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When it comes to motherhood, we live in a world that makes no sense.

W
 e have seen the return of the midwife. And the rise of the cesarean section. 

For fi fty years there were almost no midwives to be found in most of the U.S. 

Th en during the same period in which nurse-midwives began practicing in 

U.S. hospitals, while hospitals introduced “birthing rooms” to replace operating-room-

like delivery rooms and the “natural childbirth” movement fl ourished, we also saw the 

cesarean section rate rise from 5% in 1970 to an astonishing and unprecedented 31.1% 

in 2006; it increased by a full 50% between 1996 and 2006 (Curtin and Kozak 1998, 

DeClercq et al. 2006, Hamilton et al. 2007, Martin et al. 2005).

Since the development of modern obstetrics, there has never been more talk of birth 

as a “healthy natural event,” yet each individual birthing woman is now acquainted with 

her personal “risk factors,” factors that doctors tell her make her birth less than healthy 

and far less than “natural.” Eighty-fi ve percent of women who birth in hospitals are 

strapped to fetal monitors (Martin et al. 2003), despite evidence that such monitoring 

produces unnecessary interventions (see Goer 1999, 244–47, for a summary of the 

medical literature on this issue).
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How did we come to this strange paradoxical position regarding childbirth in this 

country? Understanding these contradictions of contemporary U.S. maternity care is 

the goal of this reading.

CONSTRUCTING THE MEANING OF PROCREATION

Pregnancy and birth have diff erent meanings to diff erent people. What after all is a 

pregnancy? 

Pregnancy is, sometimes, a contraceptive failure, a side eff ect of a not very reliable 

method of birth control. Pregnancy is the eff ect of a successful treatment for infertil-

ity. Pregnancy is a condition of a woman’s body, to be distinguished from ovulation, 

menstruation and menopause. Pregnancy is the presence of a man’s baby in a woman, 

as when a man wants a woman to bear him a son to carry on his name. W.I. Th omas 

famously said, “Situations defi ned as real are real in their consequences.” How do 

we defi ne, how do we give meaning to pregnancy, to birth? Who has the power to 

defi ne?

Th e meaning of pregnancy is, like everything else, in the eye of the beholder, and 

in the U.S., the foremost “beholder” of pregnancy is the obstetrician. Th e obstetrical 

perspective on pregnancy and birth is held to be not just one way of looking at it, but 

to be the truth, the facts, science: other societies may have had beliefs about pregnancy, 

but we believe our medicine has the facts. But obstetrical knowledge, like all knowledge, 

comes from somewhere, it has a social, historical and political context. Medicine does 

not exist as “pure,” free of culture or free of ideology. Th e context in which knowledge 

develops and is used shapes that knowledge. Doctors see pregnancy, childbirth, and 

women’s entire procreative lives, from their perspective. Home-birth advocates and 

midwives off er a radically diff erent—in some ways diametrically opposed—view. It 

is in the confl ict between these two perspectives that the contradictions surrounding 

birth in this country arise. 

Th e primary characteristic of the modern medical model of health and illness in 

general is that it is based on the ideology of technology, that ideology appropriate 

to technological society, with its values of effi  ciency and rationality, practical orga-

nization, systematizing, and controlling. Th e application of a technological model 

to the human body can be traced back to Rene Descartes’ concept of mind-body 

dualism. For Descartes, the body was a machine, the structure and operation of 

which fell within the province of human knowledge, as distinguished from the 

mind, which God alone could know. Even though the Hippocratic principles state 

that the mind and body should be considered together, most physicians, whatever 

their philosophical views on the nature of the mind, behave in practice as if they 

were still Cartesian dualists (Dubos 1968, 76). Th e Cartesian model of the body 

as a machine operates to make the physician a technician, or mechanic. Th e body 

breaks down and needs repair; it can be repaired in the hospital as a car is in the 
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shop; once “fi xed,” a person can be returned to the community. Th e earliest models 

in medicine were largely mechanical; later models worked more with chemistry 

and newer medical writing describes computer-like programming, but the basic 

point remains the same. Problems in the body are technical problems requiring 

technical solutions, whether it is a mechanical repair, a chemical rebalancing, or a 

“debugging” the system.

A second major ideological basis of the medical model comes from its history as a 

men’s profession, growing out of a patriarchal history. Its values are those of men as 

the dominant social power; medicine sees pregnancy and birth through men’s eyes—

even now, as more and more women are trained in obstetrics, that history continues 

to cast its shadow. Medicine treats all patients, male and female, as “machines,” in 

conformance with the ideology of technological society. Th e treatment of women 

patients is further aff ected by the ideology of patriarchal society. We mean something 

more subtle here than just “men rule.” In a patriarchy, it is men as fathers who rule, 

and families take their name and their identity through fathers. Our society is not 

of course a simple patriarchy. But the history of patriarchy continues to color our 

understandings of birth and family. 

One important consequence of its patriarchal history is that medicine has fared 

no better than other disciplines in arriving at a working model of women that does 

not take men as the comparative norm. Medicine has treated and in many instances 

overtly defi ned, normal female reproductive processes as diseases. Certainly U.S. 

medicine is disease oriented, and has been since its early formal organization. Yes, 

doctors are illness oriented, and yes they did and sometimes still do treat pregnancy, 

birth, menstruation and menopause as diseases. But knowing that is not enough. 

We must go beyond that and ask why. Medicine does not, after all, treat all of 

our biological functions as diseases: the digestive system, for example, is usually 

considered well unless shown otherwise. Neither a full nor an empty colon has been 

seen as a disease-like state, and normal bowel movements are not medically moni-

tored. Why then were female reproductive processes singled out to make women 

“unwell,” in a “delicate condition,” constantly moving from one disease-like state 

to another? 

Th e source of the pathology orientation of medicine toward women’s health and re-

production is a body-as-a-machine model (the ideology of technology) in which the male 

body is taken as the norm (the ideology of patriarchy). From that viewpoint, reproductive 

processes are stresses on the system, and thus disease-like.

Until the middle of the 1900’s, doctors used the language of illness when discuss-

ing women’s reproductive systems, with pregnancy seen as a disease, menopause as 

a defi ciency disorder, childbirth as a surgical procedure. Contemporary physicians 

do not usually speak this way any more, regularly asserting that female reproductive 

functions are normal and healthy. However, they make these statements within the 

context of teaching the medical “management,” “care,” “supervision” and “treatment” 
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of these “conditions.” From the “diagnosis” of pregnancy, through the “management” 

of its “symptoms,” on to “recovery” from childbirth, the disease imagery remains and 

continues to infl uence obstetric thinking and practice.

Th e contemporary midwifery model of birth grew in response to this medical 

approach. Coming together out of the “back to nature,” movements of the 1960’s, 

“hippy” communal life, the feminist movement, the patient’s rights movement, 

religious fundamentalism, radical individualism—from a variety of strangely interre-

lated and sometimes apparently unrelated sources, a new midwifery began to appear 

in the U.S. Where the obstetric approach was “technological,” the midwives were 

“holistic,” where the obstetricians were patriarchal, the midwives were “women cen-

tered.” In home births, birth centers, in midwifery practices in and out of hospitals 

all over the United States, midwives worked to redefi ne birth, to off er a diff erent 

place to stand, a new—and maybe a very old—perspective on pregnancy, birth, 

mothers and babies.  

We’ve done interviews with over 100 midwives and midwifery students—both direct-

entry midwives who mostly practice home birth, and nurse-midwives, who mostly practice 

in hospitals—around the U.S., as well as with a smaller groups of women obstetricians 

(ten who were recommended to us by midwives) in Atlanta. In the rest of this article, 

we will off er brief a summary of the history of birth work in the U.S., and compare how 

members of these groups talked about one particular birth practice.

BIRTH IN THE U.S. IN HISTORICAL PERSPECTIVE

Midwives came over with the Pilgrims, and indeed the native peoples had their 

midwives before that. What is diff erent about the United States, compared to other 

countries, is that it was virtually unique in the world in largely abolishing midwifery 

before reinventing it in a new form, as a branch of nursing. Other developed coun-

tries, like France, Germany, Japan, and the Netherlands, each maintained a form of 

midwifery. In some the midwives had more power, and in some less, but all have a 

continuous history of practicing midwives. Th ere are continuing midwifery tradi-

tions all over the world, but their independence and their relationship to medical 

practice directly refl ects the history of imperialism and colonization. Th e history of 

midwifery refl ects world history: America won World War II and Japanese midwives 

lost status and power as Americans restructured Japanese hospitals; East and West 

Germany went separate ways in birth practices; countries colonized by the Dutch 

show a diff erent midwifery than those colonized by the British. But it is in the 

United States that we see an attempt to simply abolish midwifery completely.

Th e beginning of the end of American midwifery goes back before the establishment 

of the United States, and has its roots in British and European history. Th e earliest sign of 

encroachment on midwifery came from the development of the barber-surgeons guilds. 

In England, for example, under the guild system that developed in the thirteenth century, 
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the right to use surgical instruments belonged offi  cially only to the surgeon. Th us, when 

giving birth was absolutely impossible, the midwife called in the barber-surgeon to per-

form an embryotomy (crushing the fetal skull, dismembering it in utero, and removing 

it piecemeal) or to remove the baby by cesarean section after the death of the mother. 

It was not within the technology of the barber-surgeon to deliver a live baby from a live 

mother. Not until the development of forceps in the 17th Century were men involved in 

live births, and so became a genuine challenge to midwives. Interest in abnormal cases 

increased throughout the 17th and especially the 18th centuries; this may have been due 

to rapid urbanization and the resultant increase in pelvic deformities caused by rickets. 

(For a history of American midwifery, see Donegan 1978; Donnison 1977; For a history 

of European midwifery, see Bullough 1966).

In the early 17th century, the barber-surgeon Peter Chamberlen developed the 

obstetrical forceps, an instrument that enabled its user to deliver a child mechanically 

without necessarily destroying it fi rst. Th e Chamberlen family kept the forceps secret 

for three generations, for their own fi nancial gain, and only let it be known that they 

possessed some way of preventing the piecemeal extraction of an impacted fetus. Th e 

right to use instruments resided exclusively with men, and when the Chamberlens 

fi nally sold their design (or the design leaked out) it was for the use of the barber-

surgeons, and not generally available to midwives.

It has frequently been assumed that the forceps were an enormous breakthrough 

in improving maternity care, but on careful refl ection that seems unlikely. Th e physi-

cians and surgeons did not have the opportunity to observe and learn the rudiments 

of normal birth, and were therefore at a decided disadvantage in handling diffi  cult 

births. And unlike in the pre-forceps days, when a barber-surgeon was called in 

only if all hope of a live birth was gone, midwives were increasingly encouraged and 

instructed to call in the barber-surgeon prophylactically, whenever birth became 

diffi  cult.

Th e midwives of the time expressed their concerns. Sarah Stone, an 18th century 

midwife and author of Th e Complete Practice of Midwifery, alleged that more moth-

ers and children had died at the hands of raw recruits just out of their apprentice-

ship to the barber-surgeons than through the worst ignorance and stupidity of the 

midwife (Donnison 1977, 31). Th e noted midwife Elizabeth Nihell, author of A 

Treatise on the Art of the Midwife, in 1760 questioned the value of instrumentation 

as a result of her training in France at the Hotel-Dieu, where midwives practiced 

without male supervision or intervention (Donnison 1977, 33). Instruments were, 

in her opinion, rarely if ever necessary. Th e forceps of that time were of a primitive 

design, not originally curved to fi t the birth canal, and so went high up into the 

birth canal; and were not sterilized. Injuries and infections were common. A jour-

nalist of the time, Philip Th icknesse, agreed with Elizabeth Nihell that the growing 

popularity of the man-midwife, the barber-surgeon, and his instruments was not 

because of his superior skills but because of the power of men to convince women 
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of the dangers of childbirth and the incompetence of the midwives. Th e men were 

aided by the growing prestige of male birth attendants as a symbol of higher social 

status, possibly because of their higher fees. Not only did the men use their instru-

ments unnecessarily, resulting in maternal and infant mortality and morbidity, 

puerperal fever and extraordinary birth injuries, but, Nihell complained, were so 

adept at concealing errors with “a cloud of hard words and scientifi c jargon” that 

the injured patient herself was convinced that she could not thank him enough 

for the mischief he had done (Donnison 1977, 34). “Meddlesome midwifery,” 

as it was called at the time, was the forerunner of what later became known as 

“interventionist obstetrics.”

Spurred on by the development of basic anatomical knowledge and increased 

understanding of the processes of reproduction, surgeons of the 1700s began to de-

velop formal training programs in midwifery. Women midwives were systematically 

excluded from such programs. Women were not trained because men believed women 

to be inherently incompetent. Th e situation was far from simple however, and some 

men surgeons did try to provide training for the midwives, sharing with them the 

advances made in medical knowledge. Such attempts failed in the face of opposition 

from within medicine, supported by the prevailing beliefs about women’s abilities 

to perform in a professional capacity. Th e result was a widening disparity between 

midwives and surgeons. As men developed newer and more sophisticated technologies 

were developed, they kept them from the women.

We cannot assume that midwives would have been incompetent to use these 

technologies. Rather, their basic experience with normal birth probably made them 

eminently more capable than the inexperienced men. For example, some historians 

believe that the fi rst cesarean section recorded in the British Isles in which both 

mother and child survived was performed by an illiterate Irish midwife, Mary Dunally 

(Donnison 1977, 49). Th e training, experience and competence of the midwives of 

the 17th and 18th centuries varied enormously, and went largely unregulated. And 

the same was true of the training, experience and competence of the physicians and 

barber-surgeons.

As physicians gained near-complete ascendancy, the midwife was redefi ned from 

being a competitor of the physician-surgeon to being, in her new role, his assistant. 

Midwives lost autonomy over their work throughout most of Europe and in England, 

to a greater or lesser degree losing control over their own licensing, training require-

ments and the restrictions under which they functioned. Once physicians came to be 

socially defi ned as having expertise in the management of diffi  cult or abnormal birth, 

midwifery eff ectively lost control over even normal birth. Th e deleterious results of the 

new obstetrics outweighed its benefi ts, particularly for normal and healthy pregnan-

cies. Th e rise of obstetrics in the U.K., in Europe, and in cities throughout the U.S., 

was not associated with improved outcome for mothers and babies.
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But once the surgeon or physician is held to be necessary “in case something goes 

wrong,” then the midwife becomes dependent on the physician and his goodwill for 

her “backup” services. When physicians want to compete with midwives for clients, 

all they have to do is withhold backup services, that is, refuse to come to the aid of 

a midwife who calls for medical assistance. Th is is a pattern that began in the earliest 

days of the barber surgeon and continues right through to today.

Even when physicians are not in competition with midwives, but really need mid-

wives to handle the cases that they, the physicians, wish to avoid—such as the rural 

poor or the tediously normal births—physicians still control midwives by setting the 

standards for training and regulating which instruments and procedures they may 

use, and for which they must call on their backup doctors. While these decisions are 

ostensibly made to bring about best possible health care for mother and child, by 

preventing “unqualifi ed” persons from providing particular services, that is certainly 

not the way it always worked out. And again, this is a problem that repeats itself over 

and over in diff erent eras. 

THE U.S. SITUATION

Th e balance of power that has been achieved between medicine and midwifery varies 

across the world. It is only in the United States however, that midwifery actually 

failed to survive. 

In the 19th and early 20th centuries, midwives and physicians in the U.S. were in 

direct competition for patients, and not only for their fees. Newer, more clinically 

oriented medical training demanded “teaching material,” so that even immigrant and 

poor women were desired as patients (Ehrenreich and English 1973). Doctors used 

everything in their power to stop the midwives from practicing. Th ey advertised, using 

racist pictures of “drunken, dirty” Irish midwives, and of hooked-nose, witch-like Jewish 

midwives. Th ey played on immigrant women’s desire to “become American,” linking 

midwives with “old country” ways of doing things. Th e displacement of midwives 

can be better understood in terms of this competition than as an ideological struggle 

or as “scientifi c advancement.” Physicians, unlike the unorganized, disenfranchised 

midwives, had access to the power of the state through their professional associations. 

Th ey were thus able to draw women in with their advertising, but also to control 

licensing legislation, in state after state restricting the midwives’ sphere of activity and 

imposing legal sanctions against them (Brack 1976, 20).

What did the medical takeover of birth mean for women and babies? Medicine 

would have us believe that it meant above all a safer birth. Th e profession of medicine 

claims the decline in maternal and infant mortality that we experienced in the 20th 

century was a result not so much of women’s hard-won control over their own fertility, 

or even of better nutrition and sanitation, but rather of medical management per se. 

Medical expansion into the area of childbirth began, however, before the development 
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of any of what are now considered to be the contributions of modern obstetrics: before 

asepsis, surgical technique, antibiotics, anesthesia. At the time when physicians were 

taking over control of childbirth in the U.S., the noninterventionist, supportive tech-

niques of the midwife were safer for both the birthing woman and her baby.

In Washington, D.C., as the percentage of births reported by midwives shrank 

from 50% in 1903 to 15% in 1912, infant mortality in the fi rst day, fi rst week, 

and fi rst month of life all increased. New York’s dwindling corps of midwives did 

signifi cantly better than did New York doctors in preventing both stillborns and 

puerperal sepsis (postpartum infection). And in Newark a midwifery program in 

1914–1916 achieved maternal mortality rates as low as 1.7 per thousand, while in 

Boston, in many ways a comparable city but where midwives were banned, the rates 

were 6.5 per thousand. Infant mortality rates in Newark were 8.5 per thousand, 

contrasted with 36.4 in Boston (Kobrin 1966, 353). Th e situation was similar in 

England, where an analysis of the records of the Queen’s Institute for Midwives for 

the years 1905–1925 found that the death rate rose in step with the proportion of 

cases to which midwives called the doctors (Donnison 1977, 120).

In sum, during the course of the late 1800’s through the early 20th century, medi-

cine gained virtually complete control of childbirth in U.S., beginning with the middle 

class and moving on to the poor and immigrant population. And it did this without 

any indication that it was capable of doing it well. Midwifery almost ceased to exist in 

this country, and for the fi rst time in history, an entire society of women was attended 

in childbirth by men. 

MEDICALIZED BIRTH

What did this medically attended birth look like, feel like, to the women who experi-

enced it?

Th e standards for obstetrical intervention that gained acceptance in the 1920’s and 30’s 

remained in place through the 1970’s, and shadows of those practices remain with us today. 

Th ese practices can be traced back to a 1920 article in the American Journal of Obstetrics 

and Gynecology, “Th e Prophylactic Forceps Operation,” by Joseph B. DeLee. DeLee’s 

procedure for a routine, normal birth required sedating the woman through labor, and 

giving ether for the descent of the fetus. Th e baby was to be removed from the unconscious 

mother by forceps. An incision through the skin and muscle of the perineum, called an 

episiotomy, was to be done before the forceps were applied. Removal of the placenta was 

also to be obstetrically managed rather than spontaneous. Ergot or a derivative was to be 

injected to cause the uterus to clamp down and prevent postpartum hemorrhage.

Why were DeLee’s procedures, rather than allowing the mother to push the baby 

out spontaneously, so widely accepted by the 1930’s? On one level, we can answer 

this in terms of the needs of the still developing profession of obstetrics: the need for 

teaching material; the need to justify both the costs and the prestige of obstetrics by 
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providing a special service that midwives and general practitioners had not provided; 

the need to routinize patients in a centralized facility. Consider, however, the medical 

rationale, the reasons doctors themselves gave. Th ey thought that what they were doing 

was a reasonable response to the demands of labor. Just how did they understand labor, 

and what is this medical model of birth?

Th e use of forceps was to spare the baby’s head, DeLee having famously compared 

labor to a baby’s head being crushed in a door. Th e episiotomy was done to prevent 

tearing of the perineum, something that is almost inevitable with the use of forceps. 

Even without forceps use, however, U.S. physicians were fi nding tearing to be a 

problem, most likely owing to the use of the American-style delivery table, which 

required the supine position, with legs in stirrups (Haire, 1972). Th e clean cut of the 

episiotomy was held to be easier to repair than the jagged tear. DeLee further claimed 

that the stretching and tearing of the perineum resulted in such gynecological condi-

tions as prolapsed uteri, tears in the vaginal wall, and sagging perineums. It wasn’t 

until 1976 that an empirical study was done to determine the long-term eff ectiveness 

of episiotomies, and the results indicated that episiotomies caused rather than pre-

vented these conditions (Brendsel, Peterson, and Mehl 1979). Episiotomies are still 

one of the most widely performed surgical procedure on women and every few years 

another study comes forth showing that they do not work (most recently, Hartmann 

et al, 2005). Most intriguingly perhaps, DeLee claimed that the episiotomy would 

restore “virginal conditions,” making the mother “better than new.” All through the 

1970’s obstetricians were heard to assure husbands, who were just then starting to 

routinely attend births, that they were sewing the woman up “good and tight.”

For the baby, according to DeLee and his many followers, the labor was a dangerous, 

crushing threat, responsible for such conditions as epilepsy, cerebral palsy, “imbecility” 

and “idiocy,” as well as being a direct cause of death. For the mother, birth was compared 

to falling on a pitchfork, driving the handle through her perineum. Using these analogies, 

DeLee was able to conclude that labor itself was pathological (DeLee 1920, 40).

Th e implication of the DeLee approach to birth for the mother is that she experi-

enced the birth as an entirely medical event, not unlike any other surgical procedure. 

At the beginning of labor she was brought to the hospital and turned over to the 

hospital staff . Th e sedation most commonly used from the 1930s through the 1970s 

was “twilight sleep,” a combination of morphine for pain relief in early labor, and then 

scopolamine, believed to be an amnesiac. A woman under twilight sleep can feel and 

respond to pain; the claim is only that she will not remember what happened. Women 

in twilight sleep therefore had to be restrained, or their uncontrolled thrashing could 

cause severe injuries, as the drugs left them in pain and disoriented. Obstetrical nursing 

texts off ered warning pictures of women with battered faces who were improperly 

restrained and threw themselves out of bed.

Th e birth itself was not part of the mother’s conscious experience, because she was 

made totally unconscious for the delivery. Such women required careful watching as 
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they recovered from anesthesia. Th ey were in no way competent to hold or even see 

their babies; it might be quite some time before they were told the birth was over 

(Guttmacher 1962). Th e babies themselves were born drugged and required careful 

medical attention. Th at drugged, comatose newborn was the source of the popular im-

agery of the doctor slapping the bottom of the dangling newborn, attempting to bring 

it around enough to breathe. It was several hours, or even days, before the mother and 

baby were “introduced.”

While women were sometimes co-conspirators with doctors in the development 

of twilight sleep, so-called “painless” labors, and medicalization, other women fought 

this turn of events. When the DeLee approach developed in the 20’s and 30’s became 

dominant throughout the United States by the 1950’s, a counter voice was raised, 

calling for a return to a more “natural” childbirth.

MAKING PAIN THE ISSUE

“Natural childbirth” is a slippery concept: one would be hard put to claim that 

anything people do is “natural.” In the world of birth, “natural” is used for anything 

from a vaginal (as contrasted to a cesarean) birth, whether or not the woman was 

conscious, to a completely “non medicated” birth. “Prepared childbirth” is a more 

useful concept for viewing U.S. hospital births; it has come to mean the use of 

breathing and/or relaxation techniques, and particularly, taking some “childbirth 

preparation course,” perhaps six evenings, perhaps one or two days over a weekend, 

to learn about birth. Or perhaps, to be more accurate, to learn about the medical 

management of birth: Most of the preparation courses, many off ered by the hospi-

tals themselves, are designed to prepare women for the hospital experience they are 

expected to have. 

And what is that experience? Largely it is understood in terms of pain: pain expe-

rienced and pain avoided. Th ere are a number of reasons why pain became a central 

issue in hospitalized births. For one thing, birth in hospitals is almost certainly 

experienced as more painful than birth outside of hospitals. Before the pressures of 

the prepared-childbirth movement brought husbands or other companions into the 

labor room, laboring women were routinely left alone. Th eir only companionship 

might have been another laboring woman on the other side of a curtain. A nurse 

would stop in now and again, but for hour upon hour the woman lay alone, with no 

one to comfort her, hold her hand, rub her back, or just talk to her, and nothing to 

do to take her mind off  her pain. Consider what a toothache feels like in the middle 

of the night, when you’re all alone and just lying there, feeling it ache and watching 

the clock tick away hours.

Second, the physical management of birth made it more painful. Confi nement to 

bed prolongs labor, and the comparatively ineffi  cient contractions in the horizontal 

position may make it more painful. When a woman is upright, each contraction 
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presses the baby down against her cervix, opening up the birth passage. When she is 

lying down, the weight of the baby presses on her spine, accomplishing nothing except 

to increase her discomfort.

Th ird, the mother’s experience needed to be conceptualized as pain in order to 

justify medical control. Conceptualizing the mother’s experience as work would have 

moved control to the mother. Th is was clearest in the medical management of the 

second stage of labor, pushing the baby out, in which the woman was so positioned 

as to make the experience as painful as possible and at the same time to minimize 

the value of her bearing-down eff orts. In the lithotomy position, the baby must be 

moved (pushed or pulled) upward because of the curve of the birth canal. Doctors 

felt that this position gave them the most control, with total access to the woman’s 

exposed genitals. But doctors’ control came at the expense of mother’s control. Th e 

lithotomy position rendered her totally unable to help herself, feeling like “a turtle 

on its back,” or a “beached whale.”

Th is is not to say that labor, even under optimal conditions, is not painful. It is. 

But there is a diff erence between experiencing pain and defi ning the entire situation 

only in terms of pain. Pain may be one of the sensations people experience in sexual 

activity, for example, but most do not take it as the key element in sex. Any particular 

stimulation or pressure produces many complex sensations, and pain may be part of 

what one feels. And birth does have much in common with orgasm: the hormone 

oxytocin is released; there are uterine contractions, nipple erection, and, under the 

best circumstances for birth, an orgasmic feeling (Gaskin 2003). But the lithotomy 

position, like the “missionary” position, put women fl at on their backs and made 

attaining an orgasm—or any pleasurable feelings—a lot less likely.

WHAT HAPPENS AT HOME?

Midwifery focuses on pregnancy and birth as processes. Labor is labor, diffi  cult work, 

but it is beautiful, normal, “natural” as midwives see it. Th ey work to help women 

have birth experiences that are spiritual, beautiful, and worthwhile. Pain may be 

part of labor, risk may be part of giving birth, but they are not the central elements 

around which midwifery practice is built. When discussing what they’re all about, 

the dominant theme for midwives is facilitating one of life’s most meaningful events. 

Doctors, in contrast, with their risk-orientation, focus much more on the outcome: 

healthy baby, healthy mom. 

To illustrate the diff erences in their philosophies, we will focus here on participants’ 

views about the topic of home birth. (For an extended discussion of many more aspects 

of maternity care and birth attendants’ discussions of their motivations and practice 

ideals, see Simonds, Rothman, and Norman 2007.) Home birth is, according to most 

studies, safer than hospital birth, but doctors in this country have continuously raised 

opposition to—and political leverage against—home birth. 
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Th e smear campaigns against home birth midwifery that U.S. doctors have or-

chestrated at various times in U.S. history have not, and do not, rely on data that 

show hospital birth to be safer than home birth, because such data are lacking. One 

study out of dozens recently showed a higher infant death rate in home births than in 

other settings (Pang et al. 2002), but critics of that study refute the claim because the 

authors did not clearly distinguish between intentional (planned) and unintentional 

home births (see, e.g., MANA press release 2003 and Vedam 2003). All other studies 

show superior outcomes in terms of maternal and infant morbidity for home births, 

and equivalent outcomes in terms of mortality (see, e.g., Goer 1999; Johnson and 

Daviss 2005; and Olsen 1997). 

DIRECT-ENTRY MIDWIVES ON HOME BIRTH

Regardless of whether they fi rst attend births at home or in hospitals, direct-entry 

midwives and midwifery students fi nd that their experiences of home birth make them 

reconceptualize hospital birth negatively. Many do rotations in hospitals as part of 

their training, or have experience as labor and delivery nurses or as doulas. In one of 

the student focus group interviews, they sought to articulate the diff erences:

ALLIE CORNELL: I’ve found that the diff erence between the home and 

hospital birth is much more profound in the States than in other places. And 

I’ve seen hospital births, like I was at [a public hospital in Atlanta] actually. It 

was my fi rst birth. And it was pretty—I mean, the midwives were wonderful, 

and I cried. It was a wonderful experience. … And then in Holland, I saw 

my fi rst home birth, and was, of course, completely blown away with the 

diff erence that it was just a completely diff erent world in terms of it being 

the woman’s environment. Th e woman’s in charge. Th e woman’s the most 

comfortable she can possibly be. Th e midwife is the guest. But if you have a 

woman give birth in the hospital there [Holland], it’s almost the same. It’s 

not like you become a prisoner of the hospital who’s completely given over all 

power. You’re just—you’re now in a slightly diff erent setting. Your midwife 

is still your primary attendant. And you’re still calling the shots. And you go 

home an hour or two after the birth. I mean, it wasn’t this wholly diff erent 

thing. … I still felt a diff erence, but I wondered how much of it was our way 

of doing hospital birth, rather than just the location.

PAULA DANIELS: Hmm. I’ve only seen two diff erent births in two diff er-

ent hospitals. And I guess major things I noticed that disturbed me … [were] 

just watching how the focus was on the [EFM] machine … the nurses come 

in, look at the strip, and since I was a student nurse for one of them, she’s 

like, “get the blood pressure”! So I’d get her vital signs and then I’d write ‘em 
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down, and the nurse left the room. I was like, this is really disturbing. First of 

all, she never even really looked at the woman. She looked at the machine. … 

I feel like, at least in this country, the hospital tends to take your power away. 

And your—any sense of self-confi dence and any sense of—I mean, you’re just 

completely vulnerable. … If it’s a teaching hospital—there’s people in and 

out you’ve never seen before, never will see again. Medical students catching 

your baby. It’s just total craziness. And at home, in a home birth setting … 

it’s your house and you’ve invited these people in to help you with your 

process, and it’s your process.

RUTH RUSSELL: I want to say one other thing, which is about the actual 

birth of the baby and after that. Th at there is a tremendous diff erence in my 

experience. Th at at home, the baby’s born, there’s a respect for this sacred 

moment and time afterwards. And the family is seen as the—the unit—that’s 

the whole focus, is the baby and those parents having their time. And that 

the midwife is monitoring quietly, but you know, doing what she needs to 

do to make sure that everything’s okay, but that isn’t the focus. Whereas in 

the hospital that I worked in, the baby was taken right away to the warmer, 

and the mother could only look from across the room at her baby. And that’s 

the diff erence of night and day! Th at moment is taken away from her that she 

has worked so hard for. 

Th ese students contrasted hospital staff ’s professional indiff erence with the rever-

ence and unobtrusiveness of midwifery. Th ey depict hospital routines as routinizing, 

dehumanizing, and mundane—and as ultimately depriving women of real, true, won-

derful birth experiences. Th e group agreed that hospital births don’t have to be this 

way (as in Cornell’s example of the hospital births she observed in the Netherlands), 

but that hospitals in the U.S. were unlikely ever to off er women the control over their 

births they could have at home.

Most obstetric and nurse-midwifery group practices (and most practices today are 

group practices) at best off er women the opportunity to meet all the providers who 

work together in the group. Meeting someone once or twice is not the same as knowing 

them. Knowing someone, midwives repeatedly say, means one is more likely to trust 

them and to feel safe with them. Home birth best exemplifi es this ethic of “continuity 

of care.” Home birth midwives describe presence through unobtrustiveness: there is 

something so forceful about not taking charge, and simply representing the values that 

can make someone else who believes in them too feel safe and protected. Th is is so dif-

ferent from medical paternalism. It is, truly about feeling connected with others while 

you feel most vulnerable, during what could be a potentially very isolating event.

 Many home birth midwives (and advocates of home birth) feel that moving birth 

into an alien environment staff ed primarily (or exclusively) by strangers exacerbates the 
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very slow-downs and pathologies in labor that medicine seeks to “correct.” We heard 

repeatedly how, especially for home birth midwives, taking part in hospital births 

means adapting to an institutionalized setting organized in ways they fi nd philosophi-

cally alien. As Serena Davis said:

Whether these protocols are always necessary or not—you have to fi t into 

them. And sometimes when we see that some of the protocols are just abso-

lutely ridiculous—I’m not going to—you know, I’m not going to say you 

have to fi ght. But, you know, because a lot of the people that are in the 

hospital are very territorial and they—sometimes they build up an attitude 

or a shield around themselves. … You don’t have to do [that] at home, you 

know! One of the nice things about … having your baby at home is that you 

can labor how you want to, you can give birth how you want to. And what 

I mean by “how you want to” is basically what’s the most eff ective for the 

mother. … Sometimes, when you’re in the hospital, they don’t want you to 

walk around, they don’t want you to walk outside the bedroom. It’s just a lot 

more rules, more regimens there. … In the hospital, they don’t want you to 

deliver in any position: they want to be able to see, so they can manage. And 

that’s what happens in hospitals: births are managed by machines, by people, 

by drugs; whereas at home, it’s not being managed by anybody, you know, 

just the … the natural fl ow of the body.

Davis starts out by talking about how it’s diffi  cult for her in the hospital, but when 

she moves into discussing home birth, she shifts from talking about how she feels 

diff erent at a home birth to talking about how the birthing woman (“you”) experiences 

the birth. Home birth midwives are especially identifi ed with the women they work 

with, both in a personal idiosyncratic way (via the friendships that are formed) and in 

a kind of womanly solidarity based upon a shared view of birth. In hospitals, women 

may feel a connection with staff  and staff  may seek to connect with them, but everyone 

is subject to obeying institutional protocols. Even though most births follow the same 

general course of events, from contractions to pushing a baby out, home births are 

deroutinized. Th ey are deroutinized mainly because they take place one at a time, but 

also because the overriding philosophy, the general sensibility of everyone involved, is 

that births should not be routinized. 

Home birth midwives emphasize that home birth is not “for everyone.” Th ey are 

careful not to speak in universals. Th ey want every woman to at least have access to 

midwifery, but realize that deinstitutionalizing birth would be impossible given the 

entrenchment of obstetrics and the prevalence of medicalization.

Several home birth midwives we interviewed raised the humorous analogy of order-

ing a man to get an erection in a public setting to point out the absurdities of the ways 

in which birthing women are often bossed around and typically exposed in hospitals. 
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Similarly, Ina May Gaskin (2003) describes an example used by midwife Lisa Goldstein 

in childbirth education classes to illustrate how diffi  cult it can be to get one’s body to 

perform under impersonal surveillance: “First she shows them a fi fty-dollar bill. Th en 

she places a medium-sized stainless-steel bowl on the fl oor. … She then off ers that bill 

to the fi rst man who comes forward and pees in the bowl in front of everyone. In all 

the years she has repeated this routine, she has never handed over that fi fty dollars to 

anyone” (174). Most midwives agree that hospitals can produce inhibitions in a way 

that one’s own environment will not. 

NURSE-MIDWIVES ON HOME BIRTH

Unlike the direct entry midwives, nurse-midwives begin their careers as nurses, and 

then have further education, based in hospitals, in midwifery and obstetrical care. Most 

nurse-midwives rarely receive training outside of hospitals, so home birth is something 

they fi rst (and often only) imagine against a backdrop of hospital birth. Except for one 

group of nurse-midwives doing home birth we interviewed in New York, most of the 

nurse-midwives and nurse-midwifery students we interviewed intended, expected, or 

did practice in hospital settings.  Most of them felt they couldn’t imagine doing home 

births themselves (as midwives), because the level of responsibility they would have for 

the well-being of women and babies would be too daunting. Th ey couldn’t imagine 

birth as a situation for which they would not be responsible as managers for producing 

good outcomes. And they showed their fear of birth, which home birth midwives 

accept and view as integral but not central to, their work. Betsy Ettinger, for instance, 

recognized her uneasiness about home birth as a product of her training: 

I think I have too much medicine and medical background in me to be com-

fortable in a home birth. Now, I was comfortable in a birthing center, but I 

had the safety net of a medical center across the street. And, I had some won-

derful experiences in birthing centers—so beautiful—but I’ve had beautiful 

experiences in the hospital. And I guess—and maybe this is my rationale—but 

I think the birth experience can be a good experience anyplace.

Many nurse-midwives portray birth centers as an ideal compromise between the 

unknown perils that could happen and the level of constraint of the medical model. 

Birth centers are more convenient for midwives, too, because they tend to employ 

larger groups of midwives who can be on call less than they would be in a home birth 

practice. (However, because of malpractice insurance costs in the U.S., birth centers 

are risky business ventures.) 

We also interviewed several nurse-midwives who were practicing, or had practiced, 

home birth midwifery. In their discussions of home birth they sounded no diff erent from 

the direct-entry midwives. Nurse-midwives interviewed (by Rothman) in the 1970s 
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talked about how doing home birth required a reconceptualization of birth; outside the 

medical context, the meaning of “progress” and the timetables used to assess it, would 

gradually relax until a paradigm shift had occurred, and risk was no longer the central 

structuring element of attending a woman in labor (see Rothman 1991).

OBSTETRICIANS ON HOME BIRTH

Most of the ten obstetricians we interviewed expressed an antipathy to home birth be-

cause they viewed birth as a potentially pathological series of obstacles, at best a “natural” 

process that could go wrong at any time and require correction via medical interventions 

that were not available outside of hospitals. Consider these responses to the questions: 

“Have you ever seen a home birth?” and “What do you think about home birth?” 

Harriet Murphy: I would have a heart attack if I had to observe a home birth. 

I would absolutely probably just wet my pants. I never would do a home 

birth. I would think that [only] an idiot would have a home delivery. … I 

just can’t understand why any reasonable person who loved their child would 

take a chance with having their child be born dead, which is what they’re 

doing—even if it’s a small chance. I have seen too many people go down the 

tubes in fi ve minutes, and if you weren’t in a hospital either the mother could 

be dead or the baby could be dead. 

Lois Silverman: I think that nobody today should be laboring far from a room 

where they can have a c-section. Th e American College of OB-GYN recom-

mendation is that you need—in an emergency, you need to have a c-section 

done in thirty minutes. And I think that anyone in labor … deserves that level 

of care. … I mean, you can be having a perfectly nat—normal labor at home, 

and you think you’re just in hard labor, and your placenta abrupts from 

the strength of your contractions; it separates and you start hemorrhaging. 

Where are you? You’re, like, not in the hospital! You don’t have an IV. …

Your baby is most likely going to die, and you may not do so well afterwards 

yourself. I mean, I just don’t think it’s worth the risk. 

Julie Elkmont: I don’t believe in home births. … It’s risky. I know midwives 

do that. I don’t particularly like that. I mean, what do you do when you are 

in trouble, and you’re home, and things happen? Th ere are patients that get 

in trouble at the very end, and now you’re stuck at home and you’re not in a 

hospital situation. I mean there’s a lot of—there’s a reason why moms aren’t 

dying anymore. Th ere’s a reason why babies aren’t dying anymore. … We 

just don’t have that anymore, because we have made a lot of changes. … Why 

do you have to suff er when you are in labor? I guess if you get some kick out 
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of it, or if you feel that you are a stronger woman. I think there are some 

patients, they feel that they are a better woman for it. It’s like, okay, fi ne, if 

that’s what makes you happy. …

What do you do when somebody’s bleeding, and you have no drugs to give 

that patient to help her stop bleeding and she is having a postpartum hemor-

rhage? What do you do? You’re at home. You call an ambulance. You’re 

wasting time. … I have seen too many things happen. Th at’s why I don’t 

think it is necessarily good. But these stars, Hollywood stars, have their births 

at home, and have all these midwives, nothing bad—it’s good that nothing 

bad has happened to them. Th en everyone reads about it in the paper, and is 

like “oh, I want to be like so and so”! 

Corrinne Wood-Daniels: Well, I do not support home deliveries. I think if a 

woman should choose not to have the benefi t of medical intervention even 

when it clearly could save her life and the life of her baby, and if she makes 

that decision, then that is her choice. But she has to understand many of the 

life-threatening complications of obstetrics come with no warning. 

Th ese doctors equate home birth with the direst of consequences—life-threatening 

situations for babies and mothers, and they equate hospital birth with safety for babies 

and mothers. Th ey see midwives and women who attempt home birth as misguided 

(even “idiots,” as Murphy said or Elkmont implied when she talked about women 

imitating movie stars), irrationally choosing pain (Elkmont) or irresponsibly risking 

trouble that could spiral into irreparable emergency (all of them). Even when doctors 

say that women have the “right” to make this decision, closer attention reveals their 

frustration with what they see as poor decision-making (Elkmont and Wood-Daniels). 

Doctors may even frame the ideology of home birth as masochistic (Elkmont), or as a 

touchy-feely ruse, cheating women of care they deserve (Silverman). 

Among the midwives and midwifery students we interviewed who worked outside 

of hospitals, few spoke about deaths or near-deaths they’d encountered as part of their 

work. None told of a death that would have been avoided had the mother been in a 

hospital. Th is could mean that midwives are reluctant to speak of such matters, but 

such situations are exceedingly rare, or presumably word would get out. Midwives are 

well aware of the attitude of the medical profession toward home birth and know that 

if something does go wrong; doctors and family members may well hold midwives 

and/or the women who choose them responsible. 

Doctors’ notion of risk infl ates as a result of their interventive training and inter-

ventive experience as practitioners. Th ey come to see their interventions as producing 

(good) results; they never imagine what situations might be like without viewing 

their (medical, interventive) actions as central. Midwives doing—and women 
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having—home births know that risks exist; the diff erence is that they view these 

risks as acceptable, and ultimately preferable to the risks incurred by birthing in 

hospitals, which doctors do not acknowledge in the fi rst place. Most of the doctors 

we interviewed did not seem aware that there was any other point of view on home 

birth but theirs—the story medicine tells about itself that it made birth safer for 

women and babies, and that home birth is a throwback to a dangerous past practice. 

Th is story simply is not true. 

Doctors talked about how nice hospitals have become nowadays. Home, they 

think, can be approximated through cosmetic changes: nice furniture, fancy wood 

fl oors. Perhaps if environments are homelike enough, people feel more at home. But 

redecorating will not alter conventional power dynamics, as long as the precepts of 

obstetrical monitoring remain in place and the operating room is right down the 

hall from the LDR “suites.” We don’t mean to suggest that aesthetic improvements 

cannot improve people’s experiences—they can—but they do not necessarily aff ect 

power diff erentials. Th ey may, in fact, mask them.

Only three doctors we interviewed did not condemn home birth. Here are excerpts 

from two of their interviews:

Laurie Leland: I do feel strongly that we need to … have access to things like 

an operating room if something went wrong. … You probably wouldn’t fi nd 

me completely on the side of some lay midwives, or whatever. I don’t want 

to jeopardize at all the health of the baby, and I realize that the health of the 

baby is more important than any—so the issue of trying to make it as natural 

a process as we can, but still having the benefi ts of—you know my experience 

in dealing—when the shit hits the fan on labor and delivery, it really hits the 

fan and you can’t always predict who … it’s going to happen to. …

Simonds: Do you feel like home births are not safe? 

Leland: I don’t know—that’s—I feel sort of confl icted about that. 

Fried: I’m a little uncomfortable with home birthing. You know, if someone’s 

very low risk and has easy access to a hospital, I think it can be okay. … I 

think it must be really nice to not be in a hospitalized medicalized setting. I 

think that that could be a real plus. But, having practiced high-risk obstetrics 

for so many years and seen such horrible disasters. … It creates fear in me to 

think about it. 

Th e diff erences between what Leland and Fried said about home birth and what 

the other doctors said was that these two recognized that home birth could be very 

appealing and diff erent from hospital birth; they acknowledged ambivalence rather 

than taking a fi rm position on the issue; and they recognized that their ambivalence 

was empirically grounded and institutionally produced. Phyllis Fraser was the only 
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doctor we interviewed who had observed a home birth. She said, “It was quite beau-

tiful. … It’s not for everyone. But for those who want it, I think they should have 

the right to do it.” 

CONCLUSION

Inside the ideology of the medical model, undamaged babies are the end product of the 

birth process; to ensure a good product, ideally, one must be able to take total control 

over it should anything go awry. Medicalized thinkers (like Harper and many of the 

doctors) see access to and use of interventive techniques as providing them with the 

greatest amount of control they could possibly have, and they can only imagine the 

lack of such access and usage as inappropriate and dangerous. To reject the hospital, 

to question the medicalized formulation of the control issue, to them means inviting 

what they see as unwarranted risk. Th ey simply cannot see outside the hospital box. 

When we listened to many of the doctors talk about practicing obstetrics, we were 

reminded of other institutions that enjoy taken-for-granted supremacy and that can 

systematically produce negative, even violent eff ects that occur in such a way that they 

appear uninitiated by actors, because the institutions have ideological lives of its own. 

Routines and protocols become taken for granted and appear to need no justifi cation 

or analysis. Militarism, for instance, comes to seem unauthored and inevitable (see, 

e.g., Enloe 1990, 2000), as do various forms of inequality (class-based, race-based, 

gender-based, sexual-identity-based, etc.) under capitalism. Milgram’s (1974) experi-

ments in which men and women thought they were administering electric shocks to 

others, Zimbardo’s (1992) simulated prison, and actual “total institutions” like real 

prisons and mental hospitals (see Goff man 1961) show how easily, seemingly auto-

matically, covert sadomasochistic dynamics are produced when hierarchical power 

structures become commonplace and taken for granted (see also Chancer 1992, and of 

course, Foucault 1973, 1977). Within such structures, people rarely question what’s 

happening, and those who do tend to have the least power to eff ect change. Obstetrics 

is very much an example of this sort of sadomasochistic institution, even when the 

actual doctors are nice people with positive intentions. It has taken on a life of its own, 

as all institutions do. Its ideology and practices evidently do damage to people, but it 

cloaks itself in a scientifi c white coat and holds fast to its conceptions and methods. 

But obstetrics has changed in ways that mask its deleterious eff ects. Just as subtle or 

covert racism (or any “ism”) may be more diffi  cult to see and to combat, so it is with 

the sadomasochistic hegemony underlying medicalization.

A few doctors we interviewed could see outside the parameters in which they func-

tioned, but they could only occasionally or murkily imagine a better way. And, for the 

most part, they felt that the changes that had occurred—wallpaper, hardwood fl oors, 

conscious women, the presence of signifi cant others—showed that humanitarianism 

held sway and progress occurred progressively. So they inadvertently (rather than 
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intentionally) tended to promote the reign of medical authority over women’s bodies 

and pregnancy and birth experiences.

Midwives struggled continuously in their work to make compromises, to resist, or 

to avoid medicalizing women’s pregnancies and birth experiences. Working in and 

outside of the system, they strove to honor the notion that birth is about facilitating 

women’s growth, change, and self-realization, rather than managing risk, avoiding 

pain, and objectifying bodies.

DISCUSSION QUESTIONS

What are the ideologies that shape the medical model?1. 

What are some of the very diff erent meanings a pregnancy might have? 2. 

How is a nurse midwife’s training diff erent than that of a direct entry midwife?3. 

What are the changes in hospital practice that women obstetricians 4. 

recommend?

List some of the ways that obstetrical practice has increased risk and danger to 5. 

mothers and babies in birth.
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