 
the shelves and went into circulation. Now the women of my own generation would 
call me aside and whisper their requests for books on maternity, as if I were peddling 
something shameful and contraband: whereas the younger Mothers-to-Be, those in 
their teens and early twenties, would come to the door, and without stopping to see 
who would hear them, would yell, “Hey! I’m going to have a baby. Got any know-
how books on it?”90  

As I mentioned in chapter two, Patricia Carter’s book gave women basic information about 

the anatomy and physiology of childbirth, which was otherwise difficult to come across at 

that time.  

 Today, the situation is dramatically different. Besides a shift in attitude about 

pregnancy that has made information much more accessible and acceptable, technological 

changes have made information gathering and networking much easier. Only a few decades 

ago, women interested in UC were mailing each other binders of photocopied information 

and birth stories. These informal postal rings and occasional newsletters were often the only 

ways women could connect with each other, share information, or obtain emotional support. 

                     
90 Carter, 39-40, 350.  
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Today, unassisted birth information and support is easily accessible to anyone with internet 

access. The internet has played a significant role in raising awareness, educating, and 

supporting women who desire an unassisted birth. Sociologists Philip D. Holley and Dennis 

Brewster commented on the significance of the internet in promoting and supporting 

unassisted birth:  

The RIF movement, to the extent it exists today, has been facilitated by mass 
media….The Internet now serves as the most inventive and forceful technology for 
RIFers….Internet communication also provides for group identification and 
cohesion.”91  

And as Craig Thompson pointed out, reflexive doubt can emerge when parents, 

disenchanted with mainstream childbirth practices, access “alternative media,… 

organizations, and social networks.”92 Certainly the internet facilitates this; with just a few 

keywords and clicks, parents can find supportive communities and alternative approaches to 

many parenting and lifestyle norms.   

 Twenty-nine of my survey participants first learned about the idea of unassisted birth 

from the internet, most commonly through discussion forums, on Laura Shanley’s site, or 

while researching childbirth and homebirth related topics. I asked them which websites (in 

addition to books, videos, journals and authors) were influential in their decision to have a 

UC. Laura Shanley’s was the most often mentioned (18), followed by the Center for 

Unhindered Living (5), Motheringdotcommune forums (4), BirthLove (3), Empowered 

Childbirth (2), Mango Mama (2), c-birth (1), and Christian UC (1).93 Besides playing a 

significant role in raising awareness of UC as an option, the internet has also facilitated 

                     
91 Holley and Brewster.  

92 Thompson, “Consumer Risk Perceptions,” 246.   

93 47 total responses. Center for Unhindered Living: http://www.unhinderedliving.com; Mothering forums: 
www.mothering.com/discuss; Christian UC: www.christianuc.com. Empowered Childbirth and c-birth are 
Yahoo groups. BirthLove and Mango Mama (open from 1999-2002) are no longer functional websites.  
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education and support among women planning UCs. Reading birth stories is a powerful 

educational tool, teaching women about the variations of birth and how they might respond 

to different situations in labor. Members of c-birth, the largest UC group on Yahoo, 

mentioned the value of learning from others’ birth stories:  

The thing c-birth gave me the most of was a head full of normal birth stories, in all 
their variety. (Marguerite)94  

The benefit has been the daily vicarious experiences of others’ situations, the 
opinions shared, the fears expressed….In the moment, all of that accumulated 
information helped us release the fears and let go and let baby and uterus do what 
they were created for. (Matt)95 

What I did gain…was absolute confidence from reading so many stories of perfect 
successful UC homebirths. (Molly)96  

Because unassisted birth is so uncommon, women usually turn to the internet for 

information and emotional support. Women have written that internet groups were “a 

phenomenal source of strength and information for me,”97 “a vast wealth of emotional 

support and information.”98 Even knowing that other people are making the same choice is 

tremendously comforting: “But I did come to UC without knowing there were actually other 

women wanting the same thing. I searched the net and was pleasantly surprised to find other 

women who were as crazy as me.”99  

 The internet’s role in fostering support and education for unassisted birth raises 

many unanswered questions, which would benefit from further research and exploration. 

                     
94 Marguerite, “the ideal percolating through to what really happens Re: evolution,” c-birth, 
December 28, 2004. 

95 Matt, “INVITE - A MALE! With a great unassisted birth!” c-birth, February 6, 2005.   

96 Molly, “New here and I’d love some information,” c-birth, March 12, 2005.  

97 Cecilia, “Intro sorta thing,” c-birth, December 27, 2004.  

98 Alessandra, “evolution (was: hi c hyphen brth),” c-birth, December 26, 2004.  

99 Kristi, “Thank you for being here!” c-birth, December 16, 2005. 
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For example, it seems that the internet may accelerate the process of reflexive doubt, making 

it easier to voice dissenting stories about disillusionment with institutional “truths.” If so, has 

unassisted birth become more common with the advent of the internet? This is a very 

difficult, if not impossible, question to answer—but worth raising all the same. On the other 

hand, perhaps the internet artificially inflates the prevalence of “fringe” behaviors such as 

unassisted birth, making them seem more common than they really are. Other topics worth 

examining in more depth are the internet’s role in identity formation and how the internet 

functions as a social support network compared to other types of social communities.  

 With unassisted birth, there is a paradoxical withdrawal from conventional social 

interactions that surround pregnancy and birth and an immersion in alternative virtual 

communities in which unassisted birth is seen as a normal, reasonable choice. Women often 

withhold their birth plans from family and friends, fearing disapproval and negativity. Some 

also worry about governmental interference because of their alternative choices, so they too 

choose not to reveal their plans. In order to make up for the social isolation that UC often 

brings, they selectively enter into intentional communities that support unassisted birth. The 

difference, though, is that participation in these virtual communities is anonymous and 

without accountability. Women can join or leave online groups as they please, easily 

vanishing into the ether of the internet without a trace when they no longer desire to 

participate.  

 The internet has accelerated and changed the process of choosing an unassisted 

birth. It is rare for women today to experience an unassisted birth in isolation from others 

making the same choices, as did Pat Carter or Laura Shanley. In addition, choosing a UC 

today is more complex and more fraught with social and cultural repercussions than it was in 

the past, given the increased public awareness of the practice. Unassisted birth has also 



 

 

154 

become a much more social and interactive journey. Most women who choose UC have read 

multiple birth stories and communicate regularly with others interested in that same choice. 

Thanks to the internet, the journey to UC is colored by immediate and simultaneous access 

to women in all stages along the path: those who have already had one or more UCs, those 

who are still raw from recent birth experiences, those who are pregnant—even women who 

are in labor at the moment! So while the journey to unassisted birth severs certain ties and 

social relationships, it also forges new ones. 
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CHAPTER 4 

INTUITION AS AUTHORITATIVE KNOWLEDGE IN UNASSISTED BIRTH 

 

Woman in labor: What do I do? 
Obstetrician: Nothing, dear. You’re not qualified! 

 
Monty Python, “The Machine That Goes ‘Ping!’” 

 
 

My intuition told me everything that was going to happen at my birth….That he was 
going to be big. That he wasn’t going to be breathing. That all we needed to do was 
hold him and tell him we love him and he would perk right up. That I would not 
hemorrhage. That I would tear. 

 
Eva, mother of four (one planned UC)1 

 
 

In Western obstetrics, treatment of pregnancy, labor, and birth is based largely on 

external, clinical measurements that medical experts interpret and act upon. A woman’s “due 

date” is calculated from her last menstrual period and adjusted based on ultrasound 

measurements. Quantitative measurements such as blood pressure, hemoglobin 

concentrations, and fundal height determine if she is healthy or not. Ultrasounds provide the 

mother with a visual image of her baby and are often promoted as a way to “bond” with the 

baby. If a woman does not go into labor on or around her due date, she may face pressure to 

induce labor. During labor, a woman’s cervical dilation is measured and compared against 

charts to determine if her progress is normal or not. If her labor is too slow, she might 

receive an artificial hormone to speed up the process. In most labors, an electronic fetal 

monitor graphs the baby’s heart beat against the mother’s contractions. Nurses and doctors 

interpret the recordings and determine if the baby is healthy or in “distress.” Women are 

                     
1 Eva (RiceMomma), “Statistics anyone?” MDC, April 27, 2006, 
http://www.mothering.com/discussions/showthread.php?p=5019865.  



 

 

156 

usually instructed not to push before the cervix is ten centimeters dilated, and strongly 

encouraged to push once it reaches that measurement. In sum, childbearing in Western 

obstetrical practice is a process done to the mother, guided by quantitative measurements 

and machines that are interpreted by medical professionals. Robbie Davis-Floyd would 

agree; she remarked that “authoritative knowledge—the knowledge on the basis of which 

decisions are made and actions are taken—is vested in these machines and in those who 

know how to manipulate and interpret them.”2  

Even the two most common questions posed to a pregnant woman center on 

medical, machine-based knowledge: “When are you due?” and “What are you having?” In 

the past, missed menstrual periods led women to suspect pregnancy, and “quickening” 

confirmed it. With the development of technologies such as blood or urine pregnancy tests 

and ultrasounds, knowing about pregnancy has shifted from an internal to an external 

process. British midwife Beverly Beech commented:  

In the past, it was difficult to examine the baby in utero. The doctors and midwives 
had to rely on what women told them. With the development of ultrasound women 
moved from a position where they relied on their feelings, intuition, knowledge of 
their own bodies and old wives tales to a reliance on the doctors telling them about 
their baby. This dependence has grown to such an extent that most women feel they 
must go to a doctor to confirm that they are pregnant and rely on ultrasound to 
reassure them that their baby is “alright.”3 

Sandy, a mother of two, related this revealing story about telling her friend that she was 

pregnant:  

She wanted to know if I’d peed on a stick yet and whether or not I am pregnant. I 
told her “yes, I’m pregnant, but I haven’t peed on a stick, yet!” And her first 
response was, “well, let me know when you find out!”…That was when my epiphany 

                     
2 Robbie Davis-Floyd and Elizabeth Davis, “Intuition as Authoritative Knowledge in Midwifery and Home 
Birth,” in Childbirth and Authoritative Knowledge: Cross-Cultural Perspectives, ed. Davis-Floyd and Carolyn Fishel 
Sargent (Berkeley: University of California Press, 1997), 316.  

3 Beverley A. Beech, “Over-Medicated and Under-Informed: What Are the Consequences for Birthing 
Women?” AIMS Journal 11, no.4 (Jan 31, 2000): 4-8.    
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hit. I know I’m pregnant. Why do I always have to wait for a stupid stick to tell me 
something I already know?4  

To her friend, pregnancy wasn’t real until a chemical reaction confirmed it.  

 In contrast to medical approaches to childbirth, unassisted childbirth is mainly an 

internal process. UCers accede the greatest respect to a woman’s embodied instinct and 

intuition. They also highly esteem the physiological and hormonal processes of labor, 

trusting that women’s bodies are designed to give birth safely and efficiently in the right 

environment. Although UCers reject the need for a midwife to physically attend their births, 

they draw heavily upon the body of knowledge that midwifery has developed, especially 

home birth midwifery. They also refer to research by natural childbirth, midwifery, and 

home birth activists and researchers. Obstetrical knowledge has limited value among UCers; 

they see it as useful in certain situations, such as true obstetric emergencies, but as 

detrimental for normal births.  

 This chapter addresses how unassisted birthers “know” about their pregnancies and 

births. What knowledge sources do they privilege? How do they make decisions? How do 

they know what is happening with their bodies and babies, and how do their labors play out 

when monitors, technology, and birth attendants are absent? This chapter is, at its core, 

about epistemology: how we know what we know. It describes what the unassisted birth 

community considers “authoritative knowledge.”   

Authoritative Knowledge  

Anthropologist Brigitte Jordan, best known for 1978 book Birth in Four Cultures,5 

explained that authoritative knowledge is “the knowledge that within a community is 

                     
4 Sandy, “Ok, letting go now...,” c-birth, June 30, 2005.  

5 Brigitte Jordan, Birth in Four Cultures: A Crosscultural Investigation of Childbirth in Yucatan, Holland, Sweden, and the 
United States (Montreal, Canada: Eden Press Women’s Publications, 1978).  
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considered legitimate, consequential, official, worthy of discussion, and appropriate.” It is 

not simply the knowledge of those in authority positions, as the term might suggest, but 

rather a “state that is collaboratively achieved within a community of practice.” Whether or 

not the knowledge system is “right” or “truthful” is irrelevant; “the power of authoritative 

knowledge is not that it is correct but that it counts.” A community or society will often have 

multiple knowledge systems, some of which gain dominance “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.” When one knowledge 

system becomes authoritative, it often delegitimizes all other kinds of knowing while 

simultaneously presenting itself as a “natural order, that is, the way things (obviously) are.” 

As a result, people who embrace alternative knowledge systems may face strong penalties for 

their unorthodoxy.6  

 In North America, obstetric medicine currently holds authoritative knowledge about 

pregnancy and birth. This is evident in the near universal rates of hospitalization for 

childbirth (98-99%); utilization of physicians rather than midwives for prenatal care and 

childbirth (around 90%); high rates of cesarean deliveries (over 31% in the US in 2005), 

epidural anesthesia during labor (80%), and pharmacological induction or acceleration of 

labor (at least 50% and possibly close to 70%). For example, the Listening to Mothers II survey, 

conducted by The Childbirth Connection in 2006, concluded: “Despite the primarily healthy 

population and the fact that birth is not intrinsically pathologic, technology-intensive 

childbirth care was the norm….A very tiny minority (2%) experienced all of the care 

practices that promote normal birth and are endorsed by Lamaze International.”7  

                     
6 Ibid., “Authoritative Knowledge and Its Construction,” in Childbirth and Authoritative Knowledge, 56-58. 

7 Declercq, et al., 3-4; Block, 5-6, 21. 
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 Women who embrace alternatives to obstetrician-attended hospital births often face 

ridicule and censure for their choices. Jordan commented: 

Those who espouse alternative knowledge systems then tend to be seen as backward, 
ignorant, and naïve, or worse, simply as troublemakers. Whatever they might think 
they have to say about the issues up for negotiation is judged irrelevant, unfounded, 
and not to the point.8  

Physicians’ reactions to unassisted birth, taken from discussions on an OB/GYN listserv, 

illustrate Jordan’s point about discounting alternative knowledge systems as inferior or 

ignorant. Dr. Douglas Krell stated: “I believe that the idea of what is ‘correct’ in this 

unassisted childbirth thing involves too little information, too much emotion, and not 

enough experience.”9 Dr. D. Ashley Hill wrote: “Women who choose to have an unassisted 

birth are at best uneducated about the potential complications of giving birth. At worst, they 

allow negative feelings towards hospitals, physicians, or midwives to place their babies in 

danger.”10  

 One of the most effective ways of devaluing alternative knowledge systems, 

according to Jordan, is to make them “unthinkable.” We see this rhetorical maneuvering in 

physicians’ reactions to unassisted birth. They portrayed UCers as bad mothers who 

carelessly gamble with their children’s lives and even deliberately inflict harm on their 

children. Dr. Hill stated that “unassisted deliveries are negligent. A pregnant woman should 

not intentionally endanger her baby by giving birth without the help of an experienced 

attendant.”11 Some physicians have even suggested that babies harmed during home births 

                     
8 Jordan, “Authoritative Knowledge,” 56.  

9 Douglas Krell, October 2001 OB-GYN-L Message Archive (abbreviated as OB-GYN-L in further citations), 
October 3, 2001, http://forums.obgyn.net/ob-gyn-l/OBGYNL.0110/index.html#98 (all entries accessed 
August 2, 2007).  

10 D. Ashley Hill, OB-GYN-L, Oct 3 2001.  

11 Hill.  
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should sue their mothers for damages, and that women whose babies died during an 

unassisted birth should be prosecuted for manslaughter. Dr. Krell wrote: “parents who 

endanger their children lives by eschewing the advice of the trained, the experienced, the 

learned, in favor of some other alternative ought to be held accountable for their action 

or…inaction.”12 A family practice physician and blogger from the U.K. argued:  

[I believe] that a baby sustaining injury during a deliberate “freebirth” should indeed 
have a legal remedy against his mother. And I would go further. If a baby were to die 
of an avoidable cause due to and during a “freebirth”, the mother should be 
prosecuted for manslaughter. The baby does not have a choice and must be 
protected.13  

In essence, these women have become an archetypal Anti-Mother by (supposedly) 

committing the unthinkable crimes of child abuse, neglect, endangerment, and manslaughter. 

When American women have been charged with “perinatal endangerment” due to a 

medically unassisted birth, public reactions “represented them as ‘calculating criminals,’ 

‘unnatural’ and ‘callous murderers,’ in sources as diverse as interviews with legal and medical 

workers and journalists, newspaper articles, police reports, court files and psychiatric, 

medical and probation records,” according to Deborah Lupton, author of Medicine As 

Culture: Illness, Disease and the Body in Western Societies.14 She referred to Anna Lowenhaupt 

Tsing’s investigation the “monster stories” of women charged with perinatal endangerment 

due to a medically unassisted birth. I should note that while the births mentioned by Lupton 

and Tsing were medically unassisted, they were not usually planned UCs in the sense that I 

                     
12 Krell. Also see a post on the same listserv by Dr. Joe P., Oct 2, 2001. He wrote: “Does the fetus (or other 
family members--grandparents?) have a cause of action in tort if a mother opts for a home delivery and 
something goes wrong? Is that at least a case of negligence, because she did not take reasonable precautions to 
avoid a foreseeable risk to the baby?”  

13 Dr John Crippen, “Going It Alone: The ‘Freebirthers,’” NHS Blog Doctor blog, May 18, 2007,  
http://nhsblogdoc.blogspot.com/2007/05/going-it-alone-free-birthers.html (accessed February 26, 2008).  

14 Deborah Lupton, Medicine as Culture: Illness, Disease and the Body in Western Societies 2nd ed. (Thousand Oaks, 
CA: Sage Publications, 2003): 166.  
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understand them. One of Tsing’s case studies was of a teenage college student who gave 

birth to a baby in a dormitory bathroom and hid the baby’s body. Another was of an 

uninsured young woman who, unable to obtain an abortion for an unwanted pregnancy, 

decided to give birth to the baby in a motel near a hospital so she could have some time to 

hold her baby, then give it up for adoption. After the birth, she took a bath with her baby to 

warm up. She passed out, and when she woke up the baby had drowned.15 Whether or not 

the public distinguishes between these births and planned UC as a freely chosen birth option 

is unclear. In any case, the vehemence of opposition to medically unassisted birth illustrates 

the transgressive nature of birthing outside of a hospital and without professional 

supervision, since it implies a rejection of obstetrical knowledge systems.  

 My research about unassisted childbirth, which is based primarily on ongoing, 

organic discussions among communities of women, is an ideal place to explore what 

authoritative knowledge consists of for UCers. Since authoritative knowledge is constructed 

interactionally within a community, the best way to learn about it is from the women 

themselves in their everyday conversations. I have found that woman-centered, non-rational, 

non-empirical knowledge—what I call intuition—is the ultimate authoritative knowledge 

amongst unassisted birthers. I use the term intuition in a very general sense to encompass 

several varieties of experience; basically, intuition is “direct perception of truth or fact 

independent of any reasoning process.”16 The American Heritage Dictionary defines 

intuition as “the art or faculty of knowing or sensing without the use of rational processes; 

immediate cognition.” In an article about intuition in home birth midwifery, Robbie Davis-
                     
15 Anna Lowenhaupt Tsing, “Monster Stories: Women Charged with Perinatal Endangerment,” in Uncertain 
Terms: Negotiating Gender in American Culture, ed. Faye D. Ginsburg and Tsing (Boston: Beacon Press, 1990): 282-
299.  

16 Christiane Northrup, Women’s Bodies, Women’s Wisdom: Creating Physical and Emotional Health and Healing (New 
York: Bantam, 1998), 58.   
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Floyd and Elizabeth Davis cited Tony Bastick’s list of key characteristics of intuition:  

the suddenness and immediacy of awareness of knowing, the association of affect 
with insight, the nonanalytic (nonrational, nonlogical) and gestalt nature of the 
experience, the empathetic aspect of intuition, the ineluctable relationship between 
intuition and creativity, the sense of certainty of the truth of insights, and the 
contradictory possibility that an insight may prove to be factually incorrect.17  

Marcie Boucouvalas, in her essay about the intellectual history of intuition, noted that we 

know little about how intuitive information makes itself known:  

Some information may come to us through sensory channels at a subliminal level 
before manifesting in conscious awareness. Other information or knowledge might 
arrive through other than sensory channels or perhaps through means we may not 
even begin to understand at this point.18  

I will not attempt to speculate why and how intuition originates in this chapter, although 

multiple theories exist.19 The salient issue is not proving whether or not intuition is “real” or 

where it comes from. More important is the fact that many women who birth unassisted 

have reported an intuitive knowledge about their pregnancies and births.  

 Because intuition is not ratiocinative—that is, it does not involve methodological or 

                     
17 Davis-Floyd and Davis, 318.  

18 Marcie Boucouvalas, “Intuition: The Concept and the Experience,” in Intuition: The Inside Story: Interdisciplinary 
Perspectives, ed. Davis-Floyd and P. Sven Arvidson (New York: Routledge, 1997), 8.  

19 Midwife Elizabeth Davis provided an explanation based on brain wave patterns detectable on 
anelectroencephalogram (EEG). Beta waves operate on the most rapid frequency and correlate with “rational, 
cause-and-effect thinking.” Alpha waves are slightly slower and are associated with relaxing, automatic, and 
repetitive activities such as running, dancing, swimming, and meditation. Theta waves are much slower than 
alpha and characterize mystical or transcendent states of being, ones in which people lose awareness of time 
and space. Deep hypnosis, lovemaking, psychedelic drugs, and life-threatening struggles for survival can trigger 
theta wave patterns. Davis postulates that intuition is experienced in alpha and theta states, during which 
people “experience alignment of body, mind and spirit.” From Women’s Intuition (Berkeley: Celestial Arts, 1989), 
7-13.  

Therapist Paula Reeves situated intuition within bodily processes, in a more mystical sense: “As the 
science of psychoneuroimmunology is beginning to demonstrate, body wisdom is transmitted through the 
instinctual biochemical language of tissue and bone, of movement and symptoms, through the ebb and flow of 
hormonal tides, neuropeptide cascades, and the flux and peaks of energy knit together by breath, by heartbeat, 
by touch. It is within this ongoing transmission that intuition is most active.” From Women’s Intuition: Unlocking 
the Wisdom of the Body (Berkeley: Conari Press, 1999), 4.  

Dr. Northrup gave an even less tangible explanation of intuition on page 59: intuitive diagnosis is 
reading our own or someone else’s energy fields, a tradition she claimed was “part of many ancient healing 
systems.”  
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logical forms of reasoning—it is often overlooked or dismissed in Western cultures. Davis-

Floyd and Davis argued that mechanistic and deductive forms of reasoning “have been 

gaining increasing cultural prominence since the time of Descartes.”20 Ratiocinative forms of 

knowledge can be reproduced and logically explained. Intuition, on the other hand, is seated 

deeply within the individual and cannot be experienced by an outsider, nor explained in 

rational terms. Christiane Northrup, an OB/GYN and author of several books on holistic 

health and healing, commented that “because our society glorifies only logical, rational, left-

brain thinking, we are taught to discount other forms of knowing as primitive or ignorant.”21 

Anne Frye, author of the foremost textbook series for home birth midwifery, added that our 

patriarchal culture has an “overemphasis on rational knowledge while devaluing and often 

completely ignoring the reality and worth of intuitive perceptions.”22 Midwife Elizabeth 

Davis agreed that intuition’s devaluing took place with the rise of patriarchal cultures and the 

correspondent denigration of woman-centered knowledge.23 These comments place intuition 

as an age-old traditional form of women’s knowledge. This, of course, may very well be true, 

but the comments also reveal a very modern political project in action, in which feminist  

celebrations of woman-centered knowledge seek to reclaim knowledge and authority from 

patriarchal systems of control.  

Intuition in Childbirth 

Perspectives on the role of intuition in childbearing are found mostly in midwifery 

and childbirth education publications such as Midwifery Today and its affiliated newsletter 

                     
20 Davis-Floyd and Davis, 318. 

21 Northrup, 58.  

22 Anne Frye, Holistic Midwifery, Vol 1: Care During Pregnancy, rev. ed. (Portland, OR: Labrys Press, 1995): 340.  

23 Davis, 16-18.  
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Birthkit, AIMS Journal (UK based), The Birth Gazette (published and edited by Ina May 

Gaskin), Midwifery Matters, International Journal of Childbirth Education, and the Journal of Perinatal 

Education. Articles in these journals treated intuition matter-of-factly, assuming its existence 

and its importance in modern midwifery practice. They discussed how to sharpen and hone 

ones intuition;24 argued that intuition plays a significant role in midwifery and that it is an 

equally valid way of knowing as is scientific knowledge;25 and asserted that mothers 

intuitively know how to nurture, birth, and raise their children.26  

 Midwives have also mentioned the importance of intuition for pregnancy and 

childbearing in textbooks and advice books for pregnant women. Anne Frye’s textbook 

series Holistic Midwifery stressed the importance of combining intuition with other ways of 

knowing. From Volume I: Care During Pregnancy: “As midwives practicing holistically, we learn 

to synthesize academic knowledge, clinical skills, practical experience, intuitive perceptions, 

and spiritual awareness as we grow in our work.” She advised midwives to listen to both 

their own and the laboring mother’s intuition. If in doubt about what course to take, 

midwives should listen to the mother’s intuition. However, if the mother is unsure, midwives 

should proceed with her own assessment of the situation, both clinical and intuitive. With 

enough experience, Frye asserted, midwives can learn to privilege their intuition over clinical 

                     
24 Sara Wickham, “Evidence-Informed Midwifery 3: Evaluating Midwifery Evidence,” Midwifery Today, no. 55 
(September 30, 2000): 45; Kate Bowland, “Paths to Midwifery,” Midwifery Today, no. 20 (January 31, 1992): 12.  

25 Lynn Baptisti Richards, “Childbirth Education and Midwifery Are Wrong,” Midwifery Today, no. 21 (April 30, 
1992): 50; “What is the Best Approach to Midwifery Education?” Midwifery Today 1, no. 4 (October 31, 1987): 
18; Sharon Wells, “Direct Entry Midwifery Education: Caught in the Middle of the Maternity Care Crisis and a 
Political-Educational Debate,” The Birth Gazette 9, no.2 (March 31, 1993): 16-19; Jill Cohen, “Why Homebirth?” 
Midwifery Today, no. 50 (June 30, 1999): 10; Gaskin, “Interview with Lynn Jordan CNM,” The Birth Gazette 12, 
no.4 (September 30, 1996): 6-10; “What Was Your Most Challenging Midwifery Experience?” Midwifery Today 1, 
no.5 (February 28, 1988): 20.  

26 Cyd Duffin, “Teaching 1st Stage: What’s New and What’s Being Taught,” International Journal of Childbirth 
Education 7, no.2 (May 31, 1992): 31-32; Laurie Fremgen, “The Psychology of Birth,” Birthkit, no. 30 (June 30, 
2001): 1.  
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knowledge. The midwife must be sure, however, that her intuition “is not being clouded by 

denial on any level.”27 In Volume II: Care During Labor and Birth, Frye also suggested refining 

intuitive skills by learning hands-on healing techniques; engaging in centering or meditative 

practices; participating in meditative energy work such as Chi-gong, and using hypnosis 

techniques.28 Ina May Gaskin, the best known contemporary American midwife, has 

emphasized that women have an innate knowledge of how to give birth. She counseled 

women in her most recent book, Ina May’s Guide to Childbirth, to “let your monkey do it”; in 

other words, don’t “let your over-busy mind interfere with the ancient wisdom of your 

body.”29 Not surprisingly, mainstream obstetrical perspectives on intuition are often 

dismissive, especially when midwives claim intuitive knowledge. The following comment 

from an anti-home birth physician blogger illustrates this:  

The elevation of “intuition” to a form of “authoritative knowledge” is a perverse 
attempt to glorify ignorance and to deny the need for any specialized knowledge at 
all. It is a thinly veiled attempt to justify the inadequate education and knowledge 
base of direct entry midwives.30 

  The most detailed investigations of intuition’s role in birth outside of midwifery 

publications are two essays. One, written by Robbie Davis-Floyd and Elizabeth Davis, was 

originally published in Medical Anthropology Quarterly, anthologized in Childbirth and 

Authoritative Knowledge, and reprinted in Intuition: The Inside Story, a multi-disciplinary 

examination of intuition.  For their essay “Intuition as Authoritative Knowledge in 

Midwifery and Home Birth,” Davis-Floyd and Davis interviewed twenty-two midwives 

                     
27 Frye, Vol 1, 340. 

28 Ibid., Holistic Midwifery Vol II: Care During Labor and Birth (Portland, OR: Labrys Press, 2004), 416 

29 Gaskin, Ina May’s Guide, 243.  

30 Amy Tuteur, comment on “Intuition: pretending that ignorance is a virtue,” Homebirth Debate Blog, 
comment posted July 25, 2007, http://homebirthdebate.blogspot.com/2007/07/intuition-pretending-that-
ignorance-is.html (accessed October 14, 2008).  
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about intuitive encounters during childbirth. Although the midwives had extensive clinical 

training and familiarity with the tools and language of technomedicine, they relied on 

intuition just as heavily. In fact, when clinical signs said one thing but their intuition another, 

they privileged the latter. For example, one midwifery client had numerous risk factors and 

complications during pregnancy and labor, including a previous cesarean section, prolonged 

rupture of membranes, fever during labor, meconium-stained amniotic fluid, and a five hour 

long pushing stage. Despite all of this, the midwife felt good about continuing the labor at 

home, and the baby was born perfectly healthy. The midwife reflected:  

I couldn’t have done that birth if I had followed my own protocols....I think that 
every time a midwife goes to the edge, it is the intuition that everything is all right 
that takes her there....And every time I looked at her, and every time I looked inside 
myself, and every time I saw that...the baby was safe. [T]his is my own metaphor, I 
realize, but I saw the baby surrounded by sparkling light, kind of like glittery flecks of 
amniotic fluid. 

 Davis-Floyd and Davis identified two main types of intuitive experiences: “intuition 

finds its source in the spiritual realm or their own ‘higher selves’...or from the deepest 

recesses of their bodies, which, according to the holistic model, are essentially energy fields 

operating in connection with all other energy fields.” They argued that midwives’ privileging 

intuition has the end result of “normalizing uniqueness.”  

Rather than de-and reconstructing labor to fit abstract and narrowly drawn 
technocratic parameters of normal—a process that often results in major surgery as 
the final reconstructive step—what...midwives do is to continually redraw the 
parameters, processually expanding their definitions of normal to encompass the 
range of behaviors and signs actually exhibited by pregnant women as they labor and 
birth.31  

Attending births that transgressed obstetrical or even midwifery protocols slowly taught 

midwives to redefine many situations as variations of normal rather than as pathological.  

 The other article about intuition and birth, “Standing By Process,” was also 

                     
31 Davis-Floyd and Davis, 334-335.  
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published in Intuition: The Inside Story. Written by midwife Lucia Roncalli, this reflective essay 

illustrated the important role intuition should play in childbearing. She shared several 

examples of intuition during her work as a midwife, including one instance when her 

decision not to listen to her intuition resulted in a baby’s death. She argued that withholding 

her intuitive premonitions from  clients was a “paternalistic model of decision-making,” not 

at all in line with the value system of midwifery. She urged birth attendants to include 

intuition in “clinical decision-making with just as much respect as what can be quantified.” 

In order to do this, she noted that we need to develop a “language that dignifies and 

validates intuition.” 32 

Although intuition is understood as a matter of fact in midwifery and childbirth 

education circles, this is not the case for many childbearing women or their physicians. Jane 

Staton Savage conducted in-depth interviews and journal analyses of nine first-time mothers. 

Although some childbirth education organizations, such as Lamaze International, espouse a 

belief in women’s intuition, the women themselves had different experiences. They 

“described their experience as an understanding of their own intuition being absent or as 

being distrustful of their intuition.” Savage proposed a few possible explanations for this lack 

of, or distrust of, intuition. She noted that: 

researchers claiming an advanced knowledge base have been shown to devalue the 
worth of personal knowing related to birth....Authoritative knowledge invariably 
supersedes personal knowing. In that process, a woman’s knowledge of her own 
bodily functioning is minimized. As modern women distrust their intuition regarding 
their ability to give birth, they embrace authoritative, medical knowledge. 

She also pointed to intuition’s correlation with unreliability and female-ness, which further 

                     
32 Lucia Roncalli, “Standing by Process: A Midwife’s Notes on Story-Telling, Passage, and Intuition,” in Davis-
Floyd and Arvidson, eds., 192-93. 
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devalue it in our scientific, rational culture.33 I have been unable to find obstetrical 

perspectives that examine the role of intuition in childbearing. This is not surprising, of 

course, since medicine tends to focus on bodily processes, not on women’s social, 

emotional, or personal experiences of childbearing.   

Intuition and Unassisted Birth 

This chapter expands upon the two previous articles, investigating how unassisted 

birthers recognize, interpret, and act upon their intuitive experiences. It outlines the main 

kinds of intuitive encounters UCers have experienced; describes how women recognize, 

interpret, and act upon intuition; and examines the limits of intuitive knowledge—those 

instances when intuition does not come, when women do not act upon it, or when it is 

incorrect. While Davis-Floyd, Davis and Roncalli have examined midwives’ experiences of 

intuition for laboring women, this chapter adds to the current research by examining how 

birthing women themselves receive and act upon intuitive knowledge.   

 There is a near consensus in the UC community that following one’s intuition is the 

most important aspect for a safe and successful birth. Intuition trumps everything else. On 

her website, for example, Laura Shanley asserted that “drugs, machinery, and medical 

personnel are no match for a woman’s own intellect and intuition.”34 Often intuition will 

guide women to choose a UC, but sometimes it leads would-be UCers to the hospital or to 

home birth midwives for assistance. UCers have reported four main types of intuitive 

experiences: instinctual physical movements during labor, sudden thoughts or feelings, direct 

communication with the unborn baby, and messages or communication from a perceived 

                     
33 Jane Staton Savage, “The Lived Experience of Knowing in Childbirth,” The Journal of Perinatal Education 15, 
no.3 (Summer 2006): 11, 13-14, 18, 21.  

34 Shanley, Bornfree. 
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external source, often religious or spiritual in nature. UCers have used various terms to 

describe this last type of intuition, including divine guidance, messages from the Holy Spirit, 

communication with the universe/spirit world, or supernatural phenomena. I combined 

these four kinds of experiences under the umbrella term “intuition” because in all four cases, 

the knowledge manifested itself instantly, without a conscious thought or reasoning process. 

In addition, UCers regard all four of these kinds of knowing as authoritative knowledge.35  

 Intuition is by nature an internal process, mediated by and experienced within the 

body. However, some intuitive messages seem to originate from within the body or mind, 

while others seem to originate from outside oneself, from some other source. Several 

authors have remarked on this. Therapist Paula M. Reeves described two classes of intuition. 

One kind manifests as “sensations in the body that then become feelings or images, or even 

thoughts.” The second type comes as thoughts, guesses, or hunches “that seemingly come 

out of nowhere, almost as if someone or something is speaking to or through us.”36 Roncalli 

identified three types of intuitive experience: direct intuition, intuitive attunement, and 

filtered intuition. Direct intuitions come from somewhere outside the person receiving them. 

She wrote that they “feel not-from-me; perhaps ‘ex-tuition’ is a better term for them.” 

Second, intuitive attunement is a “low-intensity,” subtle form of direct intuition: asking just 

the right question out of the blue, or touching a woman in labor in just the right way. 

Roncalli’s third type of intuitive experience was “filtered intuition.” She described that it 

“feels more refracted by my insides, thus it has more potential to be affected by personal 

                     
35 My categories mostly mirror psychologist Frances Vaughn’s classifications. She suggested that intuition can 
manifest itself through four “levels of awareness,” meaning the “level at which the intuition is consciously 
perceived”: physical, emotional, mental, and spiritual. However, during my research I encountered a type of 
intuition unique to pregnancy, communication with the fetus, that required its own category. Quoted in Marcie 
Boucouvalas, “Intuition: The Concept and the Experience,” in Davis-Floyd and Arvidson, 8. 

36 Reeves, 11.  
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quirks and unconscious fears.” Because this variety is less certain than direct intuition, she 

suggested cross-checking it with other ways of knowing.37  

Varieties of Intuition 

In her book Gentle Birth, Gentle Mothering, Australian family physician Sarah Buckley, 

whose writings are highly influential among UCers, argued that birth is an instinctual bodily 

act: “an elaborate pattern of actions occurring as a whole in response to stimuli.” In other 

words, human labor and birth—like all mammals’—is a highly instinctual process. Her 

scientific research and experiences as a mother reinforced her conclusion that women’s 

bodies inherently know how to give birth. Birth, she noted, is a complex hormonal process 

largely outside the realm of conscious control. These hormones dictate when the uterus 

contracts, facilitate the descent and emergence of the baby, and orchestrate the complex 

process of postpartum bonding and lactation. Buckley herself witnessed an instinctive 

response during her fourth labor (her first unassisted birth). She reported: “I had an 

exquisite awareness of her body inside me and of exactly where I was in labour. For me, this 

was clearly because I had no observers or assistants, and because I trusted my own instincts 

and body knowledge.” While she was pregnant, she had strong impressions not to palpate 

for the baby’s position.38 Her baby presented as a surprise breech during pushing, and she 

had an “instinctive response” to stand up and push the baby out quickly.39 In a radio 

interview with the BBC, she reflected upon her birth:  

“What happened at that moment was my instinct kicked in, and I did the thing that 
was totally appropriate....If I compare what might have happened if I’d had a more 

                     
37 Roncalli, 185. 

38 Buckley, Gentle Birth, 23, 29.  

39 Ibid., “Maia’s birth: A Family Celebration,” Sarah J. Buckley, http://www.sarahjbuckley.com/articles/maias-
birth.htm (accessed November 5, 2007).  
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medicalized form of care, it would have been very difficult at that time, in the year 
2000, to avoid a cesarean....I think that the outcome for my daughter and for me and 
for my whole family was really enhanced because we made a very—you could say 
extremely—low-technology choice.”40  

 One of my interviewees, Victoria, is a mother of four currently living in Missouri. 

She had her first baby in a hospital with a certified nurse-midwife (CNM), her second at 

home with a midwife, and her last two unassisted. I interviewed her several months after the 

birth of her third child. She experienced intuition for the first time during that birth. She told 

me: “People had talked to me about how you listen to your body and you would know what 

to do….That had never happened to me in labor because I was too busy being afraid of 

people and wound up listening to them.”41 During her third labor, she was alone for most of 

the time and had been pushing for a while with no progress. She then had “a strong, sudden 

knowledge that I needed to hang from that pole in my doorway if I wanted the baby out.” 

Victoria felt that her experience of intuition or “knowing-what-to-do,” as she called it, had 

“nothing mystical about it….Signs and signals from my body alerted my brain, I imagine, 

though I didn’t know it at the time. The sense of ‘this isn’t working; I have to change 

positions’ was probably a result of those signals.”42  

 Instinct during unassisted births generally arrives in the moment of need. A woman 

might have the urge to move her body a certain way, or to push her baby out quickly even 

though she had planned on having a slow, easy pushing stage. For example, Mary acted on 

several instinctual impulses during her labor:  

I got an irresistible urge to get down on hands and knees and push….(Later, on the 
video clip, I saw that at this point, I was yelling at my husband that the rest of the 

                     
40 Ibid., speaking with Julia Wilson on BBC Radio (mentioned in table 3). 

41 Victoria, interview with author, May 11, 2007.  

42 Ibid. (Tabitha), “What does intuition “feel” like?” MDC, August 7, 2007, 
http://www.mothering.com/discussions/showthread.php?t=723999.  



 

 

172 

baby needed to come out NOW. I intuitively “knew” that there was an issue.) I 
looked at the face, as my husband unwound the cord from the neck TWICE. 

A few minutes later, she had the same sense of urgency to push the placenta out quickly.43  

 A second kind of intuitive knowing that UCers reported came as sudden thoughts or 

feelings. Melissa had planned an unassisted birth with her fifth baby. Her first was born via 

cesarean section, and her next three were home births. She was laboring at home when her 

water broke. She recalled:  

I suddenly had that strange mother’s intuition that something was wrong. The 
intensity was such that I couldn’t ignore it and we went straight on the 30 minute 
drive to the hospital. I was at 5cm and when they checked me they could feel the 
cord tight against the top of his head. When I would contract his heart rate would go 
down to the 50’s and then after right back up to normal. 

Her physician encouraged her to labor in various positions to help the baby’s cord move out 

of the way, as long as the heart rate remained stable. Finally, after five hours with little 

progress, she “agreed with a sound mind to have the c-section.” She felt that her time on the 

Mothering discussion boards had helped her learn how to trust her instincts. She wrote: 

“Without this board, I’m not sure I would have trusted what I was feeling on the inside. 

Instincts don’t feel the same as fear I discovered. I was completely calm when I told my 

husband that we had to go.”44  

 Some women have described this second category of intuition as a rapid 

subconscious processing of information. Valarie Nordstrom, mother of ten and editor of The 

New Nativity II, described it as follows:  

like an awareness of something that’s not coming at us through communication we 
normally are used to….like how you can tell someone is angry even when they’re 
being perfectly pleasant because of subtle cues in their body language or voice. You 

                     
43 Mary (SusieRain), “We’re having a baby! - *UPDATED! SHE’S HERE!*” MDC, August 12, 2007, 
http://www.mothering.com/discussions/showthread.php?t=729216.  

44 Melissa (mommytrax), “My UC turned into an emergency c-section,” MDC, October 23, 2007, 
http://www.mothering.com/discussions/showthread.php?p=9519414#post9519414.  
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may not even be sure exactly what those signals are if you were asked to say, but you 
pick them up on your own nonverbal wavelength.45  

Iris added that it is a “knowledge that we have acquired without realizing it, or an application 

of bits of knowledge that our brains have put together in an unique way.” She described the 

process of intuition during birth as a subconscious computing of years of acquired 

information:  

Every time I read a birth story, tiny bits of info get stuck here and there in my brain. 
My entire life experience has been recorded up there too, in bits and pieces, mostly 
forgotten until needed. When MY birth time comes there is a good chance my brain 
will be googling for info on how to deal with each situation. Just because I may not 
know exactly where each piece of info came from, I may say it is my intuition at 
work.46  

Although intuition often has mystical or supernatural connotations, Joanna argued that it 

was “not psychic ability or anything paranormal; for the most part, it is pure logic.”47 This 

rapid processing and integration of information, often aided by the subconscious, makes 

interconnections between many stimuli. Katie, a midwife and UCer who I interviewed for 

chapter six, described it on a UC board as “spherical, synthesizing, inclusive—it is 

‘understanding oriented.’”48 These intuitive messages often come in flashes of insight that, 

with hindsight, make perfect sense.  

 A third category of intuitive experience is communication with the unborn baby 

during pregnancy or birth. This is not an event that is widely acknowledged in Western 

society, as Robbie Davis-Floyd has pointed out. “The idea that babies may be conscious, or 

that we can actually communicate with them psyche to psyche is one that has no credibility 

                     
45 Nordstrom, “Dreams & Intuition (thoughts needed),” c-birth, January 12, 2006.  

46 Iris, “Intuition? was...Re: Transfer justifications,” c-birth, January 18, 2006.  

47 Joanna, “Regarding fear,”c-birth, January 20, 2006. 
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174 

in the larger society,” she wrote. “I never hear it talked about except among midwives, 

homebirthers, and those involved in the field of pre- and perinatal psychology.” Davis-Floyd 

herself experienced direct communication with her unborn baby during pregnancy. She 

recalled:  

Fifteen years ago, pregnant with my second child, at the suggestion of my midwives I 
used visualization to get in touch with my baby two weeks before his birth. He was 
posterior and the midwives wanted him to turn so that I would have an easier labor. 
My friend Rima Star guided me as I traveled down through my body with my 
consciousness, which I visualized as a tiny person. Entering my womb, I swam 
slowly around my baby, noting the male genitals and rejoicing that my intuition that 
he was a boy was correct! I saw that he could not turn because the cord was lying 
across his neck and would wrap around it and choke him if he turned. Consciousness 
to consciousness, I suggested that he try, but received a wave of fear in response. I 
got scared too, but Rima suggested to me verbally that he seize the cord with his 
hands and pull it down over his shoulder as he turned. I communicated that to him 
with an image, and in response received a wave of relief. A day or so later, he did 
turn; two weeks later, he was born holding the cord down over his shoulder with 
both hands. 

Because the idea of direct communication with babies is so “non-normative,” Davis-Floyd 

waited fifteen years to share this experience in an academic forum.49  

 Some UCers have had powerfully clear connections with their babies during 

pregnancy and birth. Sometimes they manifested as visions of the baby in utero, as Linda, a 

mother of four and two-time UCer described:  

[W]hen I was in labor with my last child, and before her body turned to be born, I 
received a vision of it. I mean that I saw it and felt it before it actually happened, 
with a “third eye” kind of seeing. This wasn’t direct experience. And I’m not one that 
is normally into this kind of stuff, but I can’t deny it happened.50  

Amelia recounted a similar experience of “seeing” the baby’s descent and entrance into the 

world: “when our 3rd baby was born I saw/felt inside my body to where she dropped and 

                     
49 Davis-Floyd, “Technologies of the Exterior, Technologies of the Interior: Can We Expand the Discourse of 
Reproductive Studies?” Afterword to Body Talk: Rhetoric, Technology, Reproduction, ed. Mary M. Lay, et al. 
(Madison: University of Wisconsin Press, 2000) 277-300.  

50 Hessel, “What does intuition ‘feel’ like?” MDC, August 3, 2007.  
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spun around—it was such a degree of altered state that it is hard to put into words—very 

much a whole mind/body integration.”51 Other mother-to-baby communication was quite 

specific. Erica experienced ongoing, direct communication with her second baby (first UC). 

For example, during her pregnancy the baby requested a specific bowl to hold the placenta. 

She recalled, in a letter to her daughter, “you gave me a mental image of it, along with the 

name of the store where I should get it. I walked in, and there it was.” The communication 

continued during labor and after the birth. Erica wrote:  

You told me during the pregnancy that you wanted me to eat a piece of the placenta. 
Well, now that time had arrived, and I was not eager to follow-up on this part of the 
deal….But your intuitive promptings were coming across to me loud and clear now. 
Eat it. You need to eat it….You gave me a mental image in my mind of how to do it, 
basically a no-nonsense square cut out, about the size of a nickel or a quarter. . . . 

Everything you promised in dreams, visions, and meditations to me, you 
delivered. You told me that this is the way you wanted, really that you needed to be 
born, to birth alone, into your mother’s loving hands, supported and witnessed in 
love by your father and your brother. No midwife, no caregivers, just us. That we 
knew what to do. Which in your case was a lot of “not” doing. [The baby was a 
surprise breech.] No labor management or guidance, just remaining open and 
following my body. You asked us not to cut the cord, hence the lotus birth. You 
continue to ask that you not have to poop in a diaper, so we practice elimination 
communication. These were all new ideas to us.52    

 In addition to intuitive messages coming from their unborn babies, UCers reported 

receiving knowledge about their pregnancies and births that seemed to come from an 

external source. This “ex-tuition,” as midwife Lucia Roncalli called it, manifested itself in 

dreams for some women. Mothers dreamed about their unborn babies and later found that 

the details of the dream—gender, appearance, or personality, for example—were accurate.53 

For example, Angie had dreams that foretold the miscarriage of one baby and predicted 
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another baby’s gender right before an ultrasound exam.54 Laura Shanley had a very specific 

dream while pregnant with her second child that guided her actions during labor: 

I decided I would give birth on my hands and knees because that had worked so well 
with John, but in a dream I was shown otherwise. In the dream, I was watching a 
woman giving birth standing up. She was straddling a little plastic baby bath tub and 
catching the baby herself. As I watched her, I heard another woman very gently say 
to me, “Tell her to remember not to do too much.” I understood what the woman 
was saying and the peaceful feeling of the dream stayed with me for the remainder of 
my pregnancy. I want to say, at this point, that I don’t follow every dream I have, but 
this dream was different. It seemed to be coming from the deepest part of my being. 
And so, I decided to follow it faithfully—I would catch my baby myself as I stood 
over my little bathtub, and I would move out of the way and essentially do nothing 
to interfere with the process. 

After her water broke during labor, Shanley stood over the bathtub as she had seen in her 

dream. Her baby started to emerge feet first—he was a surprise footling breech. She allowed 

the baby to come out without interference, and he was born easily. She commented:  

twelve years later I read that Michel Odent, the well-known French obstetrician, says 
that for a breech delivery a woman should always be in a “standing squat” or 
“upright” position and an attendant should do absolutely nothing to interfere if at all 
possible. This had been the message of the dream.55  

 Janelle, one of the women I interviewed, asked questions about her upcoming birth 

and received answers in dreams. She told me:  

In Laura’s book [Unassisted Childbirth] she suggests to talk to your baby at night and 
ask questions about what you need to know about your birth. Most of the time those 
answers will come to you in dreams. I’ve done that and I’ve got the most amazing 
messages….I was concerned about prolapsed cord, because my last two pregnancies 
I carried so much water. I had polyhydramnios….I asked about that and was told 
that’s not going to be an issue at the birth and not to worry about it….I was actually 
told the cord was going to be short….I ask about whether the labor’s going to be 
long or short or what I’m going to do or how I’m going to deal with stuff. I get the 
same answer when it comes to that: it’s going to be a lot easier because I’m not going 
to be dealing with other people, and to just listen to myself. 

Her husband also tried this, somewhat skeptically, and received a very clear message that “he 
                     
54 Angie, “Dreams & Intuition (thoughts needed),” c-birth, January 12, 2006.   

55 Shanley, “Willie’s Birth Story,” Bornfree, http://www.unassistedchildbirth.com/shanleys/willie.html 
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needed to relax and that it would be the smoothest thing he’d ever done and the most 

rewarding. He woke up with this dream.” Janelle explained these messages as coming from a 

source outside herself, which she called “the power of the universe”: “I feel like I’m tapping 

into something else. Because I’m allowing it to give me answers, I’m getting the answers I 

need.”56  

 Other women have received these spiritual “ex-tuitive” messages while awake, as 

flashes of knowledge or sudden thoughts. Jasmine described intuition as “a deep knowing. A 

truth is passed to me and I.just.know. Sometimes I’ll feel an energy flow with the knowledge 

transfer and other times it just appears and feels very intense or bright….For me, most 

intuition is external. I feel like the information is given to me.”57 Nichole described the 

experience as being a vessel for information: “It is totally from somewhere else. There is 

absolutely no way I could have known some of the things I did. [M]y body and mind are just 

some sort of channel for it. The information isn’t mine, it goes through me.”58 Jasmine added 

that intuition is a “feeling of some information being given to me. It will show up as a 

thought that is not mine—not quite fully a voice, but a tone/emotional feel that clearly is 

distinct and different from my own.”59 For some women, the “somewhere else” had 

religious overtones. Madeleine recalled:  

The other night I was in bed in that mellow state before sleep takes over, and I was 
suddenly suffused with utter peace and joy. In that moment, I knew that everything 
would be lovely and perfect and healthy and happy [for her upcoming birth], just like 
it was for Gabriel’s birth. Whenever knowledge or inspiration drops straight into my 
head like that (especially when it’s alien to my usual train of thought), I assume it is 
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from God.60  

Women have called this kind of intuition spirit messages, divine guidance, the Holy Spirit, or 

supernatural/paranormal occurrences, depending on their spiritual beliefs.61 This fourth 

category is different from the other three in that it is understood as external knowledge 

coming into the body, rather than the directly embodied knowledge of physical instinct, 

mother-to-baby communication, or mental/subconscious processing.   

This fourth category of intuition can also supply women with information about 

future events, sometimes as specific messages and sometimes as general impressions. Eva, 

whose quote I used at the beginning of this chapter, knew many specifics about her birth in 

advance. Mary (quoted earlier about having a sudden urge to push the baby out quickly) had 

a similar experience of being guided to prepare for specific details:  

I had been drawn to websites/birth stories involving heavy bleeding. I saw this as a 
sign and educated myself. I also read everything that I could about cords around the 
neck and what color to expect from the baby at birth….I had other feelings about 
the upcoming birth, too—it would happen over a thunderstorm, the baby would 
need stimulation to breathe and would need mucus sucked from his/her nose. 

Her labor played out according to these premonitions: she labored on and off for three 

nights, during each of which there was a thunderstorm. Her baby’s cord was around its neck 

twice, and the baby needed some help getting started via stimulation and some suctioning 

(done by the parents mouth-to-mouth). She also had heavy bleeding after the placenta was 

born, but managed it successfully with anti-hemorrhagic herbs, fundal massage, and nipple 

stimulation—techniques she had been drawn to researching during pregnancy.62  

 In contrast, other women have received general impressions of how the birth will 

                     
60 Madeleine, “getting close...anyone else?,” c-birth, July 3, 2005.  

61 See the thread “What does intuition ‘feel’ like?” on MDC and the thread of the same title on c-birth, started 
on August 3, 2007.  

62 Mary (SusieRain), “We’re having a baby! - *UPDATED! SHE’S HERE!*,” August 15, 2007. 
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turn out: sometimes positive (like Madeleine’s sensation of “utter peace and joy”), 

sometimes ominous, and sometimes just different, as Kayla experienced. “I had a sense all 

through pregnancy that my labor and birth were going to be ‘different.’ Not bad or 

emergency, just that I needed an open mind.” Her third labor played out differently from her 

first two. It started with her water breaking, which had never happened before. Pushing also 

felt different and much more painful. The baby ended up presenting face-first (rather than 

the back or “crown” of the head), which can be more difficult to birth because of a larger 

cranial diameter passing through the birth canal. She felt a sudden urge to push the baby out 

quickly, and the baby needed some suctioning and mouth-to-mouth resuscitation to start 

breathing.63 Janice, a midwife and mother of 8 whose views on UC I discuss more in depth 

in chapter six, had “ominous uncertainties the whole time” during her eighth pregnancy, 

even though she had no complications or health issues. Unlike her first seven pregnancies, 

she had been unable to visualize the birth. Very late in pregnancy, she went into respiratory 

failure and ended up going into labor and giving birth in the ICU while in a medically 

induced coma. She felt that her ominous feelings and her inability to “see” the birth had 

correctly foreshadowed the outcome of the pregnancy.64  

Embodied Knowledge 

For some women intuition manifested as a distinct physical sensation: “a sudden 

‘knowing’ that I can feel throughout my entire body;” “It’s physically in my heart chakra, but 

it permeates my entire being;” or “a powerful source that comes from our very core.” The 

physical sensation can confirm the intuition and guide a person to action, as this mother and 

midwife described:  

                     
63 Kayla, “What does intuition ‘feel’ like?” c-birth, Aug 3, 2007.  
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It is a sensation in the body. Now that said, intuition can come with “thoughts”/ 
words/ideas/visions about stuff—but it always seems to FEEL like something, in 
the body. You feel very “right”—...there is a sense of power running through, 
heightened sense of well-being....Or, you feel very “wrong”: heart pounds, sweat 
emerges, fists clench, tummy knots, stuff like that, that does NOT feel good or right. 
But it seems right to act on it.65   

Intuition can also affects woman’s emotional state, often bringing a sense of calm, peace, or 

clarity. It might be “calm, clear, and concise,”66 or  “a quiet voice—calm, consistent. Even if 

I am perceiving that something is not right, it isn’t the loud voice of panic or fear.”67    

 Because unassisted birthers rely so heavily on intuition for childbearing, learning how 

to properly recognize intuition is frequent discussion topic. One pressing issue that often 

arose in UC discussion boards was how to discern worries or fears from intuitive 

promptings. Marguerite, mother of three and midwifery student, described the difference 

between fear and intuition as one of consistency and clarity: 

the fear voice is one that just sort of babbles on and on saying one thing and then 
the next with no clarity or consistency or suggestions for action; the intuition voice is 
one that very clearly tells you to do some particular thing—it keeps saying the same 
message, in the same way, over and over until you get it.68   

Iris agreed that consistency and solidity characterized intuition: “intuition is more solid and 

deep down. You KNOW in your heart that something is wrong—nothing could really 

change that feeling. Fear, on the other hand, can pop up suddenly and often comes from 

outside of ourselves.”69 When intuition was “negative”—that is, telling a woman that 

something was not right—some women reported having a nagging, unsettled feeling, but 
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one that resolved when they acted upon it.70 Discerning between intuition and fear was of 

crucial important to UCers; because they rejected many external ways of knowing about 

birth, they had to rely much more heavily on their own internal knowledge. Thus, learning 

how to recognize and follow intuition was a key concern.  

  Ignoring one’s intuition, even if it is prompting a woman to take a less desirable or 

more challenging course of action, was seen as very unwise. Ginger felt that she ended up 

with a Cesarean section because she ignored her intuition, which was telling her not to give 

birth with her husband present: “I wanted him there for the ‘birth’ and brushed it off….well 

I got surgery instead for not listening to my intuition.” She did not specify the exact 

sequence of events that led to her cesarean, but her wording implied that his own fears and 

anxiety led her to accept interventions she might not have needed had she been alone.71 

Following one’s intuition might, in other cases, lead to abandoning plans for an unassisted 

birth. Mercedes commented that “sometimes our instincts are telling us that we need help or 

that there is something that’s going to come up where we need an extra set of hands. We 

can’t just listen to the ‘good’ instincts and ignore the ‘bad’ ones.”72 

 UCers characterized intuition as something that, with concentration and consistent 

effort, can more easily be recognized and cultivated. They believed that everyone had the 

inherent ability to receive intuition, but that ability can be lost. “Use it or lose it,” remarked 

Genevieve.73 The women’s language also revealed some interesting metaphors, most of 

which involved machines of some sort: a radio signal, a recording device, a computer using 
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an internet search engine. Electrical or mechanical metaphors abounded in UCers’ 

discussions of how to receive intuition: they “tuned in” (like radio or television) or “tapped 

into” a source of power (like plugging into an electrical current). Sandy, who birthed a 

premature footling breech baby, used both of these metaphors to illustrate how she knew 

the birth would end successfully, despite a situation that was less than ideal and definitely 

risky from a medical perspective:  

Starting to prodromal [labor] at 35 weeks freaked me out a bit, I admit it. But during 
that week, I tuned in and tuned in and TUNED IN to my God-given Momma 
instincts and I just knew everything was fine. And you know what? Everything was 
fine. Baby came out feet first and 4 weeks early and weighing in at 4.68lbs, and she’s 
perfect. Not a single problem. I can tell you from experience that that intuition is for 
real; it works, but you need to tap into it.74  

Their language suggests a perceived separation between their sense of self and their 

subconscious, which rapidly and effortlessly processes information. Meditating and taking 

life at a slower pace also helped some women hear their intuition more clearly. According to 

Amelia, “intuition can be shouted over or missed because of the subtle nature of it, so it 

takes a bit of inward focus.”75 Sarah Buckley recommended yoga, meditation, spirituality, 

bodywork, journaling, and other therapies in order to attain a more instinctual and intuitive 

birth.76  

 UCers were divided over whether intellectual knowledge of the birth process hinders 

or helps intuitive messages. Monique felt that she was a “victim of over-intellectualization, 

and all it did was make birthing my son impossible. My brain made a wall of words against 

my natural instinct.”77 Janie was studying midwifery and found that her knowledge was 
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useful for attending births, but not for her own unassisted births.  

One of the biggest hurdles I had to overcome in deciding to UC and even to 
promote UC with the women I know was the “knowledge” and schooling that I’d 
already had as a midwifery student....I realized that what I learned was very true for 
births where the woman was not in touch with herself, her baby, or her environment 
and where there were outside forces having an effect, however small, in that birth. 
But I could not apply my knowledge to a birth where there were no outside forces, 
i.e., people, having an effect on the birth because the dynamics are completely 
different....A laboring woman on her own, I believe, is able to tap deep resources of 
strength, wisdom, and intuition that she wouldn’t normally be able to rely on if she 
believes, even subconsciously, that there is someone else who can help her or take 
responsibility for the outcome.  

However, she also felt that her midwifery training allows her to be laid-back about birth: 

“I’ve got the knowledge floating around in my brain and if I need to I can pull it out and use 

it.” Still, she reiterated the primacy of intuitive knowledge: “to be honest I’d rather depend 

on my intuition than what I’ve been taught.”78  

 In contrast, other UCers have argued that knowledge and education are just as 

important as following intuition. In her book, Sarah Buckley stressed the importance of 

educating oneself about the female body and the birth process, since birthing was partly 

intuitive and partly a learned act.79 Nadine wrote:  

Our society (speaking as an American) has lost the knowledge that, combined with 
instinct, would really give us the ability to handle ourselves in every birthing 
situation. We no longer live in close communities where natural birth experiences are 
shared and taught. Where experience, knowledge, wisdom and instinct are merged in 
order to create empowered, able women....[I]n a lot of cases, learned skills can be just 
as if nor more important than instinct. If you don’t know what to do, having the 
instinct to do something becomes useless.80 

Paulette agreed that a combination of preparation and trust was important:  

I don’t think that preparing your knowledge base will inhibit your trust in the birth 
process. For me it made me more confident knowing that I could deal with a 
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situation if it arose, rather than just flying by the seat of my pants. Also, if you know 
what could happen you can prepare your home / supplies / mental state 
accordingly—rather than not knowing if something is normal.81  

Especially for women who did not feel very intuitive, knowledge and preparation were 

crucial to a successful birth. Genevieve described her attitude toward intuition: “I’ve never 

really felt like a very intuitive sort of person—I always have to read up and research and 

prepare ad nauseum for things, rather than just be able to go with the flow and trust.”82 

Women preparing for an unassisted birth often poured a great deal of time into researching 

and learning about birth. A large part of Mona’s preparation for her UC was “getting 

educated about situations that possibly could need my attention during birth and after birth.” 

She didn’t discount intuition, but mentioned that “It was psychologically important to me to 

know what to do in certain situations....I read about a lot of births, I read a lot of midwifery 

books.”83 Other women reported reading voraciously, especially for their first UCs, such as 

Cortney: “I read everything I could get on my computer last time; this time I am able to just 

let go and let it be.”84 Emily, a survey participant with Asperger’s quoted in the previous 

chapter, felt that the safety of an unassisted birth hinged on thorough knowledge and 

preparation.  

Birth safety is based on work (preparation) and research, in my opinion. I read and 
learned and prepared for a solid 6 months for the birth. I saw it as this: I could list 
everything that could possibly go wrong in a birth, and then either prevent or make 
plans to deal with and solve any eventuality with the baby and mom still perfectly 
healthy, and if any major problem were to occur, would I be able to recognize it and 
have time to get to a hospital in time—if I could achieve that completion of 
knowledge and preparation, then I would be qualified to have an unassisted home 
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birth. After 6 months of work, I achieved this goal, in which every possible birth 
problem was prepared for: either prevented or I had a plan to fix it which would 
leave mother and baby still healthy. It’s mostly knowledge and education. Also, you 
must have a few birth supplies, and prepare your home. I do not think it would be 
safe to enter into an intentional UC without serious preparation and research. I took 
it very seriously.  

She commented that she would not recommend UC to others unless “they prepare as much 

as I did.”  

 While UCers regarded intuitive knowledge as authoritative, they also relied upon 

other sources for their pregnancies and births. The internet—websites, birth stories, 

discussion groups—played a very significant role in choosing and preparing for a UC.85 

Internet discussion groups on Mothering.com and Yahoo were a significant source of 

support and information. The internet has also facilitated the sharing of birth stories. What 

in the past would have been swapped between friends and family members now takes place 

virtually, as women narrate and make sense of their birth experiences online. Many of my 

participants read other women’s birth stories, sometimes hundreds of them.  

 UCers challenge the idea that authoritative knowledge about birth rests only with 

medical professionals. They assert that everyone has the capability to educate themselves 

sufficiently to either resolve complications or know when to seek help. Angel, for example, 

argued that a “reasonably intelligent person” can “respond appropriately” to complications 

with birth. She contested the idea that medical professionals have exclusive rights to 

knowledge about birth:   

What really annoys me is that some people—in and out of the medical profession—
assume that doctors, nurses, et cetera exist on some kind of higher plane than the 
rest of us. I’m smart, I can read, I can research; I can learn exactly the same 
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information about any particular topic that any doctor or nurse or whatever can. It’s 
not secret information hidden in a vault somewhere that only people born with a 
magical but invisible birthmark can miraculously open by chanting words learned in 
the most secret depths of the earth, for God’s sake!86  

Janie agreed that technical knowledge about birth does not give doctors of midwives an 

advantage when dealing with individual women: “not to sound arrogant, but I knew more 

than the docs or midwives could about my body and me.”87 Antonia commented that 

obstetricians “are not inside your body and they know NOTHING about what your body 

and your baby are up to.”88 Some women saw medical education as inherently flawed: 

“Doctors go to school, so they know what they are TAUGHT….The students are not given 

time to think, nor are they encouraged to think, just regurgitate.”89 Probably the biggest 

complaint UCers had with physicians is that they have little direct experience with 

physiologic, unhindered birth. Hope commented: “Physiology is tossed out the window and 

the pregnant woman is transformed into a machine which must be managed in order to 

‘save’ the baby from such a dangerous passage.”90 This is not to say that medical or 

midwifery knowledge has no value to the UC community—it is just not considered 

authoritative, nor is their presence seen as necessary at births. In fact, Iris commented about 

the usefulness of medical and especially midwifery knowledge even among UCers:  

We’ll gripe about midwives, and doctors, and modern science; then click Google to 
find “info” that most often originated from those sources….I don’t believe any of us 
can truly say that we came to UC without the influence of a midwife. Either directly, 
by the words of an individual, or indirectly through their printed words and views. 

                     
86 Angel, “A doctor’s opinion about UC,” c-birth, August 1, 2005. 

87 Janie, “New here and I’d love some information,” c-birth, March 12, 2005. 

88 Antonia, “missed homebirth:how to cope,” c-birth, February 25, 2006.  

89 Selina, “Pre-natal testing debate (Warning: miscarriage mentioned),” c-birth, September 10, 2006.  

90 Hope, “Conversations and update,” c-birth, July 7, 2005. 
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So to totally malign them would not be fair.91  

 When medical or midwifery recommendations conflict with a woman’s intuitive 

promptings, UCers tend to favor their intuition. Sandy’s story of a premature, footling 

breech illustrates the difference in actions and outcomes between an obstetrical and UC 

approach to childbirth. Prematurity in general is a cause for concern (although in her case, 

her baby was a late pre-term, which was not as worrisome as extreme prematurity). A 

footling breech is a nearly universal indication for cesarean section for doctors and even 

many midwives. Statistically, footling breech births have a higher rate of mortality and 

morbidity than other breech presentations and head-down births. However, Sandy, like 

Sarah Buckley, felt that her choice enhanced the outcomes for both her and her daughter: 

“I’m so glad I listened [to my intuition]; I truly believe the outcome was much better for my 

newest little daughter.”92  Janice, the woman whose eighth birth occurred while in a coma, 

experienced many complications and risk factors during her third pregnancy, including a 

confirmed malignancy. Her ear and nose specialist insisted that she abort the baby and treat 

the illness. But she chose differently: “I just knew everything would work out ok, remained 

pregnant and had a very easy birth.”93  

 UCers who also worked as birth attendants (midwives or doulas) reported that the 

intuition feels different as a birth attendant than as a mother. Janice has experienced 

intuition in both settings and described the difference:  

[W]hen I am pregnant and being “intuitive” the knowing that occurs comes mostly 
from within….The information is inside me and intuition is simply tuning into that 
knowing, and listening….But when I am attending a birth, I am not inside that 

                     
91 Iris, “midwives/ was: how do you deal w/ mainstream ideas?” c-birth, February 4, 2006.  

92 Sandy, “Urgent: breech turning success stories please!” c-birth, April 25, 2007.  

93 Janice, “What does intuition “feel” like?” c-birth, August 3, 2007. 
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woman, I cannot tap into her primal knowing. So that kind of intuition comes from 
somewhere else. Maybe it is God or a guardian angel, maybe it is something that 
reaches out from the mother that makes me act on her behalf….[W]hen I have 
attended births, especially in emergency situations, sometimes I have acted without 
having a clue why, sometimes without even realizing I was acting. As though some 
other force is working through me.94  

Sandy contrasted her experiences working as a doula against her own footling breech birth:  

the intuitive “urgings” were a tight meld of physical sensations and spiritual nudges 
that I can’t explain, while when being “with woman” they were…emotional tuggings 
[that] didn’t come from deep within me. When I stood up to birth my breech baby, 
that action came from deep inside…my body was standing up on its own accord 
while I thought to myself (and apparently said out loud) “I HAVE to stand up 
now!”95  

 It seems that there is a different intuitive dance between a mother and her own baby, 

versus between a mother/baby and her midwife. In general, unassisted birthers’ experience is 

that a midwife’s presence tends to hamper the mother’s ability to tap into her intuition, or 

her ability to act upon it and express her needs. When midwives speak of intuition, it is 

always about how it enhances the situation for mother and baby. There is no mention of 

possible interference, this crossing of wavelengths, in midwifery literature. Either intuition is 

discussed solely from the midwife’s perspective, or it is assumed that the mother’s and the 

midwife’s intuition will be mutually beneficial. The question of how intuition differs for 

mothers and midwives, and whether or not the presence of one may inhibit the intuitive 

receptiveness of the other, are fascinating questions worth further research.  

The Limits of Intuition 

One of Tony Bastick’s qualities of intuition is that an intuitive insight may prove to 

be factually wrong. However, Robbie Davis-Floyd and Elizabeth Davis noted that most of 

the midwives in their study would disagree, since they understood intuition as “inherently 

                     
94 See Janice’s multiple responses to the thread “What does intuition “feel” like?” c-birth, August 3-4, 2007.  

95 Sandy, “What does intuition “feel” like?” c-birth, August 4, 2007. 
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accurate.” For the midwives, the core question was “how to know whether or not it is a ‘real’ 

intuition.” If one of the midwives they interviewed has an intuitive prompting that turned 

out to be wrong, she is “likely to conclude that it must not have been an intuition in the first 

place but a product of her ‘rational mind.’”96 I found a similar belief among UCers in the 

inherent validity of intuition, but I have also encountered hints of underlying uneasiness on 

relying so heavily on such a nebulous, non-rational form of knowledge.  

 Stories of intuition being wrong, or not coming at all, do exist. Some women simply 

do not feel that they receive intuition, and they prefer to rely on more rational, tangible 

knowledge. Kathy wrote: “I don’t think I know what intuition feels like. I have never had a 

‘gut feeling.’ I suffer from pretty severe anxiety though, so I can never tell what is my gut 

and what is anxiety. So I assume everything is anxiety and try to use my brain to figure things 

out.”97 Another woman, Amy, commented that she might have intuition, but that she does 

not trust it: “I am extremely skeptical. My brain gets in the way of a lot of things and it really 

irritates me at times. I honestly don’t pay attention to my intuition or feelings a lot because I 

feel like I need concrete evidence to back it up.”98 Another possibility is that intuition might 

not arrive when it is needed, leaving the woman stranded. Nichole has found that intuition 

arrives unbidden, not necessarily in situations where she might want it to:   

When I am under a lot of stress and want to ‘call upon it’ my intuition does not 
work. Which really sucks because that is when you would think you need it the most. 
When it works spontaneously, even if the situation should cause stress, it doesn’t. It’s 
weird, and I don’t know how to get around it.99  

Most unsettling are situations where intuition appears to be wrong. Natasha felt strongly that 

                     
96 Davis-Floyd and Davis, 329 

97 Kathy (starry mama), “What does intuition ‘feel’ like?” MDC, August 4, 2007. 

98 Amy (hetaera), “What does intuition ‘feel’ like?” MDC, August 4, 2007.  

99 Nichole (bigeyes), “What does intuition ‘feel’ like?” MDC, August 4, 2007. 
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she was pregnant with twins, but then an ultrasound only showed one baby. She felt very 

conflicted with the dissonance between her intuition and the rational, tangible evidence of a 

single baby, since her intuition had never been wrong before:  

It is mainly the intuition thing that I can’t get over.  I have strongly felt that this 
would be a twin pregnancy since days before I conceived.  Either the ultrasound was 
wrong or my intuition was wrong.  I know that not everyone puts a lot of stock in 
intuition, but that is very much how I live my life and I just have a hard time 
accepting that it could be wrong (it has NEVER happened before).  The idea kind of 
scares me a little since I DO live my life according to my “little inner voice”.  I really 
think the fear of being wrong is clouding it for me and I don’t know which way I am 
truly leaning at this point.  I just can’t let it go long enough to gain perspective and 
really feel what is going on.100   

 Midwife Barb Herrera, whose views on birthrape I discussed in the previous chapter, 

met with a woman whose baby died of a shoulder dystocia during an unassisted birth. 

Although it is a common sentiment among UCers that “you will know if something is 

wrong” or that “you will know what to do,” this woman never received a premonition of 

danger until she felt her partly born baby stop moving. Herrera summarized the woman’s 

story:  

The baby moved throughout labor, reassuring her as to his health and well-being. 
She had been in fear during the first birth with the midwife–had zero fear this time. 
She felt safe and that all was great....The head was born and then there were no 
contractions at all. She felt the baby moving and looking back, she believes it was 
probably the last movements that occur as a baby suffocates/strangles/loses his/her 
oxygen…fast and hard. At the time, she felt, “oh, he’s moving!” and felt reassured as 
she waited....[When the baby stopped moving], in that moment, she began doing 
stuff to free the baby. She squatted, she went to hands and knees, then she lunged at 
least once…doing everything she knew to do. She then flopped onto the floor, butt 
flat, and pushed with her entire being as her baby came out. 

She stimulated the baby and began mouth-to-mouth resuscitation while waiting for EMS to 

arrive. They took over ventilating the baby on the way to the hospital. The hospital staff 

were not able to revive the baby. Thankfully, the staff were very gentle with the grieving 

                     
100 Natasha, “WWYD Re: suspecting twins,” c-birth, February 2, 2005. 
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mother. “Even the doctors told her that babies die from shoulder dystocia in the hospital or 

with a midwife… and that no one wanted to make her feel guilty.”101  

 There is the danger that any authoritative knowledge will become rigid and dogmatic, 

unwilling to accept input from other knowledge sources. After all, UCers themselves often 

critique the medical community for its refusal to acknowledge other forms of knowledge and 

experience. Conversely, the unassisted birth community risks relying too heavily on intuition. 

This is not to devalue intuition or to suggest it should have no place at birth. But by relying 

entirely on intuition, especially if that means shying away from serious preparation, study, or 

immersion in other ways of knowing about birth, UCers risk becoming “prisoners of their 

project,” to borrow a phrase from Dr. Michel Odent. If intuition does not always come 

when needed, is mistaken for a fear, or is simply wrong, then UCers need other knowledge 

sources against which to “cross-check” their inner voices.  

 After years of immersion in UC communities, I have started to notice a trend toward 

dismissing the necessity of knowledge and preparation, toward emphasizing intuition to the 

exclusion of almost anything else. Let me illustrate with a post I wrote to a c-birth in May 

2008, in which I mentioned various techniques—from herbal to midwifery to medical—for 

preventing or resolving a post-partum hemorrhage. One of the many things I suggested was 

“learning simple hands-on skills if there is a severe hemorrhage (such as having a helper to 

do bi-manual compression if there’s a torrential hemorrhage) as well as how to identify a 

hemorrhage, signs of shock, etc.”102 One woman responded to my post: “You sound like a 

midwife saying things like bi-manual compression. What normal woman uses those terms? 

                     
101 Herrera, “Her Story,” NGM, July 06, 2005, http://observantmidwife.blogspot.com/2005/07/her-
story.html (accessed August 2, 2008).  

102 Freeze, “Lochia,” unassistedchildbirth (Yahoo group), May 29, 2008.  
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This email group is for unassisted childbirths.” Sounding like a midwife was clearly meant as an 

insult. From other statements in her response, it was clear that she did not even know what 

bi-manual compression was, since she confused it with massaging the uterus after the birth 

(a common routine in hospital and some home birth practices). She then stated: “It is my 

belief that the postpartum hemorrhage scare is a tactic used by the medical community.” 103 

This type of response is by no means typical of the UC community at large, but I sense that 

it is becoming more common.  

 I am not sure if this anti-education and risk-denying undercurrent has always existed 

and just I never noticed until now, or if it really is a new development. This tendency is not 

universal, but it is prevalent enough that others besides me have noticed it. Antoinette, a 

student midwife and mother of six who had her fourth baby unassisted, wrote in early 2008:  

I see something in the UC community that concerns me. It’s a blind belief that 
nothing bad can happen. In fact, I’ve seen many comments lately to the effect that 
NO study or information gathering is necessary. This is complete turn around from 
the community I stumbled upon nearly 4 years ago. In that place and time, the 
women I found were speaking strongly of self-education. Yes, we also talked a lot 
about a reliance on intuition and inner guidance or some even prayer, but there was 
also education being passed around about shoulder dystocia, how to revive a slow to 
start baby, what to do about excessive postpartum bleeding, etc. Now, I’m seeing 
more and more women saying “I don’t need to learn about that stuff, my body will 
function perfectly and I will be just fine.”104 

I questioned two UC-supportive birth attendants if they agreed with this trend that I was 

seeing. Danna, a family practice physician whose views on UC I discuss in chapter six, wrote 

back to me:  

When I first learned of the idea of UC and started to follow discussions about it, it 
seemed that most of the women I heard from were very educated and 
knowledgeable, and more recently I’ve seen more from folks who just seem very 

                     
103 Marta, “the causes of uterine hemorrhaging,” unassistedchildbirth, May 29, 2008.  

104 Antoinette, “Faith: Front and Center,” Just Another Crunchy Mama blog, March 20, 2008, 
http://cnhblog.blogspot.com/2008/03/faith-front-and-center.html (accessed August 2, 2008).  
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anti-attendant that aren’t very knowledgeable at all.105  

Lenora, a Certified Professional Midwife who had her first baby mostly unassisted, 

responded with similar comments. She apprenticed with Pamela, a UC-friendly midwife I 

interviewed for chapter six. Lenora wrote:  

I totally agree with your observation about the UC community and their apparent 
“anti-education” trend. Their reaction to your use of the word “bi-manual 
compression” is something that really concerns me. Maybe I am naive, but for me, 
UC shouldn’t be about one’s repulsion to midwives.  UC is simply about wanting to 
birth alone, in private....It does worry me, though, when I see UCers with the attitude 
that if they just trust in the process enough, if they just listen to their bodies 100%, 
then everything will be ok and nothing bad will happen. I don’t think this is an 
attitude that is conductive to taking full responsibility. I mean, yes, it IS important 
that you listen to your body, but I think it equally important that you come face to 
face with the real risks that can happen (even if they don’t happen often), accept 
them, and then decide to UC. Don’t be under the false illusion that you are above 
the complications that occur because you trust enough, or have a clearer 
intuition. So, then, you get into the insinuation among many UC groups that you just 
didn’t listen to your body enough, and THAT’S why something went wrong....That 
kind of thinking drives me nuts! With all that said, as a midwife who has been in 
“scary’ situations at births, I do plan to have my next baby unassisted.106  

 Over-reliance on any one type of knowledge can be dangerous. No one source of 

knowledge about birth is infallible or complete. Even if intuition is believed to be inherently 

accurate, it is not omniscient or omnipresent. UCers and midwives have separate sets of 

challenges regarding intuition. As Lucia Roncalli noted, midwives need to incorporate 

intuition into their clinical training and experience and give it adequate respect. For UCers, 

the challenges are to sufficiently refine one’s intuitive skills and to balance education and 

preparation with a trust in intuition. This is a difficult process—walking the knife’s edge of 

embracing intuition as a “knowledge that matters” without falling into the trap of intuition 

becoming “the only knowledge that matters.”  

                     
105 Danna, email message to author, August 29, 2008. 

106 Lenora, email message to author, July 21, 2008.  
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Conclusion 

It is difficult to move past the idea that intuition is merely “fluff.” It is somewhat 

easier to intellectually accept the idea of intuition, especially when reading other peoples’ 

stories. But to actually live out that belief—that intuition can be a valid and sometimes 

lifesaving source of knowledge, that it can work for yourself, not just for someone else—

requires a new level of trust. Of course, intuitive knowledge can never be the panacea for all 

possible complications with birth. Still, for unassisted birthers, it is the foundation upon 

which all other birth knowledge is based and against which it evaluated. 

 Davis-Floyd & Davis noted that one of the foremost challenges of contemporary 

midwifery is how to balance competing knowledge systems. While midwives generally value 

intuition over technocratic knowledge, they are still “under tremendous cultural pressure to 

‘do birth according to medical standards,’ as one midwife put it.... Such attempts place many 

midwives in conflict with their own holistic paradigm and the patience and trust in birth and 

the female body that it charters.”107 Unassisted birthers, however, have a much wider degree 

of freedom to follow their ideals and beliefs about birth. Because they are not part of a 

profession, they escape the scrutiny and the pressure to conform to technomedical norms 

that midwives constantly work under. The term “freebirth” is particularly apt in this 

context—without restraints of law or licensure committees, unassisted birthers can allow 

birth to follow its own internal narrative.  

 While this freedom is comforting and liberating to UCers, it is terrifying indeed to 

the wider culture, which assumes that birth is a dangerous, terrifying event comprehensible 

only to medical experts. “Giving birth is life threatening and unless you’re a combat soldier, 

it’s likely the most dangerous thing you’ll ever do,” asserted one columnist from the Calgary 

                     
107 Davis-Floyd and Davis, 317.  
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Sun. Dr. Vyta Senikas, associate VP of the SOGC, stated that: 

“Unassisted childbirth is unsafe—period. The people advocating this as a 
mainstream option for women are tragically uninformed and are promoting high-
risk, dangerous behavior disguised as sound medical advice. You have to look at the 
source. These are not trained and educated medical professionals.”108  

In other words, birth cannot be safe without the knowledge that birth professionals 

exclusively possess. Obstetrical responses to unassisted birth, as Brigitte Jordan’s explanation 

of authoritative knowledge articulated, focus on the fact that UCers are not medical 

professionals, that they do not have the knowledge or expertise to make birth safe. 

Unassisted birthers would respond that no amount of technical expertise or medical training 

can substitute for a woman’s intimate knowledge of her own body or for her own intuition. 

Medical expertise and birth technology are tools that UCers use selectively in exceptional 

circumstances, and generally after intuitive promptings to seek help. A UC re-write of Monty 

Python’s birth scene would reverse the roles of the physician and the laboring woman. The 

doctor, seeing the woman birthing with no need of his assistance, would ask, “But what do I 

do?” The woman, in tune with her body’s signals and her intuitive promptings, would 

respond, “Nothing, dear. You’re not qualified!” 

                     
108 SOGC press release, emphasis mine.  
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CHAPTER 5 

SAFETY, RISK, & RESPONSIBILITY 

 
 

Any home delivery is Russian roulette. 
 

John Imig, OB/GYN  
 
 

It’s Darwinism at its best. 
 

Richard Chudacoff, OB/GYN, on unassisted birth1 
 
 

What makes birth safe is for the birth process to be interfered with as little as 
possible, for the mother to feel safe, and for her neocortex to be unstimulated. To 
disturb the birth process with various kinds of rituals and practices does not in itself 
make birth safer; to the contrary it complicates birth and when the midwife [or 
doctor] “saves the day,” it furthers the myth that this essentially automatic process of 
the body needs to be made to happen. 

 
Linda Hessel, mother of 4 babies born at home (2 UCs) 

 
 
 
Safety is the predominant issue in nearly every discussion about unassisted birth. Most 

physicians and many midwives portray it as a dangerous, risky, and irresponsible behavior. 

One home birth CNM, upon hearing about my dissertation project, wrote to me:  

All we have to do is look at a country like Bangladesh where all the births are 
unaccompanied. The outcomes are very clear...infant mortality of 100/1000 and 
maternal mortality of 10/1000....There is no way that you can argue that [unassisted 
birth] is a safe choice.2 

On the other hand, UCers assert that giving birth unassisted is a responsible, safe choice that 

can ensure the best possible outcomes for them and their babies. How do these groups 

come to such disparate conclusions? What do they mean by “safety,” anyway? Is it possible 

                     
1 Richard Chudacoff, OB-GYN-L, Oct 2, 2001.  

2 Jenny, email messages to author, October 2-11, 2006. 
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to prove which perspective is right?  

 At first, it might seem that we could come to a concrete conclusion to this hotly 

contested issue. After all, couldn’t we design a large, prospective study comparing similar 

groups of women planning unassisted births, midwife-attended home births, and hospital 

births? In other words, isn’t this debate just about a lack of accurate information, the 

solution to which lies in more and better studies? My answer is no: even with the best 

designed study about UC (which would be tremendously difficult to conduct), we could 

never satisfactorily end the debate about safety. Arguments over safety are just the surface 

layer of a fierce struggle over who has the authority to define reality.  

 This struggle is apparent over the very words we use to talk about birth. To say a 

birth is “safe,” for example, could mean a number of different things. Perhaps it means that 

the woman was in a medical institution with an obstetrician on call and a NICU down the 

hall. Perhaps it means that she had a midwife with experience at thousands of home births 

and a very low transport and cesarean rate. Perhaps it means that the woman birth at home, 

totally unhindered and unobserved, allowing her hormones to orchestrate the experience so 

that her body released the baby at exactly the right moment. Even when we talk about 

“birth,” we aren’t talking about the same thing. The births most hospital staff see usually 

include intravenous fluids or a saline lock, artificial oxytocin to control the speed of 

contractions, epidural anesthesia and/or narcotics, electronic fetal monitoring, vaginal 

exams, and coached pushing (hold your breath and count to ten and push Push PUSH!). Operative 

deliveries conclude somewhere around 35% of all births, if we count forceps deliveries, 

vacuum extractions, and cesarean sections.3 Most out-of-hospital birth midwives see a 

                     
3 The 2006 U.S. cesarean rate was 31.1%, while the most recent Canadian national rate was 26.3%. In 2005, 
4.8% of U.S. births concluded in either forceps deliveries (0.9%) or vacuum extractions (3.9%). Hamilton, 
Martin, and Ventura; J.A. Martin, et al. 
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different face of birth: physiological birth that generally starts on its own, perhaps with some 

“natural” induction techniques such as sex or castor oil. Monitoring is intermittent with 

handheld devices. Women move, eat, and drink as they wish, sometimes guided by their 

midwife’s suggestions. Pain medications are absent. And unassisted births unfold at a 

different pace than even attended home births, as many of my interviewees and survey 

participants have noted. The language we use to talk about birth ultimately fails to 

communicate the reality of women’s lived experiences. So to say “X type of birth is safe” is 

deceptive. It sounds like a simple declarative statement, but it actually engages incredibly 

complicated and controversial concepts.  

 This debate over safety goes beyond just words and ideas. It is a struggle over who, if 

anyone, should have the monopoly on defining which behaviors are appropriate and what 

are not. It is about social control and about how far our culture is willing to tolerate 

dissention and difference. The safety debate sits at the heart of a fundamental philosophical 

divide between women’s autonomy and institutional control. Do we let women make their 

own choices, even if we believe they are not in their or their baby’s best interests? Who 

ought to make those crucial decisions, if not the mothers themselves—their physicians? 

insurance companies? the state? The question of unassisted birth’s safety would be a simpler 

issue if UC women—frequently accused of being selfish, irresponsible, and callous monsters 

who care little about their babies’ lives—truly did not care about their children’s welfare. But 

they do, deeply. They express their willingness to do anything to ensure their baby’s safe 

arrival, no matter how socially unacceptable it might be.  

 The answer to why safety is such a controversial, divisive issue lies in the fact that 

authoritative knowledge systems do not tolerate dissention. When dissenting groups 

challenge obstetric definitions of safety, risk, and responsibility, the response often invokes 
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fearful images of births gone disastrously wrong because women deliberately made “unsafe” 

choices. There is a lot at stake in childbirth: the financial wellbeing of hospitals (since 

childbirth is most common reason for hospitalization); job security of doctors, midwives, 

and nurses; personal and professional identities; definitions of motherhood and 

womanhood; legal matters including women’s rights to informed consent or refusal of 

obstetric procedures; the perceived “maternal-fetal conflict” that has led to scenarios such as 

forced cesareans; the role of and cultural anxieties over technology in childbirth; the meaning 

and purpose of pain. The resolution to the safety debate will not be who is right and who is 

wrong. In fact, resolution will never entirely come while any authoritative belief system 

oppresses and condemns all dissenting voices. The real answer is that many ways of giving 

birth can be safe and responsible, even if they are inherently contradictory, if we approach 

safety from a woman-centered perspective. Instead of examining safety from the top 

down—what medical or governmental institutions have decided is safe or unsafe—I look at 

safety from the bottom up. What do birthing women themselves feel is safe? How do they 

come to those conclusions? What life experiences, health concerns, or worldviews do they 

have that influence how they understand safety?  

 Debates about safety and risk in childbirth choices are so heated because they 

intermix and sometimes confuse doctrinal and operational efficacy. Anthropologists Sally Falk 

Moore and Barbara G. Myerhoff, in their book Secular Ritual, pointed out the differences 

between doctrinal and operational efficacy in rituals and belief systems. Doctrinal efficacy is 

part of the “internal logic” of a belief system; it makes sense of and justifies the rituals: “The 

religion postulates by what causal means a ritual, if properly performed, should bring about 

the desired results.” Operational efficacy refers to the observable results of a particular ritual: 

whether or not a person actually feels better after a healing ritual, for example. Within the 
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paradigm of a belief system, certain beliefs or rituals might seem true and logically sound. 

However, the rituals only make sense and are only doctrinally effective within that belief 

system. Whether or not those beliefs are operationally effective is another matter.4  

 To complicate matters, childbirth is a normal, physiological process that almost 

always ends successfully. This allows all disputing parties to conclude that their particular set 

of rituals—anything from routine induction of labor or epidural anesthesia, to birthing alone 

in a warm pool of water—was what led to a successful outcome. Thus doctrinal efficacy 

often becomes correlated with operational efficacy. Davis-Floyd remarked of our widespread 

cultural belief that hospitals are the safest place to give birth: “Successful and safe birth 

outcomes can be interpreted only as the operational results of hospital procedures from within 

the conceptual confines of the technocratic model of birth.”5 The same is true for other belief systems 

about birth. With this in mind, let us first examine how various paradigms of childbirth 

define safety. I have summarized the key aspects of each group’s approach to safety. My 

summaries of the medical and midwifery approaches to safety are intended as basic 

overviews, not detailed analyses. There are, of course, exceptions and variations within each 

group. For the first two sections, I drew heavily upon anthropological, sociological, and legal 

analyses of childbirth; legislative hearings about direct-entry midwifery; and midwifery 

literature and textbooks. For UC definitions of safety, I turned directly to the words of 

women who have given birth unassisted. 

Medicine as Progress 

Medical definitions of safety in childbearing hinge upon the dramatic fall in maternal 

and infant mortality rates during the 20th century, upon comparing Western mortality rates 

                     
4 Discussed in Davis-Floyd, Birth, 183-184.  

5 Ibid., Birth, 184.  
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with less developed nations’, upon the necessity of medical education and training, upon 

immediate accessibility to hospital emergency equipment and staff, and upon the belief that 

birth is inherently dangerous and unpredictable—that complications can arise suddenly and 

without warning even in completely normal births. Although the historical fall in infant and 

maternal mortality rates during the 20th century is indisputable, the reasons for that drop are 

hotly contested. The technomedical explanation gives full credit to modern obstetrics. 

Katherine Beckett and Bruce Hoffman called this a “medicine-as-progress” narrative, which 

“depicts the twentieth century as the triumph of technology and medicine over maternal and 

infant mortality.” During an attempt to legalize direct-entry midwifery in Illinois, one 

opponent to legalization gave full credit to modern medicine: “I don’t think anybody can 

dispute that with modern technology, modern medicine, that the infant mortality rates in the 

State of Illinois and throughout the country have constantly gone down because of medical 

professionals, certainly not from midwives.”6  

 This belief explains why the Third World argument is raised so frequently to 

discount home birth and unassisted birth. The argument goes as follows: women in 

underdeveloped nations have high maternal and infant mortality rates. Modern obstetrics has 

dramatically lowered mortality rates in the West; thus, the lack of modern obstetrics in the 

Third World is why women and children continue to die needlessly. This argument is a 

favorite for discounting home births of all varieties as a “step backwards.” In the words of 

one physician blogger: “only women who live in first world countries with excellent obstetric 

care have the luxury of pretending that childbirth is safe. In the last 100 years, modern 

                     
6 Beckett and Hoffman.  
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obstetrics has dropped neonatal mortality rates 90% and the maternal mortality rate 99%.”7 

Both the outgoing and incoming presidents of the SOGC mentioned death rates in less 

developed nations as justifications for opposing unassisted births. Incoming president Dr. 

Guylain Lefebvre compared Canada’s low rates with the high maternal death rate in Uganda, 

where less than one third of women have a skilled birth attendant. Outgoing president Dr. 

Don Davis cited the worldwide 500,000 maternal deaths per year as a warning against 

unassisted birth, implying that those deaths would not occur if medical assistance were 

available.8  

 Formal, medical education and clinical training are additional key elements to safety 

from a medical perspective. Only formalized obstetric knowledge taught in medical schools 

can ensure a safe outcome. During debates over whether to license direct-entry midwives in 

Iowa, opponents often emphasized midwives’ inferior training. The Iowa Board of Medical 

Examiners emphasized the importance of academic and medical training: “Physicians and 

certified nurse midwives have extensive academic preparation and monitored clinical 

experience....They learn from a vast number of experts.” On the other hand, as one doctor 

claimed, “The problem with lay midwives is that their training is not standardized, their 

obstetric techniques are non-existent, their ability to recognize developing complications in 

either mother or fetus are poor and their training in perinatology is totally lacking.”9 The 

                     
7 Jefftuteurtuteur, comment on “I Gave Birth Completely Alone” in Marie Claire Australia (Sep 5, 2007), 
comment posted September 11, 2007, http://au.lifestyle.yahoo.com/b/marie-claire/2379/i-gave-birth-
completely-alone (accessed September 12, 2007). This was likely Amy Tuteur, owner of the Homebirth Debate 
Blog.  

8 Laucius; Bulmer; Washington Post “DIY Delivery”; “Canadian Doctors Warn.”  

9 Joseph Molnar, letter to the Midwives Scope of Practice Review Committee, October 5, 1999. From the Iowa 
Midwives Association files (abbreviated as IMA files). The files contain documents relating to the attempt to 
pass midwifery legislation in the late 1990s and early 2000s in Iowa, including committee hearings, testimonies, 
and both supporting and opposing letters. The IMA allowed me to photocopy their legislative files. I also 
archived a copy of the IMA files at the Iowa Women’s Archives at the University of Iowa.   
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Iowa Academy of Family Physicians warned that “allowing minimally trained midwives to 

conduct deliveries outside of hospitals will only make these [obstetrical] disasters more 

frequent.” Letters from individual physicians reiterated the inferiority of direct-entry 

midwives’ training: they are “not trained in a formal or scientifically rigorous manner.”10 A 

group of obstetricians from Davenport, Iowa wrote that “Legalizing those without a formal 

medical education…may lead to increased complications due to the persons’ lack of medical 

knowledge, background, and experience in determining risk.”11  

 Midwifery and obstetrics have been in ideological conflict for many years. This 

conflict intensified at the beginning of the 20th century. Childbirth was an entry point to a 

thriving medical practice, often securing the woman’s loyalty for her family’s medical care. In 

addition, obstetrics started gaining prestige as a medical specialty, whereas it was once 

deemed the most lowly branch of medicine. In order to convince women to employ 

physicians rather than midwives, American physicians conducted a nationwide campaign 

against midwifery, using what I call the “midwife-as-maverick” argument: midwives were 

untrained, unsanitary, uneducated, and unsafe.12 Character attacks against midwives still 

persist today, as this Iowa physician’s remark shows: “I personally feel it is a slap in the face 

to any obstetrician who spends almost half of his or her lifetime to develop the skills 

necessary to have successful deliveries and then condone someone who has read a baby 

delivering book to be their equal.”13  

 Another key element of safety from a medical perspective is birthing in a hospital 

                     
10 Jose V.G. Angel, letter to the Midwives Scope of Practice Review Committee, January 5, 2000, IMA files.   

11 OBGYN Specialists, P.C. (Davenport, IA), Letter to Mary Anderson of the Iowa Department of Public 
Health, January 4, 2000, IMA files.    

12 Litoff, The American Midwife Debate, xi-26; Rooks, 17-34, 149.   

13 Molnar.   
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environment, where emergency equipment and staff are immediately available. This 

requirement emerges from the belief that childbirth is unpredictable and inherently risky, and 

that obstetrical disasters can arise at any time with no warning. Thus the most appropriate 

place for all childbearing women is in a hospital, rather than at home or in birth centers. 

“Complications of pregnancy are often unknown until they occur and in most cases medical 

attention will be required quickly in order to assure positive outcomes.”14 A focus on the 

ever-present specter of risk leads logically to requiring all women to birth in hospitals. Ann 

Oakley, in her essay about the normality of the birth process, wrote:  

Central to the obstetric definition of birth as a medical event is the concern to 
predict risk, to identify in advance those factors which will mean that something is 
likely to go wrong. As a matter of fact, the general failure of this exercise has led to 
the reduction ad absurdum of the risk approach, which is that every woman and 
fetus is at risk until proved otherwise.15  

We see this attitude in a legislative testimony from an osteopathic family doctor:  

any delivery, no matter how much it is felt that it may be “low risk,” has the potential 
to become an emergency quickly, and in a manner which can be life threatening to 
the mother and/or newborn. Proper personal [sic], equipment, and training are 
required to save lives in these cases.16  

In “Challenging Medicine,” Beckett and Hoffman summarized the argument for opposing 

out-of-hospital births: “The implicit, and sometimes explicit, logic is of this argument is this: 

Because hospitals house well-trained and highly educated doctors and medical technology, 

and because doctors and technology save lives, out-of-hospital birth must be unsafe.”  

 I should note that when the obstetrical community speaks of “safety,” the term 

generally means maternal and infant mortality rates (more specifically, perinatal & neonatal 

mortality) and serious infant morbidity such as brain damage. Other outcomes of the birth—
                     
14 OBGYN Specialists.  

15 Ann Oakley, Essays on Women, Medicine and Health (Edinburgh: Edinburgh University Press, 1993), 135.  

16 Dana C. Shaffer, letter to the Midwives Scope of Practice Review Committee, January 6, 2000, IMA files.  
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minor injuries such as perineal tears or episiotomy wounds, frequency of cesarean or 

operative delivery, separation of mother and baby after the birth, rates of breastfeeding, or 

the mother’s emotional experience—are secondary to a live mother and baby. In fact, some 

of those other factors are seen as antagonistic to the safety of the baby. For example, one 

North American physician quoted in Birthing Autonomy said: “we don’t believe in taking an 

added risk in order to satisfy an emotional need.”17 The technocratic model understands the 

fetus as separate from the mother and asserts that the mother’s emotional needs and wishes 

may conflict with the baby’s safety. An OBGYN group from Davenport, IA stated, in a 

letter expressing their opposition to legalizing direct-entry midwifery: “Pregnancy and 

delivery health care choices are important, but health outcomes of mother and newborn 

must not be jeopardized by these choices.”18 A woman’s wishes and choices come second to 

physicians’ perceptions of safety. British anthropologist Sheila Kitzinger explained that 

“maternal fetal” conflict is, at its heart, really a conflict between obstetrical advice and 

women’s “non-compliance”: 

When a pregnant woman’s interests—as she sees them—conflict with those of the 
fetus, as defined by the obstetrician, there is “maternal fetal” conflict. This happens 
if she does not comply with medical advice....This medical view of the mother and 
fetus in a struggle for survival is in direct contrast to a woman’s view of pregnancy as 
an expression of the unity between her and her baby....The logical outcome of the 
medical paradigm of conflict is that the woman readily becomes both victim of her 
pregnancy—the fetus a parasite and predator—and also culpable—an irresponsible 
mother, who attacks and may even destroy the baby. She can be guilty of child abuse 
while the baby is still in utero.19 

Midwifery as (Safe) Tradition 

Midwifery perspectives on childbearing and safety hinge on very different principles. 

                     
17 Nadine Pilley Edwards, Birthing Autonomy: Women’s Experiences of Planning Home Births (New York: Routledge, 
2005), 75. 

18 OBGYN Specialists.  

19 Kitzinger, 108 
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In contrast to the “medicine-as-progress” narrative, midwives offer a “midwifery-as-

tradition” narrative. Midwives have been attending births for thousands of years; only with 

the advent of western modern medicine did childbirth become the domain of male 

physicians. Midwives and their advocates also employ a “midwife-as-mother” narrative. 

Beckett and Hoffman commented about the use of maternal imagery and rhetoric in 

advocating midwifery:  

This way of framing the issue underscores midwives’ expertise and distinctive care in 
a nonthreatening way, invokes maternalist imagery, and tempers the more adversarial 
tone of some of the alternative birth movement’s rhetoric. Within this narrative 
structure, midwives are heroines, struggling against state and medical officials to 
serve pregnant and birthing women.  

Midwives explain the dramatic fall in 20th century mortality rates with their own counter-

narrative. They note that U.S. maternal mortality rates rose, not fell, when hospital births 

became more common in the early 20th century. They point to epidemiological data that 

showed midwives at that time had just as good as, and often superior, outcomes as 

physicians.20 They attribute most of the drop in mortality rates to improvements in 

sanitation, hygiene, and nutrition. Basic medical advances such as hand washing, sterile 

technique, antibiotics, and blood transfusions helped to a lesser degree, while routine 

obstetric management of pregnant women has had questionable results at best.21  

 To illustrate midwives’ remarkable safety record, even in the face of incredible odds, 

Ina May Gaskin, perhaps the best-known American midwife today, profiled several 

midwives from both Europe and North America. Although some of them lived hundreds of 

years ago and had no access to lifesaving medical technologies, they had maternal mortality 

rates better than physicians and hospitals in the 1930s. For example, Dutch midwife 

                     
20 Rooks, 26-31.  

21 Marjorie Tew, Safer Childbirth: A Critical History of Maternity Care 2nd ed. (New York: Chapmann & Hall, 1994).  
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Catharina Schrader attended 3,017 births in the Netherlands between 1693 and 1745. Her 

maternal mortality rate was 4.6/1000, compared to a 1935 US maternal mortality rate of 

5.9/1000. Maine midwife Martha Ballard, the subject of Laurel Thatcher Ulrich’s book A 

Midwife’s Tale, witnessed five maternal deaths out of 814 births between 1785 and 1812—a 

rate lower than the U.S. national average in 1930. Gaskin remarked, “If Vrouw Schrader had 

had as high a maternal death rate as the United States in 1935, three or four more women 

would have died in her care. Just think what she could have accomplished in the twenty-first 

century!” Gaskin also pointed to twentieth-century midwives whose track record was even 

more stellar. Mrs. Margaret Charles Smith, a “grand midwife” in Alabama, attended around 

3,000 births between 1943 and 1981 with no maternal mortalities and very few infant 

deaths.22  

 The midwifery perspective of safety places great emphasis on the birth environment. 

A woman will birth best in an environment in which she feels safe and in control and where 

routine interventions are not performed (or available). This most often means birthing in a 

woman’s own home or in a freestanding birth center. While medical definitions of safety 

require immediate accessibility to hospital technology, the midwifery model argues that those 

technologies are a double-edged sword. In truly life-threatening situations, hospital 

equipment and staff can be helpful. However, for healthy pregnancies and labors, the 

hospital environment and associated routines may pose a threat.23 

 Another key element of safety from a midwifery model of care is a skilled midwife 

with a thorough knowledge of normal, physiological birth. Multiple paths to midwifery 
                     
22 Gaskin, Ina May’s Guide, 264-68. For more information about Schrader, see Mother and Child Were Saved: The 
Memoirs (1693-1740) of the Frisian Midwife Catharina Schrader by Catharina Geertruida Schrader, Hilary Marland, 
M. J. van Lieburg, and G. J. Kloosterman (Amsterdam: Rodopi, 1987). See also Laural Thatcher Ulrich, A 
Midwife's Tale: The Life of Martha Ballard, Based on Her Diary, 1785-1812 (New York: Vintage Books, 1991).  

23 See, for example, the summer 2003 issue of Midwifery Today, dedicated to the topic of “Birth Environment.”  
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education are accepted as valid, including apprenticeships, midwifery schools, and formal 

university-based training. The national CPM credential, for example, recognizes multiple 

educational routes including the traditional woman-to-woman transmission of knowledge via 

apprenticeship. Midwives also argue that they are the experts in normal pregnancy and birth. 

While physicians have extensive training in detecting and treating abnormalities and diseases 

of pregnancy, midwives have a much more intricate, nuanced knowledge of the normal birth 

process. Their prenatal visits last much longer than obstetricians’ on average. Home birth 

midwives often schedule an hour or more per prenatal visit. 24 In one study, nurse-midwives 

(most of whom work in hospital settings) spent an average of 23.7 minutes with each 

mother, whereas OBs spent 6-10 minutes per visit, and one-third of those OB visits were 

under five minutes.25 Midwives usually attend a woman continuously throughout her labor, 

whereas doctors rely upon nursing staff to monitor the labor and often enter the labor room 

when the woman is pushing. Being present with a woman throughout labor allows midwives 

to pick up on potential complications early on and either correct them before they grow 

more serious or seek help promptly. Thus, from a midwifery perspective, complications and 

problems during labor usually arise gradually, providing the attendant ample time to address 

the situation.  

 Another significant difference between technocratic and wholistic definitions of 

safety is the relationship between mother and baby. Obstetrics accepts that the mother’s 

desires and emotional well-being can conflict with the baby’s well-being. The midwifery 

                     
24 This is based on my years of immersion in home birth midwifery communities in Iowa and Illinois. Both 
home birth midwives I assisted (one DEM and one CNM) typically had hour-long prenatal visits, usually at the 
mother’s own house. 

25 Thomas H. Strong, Jr., Expecting Trouble: What Expectant Parents Should Know about Prenatal Care in America 
(New York: NYU Press, 2002), 87; B.K. Cypress, Office Visits by Women: The National Ambulatory Medical Care 
Survey (Hyattsvile, Md., National Centre for Health Statistics, 1980); J.R. Ickovics, et al. (2007). “Group Prenatal 
Care and Perinatal Outcomes: A Randomized Controlled Trial,” Obstetrics and Gynecology, 110(2), 330-339. 
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paradigm sees the mother-baby unit as inseparable; what is good for the mother is good for 

the baby.26 One Iowa home birth supporter commented: “There is a safety that cannot be 

quantified and that has nothing to do with technology. It has to do with the emotional well 

being of the mother.”27 Conversely, practices that harm or distress the mother may also 

affect the baby negatively. These could include inducing stress or fear in the mother, 

performing procedures without her consent, or separating her from her newborn. British 

statistician Marjorie Tew commented:  

The efficient functioning of the physical processes is absolutely dependent on 
appropriate stimuli from the emotional processes which, in turn, are governed by 
social stimuli. The obstetric environment, obstetric methods and obstetric 
propaganda have saturated childbirth with an atmosphere of danger and fear, which 
are diametrically opposite to the appropriate emotional stimuli for the physical 
processes—the feelings of confidence and relaxation, engendered by familiar, 
reassuring surroundings.28  

She theorized that the higher perinatal mortality rates among hospital births in Britain 

occurred because of obstetrics’ overly narrow focus on physical concerns.  

 Although midwifery paradigms of safety differ in many ways from medical 

viewpoints, maternal and infant safety are a concern among both groups. In the article 

“Challenging Medicine,” the authors noted that: 

Birth activists have gone to great lengths to assure lawmakers that their primary 
concern is maternal-and especially infant-safety. This has not only been the case 
because they anticipate safety to be the primary concern about out-of-hospital birth, 
but also because the avoidance of death and injury is an unmitigated cultural good.29 

The two parties differ in their conclusions about which set of practices are most likely to 

                     
26 Davis-Floyd, Birth, 160-161; Midwives Alliance of North America, “The MANA Statement of Values and 
Ethics,” http://mana.org/valuesethics.html (accessed October 14, 2008).   

27 Marie Zenack, letter to the Midwives Scope of Practice Review Committee, IMA files.  

28 Tew, 290.  

29 Beckett and Hoffman.  



 

 

210 

bring about the best outcomes in terms of mortality and morbidity rates. Obstetrical 

perspectives view the hospital as the only safe location for birth, because of the chance of 

sudden complications. A midwifery perspective understands the home as the safest location 

for many women, because the birth will be able to unfold without dangerous interventions 

that can cause complications in the birth process. So, which claim is “right”? I will not go 

into detail about all of the studies comparing home and hospital births, but the available 

literature points to planned, attended out-of-hospital births as a reasonable choice. Infant30 

and maternal mortality rates are generally equivalent between home and hospital births for 

similar groups of “low-risk” women. However, morbidity rates and complications are higher 

among women planning hospital births. For example, operative deliveries (cesarean, forceps 

& vacuum extractions), episiotomies, birth injuries, and hemorrhage are significantly higher 

in low-risk hospital births compared to home births. In addition, planned home births have 

higher rates of breastfeeding and lower rates of postpartum depression. 31  

Although studies generally have compared groups of “low risk” women, some 

evidence suggests that home births might offer an advantage even to “high risk” situations. 

British statistician Marjorie Tew analyzed all births occurring in Great Britain, categorizing 

them into various risk levels. She found that for every level of risk, except the highest for 

which there were not enough numbers to be statistically significant, hospital births had an 

                     
30 I use this term in its general sense to encompass perinatal, neonatal, and/or intrapartum deaths, rather than 
the specific sense of deaths from birth through the age of one.  

31 U. Ackermann-Liebrich, et al., “Home Versus Hospital Deliveries: Follow Up Study of Matched Pairs for 
Procedures and Outcome,” BMJ 313, no.7068 (November 23, 1996): 1313-18; J.T. Fullerton, A.M. Navarro, 
and S.H. Young, “Outcomes of Planned Home Birth: An Integrative Review,” Journal of Midwifery & Women’s 
Health 52, no.4 (July-August 2007): 323-33; Kenneth C. Johnson and Betty-Anne Daviss, “Outcomes of 
Planned Home Births with Certified Professional Midwives: Large Prospective Study in North America,” BMJ 
330, no.7505 (June 18, 2005): 1416; P.A. Murphy and J. Fullerton, “Outcomes of Intended Home Births in 
Nurse-Midwifery Practice: A Prospective Descriptive Study,” Obstetrics and Gynecology 92, no.3 (September 
1998): 461; O. Olsen, “Meta-Analysis of the Safety of Home Birth,” Birth 24 (1997): 4-13; R.E. Anderson and 
P.A. Murphy, “Outcomes of 11,788 Planned Home Births Attended by Certified Nurse-Midwives. A 
Retrospective Descriptive Study,” Journal of Nurse-Midwifery 40, no.6 (November-December 1995): 483-92. 
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“excess of deaths” compared to out-of-hospital births. This was true both for analyzing 

actual place of birth versus intended place of birth (in other words, still counting hospital 

transfers as home births). Tew’s analysis suggests that birth outside of hospitals may have a 

protective effect even on women who are “high risk”—the ones always assumed to benefit 

from hospital care.32  

Using the “Language of the Aggressor” 

One thing I have found particularly fascinating is that midwives opposed to 

unassisted birth often use the same arguments that obstetricians use to discount midwifery 

and home birth. These fall into several main categories: the Third World argument; the “you 

aren’t qualified” argument; and the “chaotic and unpredictable nature of childbirth” 

argument. Jenny, a home birth midwife I corresponded with about my research project, and 

whom I quoted in the beginning of this chapter, was adamant that unassisted births would 

bring back the mortality rates of Third World countries. She acknowledged that we don’t 

have any reliable data on outcomes of unassisted birth, but stated: 

we know the outcomes. All we have to do is look at a country like Bangladesh where 
all the births are unaccompanied. The outcomes are very clear....the improved infant 
and maternal mortality rates of birth with a trained, equipped birth attendant have 
been proven. It is easily reflected by the birth outcomes in rural Bangladesh where 
the vast majority of the women are not attended by a trained birth attendant.33  

 Although midwives and their supporters object to obstetrician’s portrayal of birth as 

an inherently dangerous, unpredictable, and chaotic event, some have used that same line of 

reasoning to discount unassisted birth (even as they avoid that rhetoric when promoting 

midwife-attended home births). Henci Goer, author of The Thinking Woman’s Guide to a Better 

Birth, stated that unpredictable complications cannot be successfully handled by the baby’s 

                     
32 Tew.  

33 Jenny, email messages to author, October 3-4, 2006. 
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parents, only by a skilled attendant:  

Although rare, emergency life-threatening complications occur even in healthy 
women with no medical problems, including umbilical cord prolapse, shoulder 
dystocia, hemorrhage or a baby who isn’t breathing. These are problems that can be 
handled by a skilled pair of hands and the use of simple medical equipment or 
medications until mother or baby can be taken to the hospital, but not otherwise.34  

In an email, Jenny emphasized to me the possibility of a rapid and fatal hemorrhage: “There 

is no way that you can argue that this is a safe choice. Women bleed to death in 10 minutes. 

Low risk women bleed to death in 10 minutes.”35 In an article about unassisted birth in 

Midwifery Today, Ina May Gaskin asserted that “It is a fact that 10-15 percent of all births will 

require skilled assistance to reach a healthy outcome for mother and baby.” Like 

obstetricians’ arguments against home birth because of the unpredictability of complications, 

Gaskin stressed that some complications cannot be anticipated beforehand: “While some of 

the 10-15 percent can be identified during the prenatal period, unexpected situations may 

arise during labor or birth. Women need to be aware that these are real complications with 

real causes for concern.”36   

 Some midwives also assert that the birthing mother is not always able to make good 

judgments about her labor. Instead, an objective, emotionally unattached birth attendant is 

better qualified to judge whether or not a situation is problematic. “One of the primary 

reasons for having a skilled birth attendant is to have someone present during labor who is 

not emotionally caught up in the birth, as is the mother,” Ina May Gaskin wrote. “Midwives 

are trained specifically to recognize when a labor has passed out of the normal zone and 

requires transport.” In contrast, laboring women do not have the ability to detect abnormal 

                     
34 Goer, “Unassisted Homebirth Concerns” (letter to the editor), Midwifery Today, no. 64 (Winter 2002): 5-6. 

35 Jenny, email message to author, October 4, 2006. 

36 Gaskin, “Some Thoughts on Unassisted Childbirth” Midwifery Today, no. 66 (Summer 2003): 38-40.  
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situations: “A woman who has never given birth before, or who has had only one or two 

births, is unlikely to have developed the required level of risk assessment skills.”37 Like 

obstetricians who emphasize that midwives are not sufficiently skilled to handle or recognize 

complications, midwives opposed to UC argue that the baby’s parents do not hold the 

experience or qualifications to make birth safe.  

 I find these arguments fascinating, because they are the very ones that midwives find 

so irksome when voiced by opponents of midwifery and home birth. Jeannine Parvati Baker 

called the practice “identifying with the aggressor against homebirth” and a “disservice to 

birth” because it was not evidence-based. She noted Goer’s adoption of a medical paradigm 

when presenting the dangers of birth as evidence that UC is unsafe: “The possible 

complications Henci lists about the inherent dangers of childbirth are presented in a medical 

format and from that worldview: umbilical cord prolapse, shoulder dystocia, hemorrhage or 

neonate apnea.” She argued that parents, not just midwives, “can learn how to respond 

appropriately” to these situations.38  

 I think that Baker was on to something with her phrase “identifying with the 

aggressor.” Midwifery in general and home birth midwifery in particular still has a very 

tenuous existence in North America. Only a few Canadian provinces have legalized or 

recognized midwives. In at least eleven states, direct-entry midwifery is still a felony. 

Midwifery has been advancing a political agenda for legitimization and legalization over the 

past several decades. Adopting the language and core assumptions of the dominant medical 

system can make midwifery seem more legitimate and less “fringe.” I witnessed this first-

hand during recent efforts to legalize Certified Professional Midwives in Illinois, where 

                     
37 Ibid., “Some Thoughts.” 

38 Baker, “‘Freebirth’ Equals Unassisted Birth” (letter to editor), Midwifery Today, no. 66 (Summer 2003): 5.  
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direct-entry midwifery is currently outlawed and where CNMs must find a physician to work 

under before they can attend home births. When testifying to legislators, Illinois midwives 

and supporters stressed the dangers of poorly trained “rogue” midwives and of unassisted 

birth, in order make CPMs seem like a safe, reasonable choice.39 The midwives and their 

lobbyist openly admitted that they were using arguments they really didn’t believe in, but that 

the rhetoric was politically expedient.   

Using the language of the aggressor may also suggest that midwifery and obstetrics 

are not as totally dissimilar as they make themselves out to be. This is something that some 

unassisted birthers have suggested—that midwifery as it is often practiced today has adopted 

many of the interventive practices and attitudes of obstetrics, albeit on a smaller scale. 

Typically, midwifery and obstetrics are placed on opposite ends of a spectrum of birth 

paradigms. This suggests that the two almost never intermix. Perhaps midwives’ adoption of 

some of the language of obstetrics suggests that the spectrum needs revising or shifting. On 

the other hand, it might simply be a strategic tool, as it was in Illinois, used consciously or 

unconsciously to advance the cause of home birth and midwifery.  

Safety in Unassisted Birth 

So how do unassisted birthers come to the conclusion that their choices are safe? 

After all, there are no well-planned, large studies analyzing outcomes from planned, 

unassisted births. The few studies that exist have small sample sizes, focus on a limited 

religious community, are based on birth certificate data, or do not necessarily describe the 

type of birth that my dissertation examines. For example, an uncontrolled, observational 

study of home births in North Carolina between 1974-1976 found the lowest neonatal 

                     
39 Hearing in Springfield IL, April 2007 at which I was present. Also discussed on the private ILMidwives 
Yahoo list.  
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mortality among lay-midwife-attended births, the highest among unplanned unattended 

home births and “planned home deliveries without a lay-midwife” in the middle. The latter 

category simply meant that there was no lay-midwife marked as attending on the birth 

certificate; we do not know any more about the circumstances behind who was or was not 

there.40 Another study looked at 344 births among a religious community in Indiana, Faith 

Assembly, whose members avoided obstetric care. Researchers found elevated maternal and 

infant mortality rates.41 Besides having a small sample size, this study analyzed women who 

avoided all medical care even when it was needed—which is very different from the 

phenomenon I am examining. If they feel there is a true medical need, UCers do seek 

assistance. A small percentage of planned UCs end up as hospital transfers or midwife-

attended home births, so to compare that with a religious group who does not seek medical 

care, period, would be flawed.  

 The only other study I have found that investigated unattended out-of-hospital 

births looked at 59 babies born outside hospitals in Harlem. The study found that these 

births were associated with a lack of health insurance, higher rates of cocaine use during 

pregnancy, and very small babies, suggesting that these were unplanned and often 

precipitous home births; thus these births do not fall into the same category as the ones I am 

investigating. Interestingly, the unattended babies had a higher neonatal mortality rate, but it 

was due to an “excess of infants weighing 500 to 999 grams.” In other words, more babies 

died compared to in-hospital births, but it was because there were many more premature 

                     
40 Burnett, et al. 

41 Kaunitz, et al.  
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babies in the out-of-hospital group.42 It was these studies that Henci Goer used as evidence 

against unassisted birth in Midwifery Today.  

 Despite the lack of concrete statistical evidence for or against planned UCs, 

opponents do not hesitate to condemn the practice, often sounding quite authoritative in 

their disapproval. This quote from the Globe and Mail shows the disconnect between 

evidence and conclusions:  

Although there are no large or recent studies on the outcomes of planned unassisted 
childbirth, the evidence stacked against the practice is “overwhelming,” according to 
Vyta Senikas, associate executive vice-president for the Society of Obstetricians and 
Gynecologists of Canada.  

The evidence that Senikas and others refer to is not statistics from comparative studies—

since they do not exist—but rather statements of belief that, from the internal logic of their 

worldview, are evidence enough to conclude that UC is dangerous. Senikas says that 

childbirth is a natural process, “but you can die and you can end up having problems.” 43 The 

implication behind his statement is that being in a hospital will keep those tragic 

circumstances from occurring.  

  Most objections to unassisted birth, especially from physicians, stem from the 

medical view of birth as inherently unsafe, unpredictable, and chaotic, and from seeing 

immediate access to hospital technology and trained physicians as an unqualified good. Some 

objections to UC can be explained by opposition to home birth in general in the U.S. The 

ACOG officially opposes all home births because “serious intrapartum complications may 

arise with little or no warning, even in low risk pregnancies” and because “availability of 

expertise and interventions on an urgent or emergent basis” in hospitals may save lives or 

                     
42 D.A. Bateman, et al., “Outcome of Unattended Out-of-Hospital Births in Harlem.” Archives of Pediatric & 
Adolescent Medicine 148, no.2 (February 1994): 147-52.  

43 Barton.  
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improve outcomes.44 American obstetricians quoted in articles about UC often refer to the 

dangers of home birth in general, and emphasize that unassisted birth is even more 

dangerous. If “any home delivery is Russian roulette,” according to Boulder obstetrician 

John Imig, then unassisted birth “add[s] another layer of risk.”45 On the other hand the 

SOGC, Canada’s national obstetrical organization, officially supports home birth with 

government registered midwives and thus is much less alarmist about home birth in general. 

Dr. Don Davis said that the SOGC supports midwife-attended home birth when emergency 

back-up is available and when the mother knows the risks.46 Dr. Senikas’ statement is even 

more supportive of home birth: “By all means, choose the home, but have a skilled 

attendant there.” In the UK, where home birth is an integrated part of the national health 

care system, official obstetrical responses to freebirthing were the least alarmist. The RCOG 

recently published an official statement on freebirthing, never stating outright that the 

practice was dangerous. In fact, the position ended with this disclaimer: “The RCOG would 

like to stress that at present, the practice of freebirth is new to the UK and little research 

exists regarding its safety and success.” The RCOG wrote:  

Whilst the RCOG fully supports normal birth and believes that every woman should 
have the right to give birth in an environment in which she feels comfortable, the 
safety and wellbeing of the mother and baby is paramount. Before choosing a place 
of birth all women should be fully informed of the potential risks, which may include 
the need for intervention, transfer to hospital and/or pain relief.  

The wording of the statement does imply that additional risks may exist outside the 

hospital—and interestingly, it does not mention the potential benefits, only the risks. 

However, the tone is quite restrained compared to statements from American or even 

                     
44 ACOG, “Out-of-Hospital Births in the United States,” ACOG Statement of Policy as issued by the ACOG 
Executive Board, October 2006.  

45 Marshall.  

46 Payne.   
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Canadian obstetrical organizations that UC is “unsafe—period,” “fraught with danger and 

controversy” and “dangerous.”47 

 UCers cannot base their decision-making upon statistics, but many would like to 

have access to accurate information about outcomes of unassisted births. Meredith, who has 

expressed interest in conducting a research study, feels that accurate statistics may help 

support and protect women’s choices: “If UP and UC are going to stand their ground 

against the medical mentality (and possible political lobbying to reduce a woman’s birth 

options) then more respectable statistics would need to be gathered.”48 I have seen 

discussions about starting data collection, but nothing has materialized into a formal research 

study. Collections of UC outcomes are available on the internet, but they are self-selected 

and often retrospective (see Table 10).49 Thus they are useful for a general snapshot of 

unassisted birth practices, such as roughly how many transfer to a hospital or call in a 

midwife during or after labor. But they are not methodologically sound, especially for 

providing accurate numbers on figures such as mortality rates. A good study would need to 

be prospective, following a woman from pregnancy until after the birth. A study similar to 

the CPM 2000 study, along with additional questions pertinent to the specifics of unassisted 

birth, would give a more accurate quantitative picture of unassisted birth. Of course, even a 

large, methodologically sound study of unassisted birth outcomes would never end the safety 

debate; it would just answer specific questions such as “how many planned UCs end in 

vaginal births?” or “what is the perinatal mortality rate of planned unassisted births?”  

                     
47 Maher; SOGC, “The Dangers of Unassisted Childbirth.”  

48 Meredith, “Statistics,” c-birth, June 18, 2005.  

49 The Center for Unhindered Living has collected information on 201 UCs. The MDC board tracks members 
planning UCs and records the outcomes after the births occur. C-birth posts any birth announcements from 
list members to a sister list “cbirthstories.”  
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Table 10:  
Outcomes of Planned Unassisted Births 

 
Data source Mothering’s UC Roll Call Unhindered Living 
Year Range 1/03 – 8/08 ? – 3/07 
Number of births 400 (402 babies, 2 sets of twins) 201 
Data collection mostly prospective,  

self-reported* 
retrospective,  
self-reported 

Successful UCs (%) 352 (88.0%) 191 (95.0%) 
Transfers—total 54 (11.6%) 17 (8.5%) 
     hospital (before birth)      43 (10.8%) ? 
     hospital (postpartum)      6 (1.5%) ? 
     called midwife       5 (1.3%) ? 
Vaginal births (%) 387 (96.8%) 199 (99.0%) 
Cesareans (%) 13 (3.3%) 2 (1.0%) 
Stillbirths 4 (1.0%) 0 
Other infant deaths 0 0 
Maternal deaths 0 0 

 
 

So what other factors convince women that unassisted birth is a safe, responsible 

choice? One of the predominant reasons is the desire to facilitate the physiological and 

hormonal processes of labor. Mable observed that “the scientific theory and comparisons of 

birth to sex (natural hormones shut down when a mother is uncomfortable due to 

observation or lack of control over her surroundings) give me more peace of mind than any 

statistics might be able to.”50 Doctors Michel Odent and Sarah Buckley have written 

extensively about the release of hormones at birth. Their research and experience identify 

                     
* I began counting births on MDC that occurred beginning in 2003. Some of the births were unplanned 
unassisted births, so I excluded them. Linda Hessel has been tracking outcomes of planned UCs for several 
years. She wrote to me: “For births that are before Fall of 2003, they were all reported after the fact. After that, 
the majority are people that we know are planning a UC (not all want to be listed in the due date group, but 
have posted with their intentions in the UC forum). Maybe 10% are people who weren’t around during their 
UC -- they become known to us usually because they’re on the boards while planning current UCs, and it 
comes out that they’ve had past UCs.” A small number of these births were retrospective—when members 
indicated their plans for a UC and it became known that they had had previous UCs. I excluded unplanned 
UCs and one birth that was midwife-attended from the start; there were no indications that it was a planned 
UC. Hessel, Personal correspondence, September 29, 2007.  

50 Mable (pageta), “Statistics anyone?” April 24, 2006. 
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key elements to a physiologically normal—and hence the safest and most efficient—birth. 

When he was directing  a maternity clinic outside of Paris, Odent found that the ideal setting 

was one in which the mother “gives birth in a warm, small space, in complete privacy, 

and...does not feel guided and observed.” In this setting, the women at his clinic were able to 

“move and act according to their instincts...deliberately, spontaneously seeking and easily 

finding the positions that suit them best, and that also turn out to be the most efficient 

physiologically.” He concluded that the existence of “complex neurohormones” in labor and 

birth, sex and breastfeeding—estrogen and progesterone, endorphins, adrenaline, prolactin, 

and oxytocin—“presents another powerful argument against medical interference in, or 

disturbance of, the physiology of the labor process.” Odent argued that this demedicalized 

approach is also the “safest approach.” His clinic was able to simultaneously keep both 

perinatal mortality51 and cesarean rates (between six and seven percent in an unscreened 

population) quite low—something most other hospitals were unable to do without a 

drastically higher cesarean rate. In his other books, Odent reemphasized that the primary aim 

“should be that as many woman as possible give birth vaginally thanks to an undisturbed 

flow of love hormones.”52  

 Sarah Buckley has added significantly to Dr. Odent’s clinical experience with her 

research on the “cocktail of love hormones” released at birth. Examining research about the 

hormones involved in mammalian birth—oxytocin, beta-endorphin, adrenaline/nor-

adrenaline, and prolactin—she argued that the safest, easiest, and most ecstatic births are 

ones that are undisturbed.  

Anything that disturbs a labouring woman’s sense of safety and privacy will disrupt 

                     
51 Below 10/1000, which at the time was some of the lowest in the world.  

52 Odent, Birth Reborn, xviii, 12-16; Ibid., The Caesarean, 102.   
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the birthing process. This definition covers most of modern obstetrics, which has 
created an entire industry around the observation and monitoring of pregnant and 
birthing women....On top of this is another obstetric layer devoted to correcting the 
“dysfunctional labour” that such disruption is likely to produce. The resulting 
distortion of the process of birth—what we might call “disturbed birth”—has come 
to be what women expect when they have a baby and perhaps, in a strange 
circularity, it works.  

In contrast, undisturbed birth and its “optimal hormonal orchestration provides safety, ease, 

and ecstasy.” She explained:  

When a mother’s hormonal orchestration is undisturbed, her baby’s safety is also 
enhanced, not only during labour and delivery, but also in the critical transition from 
womb to world....[I]interference with this process will also disrupt this delicate 
hormonal orchestration, making birth more difficult and painful, and potentially less 
safe. 

She used two analogies to explain the optimal conditions for undisturbed birth. Both 

lovemaking and meditation necessitate privacy, quiet, and freedom from feeling watched. “If 

we were to consider giving birth as the deepest meditation possible, and accord birthing 

women the appropriate respect, support, and lack of disturbance, we would provide the best 

physiological conditions for birth.”53  

 Odent’s and Buckley’s language and ideas permeate the unassisted birth community. 

Linda Hessel, who is currently writing a book about autonomous birth, stated:  

What makes birth safe is for the birth process to be interfered with as little as 
possible, for the mother to feel safe, and for her neocortex to be unstimulated....I 
recognize that optimal birth (that is, birth as efficiently, easily, and safely as the body 
is capable of) is dependant on the mother being in an altered state of consciousness 
in which the hormones that regulate the process can be produced and released in 
perfect choreography with the body and baby’s actions, and that for me that altered 
state of consciousness is hugely disturbed when I feel observed or distracted or 
emotionally stressed.54  

Knowing about these hormonal and physiological processes, women who UC focus on 

                     
53 Buckley, Gentle Birth, 110-114.  

54 Hessel (fourlittlebirds), “Statistics anyone?” April 27, 2006; “Discussion about UC birth,” MDC, September 
6, 2006, http://www.mothering.com/discussions/showthread.php?p=5961786.  
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ensuring that the birth process has no interference that would inhibit giving birth. Ernestine, 

while planning her first UC and third birth, wrote that: “in preventing the stress, 

interventions and routines that come with having a ‘professional’ at the birth who looks for 

things to go wrong, I know that I will be providing the best atmosphere for things to go 

right.”55 Valarie stated that the “safety is in the process and if you don’t mess with the 

process—it is designed to maximize survival, first for the mother but also a close second for 

the baby.”56 Muriel woman noted that “many in the natural birthing community are 

advocating a form of UC.” She read many midwifery books detailing how a midwife’s 

presence might slow down or interfere with a labor. She also remarked that “a lot of 

childbirth education classes instruct women to labor at home as long as possible, to wait until 

they think they must go, and then wait a little longer.57 One might, of course, argue that 

unassisted birth borrows from natural childbirth ideals, rather than the other way around. In 

any case, natural childbirth, midwifery, and unassisted birth do agree on many points about 

the inherent safety of the birth process, about what constitutes an ideal birth environment, 

and about the sub-optimal conditions for physiologic birth in most hospitals. 

 As a corollary, Odent’s and Buckley’s research confirms to UCers the importance of 

an undisturbed birth so that a mother can fully access her instinctual or intuitive knowledge. 

Because intuition is the primary authoritative knowledge source for UCers—not the only 

knowledge source, of course, but the one most often referred to—anything that enhances a 

woman’s ability to tap into her intuition is vitally important. Odent described characteristic 

patterns of behavior when women have fully accessed their instincts. At the end of the first 

                     
55 Ernestine (paxye), “Statistics anyone?” May 2, 2006.  

56 Nordstrom, “Birth Fear was cord prolapse fear,” c-birth, December 22, 2005. 

57 Muriel (2bluefish), “Statistics anyone?” April 27, 2006. 
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stage of labor, for example, the laboring woman  

may have a distant look in her eyes, even seem to be in a different world; if she 
speaks at all, she will repeat single words or simple sentences. These are all signs to 
us that she is responding to what is instinctive within herself and that she has 
attained a good hormonal balance. Far from considering her state irrational and 
helpless, we are quite sure that she knows best what to do to help her child come 
into the world. 

Odent explained that these behaviors originate from brain structures that govern survival 

instincts. Stimulation of the neocortex—the intellectual, rational part of the brain—inhibits a 

woman’s ability to access that instinctual knowledge.  

The maternal neocortex is supposed to be at rest, so that primitive brain structures 
supporting our survival instincts can more easily release the necessary 
hormones….This aspect of human birth physiology implies that laboring women 
need to be protected against any sort of neocortical stimulation. This helps us to 
understand the importance of quiet (since language is a powerful stimulant of the 
neocortex) and of a dim light. It explains also the importance of privacy (when we 
feel observed our neocortex is stimulated) and the need to feel secure (when we 
perceive a possible danger we must be attentive and alert).58 

While Odent argued that a “low profile midwife” in a proper birth environment can enable a 

physiological birth, UCers disagree. They posit that even a hands-off birth attendant may 

disrupt a woman’s ability to go inward and to labor without feeling self-conscious. I will 

discuss this more in the following chapter, but it is worth mentioning that Sarah Buckley 

observed this difference after her unassisted birth. Comparing her UC experience with her 

own attended home births and the births she had attended at home and hospital, she 

commented that the habit to disturb is deeply ingrained in birth attendants, and that the 

need to “‘do something’ so often becomes self-fulfilling in the birth room.” 59 Kayla argued 

that a hiring a midwife keeps a woman from accessing her intuitive knowledge, because the 

                     
58 Odent, Birth Reborn, 46, 100; Ibid., “Ask the Experts: The Pain of Human Childbirth,” Mothering, 
http://www.mothering.com/sections/experts/odent-archive.html#pain (accessed November 2, 2007).  

59 Buckley, Gentle Birth, 110.  
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act of engaging an attendant takes away the woman’s control and her knowledge about her 

own body. If you hire an attendant: 

You just don’t have the control anymore. The mind-set is that the attendant has 
knowledge/power that you don’t, but in truth, YOU have knowledge/power the 
attendant can NEVER have: you know your own body; you have intuition and 
instincts working for you that apply directly to whatever is going on inside you. If 
you have an attendant, you close the door on those instincts (or at least turn a deaf 
ear on them), and that is the most dangerous thing you could do.60 

 Another justification for the safety of unassisted birth comes from an extrapolation 

of statistics on midwife-attended attended home births. Since accurate data about UC do not 

exist, UCers turn to the closest experience that has been studied thoroughly: midwife-

attended home births. Numerous studies comparing home and hospital births among 

healthy “low risk” women show that home births consistently have fewer interventions and 

complications with similarly low neonatal mortality rates. For example, the most recent and 

most comprehensive study to date of direct-entry midwife attended births, the CPM 2000 

study, concluded that “Planned home birth for low risk women in North America using 

certified professional midwives was associated with lower rates of medical intervention but 

similar intrapartum and neonatal mortality to that of low risk hospital births in the United 

States.”61  

 Some UCers reason that if home birth with midwives can have such good outcomes, 

then undisturbed births without the possible interference of midwives can be equally safe, or 

perhaps even safer. Gretchen remarked: “the scientist in me says it’s safer to UC. The limited 

studies show planned homebirth is safer than hospital birth. (Granted they’re midwife 

                     
60 Kayla, “What to discuss?” c-birth, February 13, 2006. 

61 Johnson and Daviss.  
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attended, but I believe sans midwife makes it even safer.)”62 Henrietta’s conclusion that UC 

is a safe choice comes from  “extrapolating information from a lot of different sources and 

integrating them together.” She noted, though, that she was not claiming that UC safety is 

evidence-based: “Having an MSC myself, I cannot justify the safety of UC from an evidence-

based perspective.”63 Many women such as Alyssa believe that a UC will give a woman the 

greatest chance for a “SAFE, happy, healthy birth, with no trauma to yourself and 

babe….The only other type that comes close is homebirth with a GOOD midwife…but 

there is so much unknown with that scenario.” She presented a trade-off of risks and 

benefits when employing midwives: a UCer might transfer to a hospital for a complication 

that a midwife could resolve at home; on the other hand, having a midwife present might 

cause “unnecessary worry, trauma, or transfer” that would have been avoided with a UC.64 

Not everyone agrees with this use of midwife-attended home birth statistics, of course, 

including some UCers and midwives. Muriel stated: 

I feel what the evidence indicates in that midwife attended birth is safer than the 
alternatives that have been looked at— what has not been looked at is educated 
unassisted birth as we know it in the developed world, so no statement can made 
about its safety—period.”65  

Some midwives also strongly object to this extrapolation of data, arguing that it is the skilled 

attendant that brings about the good outcomes in home births. Sophia, a DEM-turned-

CNM who attends home births stated: 

there is NO substitute for experience and skill….If experience and skill (which can 
ONLY come from multiple experiences) are not essential, then as I said a day or two 
ago, doula qualifications would be all that should be necessary to be a midwife! There 

                     
62 Gretchen, “I’m a little upset WARNING: Stillbirth discussed,” c-birth, February 6, 2005.  

63 Henrietta, “OT: preparing for an amnio :-(,” c-birth, December 6, 2005.  

64 Alyssa, “New Here,” c-birth, September 8, 2006. 

65 Muriel (2bluefish), “Statistics anyone?” April 26, 2006.  
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are just a lot of things you cannot pick up from reading books, even very GOOD 
ones!”66 

Another direct-entry midwife, Kari, commented: “What bothers me a LOT is when the UC 

folks take the research showing that midwife-attended homebirth is safe, and apply that 

research to ‘show’ that UC is safe.  That is, at best, misleading.  At worst it is intentionally 

deceptive.” Kari also portrayed the safety of UC as a “belief system,” while characterizing 

the safety of midwife-attended birth as an indisputable truth because of the research studies: 

it is “not a matter of speculation or anecdote. There is good research that demonstrates that 

it is a safe choice.”67 

 UCers believe that they are capable of learning enough about birth to handle 

complications or to recognize emergency situations and seek appropriate help. Muriel argued 

that “Birth knowledge should not be the exclusive domain of midwives.”68 Some UCers 

assert that anything a midwife would do at home, they could do themselves with proper 

research and attunement to intuition. Marcella wrote: “I don’t know what a midwife would 

be able to tell me that I couldn’t research myself and figure out, and that’s why I think she 

would only inhibit the normal process of birth for me.”69 This isn’t to say that midwifery 

knowledge or skills have no value for UCers, just that it has limitations and drawbacks along 

with the benefits. Linda felt that her midwives’ experience was “worthless” to her: “I knew 

far better what I needed to give birth normally than the two midwives and their attendants 

who attended me previously did.” Having expert knowledge about the birth process doesn’t 

make an attendant the expert on how a particular woman will best give birth. Linda said, 

                     
66 Sophia, “UC stats,” ILMidwives, April 5, 2006.  

67 Kari, “UC stats,” ILMidwives, April 5, 2006. 

68 Muriel (2bluefish), “Statistics anyone?” April 26, 2006. 

69 Marcella (myhoneyswife), “Statistics anyone?” April 26, 2006, 
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“Women giving birth do not have to be experts on birth to give birth perfectly—they only 

have to be experts on themselves.”70 Marcella joked: “we don’t say we have skills and 

knowledge equal to doctors or midwives; we have more (so TOTALLY kidding).” She then 

emphasized that “we DO NOT think that we have the skills and knowledge [of] doctors and 

midwives, and we do not hesitate to ask their opinion on things if we think it’s necessary.”71  

 Some women arrange for midwife backup; if they encounter a situation beyond their 

ability to resolve, they can have assistance without having to automatically transport to a 

hospital. Nadine, who had UCed once with midwife backup and once without, feels that 

having midwife backup available is a safer option for her: “I don’t want a midwife here at all, 

and I won’t have one unless I feel a real necessity arises….I feel like I have loaded the dice in 

my favor. I’ve given myself options and resources.”72 Mona explained why she likes to have a 

professional on call: “mainly because I do not want the ER to be my only other option 

otherwise. I strongly believe in UC, yet I do not believe that nothing can happen, nor do I 

believe I will have all the answers.” This does not diminish her faith in unassisted birth, but 

is an acknowledgement that birth is not completely flawless. Still, Mona’s belief in the power 

of intuition remains strong:  

I believe in being in tune with my body, knowing when I need help and when not, 
and taking full responsibility….I also believe that there really aren’t that many 
situations where the birthing mom would not know what to do and that leaving her 
alone is better.”73  

Some UCers think that most women would be better off with a midwife-attended home 

birth than with a UC, because of the amount of research and preparation required for an 

                     
70 Hessel (fourlittlebirds), “Statistics anyone?” April 26, 2006.  

71 Marcella (myhoneyswife), “Statistics anyone?” April 28, 2006.   

72 Nadine, “birthing breech LAURA,” c-birth, May 19, 2006. 

73 Mona, “birthing breech LAURA,” c-birth, May 19, 2006. 
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unassisted birth. Marcella explained:  

I think that for the general population a midwife-assisted birth is safer than a 
UC;…they are not interested in researching for themselves the different 
complications that could arise in birth….The general population seems to like to rely 
on professionals to do things for them, and would probably panic in a lot of normal 
birth situations, so having a midwife there to reassure them would in fact be safer.”74  

 Another justification for the safety of UC lies in the dangers of hospital interventions 

and practices. UCers conclude from research, and sometimes first-hand experience, that 

hospitals are dangerous places to give birth unless there is a true emergency. Gwen, speaking 

from personal experience with her first pregnancy, said this about safety:  

In regards to ”safety”…I don’t believe the hospital has my or my babies’ best 
interest in mind when they force me to conform to their set of protocols—IV’s, 
continual fetal monitoring, forced fasting, labor and delivery on my back, a roomful 
of strangers coming and going, examining, and making decisions for me—telling me 
what I’m ”allowed” to do as if I were their property, interrupting my concentration 
with blood pressure cuffs and thermometers, disregarding my privacy, wishes, and 
rights as a human and a mother as they take my baby away from me for “care” and 
ignore the window for immediate bonding then scrutinize me later for whether I am 
bonding enough….It’s a wonder if ANY woman can labor and deliver normally in a 
hospital….[T]he hospital model has lost touch with what is safe and replaced it with 
protocols that appear like they’ve done their job to cover their backside in a potential 
lawsuit and for the insurance companies.75  

In their assessments of hospital birth, UCers are in complete agreement with midwifery and 

natural childbirth perspectives. Marguerite explained her choice to UC as: “more about how 

unsafe the hospital is. The risks there are so much greater, so much more likely, and so much 

more omnipresent that it was just a no-brainer.” She added that she didn’t choose a midwife 

for her home births because she’s a “do-it-yourself” kind of person.76 UCers consult many of 

the same books that women planning home births, birth center births, or “natural” hospital 

births might have on their shelves. Frequently read authors who discuss hospital birth 
                     
74 Marcella (myhoneyswife), “Statistics anyone?” April 26, 2006 

75 Gwen, “Birth and Safety.... how the fear melts away,” c-birth, January 7, 2006.  

76 Marguerite, “Birth Fear was cord prolapse fear,” c-birth, December 21, 2005.  
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practices include Marsden Wagner, Robbie Davis-Floyd, Henci Goer, Suzanne Arms, Robert 

Bradley, Robert Mendelsohn, and Ina May Gaskin.  

 The language UCers use amongst themselves indicates a strong distrust and fear of 

hospitals. This frequently emerges from negative birth experiences. Jenna, who previously 

had a cesarean section, called it a “torture chamber.”77 Sonya described herself as a “victim 

of Stupid C-section By Committee.” She advised other members of her discussion group not 

to make the mistake of thinking they could fight or decline hospital protocols: “If I had a 

dollar for every woman I know who thought she’d ‘just sneak past’ hospital protocols and 

was punished for it, I’d be a wealthy girl.” Hospitals are used to “fighting dirty,” she wrote, 

and the staff are “pros” at getting their way. 78 Her advice reveals an underlying distrust of 

hospital staff and skepticism that they will honor the principle of informed consent (or 

refusal). Both Sonya and another woman, Jana, knew women who had had cesarean sections 

against their consent. Jana wrote: “I also have a friend who was dragged and drugged and 

sliced while her and her hubby screamed ‘WE DO NOT CONSENT!!!’…it does happen.”79 

Iris penned this assessment of hospital culture: 

a. they write the rules 
b. they have zillions of dollars and a huge ego 
c. they’ve taken lots of courses on psycho-manipulation, and 
d. it’s your uneducated, measly word against their all-knowing “facts.”80  

Nadine characterized obstetric birth as a “3 ring circus” with OBs as the “ringleaders.” She 

                     
77 Jenna, “intro,” c-birth, December 27, 2004.  

78 Sonya, “JCP has a lot to answer for (was: Part 4: my midwife attended birth...questions),” c-birth, 
January 7, 2005; Ibid., “Intro and my story,” c-birth, Feb 26, 2005. 

79 Jana, “Intro and my story,” c-birth, February 26, 2005. 

80 Iris, “Weird baby behavior,” c-birth, September 16, 2005.   
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lamented that most women allow OBs to “maintain that control, no matter the cost.”81 

Marguerite contrasted the mediocrity of hospital births with the fantastic experience of 

unassisted birth: “If you just want everything to be ‘okay’ well, hell go to the hospital. It will 

suck 1,000 ways to Sunday, but it’ll probably come out ‘okay.’ If you UC, in all likelihood, it’s 

going to be great.”82 She transferred to a hospital after several days of intense labor during 

her first planned UC, then later had two successful UCs.   

 Some of this more extreme rhetoric about hospitals arises when these women are 

talking amongst themselves, feeling free to vent their frustrations to each other. Most 

women who choose unassisted birth are not completely opposed to hospitals, but just see 

them as having little utility for healthy pregnant women. Kelley said: “I don’t want my babies 

to die or be unhealthy, I just don’t believe that going to the hospital is going to change 

anything or help in any way.”83 Eloise has a pragmatic attitude about hospitals: she’ll use one 

if there’s a reason, but stay away otherwise. She explains that she is not “anti-hospital.” In 

fact, for one of her pregnancies she did seek hospital care for a specific concern that 

warranted the additional help. She explains:  

“it was done...appropriately and with full knowledge of the risks...we use hospitals 
and doctors when needed but we take responsibility for the decisions made as much 
as we possibly can. And when things are taken out of our hands by other people (not 
by circumstance) then we are furious. And rightly so.”84  

As Marcella noted, “UCers transport to the hospital for the same reasons that homebirths 

attended by midwives transport to the hospital.” The most common reasons for UC 

                     
81 Nadine, “Dh’s on soapboxes Re: AW: how do you spread the word?(about birth that is!),” c-birth, 
Apr 8, 2006.  

82 Marguerite, “Intro!” c-birth, February 26, 2005.   

83 Kelley, “support/advice needed,” c-birth, September 4, 2006.  

84 Eloise, “Pre-natal testing debate (Warning: miscarriage mentioned),” c-birth, September 10, 2006.  
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transport are maternal exhaustion, the desire for pain medication, or the need for major 

interventions (such as operative delivery) not available at home.85   

 Other women’s negative assessments of hospitals come from working in L&D or in 

a NICU. Fern, one of my interviewees, worked as a respiratory therapist in a NICU, 

attending all high-risk deliveries in case she was needed. She recalled:  

I watched babies that were doing just fine then go on to get deep suctioning and 
then suddenly develop breathing problems. I came to dread each and every 
meconium delivery because of the assault on the baby and the illness that was 
created from that trauma.”  

She described her attitude towards hospital as one of realism, not fear: “I am not at all afraid 

of going to the hospital but am just very well aware that they cause WAAAAYYY more 

problems then they solve.” She told me that working in the NICU was “one of the 

dominating factors in me turning towards alternatives,” including breastfeeding, baby 

wearing, home birthing, and later on unassisted birth.86 Kerry, an OB nurse, said: “There 

really are no wonders in hospital birth.” She described herself as “very idealistic and naïve” 

at the start of her nursing career. Her work experiences, though, made her disillusioned 

about the quality of care: “I began to see the way women are manipulated into doing what 

the doctors want.” She saw numerous unnecessary cesareans and episiotomies. She also 

witnessed firsthand an off-label induction drug (Cytotec) almost kill a mother and baby.87 

Janice, a midwife I interviewed for chapter six, learned from working as a NICU nurse that 

hospitals were often powerless to prevent death, even when mothers and babies had had full 

medical care, and that they sometimes caused additional problems. She wrote:  
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What happens when something goes wrong? Well, something goes wrong, that’s 
what, and being in the hospital DOES NOT FIX IT. Some babies eventually 
recover, as do some mothers, but some don’t. I’ve seen way more birth related death 
than a lot of people realize, and my career was neither extraordinary nor particularly 
lengthy, and the hospital that I worked for had stats comparable or better than most. 
Things went wrong there every single day, and there was no stopping it or saving 
anything. All we/they could do, or anybody could do is deal with it and accept the 
outcome. Sadly a good number of the problems were caused by human error or 
overuse of procedures. Which is one of the reasons that I personally am terrified of 
hospitals.88  

 Another reason that UCers see their choice as safe and reasonable is what I call the 

“First World” argument: when pregnant women have good nutrition, clean water supplies, 

proper sanitation and hygiene, in addition to access to medical help when needed, birth is 

quite safe. In a Washington Post discussion about freebirthing with midwife Mairi Breen-

Rothman, Laura Shanley stated:  

Today there are indeed women and babies dying in childbirth in third world 
countries, but once again we have to ask ourselves why. These are not healthy, well-
fed women. These women live in poverty. Without food, clean water, or safe living 
conditions people cannot expect to be healthy, let alone give birth safely. 

Shanley attributed the remaining problems in first-world childbirth to intervention from the 

outside (interference from doctors or midwives, drugs, or other medical interventions) and 

from the inside (women triggering their own fight-or-flight responses and thus shutting 

down their labors).89 Elena commented that modern UC isn’t like being “stuck in the 

boonies with no access to medical care.” According to her, UCers aren’t:  

ideologically opposed to modern medicine at all costs. We trust in our bodies’ ability 
to birth when left unhampered and unrushed by hospital procedures or timetables—
but in the rare event that something goes MAJORLY wrong we can drive to the 
hospital or pick up the phone and dial 911. That’s part of what makes home births 
so safe.90  
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Some women view nowadays as the best time for birthing: women in first-world countries 

live in clean, sanitary environments; are well nourished; and have access to medical care 

when needed. In addition, they are literate and have access to a wealth of information about 

birth from many different sources including medicine, midwifery, and other childbearing 

women. Leigh lamented that with this wealth of information, some people or institutions 

choose not to act upon it fully: “I feel sad that while knowledge is more available, some 

people just choose to not use it. Hospitals often won’t even do things that studies prove 

(such as not doing continuous monitoring).” This increase of knowledge, she argued, has 

made UC safer over time: women have more information than ever before about the 

physiology and pathology of labor, how to recognize and address complications, and how 

best to facilitate labor and birth.91  

   Laura Shanley also advocated a “healthy tribal woman” argument, which is that 

“women and babies in healthy tribal cultures have NOT routinely died in childbirth. 

Anthropologists that observed healthy tribal cultures a hundred years ago often reported that 

they rarely saw a death or complication in childbirth.”92 She based this conclusion on Judith 

Goldsmith’s book Childbirth Wisdom: From the World’s Oldest Societies. Goldsmith collected 

reports from people living in and writing about “tribal” societies throughout the world over 

the past several centuries. Many of these observers reported few or no deaths from 

childbirth in the communities they lived in. Shanley’s perspective on “tribal women,” I 

should add, is not uniformly accepted among unassisted birthers. Some women have 

expressed concern that these reports are part of colonialism’s  

fairly routine “othering” (for want of a better word). It’s part of the myth of the 
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noble savage; white explorers would report the natives never got sick, didn’t mind 
hard physical work, etc., etc—making them more like animals to support slavery and 
genocide.”  

Shanley responded by vouching for the accuracy of Goldsmith’s sources: many of the 

anthropologists in Goldsmith’s book, she claimed, “lived with these tribes for years. They 

observed these people, and were not simply relying on what they were told.”93 Whatever the 

perspective on these elusive and somewhat mythological “tribal women,” UCers do agree 

wholeheartedly about the importance of improved hygiene, sanitation, and nutrition in 

mitigating birth-related mortality and morbidity.  

 Like the midwifer paradigm of birth, unassisted birth perspectives take a very wide 

focus on safety and satisfaction in birth. Safety is about more than just intrapartum or 

perinatal mortality rates. This does not mean that those deaths matter any less—just that 

other factors are just as important as well. Because UCers take a much broader approach to 

safety than just the survival of the baby, the results of a study on unassisted birth may or 

may not totally influence the decision whether or not to have an unassisted birth. Danna, a 

family doctor I interviewed for chapter six, remarked that quantitative data may only be 

minimally influential in women’s birth choices:   

Even if the evidence were ever to come to light that intentional UC isn’t as “safe” as 
another type of birth, there may well be highly intelligent people who continue to 
choose that type of birth for their own reasons. Having no such evidence at this 
point (or in all likelihood, such evidence may never be available) women will 
continue to make their decisions based on evaluating what evidence there is and 
taking into account the many other areas of their lives that are impacted by birthing 
choice.94 

In her survey response, Rose defined a safe birth as one “unlikely to cause physical or 
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emotional trauma.” After her first birth ended in a cesarean section, she planned a UC for 

her second “because my first child and I were both traumatized physically and emotionally 

by my hospital birth, and I felt I would have a lower risk of such trauma if I stayed at home.” 

In her survey, Linda listed the aspects of her unhindered birth that were most important to 

her:  

my second stage was quick and normal, my third stage was problem-free, my baby’s 
emergence was gentle and peaceful, bonding was intact, and I had no postpartum 
depression affecting my ability to care for my baby and the relationships with my 
children and husband. 

She commented: “Allowing the safe emergence of the baby to be possible was paramount, 

but these other things were important too. As was the fact that the birth was satisfying to me 

spiritually and as a sexual being.” Doreen agreed that the woman’s mental, emotional, and 

spiritual health are equally as important as the physical outcomes. She commented: 

we as UCers are weighing a lot more than physical health or mere statistics—which 
are basically a physical thing anyway. What should be considered is the spiritual 
health that depends on our personal birth experiences (and how the treatment of 
birthing mothers, mentally and emotionally, are affected spiritually). 

She described herself as “complete” after her unassisted birth. Women who feel “complete 

and spiritually/emotionally healthy,” she argued, are likely to experience better physical 

health. Thus, a woman’s emotional experience of birth indirectly affects the more 

measurable physical outcomes.95  

Selfish Mothers 

When mothers express their desires for a satisfying birth experience, they often are 

accused of being selfish, narcissistic, or callous about the well-being of their babies. Leonard 

Stern, an editor at the Ottawa Citizen, called unassisted birth the  

height of narcissism because these thrill-seeking mothers have transformed 
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childbirth into a vehicle for their own self-actualization….freebirthers risk the life 
and health of others—their babies—all for the sake of making a political statement 
about the independence of women….freebirthers aren’t thinking about the baby.”96  

This attitude is not exclusive to unassisted birth, although UC tends to attract the strongest 

objections and the most vitriolic condemnations. Midwife-attended home births sometimes 

receive the same accusations of narcissism. For example, columnist Naomi Lakritz of the 

Calgary Herald recently wrote that “home births are not about the baby. They’re about the 

mother, who’s been propagandized into believing her experience of the birth process is more 

important than the baby itself.”97 Even I was accused of this; a reader of Grazia magazine, 

where my story was featured, commented: “It’s a shame that in our culture childbirth is 

discussed as though it’s primarily about the mother having a wonderful experience. It’s not. 

The main concern of any mother should be getting her baby out safely.”98 So how do 

women who choose unassisted birth respond to the accusations that the birth is “all about 

them,” that they’d rather have a beautiful experience than a living baby?  

 UCers would respond that their primary concern is with the baby’s safety. They 

disagree, however, with conventional medical approaches to achieving that goal. First, UCers 

strongly believe that an unassisted birth is an optimal way to accomplish a baby’s gentle, safe, 

peaceful entrance into the world with minimal trauma to both mother and baby. With a 

supportive environment that facilitates instinctual, undisturbed birth, the chance that 

something will “go wrong” and harm the baby is quite small. And if the need arises, UCers 

remind their critics, they will seek assistance. Second, UCers see the mother’s and baby’s best 

interests as mutually dependent, rather than in conflict with one another. It’s not an either-or 
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issue to them. This perspective differs widely from the mainstream medical construction of 

an inherent maternal-fetal conflict: you can have a safe hospital birth with some possible 

discomforts or inconveniences, or you can have an emotionally satisfying but risky home 

birth. Dr. Victor Khouzami, chairman of obstetrics at the Greater Baltimore Medical Center 

in Towson, acknowledged that hospitals often do unnecessary procedures to laboring 

women, but he also claimed that they can also guarantee a safe outcome.  

If you are [in a hospital] long enough, we are going to do something to you. It’s a 
matter of time. I will be the first one to admit that. The trade-off is that I am going 
to make sure that nothing happens to you or to the baby. So which risk do you want? 
You can’t have it both ways.99 

Of course, this promise that “nothing will happen to your or to the baby” will ultimately fail; 

maternal and infant mortality remain a reality of childbearing in even the most 

technologically equipped tertiary-care hospitals.  

In response to a comment that “for many of you, the birth is more important than 

having a live baby at the end,” Linda said,  

I want to reiterate that none of us feel this way. The most important thing, bar 
nothing, is the welfare of the baby in our arms at the end of it. Despite the risks of 
not having all types of emergency care immediately available in a UC, there are many 
ways in which a UC can serve this goal, and many ways in which a midwife-attended 
birth or hospital birth may not.100  

Linda experienced this first-hand with her first UC, which was a very long, slow labor of 

thirty-two hours—quite different from her previous labor of just thirteen hours. After the 

birth, she noticed that the cord had a velamentous insertion into the placenta, a relatively 

rare occurrence. After the birth, she described the cord to a midwife friend, who told her: 

“Good thing there was no one fooling around with your labor trying to speed it up.” Linda 
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commented:  

Management could have put my daughter’s life at risk. Of course, if she had gone 
into distress during management, the assumption would immediately have been that 
it was my body’s fault, or a fluke of nature. What caregivers would consider that their 
actions (or even their very presence) could be the problem, much less admit it? 101 

 UCers’ rhetorical construction of themselves as caring mothers dedicated to their 

babies’ safety is an attempt to counter the claims that they are selfish and irresponsible. This 

framing is not unique to unassisted birthers; midwife attended home birth families have 

consciously portrayed themselves as caring, responsible, and respectable people in an 

attempt to reverse negative impressions of home birth. In Medical Anthropology Quarterly, 

Christa Craven examined how home birth supporters and their legislative opponents in 

Virginia constructed “respectable American motherhood.” Opponents portrayed home birth 

both as an individual’s “bad choice” and as morally equivalent with other socially destructive 

behaviors, such as illegal drug use and parental negligence. Craven commented that this 

strategy marked “homebirthing simultaneously as a symptom of pathological motherhood 

and a practice to be restricted, if not abolished, by the state.” In response, home birth 

supporters emphasized that women who chose home birth did so out of concern for their 

children’s safety and wellbeing: “many homebirth mothers argued that their choice to birth 

at home actually reinforced their claims to respectable motherhood, as they protected their 

babies from what they deemed unnecessary medical and state interventions.”102  

Reframing Risk and Responsibility 

Because childbearing is a public as well as private activity—at some point, most 

pregnancies manifest themselves visually—pregnant women are particularly vulnerable to 
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advice (wanted or not), criticism, and surveillance. Combine the visibility of pregnancy with 

our particularly risk-oriented society, and you have a recipe for heavily prescriptive codes of 

behavior. Western society is preoccupied with risk, and more specifically, with avoiding it. In 

an article “Confining Risk: Choice and Responsibility in Childbirth in a Risk Society,” Alphia 

Rossamai-Inesedy noted that “the central problem of Western societies is not the production 

and distribution of goods but the prevention or minimisation of risks.” Drawing heavily 

from the work of Ulrich Beck, author of Risk Society: Towards a New Modernity,103 she 

commented:  

individuals in these societies have moved towards a greater awareness of risks, deal 
with them on an everyday basis, and are far more sensitive to what they define as 
‘risks’, or threats to their health, economic security or emotional wellbeing than they 
were in previous eras. In such a context, risk has become a force of social change. It 
can be seen to actively shape our concept of health, desire for perfection, and our 
relationship to technology and responsibility. 104 

 This pervasiveness of risk awareness particularly affects pregnant women. Elizabeth 

Eckermann noted that although mortality and morbidity rates from childbearing are very low 

in Western countries, “pregnancy and birth remain domains of risk and disquiet.”105 Risk-

oriented societies have come to a general agreement that pregnancy and birth are fraught 

with danger, and that the best way to avoid risk is to seek medical intervention. Rossamai-

Inesedy argued that: “through the scrutinizing gaze of the public,…the pregnant woman is 

the least able to escape the consequences of risk society where changed notions of health 

and responsibility have created a cultural acceptance of medical intervention of childbirth.” 
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Even when risks of childbearing are perceived and hypothetical, we expect women to 

respond as if they actually exist.  

Specifically for the conceiving or pregnant couple, these multifaceted risks are in a 
permanent state of virtuality and are actualized through anticipation. It makes no 
difference whether they are actually or objectively “safe”; if the risks are anticipated 
then they call for the couple or the woman to respond. 

The women in Rossamai-Inesedy’s study displayed a high level of anxiety about childbearing, 

which “did not stem from the lived reality of the respondents but rather their constant 

speculation and negotiation of the potential risks they felt confronted with on practically an 

everyday basis.”106 Kerreen Reiger and Rhea Dempsey postulated that this “culture of fear” 

stems from an “emerging sense of crisis around childbirth in late or post-modern western 

culture.” Part of this stems from the usual concerns about over-medicalization of birth, but 

part comes from the fact that “physiological birth is increasingly defined as difficult and even 

unattainable.”107  

 Obstetrics has outlined acceptable parameters of risk and given women a limited 

range of acceptable choices. Women who disagree with those boundaries must fight for an 

alternate reality with different meanings and boundaries of risk. In his article about 

consumer risk perceptions of birth options, Craig J. Thompson noted that:  

Medically managed hospital births are an institutionalized cultural choice. Over 90% 
of all births in the United States follow this model. While pregnancy precipitates a 
plethora of explicit consumer choices (e.g., Which doctor to use? Which hospital has 
the most inviting birthing suite? Should the mother have an amniocentesis?), these 
conscious deliberations unfold within the taken-for-granted ideological frame of the 
medicalized childbirth model, whose parameters are not overtly questioned (Should I 
have a hospital birth?). 

Thompson analyzed how consumers within the natural childbirth community make choices 
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and evaluate risk. According to Thompson, consumers generally trust experts’ 

recommendations on risk behaviors and choices. “The sheer ubiquity of systemic risks in a 

technologically saturated world necessitates that consumers exhibit a substantial degree of 

tacit trust in the dominant cultural institutions and the regulatory-governance mechanisms 

charged with safeguarding the public welfare.” Especially with health-related behaviors, there 

is a tacit belief that the “distinction between safe/protective and risky/harmful health 

behaviors is assumed to be clear-cut and beyond debate, at least among reasonable and 

knowledgeable individuals.”  

 However, some consumer groups develop what he calls “reflexive doubt” about the 

validity of these expert recommendations regarding risk. Thompson defines reflexive doubt 

as a “critical reflection on the risks posed by complex technological systems and, second, the 

institutional, political, and economic forces that shape the determination of acceptable risk 

levels by socially sanctioned experts and authorities.” Reflexive doubt emerges from a 

gateway experience—personal experience or media reports, for example—that calls expert 

risk recommendations into question. Once consumer groups develop reflexive doubt about 

official evaluations of systemic risks, they begin to articulate different “risk scenarios,” which 

often emphasize that “significant risk factors lurk in ostensibly safe activities.” A consumer’s 

growing sense of doubt in mainstream medicine is reinforced through interaction with the 

medical system and through “contrasting encounters with midwives, natural childbirth 

instructors, and other couples who embrace this alternative construction of risk.” 108  

 Thompson analyzed the natural childbirth community’s interpretation of risk and 

how it has challenged the medical definition of what constitutes risky or safe choices for 

childbearing. Natural childbirth activists point to the risks of the medical model of childbirth 
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and challenge the conventional wisdom that hospitals are the safest places for giving birth. 

They construct counter-narratives that question the safety of routine obstetric care and 

hospitalization. They also illuminate the social and political forces helped medicalized birth 

gain dominance and how medical training, practice, and technologies reinforce that 

dominance. While medicine is concerned with the unpredictability of the childbearing 

process, the natural childbirth community has articulated a different set of concerns:  

The risks singled out by the natural birth model express cultural anxieties over the 
unintended and dehumanizing consequences of technology, the disempowerment 
and loss of autonomy through the machinations of complex expert systems, and a 
political project of asserting a subjugated knowledge (midwifery) over the 
authoritative knowledge of the medical establishment (thereby recapitulating the 
historical power struggle between midwifery and obstetrics).109  

 Other researchers have found similar risk-evaluating behavior among pregnant 

women. Carol Shepherd McClain studied a group of pregnant women on the American West 

Coast and found that “women discount the risks and magnify the benefits of the chosen 

birth service, and exaggerate the risks and minimize the advantages of the rejected 

services.”110 Pamela Klassen, who wrote about religion and home birth in the U.S., found 

that home birth women engaged in a similar reinterpretation of the meaning of risk. They 

took factors into their risk-benefit calculations that medicine might not often acknowledge, 

including “their own bodily, emotional, and spiritual well-being together with that of their 

newborn children.” This led to an “ethics of birth...that understands that one of the risks of 

birth and of all ways of living is death itself.”111  

This is not to say that all belief systems of risk are accepted as equally valid. Women 
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who reject culturally acceptable choices in favor of other “riskier” ones must defend and 

articulate their behavior, while women whose choices coincide with the status quo are 

generally not forced to question or justify their decisions. In fact, Thompson argued that 

“consumers choosing a hospital birth are not making an individual decision, free from social 

influences. Rather, they are accepting, in a manner largely free from reflexive doubt, the 

status quo belief that a safe childbirth occurs in a hospital setting.” The burden of proof 

rests upon those challenging entrenched obstetric beliefs.  

 The phenomenon of unassisted birth is in part an effort to escape Western risk 

culture and to redefine acceptable boundaries of risk and safety. Unassisted birthers, like 

other natural childbirth advocates, challenge obstetrical calculations of risk. In many aspects, 

the risk assessments articulated by UCers are identical to those of the natural childbirth 

community, including fear of disempowerment and dehumanization, worries about the 

negative side effects of technology and drugs, and challenges to authoritative knowledge 

systems. However, UCers depart from natural childbirth communities in other areas, 

especially their attitudes towards midwifery (which I will discuss more in depth in the next 

chapter). UCers tell stories in which midwives disrupt, disempower, interfere, and intervene. 

In addition, UCers contend that the “midwife as the expert in normal” argument espoused 

by natural childbirth advocates is just as flawed as the “obstetrician as the expert” view held 

by technomedicine. The only true experts, UCers argue, are mothers themselves. No one 

else, no matter how elaborate or technical their training, can know what the laboring woman 

knows, feels, and intuits about her own body and baby. Restoring the ultimate authority in 

the woman herself illuminates UCers' distaste for a culture of experts, whether doctors or 

midwives. Much of midwifery, they argue, has just substituted one expert for another. The 

midwife-as-goddess who replaced the doctor-as-god did not solve the fundamental problem 
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of experts staking an exclusive and authoritative claim to birth knowledge.  

 Women and health care providers who embrace a medical approach to childbirth 

have very different views of reality than do natural childbirth advocates, midwives, or 

unassisted birthers. Each group sees its own set of beliefs as natural, inevitable, and “right.” 

And their evaluations of risk differ, too. When groups challenge a dominant belief system 

about risks, they create alternative “risk cultures” that replace one set of assumptions about 

reality with another. Thompson stated, “to become socialized into a particular risk culture is 

to internalize a set of socially shared judgment heuristics that are naturalized (i.e., treated as a 

taken-for-granted reality) via institutionally dominant norms, discourses, and practices.”112 

The internet has facilitated communities in which unassisted birth philosophies are the norm 

and in which women have a safe place to air their thoughts, experiences, or questions. 

Women often express a sense of relief or thankfulness for these virtual communities, 

because real-life support for their choices is often scarce. UCers worry about family 

members’ disapproval, harassment from health care workers, and CPS investigations for 

their choices. Having a safe place and a community of like-minded women is a welcome 

relief from those pressures.  

 One of the ways that UCers negotiate and make sense of risk is by putting childbirth 

into perspective against other everyday activities that carry risks—driving a car, flying in 

airplanes, or walking up and down stairs. Marguerite responded to a question about the 

safety of UC with this remark: “Well, I don’t think it’s ‘safe,’ per se, but I don’t think it’s any 

less safe than lots of other things I do every day, especially driving, which really is stupidly 

dangerous when you think about it. “113 Lynette agreed that driving cars is a much more 
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dangerous activity: “I believe that there is a much more real chance of me dying by some 

terrible car crash than bringing a new life in the world.”114 Angelina made a similar comment, 

arguing that walking to the grocery store could be much more dangerous than birthing 

unassisted: “part of UCing is accepting the possible risks and trusting that birth is no more 

dangerous than any other activity most of us engage in on a daily basis and that the benefits 

out weigh the risks.”115 These women stress that one must not fall into the mistake of 

assuming that something is inherently risky because occasionally things go wrong. Leigh said: 

“Overall, it is safe for me to walk upstairs to tuck my kids into bed, but I could fall down the 

stairs one of these nights and die, [but that] doesn’t mean that it is unsafe to use stairs. Many 

people don’t understand this” in relation to UC.116  

 UCers stress that they are motivated to seek the best possible entrance for their baby, 

which may occasionally mean transferring for medical assistance. They emphasize that a 

planned UC does not mean rigid adherence to birthing unassisted no matter the situation. By 

emphasizing concern for their babies’ welfare and their willingness to change plans if 

necessary, UCers reject the label of irresponsible, uncaring mothers. Cora argued that her 

and other women’s primary motivation is “doing right by our children.” In her view, “the 

average hospital birth is NOT in the best interests of our babies.” However, she was not 

totally opposed to seeking hospital care if needed. She said:  

I would like to think that I would throw myself in front of a train if it meant saving 
one of my children....in a life or death complication, I would gladly sacrifice my 
uncut tummy to save my baby, if I was convinced it was necessary....I would mourn 
the birth I would have wished that I could have had, but I would accept a surgical 
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outcome.”117  

Teri noted that where and how to give birth is a “judgment call we all make and make 

differently.” She chose UC “not just for the experience but also for my baby’s safety. I don’t 

think UC is safe enough, but rather the safest way to birth your baby....I avoid [the medical 

model] whenever the risk isn’t worth the benefit, but accept the medical model when it 

seems worth it.”118 Tori agreed and pointed out a potential benefit for hospitals if more 

women chose UC: it would “free up more staff there for the people who actually needed to 

be there.”119 Valarie Nordstrom, editor of the New Nativity II newsletter for over a decade, 

commented: “I’m not a fanatic about it, and in years of correspondence with UC families, I 

have not met any that are. (I’m not saying anyone here is—but sometimes in phrasing our 

arguments, it can kind of sound that way.)”120  

 Other women have turned the question of selfishness and risk around by pointing 

out culturally acceptable birth choices that carry known risks: epidural anesthesia, elective 

cesareans, or amniocentesis, for example. Leigh expressed her optimism in women’s concern 

for their children, no matter what their birth choices were:  

I believe that 99.9999% of women make the decisions they do when it comes to 
birth because they feel that is in the best interest of their child and themselves and 
the health of everyone involved. This goes for women who schedule c-sections for 
no medical reason, UCers, homebirthers, etc.121  

In choosing to birth without professional assistance, women embrace one set of risks and 

benefits and reject others. Linda explained that women have different “risk-benefit ratios,” 
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depending on their values, desires, and experiences. “We all take risks in exchange for certain 

benefits; and we all have different risk/benefit ratios in any given situation, information 

about which others may not be privy to.”122  

 Most unassisted birthers would agree with Linda. For example, Octavia’s previous 

birth taught her that for her, having attendants can make the situation much more 

dangerous:  

I just don’t see completely unassisted birth as taking chances. My hired assistants, the 
midwives, and later the doctors made my situation a million times worse and more 
risky and completely detrimental to our health and well-being, so being alone would 
have been far less risky for us.123  

Sadie summarized the attitude that most UCers hold towards the risks of various birth 

choices: “There are risks in any birth. If you have an attended birth, there is a good chance 

of medically caused harm, and if you have a UC, there is a risk that a complication might 

occur that you have trouble dealing with.” She experienced a minor shoulder dystocia during 

her first UC, which she resolved quickly. “At home, I was able to tune in and realize 

something was not right and get her born as quickly as possible in the best positioning 

possible. I would not have been able to do that with strangers looking on.”124 She attributed 

the good outcome to birthing unassisted: “I feel that my having a UC averted a potential 

tragedy.” Mable explained that when UCers balance the risks and benefits of various choices, 

they come to different conclusions about which risks are more acceptable than other women 

might.  

[T]hose of us in the UC community fear what might happen if we went to the 
hospital or had a midwife telling us what to do in our own home more than we fear 
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some complication that might come up while we are giving birth on our own. We are 
prepared for the typical complications—bleeding, baby not breathing right away, 
etc.—but we expect them to not be as likely to happen since the natural process of 
birth is undisturbed. And that’s the part that I think is very difficult for people to 
understand.125  

UCers stress that the responsibility of weighing risks and benefits and deciding which ones 

are acceptable is a very individual choice. Linda remarked:  

Some people believe that the risks for them of not having a medical attendant nearby 
always outweigh the risks of disturbing the hormonal process. Those people are of 
course best suited to having a medical attendant present. What galls me is when they 
assert that this is true for everyone.126  

Women who give birth unassisted want to have the final say over what choices they are 

comfortable with, rather than allowing legislators, hospital administrators, midwives, or 

physicians to make those decisions for them.  

 UCers believe that birth is innocent unless proven guilty and deem it prudent to 

leave birth undisturbed unless they find convincing evidence that something is wrong. Jade 

illustrated this perspective with the following analogy. A small percent of births will need 

assistance, she noted, even if there is no intervention causing the problems. “So with this 

reasoning, if 5% of males were prone to being rapists, should we lock up all males ‘just in 

case’?”127 Obstetrics and even midwifery, to a smaller degree, hold to a “just in case” 

approach. Obstetrics embraces routine testing and institutional monitoring of pregnant and 

laboring women, with emergency equipment on hand in case it is needed. For example, most 

women in hospitals labor with an IV or saline lock and have food or drink restricted in some 

way as precautions against a possible hemorrhage or emergency cesarean section. Third-stage 

management typically includes a shot of Pitocin as the anterior shoulder is born to prevent 
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hemorrhage. Midwifery rejects much of the routine technology and interventions at birth, 

arguing that the continuous presence of a midwife is the best insurance policy if something 

goes wrong. Instead of intervening routinely, midwifery argues that its strength is intervening 

only when necessary and avoiding routine “just in case” precautions. In most midwives’ eyes, 

they do not take a “just in case” approach—that is what obstetricians and hospitals do. 

However, midwives do state that their presence is essential for a safe birth, because they can 

resolve dangerous problems such as hemorrhage or shoulder dystocia if they occur. In 

UCers eyes, that qualifies as a “just in case” approach (even though midwives would disagree 

with this assessment). In sum, UCers do not believe they are engaging in an unreasonably 

risky activity by birthing unassisted. Instead, they frame their actions as a responsible choice 

made in the best interests of both mother and baby.  

 According to criticism of UC in media articles and reader’s comments, responsibility 

during childbirth entails seeing a medical professional for regular checkups and for the birth. 

An Ottawa Citizen opinion article “Selfish Parents” argued that medical care is a basic 

parental responsibility: “A parent is obligated to provide children with the necessities of life, 

and that includes medical care. The obligation begins right there in the delivery room, and 

I’d even argue earlier.” In her investigation of reactions to women charged with perinatal 

endangerment for medically unassisted births, Anna Lowenhaupt Tsing noted two common 

assumptions about responsibility in pregnant women: not only are women held solely 

responsible for their babies’ safety, they are also expected to be responsible by becoming 

dependent on medical and state officials. She wrote:  

First, pregnant women alone—and not, for example, boyfriends, parents, or 
community services—are held responsible for the health and safety of the fetuses 
they carry and the newborns they deliver. Second, this responsibility does not put the 
woman “in charge”; instead, it is the basis of her dependency. To be a good mother, 
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a woman must recognize and internalize the connection between responsibility and 
dependency.128  

When seeking medical or midwifery care is framed as the responsible choice, it implies that 

the lack thereof is harmful (much as withholding food or drink from a child would be 

considered neglectful and dangerous behavior).  

The women I have come into contact with assert that the most responsible choice is 

one that is fully educated, informed, and accepting of the outcomes, good or bad. 

Responsibility in UC circles means that the parents have control over decision-making at 

birth, that they do not defer that authority to a midwife or doctor, and that they accept the 

outcomes of their choices rather than seeking to place blame elsewhere. After all, the parents 

must live with the lifelong consequences of what happened at their baby’s birth, regardless 

of who made the decisions. Denice commented: 

whether someone else thinks they have responsibility, or you give responsibility away 
in your mind, you still are responsible. You have to live with whatever you allowed—
or said yes to—or whatever. It is still your and your baby’s birth—even if other 
people own it in their minds.129   

Because of that, unassisted birthers prefer that they are the ones making the choices. They 

feel much more at peace with taking full responsibility for their choices, than with allowing 

someone else to direct the events and take credit or blame for what happened. This desire to 

claim responsibility for their birth choices is not something unique only to UCers. It is part 

of many women’s desire to be treated as competent adults within medical culture. In a 

collection of essays about women, medicine, and health, Ann Oakley wrote:  

it is evident from research on women’s experiences of childbirth that many women 
feel that what medical management above all prevents them from doing is taking 
responsibility for their own behavior and decisions during the process of 
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childbearing. The wish to be seen as morally responsible is in part a claim to be seen 
as properly adult, and is certainly viewed as preferable to the kind of moral 
culpability foisted on women by obstetricians who deem women irresponsible and 
selfish (or childish) in some of the decisions that we choose to make.130  

 Part of the UC understanding of responsibility entails accepting the possibility of 

death. This does not mean that UCers have a casual attitude about death. Rather, it means 

that they realize that nothing can guarantee a perfect outcome—not an OB, not a midwife, 

and not a UC. Deciding to birth unassisted often entails serious contemplation about how to 

deal with various possibilities, both good and bad. Judi came to this conclusion when 

deciding whether or not to UC: 

I’ve had to seriously ask myself: “would I still be OK with having made the decision 
to UC even if my baby died?” and the answer is YES. It all comes down to how 
different people deal with grief/tragedy....In short if I were to suffer a loss at an 
attended birth, it would actually take me much longer to come to terms with that loss 
than with an unattended birth....Yes, for some people, having other people to share 
the blame might make it easier for them to deal with a loss.131  

Antoinette articulated the balance of possibilities that UCers acknowledge. 

I think “safe” and “risk” are an illusion....Babies die, Mamas die. In hospital, at 
home, with midwives, with doctors, by ourselves. Sometimes the very people we 
trust to help us are the ones that steal from us (our lives, our babies lives, our births, 
our trust, our bodies). Sometimes if you birth alone having someone trained there 
might have made a difference. You cannot know those things ahead of time.132  

Germaine took issue with our society’s overwhelming fear of death. When she heard about a 

baby dying during an unassisted birth, she underwent serious introspection about how she 

would respond in a similar situation. She concluded that learning to accept the possibilities is 

part of the journey of taking responsibility for your birth. “I do believe that it is SAFER to 

freebirth overall, but there are times when a baby dies, period. Sometimes nothing can be 
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done and sometimes we miss cues.” After working through this issue and deciding she was 

still drawn towards freebirthing, she gained “a new sense of accepting death. Our culture has 

such a war on death that we’d rather torture people than just let them go.”133 In fact, one 

reason many women give for choosing an unassisted birth is the freedom to let a severely 

compromised baby die in its parents’ arms in a peaceful, loving environment, rather than live 

a few days longer separated from its parents in a NICU. Before her UC, Molly had decided 

that “if the baby was born (alive) with something seriously wrong and life-threatening, that I 

would rather that child pass away peacefully in the love of our home and arms, than in a 

sterile plastic case in a hospital.”134  

 Jess shared the story of her baby who died during a UC. As far as she could tell, 

there was an undetected cord constriction late in labor, and the baby was deprived of oxygen 

for about 20 minutes before he was born. Paramedics and later the hospital were unable to 

revive him. She shared her thoughts about acknowledging the risks of a UC and about being 

able to truly accept responsibility for the outcomes: 

I always thought that women who birthed in the hospital didn’t trust their bodies, 
etc., etc., etc. Now I know that some people just don’t want to take any risks. While I 
strongly believe that everything happens for a reason and I am at peace with my 
son’s passing, I think that every mom who considers having a UC should be aware of 
the possibility of things going drastically wrong and/or losing her baby. It is a risk 
that we all take, but for me it wasn’t something I ever thought could really happen. 
My worst case scenario was that I would end up in the hospital with a c-section. My 
intent is not to scare anyone out of having a UC, but to make everyone aware that 
the risks are REAL, and to say that if you couldn’t face your decision to UC if your 
baby died, you should rethink it. I am living with my decision and I still think it was 
the right one. I believe that no matter where I gave birth, if my baby was meant to 
die, it would have happened one way or the other. And I am proud that I was able to 
give him a gentle birth into his parents’ bed, surrounded only by relatives, those who 
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love him most, even in death.135  

UCers assert that they have no illusions about a guaranteed perfect outcome in any 

given situation, and they critique mainstream assumptions that birth will be safe with a 

doctor or a midwife. Teri said, “no one, not a doctor, midwife, you, your husband, or anyone 

else can guarantee a healthy outcome. Birth, like life, is full of risks. It’s all just part of that 

circle of life.”136 Natasha wanted every woman to take complete responsibility for her birth, 

“but in reality most women don’t. They listen to doctors, midwives, husbands, email lists, 

strangers. They don’t always listen to themselves.”137 Margot said that “we don’t feel UC 

increases our chances of having our babies die. However I don’t believe any of us are naive 

enough to think just having a UC will guarantee our babies will not die (I do think a lot of 

women do feel that way when they birth with an OB or a midwife though).”138 Cortney also 

took issue with women who expect perfection by following a doctor’s advice:  

I also hate that people assume they WILL have a healthy baby just by following the 
doctor’s orders and birthing in the hospital. They take no responsibility for their own 
job: Healthy diet, exercise, healthy lifestyle, etc. As long as they do everything the 
doctor says, they expect to have a perfect baby.139  

It is this very promise of perfection—which ultimately fails to deliver in any setting—that 

might very well explain the soaring malpractice rates in obstetrics. Ann Oakley commented:  

For a long time, the most insidious promise held up to women by doctors is the 
image of the perfect baby that will result if women do as they are told. Within these 
limits, women are free to seek the perfect pregnancy experience or the perfect birth, 
but it is doctors who decide how the perfect baby is to be obtained, and what 
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procedures their mothers must comply with to achieve this goal. (The fact that 
doctors, being far from superhuman, cannot promise a perfect baby is conveniently 
left out of the picture.)140  

In fact, UCers see placing too much trust in a care provider as very irresponsible. Adelaide said, 

“I personally find the attitude of, ‘my (insert care provider here) will take care of everything no 

matter what so I don’t have to prepare,’ to be INCREDIBLY irresponsible.”141 She is 

personally acquainted with the reality of losing a baby. She had originally planned a UC for 

her second baby, but went to a hospital for preterm labor. Her baby presented breech, and 

although she was fully dilated and starting to push, she was given a cesarean section. Her 

baby died while she was still under anesthesia due to an undetected and 100% fatal 

congenital abnormality. She had a successful UBAC eleven months later. Adelaide’s 

definition of responsibility is diametrically opposed to the mainstream views of entrusting 

birth to medical professionals as a responsible action.  

The reality is that although problems occur with births no matter the setting, women 

who birth outside of accepted institutional norms receive an inordinate amount of blame. 

Nan noted that “babies die in the hospital everyday, and it is accepted. When a baby dies 

during a UC, it is pointed out to her ‘See, it was unsafe to give birth at home!’”142 This 

burden of blame falls not just on women who choose unassisted birth, but on all women 

who make choices outside the approved obstetrical boundaries. In Birthing Autonomy, 

Edwards noted that the dominance of obstetric thinking forces home birthing women to 

evaluate their actions in terms of obstetric definitions of morality and risk:  

Risk and morality are so defined by obstetric thinking that if women reject the belief 
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that compliance with obstetric regimes reduces risk, they are blamed for any 
untoward event....Thus when death or damage occur in hospital, moral questions 
remain unasked, but when they occur at home, the woman and/or the midwife are 
deemed immoral because of their risk-taking behaviour. In a curious inversion of 
usual assumptions, women who hand themselves over to practitioners are deemed to 
be more moral than those who expect to take some level of responsibility for 
themselves and their babies.143    

Linda postulated that fear of societal censure—rather than fear of something actually going 

wrong with the birth itself—is what prevents many women from choosing alternative kinds 

of births. Her four births (two midwife-attended home births and two unassisted births) 

made her “terribly vulnerable to condemnation from my community.” She commented:   

[I]t’s a heavy thing to know that you will be absolved of all blame if you just go along 
with public opinion of what is the “right” choice, but that you will be crushed with 
societal judgment otherwise….That was one of the hardest things for me to come to 
terms with. I fully believed that I was giving the baby the safest and most beneficial 
entrance into the world. And I was also prepared, spiritually and morally speaking, to 
accept a natural death. What I could not prepare for and which would have 
devastated me also, would have been the social and possibly legal ramifications of an 
infant death with no professional to blame for it. I think it’s a HUGE factor in why 
more women don’t UC.144  

Taking responsibility, for UCers, entails rejecting a blame-oriented approach if something 

undesirable happens. Valarie emphasized that this is a fundamental aspect of UC: “If you 

aren’t willing to take complete responsibility for your own decisions, then you should not 

UC. I think that’s one really important concept to really be clear about....there’s no blame to 

deflect around, and nobody else to credit with saving us either.”145  

 Ironically, some of the arguments that physicians have used to dissuade women 

against unassisted birth are ones that UCers embrace. A Marie Claire Australia article on 

freebirthing interviewed the president of RANZCOG, who said, “If there’s a tragedy, there’s 
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no-one else to blame and they’re the ones who have to come to terms with that.”146 Leeann 

commented that the doctor’s comment about blame was “supposed to cause fear and lean 

the reader more towards favoring hospital birth. For me, those last words actually did the 

opposite.” Susan chimed in: “that’s called taking responsibility for your choices.”147  

Birthing Free of Monopoly and Compliance 

In order to understand why UCers do what they do, we have to accept that they 

operate within a different parameter of values and core assumptions. If we try to understand 

UC from an obstetrical or midwifery perspective, unassisted birth will always come out with 

a negative assessment, because each world view’s system is internally coherent and self-

sustaining. Ann Oakley called these differences “conflicts between two [or more] opposing 

‘frames of reference,’ each of which is internally consistent, accepted within the relevant peer 

group. Indeed, its acceptance has so much of a taken-for-granted aspect that it may not be 

reflected upon or articulated directly.” Later in the same essay, Oakley noted: “The 

disjunction between medical and maternal frames of reference is linked to other differences 

of opinion about the risks and responsibilities of childbirth.”148 It is incredibly difficult for 

women in developed, industrialized countries to escape the medical/obstetric frame of 

reference. Even when they reject it, they still must constantly defend their choices against 

that particular norm. And obstetrics’ focus on risk is a powerful tool of social control. 

Edwards commented:  

The juxtaposition of birth being less risky in terms of mortality and the greater 
cultural focus on risk means that those women who are most skeptical about 
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obstetric ideology are most likely to be accused of placing themselves and their 
babies at risk, despite evidence to the contrary. It is this pervasive free-floating fear 
that exacts a “coercive contract,” in which compliance with obstetric advice is seen 
as responsible and questioning that advice is defined as immoral.149  

When Kirsi Viisainen explored risk perception among home birth parents in Finland, she 

came to a similar conclusion: “The language referring to home birth as risky can be seen as a 

social coercion technique to keep everyone in compliance with the system.”150 What I have 

found significant about discussions involving safety, risk, and responsibility is that UCers are 

reworking the basic meanings of those words. Along with the claim that UC is a safe, 

responsible choice, women who choose unassisted birth also claim the right to redefine 

reality, to define the lived experiences of motherhood and childbearing on their own terms. I 

postulate that it is this action that is most threatening to opponents of unassisted home 

birth, because it calls into question the rightness of obstetric morality.  

 At its heart, the core issue in this chapter isn’t so much about safety as it is about 

monopoly and control. Paula A. Treichler, in her article “Feminism, Medicine, and the 

Meaning of Childbirth,” commented:  

The crux of the problem is that childbirth is not a uniform event whose true 
meaning and real nature are universal and potentially accessible to everyone....The 
problem of traditional childbirth for women is rooted not in “medicalization” per se 
but in monopoly: monopoly of professional authority, of material resources, and of 
what may be called linguistic capital—the power to establish and enforce a particular 
definition of childbirth.151 

What medicine or government defines as responsible birthing choices has an enormous 

impact on the lives of pregnant women and their families. Because medical and government 
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officials hold the power to sanction or control women’s birth choices, their linguistic capital 

can manifest as tangible, physical power over birthing women. Christa Craven’s article on 

respectable motherhood emphasized the power that words can potentially have over 

women’s reproductive lives:  

Medical and state officials have historically justified state regulation and biomedical 
management of reproductive health care by highlighting the “pathological” practices 
of mothers—particularly mothers who challenge dominant American trends and 
ideologies around childbirth. By accusing mothers of bad behavior toward or in 
relation to their children, medical officials join the state to contend that they are 
better equipped to make decisions regarding childbirth and mothering practices than 
the mothers they deem delinquent.152  

Nadine Edwards argued that obstetric morality restricts women’s autonomy in making 

crucial decisions about life and death. “Obstetric morality limits [women’s] abilities to make 

and act on decisions that they believe are best for themselves and their babies. In other words, 

it prevents them from being who they are and making decisions about birth and death.”153 The problem 

lies not in the existence of obstetrics, or even in obstetric morality per se, but in the social 

and cultural monopoly of obstetric beliefs. Women are not totally free to choose other value 

systems of childbearing, because even as they reject an obstetric worldview, they must 

constantly re-negotiate and justify their decisions in reference to obstetric morality.  

 Ann Oakley noted that the proliferation of medical experts in childbirth has 

weakened mothers’ autonomy: “In the process of [childbirth] becoming a matter for experts, 

the danger is that the real expert—the mother—loses her own right to knowledge and 

control.”154 Dr. Michel Odent would agree. In The Farmer and The Obstetrician, he wrote: “At 

the root of the problem is the medical control of childbirth, which is a modern variant of 
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cultural control.” The most important change he suggested was to dramatically reduce the 

number of obstetricians and to place them at the service of women and midwives, rather than 

in control of childbirth.155 In an ideal world—at least to unassisted birthers—women would be 

free to choose their birth location without fear of coercion and with full ability to give 

informed consent or refusal. They could have access to midwives, physicians, and emergency 

care when needed without fear of harsh or punitive treatment. They would not fear social or 

governmental sanctions for their choice of birth place. Why is this respect for maternal 

autonomy so important to ensure? Edwards argued that allowing an obstetric definition of 

safety and risk to operate unchallenged can result in abuse or harm in the quest to eradicate 

death:  

the very real costs of obstetric ideology and practices need to be brought into the 
debate about birth, because otherwise women remain at risk of having their bodies 
abused by an attitude that “anything goes” in the quest for a live obstetric product 
(the baby). In essence, the obstetric view of life at all costs may involve loss of 
autonomy and aggressive/invasive techniques which may or may not preserve life 
and if they do, may have long-term consequences for parents and their babies.156  

 UCers claim that their approach to childbirth, including their calculations or risk and 

safety, is valid and “right”—not necessarily for every woman, but right for them and their 

families. They also embrace the right to move between frames of reference or knowledge 

systems as needed, rejecting obstetrical or midwifery care as a routine action, but accepting it 
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when they (rather than when the obstetrician or midwife) decide it is expedient. Brigitte 

Jordan noted that knowledge systems need not be exclusive or hierarchical: “In many 

situations, equally legitimate parallel knowledge systems exist and people move easily 

between them, using them sequentially or in parallel fashion for particular purposes.”157 

UCers want the mother to be the one who decides when or if to seek care, what constitutes 

sickness or health, and whether a situation is normal or pathological. Teri, whom I quoted 

earlier, valued the ability to move between paradigms. “I avoid [the medical model] 

whenever the risk isn’t worth the benefit, but accept the medical model when it seems worth 

it. That’s a judgment call we all make and make differently.”158 In that sense, freebirth is a 

very fitting term for the work that unassisted birthers are doing as they bring children into 

the world.  
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CHAPTER 6 

RECONCILING MIDWIFERY AND UNASSISTED BIRTH 

 

One of the most difficult concepts for people to grasp about unassisted birth is why 

some women do not want an attendant present at their home birth. The other elements of 

UC thought are fairly commonsense to many in the natural childbirth community, including 

the dangers of unnecessary hospital interventions as well as Michel Odent and Sarah 

Buckley’s writings about undisturbed birth. The advantages of home births are easy to 

understand, even for those in the natural childbirth community who might personally choose 

hospital birth, such as fewer routine interventions during labor and birth; lower rates of 

operative deliveries; and women’s freedom to eat, drink, vocalize, and move as they please. 

But deliberately choosing to birth without an attendant is hard for many people to 

understand, including those within alternative birth circles.  

 Unassisted birthers and midwives, particularly home birth midwives, have a 

complicated and sometimes conflicted relationship with each others’ worldviews. Many 

UCers personally support home birth midwifery even though they personally may not want 

midwives present at their own births. Some UCers would be open to hiring midwives if they 

could find ones who are hands-off enough. Some are training to become home birth 

midwives themselves because they wish to provide hands-off home births to women who do 

not wish to UC.  On the other hand, other UCers have had very negative personal 

experiences with their midwives. While some UCers view midwifery as an important bridge 

to more empowered, autonomous births, others see it as a crutch that is inherently 

incompatible with a belief in the normality of the birth process. Midwives have their own set 

of concerns and insights about unassisted birth. Many feel that UC is an indicator that 
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midwifery has become too medicalized and restrictive. Some midwives approach unassisted 

birth as primarily a safety issue, while others focus on choice as the central theme. Others 

argue that UC is essentially a problem of accessibility: midwives are too few, too regulated, 

too illegal, too inflexible, or live too far away.  

 This chapter outlines how both groups perceive each other. I first outline the 

creation of “mythological midwifery” in UC communities—a nostalgic longing for midwives 

who were respected members of their communities, who were good friends or relatives to 

the birthing woman, and who freely shared their knowledge and skills. Mythological 

midwifery helps illuminate present-day concerns that UCers hold about midwifery. Next, I 

examine the various perspectives on unassisted birth contained in midwifery publications. I 

then investigate nine birth attendants’ experiences with unassisted birth more in depth. 

These nine women (eight midwives and one family practice physician) do not represent 

typical birth attendants’ attitudes about unassisted birth. Because of their experience with or 

exposure to unassisted birth, they hold more in-depth perspectives on the interplay between 

midwifery and unassisted birth ideas. All nine women have had some form of involvement 

with unassisted birth, through providing education or backup assistance to UC families, 

through their own births, and/or through interaction with online UC communities. I 

investigate how unassisted birth ideas have affected their clinical practice and birth 

philosophies, as well as how they reconcile their ideas about unassisted birth with their 

clinical experience and training.   

 This chapter places unassisted birthers and midwives in conversation with each 

other. Both groups have benefited from each other, even as they resist each other on certain 

points. For example, midwives and midwifery knowledge have played a significant role in 

supporting and educating unassisted birthers. Unassisted birthers’ experiences serve as a foil 
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for home birth midwifery, illuminating how certain practices at home births may be 

unnecessary or even detrimental. Childbirth choices are often discussed in terms of debates: 

home versus hospital, assisted versus unassisted, natural versus epidural. In this chapter, I 

attempt to transcend some of these simplistic and divisive categories with a nuanced 

examination of two intersecting but sometimes dissimilar paradigms.   

Mythological Midwifery  

Even though UCers birth without midwives, they still talk extensively about 

midwifery (usually referring to home birth midwifery). There is a general feeling among 

UCers that midwifery has lost its soul—that it is too focused on protocols and interventions, 

that it ends up controlling or managing birthing women. Women within the unassisted birth 

community have created what I call a “mythological” history of midwifery. This re-invented 

history is more interesting for what it reveals about present concerns and values than for its 

historical accuracy. The term “mythological” does not necessarily imply that something is 

incorrect, as the word “myth” so often connotes in modern-day English. Instead, I use 

“mythological” in the sense of the Oxford English Dictionary: “A traditional story…which 

embodies and provides an explanation, aetiology, or justification for something such as the 

early history of a society, a religious belief or ritual, or a natural phenomenon.” This 

mythological narrative reflects central concerns among the UC community about 

contemporary midwifery and about the perceived loss of female knowledge and community. 

 Retellings of midwifery on UC boards and forums often describe a golden age of 

close-knit societies. In this mythological past, women lived with extended families and knew 

everyone else in their community. Mythological midwives worked in their local communities, 

helping other childbearing women who were usually well known to them. Betsy wrote that 

midwives in the past were “just wiser older women that could offer information and support 
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to younger less experienced women.”1 Adrianne speculated they were “mothers, aunts or 

older sisters” to the pregnant woman who gave her “informed, knowledgeable support.”2 

According to Estelle:  

oftentimes, a midwife wasn’t a stranger, but a woman who was familiar with the 
woman and her family, and had possibly been at her birth, or the births of others in 
her family. I think that is also a lot different than simply hiring a medical expert that 
is virtually unknown to you in the context of daily life.3  

In another post, Estelle woman framed it similarly: 

One thing to consider is that the women who would have attended a birth centuries 
ago were not hired professionals—they were sisters, mothers, aunts, cousins, and 
neighbors who lived and worked together every day of their lives…people who were 
already intimately involved in interdependent relationships. That dynamic would be 
lovely to recreate, but obviously hiring someone you only meet in the context of 
pregnancy…is going to fall short, no matter how awesome and truly hands-off that 
midwife might be.  

  Mythological midwifery did not involve clinical skills or medical intervention; 

instead, it was primarily about emotional and physical support. It was also free from legal or 

political constraints, in part because it was an unpaid calling, untainted by the 

professionalization and specialization of knowledge. Estelle wrote: 

A midwife ‘back in the day’ wasn’t a medical professional….I think it’s vitally 
important to remember that midwives 4,000 years ago were not the same as the 
midwives of today….they did not perform medical interventions like cervical checks, 
etc….they probably were much more like a doula than what we think of a midwife.”  

She also acknowledged, though, that a midwife’s specific duties likely depended on the 

midwife and time period:   

I’m sure that some midwives have been pushy since the dawn of the profession—
“Take this herb.” “Squat now.” etc. And I’m sure that in a lot of cases it was the 
laboring woman’s sister, aunt, cousin, or own mother (or in a communal village case, 
a non-relative) who was her midwife, and offered only support and encouragement 

                     
1 Betsy, “Whew!,” c-birth, December 28, 2004.  

2 Adrianne, “Whew!!!” c-birth, December 28, 2004. 

3 Estelle, “UC good enough for Jesus?? ( was Alice - Re: OT: preparing for an amnio :-(,” c-birth, Dec 14, 2005.  
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as well as aftercare.  

Estelle summed up her view of mythological midwives as being “committed to the ideals of 

supporting a woman rather than ‘delivering’ (read: saving) babies and mothers.” 4 Their main 

role was providing emotional and physical support such as brewing tea, rubbing backs, 

wiping foreheads, managing visitors, or pampering the mother. Sydney agreed that midwifery 

was “was originally a supportive role, not one where the midwife was actually delivering the 

baby.”5 According to Sandy, women in the past sought midwives for comfort and practical 

assistance, not because they believed midwives were necessary to the birth process or 

because they did not trust in themselves.6 Marguerite wrote that: 

long ago, the “midwife” was someone you could call if something went wrong. Even 
70 years ago, a woman birthing at home could “call for the doctor” and he would 
come to her house if things weren’t going well. This way, the woman assumes she’s 
going to birth on her own, but has someone to come to her home if something 
doesn’t feel right to her. I think this kind of thing would be useful to have again.7 

If mythological midwifery was regarded as necessary only for emergencies, then it follows 

that (mythological) birthing women assumed responsibility for their own births, rather than 

relying on their midwives.  

 The free sharing of birth knowledge was another element of mythological midwifery. 

Sandy wrote: “I suppose that in many cultures, the mother, the grandmother, the village 

aunt, whatever, would have been passing down the knowledge that we’ve ‘rediscovered’ all 

along.”8 According to Adrianne, birth attendants have become more necessary with the loss 

                     
4 Ibid., “yay!! I found...,” c-birth, July 7, 2005. 

5 Sydney, “UC good enough for Jesus??” c-birth, December 11, 2005. 

6 Sandy, “UC good enough for Jesus??” c-birth, December 11, 2005.  

7 Marguerite, “Sara.....Times are a changing? Long....,” c-birth, July 14, 2005.  

8 Sandy, “UC good enough for Jesus??” 
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of shared, community-based birth knowledge which women in the past had access to 

through female relatives. Mythological midwives shared knowledge freely, in the literal as 

well as figurative sense. Because mythological midwifery is centered in community and 

relationships, financial transactions for sharing birth knowledge or assisting at births are 

often seen as problematic. Not all UCers agree on the issue of compensation, though. In 

fact, Adrianne noted that many historical midwives made midwifery their livelihood. She 

illustrated this by pointing to colonial Maine midwife Martha Ballard (the subject of Laurel 

Thatcher Ulrich’s book A Midwife’s Tale): 

[Ballard] was definitely a “professional” in the sense that she was paid for her 
services and her profession helped to support her family. She also had other 
domestic productions that provided income for her family....It also shows, as do 
other historical records, that many midwives throughout history did make this a 
profession, and their wealth of knowledge and experience was valuable, and was 
recompensed accordingly. 9  

 In sum, the mythological midwife attended the births of close friends and relatives, 

provided physical and emotional support without directing or managing the process, and 

freely shared her knowledge. Whether or not this mythological midwife ever really existed is 

a secondary issue. What is more significant is what this idealized version of midwifery reveals 

about the dissatisfactions some women today have with current childbirth culture. What 

midwifery used to be in the mythological past is really a commentary on what it should be like 

today.  

Some UCers have asserted that contemporary midwifery has lost some of its most 

vital elements because of professionalization, medicalization, and legalization. Some perceive 

midwifery as authoritative, exclusive, and overly medical. Danette had considered becoming 

a midwife, but felt that gaining specialized, authoritative knowledge would be detrimental to 

                     
9 Adrianne, “Whew!!!” c-birth, December 28, 2004.  
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helping women birth normally.  

[B]irth-knowledge cannot be a commodity. Normal parts of life cannot be bought 
and sold. If birth-knowledge is bought and sold, then there will always be classes of 
“haves” and “have-nots,” with all the less-than-desirable things that go along with 
it—exclusivity, appeals to authority, feelings of entitlement, feelings of dependence, 
and worst of all, belief in the necessity of the existence of the status quo. To be 
honest, this issue became my first inkling that midwifery wasn’t right for me….how 
honest of me is it to charge other women hundreds or thousands of dollars when 
they could do the same thing for almost free? And possibly instill in women a sense 
of dependence on top of that?  

She shared her own idealized view of midwifery, which should not be tied to monetary 

transactions or professional identity:  

Midwives were never meant to be professionals, anyway. Midwives are supposed to 
be women who have their own livelihoods, but who are also recognized as having an 
appreciable store of experience with birthing. They are supposed to be advice-givers, 
not saviors, and certainly not people who have a financial or professional stake in the 
births they attend.10 

Other UCers have provided similar critiques of current-day midwifery as being too 

authoritative, too exclusive, too medical, or too compromised by legal/political/economic 

issues. Estelle felt that contemporary midwifery is too medicalized: “most midwives (and I 

do mean MOST) are blinded by the medical paradigm, hindered by legal issues, etc and they 

bring those negative elements to birth.”11 In fact, there is a tem for medicalized midwifery, 

coined by Jeannine Parvati Baker: medwifery. Women on UC discussion boards often discuss 

the legal and political restraints on midwives’ practice, commenting that it would be difficult 

to be a midwife because of the pressures to conform to certain protocols or otherwise face 

legal or political disapproval. In fact, Cindi cited such perceived pressures as her only 

objection to hiring a midwife: “I think that the only bad thing about midwives is that they 

are regulated such that they can’t legally agree to be hands-off. Otherwise, there’s nothing 

                     
10 Danette, “Whew!!!” c-birth, December 28, 2004.  

11 Estelle, “yay!! I found...,” c-birth, July 7, 2005. 
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wrong with wanting a woman who is experienced with childbirth to support you at your 

baby’s birth.”12 Other women shared first-hand experience with midwives’ pressure to do 

certain things at a birth. Marybeth found midwives who “SAID they’d just sit out in the 

living room…and it just didn’t go that way. They didn’t just sit there; there are things paid 

attendants HAVE to do unless they are practicing way under the radar.” Her home birth did 

not go well, which she attributed mostly to her midwives’ actions.13  

 There is a pervasive distrust of the professionalization of midwifery among UCers. 

One woman wrote that “midwifery has become medwifery, with initials, protocols, fees, the 

‘I have what you need’ mentality, and the stance of being an ‘expert.’ I HATE that the whole 

meaning of ‘being with woman’ has been lost.” She referred to Ivan Illich’s writings about 

expert cultures’ tendency to multiply the need for other experts, create “institutional 

barricades,” and control knowledge production.14 It is common for UCers to express a 

preference for unlicensed or uncertified midwives, ones who can practice “under the radar,” 

because they have more liberty to offer personalized and flexible care. Dessie from Ontario 

said that the government-approved midwives in her province are far too medicalized in their 

approach and that she “would like to be offered a choice of a midwife who hasn’t been 

‘certified.’”15 However, unregulated midwives often have their own set of concerns, such as 

                     
12 Cindi, “I found a midwife,” c-birth, February 3, 2005. 

13 Marybeth, “new here,” c-birth, May 6, 2005  

14 I cannot find her original post or screen name, but she is quoted in Betsy’s post “Whew!!!” c-birth, 
December 28, 2004. For more on Illich, see M. Finger and J.M. Asún, Adult Education at the Crossroads. Learning 
Our Way Out (London: Zed Books, 2001), 10. The authors summarized Illich’s critique of institutionalization in 
this statement: “Experts and an expert culture always call for more experts. Experts also have a tendency to 
cartelize themselves by creating ‘institutional barricades’--for example proclaiming themselves gatekeepers, as 
well as self-selecting themselves. Finally, experts control knowledge production, as they decide what valid and 
legitimate knowledge is, and how its acquisition is sanctioned.” 

15 Dessie (Mama2Lennon), “as a UCer would you agree with this statement?” MDC, March 30, 2005, 
http://www.mothering.com/discussions/showthread.php?t=265310.   
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threat of state investigations, arrest, fines, or jail time. Neither option in Delphine’s region 

was ideal:  

unfortunately we live in a place where midwifery is regulated and there are pretty 
strict guidelines in place that influence and control their protocols. There are few 
unregulated midwives available, and those are basically under legal action as far as I 
know, so I don’t see them as being a viable option.16  

The distrust makes sense in the context of UCers’ apprehensions about expert, authoritative 

knowledge.  

  Still, a strong majority of UCers feel that midwifery plays an important and valuable 

role, despite its perceived limitations. Most of my survey participants, for example, expressed 

appreciation for midwifery, particularly direct-entry and/or home birth midwifery, even if 

they personally would not choose that option. They acknowledged that most women would 

not feel comfortable or safe with an unassisted birth and that midwives were valuable in that 

situation. The following comments illustrate their support for midwifery as an important 

option for women: 

Midwifery is wonderful for those who are not able/willing to take on the 
responsibility of UC. (Rene) 

Some women feel more comfortable giving birth in with the presence and support of 
other women, and a midwife is often the best option. (Shawna) 

Midwifery is a wonderful model of care. I think it fills a need and should be utilized 
more than MDs for birth. (Cathleen) 

Eight of the sixty-one survey participants were practicing, student, or aspiring midwives. 

They wanted to offer education, empowerment, and hands-off, non-interventive care to 

women. “My philosophy is to only intervene when really necessary, or requested by mom, 

and to basically be there for moral support for mom,” Christa wrote.  

Some UCers view midwifery as a bridge to more empowered, confident, and 

autonomous births. Often the unspoken destination point is an unassisted or at least an 

                     
16 Delphine, “getting discouraged about going UC,” c-birth, May 17, 2005. 
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undisturbed, hands-off birth. Mona said, “They should be birth consultants and they should 

inspire women to find their own strength when they don’t have that yet.”17 Maria’s midwife 

for previous births served as a bridge to her upcoming UC. She commented:  

She has unconsciously guided me to UC by her support and faith in the birth 
process, and she totally understands our wish to go UC this time around. No what 
if’s, no push to come in for prenatals, etc. I would call her if I felt I needed help 
before even considering transferring, and she is open to that.18 

Adrianne’s midwife built her confidence in birth by providing hands-off, mother-led care. In 

fact, her midwife was the reason she “stretched and grew and learned about UC.” She 

expressed the hope that midwives would enable women to leave the medical paradigm and 

eventually render their own profession unnecessary:  

I see midwifery as a bridge. I see it as a bridge to the future of women who become 
what we once were…strong, normal, healthy women who birth as a normal part of 
life. I think midwives can be that bridge to allow women to walk away from the 
hospital, the OB, the surgical, medical mindset that treats us as sick and frail and 
fragile. I would love to see a time that midwives are no longer needed, as we would 
have come so far as to have most, if not all, women accept birthing as a healthy, 
normal part of our lives as women, as natural as having sex, having our period, and 
all of our other normal but amazing bodily functions.19  

Noting the common progression from hospital to midwife-attended to unassisted births, 

Adrianne commented on important role midwives play in the journey away from a 

technocratic paradigm: a midwife’s role is: 

to be with women, to provide experienced knowledge and a calm perspective in an 
emotionally charged situation/experience….I would hate to see an antagonistic 
relationship between Midwives and UCers. I think there can be a good relationship 
between these birth choices, and that understanding and information can be a big 
help to both groups.20  

                     
17 Mona, “Can...” c-birth, February 27, 2006. 

18 Maria, “UC and transfers,” c-birth, March 20, 2006. 

19 Adrianne, “Whew!!!” c-birth, December 27, 2004.  

20 Ibid., “Whew!!!” December 28, 2004.  
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Nadine, who has had three UCs, added that she values midwives’ ability to educate 

women and their first-hand knowledge of how to deal with difficult situations:  

It’s about education. I do not believe instinct is infallible. The “instinctive” part of 
our brain is tiny versus that of other mammals because we’ve evolved the “thinking” 
part of our brain to such a degree. Not only that, but nature is a hard 
mistress….Some people want to draw a real black and white line…it’s either UC or 
flinging themselves on the mercies of hospital staff. I don’t know what flawed 
logic instigates that, but it’s ridiculous. There are so many shades of grey. My main 
goal is a gentle, safe birth for my baby. I want options, resources, butt coverage so to 
speak to make it happen! If it means calling in a midwife if or when things get rough 
and I can’t handle it, well then who cares? 

She saw using midwives as a resource not as a sign of weakness or fear, but rather as a way 

to have more options.21 Mona agreed, noting that using them for backup or assistance during 

labor is preferable to an automatic hospital transport: “knowing you can call someone you 

trust before hitting 911 or packing up just seems to me to be a step in taking care of yourself 

and the baby.”22  

 Not all UCers support or endorse midwifery, however. A minority hold dismissive or 

negative evaluations of midwives. Four of my survey participants, for example, had 

completely negative perceptions of midwives. Kris and Dana felt that midwives were 

arrogant or condescending. Kris wrote: “I dislike the overpowering airs of most midwives 

which still relegates the father to a glorified bystander.” From Dana: “I am not impressed 

with what I’ve been around and seen. The midwives I’ve come into contact with are 

arrogant, maybe more so than doctors. They seem to think that they know everything about 

birth because that’s all they do is attend births.” Some UCers, such as Belle, have argued that 

midwifery has sold out to the medical profession. She wrote that “a midwife is a short step 

                     
21 Nadine, “Midwife/medwife,” c-birth, April 11, 2006.  

22 Mona, “UC and transfers,” c-birth, March 20, 2006. 
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from OB.”23 And finally, some see midwifery as fundamentally unnecessary and 

incompatible with believing in the normality of birth. Iris felt that midwives were essentially 

superfluous: “Anything a midwife can do, you can do. All you would be hiring is a second 

opinion. That just isn’t worth $2-3K to me.”  She wrote on another post:  

The big deal about UC is the conviction that midwives are NOT NEEDED and are 
intrusive by their mere presence in most births….The problem is nearly every 
woman IS or CAN be ready to UC. That’s simple biology….I agree that there is a lot 
of good that has been done by midwives. Likewise, midwives need to realize the real 
harm they have done, by not truly believing in the normalcy of birth. I think UCers 
have gone in the direction midwives should have. But, sadly, most midwives have 
gone off with the OB’s.”24  

 I am fascinated with this equation of midwifery with obstetrics, with the idea that 

midwifery is now closer in ideology and practice to obstetrics than to unassisted home birth. 

This is certainly a minority view among unassisted birthers, but it does raise an important 

question: where do we place unassisted birth in relation to home birth midwifery when 

examining various birth paradigms? Is midwife-attended home birth closer in nature to 

unassisted birth or to attended (midwife or physician) hospital births? Is birthing at home a 

uniting experience, or is having an attendant the overarching defining factor?  

 Overall, UCers’ dialog about midwives reveals a desire for connection and 

community. They have a nostalgic longing for the personal, intimate relationships that used 

to tie women and communities together. They also distrust the professionalization of 

midwifery, worrying that formal training and standardized protocols will prevent women 

from having true autonomy during their births. Unassisted birthers also tend to mistrust 

those who have a financial stake in childbirth, from obstetricians to midwives to doulas. 

                     
23 Belle, “Midwife talk/Jen,” c-birth, February 10, 2006.  

24 Iris, “Midwives as UC backup...Re: Maconium ??’s,” c-birth, May 25, 2006; Ibid., “Midwife/medwife,” c-
birth, April 10, 2006.  



 

 

273 

Midwifery should be a service and a calling, they imply, not a business or livelihood.  

 In addition to talking about midwifery, UCers’ first-hand experiences with midwives 

vary greatly. In chapter three, I outlined some of the different paths to unassisted birth, 

including both positive and negative midwife-attended home births. Some women have had 

fantastic midwives who inspired and encouraged them to give birth unassisted. Others have 

had negative birth experiences with midwives, ranging from minor annoyances to major 

trauma or abuse. And some women have found even the most hands-off midwife to be a 

distraction—not because the midwife did anything wrong or invasive, but because her very 

presence altered the dynamics of the birth. I find the last set of experiences to be particularly 

significant: even if they have access to a perfect midwife, some women still give birth better 

with no outsiders present. This indicates that unassisted birth is not solely a reaction to the 

current childbirth climate. Linda’s experience with her second midwife illustrates this:   

I had the “perfect” midwife the second time around. Yet the moment she walked in 
the house everything changed. I was in active labor, near transition, and managing 
beautifully, even enjoying myself. I was glad to see her when she arrived—I like her a 
lot—but I was instantly transported out of the altered state of consciousness I’d 
been in and I never really got back there. I was self-conscious and aware always that 
I was being watched. I let myself be led after the birth and so felt allowed (and also 
the need to get away from the eyes and activity) to “check out” a bit, which 
interfered with my bonding time with my son. The birth was healing and 
empowering in the sense that nobody tried to take over and tell me what to do, and 
it was quiet and gentle, and the baby was fine and I was fine. No outwardly obvious 
damage, no. But I lost something with her presence—it feels like it was stolen, but to 
be reasonable and fair I make myself say “lost”—and to me it was not a small thing.25  

Some unassisted births would not occur if certain obstacles were eliminated, such as VBAC 

bans, restrictive hospital practices, prohibition of home birth midwifery, caregiver abuse or 

manipulation, and lack of insurance coverage for home births or birth centers. But many 

other women will continue to give birth without midwives present, even if they had a range 

                     
25 Hessel (fourlittlebirds), “Discussion about UC birth,” September 28, 2006. 
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of hands-off and UC-friendly midwives to choose from.  

Midwifery Perspectives on Unassisted Birth 

As I discussed in chapter two, UC and home birth midwifery evolved out of a similar 

set of beliefs and historical circumstances. Why, then, has unassisted birth become so 

controversial among home birth midwives? When Laura Shanley was writing her book in 

1993, she assumed that midwives would welcome her message, since she shared their beliefs 

in the safety of birth as long as it is not disturbed, the dangers of unnecessary interventions, 

and women’s inherent ability to give birth. She read Ina May Gaskin’s Spiritual Midwifery 

while writing her book and thought: “Oh, we’re all on the same page. We’re talking about 

the same thing. I’m just taking it a little bit further.” Midwives’ resistance to her message was 

a total surprise to her.26  

 Midwifery perspectives about unassisted birth fall into several categories. One 

perspective argues that women choose unassisted birth because midwifery has failed women 

in some way, usually by becoming too medicalized and interventive. Whether or not these 

authors support unassisted birth, they agree that midwives can and should learn from the 

unassisted birth movement. Midwife Gail Hart began an article in Midwifery Today with this 

statement: “This whole movement toward unassisted birth should shake us midwives up!…we 

have done as much as docs and hospitals to scare women about birth and to frighten them 

out of trusting their bodies.” She concluded that midwives should listen women who UC, 

and should “work hard to help women regain their trust in birth and in their own 

strength.”27 Two of Jan Tritten’s editorials in Midwifery Today came to the same conclusion: 

                     
26 Shanley, interview.   

27 Gail Hart, “What the Unassisted Birth Movement Teaches Midwives,” Midwifery Today, no. 66 (Summer 
2003): 41.  
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“Have we midwives let women down? Is that why there is a movement from midwifery 

toward unassisted birth? Let’s remedy this by making midwifery our own. Let us invent 

authentic midwifery with its own body of knowledge.”28 Ina May Gaskin and Jennifer 

Rosenberg have also presented similar arguments in Midwifery Today.29 In the preface to the 

fourth edition of her textbook Heart & Hands: A Midwife’s Guide to Pregnancy and Birth, 

Elizabeth Davis described unassisted birth as a grassroots movement “representing 

dissatisfaction with the available maternity-care options,” including midwifery. While 

midwives were realizing that “the less we do, the better…a new grassroots movement sprang 

up to point the way—the unassisted birth movement.” She encouraged midwives to “take 

heed” of this movement.30 In short, the midwifery community is aware of the tendency of 

midwifery to drift toward more medical approaches. Many midwives would agree with 

UCers’ worries about the direction that midwifery is heading. The two groups differ in their 

interpretations of revitalizing “authentic,” more trusting, or more hands-off midwifery. 

Midwives tend to see this as a solution to UC—wherein UC is essentially a manifestation of 

a discontent with current midwifery practices. UCers, though, argue that while midwifery 

might need revisions, it would not have the end result of ending unassisted birthing.  

 Other articles in midwifery publications have noted that some women are disturbed 

by the presence of midwives, no matter how hands-off or respectful the midwives are. It is 

generally UC advocates who have written on this topic in Midwifery Today, including Laura 

                     
28 Tritten, “Editorial: Out Of the Pot, Into the Fire,” Midwifery Today, no. 63 (Autumn 2002): 2. See also 
Tritten’s “Editorial: Professional?” Midwifery Today, no. 59 (Autumn 2001): 2.  

29 Jennifer Rosenberg, “What Do Mothers Really Need? (Services Provided By Midwives),” Midwifery Today, no. 
60 (December 31, 2001): 31; Gaskin, “Unity: An Elusive But Necessary Goal for U.S. Midwives and Their 
Advocates,” Midwifery Today, no. 64 (22 December 2002): 10.  

30 Elizabeth Davis, Heart and Hands: A Midwife’s Guide to Pregnancy & Birth 4th ed. (Berkeley, CA: Celestial Arts, 
2004), xi-xii.  
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Shanley, Linda Hessel, Bob Griesemer (Lynn Griesemer’s husband), and Leilah 

McCracken.31 Shanley commented in Midwifery Today:  

If women were choosing UC simply because most midwives are too interventive, the 
solution would be to find a non-interventive midwife. But many women find that 
anyone’s presence at birth is a hindrance, regardless of whether or not they physically 
intervene.32  

In other words, unassisted birth is not simply a reaction to midwifery practices that need 

correcting. Some women will birth unassisted no matter how many hands-off midwives they 

have to choose from.  

 Another perspective recognizes that a lack of midwives often spurs families to 

choose unassisted birth. The reasons for the scarcity may include regulations or protocols 

that restrict midwives’ scope of practice, laws that prohibit midwifery altogether, infighting 

and exclusivity within the midwifery community,33 or midwives’ lack of experience or 

comfort level with certain situations.34 Rosenberg asserted: 

The number one reason most women initially choose unassisted homebirth is that 
they cannot find a care provider they trust to meet them on their own terms. For 
example, if a woman has a twin or breech pregnancy and is shuffled out of midwifery 
care due to protocols, she may go along with this, or she may simply take her cards 
and go home, not caring to play that particular game.35  

In British Columbia, for example, midwives are heavily regulated by the provincial 

                     
31 Bob Griesemer, “Unassisted Homebirth: One Father’s Experience,” Midwifery Today, no. 51 (September 30, 
1999): 18; Leilah McCracken, “A Freedom Chain of Women,” Midwifery Today, no. 62(Summer 2002): 25; Leilah 
McCracken, “Intuitive Unassisted Homebirth: This One’s For the Babies,” Midwifery Today, no. 55 (September 
30, 2000): 34.  

32 Shanley, “What Some Women Don’t Want (Thoughts on Unassisted Childbirth),” Midwifery Today, no. 63 
(Autumn 2002): 15; Hessel, “More About Unassisted Birth,” Midwifery Today, no. 64 (December 2002): 34.  

33 Tritten, “From the Editor: Don’t Sell Your Sisters Down the River,” Midwifery Today, no. 55 (September 30, 
2000): 2.  

34 Rosenberg, “Are Your Clients At Risk? Factor V Leiden, Clotting, and Pregnancy,” Midwifery Today, no. 55 
(September 30, 2000): 43.  

35 Ibid., “Life Is Not a Tame Lion: A Response to the Issue 56 Editorial,” Midwifery Today, no. 56 (December 
31, 2000): 25.  
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government and lay midwives are prohibited. This has led some women to choose an 

unassisted birth. One mother of four near Vancouver Island wrote to Midwifery Today: 

“Because of the political climate, my partner and I had an unassisted homebirth. We’ve lost 

our lay midwives in rural areas, something I greatly mourn.”36 Direct-entry or lay midwives 

are prohibited in several U.S. states and many Canadian provinces. Other states technically 

permit home birth midwives but impose so many restrictions that midwifery is in effect 

disallowed. In some states, there are large areas with no home birth midwives at all, forcing 

women to choose between hospital care and unassisted birth.37 If unassisted birth occurs 

because of a scarcity of available midwives, then the logical solution would be more 

midwives and more access to midwifery care.  

 Other midwifery perspectives address the issue of safety, as I outlined in more detail 

in chapter five. Some contributors to Midwifery Today, including Ina May Gaskin and 

childbirth advocate and researcher Henci Goer, adamantly insisted that unassisted birth is 

less safe than midwife-assisted home birth. They argued that birth is natural, but that things 

can and will go wrong. Midwives are valuable for identifying and resolving complications 

that might arise, such as shoulder dystocia, hemorrhage, or a baby who needs resuscitation. 

Gaskin also stated that the presence of an objective birth attendant “who is not emotionally 

caught up in the birth,” is important to ensure safety.38  

 In contrast, other midwives have asserted that birth is inherently safe, and that 

mothers intuitively know how to birth their babies and how to handle complications. CPM 

                     
36 Westfall, “The State of Midwifery in British Columbia, Canada,” Midwifery Today, no. 62 (Summer 2002): 51; 
“What Is Your Favorite Waterbirth Story?” Midwifery Today, no. 54 (June 30, 2000): 8.  

37 Sandra Stine, “The Power of Independent Practice,” Midwifery Today, no. 60 (December 31, 2001): 13.   

38 Goer, “Unassisted Homebirth Concerns.” 



 

 

278 

Cathy O’Bryant wrote to Midwifery Today in response to midwife Casey Makela’s unassisted 

birth story: “[her] story reaffirms my belief that all women intuitively know how to birth 

their babies. They know what position to assume and even how to handle a shoulder 

dystocia by themselves.”39 Several other letters to the editor in that same issue addressed the 

(lack of) accurate statistics about unassisted birth. They asserted that UC in its current 

form—with healthy, educated, motivated women—was a safe, responsible choice. Jeannine 

Parvati Baker, for example, argued that unassisted birthers can educate themselves properly 

on how to handle complications, just as midwives can.40 Another approach to unassisted 

birth in midwifery literature promotes undisturbed birth as the safest way to birth from 

hormonal and physiological perspectives. Sarah Buckley and Gloria Lemay both have 

addressed this issue in midwifery publications. 41 

 Another perspective argues that choice, not safety, is the central issue with unassisted 

birth. A student midwife wrote in response to an article about UC by Laura Shanley: 

“Unassisted homebirth is a valid choice for women and I’m glad that there are women to 

represent it.” She had considered unassisted birth, but decided to hire a midwife because an 

“unassisted homebirth for me felt a little too lonely; for some women it might be perfect for 

them.”42 Part of supporting UC as a valid choice means helping women who choose that 

path by providing information that will enhance the well-being of both mother and baby, 

                     
39 Cathy O’Bryant, “All Women Know How to Birth” (Letter to the Editor), Midwifery Today, no. 53 (March 31, 
2000): 4. 

40 Baker, “‘Freebirth’ Equals Unassisted Birth”; Hessel, “One More for Goer” (Letter to the Editor), Midwifery 
Today, no. 66 (Summer 2003): 5; Westfall, “Unproven Dangers” (Letter to the Editor), Midwifery Today, no. 66 
(Summer 2003): 65. 

41 Lemay, 9; Buckley, “Undisturbed Birth: Nature’s Blueprint for Ease and Ecstasy,” Midwifery Today, no. 63 
(Autumn 2002): 19.  

42 “Unassisted Homebirth Concerns” (Letter to the Editor), Midwifery Today, no. 64 (Winter 2002): 5-6.   



 

 

279 

rather than trying to talk women out of their plans, or treating a woman with respect if she 

transfers to a hospital during labor.43 In a book review of Griesemer’s Unassisted Homebirth, 

Cher Mikkola emphasized the need to respect women’s choices. She personally does not 

advocate UC, but she also “firmly believe[s] couples should have the choice and the choice 

should be respected.”44  

 In sum, published midwifery articles about unassisted birth focus on issues of choice, 

accessibility, safety, and authentic midwifery. Midwives tend to see unassisted birth as a 

harbinger for midwifery issues that need addressing. Their perspectives often imply that if 

midwives solved these issues, the practice of unassisted birth would fade away.  

The next section of this chapter delves more deeply into nine birth attendants’ first-

hand experiences with unassisted birth. I conducted telephone interviews or email 

correspondence with nine women who have had extensive involvement with the unassisted 

birth community. Eight are home birth midwives, and one is a family practice physician 

whose views on birth mesh more with midwifery than with obstetric paradigms. All of them 

are intimately acquainted with the ideas behind UC. Several of them have had unassisted 

births themselves. Most are supportive of unassisted birth, while two have stronger 

reservations about the practice (not coincidentally, those two had negative experiences 

during their own unassisted births). Some provide midwifery services and support to UC 

families. Most of them participate in UC discussion groups or write about UC on their blogs. 

Almost all of them have altered their practice styles as a result of their exposure to unassisted 

birth, paring away unnecessary practices and downplaying their presence at births. It is 

                     
43 Vi Sadhana, “Climbing the Mountain Together,” Midwifery Today, no. 64 (Winter 2002): 20; Rosenberg, 
“Video Review: A Clear Road to Birth,” Midwifery Today, no. 60 (December 31, 2001): 63.  

44 Cher Mikkola, “Book Review: Unassisted Homebirth: An Act of Love, by Lynn M. Griesemer, 1998,” 
Midwifery Today, no. 50 (Jun 30, 1999): 62. 
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important to emphasize that these women’s level of involvement with the UC community, 

and many of their views on unassisted birth, are atypical of most midwives. They are the 

exception to the midwifery perspectives I outlined above. Some of these women already 

have a public presence through their books, blogs (with their real identities already public), 

or work with midwifery education programs. I have kept their names unchanged, while the 

others received pseudonyms.  

Birth Attendant Profiles 

Danna is a family practice physician in a small Midwestern town. She has four 

children, the second of whom was an accidental unassisted birth. Her interest in medicine, 

childbirth, and breastfeeding emerged after she became a teenage mother. She had originally 

planned on becoming an obstetrician, but changed her mind after her medical school OB 

rotation, which she described as “extremely traumatic.” The physicians were “hateful and 

misogynistic,” a far cry from the holistic approach she had envisioned herself taking towards 

childbirth. During her residency, she often deviated from mainstream obstetrical practices 

that were not evidence-based, such as routine episiotomies.  

 Although she had an accidental UC with her second, Danna did not think much 

about unassisted birth until after the birth of her fourth baby, which was a surprisingly 

stressful experience. She argued with her obstetrician over refusing several routine prenatal 

tests. When Danna went into labor, her doctor was an “anxious mess.” She tried to break 

Danna’s water without asking her permission. Danna refused the procedure, and the doctor 

became upset. Then Danna could not get comfortable. Unlike her first three labors, this one 

slowed down even though she was almost fully dilated. Danna became confused and unsure 

of herself. She started to believe what her doctor told her: that her labor would not progress 

if she didn’t have her water broken. She told me: “Now you wouldn’t think somebody 
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having their fourth baby, who’d never had any medicine, who’d never had an IV...had never 

had AROM, had never had anything—you wouldn’t think I would think that.” She finally 

allowed her obstetrician to break her water, and the first thing out of her doctor’s mouth was 

“Boy, that’s a really big head!” That comment made Danna scared to push her baby out. 

Finally, a nurse she really liked arrived and gave her gentle encouragement to push. Then the 

OB began screaming at her.  

I remember while the baby was crowning the OB just screaming at me: “Push! Push! 
What are you doing? Come on! Come on! Hold your breath! Push!” And I thought, 
“Something is wrong.” I’m very medically trained. I’m looking around. I can hear the 
heartbeat and it sounds fine, and I’m thinking, “What is wrong?” And then I look up 
and the nurses are both smiling and they look relaxed and I’m thinking, “All right. 
Nothing can be wrong.” But she was just so nervous. 

After the birth, Danna began wondering why she didn’t feel an urge to push and why she 

couldn’t get comfortable during her labor. She started reading on the Mothering childbirth 

forums—she initially came to Mothering because of her interest in cloth diapering—and 

discovered some threads about unassisted birth. She remembered reading posts by Linda 

Hessel and Pamela Hines-Powell and thinking: “These people are absolutely out of their 

minds!” However, she kept reading.  

And then it was kind of like a light bulb went on for me, that the reason why my 
fourth birth had been so miserable—not miserable, but less enjoyable—was because 
of the anxiety of people in the room. So it wasn’t because something was wrong with 
me. And I didn’t feel an urge to push because there was something wrong with me.45 

She participates frequently in on the Mothering discussion boards, including topics on 

unassisted birth. She commented of her time spent learning from UCers: 

I feel learning here has been an important source of personal growth for me, and has 
made me a better birth attendant. It has also helped me understand why I have 
certain feelings about my own births, and helped me process those 
feelings....[R]eading here has made me understand how much of what I do is an 

                     
45 Danna, interview with author, October 31, 2007.  



 

 

282 

intervention that may not be wanted, and often is completely unnecessary.46  

 Danna strongly advocates unmedicated, active birthing and breastfeeding to her 

patients. She wishes that more women would take charge of their births, but many of them 

want medicalized births and want her to tell them what to do. She said, “I can’t make up for 

birth culture, for generations of birth stories. Sometimes ten or twelve prenatal visits is still 

nowhere near enough to make up for it.” She ensures that all of her patients have full 

information about possible interventions, such as epidural anesthesia or induction of labor. 

“One thing that makes me able to sleep at night is that nobody in my practice gets an 

intervention without understanding the risks and benefits.” Her favorite patients are 

teenagers, because “they haven’t watched enough Baby Story to know that you birth your 

baby on your back with your knees up. They just do what they want.” She also is thrilled 

when women come into her practice with a long list of requests and questions. Most other 

physicians would label these women difficult patients, but she is “just as excited as can be if 

they show up with their legal pads and their lists of questions.”47  

 Pamela is a licensed CPM in Oregon. Her path to midwifery began with the birth of 

her daughter in 1993. She went to the hospital too soon, had her labor augmented with 

Pitocin, pushed for hours on her back, and received a 3rd degree episiotomy that left her 

feeling “shellshocked and violated.” She worked as a doula for a few years, then began her 

midwifery education at Birthingway Midwifery College in Portland. She opened her own 

home birth practice in 2000. When Pamela was in midwifery school, she met Linda Hessel 

and began discussing childbirth-related issues with her. Linda’s interest in the physiological 

and hormonal processes of birth intrigued Pamela. Conversations with Linda, Laurie 

                     
46 Ibid. (doctorjen), “Statistics anyone?” April 28, 2006.  

47 Ibid., interview.  
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Morgan, and Laura Shanley gradually pushed her to think about and eventually support 

unassisted birth. She was also heavily influenced by Michel Odent’s ideas on women’s need 

to feel private, safe, and unobserved during labor. Her primary goal now is to facilitate the 

normal hormonal balance of birth. She commented, “So much of what I believe in is directly 

related to what I’ve gleaned and learned from the unassisted birth community.”48 She has 

developed a midwifery style that she calls “attended but unassisted,” focusing on 

empowering mothers and families to feel confident in themselves, rather than looking to her 

for direction. She also provides education and backup support to UC families in her area.  

 The founder and director of Ancient Art Midwifery Institute, a correspondence 

midwifery education program, Carla has been involved in midwifery education since 1981. 

Her interest in childbirth started with the birth of her first child. She started out as a very 

compliant patient. She told me, “Whatever [my doctor] would have told me to do, I would 

have done.” However, during labor she overheard her nurse tell another nurse: “She’ll be 

having a section by 6:00.” The other nurse asked why. Carla’s nurse said: “Well, Dr. C. got 

married. His wife wants him home for dinner by 5:00. So if he’s not out of here by 5:00, he 

is always out of here by 6:00.” When Carla’s doctor arrived at 5:40 pm (she was keeping an 

eye on the clock), he told her that she needed a cesarean. She refused. He went through a list 

of reasons: she wasn’t dilated enough, he had already told her husband about the c-section, 

her pelvis was too small, her baby was in distress, he was the doctor and he knew what was 

best for her. She replied: “If you come at me with anything sharper than a piece of paper I 

will claw your eyeballs out. I will yell. I will scream. I will fight. I will do whatever it takes. 

But my baby is coming out vaginally.” He delivered her baby vaginally, but not without 

                     
48 Pamela, “Midwife Identity Crisis,” Midwife: Sage Femme blog, August 31, 2007, 
http://sagefemme.blogspot.com/2007/08/midwife-identity-crisis.html August 31 2007.  
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forceps and a deep episiotomy. Her baby’s check bone was dented from the forceps blade, 

and the skin on his cheek was peeled off. In addition, his eyelid was bloody. When she asked 

the staff about it, they said: “You had something sharp inside you. He got caught on it on 

the way out.” What they didn’t tell her was that the wound was from an internal fetal 

monitor, which normally screws into the baby’s scalp.  

This experience spurred Carla to become a childbirth educator. She began attending 

her students’ births, which were often home births with midwives. She gave birth at home to 

the rest of her own children. Her first home birth was fine until the midwife arrived, “and 

then panic ensued.” Afterwards, she and her husband both asked themselves why they didn’t 

just do it themselves. She began apprenticing with midwives around the same time, most of 

whom were very scared of birth. “They were all fired up about this struggle to take birth out 

of the hospital, but then they didn’t know what to do with it.” She witnessed far too many 

transfers because, in her view, the midwives were not educated enough to know what 

variations of normal looked like. After becoming a midwife, she began a study course in 

1981, geared towards educating her own apprentices about the normality and safety of birth. 

This gradually evolved into AAMI, a correspondence midwifery education program.  

 Carla’s first official midwife client gently “fired” her in favor of an unassisted birth. 

Carla was ecstatic that the couple trusted enough in themselves and in the birth process to 

do it without her assistance. She has always fiercely defended couple’s rights to give birth the 

way they feel is best, including unassisted. She started the Trust Birth Initiative (TBI), a 

grassroots campaign to educate women about the inherent safety of the birth process and 

the dangers of interfering with birth. If potential community facilitators express hesitation at 

the idea of unassisted birth, she will not approve them. She firmly believes the TBI slogan: 

“Birth is safe; interference is risky.” One of Carla Hartley’s former midwifery students, for 
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example, objected to Carla’s belief that birth is inherently safe, saying: “If she had seen as 

many complications as I have, then she wouldn’t be going around telling people you can 

trust birth.”49 After Carla told me about this criticism, she remarked, “you have to wonder, if 

your midwife has seen a lot of complications, how many of those she caused.” In Carla’s 

worldview, complications at birth are usually precipitated, rather than random acts of nature 

or chance.  

Janice is a former direct-entry midwife and mother of eight children. Her interest in 

childbirth stemmed from early childhood; “It was a call I felt from as far back as I can 

remember.” Her great grandmother and two of her great aunts were midwives. She originally 

wanted to become an OB, but she put those plans on hold when she married and started a 

family. She worked as a doula and childbirth educator in Illinois, then apprenticed with a 

DEM. She took the NARM exam in 1994 to become a Registered Midwife or RM (the 

precursor to the CPM certification). Dr. Gregory White of Chicago’s HomeFirst, a home 

birth physician practice, supervised her first clients. She moved to Oklahoma in 1997, 

pursued formal nursing training in 1999 and attended a two-year RN program. Janice 

stopped practicing in 2005, when she moved to another state where midwifery is legally 

prohibited. Besides being busy with her own family and not wanting to be put in jail, she also 

felt that “the type of midwifery I believe in and desire to practice is being legislated out of 

existence.”    

Janice first encountered the idea of unassisted birth in 1995 from a friend who had 

expressed interest in becoming her apprentice. This woman eventually became a UC 

advocate and discontinued her plans to pursue midwifery. Janice’s initial reaction to her 

friend’s plan to give birth unassisted was “acceptance, understanding that this was a path 

                     
49 Carla Hartley, interview with author, January 9, 2008.  
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that appealed to her.” She didn’t give UC much thought, though, because it didn’t challenge 

her own paradigm. “I believed then, as I still do that in most cases no assistance is really 

needed at most births. I had been present at a few births where skills came in handy and I 

did hope she didn’t experience any problem where those were an issue, but I didn’t dwell on 

it or worry over much.” Janice noted that UC is consistent with the ideals of the early home 

birth and midwifery movements.  

I like to remind people who are so vocally against UC that back when the homebirth 
movement and direct-entry midwifery were in their infancy, we often heard 
midwives touting how low risk birth really is and how any five-year-old could assist 
at most births. We said this when the medical establishment was lambasting us with 
all the risks. Why are we changing our story when it’s us who are being rejected in 
favor of another choice?50 

Chantel is a self-taught midwife from Oklahoma. She first heard about unassisted 

birth in 1974, when her own daughter was a few weeks old, from a woman at a La Leche 

League (LLL) meeting. This UC was highly unusual because the woman’s “well-meaning but 

ignorant” husband had given his wife an episiotomy with a pair of sewing scissors, which 

necessitated a blood transfusion and extensive perineal repairs. Chantel’s initial reaction was 

horror and bewilderment, not at the unassisted home birth itself, but at the “home 

episiotomy” and ensuing blood loss. This fueled a desire for knowledge that “opened the 

door to my own education about homebirths and midwifery.” She became a LLL leader and 

childbirth educator and gave birth at home to subsequent children (check details). After a 

woman asked her for assistance with her upcoming home birth, she became a self-educated 

midwife and has now been practicing for twenty-five years. Although she has had no formal 

apprenticeships or midwifery training, she was “highly influenced by my peers in 

anthropological and sociological history,” including Sheila Kitzinger, Frederick Leboyer, and 

                     
50 Janice, email messages to author, December 3 & 4, 2007. 
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Margaret Mead.  

 Chantel offered an unusual explanation for midwives’ resistance to UC as an unsafe 

option. She has noticed a “loss of courage...in so many midwives as they get older.” This 

translates into an increased fear of birth that they didn’t have early on in their practice. She 

speculated that: 

as midwives become older, their own bodies start to fail and they lose faith in 
themselves and other people’s ability to heal themselves and maintain safety and 
normalcy....There seems to be a carryover—loss of courage in their body equals loss 
of faith in other women’s. 

Perhaps, as she suggested, some midwives’ resistance to unassisted birth is a by-product of 

their own loss of faith in birth. On the other hand, midwives’ increased caution could also 

arise from more exposure to emergency situations. 51  

 Zuki has had a solo home birth practice in southern Colorado for ten years. She is 

also the mother of a 19-year old son. When she was growing up, her family filmed home and 

hospital births for medical students’ education, and she was fascinated with birth. She began 

attending her friends’ births as an older teenager, acting as what we would today call a doula. 

This eventually led to her pursuing midwifery. Zuki was a midwifery apprentice when she 

had her child, with experience at about fifty births. She had planned an unassisted birth, but 

during transition went to a midwife’s clinic because her husband was a “nervous wreck.” 

After arriving, she knew she had made the wrong choice. Fortunately, she gave birth within 

an hour, caught her baby herself, and left a few hours later. Having had a disturbed birth 

made her realize “why women should be alone in labor.” She wrote, “Now I knew how I 

would support women if I were to be at births. I learned that UC labor or birth is a wise 

option and why.” Over the years, her feelings about unassisted birth have intensified. She 

                     
51 Chantel, email messages to author, December 5 & 6, 2007.   
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has always felt that UC is a “wonderful choice for those who prepare themselves, take 

responsibility for their choices and who educate themselves about pregnancy/labor and 

birth.” After the birth of her son, she began encouraging all women to learn about birth and 

prepare for the possibility of an unassisted birth, even if they were planning a hospital or 

midwife-assisted home birth. She always educates her clients about the option of an 

unassisted birth and assures them that she will not be offended if they decide not to call her 

during labor. In 2007, she wrote a book about childbirth, This Sacred Life, which included 

information about and support for unassisted birth.52  

 Katie is an “illegal” direct-entry midwife and mother of six children in a rural 

Midwestern state. Katie gave birth to her first at home, attended by a physician. During her 

second pregnancy, a midwife she knew mentioned that she should consider giving birth at 

home by herself. Katie quickly embraced the idea and had four planned UCs in 1979, ‘82, 

‘93, and ‘98, as well as one midwife-attended home birth when she was living in California. 

“I liked UC better,” she added. Her last planned UC ended in a hospital transport and 

cesarean for cord entanglement and partial placental abruption. Katie has had no formal 

midwifery schooling or apprenticeships, although her practice has been influenced by certain 

midwives and doctors, including Michel Odent. “I raised myself, so to speak.  It was the 

women I worked with who were my teachers.” She became a midwife in almost complete 

geographical isolation from other midwives; “there were no other midwives to talk to—

discuss/argue with, get feedback from, and so forth—all of those usual social 

interchange/feedback mechanisms that direct people’s formation of identity within a 

profession.” She started participating in online UC communities in early 2007.  

 Katie’s feminist beliefs and her own UCs have played a significant role in her life. 

                     
52 Abbott, email messages to author, December 4 & 5, 2007.  
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She told me: “I was a radical feminist before I ever birthed; I was a UC mama before I ever 

midwifed—and both feminism and UC greatly influenced my evolution of identity and 

practices as a midwife (and person).” Her midwifery practice and involvement with online 

UC communities are rooted in keeping the “pregnant/birthing woman’s primacy and power 

at the forefront of all activities and ‘practices’.” She also has an active commitment to 

sharing knowledge and information:  

I believe that information about health and birth needs to be more fully in the hands 
of those who need to use it....Western culture has so fully compartmentalized 
everything, and has tended to hoard body knowledge within specialty medical 
practices—we grow up knowing so little about how our bodies and birth actually 
work and an assumption that we will necessarily need those specialists to take 
responsibility for us.53 

Barb, a home birth midwife in the San Diego area whose experience with birthrape I 

profiled in chapter three, writes extensively about UC on her Navelgazing Midwife blog.54 

Twenty years ago, she had an unassisted birth with her second child that ended in a shoulder 

dystocia (which she was able to resolve), a call to the paramedics, and a baby needing 

resuscitation. She wrote:  

I was holier-than-thou when I had my UC at home. I didn’t need any medical 
person. I could DO it! I was high with information. I talked to Marilyn Moran over 
and over as she pumped me up with the belief that if I just had a homebirth alone 
with my husband, my life would become miraculously perfect. And I believed her. 
When she was born with a shoulder dystocia and I almost lost her, Marilyn’s 
response was that it was because I had friends there “contaminating” the experience. 
Go have another one and THIS TIME, totally alone except for my man. I snapped 

                     
53 Katie, email messages to author, November 26, 2006 and December 9, 2007.  

54 Barb and Michelle are the two birth attendants I did not interview or correspond with directly for the bulk of 
the material in this chapter, although I have corresponded with each of them off and on. I gathered my 
information from their blog archives. Barb’s blog “Navelgazing Midwife” 
(http://observantmidiwfe.blogspot.com) moved to http://navelgazingmdiwife.squarespace.com in 2008. 
Michelle’s blog “Close To The Root” is located at http://closetotheroot.blogspot.com. Some of Michelle’s 
posts that I quote have since been taken down.  
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out of my reverie and began to see Marilyn Moran as a kook.55  

Barb holds a complex and sometimes conflicted opinion about unassisted birth: not outright 

rejection, not unqualified support. She described herself as UCers' “ally in birth, not your 

enemy.”56 She noted that a lack of respectful, hands-off midwives is a contributing factor to 

unassisted births: “UC as a forced non-option could be remedied by a midwife who was 

hands-off and who allowed things to unfold normally and be there only if needed or 

asked.”57 She writes about both the good and the bad aspects of UC, hoping that these 

stories will compel her sister midwives to realize the harm they are doing to women by 

pushing them away from midwifery care. 

As I mentioned in chapter three, Barb writes extensively about birth abused women, 

focusing on the link between birth abuse and unassisted birth. She has had contact with 

several women who have birthed unassisted: most of them were beautiful births, but two of 

them—one whom she knows in-person, the other online—ended in shoulder dystocias that 

were fatal to the baby. One of these two women chose a UC after a traumatic midwife-

attended home birth. Barb wrote:  

I don’t want to say or even make it seem like all women who UC have problems 
because, for goodness sake, most have beautiful births! But, can’t I use her birthrape 
(her word, without my prompting) and the other birthrapes out there as an impetus 
for change because women continue choosing UC because of their previous 
experiences with midwives?58  

                     
55 Herrera, “Meghann’s UC Birth Story,” NGM, June 1, 2008, 
http://observantmidwife.blogspot.com/2008/05/meghanns-uc-birth-story.html (accessed June 1, 2008).  

56 Ibid., “Open Letter to UCers,” NGM, August 22, 2006, 
http://observantmidwife.blogspot.com/2006/08/open-letter-to-ucers.html (accessed August 2, 2007). 

57 Ibid., “Developing a Topic,” NGM, July 25, 2004, 
http://observantmidwife.blogspot.com/2004/07/developing-topic.html (accessed August 2, 2007).  

58 Ibid., “Her Story,” NGM, July 06, 2005, http://observantmidwife.blogspot.com/2005/07/her-story.html 
(accessed August 2, 2007).  
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Barb believes that unassisted birthers often do not have a firm understanding of the reality 

of birth, including the possibility of major emergencies. In one blog post she even called UC 

“head-in-the-sand birthing.”59 This excerpt illustrates the mixture of humor, frustration, self-

examination, and empathy that she holds when writing about unassisted birth:  

I think I would be better able to offer a nod...towards UC as a viable choice in birth 
if the women and their partners involved were really informed about what they are 
choosing to do. Instead of getting caught up in the controversy/headiness of 
birthing without an attendant (a controversy/headiness many, myself included back 
in 1984, thrive on), some level-headed thought and consideration about what is really 
going on in birth—how birth can be extremely unpredictable (don’t I sound like a 
doctor! it makes me laugh hearing my voice say these words)—these are just some 
things to think about before deciding to forego a midwife.60  

Despite some reservations about UC, she is sympathetic towards women who make that 

choice and puts her midwifery skills and knowledge at the service of UC families. She also 

writes and speaks about how to make unassisted birth safer.  

 Michelle, a midwife in Michigan who stopped practicing in 2008, shares some of 

Barb’s reservations about unassisted birth. Like Barb, she had a UC that did not end well. 

Her fourth baby (first UC) died a few hours after birth of a fatal neurodegenerative 

condition, one that also took her sixth baby’s life when he was ten months old. (Her fourth 

baby would have eventually died regardless of the place of birth, but immediate medical care 

might have prolonged his life a few weeks or months). She argues that UC ultimately poses a 

threat to the creation of a sustainable, community-based maternity care system. “UC is NOT 

the safest option nor is it sustainable, as part of a maternity care system in this country or 

any other, over the long haul.” Michelle objects to the rhetoric of “choice” used in 

                     
59 Ibid., “If You’re Gonna Teach the Man to Be a Midwife…” NGM, September 21, 2004, 
http://observantmidwife.blogspot.com/2004/09/if-youre-gonna-teach-man-to-be-midwife.html (accessed 
August 2, 2007).  

60 Ibid., “Nitpicking (UC Talk),” NGM, August 20, 2006, 
http://observantmidwife.blogspot.com/2006/08/nitpicking-uc-talk.html (accessed August 2, 2007). 
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discussions about birth because she sees childbearing as a community, not just an individual, 

event. Framing UC as a matter of “choice” is misleading and detrimental to the larger 

community’s welfare.  

The truth is that UC is not, and can never be, an “autonomous” choice as long as the 
people doing it might, even once, even rarely, require the services of emergency care 
personnel, a physician, nurse or, yes, even a midwife....I think a birth “choice” that 
only concerns itself with one individual woman, baby and family is a choice against 
the greater common good.... I want to be actively involved in co-creating a system of 
maternity care in this country that is simple, sustainable, affordable, cooperative and 
based in the local community, with local control.   

She sees unassisted birth as a “threat to birthing liberty over the long haul” in part because it 

undermines the decades of progress made by home birth advocates and midwives. Midwife-

attended home birth is in serious danger of eradication, and UC might in fact accelerate its 

demise by casting a negative light on home birth.  

The reason that most midwives will not align with unassisted homebirth is because it 
will only take a few big-story catastrophes to undermine the continuing legal option 
of ANY birth at home, thus dismantling all the work that’s been done, over decades, 
by devoted, committed midwives and birthing families to bring midwifery and 
homebirth away from the margins and into the mainstream.  

Despite her reservations, Michelle noted that she has assisted several families planning 

unassisted births because she feels an ethical obligation to provide assistance and 

information. 61   

Doing Less 

Exposure to unassisted birth has changed the practice style of most of the birth 

attendants I interviewed.62 They report a gradual “unlearning” of many things they had been 

taught to do at births. Overall, they do much less at births than many of their counterparts 

                     
61 Close to the Root blog (http://closetotheroot.blogspot.com). Quotes taken from several December 2007 
posts, many of which she later deleted for unspecified reasons (accessed December 2007 and saved on my 
Google Reader).  

62 Chantel and Michelle never elaborated about how or if their practice style changed upon exposure to UC.   
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and make themselves as unobtrusive as possible. They deflect authority away from 

themselves and back onto the laboring woman. Mothers or fathers usually catch their own 

babies. These birth attendants strive to be invisible during the immediate postpartum period, 

often never touching the baby at all in the first hours of its life.  

 Even before Danna learned about unassisted birth, she was eager to facilitate more 

autonomous births. As soon as she finished her residency, she quickly dropped many of the 

routines she had been taught in medical school, such as cervical exams late in pregnancy, 

IVs, and episiotomies. She told me:  

I had it in my head that I wanted people to be able to birth in alternative positions, 
but I didn’t know how to encourage them to do so or how to stay out of their 
way....It was much harder to get away from just not doing stuff, to being able to just 
stand by and let people do their own thing.63 

After conversations with Pamela and Linda and her time on the Mothering forums, Danna 

changed her style of practice even more dramatically. She wrote:  

As a birth attendant, I feel I have learned a lot listening to the UCers here [on MDC]. 
I’ve certainly tried much harder to get out of a woman’s way more, and I’m more 
sensitive to the mood a family has during labor and birth. I’ve become very sensitive 
to the language I use. I have nearly completely given up coaching pushing especially. 
I also try hard to encourage women to listen to their bodies, and do what feels right 
to them. This has led to some beautiful births.64 

Instead of suggesting something to a laboring mother, she will watch her carefully and 

follow her lead, which helps “to set the mood that whatever they do is what they do. And 

that we’re not in charge.” She no longer does perineal support or massage while the woman 

is pushing. Mothers often catch their own babies or birth them onto a soft surface with no 

one “catching.” She stays out of the way postpartum as much as possible within the 

                     
63 Danna, interview.  

64 Ibid. (doctorjen), “What can a birth atendant learn from UCers?” MDC, January 25, 2005, 
http://www.mothering.com/discussions/showthread.php?p=2574715.  
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constraints of a hospital setting. She does not routinely suction babies. “We don’t have to 

rub the baby black and blue. We can stay pretty far out of the way. We can get a respiratory 

rate from six feet away, and you can get a heart beat from gently touching the cord, not 

poking at the baby,” she told me. One challenge has been re-training her nursing staff to 

alter their routines so they are less intrusive during and after births.65 

 Towards the end of her apprenticeship, Pamela had changed many of her views 

about birth because of her exposure to unassisted birth. At this point, she had had “a lot of 

times [at births] where I would be really quiet and not say anything....In the end I just left 

knowing I was going to be a different midwife.” Pamela summarized her change in practice 

style: “I went from being up close and personal with women in birth to standing in the 

shadows.”66 Pamela’s first strategy is to not arrive at the woman’s house too early. She has 

found that women will generally not notice her presence when contractions are four minutes 

apart or closer. Unless specifically requested, she doesn’t do “face to face labor support, 

breathing reminders or talk women through labor contractions.” She rarely does vaginal 

exams, and most first-time moms have none at all. “It’s not uncommon for us to never see a 

woman’s vulva until after the birth when we’re looking to see if there’s any need for a 

repair.” As a corollary, she does not do perineal massage or support. She doesn’t check for 

nuchal cords (feeling for a cord wrapped around the neck after the baby’s head is out) 

because it’s very painful for the mother and could cause the cord to start clamping down 

blood flow prematurely. Mothers, and sometimes fathers, usually catch their own babies. In 

fact, Pamela or her apprentice rarely touches the baby for at least an hour after the birth. 

They stay silent and out of the mother’s eyesight, assessing the baby visually from across the 

                     
65 Ibid., interview.  

66 Pamela (pamamidwife), “What can a birth atendant learn from UCers?” January 26, 2005.  
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room so that the mother’s focus is not interrupted. They have dispensed with the ritual of 

putting hats, blankets, and towels on newborns, preferring that babies stay warm by being 

skin-to-skin on their mother’s chests.67 She commented in her blog about her hands-off 

style: “Shouldn’t the idea be that we only do what is VERY necessary—and that in and of 

itself is valuable?”68  

 Turned off by the high level of intervention and “fiddling with stuff” that she 

witnessed during her apprenticeship, Carla adopted a very hands-off style once she was on 

her own as a midwife. She was extremely wary of doing anything that had the potential to be 

misinterpreted or “screwed up,” or anything that could discourage the laboring woman. For 

example, she discourages her midwifery students from doing vaginal exams or perineal 

massage, support, and visualization. Her students are required to use studies to argue for and 

against everything that midwives do at births. This requirement, called “Good Science, Best 

Practice,” usually teaches her student midwives to do very little at births. As a result, her 

students’ protocols are usually short documents because “there are so many things they 

don’t have to outline how to do because they don’t do them anymore.”69  

 Janice has become more hands-off at births over time, thanks to her own 

experiences and her exposure to UC ideas. She wrote to me, “I definitely had to unlearn 

things as ideas that were taught to me as fact were challenged both by my own experiences 

and the thoughts that have come out of the UC movement.” Witnessing water births as an 

apprentice midwife spurred Janice to rethink much of what she had been taught was 

                     
67 Ibid., interview.  

68 Ibid., “midwife identity crisis,” Midwife: Sage Femme blog, August 31, 2007, 
http://www.pamamidwife.com/2007/09/01/midwife-identity-crisis/.  

69 Carla, interview.  
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necessary at birth. Her training was very oriented towards collecting and charting clinical 

data and performing many routine procedures and exams such as: vaginal exams, blood 

pressure, palpation during labor, perineal stretching, and visually assessing the vulva during 

each push. She was taught to answer questions with an authoritative, confident “I have the 

answers” approach “designed to assure the client that I was aware and in charge.” At the 

first water birth she attended, “Everything normally done went out the window, partly 

because the mom was very confident and didn’t want it all, and also for practical reasons.” 

She began questioning if the things normally done at births were really necessary. “Over time 

I just watched how people reacted to all the busy-ness at births and started feeling the need 

to cut the clutter.” She also realized that much of what she was trained to do at births was 

for her legal protection, not out of medical necessity.   

Janice, like many of the other birth attendants, strives to be a nearly invisible 

presence at births. She enters the woman’s house quietly and keeps her equipment accessible 

but not overly obvious. She follows the woman’s cues, such as making water handy if she 

sees dry lips, rather than suggesting something or telling her what to do. She prefers that 

mothers or family members catch the baby. She has very few routines; things like vaginal 

exams or timing contractions are only done by maternal request. She also strives not to act 

like an authority figure. In fact, she describes laboring women as “the boss” and herself as 

“the hired help.” She deflects authority back onto the women:  

As labor progresses I have found that women turn to their midwives for 
“permission” to do things like move, push etc. I have learned to stop playing the 
“expert” and answer a question with a question. Do you want to get up? Does it feel 
good to push? I think that when you do that, it reminds the woman that the answer 
is inside her, not in the midwife’s head. 

Janice has also become much more selective about the kinds of clients she will accept. 

“When a potential client makes it clear they are after a ‘bring the hospital to my house’ type 
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birth, I recommend they keep looking,” she said. Her overall goal as a midwife is to “treat 

each situation individually and be open to trying a new way when a reason to do so presents 

itself. And of course to live without fear ruling me, including fear of legal crap.”70  

Zuki takes a similar approach. When women look to her for answers, she deflects the 

questions back to them. “I do not tell women what to do or not to do; I am a guide is all. No 

one can be inside another’s body and give birth for her.” Zuki has always believed that birth 

should be simple and private, so her process has been less about unlearning and more about 

refining and paring away unnecessary tasks. As she has grown older and more experienced as 

a midwife, she finds herself doing less. However, most of her clients are not at that point yet. 

In fact, most of the pressure to “do” things at births comes from her clients.   

I am in the process of re-designing how and what I do. OR not do. It is a challenge 
in some ways. Not because I was conditioned through training but because I felt that 
most of those things were not necessary to begin with and the ones I work with are 
still in the necessary stage. So I am adjusting to their individual needs as consumers 
and remind them that it is always their choice. But that the mother and child will 
benefit form being left alone and just taking care of themselves. 

Zuki describes her role as helping families be as “self sufficient as possible in labor and 

birth.” Most of her tasks at a birth are domestic: “Even if I am still invited to assist them, I 

do little. I clean, do dishes, prepare herbs for the bath afterwards, maybe help with other 

children.” The amount of emotional support or clinical assessments depends on the client’s 

desires. “[For] some I do nothing and sit somewhere out of the way out of site and check in 

emotionally with the mom....[For] some I am more active because that is what they want and 

ask for. They want FHTs [fetal heart tones] taken, internals, more hands-on support.” Still, 

parents usually do most of the birth themselves: “I do not catch babies most of the time, and 

I do not deliver babies ever. I am just an invisible guide on the sidelines.” After the baby is 

                     
70 Janice, email.  
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born, she stays out of the way until the baby has nursed and the mom has birthed the 

placenta. When the mother wants to get up, use the bathroom, and shower, she gives the 

baby a quick assessment.71 

 Because Katie was self-taught and because she was a UCer before she was a midwife, 

her exposure to UC ideas has reinforced, rather than changed, her style of practice. She wrote 

to me: 

My participation in current UC movement mostly helps me to “re-member” 
important things that originated from my feminism and my own UCs (which first 
happened before there was a UC “movement” afoot), rather than directly teaching or 
influencing me.  But whichever came first, chicken or egg, participating now in UC 
matters helps me remain mindful of how important it is to keep the 
pregnant/birthing woman’s primacy and power at the forefront of all activities and 
“practices.”   

She strives to serve women according to their individual terms, within certain boundaries. 

She will refer women to other midwives if they want her to break their water, perform 

frequent vaginal exams, or be “in charge.” The most important lesson UC has taught her is 

that “ONLY A WOMAN GIVES BIRTH. It is NOT by virtue of anyone else’s input of any 

sort.”72 

 Barb’s evolution as a midwife ended in about the same hands-off style as the other 

attendants in this chapter, but with a different journey. She became “enlightened” about how 

to be less interventive at births via her participation on the Empowered Childbirth Yahoo 

list, a UC-friendly group focusing on empowered births in any setting.73 She also radically 

changed her practice style after realizing that she had been a perpetrator of birth abuse, as I 

mentioned in chapter three. She described her hands-off practice style: “I work SO hard to 

                     
71 Zuki, email.  

72 Katie, email.  

73 Herrera, email message to author, November 30, 2007.  
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keep my hands and wishes out of a birth—so much so that I am sought specifically because 

I can allow the birth to unfold without my even being in the room.” In 2005, for example, 

she did a total of two vaginal exams.74 Her hands-off approach is not without controversy; 

she received some criticism from the midwifery community when she described her 

approach to birth in a Birthkit article “Hands-Off Birth.”75  

 These birth attendants exhibit a similar pattern of behaviors after exposure to UC 

ideas and practices. They begin re-thinking what they have been taught, questioning whether 

certain practices are necessary or helpful. Consequently, they learn to do less at births, acting 

more as a helper or servant than as an authority figure. They strive to give the power and 

initiative back to the laboring mother. These transformations show that exposure to 

unassisted birth can act as a powerful catalyst for hospital-based physicians as well as home 

birth midwives.  

Reconciling Midwifery with Unassisted Birth 

Home birth midwifery (or in Danna’s case, a commitment to those ideals in a 

hospital setting) and unassisted birth share many core values and beliefs. However, there are 

also some significant departures between the two types of birth. One element of UC 

philosophy is that midwives are unnecessary at birth (sometimes this is asserted as a 

universal truth, other times it is a statement about an individual woman’s situation). The 

birth attendants I profile in this chapter had complex and varying feelings about reconciling 

their interest in unassisted birth with their identity and training as birth attendants.  

 Carla sees unassisted birth as being “completely compatible with what I do.” She 

                     
74 Ibid., “Nitpicking (UC Talk),” NGM, August 20, 2006,  
http://observantmidwife.blogspot.com/2006/08/nitpicking-uc-talk.html (accessed August 2, 2008).   

75 Ibid., “Hands-Off Birth,” Birthkit, no. 44 (Winter 2004).  
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feels that midwives should act as consultants, servants, and assistants to the laboring woman, 

rather than as birth managers or authority figures. Whether or not they are actually present at 

the birth is of small importance. For the majority of women who do desire a birth attendant, 

they should have an experience as close to unassisted as possible. She encourages her 

students to give authority back to the mother, rather than encouraging a dependent, 

hierarchical relationship. Her students also learn to work themselves out of their clients’ 

birth stories by encouraging parents to be responsible for their own decisions. 

 Carla insists upon extensive, meticulous education for midwives—not because a safe 

experience hinges solely upon the midwife’s education, but because education will help 

midwives from precipitating a negative outcome due to interference. She said, “we do have 

to study and prepare to an extreme degree. We have to be sure that we don’t CAUSE 

anything to go wrong.” She also requires her students to learn and write about unassisted 

birth. Midwifery and unassisted birth are entirely compatible in Carla’s mind, because safety 

does not come from the presence or lack of attendants.  

What midwives should be doing is acting as the guardian of the mother and baby’s 
space, so they can do what they were made to do. Most women want that—but 
some don’t. They just want to be in their own little world with no intrusion. That 
doesn’t mean that birth is any less safe. 

Instead, in Carla’s view, safety is inherent within the birth process itself, provided it is not 

interfered with. Midwives simply need to respect the birth process.76  

Zuki shares Carla’s enthusiasm and support for unassisted birth. “UC is as safe as 

birth can get,” she stated, with certain caveats—that the parents educate themselves and 

choose it for the right reasons, not on a whim or to save money or to avoid governmental 

involvement with their child. She wrote to me, “going into having a child without 
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interference is wiser. That is safer then going and having interference just because it seems 

safer.” Midwives have an important role, though, in supporting women and families who are 

not ready for an unassisted birth. Zuki strives to provide care and support without managing 

the birth process: 

In midwifery I am challenged with the thoughts that birth is better when someone is 
telling the mom how to do it. Or that it is safer because we are better at knowing 
what is safe and what is not....Sometimes I wonder how I can fit myself in without 
being that person to manage things. 

Like many of the other midwives in this chapter, she encourages her families to be as self-

sufficient as possible.  

[I] keep coming back to the realization that not everyone is ready to take on the 
responsibility of their own birth yet. My service then is to promote self-sustainment 
[sic], by giving support to the families I work with, educating, and supplying 
resources about self care and responsibility. 77   

She, too, has encountered some criticism from other midwives for her support of unassisted 

birth. In turn, she questions why some midwives “want to be needed.”78  

Pamela has a more conflicted relationship with her identity as a midwife and UC 

supporter. She wrote:   

I think that overall my identity crisis comes from the idea behind pure unhindered 
birth. So much of what I believe in is directly related to what I’ve gleaned and 
learned from the unassisted birth community....What I do, what I say or what I sit 
and watch can all affect a woman’s labor pattern and her experience.79 

She spoke about the changes in her practice style due to UC ideas, as well as the identity 

crisis it has provoked, at a Midwifery Today conference in 2007. One of her initial reactions 

to unassisted birth ideology was anger and disbelief “that a midwife’s presence could be 

viewed as an intervention.” She also struggled to understand her identity as a midwife when 

                     
77 Zuki, “Growth as a birth person,” c-birth, December 22, 2007. 

78 Ibid., email.  

79 Pamela, “midwife identity crisis.” 
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UCers “saw my role as going against a woman’s natural intuition” during birth. Pamela has 

received criticism about her revised style of practice from some of her midwife peers, who 

accuse her of overcharging since she “does so little” at births. (Janice, too, has heard other 

midwives call her hands-off style “laziness.”) The attitude that midwives are a necessary part 

of birth bothers Pamela: “I get to the point where I get really aggravated when women say 

after the birth, ‘I couldn’t have done it without you.’ Well, you could have. It gets really hard 

if you see the conditioning that happens in women.” She has considered moving away from 

midwifery and towards other birth-related activities: writing, speaking at conferences, or 

consulting for UC families. But until a midwife with a similar paradigm of birth moves into 

her community, she would not consider ending her practice.  

 Janice approaches the issue as a matter of “individual choice and responsibility.” UC 

is not her highest ideal to strive for, nor should women (or midwives) feel guilty about 

having an attended birth. She told me, “I believe that UC is a perfectly valid choice for some 

women. I do not see it as something that should be forced on anyone or as a utopian ideal 

either.” What kind of birth is best depends on the individual woman: “some women do 

indeed need and want support (which may not mean professional support or preclude 

UC) in labor, some women need pampering, some women will have complications during 

which skills can make a difference.” Janice still strives to give women experiences that leave 

them confident, rather than feeling dependent upon her. “I feel like I offer a service to those 

who want it, and when a birth goes well those women feel empowered and hopefully they 

feel so empowered that they know they could have done it without me.”  

 Danna, like Janice, feels strongly that women should be able to choose unassisted 

birth. She acknowledges, though, that her work as a hospital-based physician has given her 

some fears about unassisted birth. We correspond often since we got to know each other 
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during her interview, and she wrote this to me about a year after our interview:  

I also have conflicted feelings about UC.  On the one hand, I support any woman’s 
right to make her own decisions about the best way to birth, and on the other I also 
have enough fear that I worry about anyone birthing UC….I would not want to see 
UC illegal, and hate to see folks persecuted for their choice—but I also cringe to see 
folks choosing UC because they have such poor options elsewhere. You know, those 
women who would choose an attended birth if they could get an attendant who 
would work with them and not force things on them. 

She is constantly negotiating the use of medical interventions with her desire to facilitate 

undisturbed births.  

As a medical-type birth attendant, I’m always trying to balance the use of 
intervention. I’ve attended enough births to have seen a lot of different types of 
things go wrong, and I know that the average mother would agree to anything to 
prevent harm to her child. That doesn’t mean it’s okay to pull out every intervention 
just because you can, though, of course….I guess as an attendant, I just keep trying 
to make sure that the women I attend feel safe and supported and not interfered 
with.  

For Danna, personally, unassisted birth still has a strong draw. Although she is done having 

children, she speculated about what she might do with another pregnancy and birth:  

I don’t think I could ever put myself in the hands of someone who couldn’t respect 
my wishes for birth again, and I wouldn’t have a lot of options for attendants around 
here. I can easily imagine myself getting prenatal care and just staying home with my 
family for the birth. (I really enjoy prenatal care for some reason—I like the social 
aspect of sharing pregnancy).80 

In a post on MDC, though, she indicated that her ideal hypothetical situation would be to 

bring in a midwife like Pamela who understands undisturbed birth.  

I think I’d get a big fishy pool and send Pamela a plane ticket! For myself, I do 
appreciate the loving support of someone with experience, especially for after the 
birth—not so much as a safety net, but because I do truly enjoy that support and 
would want an experienced woman available if I wanted her.81  

 Katie identifies more with UCers than with midwives—”except for Pamela of 

                     
80 Danna, email message to author, August 29, 2008.  

81 Ibid. (doctorjen), “Discussion about UC birth,” September 6, 2006. 
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course,” she said, “who is my soul sister as midwives go...but we are somewhat of a rarity.” 

UC strongly appeals to her feminist beliefs because, “in taking back their power around their 

bodies and birth, [UC mamas] are the kind of feminist I like to be around.” Thus her 

midwifery practice seeks to empower women, rather than to encourage their dependency on 

her. Her language reflects her feminist orientation; at births, she tries to act as a “facilitator 

of women’s empowerment…by making space for a woman to find/claim her power.” She is 

committed to sharing information and education about childbearing. Like many other 

UCers, she believes that women in the past had more access to birth knowledge than women 

do today. She wrote, “I think that our foresisters/mothers tended to grow up in an 

atmosphere where the women shared all they knew and experienced with each other…young 

women approaching birth for the first time were way more prepared in all ways than today.” 

She strives to re-create those shared knowledge communities by participating in online 

childbirth forums.  

 Both Barb and Michelle hold strong reservations about unassisted birth. Much of 

Barb’s focus is on creating better (i.e., more hands-off, respectful, and patient) midwives and 

on educating about the role of birth abuse in pushing women to UC so that no woman is 

ever forced into an unassisted birth.  

I keep plugging along re-educating midwives, teaching students, speaking to EMS 
personnel, sharing with nurses and doctors— speaking about birthrape, birth trauma, 
birth abuse—I work HARD to get women’s stories heard so that women who feel 
forced to UC because of shitty previous experiences (or experiences of their sisters 
in birth) might actually find a provider that does what they are hired to do—consult 
and save a life. Nothing more. (or nothing less!) 82 

She is not an outright UC advocate or supporter like most of the other birth attendants I 

interviewed for this chapter. She does hope that UC will wake up “The System to the birth 
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assault that’s occurring” so that women will be able to have a “birth worthy of themselves.”83 

Both she and Michelle share their knowledge and skills with UCers out of an ethical 

obligation to help, not from an ideological agreement with that choice. They hesitate when 

UCers ask them for limited assistance such as a few lab tests, phone or in-person support 

during labor, or a postpartum check, because they believe that midwifery is primarily about 

relationship. The limited services UCers sometimes ask of midwives are hard to provide 

without knowing the woman in-depth. Barb describes the intense relationships that form 

between a midwife and her client as “speed dating in a birthing context.” From Michelle:  

Midwifery is based on the idea that it is precisely because we spend so much time 
getting to know the whole woman and her “environment”...that we can add that 
information to the raw data and have a much more complete picture which then 
results in less intervention (because we know for sure what’s normal for this woman) 
and a greater sense of peace and security at the birth. To me, the idea of “a la carte” 
midwifery care sounds like the Medical Model—pop in, get some numbers, step on 
the scale and we’re out of here.84  

Assisting UC Families 

There is a tension between UCers’ wish to have access to midwifery care when or if 

they need it (without necessarily having to hire a midwife for the entire prenatal, birth, and 

postpartum package) and many midwives’ reluctance to provide those services. Some 

midwives feel that it compromises their ability to give individualized care. Some worry about 

the legal or political ramifications of helping UCers, especially since midwifery has such a 

tenuous handhold in many states and provinces. Some resent being called last minute to 

assist in sticky situations, especially when families refuse, or don’t offer, to pay for that 

assistance. Despite these obstacles, most of these nine interviewees continue to lend their 

                     
83 Ibid., “Unassisted Birth Buzz,” NGM, August 2, 2007, 
http://observantmidwife.blogspot.com/2007/08/unassisted-birth-buzz.html.  

84 Michelle, “Weekend Update,” Close to the Root blog, December 16, 2007, 
http://closetotheroot.blogspot.com/2007/12/weekend-update.html (accessed December 16, 2007).  
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knowledge or skills to UC families in various ways.   

 Pamela, for example, has developed a contract for UC families that spells out a 

limited care agreement. She asks for a $500 deposit for access to consultations or lab tests 

during pregnancy or postpartum, and each visit costs $75 from that deposit. She also charges 

an additional $800 if she is called to a birth. She remarked, “there has to be some go-

between between staying at home and going right into the lion’s den of the hospital with no 

prenatal care. There has to be something in between where you can call.” Some of her 

families want prenatal consultations and access to lab tests. Some want to assess the baby’s 

position late in pregnancy. Some arrange for her to be on call during labor. Others want a 

postpartum visit to check for perineal tears and to evaluate the baby. She lives in Oregon, 

one of the most midwife-friendly states in the US, which undoubtedly makes it less 

politically risky for her to provide these “à la carte” services.85 Still, most midwives in her 

state are not enthusiastic about her support of UC families. They will often advise her: “you 

be careful” or “you need to watch your back.” 86  

 Zuki, Chantel, and Janice’s arrangements are more informal. With the dozen or so 

UC clients Zuki has had, she simply told them to call her if they wanted assistance. Most of 

the calls were to let her know labor was starting and then later that the baby had been born. 

None were for urgent situations, so she always waited until the second day to visit the family. 

Chantel focuses on providing accurate, honest information to UCers without trying to scare 

them out of their choices: 

I can and do prenatal checks for mothers wanting UC. I’ve come into their homes or 
they’ve come to me with their concerns and I’ve done my best to ease their fears. 

                     
85 Midwifery licensure in Oregon is voluntary, with the CPM credential a requirement for licensure. Midwifery 
is autonomous from physicians, with no requirements for collaboration or backup. 

86 Pamela, email message to author, January 22, 2008.  
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I’ve usually discussed what-ifs and how to preventions—not using scare tactics but 
rather education and honesty. I have a reputation for tolerance....Their usual 
questions are on baby’s position—cord around the neck and or hemorrhaging. They 
usually leave reassured and go on to having excellent UC results. 

Chantel has been called, with no prior notice, to assist UCers in labor. One of these 

situations was, in her words, “a mess.” She received a call for assistance from an African-

American woman in labor with a history of cesarean section and no prenatal care. She 

looked carefully at the family before deciding to lend assistance. Although they lived in a 

town known for its gang violence, the family itself was stable. The father was a pastor, and 

the mother “simply wanted a birth without nonstop interventions.” The mother had a very 

flat, small pelvis and a ten pound baby. There was a significant shoulder dystocia, which 

Chantel was able to resolve successfully. She described the situation:  

My word, I fished and fished for that baby’s arm while the mom squatted. I knew it 
was life or death so I kept trying to get that kid out. I did after three tries of 
sweeping the arm and corkscrewing this young man out. The grandma said later it 
was the most amazing thing she’d ever seen. 

Chantel commented that there are so many UCs in her state of Oklahoma that local 

physicians generally are relieved to have midwives who will lend assistance to those families.  

 Most of the families Janice has assisted simply wanted to chat with her about their 

plans, while a few sought ultrasounds or asked her to check the baby’s position. She has also 

helped a few UC mothers in labor. Usually the woman was tired or discouraged, so she 

would assess the situation, find that the woman was making some progress, and give her 

encouragement before she left. She has been called a few times without prior notice to assist 

in some sticky situations, such as borderline premature births, which made her 

uncomfortable. Although UC families have paid her for prenatal assistance, she has never 

been paid for her assistance at a labor or birth—which has been somewhat frustrating to her:  

In fact a couple of times I was lectured as to why I should not expect to be paid for 
my services since women did not need midwives, even after they called me and 
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sought my opinion or help. I feel like overall, I have done quite a lot of good for my 
UC families (not one of them ever transported or had a bad outcome and several 
were going to transport if I wouldn’t come and tell them things were OK).  

For some of these families, fear of being judged by other UCers led them to hide the fact 

that they had sought her assistance: “Though they expressed to me that they needed the 

help, they feared judgment from their friends, they feared not being considered real UCers.” 

She concluded: “I just don’t get that. Why can’t we help each other and be ok with that?” 

Unfortunately for Janice, UCers’ conflicted perceptions of midwifery left Janice at the losing 

end of the deal. Even when some of the families she assisted did need assistance, they 

weren’t able to shift paradigms enough to graciously accept (or pay for) the help they 

needed. (Zuki and Chantel did not specify whether they received financial reimbursement 

for their services.) I see adherence to mythological midwifery at the root of some of this 

behavior: the idea that “real” midwifery is about freely sharing knowledge and skills and that 

“real” midwives don’t need to be compensated for their work, because midwifery is a calling 

rather than a profession.   

Danna wishes for a system that would give pregnant mothers more flexibility up to 

and even during labor:  

Somehow, it would be great if there was a way for even first time moms to have 
available a wide range of options, and the ability to change their minds if they wanted 
to. You know, a way to perhaps plan an attended birth, but decide the attendant is 
not helpful and have them go away, or plan a UC and decide you want some kind of 
assistance and be able to get what you want/need (and not be at the mercy of some 
hospital and their staff when you show up having gone against their grain.)87  

She has personal experience with poor treatment at a hospital after her accidental unassisted 

birth. She transferred after the birth and was treated “like some sort of crazed drug addict,” 

even though she was a married, white, middle-class medical student. The hospital staff 

                     
87 Danna, “Is “labor support” helpful?” MDC, August 14, 2007, 
http://www.mothering.com/discussions/showthread.php?p=8638966.  
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lectured her for being irresponsible and stupid. She remembers them telling her: “How dare 

you risk your baby’s life?” and “You risked your baby’s life. You must be stupid if you don’t 

know when you’re in labor.” She assures her own clients that if they have an accidental 

unassisted birth like she did, she will gladly do a home visit afterwards to save them the 

hassle of going to the hospital.88 She has never had occasion to do this yet, though; her 

clients tend to arrive at the hospital too soon rather than too late. She would also like to 

provide backup support for home births, but her hospital has forbidden her to do so, under 

threat of losing her job, because of liability concerns. Her solution is to tell women: “I 

cannot provide you backup care, but if you walk in the [hospital] door and ask for me, I will come.” 

It’s her version of a “don’t ask, don’t tell” policy.89  

 Although several of these nine women were comfortable assisting UC families in 

various capacities, they are the exception among birth attendants. During a discussion about 

unassisted birth on an Illinois midwifery list I belong to90 (midwifery is illegal and actively 

prosecuted in this state), several midwives expressed very strong reservations about lending 

assistance to UC families. Some had had experiences lending assistance that eventually 

landed them in legal or political trouble. Others mentioned the stress of receiving last-minute 

calls for assistance and having to help with difficult situations, such as a hemorrhage or 

dysfunctional labor. One midwife, who has assisted UC families in the past and has also 

gotten into legal trouble for providing care to women with complicated health histories, 

wrote about the stress of receiving requests for assistance from UC moms,  

                     
88 I did not ask Danna about how she would arrange reimbursement, but I assume this would be included as 
part of her overall billing for prenatal, labor, and postpartum care.  

89 Danna, interview.  

90 List website is http://groups.yahoo.com/group/ILMidwives.  
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I am fairly sure that those of us who have been practicing any length of time (I am 
one of the “young” ones here) have gotten the phone call from the UA mom who 
“just has a question” or gotten the full-blown “we have a problem can you come 
help us” and have walked in on a hemorrhage or malpresentation/dysfunctional 
labour.91 

Several midwives commented that UC families should not expect help from midwives: they 

planned an unassisted birth, which entails dealing with complications on their own, not 

calling a midwife for help.92 They wrote:  

I helped one, once, on the phone. Never again. They made their choice to go UC.  
Their back-up is 911, not me. (Lisa)93 

If you are expecting to do an unassisted pregnancy and birth, you must expect to 
handle complications unassisted. Sorry, that sounds harsh and it’s painful to say 
that but it is reality. (Andrea)94 

If you (speaking generally, here) believe that a UC is a safe option, then have a UC.  
Educate yourself about the potential risks and complications and be prepared to 
deal with them and their consequences.  Don’t ask a midwife to be on stand-by 
to run in and save the day (or try to) if something goes wrong. (Kari)95 

Part of this reluctance to lend assistance comes from the idea, which several of my 

interviewees voiced, that midwifery is based on ongoing relationships with the woman and 

her family. “To ask a midwife to act as ‘backup’ for a UC kind of refutes the whole essence 

of midwifery—of being ‘with woman,’” explained Kari. In addition, practicing in a state 

where direct-entry midwifery is illegal and actively prosecuted strongly deters midwives from 

doing anything out of the ordinary. Kari explained:  

But to ask a midwife to risk her livelihood and her freedom to provide ancillary 
services to a “UC” mother...well, it seems a bit much to me. I am quite certain that 
there are midwives who do such things, and I respect that choice.  But if I were 

                     
91 Andrea, “UBA2C at 45.4 weeks,” ILMidwives, March 27, 2006.  

92 These kind of frank comments are not as easily found on UC boards, since midwives who participate in UC 
discussions are often more sympathetic to unassisted birth.  

93 Lisa, “UBA2C at 45.4 weeks,” March 28, 2006.  

94 Andrea, “VBACs after multiple cesareans,” ILMidwives, March 30, 2006.  

95 Kari, “unassisted or maybe ‘slightly assisted’,” April 1, 2006. 
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going to risk jail time, I would prefer to do it by practicing as a midwife, not as merely 
a “bottom checker” or “blood tester.”96 

Even when midwives are legally allowed to practice, they are heavily regulated in some states. 

An out-of-state midwife from Arkansas, participating in the above discussion, noted that 

midwives in her state are required to perform and chart certain periodic assessments during 

labor. The state health department reviews the charts to ensure compliance with these rules.  

The problem with [assisting UCers] in my state is that our birth charts can be 
reviewed by the health department and we must show that we checked heart tones 
and vitals, etc. according to the protocols in our regulations.  We would not be able 
to legally take on a client and not document the kind of care that is required in our 
regulations.97 

With these requirements, it can be almost impossible for a midwife to adopt a hands-off 

approach to birth, let alone assist UC families.  

Conclusion 

Mythological midwifery is a nostalgic and sometimes problematic concept. While it 

values community-based, shared knowledge, it also devalues financial compensation to those 

who hold that knowledge. In the era of the mythological midwife, midwives shared their 

knowledge and skills spontaneously and liberally. They did not withhold their services 

because of legal or financial considerations. In UCers’ re-creation of midwifery, I sense a 

fundamental mistrust of both expert, authoritative knowledge and of money being involved 

in the exchange of birth services.  

 Part of the objection that some UCers hold to hiring midwives or physicians is that 

the exchange of money sullies the relationship. There is a fear that hiring any kind of birth 

professional will automatically shift the balance of power from the woman to the expert. 

                     
96 Ibid., “unassisted or maybe ‘slightly assisted’,” April 1, 2006.  

97 Beth, “unassisted or maybe ‘slightly assisted’,” April 1, 2006.  
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Ann explained it as an obligation to get one’s “money’s worth”: if you hire a midwife, you 

will likely find that you end up “using” her services, because she is there and because you 

paid money for her to do things. She wrote, “if you paid all this money for an attendant, 

even for a JIC [just-in-case midwife], or your husband thinks that if he dished out all this 

money for lack of services, it may not be a very good dynamic in your home.” She felt that 

having a midwife on hand, but only paying her if you used her for something, would create a 

better dynamic. 98 Marguerite argued that even if a midwife does nothing at a birth, it is 

“definitely” not a UC. However, she wrote, “If you’re not paying her and she understands 

she is there in her capacity as your friend, then, it might be something close.”99 It is the 

exchange of money, even more than the midwife’s presence, that some women feel 

fundamentally alters the dynamics of the birth room. Of course, not all UCers feel that 

monetary transactions are inherently negative. Nadine, for example, argued that friendship 

and financial reimbursement are not mutually exclusive:  

I’m friends with my neighbors down the street... they come to my kids birthdays, we 
garden together, we help each other. They own the feed store in town and I still pay 
for my feed. Should I expect free feed for my livestock because we’re friends? Why 
should a midwife be any different? I’m not looking for a new friend, I’m looking for 
a source of information and possibly a skill set I don’t possess. If I should need 
either, I’m more than happy to compensate that person for the use of their skills and 
their time. After all, that person has worked to gain that knowledge, should they not 
be rewarded??100  

Midwives promote the idea that midwifery is about relationship. Some UCers, 

though, argue that you cannot buy a friend. Sandy commented, “I can’t ever see myself 

hiring a ‘professional’ to fulfill that desire of having a friend with me during the birth of a 

                     
98 Ann, “paid attendants in the other room,” c-birth, July 7, 2005. 

99 Marguerite, “Midwives and UC -Was:(Yay I found!!...),” c-birth, July 7, 2005.  

100 Nadine, “Midwife/medwife,” c-birth, April 11, 2006.  



 

 

313 

baby.”101 To many UCers, a midwifery relationship should be a spontaneous, free, and 

generous interaction between two women, rather than hiring the semblance of a best friend 

who, after the 6-week postpartum period, “ends” the friendship. Chloe was highly suspicious 

of midwives’ desire to be friends with their clients: 

When money is exchanged for midwifery services—as opposed to the original 
midwife “with woman” concept—it dramatically changes the context of the 
relationship between midwife and birthing mother. Midwives seem in general to 
want to be “friends” with their customers, but when’s the last time you paid 
someone to be your friend?102  

Sarah’s comment illustrates this hesitance about the midwife-as-friend in more depth. She 

herself is studying to become a midwife, so she is not coming from a fundamentally anti-

midwife perspective. However, she argued that the professionalization of current-day 

midwifery has created some fundamental paradoxes: 

Women who hire midwives often voice the feeling of abandonment or loss after they 
give birth and no longer have a relationship with their midwife. The midwife 
becomes like a very close friend to the mother after months of prenatal care and the 
intimate shared experience of birth. I think this feeling is an indicator that the 
professionalism of modern midwifery is not truly in the best interests of the 
emotional/family relations. Perhaps the ancient “with women” midwives were more 
like senior mothers of the community. Certainly they were more connected to the 
mothers by social ties throughout their lives.103  

Modern professionalized midwifery does not usually allow women to continue these 

relationships once the birth is over, since the woman and her midwife might otherwise have 

no social circles or familial ties in common.   

Women who view birth as a sexual, intimate event have a particularly hard time 

imagining hiring an outsider to be present. “I don’t see how any midwife who makes her 

                     
101 Sandy, “midwives/ was: how do you deal w/ mainstream ideas?” c-birth, February 5, 2006.  

102 Chloe, “Can Hosp’s EVER Become the best possible place to birth? (weeding undesirable,” c-birth, 
December 15, 2005.  

103 Sarah, “Midwife/medwife,” April 11, 2006.  
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business attending other people’s private sexual events (birth!) could call herself [UC 

supportive],” Helen wrote.104 Some UCers have even characterized midwives as sexual 

voyeurs and, at worst, participants in paid sexual acts (much as one might hire a prostitute). 

For example, Sabrina argued that even hiring a doula for a birth automatically disqualifies it 

as an unassisted birth. “To me it’s no different than making your $$$ attending the 

conception, as in it’s kinky for you to sit there and watch/hold a woman’s hand/rub her 

back, whatever, in the midst of her and her husband’s sacred sex act,” she wrote. “To be 

honest, I think doulas are just glorified sex workers who aren’t willing to admit that that’s 

what they do. And that doesn’t mean I’m against sex workers; I used to be one.”105 These 

views are certainly not representative of the UC community at large, but some UCers do feel 

this way. Valarie Nordstrom, who has been a long-term participant in unassisted birth 

communities through her editorship of the NNII, remarked that UCers sometimes create a 

catch-22 situation for midwives:  

I want to say that we don’t want to demonize UC-friendly midwives. We get into 
that double bind of damned if you do, damned if you don’t: They’re jerks if they 
don’t support UC—but voyeurs if they do support UC? That’s not fair. UC takes 
many forms, and it should....I am always a little concerned when women want to 
dictate rules for each other in how to birth—fanaticism gets dangerous. 106  

 I wonder if this tension over midwifery is part of a larger cultural anxiety about 

women’s roles. We hold sometimes unrealistically high ideals for women: they should be 

both full-time devoted mothers and full-time productive employees. They should be loving 

and caring and generous, but also compensated fully for their work (even though they 

continue to earn less than men for equivalent work). Is the idea that midwifery should be not 

                     
104 Helen, “yay!! I found...” c-birth, July 6, 2005.  

105 Sabrina, “New Intro Description and Hi Dina...” c-birth, January 13, 2005.  

106 Nordstrom, “yay!! I found...” c-birth, July 6, 2005. 
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only generous but also free of charge destructive to the long-term existence of the profession? 

Perhaps the distrust of monetary exchange for midwifery services is another way of 

degrading women’s work, by insisting that it’s important, but not important enough to pay for.  

 On the other hand, as nostalgic and elusive as she is, the mythological midwife does 

provide a possible template for bringing together today’s midwives and UCers. This is the 

model that Katie strives to emulate, one in which midwives work to share their knowledge 

and to encourage women in their communities to rediscover “the body’s wisdom and one’s 

own skills in moving through something like birth.” She noted: “Even the Iroquois woman 

who came to birth alone wasn’t really alone with birth because she’d already had a lifetime of 

teachings and support that go with her to her solo birthing.” Katie’s vision for midwifery is 

to integrate it so fully into everyday life that “midwifery as I understand it now, will be 

obsolete...not that there will never be wise women to assist as needed from time to time, just 

that women will have collectively relearned their Nature.”107  

In that sense, perhaps midwives’ and unassisted birthers’ goals are not as 

irreconcilable as they might seem. Of course, the criminalization, persecution, or heavy 

regulation of midwifery continues to influence whether this idyllic vision can ever become 

reality. Some UCers are driven farther away from midwifery because of the legal or political 

constraints on midwifery practice. On midwives’ end, the legal consequences of assisting UC 

families can be quite severe. While some midwives may never be comfortable lending 

information or assistance to families who want an unassisted birth, others might be more 

willing if they did not have to put their professional livelihood or personal freedom on the 

line. 

 As my interviews with these nine birth attendants show, extensive exposure to 

                     
107 Katie, “UC Stats,” ILMidwives, April 4, 2006.  
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unassisted birth ideas can dramatically change the way birth attendants practice both in and 

out of hospital settings. Birth becomes much more woman-led and woman-centered as 

attendants step back from an active management role to one that follows the woman’s lead 

and upholds her, not the attendant, as the locus of power, knowledge, and decision-making. 

Birth also becomes much simpler. There is generally less doing stuff and more being a quiet 

presence for attendants who have been affected by their interaction with unassisted birth. 

These women’s altered practice styles suggest that there is fertile ground for a synthesis of 

midwifery and UC approaches to birth. Interestingly, it includes many elements of the 

mythological midwifery of the distant past: egalitarian, anti-authoritarian, and woman-

centered care. It downplays clinical assessments, labor management, or legal concerns in 

favor of supportive, hands-off care.  
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CHAPTER 7 

BEYOND THE MEDICAL/MIDWIFERY MODELS OF BIRTH 

 

Unassisted birth receives media attention out of proportion to its occurrence rate like 
other fringe behaviors....Do you want to spend a year of your life describing the 
choices of women who decide to climb Mt. Everest nude when there are clothes in 
her drawer? 

 
Email to me from Jenny, CNM 

 
 

Even though UC is still a “fringe on the fringe” of childbirth options, a fraction of 

one percent of North American births, its significance reaches far beyond its numbers. 

Unassisted birth has suddenly made it on the mainstream radar, as I demonstrated in chapter 

two. National obstetrical organizations or their presidents1 in the U.S., Canada, Great Britain, 

Australia, and New Zealand all commented on UC in 2007. In that same year, newspapers, 

magazines, television, and radio began discussing UC with a sharply increased frequency. 

Several recent books about the culture and history of childbirth have mentioned unassisted 

birth, including Jennifer Block’s Pushed and Tina Cassidy’s Birth: The Surprising History of How 

We Are Born. Until a few years ago, the most “extreme” childbirth alternative that registered 

on the cultural radar was midwife-attended home birth. Today, unassisted birth is replacing 

midwife-attended home birth as the outer limit of the “culturally recognized spectrum of 

possible ways of thinking about pregnancy and childbirth,” to borrow a phrase from 

anthropologist Robbie Davis-Floyd. No matter how controversial or maligned, unassisted 

birth has entered the larger cultural awareness.  

 One significant effect of this increased awareness of unassisted birth is that UC 

                     
1 I consider statements from presidents of obstetrical societies as official comments representative of the larger 
organization.  
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makes other birth alternatives seem less radical in comparison. As I mentioned in chapter 

six, some midwives and midwifery supporters have used this argument as a strategy to push 

for direct-entry midwifery legislation.2 Reader responses to articles about unassisted birth 

often use UC as a platform to promote home birth midwifery, birth centers, or less 

interventive “natural” hospital birth. For example, a January 2008 ABC news article about 

UC, “DIY Deliveries,” prompted over 500 comments. Among the many respondents 

advocating for midwife-attended home births was a nurse who wrote:  

Being an experienced Labor and Delivery Nurse, I can totally appreciate the desire 
for women to have control of their bodies and overall birthing experience....I feel 
that one can experience all of the benefits and empowerment of a home birth and 
still have a midwife in attendance. 

A woman who had a UC with her fourth baby commented on the need for more options 

besides just hospital or unassisted: 

So many women in this country are caught between two extremes—the overly 
interfering hospital or the completely unassisted homebirth. There are not enough 
“in between” options....In any case, I really hope these discussion give the hospitals a 
wake-up call and also inspires the rise of more birth centers and more homebirth 
midwives. 

Another nurse remarked that today’s hospitals allow for home-like, private births: “Today in 

hospitals, the atmosphere is made to feel as much like home and personal as possible. 

Private rooms, family allowed to attend and basically as close to private as possible. That is 

the safest in my opinion.” The existence of unassisted birth as a motivator for expanding 

women’s birth options is not unique to the United States. This has been a noted reaction to 

UC in both Australia and the UK. For example, a September 2008 article in The Sydney 

Morning Herald featured several health care professionals urging for more birth options, so 

that women do not feel forced into having a UC:  

                     
2 I was present for a hearing on licensing midwifery in Springfield, IL, including discussions with the lobbyist 
before the hearing. I also participated on a state midwifery discussion list, where this strategy was discussed.  
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Dr [Hannah] Dahlen urged the Government to endorse and fund home births 
officially so women did not rush into freebirthing. “If we fix the system we won’t 
have women resorting to a last-minute panicked decision like this,” she said. “The 
increase in women freebirthing is a symptom of a system that does not give women 
choice. We’re seeing more and more of these concerning incidents in the last two 
years. It has to be addressed, and urgently.”3 

In being characterized as an extreme choice, unassisted birth often is discussed in the 

same context as another birth extreme: elective cesarean sections. In Jennifer Block’s book 

Pushed, she commented about the similarities between unassisted birthers and women who 

ask for elective cesarean sections.4 Block wrote: “I wonder if [freebirthers] and the “perineal 

sparing” crowd are really just two sides of the same coin: going unassisted and signing up for 

an elective cesarean are both coping mechanisms of a sort, the goal being to avoid a 

traumatic labor and delivery.”5 John Hoffman, a journalist for the Canadian parenting 

magazine Today’s Parent, presented a similar idea. In an article about the problems with 

modern maternity care, he wrote: 

Further evidence that something is wrong with our approach to birth is that, at 
opposite ends of the spectrum, we have tiny groups of women opting out. Free birth 
is at one end and Caesarean by choice (where mothers, as opposed to doctors, ask 
for it) is at the other. One thing these choices share is that they are ways for women 
to take control of their birth experience.6 

In other words, these two approaches to birth share similar goals of controlling birth and 

avoiding trauma, doing so by “opting out” of the conventional range of choices. One group 

seeks control by allowing no one into the process, trusting in the physiological process of 

birth; the other seeks control through surgery, thereby bypassing biology altogether. A term 

                     
3 Eamonn Duff and Louise Hall, “Home-Birth Baby Dies,” The Sydney Morning Herald, September 14, 2008. 

4 This is sometimes referred to in the mainstream media as being “too posh to push” and in medical literature 
as “cesarean delivery on maternal request.”  

5 Block, 105.  

6 Hoffman.  



 

 

320 

for the kind of control UCers strive for would be autonomous; the goal of UC is to allow 

births to unfold without outside control. On the other hand, women who embrace 

technocracy have an external locus of control; their way of giving birth is heteronomous, or 

dependent on others’ rules and actions (since, obviously, one cannot perform a cesarean 

section on oneself). 

As fascinating as Block’s and Hoffman’s ideas are, equating elective cesareans with 

unassisted births is also problematic. Often the reason they are compared with each other 

has only to do with the fact that they are perceived as the two endpoints of extreme 

behaviors. Is extremism in and of itself a unifying factor? Certainly most women in either 

group would not portray their own decisions as radical or extreme, but as reasonable and 

appropriate for their particular situation. While I cannot speak for women who choose 

elective cesareans, I know that unassisted birthers would argue that their approach is 

diametrically opposed to the ultimate “control” of a cesarean section. Unassisted birth is 

about embracing biology and bodily processes in all their chaos and messiness. It’s about not 

wanting anyone else to manage or influence the way the birth dance between mother and 

baby unfolds. Is that a desire to control? Yes, only in the sense that UCers seek to carefully 

control many of the variables surrounding birth—environment, beliefs, and participants—so 

that birth can unfold at its own pace with no interruptions or distractions, with no one 

managing or directing the process. Still, the language of extremes does give more working 

space for the options in the middle. For example, I would not be surprised if midwife-

attended home birth became more common and more accessible in the future. This would 

be due partly to publicity about unassisted birth, which might spur legislators to support the 

legalization and licensing of home birth midwives, and partly to an increased public 

awareness of midwife-attended home birth through birth activism such as Ricki Lake’s 
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documentary The Business of Being Born.  

 Besides altering cultural perceptions of various birth options, unassisted birth also 

challenges how we understand and interpret childbirth itself. Beliefs about birth are based on 

a complex framework of ideas about the female body, about the concept of nature, about 

the role of technology and industrialization, about balancing individuality and 

standardization, and about the nature of the mother-baby relationship. Before unassisted 

birth gained widespread attention, the nature of birth and the different ways of 

understanding it had been explained by a set of models that has changed little over the past 

twenty-five years.  

 Barbara Katz Rothman was the first to describe two different belief systems of 

childbirth in her 1982 book In Labor: Women and Power in the Birthplace. This book examined 

the history and current state of American maternity care, comparing medical and midwifery 

approaches to pregnancy, prenatal care, and childbirth. She found two different ways of 

understanding and interpreting childbearing: the “medical” and “midwifery” models. 

According to Rothman, the medical model sees pregnancy and birth “through the 

perspective of technological society, and from men’s eyes.” Its primary characteristic is that 

it is “based on the ideology of technology...with its values of efficiency and rationality, 

practical organization, systematizing, and controlling.” In addition, it is also based on the 

ideology of patriarchal society. As such, it views the male body as the norm, and the female 

body and its reproductive processes as deviations or complications from the “basic” or 

“simpler” male system. For example, the processes of pregnancy are described (and treated) 

as “symptoms” or “conditions.” The medical model is based on a Cartesian mind-body 

dualism and focuses primarily on the physical aspects of pregnancy and birth. The medical 

model also sees a dichotomy between the mother’s emotional needs and her baby’s physical 
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health. The woman’s body is understood as a “host” or “vessel” to the “fetus-parasite.”   

 The midwifery model, which Rothman articulated after researching the emerging 

home birth movement, is a female-oriented paradigm that adopts elements of the holistic-

health and back-to-nature movements. Rothman argued that it is a “woman’s perspective on 

birth, in which women are the subjects, the doers, the givers of birth.” The female body is 

the working norm in the midwifery model, so reproductive processes are understood as 

normal and healthy for women. The mother and baby are not at odds with each other, like 

the parasite-host relationship of the medical model, but are “genuinely one.”7  

 A revision and expansion of Rothman’s models came in Robbie Davis-Floyd’s 1992 

anthropological exploration of American birth practices: Birth as an American Rite of Passage. 

One of Davis-Floyd’s significant modifications was to use the term “technocratic” in place 

of “medical” and “holistic” in place of “midwifery.” Davis-Floyd explained her choice of 

terminology:  

[Modern technologies] have developed in a hierarchical social context that 
supervalues them and the individuals who control them. The term technocracy 
implies use of an ideology of technological progress as a source of political power. It 
thus expresses not only the technological but also the hierarchical, bureaucratic, and 
autocratic dimensions of this culturally dominant reality model. 

Another important modification was arranging these two perspectives on a spectrum. On 

one end is the medical or “technocratic” belief system, and on the other end is the midwifery 

or “holistic”8 model of birth. There are not simply two ways of seeing birth, Davis-Floyd 

argued, but a variety of philosophies that fall somewhere between the two extremes on the 

spectrum.  

                     
7 Rothman, In Labor, 33-48, 134-140. 

8 Davis-Floyd originally spelled it “wholistic.” I have changed all spellings to the more currently used “holistic” 
for clarity.  
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[T]hese models represent opposite ends of our culturally recognized spectrum of 
possible ways of thinking about pregnancy and childbirth. The holistic model is 
fundamentally different from the technocratic model—to fully believe one is to fully 
disbelieve the other....It has been my experience that few individuals, including 
physicians and midwives, espouse one of these models to the complete exclusion of 
the other. Most lean more toward one or the other while espousing some elements 
of both. 

Davis-Floyd’s two models closely mirror Rothman’s, with some minor modifications, 

additions, and clarifications. She based her technocratic/holistic paradigms on Rothman’s 

book; on her own interviews with birthing women, midwives, and medical professionals; and 

on obstetrical texts and home birth literature.  

 Davis-Floyd’s later work has examined an attempt to reconcile the two philosophical 

extremes of the spectrum, the “humanistic model.” Also known as a “bio-psycho-social 

model” of health care, it recognizes patients as feeling individuals and understands the 

human body as an organism rather than as a machine. Empathetic communication, 

information sharing, mutual decision-making between patient and practitioner, and shared 

responsibility are some of the basic principles of this model. Another way of understanding 

the humanistic approach that it is “high tech, high touch.” While the physical treatment of a 

patient can remain biomedical, it is applied in a humanistic (i.e., respectful, empathetic, and 

emotionally sensitive) style. Davis-Floyd noted: “in birth terms, you can hold a laboring 

woman’s hand and whisper loving words of encouragement even as she is hooked up to the 

IV and the monitor.”9 Davis-Floyd has applied the technocratic-humanistic-holistic models 

to other work, including her 1998 book about doctors’ belief systems From Doctor to Healer: 

The Transformative Journey. She also published a summary of these “three paradigms of health 

care that heavily influence contemporary childbirth, most particularly in Western, 

                     
9 Introduction to Frye vol. I, 3. 
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industrialized nations” in the International Journal of Gynecology and Obstetrics. Table 11 

summarizes the main elements of these three conceptual models.10  

 
 

Table 11: 
Technocratic, Humanistic, and Holistic Models 

 

Technocratic Humanistic Holistic 

 Basic underlying principle: 
Separation 

Basic underlying principle: 
Respect 

Basic underlying principle: 
Connection 

 
high tech / low touch 
body as machine 
classifying, separating 

approach 
supremacy of technology 
male body = norm 
doctor delivers baby 
birth as pathological, 

dangerous 
mother and fetus separate, 

antagonistic 
technical knowledge is 

valued 
institution = essential social 

unit 
time is important 
responsibility is the doctor’s 
doctor = technician, 

supervisor, manager 
doctor controls 

 
high tech / high touch 
body as organism 
whole woman matters 
science and technology 

counterbalanced with 
humanism 

balances institution’s and 
mother’s needs 

open-mindedness toward 
other modalities 

empathetic communication 
shared decision-making and 

responsibility 
 

 
low tech/high touch 
body as organism 
integrative, holistic approach 
sufficiency of nature 
female body = norm 
mother births baby 
birth as healthy, normal 

event 
MotherBaby as inseparable 

unit 
intuitive, experiential 

knowledge is valued along 
with clinical, objective 
knowledge 

family = essential social unit 
time is irrelevant 
responsibility is mother’s 
midwife = nurturer, skillful 

guide 
midwife supports and assists 

 
 
 
Rothman recently revisited the medical/midwifery models in a 2007 book Laboring On: Birth 

in Transition in the United States, co-authored with Wendy Simonds and Bari Meltzer Norman. 

Laboring On was a revision and expansion of In Labor, and in it Rothman addressed the 

                     
10 This table is based on several of Davis-Floyd’s writings: “The Technocratic, Humanistic, and Holistic 
Paradigms of Childbirth,” International Journal of Gynecology and Obstetrics 75, Supplement 1 (November 2001): S5-
S23; Ibid., Birth, 51-59, 154-186; and her introduction to Frye vol. I, 1-8.  
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significance of birth location. When Rothman wrote In Labor, she saw midwifery practices 

trying to take hold in hospitals as well as medicalized home births (including her own home 

birth with a female obstetrician), which is why she avoided linking location to birth models. 

In her most recent book, though, she concluded that the location of birth “turned out to be 

the most significant determinant of how birth is conducted.” She explained that the setting 

of birth is a key component in the production of knowledge systems:   

Setting—place, location—counts. The differences between medical and midwifery 
models of birth are not just about “attitudes,” and not just a set of guidelines for 
practice. Different bodies of knowledge are produced in different settings....And so 
we have developed in the United States two very different models and systems of 
care: the medical/hospital system on the one hand, and the midwifery/home system 
on the other.11  

Rothman’s and Davis-Floyd’s models have gained almost universal acceptance 

among scholars of childbirth, midwifery, and home birth. The medical/midwifery or 

technocratic/holistic models have remained largely unchanged and unmodified even after 

more than two decades of use. These models have found their way into academic writing,12 

midwifery textbooks,13 journalistic exposés and narratives,14 and advice literature.15 These 

models have tremendous explanatory power, which probably explains why they still remain 

in force today. There is one recent complication, though, with these models: there is no 

place within them for an unassisted birth paradigm. 

                     
11 Simonds, Rothman, and Norman, xx, xxii.   

12 For example, see Suarez.  

13 Frye, vol. 1. 

14 See for example Janet Schwegel, Adventures in Natural Childbirth: Tales from Women on the Joys, Fears, Pleasures, 
and Pains of Giving Birth Naturally (New York: Marlowe & Co., 2005); Sheila Kitzinger, Rediscovering Birth (New 
York: Pocket Books, 2000); Wagner, Born in the USA; Catherine Taylor, Giving Birth: A Journey Into the World of 
Mothers and Midwives (New York: Perigee, 2002).  

15 Ina May’s Guide to Childbirth. 
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 Now that unassisted birth has entered mainstream awareness (acceptance of home 

birth, let alone unassisted birth, is another matter), we need to find ways to place UC beliefs 

and values in relationship to existing birth models. This might seem like an easy task at 

first—why not just extend the spectrum of beliefs about birth to include unassisted birth as 

the far point on the holistic end? After all, unassisted birth does share many beliefs with the 

holistic approach to birth: it sees birth as a natural, normal, woman-centered process; 

focuses on the family as the primary social unit; values intuitive and body knowledge over 

objective, science-based knowledge; and acknowledges the importance of environmental 

ambiance to a safe and successful birth.  

 Lynn Griesemer, for example, extended the technocratic-holistic spectrum to include 

unassisted birth. She depicted unassisted birth at the pinnacle of several different beliefs 

about birth (see Figure 2). Unassisted birthers on level one hold the following values and 

beliefs: 

low-tech birth, high level of knowledge, high confidence, positive expectations, 
assertiveness, optimal body-mind-spirit health connection, high responsibility. 
Willing to make changes, seek personal fulfillment, follow personal desires and 
intuition, belief that the individual is the final authority of her condition, low need 
for security, can accept uncertainty. 

Next, women who adhere to a holistic model of birth, choosing birth centers or midwife-

attended home births (level two), hold similar, but more watered-down, beliefs. Level three 

roughly corresponds to the humanistic model, in which women are active participants and 

team players with their health care providers. The bottom of the pyramid, roughly equivalent 

to the technocratic end of Davis-Floyd’s spectrum, is the polar opposite of the top. In 

contrast to the positive descriptions of level one women, who she claimed were the most 

likely to have a satisfying birth event, her description of level four women was quite negative: 

Those on the fourth level seldom enjoy the experience of childbirth. They abdicate 
all responsibility to the doctor and are usually uninformed. They believe that 
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technology will solve all of their problems and are more concerned with anything it 
takes to get the baby out and ending the pregnancy regardless of what is healthiest 
and most beneficial for the mother and child....Another group of women found on 
level four is those who have a strong desire to control events....They do not tolerate 
uncertainty. They will do everything to eliminate pain.16 

Griesemer’s model has several flaws, especially her judgmental attitude about women who 

are not on or near level one of the pyramid. She clearly views unassisted birth as the superior 

way to birth and dismisses other approaches as inferior and uninformed. While Rothman’s 

and Davis-Floyd’s models delineate differences in how people understand childbirth, they do 

not assign positive or negative values to either model. In addition, a vertically-oriented 

 
 

Figure 2:  
The Birth Pyramid 

(from Unassisted Homebirth p.42) 

 

 
 

                     
16 Griesemer, Uassisted Homebirth, 41-44 
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pyramid almost inevitably connotes a superior/inferior dichotomy between the higher and 

lower levels, with the upper “elite” levels gazing condescendingly upon the lower “masses” 

of less responsible, less motivated, and less educated birthers.   

More significantly, though, simply labeling unassisted birth as the new end-point of 

possible beliefs about birth ignores the fundamental rift that separates UC from any other 

existing belief system about birth. It’s not just that UC is more extreme, more “pure,” or 

more anything than the holistic approach to birth. Some of the key beliefs and assumptions in 

unassisted birth are totally foreign to anything on the technocratic-holistic spectrum. 

Complicating matters even further, other UC beliefs do mesh seamlessly with the holistic 

model. Table 12 lists the key beliefs and concepts of a UC model of birth, similar to how I 

presented the technocratic, humanistic, and holistic models earlier in this chapter. One 

common unifying element of the technocratic/holistic spectrum (or the updated 

technocratic/humanistic/holistic spectrum) is that it rests entirely upon the assumption that 

birth is attended. The key questions that emerge from the Rothman/Davis-Floyd models 

center on the assumption of attended birth: Does a woman birth at home or in a hospital? 

Does she hire an obstetrician or a midwife? Does she choose “natural” birth or accept 

medications? How does she relate to her caregiver? How do she and her care giver 

understand the meaning of nature and technology? With the emergence of unassisted birth, 

the core axis of the technocratic/holistic spectrum—the presence of an attendant—is itself 

thrown into question. Several of UC’s foundational premises lie entirely outside that axis. 

UC destabilizes the Rothman/Davis-Floyd model in that it raises an entirely new set of 

questions about birth: Is birth a private family event or a social, interactive experience? Is it 

intuitive or managed by someone else? Is the birthing woman acting autonomously, or are 

her actions guided, in part or in whole, by external influences? Does she choose a caregiver 
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Table 12: 
UC Model of Birth 

 

Unassisted Model 

Basic underlying principle: 
Autonomy 

 
Importance of privacy for the laboring woman 
Birth belongs within the family or within mother’s intimate social circle 
Birth works best when hormones can release without disturbance 
Undisturbed birth is ideal, safest  
Birth as an inherently safe, normal bodily function 
Primacy of intuition and instinctual knowledge 
Ultimate authority and knowledge rests within mother/mother’s body 
Mother is the expert in her own body and baby 
Safety as a complex, individually calculated decision; necessitates accepting the possibility 

of injury or death to mother or baby 
Risk as a relative, relational concept; UC model destabilizes culturally accepted risk 

cultures 
Responsibility = taking a proactive role in ensuring health and safety of mother and baby 
Accepting all outcomes, good or bad, of decisions made (or allowed to happen) 
Ability to shift between knowledge/value systems when needed 
Financial gain and professionalization of maternity caregivers are suspect 
Ideal of shared, de-centralized, community-based birth knowledge 

 
 
 
or does she give birth herself? Was the birth undisturbed, meaning that the hormones 

involved were able to release at the right time and in the right amounts, and that the woman 

felt private, safe, and unobserved by those surrounding her?  

 Unassisted birth does not undo the very important work of the earlier 

technocratic/holistic spectrum, since this model is still relevant to many women’s and health 

care providers’ experiences. Instead, it opens a new set of questions and assumptions about 

childbirth that must also be acknowledged. I think of UC as existing in different but 

intersecting dimension than the technocratic/holistic spectrum. UC intersects with parts of 

the holistic model of birth—which explains some of the close congruity of beliefs between 

holism and UC—but its other tenets exist outside the technocratic/holistic axis that assumes 
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the presence of an attendant.  

 The idea of different but intersecting dimensions allows for the variety of 

experiences UCers have had with midwives, and for the disparate attitudes that midwives 

hold towards UC. Those midwives with a similar paradigm to UCers share many of the same 

approaches to birth and will witness similar kinds of births, where the woman is 

autonomous, catches her own baby, and follows her body and instincts with little assistance 

or direction from the midwife. Holistic midwives who are a bit further from the intersection 

of the unassisted model share fewer beliefs and thus tend to disagree with UC.  

 Adding unassisted birth to the existing models of birth also calls into question the 

linearity implied in a spectrum. Are there other ways of envisioning the relationships 

between models of birth without using left-to-right or top-to-bottom relationships? Can we 

envision a model of birth that doesn’t “end” in two “extreme” points? One weakness of any 

sort of linear spectrum is that it is hard for the end-points to  escape the negative 

connotation of extremism (think radical, fanatic, over-the-top, and over-reacting), while the middle 

points enjoy positive connotations of being balanced, moderate, and reasonable. This definitely 

does not reflect how women and caregivers themselves think about their own choices and 

beliefs. I would guess that every woman and care provider sees their choices as being 

reasonable and sound, no matter where they may fall on a linear spectrum that researchers 

have constructed. An unassisted paradigm sees UC as a normal, healthy, and reasonable way 

to give birth—not as a fringe, reactionary behavior. The same would apply to women who 

embrace any other model of birth: technocratic, holistic, humanistic, or some other 

combination of the above. Induction or acceleration of labor, epidural anesthesia, and 

coached pushing constitute a “normal” and reasonable birth for many women.  

 UC provides a way to escape a linear way of thinking about birth choices, by 
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allowing for skips, jumps, or sometimes unusual combinations of beliefs. For example, 

UCers place high value on an intuitive and autonomous birth. Usually this means having an 

unassisted home birth, but sometimes intuition can lead a mother to seek medical 

intervention. While the mother may technically not end up with an unassisted birth (because 

there were care providers present), she still can have an intuitive and autonomous birth in 

the spirit of UC. Melissa, whose story I narrated briefly in chapter four, transferred to a 

hospital during labor after feeling a “strange mother’s intuition that something was wrong.” 

Her intuition was correct; the baby’s heart rate was dropping during contractions because his 

umbilical cord was pinched against the top of his head. She and her physician worked 

together to try to remedy the situation, and finally she decided to have a cesarean. Melissa 

herself commented that she felt “completely fine about it because this time I was in control,” 

unlike her first cesarean experience. I would argue that her instincts and autonomy remained 

intact in the hospital setting and that her commitment to a UC ideology enhanced the 

outcome of the birth.17  

 It is my hope that this dissertation can begin to articulate unassisted birth’s place in 

the current medical and cultural climate of North American childbirth. Unassisted birth is 

not a total condemnation of obstetrics or midwifery, but it does articulate some failures and 

abuses within each system. I have also allowed birth attendants to speak about the shadow 

that unassisted birth may cast, as well as how it can improve the way they practice at births. 

An understanding of why women choose unassisted birth illuminates certain maternity care 

practices that drive some women away from the care they might need. Unassisted birth can 

also teach women and caregivers important lessons about the importance of women’s 

                     
17 Melissa (mommytrax), “My UC turned into an emergency c-section,” MDC, October 23, 2007, 
http://www.mothering.com/discussions/showthread.php?t=776075.  
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intuitive knowledge, the multifaceted nature of safety, the complex calculus of risk analysis 

that all birthing women engage in, and the effect of other people’s actions and presence on 

how birth unfolds.  
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APPENDIX A. UNASSISTED BIRTH SURVEY 

 
 
Thank you for participating. This survey will help me understand what unassisted childbirth 
means and why people make that choice.  
 
Please take the time to give detailed responses. At the beginning of this survey is a space for 
providing biographical information (for statistical purposes). Fill out only what you feel 
comfortable with. You will remain anonymous unless you specifically request that I use your 
real name. You do not need to give any identifying information or contact information in 
order to participate in the study. 
 
__ Please assign me a pseudonym.  
__ Please use my real name: ______________________________ 
 
May I contact you if I have follow-up questions?  
__ Yes (indicate best way to contact you: __________________________________ ) 
__ No 
 
State of residence:  
Gender:  
Age:  
Race/ethnicity:  
Marital/relationship status:   
Your occupation & education level:  
Your significant other’s occupation & education level:  
Number of children and their ages:  
Place and manner of your children’s births:  
Involvement with birth (mark any that apply):  
 ___ mother/father  
 ___ CNM      
 ___ DEM (certification?):  
 ___ student midwife 
 ___ doula  
 ___ childbirth educator     
 ___ LLL member      
 ___ OB nurse      
 ___ doctor (__ OB/GYN, __family practice, __other ____________________)     
 ___ other (please indicate) ____________________ 
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1. What is your definition of unassisted childbirth (also called unabirth, UC, or freebirth)? 

2. What makes birth safe or unsafe? How do you define safety? How did this influence your 
decision to have a UC?  

3. Is there a kind of unassisted birth you prefer? (Solo birth, couple’s birth, family birth, UC 
with a doula or friend present, etc).  

4. How did you first learn about unassisted birth? Have your feelings about it changed over 
time?  

5. Do you have any acquaintance, friends, or family members who have given birth 
unassisted?  

6. Why did you choose an unassisted birth?  

7. Please tell your unassisted birth story(ies), including intended UCs that ended in transfers. 

8. Did you have health insurance? Did it cover (attended) homebirth? Did finances or 
insurance influence your decision to have an unassisted birth?  

9. How did you prepare yourself and your family for the birth?  

10. Please describe your prenatal care (your own, and shadow care if applicable).  

11. How did friends and family members react to your plans to birth unassisted?  

12. Did your unassisted birth meet your expectations? Would you do it again?  

13. Would you recommend unassisted birth to others? Why or why not?  

14. Please list any books, people, articles, or videos that influenced your choice to have an 
unassisted birth.  

15. What other parenting or lifestyle choices are important to you? 

16. What is your perspective on midwifery, especially homebirth midwifery?  

17. Include any other comments or experiences below. 
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APPENDIX B. SURVEY ABOUT UC FOR BIRTH ATTENDANTS 

 
 
Thank you for participating in this survey. This survey will help me understand what birth 
attendants think about planned unassisted birth—usually defined as birth without a doctor 
or midwife.   
 
Please take the time to give detailed responses. At the beginning of this survey is a space for 
providing biographical information (for statistical purposes). Fill out only what you feel 
comfortable with. You will remain anonymous unless you specifically request that I use your 
real name. You do not need to give any identifying information or contact information in 
order to participate in the study. 
 
__ Please assign me a pseudonym.  
__ Please use my real name: ______________________________ 
 
May I contact you if I have follow-up questions?  
__ Yes (indicate best way to contact you: __________________________________ ) 
__ No 
 
State of residence:  
Gender:  
Age:  
Race/ethnicity:  
Marital/relationship status:   
Your occupation & education level:  
Your significant other’s occupation & education level:  
Number of children and their ages:  
Place and manner of your children’s births:  
Involvement with birth (mark any that apply):  
 ___ mother/father  
 ___ CNM      
 ___ DEM (certification?):  
 ___ student midwife 
 ___ doula  
 ___ childbirth educator     
 ___ LLL member      
 ___ OB nurse      
 ___ doctor (__ OB/GYN, __family practice, __other ____________________)     
 ___ other (please indicate) ____________________ 
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1. “Safety” is a highly contested concept when people talk about birth. How do you define 
safety? What makes birth safe or unsafe?  

2. What makes homebirth safe?   

3. Is planned, unassisted homebirth safe? Why or why not?  

4. Many women planning an unassisted birth also choose an “unassisted pregnancy,” in 
which they do their own prenatal care. Please share your thoughts about this.  

5. Do you support women planning an unassisted birth? (This could include providing doula 
services, agreeing to be a backup, providing information or lab work, etc). Why or 
why not? 

6. Have you ever considered or had an unassisted birth? Please share your experiences.  

7. Why do you think women would seek an unassisted birth?  

8. Would you recommend an unassisted birth as an option to friends, family, or clients? Why 
or why not?  

9. Are you familiar with the main philosophies and writings of unassisted birth? What books, 
authors, or websites have you read?  

10. Please share any other thoughts or comments about unassisted birth. 
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APPENDIX C. BIRTHRAPE SURVEY 

 
 
Thank you for participating.  This study will give me a better idea of how the term 
“birthrape” is used, how widespread the term is in childbirth circles, and what experiences 
people would label as “birthrape.” 
 
Background information: “Birthrape” is that the idea certain actions done towards a laboring 
woman can be considered rape, such as performing vaginal exams without the woman’s 
consent. 
 
Please take the time to give detailed responses. At the beginning of this survey is a space for 
providing biographical information (for statistical purposes). Fill out only what you feel 
comfortable with. You will remain anonymous unless you specifically request that I use your 
real name. You do not need to give any identifying information or contact information in 
order to participate in the study. 
 
__ Please assign me a pseudonym.  
__ Please use my real name: ______________________________ 
 
May I contact you if I have follow-up questions?  
__ Yes (indicate best way to contact you: __________________________________ ) 
__ No 
 
State of residence:  
Gender:  
Age:  
Race/ethnicity:  
Marital/relationship status:   
Your occupation & education level:  
Your significant other’s occupation & education level:  
Number of children and their ages:  
Place and manner of your children’s births:  
Involvement with birth (mark any that apply):  
 ___ mother/father  
 ___ CNM      
 ___ DEM (certification?):  
 ___ student midwife 
 ___ doula  
 ___ childbirth educator     
 ___ LLL member      
 ___ OB nurse      
 ___ doctor (__ OB/GYN, __family practice, __other ____________________)     
 ___ other (please indicate) ____________________ 
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1. When and how did you first encounter the term “birthrape”?  

2. What was your initial reaction to the idea of birthrape? Has it changed over time?  

3. Since then, where else have you seen the term or idea discussed?  

4. In your own words, please define birthrape. How is birthrape different from or similar to 
rape as we usually think of it?   

5. Have you ever experienced what you would consider birthrape, either firsthand or 
secondhand? Please describe.  

6. How did those experiences influence your choice of location and care provider for future 
births?  

7. Do you feel that using the term “birthrape” takes away from “traditional” rape victims 
(i.e., those not giving birth)? Please explain why or why not. 

8. Have you ever been the victim of rape or other sexual assault? If so, how does this 
experience influence how you understand the concept of birthrape?  

9. What are the possible political, social, or legal ramifications of accepting and validating the 
concept of “birthrape?” Do you feel the idea has potential to make positive changes 
for birthing women? Why or why not?  

10. Please include any other thoughts or comments about birthrape you may have.  
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