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Crises in 
Childbirth

• Increasing intervention rates

• Normal birth and public health outcomes

• Problems with the language of ‘normality’

• Theories of childbirth

• Maximising normal birth
• Models of birth

• Place of birth

• Midwife led care

• Continuity of care



Total Caesarean Rates, 1992-2005
Prepared by BirthChoiceUK.com



Normal Birth Rates, 1990-2005
Prepared by BirthChoiceUK.com



Evidence of Medicalisation
.: Referrals Indicartions in Holland 1958 and 2003 (Amelink-Verburg &Buitendijk, 2010)

1958

Reasons to refer: 39

Obstetrician needed: 24% 

2003

Reasons to refer: 143

Obstetrician needed: 59%
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Reasons

 Women with more risks having 
babies?

 Better screening and surveillance?

 Better treatments?

 Service more risk adverse?

 Loss of confidence in birth 
physiology?

 Midwives sphere of practice 
shrinking?

Has mortality and morbidity reduced?

Is there a trade off with iatrogenesis? (Illich, 1977)
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Medicalised labour & traumatic birth

• Adult psychological health (Prescott, 1996)

• Adult suicide (Jacobson & Bygddeman, 1998)

• Eating disorders (Cnattingius et al, 1999)

• Adult drug addictions (Nyberg et al, 2000)

• Autism (Hattori et al, 1991)

• Less likely to breastfeed

• Decreases ovarian cancer (Rosanblatt & Thomas, ’93)

• Decreases pre-menopausal breast cancer (UK 

National Case-Control Study Group, ’93) 

• less risk of hip fractures (Cummings et al, ’93). 

Why Normal Birth is 
Important?

:Public Health Issues



• Can normal only be defined by its opposite? :Defined by what 

is left over after abnormal

• Normal v Usual

• Normal v Natural

• Physiology v Pathology

Defining Normal 
Birth 

(Downe, 2008)



• Exclusions
• induction of labour 

• epidural or spinal anaesthetic, general anaesthetic

• forceps or ventouse, caesarean section

• episiotomy

• Inclusions:
• Syntocinon augmentation, ARM

• Entonox, opioids;

• electronic fetal monitoring

• managed third stage of labour

With above classification, normal labour & birth is 
40% in UK

Defining Normal 
Birth

UK Working Party



Based on Antonovsky’s (1987) health-

orientated theory

• Focuses on ‘well-being’

• Focuses on good outcomes

• Focuses on woman-defined outcomes

• Prioritises physiology over pathology

Midwifery Theories 
of Childbirth 

Salutogenesis (Downe, 2008)



• Optimality: maximal perinatal outcome with 

minimal intervention placed against the context of 

the woman’s social, medical, and obstetric history

• Allows for appropriate intervention

• Allows for women with complications

• Both these groups can have an optimal birth

Midwifery Theories 
Optimality (Kennedy, 2006)



• Theory of ‘Flow’ (Csikszentmihalyi, 1992)

• Lost in the moment

• Lose sense of time

• Mindfulness

• Harmonious birth & Peak experience 

(Thomson, 2010)

• Compassionate Mind Theory (Gilbert, 2007)

Psychological 
Theories 

.:Optimising The Birth Experience



Labour: Compassion & Soothing

Affiliative/

Soothing
Threat

Calms

Calming 

environment, 

positive view of 

pain
Emotional 

memories of 

soothing

Neuro-hormonal: 

<adrenaline: more 

oxytocin, endorphins

Supportive 

behaviours by 

carers
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Labour: Threat and More threat

Fearful 

environment, 

experience of 

pain
Emotional 

memories 

of anxiety

Neuro-hormonal: 

adrenaline inhibits 

oxytocin, endorphins

Non supportive 

behaviours from 

carers

Negates
Affiliative/

Soothing
Threat



• Gets away from socially constructed terms like 

‘normal’, ‘natural’, ‘good’

• Implies an optimum functioning of body

• Has a better shared meaning amongst childbirth 

professionals

• Understanding of physiology limited to context 

where most birth happens – hospitals

• Understanding of physiology not complete yet re 

hormones and holistic connections

Physiological 
Birth



• Models of birth

• Place of birth

• Midwife led care

• Continuity of care & carer

• Water immersion/birth as exemplar

How to 
Maximise 

Normal Birth?



Belief/Models
Social Model vs Medical Model 

• Whole person- physiology, psychosocial, 

spiritual

• Respect and empower

• Relational/subjective

• Environment central

• Anticipate normality

• Art

• Local/community

• Technology as servant

• Celebrate difference

• Trust

• Intuition/meaning-making

• Connection

• Self actualisation

• Reductionism – powers, passages, passenger

• Control and manage

• Expertise/objective

• Environment peripheral 

• Anticipate pathology

• Science

• Centralised institution

• Technology as partner 

• Homogenisation

• Risk

• Guidelines/objective facts

• Separation

• Safety

(Mackenzie et al, 2010)



• women as creators

• oneness between mother & baby

• power, beauty, strength of woman’s body in birth

• mother’s intuitive knowledge of herself & her baby

• sense of mystery around birth

• rites of passage experience

• as transformative & opportunity for personal growth

• symbolised by love, not fear

Revisiting 
Anthropological 

Dimensions of
Childbirth

Davis-Floyd, 1997



Where Women Gave Birth in England, 2012
Total number of women = 686,500



Type of Maternity Units England 2013 
(NAO, 2013)
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Type of Birth by Place
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Epidural, Augmentation, Episiotomy by Place of 
Birth
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Water Immersion & Physiological 3rd Stage 
(Birthplace Study)
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Midwifery-led Services

• Fewer epidurals, episiotomy, AVB More likely to have:

• No analgesia, normal birth, feel in control, have known midwife, 

initiate breast-feeding

(Sandall et al, 2013)

• Low tech, midwife-mediated care less expensive (Tracy & Tracy, 

2003) or interventionist obstetrics costs more

• High risk (larger) hospitals have higher C/S rates in low risk nullips

(Le Ray et al, 2006)



Relational Dimensions
.:Continuous Support for Labour & Birth

• Nine RCT’s reviewed in Cochrane (Hodnett et al 2009) continuous support 

reduced

• C/S,pharmacological analgesia, assisted vaginal birth, low apgar scores, 

labour length

• more positive birth experience

• Continuous female companionship in stress situations (Pascali-Bonaro & 

Kroeger, 2004) & from untrained female, most effective (Rosen, 2004) 

• ‘tend & befriend’ rather than ‘fight & flight’(Taylor et al, 2000)

• Unaccompanied women liable to be higher risk and have more intervention 

(Essex & Pickett, 2008)



• One-to-One (Page et al 1999, Nth Staffordshire 2000) showed 

fewer

• epidurals, episiotomies, augmentation

• greater maternal satisfaction

• BUMPS (Benjamin et al, 2001)

• fewer epidurals, inductions

• more normal birth, home birth, birthing unit, intact perineums

• Fewer homebirth labour transfers if known midwife (Lindgren et 

al, 2008)

• Reduction in C/S (Hartz et al, 2011) &  in COSMOS  trial

• Difference across all levels of risk (Turnbull et al, 2009)

Case-loading/
Case-holding 

Practice



• Calm environment/less disturbance

• More movement, upright posture

• Labour is shorter

• Reduces epidural and pain perception

• More intact perineums

• More physiological third stage

• More empowering for women: emphasis on them 

birthing, not midwives delivering

• ‘Hand off’ birth

• Better birth experience for baby

University of Nottingham

Optimising 
Physiology

The Case of Waterbirth (Walsh, 2012)
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