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Abstract 

Background 

Freebirth occurs when someone intentionally gives birth without healthcare professionals present in 

societies where maternity services are available to assist them. Although the act is legal in England 

and Wales, it is a stigmatised birthing decision and an under-researched phenomenon. There is limited 

in-depth, empirical data on the subject although previous scholarship on the topic indicates women’s 

motivations are frequently linked to issues in state run maternity services.  

 

Aims 

The aim of this research was to understand women’s rationales and experiences of freebirthing in the 

UK. This incorporated a four-stage framework: 1. Pre-freebirth experiences; 2. The freebirth 

pregnancy; 3. The freebirth; and 4. The post-natal experience.   It was envisaged that the findings from 

the study could be used to implement policy change.  

 

Methods 

The study was supported by AIMS (Association for Improvements in the Maternity Services), a national 

charity focussing on human rights in pregnancy and childbirth. This support greatly enhanced all 

aspects of the study and enabled meaningful public and patient involvement. 

 

I undertook 16 face-to-face narrative interviews with women who had freebirthed in the UK. The data 

were analysed using the Voice Centred Relational Method or VCRM. This method consists of four 

readings: 1. The plot and the researcher’s response; 2. The “voice of the I” and the creation of I-poetry; 

3. Reading for relationships; and 4. The social, political, cultural and structural context.  There is very 

limited guidance on how to present VCRM findings.  I have therefore presented them as a Quest 

Narrative, relying on feminist literature pertaining to the so-called ‘heroine’s journey.’  

 

Results 

Women discussed varying motivations and experiences. Previous maternity experiences ranged from 

excellent to abusive. Women’s motivations were complex, including previous precipitous births, 

limitations on homebirths and prior experiences of obstetric violence. Participants were desirous of 

knowledge of pregnancy and birth that existed beyond the biomedical paradigm, particularly 

information on rights. Much of this knowledge was not provided by the National Health Service (NHS) 

and interviewees therefore sought this support elsewhere, for example, from online groups and 
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charities such AIMS and Birthrights. Much of this knowledge base was shared within a Female 

Network.  

 

Throughout the data there were indications that social norms pertaining to ‘Good Mother’ ideals 

dictated the ways in which women experienced their pregnancies and births. Interviewees recognised 

that they were expected to behave in certain ways, for example, to defer to the opinions of health 

care staff, and that failure to do so may result in suspicion and negative consequences. Some women 

reported health care staff acting in ways to bring them ‘back in line’ and enacting punishment when 

they were perceived to have transgressed social norms relating to ideal standards of maternal 

behaviour. Post-freebirth, many women gave back to the Female Network by sharing their lived 

experiences of freebirth in a variety of ways and via a range of platforms.  

 

Results of the study were disseminated in several formats. These included academic publications, 

activist literature, blogs, an Economic and Social Research Council (ESRC) funded short video and a 

Wellcome, ESRC and King’s College London funded graphic zine.  

 

Conclusion 

This research contributes to the small but growing scholarship on freebirth and the wider area of 

reproductive rights, particularly that pertaining to obstetric violence, consent, and coercion. It 

provides a unique insight into the experiences of a marginalised group and illuminates highly 

problematic areas existing in UK NHS maternity provision. The thesis presents and develops the use 

of VCRM, applying the Quest Narrative as a useful framework for VCRM data presentation. In addition, 

this research furthers understanding of the Good Mother concept and how it impacts the lived 

experiences of women during their interactions with health care staff and other professionals.  
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Thinking of childbirth in the UK during the twenty-first century, likely conjures up images of women 

giving birth with supportive Health Care Professionals (HCPs) present. It may evoke images of clinical 

environments, heart rate monitors, expert instruction and medical interventions. However, not all 

women decide to give birth with HCPs present. Although there are no official statistics, there is 

evidence that some women intentionally decide to give birth without medical or midwifery input. This 

is known as freebirth or unassisted childbirth.  

 

The purpose of this doctoral study is to explore the experiences of women who make this decision. It 

is not simply an explanation of their motivations, although these are explored. Rather it is an attempt 

to understand the phenomenon of freebirth from a much wider and holistic perspective. The research 

delves into women’s previous maternity experiences and their interactions with HCPs. It explores their 

use of doulas and other non-medical support services. The study also presents data on women’s 

experiences of undisturbed physiological birth. In other words, I document how interviewees gave 

birth when left entirely to instinct. I also present women’s accounts of their post-natal experiences as 

a way of understanding the response they received from HCPs regarding their decision-making.  

 

Unlike previous freebirth studies, I provide these insights across a staged timeline, beginning with 

women’s initial understanding of birth prior to freebirthing, before documenting their pregnancy and 

birthing journeys and finally ending on their post-natal experiences. This enables an overarching 

narrative arc to be presented which documents the complexity of women’s accounts. These stories 

are not of participants following a “trend” or a “fad” or of women leading alternative lifestyles; they 

are stories of necessity and/or the avoidance of potential harm.   

 

The methodology I employ is both feminist and unique. The Voice Centred Relational Method (or 

VCRM) combines the use of poetry and prose. Poems form an important aspect of the data and 

provide an unusual yet significant insight into women’s experiences. This literary slant can also be 

observed in the way in which I present the findings. Drawing on the idea of Quest Narratives, I 

contextualise women’s freebirth narratives against the so-called ‘heroine’s journey,’ which appears in 

Western storytelling throughout film and literature.   

 

This study is a rare insight into a largely hidden phenomenon. Taking a rights-based perspective, I 

unearth issues in NHS maternity care that do not receive the attention they deserve. This includes 

serious human rights violations, obstetric violence and unpredictable standards of care.  By listening 

to the voices of women who are typically stigmatised for their decision making, a narrative is revealed 
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which challenges the view of NHS maternity provision as woman-centred, respectful of the law and 

women’s rights, and void of iatrogenic harm. 

 

1.1. Brief outline of the thesis 

 
The thesis begins with an explanation of three key points: the definition of freebirth, the legal right to 

decline care and the concept of obstetric violence. These foundational explanations are crucial to 

understanding and contextualising both the data and the discussion pages that appear in this thesis. 

In chapter 2, I review the existing literature on freebirth, tracing its origins from 1950s USA to the 

present day. Chapter 3 outlines the methods I used in the study, most notably VCRM, and I explain 

the underpinning theories of the Quest Narrative. I provide the findings in Chapter 4, documenting 

participant narratives by weaving them within the relevant stages of the Quest Narrative and 

highlighting both good and bad maternity practice. In chapter 5, drawing on feminist legal, bioethical 

and sociological literature, I discuss the findings against the concept of the ‘Good Mother,’ outlining 

how this trope features in many aspects of interviewee accounts. Chapter 6 consists of relevant 

considerations for policy, practice and research and I suggest meaningful opportunities for 

improvement in NHS services. In chapter 7, I outline the strengths and limitations of the study before 

providing a reflexive account of the research in chapter 8. This draws largely on my voluntary work 

with the human rights charity AIMS (Association for Improvements in the Maternity Services). Chapter 

9 serves as an introduction to the way I have used public and patient involvement to create novel ways 

of disseminating my results, most notably via a short film and graphic zine. Finally, I draw conclusions 

in chapter 10 and provide further examples of published written work throughout the appendices.   

 

1.2. The definition of freebirth 

 
The definition of freebirth I adopt is as follows: 

 

Freebirth occurs when someone intentionally gives birth without health care 

professionals present in societies where there are maternity services available to 

assist them.  

 

By employing this definition, I have purposely not indicated whether a person must give birth to only 

their baby without HCP presence, or also their placenta. Biomedical and midwifery literature would 

consider birth to include three stages of labour and end after the third stage, i.e. the expulsion of the 
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placenta (Howie and Watson, 2017). My aim with this definition was to avoid such a biomedical and 

prescriptive approach to birth and to not apply medical, midwifery and/or physiological terminology. 

By doing so, it allowed for consideration of a greater range of experiences as my public and patient 

involvement work (see Chapters 8 and 9) indicated that women typically considered themselves 

freebirthers by birthing just their baby without HCP assistance. 

 

Further, I included the need for a freebirth to take place in a “society where there are maternity 

services available,” to avoid incomparable situations in which women have no option but to birth 

without HCPs. This precludes unnecessary and inappropriate comparisons with developing nations and 

during historical eras when maternity care was non-existent. Framed in this way, the emphasis in my 

definition of freebirth is on the decision to actively remove oneself from existing maternity provision.  

 

My use of the word “intentional” means that women who have precipitous labours and accidentally 

give birth alone without any form of preparation are excluded. This approach emphasises the point 

made above that freebirth is a very specific and active birthing decision.  

 

One point to note is that freebirth in and of itself is simply the physiological process of giving birth, 

something that is neither unusual nor remarkable within the realms of human history.  The socially 

constructed concept of freebirth is therefore based on the dominant narrative that pregnancy and 

birth should be managed by appropriately qualified medical or midwifery professionals.  I return to 

this point in Chapter 5. However, for now it is worth highlighting that the fact a normal physiological 

function such as birth is unusual and noteworthy when carried out without expert input, indicates the 

peculiarity of freebirth. As such, freebirth becomes a phenomenon worthy of investigation, particularly 

from a feminist perspective.  

 

1.3. The right to decline medical interventions 

 
Everyone in the UK is protected by the European Convention on Human Rights (ECHR) and the Human 

Rights Act 1998 (HRA). An important feature of these is the right to respect for one’s private and family 

life. This appears in Article 8 of both documents and among other things serves to protect a person 

from undergoing forced medical procedures (ECHR (2021:34); EHRC (2021)).  

 

The fallout of this right is that people must give informed consent before they can be subjected to 

medical intervention. Informed consent is considered to have three elements (see Ploug and Holm 
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(2013)). The first is that the person in question must have mental capacity as per the Mental Capacity 

Act 2005. Second, in accordance with Montgomery v Lanarkshire Health Board [2015] UKSC 11, all 

material risks must have been discussed with the patient. Third, the patient must have given informed 

consent to the procedure without any form of coercion (Ploug and Holm, 2013).  

 

With regards to the latter point more specifically, when a person makes decisions about their care, 

the ideal circumstance is what Beauchamp describes as “autonomous authorization” (Beauchamp, 

2010:64).  For the purposes of informed consent, a person ought to be able to act autonomously in a 

space absent of deception, control, coercion, threat and any manipulation that restricts free choice 

(Beauchamp, 2010).  Consent is a positive act that goes beyond a situation where a patient simply 

acquiesces, yields or complies with the instruction of a clinician (Beauchamp, 2010:63).   

 

When a person becomes pregnant, the same laws and ethical standards exist regardless of their 

pregnancy status. This has been confirmed in the case of Re: MB [1997] EWCA 3093 where Butler 

Schloss stated that a mentally competent pregnant woman has the right to decline any medical 

intervention “for religious reasons, other reasons, for rational or irrational reasons or for no reason at 

all” (para. 30.2). This is the case even if her decision would result in the “death or serious handicap of 

the child she bears, or her own death” (para.30.2).  If a clinician fails to honour this, any non-

consensual touching could potentially be a human rights violation as per Article 8 of the Human Rights 

Act or even a criminal assault or battery (see Collins v Wilcock [1984] 1WLR 1172). The consequence 

of this is that all medical and maternity care is voluntary. As such, women are under no obligation to 

access this service and freebirth is a lawful decision (further nuanced discussion of this appears in 

Chapter 5 and Appendix 9).  

 

Of note is the legal position of an unborn fetus. A fetus does not have legal personality until it is born 

alive and has a separate existence from its mother (see Paton v British Advisory Service Trustees [1979] 

QB 276). In effect therefore, a fetus does not have any special rights that would preclude a woman 

from making the decision to freebirth.   

 

1.4. Obstetric Violence 
 
Given the clarity of the law regarding a woman’s right not to access maternity care and/or decline an 

intervention, it is important to explain the concept of obstetric violence. As is outlined in Chapter 4, 

this phenomenon appears throughout the data.  To aid an understanding of these findings, I have 

provided an overview of the concept. 
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Obstetric violence is an umbrella term that incorporates a range of abusive acts carried out by HCPs 

on pregnant women and people during pregnancy, labour and birth. It is considered a form of gender-

based violence (Lévesque and Ferron-Parayre (2021); Cohen Shabot (2016)). The term is contested, 

not universally applied, often unpopular with HCPs (Chadwick, 2021) and has been described as 

“antagonising” (Sen et al., 2018:8). Consequently, not all authors employ the term and some will 

instead refer simply to “abuse” (Jewkes et al., 1998), “disrespect and abuse” (Bowser and Hill (2010) 

or “mistreatment” (Vedam et al., 2019). “Birth trauma” has also been used as a descriptor (Reed et al. 

(2017); Simpson and Cater (2020)).   

 

Much of the early literature on the subject stems from research and activism in developing countries 

(see Bowser and Hill (2010)), although it is now recognised that the phenomenon also exists in high 

income nations (Vedam et al., 2019).  Globally, the prevalence of obstetric violence is unknown.  

However, some states have deemed it widespread enough to introduce legislative reform.  Obstetric 

violence has been legislated against in Venezuela, Argentina, Bolivia, Panama and Mexico (Williams et 

al., 2018) and both Portugal and Spain may soon enact similar legislation (Martins (2021) ; U.N. (2020))  

Currently, there is no UK specific legislation challenging obstetric violence. 

 

There is no globally accepted definition of obstetric violence.  In a statement promoting women’s 

rights during childbirth, the World Health Organisation (WHO), whilst not specifically using the term, 

condemned “disrespect and abuse during facility-based childbirth” (WHO, 2014).  This included: 

 

…outright physical abuse, profound humiliation and verbal abuse, coercive or 

unconsented medical procedures (including sterilization), lack of confidentiality, 

failure to get fully informed consent, refusal to give pain medication, gross violations 

of privacy, refusal of admission to health facilities, neglecting women during 

childbirth to suffer life-threatening, avoidable complications, and detention of 

women and their newborns in facilities after childbirth due to an inability to pay. (p.1) 

 

Noting the increased global attention towards obstetric violence, the UN Special Rapporteur produced 

a report on the subject in 2019 (Šimonović, 2019).  Šimonović summarised a range of abuses, including 

the overuse of episiotomies (cutting of the perineum) and caesarean sections, application of non-

evidenced based procedures such as the Kristeller manoeuvre (pressing on the abdomen during 

childbirth), symphysiotomy (surgical widening of the pelvis during childbirth) and forced abortions and 

sterilisations (pp.7-12).  Beyond physical violence, the Special Rapporteur also recognised the 
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existence of emotional and verbal abuse such as humiliation, threats and a lack of respect, privacy and 

confidentiality.   

 

It is worth emphasising the complex nature of the word ‘violence’ in obstetric violence. The above 

description implies that this form of abuse is deliberate, overt and linked to individuals practising 

unethically if not unlawfully. However, scholars have emphasised that obstetric violence can be 

structural and unintentional (Freedman et al., 2014). For example, Liese et al. (2021) contend that 

births in the US follow a technocratic and interventive model (p.189).  Referring to Illich’s (1976) 

definition of “medical iatrogenesis,” whereby harm is caused to patients by the use of a medical 

interventions, Liese et al. (2021) apply the term “obstetric iatrogenesis.” They argue that women may 

be routinely mistreated by interventions and procedures not intended to cause harm.  This could 

incorporate for example, cervical examinations or the requirement for women to lay down during 

birth, a position that makes vaginal birth more difficult. In these cases, the mistreatment may be 

normalised, and health carers may not recognise their acts as abusive (p.188).   

 

What can be concluded from this literature is that obstetric violence is complex, contested, wide 

ranging and can be direct or structural and carried out with or without intention.  Noting the inherent 

problem in defining its nature, Castro (2019) highlights that it “is perpetuated by a system but enacted 

by individuals” (p.110).  With this complexity in mind, it can be noted that understanding of this 

phenomenon is still very much in its infancy. However, foundational knowledge of obstetric violence 

is crucial to contextualising the freebirth accounts that appear within this thesis.  



 18 

 

 

 

 

 

 

 

2. Literature Review 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 19 

The literature review took the form of a meta-narrative and appears in a peer reviewed publication:  

 

McKenzie G, Robert G, Montgomery E. (2020) Exploring the conceptualisation and study of 

freebirthing as a historical and social phenomenon: a meta-narrative review of diverse 

research traditions. Medical Humanities;46:512-524. 

https://mh.bmj.com/content/46/4/512  
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ABSTRACT
Freebirthing is a clandestine practice whereby women 
intentionally give birth without healthcare professionals 
(HCPs) present in countries where there are medical 
facilities available to assist them. Women who make 
this decision are frequently subjected to stigma and 
condemnation, yet research on the phenomenon 
suggests that women’s motivations are often complex. 
The aim of this review was to explore how freebirth has 
been conceptualised over time in the English- language 
academic and grey literature. The meta- narrative 
methodology employed enables a phenomenon to 
be understood within and between differing research 
traditions, as well as against its social and historical 
context. Our research uncovered nine research traditions 
(nursing, autobiographical text with birthing philosophy, 
midwifery, activism, medicine, sociology, law and 
ethics, pregnancy and birth advice, and anthropology) 
originating from eight countries and spanning the 
years 1957–2018. Most of the texts were written by 
women, with the majority being non- empirical. Empirical 
studies on freebirth were usually qualitative, although 
there were a small number of quantitative medical and 
midwifery studies; these texts often focused on women’s 
motivations and highlighted a range of reasons as to 
why a woman would decide to give birth without HCPs 
present. Motivations frequently related to women’s 
previous negative maternity experiences and the type 
of maternity care available, for example medicalised 
and hospital- based. The use of the meta- narrative 
methodology allowed the origins of freebirth in 1950s 
America to be traced to present- day empirical studies 
of the phenomenon. This highlighted how the subject 
and the publication of literature relating to freebirth are 
embedded within their social and historical contexts. 
From its very inception, freebirth aligns with the 
medicalisation of childbirth, the position of women in 
society, the provision of maternity care and the way in 
which women experience maternity services.

INTRODUCTION
Freebirth is a clandestine practice whereby women 
intentionally give birth without healthcare profes-
sionals (HCPs) present in countries where there 
are medical facilities available to assist them. Free-
birthing women will accept all, some or no ante-
natal care, and will either inform HCPs of their 
plans prebirth or postbirth or disguise their free-
births as ‘born before arrivals’ (BBA), that is, the 
baby was born too quickly to call for an ambu-
lance.1–3 Given the secretive nature of the practice, 

there are no accurate statistics on the number of 
women who freebirth. When estimates are given, 
they are often combined with precipitous labours 
and births4 or with BBA rates.5 Nevertheless, free-
birth has become common enough to feature in the 
media, grey literature and more recently in empir-
ical academic research.

While freebirth may be viewed as a decision 
taken by a minority of women, an exploration 
of the phenomenon has implications for much 
wider aspects of the maternity system. In essence, 
freebirthers are declining maternity care, and this 
raises questions about the type and quality of 
services being offered to women. While on a global 
level the WHO highlights that maternal mortality 
rates have dropped in the last 30 years,6 it has also 
raised concern about the medicalisation of child-
birth and its consequences.7 In 2017 in England for 
example, only 2.1% of births took place at home,8 
and between 2016 and 2017, 29.4% of labours 
in English National Health Service hospitals were 
induced,9 while 27.8% of births were via caesarean 
section.10 Similar trends are apparent in the USA11 
and Australia.12 It is questionable what role this 
medicalisation has played in women’s decisions 
to remove themselves entirely from the maternity 
system.

The media frequently presents freebirth as a 
‘deviant’ behaviour, and online newspaper reports 
often attract negative public comments whereby 
freebirthing women are considered irresponsible, 
selfish, stupid and rash.13–15 Consequently, it is a 
decision that gives rise to stigma and condemnation. 
Given that birth in Western industrialised nations 
is viewed as a medical event requiring the exper-
tise of professionals, it is important to understand 
such non- conformist behaviour. Further, in order to 
ensure an appropriate policy response, it is crucial 
to explore whether freebirth is connected to any 
wider societal factors and what the consequences 
are for women who make this birthing decision.

It is only in the last decade that freebirth has 
come under academic scrutiny, and there are few 
empirical studies of the phenomenon. Three liter-
ature reviews have been published in midwifery 
journals,16–18 and each focuses on understanding 
women’s motivations. Although there is one review 
of American law,19 there are no literature reviews 
that have been published beyond a midwifery 
perspective.

The overall aim of our review was to explore 
how freebirth has been conceptualised over time in 
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the peer- reviewed and grey literature. Our objectives were to 
understand the following:

 ► Women’s freebirthing motivations.
 ► The social and historical context in which freebirth takes 

place.
 ► How social factors may have influenced the development 

of research and the publication of literature pertaining to 
freebirth.

 ► How different traditions in the freebirth literature have 
shaped academic discourse.

METHODS
Public and patient involvement
This review is part of a larger empirical project exploring the 
experiences of women who freebirth their babies in the UK. All 
aspects of the project are supported by AIMS (Association for 
Improvements in the Maternity Services), a UK national charity 
which assists women in navigating the maternity system. Support 
has included introduction to freebirthing women known to 
the charity, and multiple phone calls, emails and face- to- face 
discussions about the phenomenon and AIMS’ experience of 
supporting women making this decision. Funding was secured 
for the lead author to pursue a 3- month internship with AIMS 
with a view to enhancing public and patient involvement, partic-
ularly with regard to knowledge exchange between academia and 
the third sector. The internship provided the opportunity for the 
lead author to understand the phenomenon of freebirth against 
the wider backdrop of the UK maternity services more gener-
ally. While the internship did not directly inform the review, it 
did provide a more holistic insight into the phenomenon, which 
was useful when interpreting the existing literature. In addition, 
the review was complemented by interaction with freebirthing 
women face- to- face and online, specifically with regard to their 
own birthing experiences as well as their suggestions for relevant 
freebirthing literature.

Definitions
For the purposes of the review, freebirth occurs when a person 
intentionally gives birth without a registered HCP present in a 
country in which there is an established state maternity system. 
The word ‘person’ was used instead of woman due to anecdotal 
reports of freebirth occurring in the transgender community. The 
use of the word ‘intentionally’ was to exclude people who had 
precipitous labours and to delineate between those who acciden-
tally give birth alone and people who actively decide to do so. 
Registered HCPs are those who are either licensed, certified or 
regulated by the state to legitimately and legally attend women 
in labour and birth (ie, doctors or midwives). This precludes 
unregistered birth workers such as doulas, lay midwives and 
birth educators. Finally, the requirement that freebirth takes 
place in a country in which there is an established state maternity 
system excludes eras and places where no maternity provision is/
was available. This reinforces the important point that freebirth 
is an active decision to step out of a maternity system.

Meta-narrative
The goal of a systematic review is to synthesise a large body 
of evidence using an explicit, transparent and predetermined 
method. Difficulties can arise however when the body of 
evidence is complex, and covers a range of disciplines, method-
ologies and research designs.20

Meta- narrative is a form of systematic review created as a way 
of overcoming these difficulties and was designed primarily for 

‘topics that have been differently conceptualized and studied by 
different groups of researchers’.21 Inspired by Kuhn’s 1962 book 
The Structure of Scientific Revolutions,22 it enables evidence to 
be understood within the context of a particular research tradi-
tion and its scientific developments, as well as against its much 
larger overarching social and historical setting. As Wong writes:

Meta- narrative review looks historically at how particular research 
traditions have unfolded over time and shaped the kind of questions 
being asked and the methods used to answer them.23

Using historical examples, Kuhn argues that scientific research 
is undulating and takes place within research traditions based on 
particular ‘paradigms’, that is, a scientific community’s shared 
understanding and commitment to a set of rules and standards.24 
These paradigms are based on what is known and understood at 
the time, and research within that tradition builds on this until 
the emergence of a new paradigm in the form of a scientific 
discovery and a shift in understanding.

Meta- narrative uses these ideas as a foundation to understand 
and explore disparate types of evidence on a topic from a range 
of disciplines. This allows the trajectory of the scientific evidence 
to be charted and the storyline of a research tradition to unfold.25

Inclusion and exclusion criteria
All included papers had to adhere to the definition of freebirth as 
described earlier. Only English- language literature was sourced. 
There was no limit placed on the year of publication as we 
wanted to understand the origins of the phenomenon. Similarly, 
there was no restriction placed on the country in which the birth 
took place, as it was important to explore where freebirth was 
happening at different times.

With regard to the type of literature sourced, all types of 
literature were included except journalism. The reason for this 
exclusion was that it may lead to the inclusion of blogs and social 
media posts. Such wide inclusion criteria would have made the 
amount of recent literature sourced unmanageable.

Informal search
Following the guidance of Greenhalgh et al, the search phase 
began informally and in an unstructured way.26 Beyond 
midwifery, it was initially unknown which disciplines had 
engaged with the concept of freebirth and from which countries 
this literature would originate.

At this early stage literature was largely sourced based on 
our own prior knowledge, contact with researchers who had 
pursued similar work and from activists involved in AIMS. The 
lead author also posted a request for literature suggestions on an 
online freebirth group, and some ideas were given by commu-
nity members who pointed us towards publications such as 
Carter27 and Moran.28 In addition, citation checking of collected 
freebirth articles led to the consideration of further research and 
literature; this was particularly relevant to medical studies, that 
is, Burnett et al29 and Asser and Swan.30 Notably, it was during 
this phase that much of the grey literature was sourced.

Formal search
In accordance with Greenhalgh et al,31 a formal search was then 
carried out. After consideration, four databases were included: 
Medline, Embase, Maternity and Infant Care Database, and 
Social Sciences Citation Index. The review team perceived that 
these databases would be the most likely to capture relevant texts 
on freebirth. The inclusion/exclusion criteria were as described 
earlier.
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Table 1 Terms used in formal search.

Freebirth
Unassisted 
childbirth

Unassisted 
homebirth

Unhindered
birth

Autonomous 
birth

Undisturbed 
birth

Abandoned 
birth

Unattended 
birth

Do- it- yourself 
birth

Husband 
assisted birth

Solo birth Lone birth Intuitive birth Couples’ birth Pure birth
Private birth Sovereign birth Parent assisted 

birth
Unassisted birth 
after caesarean

Planned birth 
before arrival

Figure 1 PRISMA diagram. PRISMA, Preferred Reporting Items for 
Systematic Reviews and Meta- Analyses.

Although freebirth is the term used to define the type of birth 
explored here, there are other terms used in activism and in 
the literature to describe the same phenomenon. It was unclear 
where (geographically) various terms were most frequently used, 
in what context and era, and in what research tradition. All of 
the terms in table 1 were entered independently into each data-
base using Boolean truncation where relevant.

RESULTS
After deduplication and citation checking, there were 365 poten-
tial inclusions. The lead author read the abstracts and made 
exclusions based on the criteria. One hundred and nineteen texts 
were sourced for full- text reading. Much of the relevant litera-
ture was either unpublished academic studies, self- published or 
in obscure journals. Thirty- four references had to be sourced 
from interlibrary loans and four of those from the Library of 
Congress in the USA. Twelve articles proved unobtainable, but 
based on their abstracts it is unlikely that these were seminal 
pieces.

The lead author led the analysis, but contentious texts such 
as Gehb et al32 and Ireland et al33 were read, considered and 
discussed by all of the research team. Finally, 75 texts were 
considered as satisfying the inclusion criteria and were therefore 
included in the review.

A Preferred Reporting Items for Systematic Reviews and 
Meta- Analyses diagram, shown in figure 1, demonstrates the 
search process and its outcome.

Overview of results
Of the 75 included texts, 27 were empirical studies and 48 were 
non- empirical. There was a wide range of disciplines, and the 
texts were categorised into nine research traditions: nursing, 
autobiographical text with birthing philosophy, midwifery, 
activism, medicine, sociology, law and ethics, pregnancy and 
birth advice, and anthropology. The various texts and the 
research traditions in which they are categorised are provided 
in online supplementary appendix 1.34 The dates of the included 
publications ranged from 1957 to 2018 and spanned eight coun-
tries and four continents.

Almost all of the papers were written by women, many of 
whom were freebirthers. The majority of literature is non- 
empirical; however, of the 27 empirical studies, only 5 were 
quantitative, 3 appearing in the medicine research tradition and 
2 in midwifery. Notably the empirical study of freebirth only 
began in earnest post-2005.

The categorisation of literature into relevant research tradi-
tions was not complicated as most fell naturally within academic 
disciplines. Peer- reviewed journal publications were categorised 
according to their discipline of publication. For example, an 
article published in a midwifery journal was considered part of 
the midwifery tradition. Unpublished PhD texts were catego-
rised according to the author’s university department, and MA 
dissertations were based on the wider discipline the author was 

studying, for example sociology. While autobiographical texts 
and activism are not scientific research traditions per se, their 
inclusion is important as many of the texts in these traditions 
have been highly influential to later academic literature and the 
way in which freebirth has been conceptualised.

With regard to autobiographical texts, six American women 
have written extensive personal narratives on freebirth which 
provide far more detail than any of the other texts. While the 
texts do not build on scientific paradigms as advocated by Kuhn, 
they do build on each other and share many similarities. After 
reading them, it was clear that they formed a particular ‘body’ of 
work that was very different from the other included academic 
texts.

Similarly, to exclude the activism literature would have led to 
the loss of an important conclusion that these texts informed, 
namely that activists were aware of and exploring the concept 
of freebirth, much earlier than academics. As highlighted with 
autobiographical texts, activism created a specific ‘body’ of work 
that was connected by its political motives, that is, to challenge 
the existing maternity system. Consequently, both autobiograph-
ical texts and activism became two separate research traditions.

Overview of the research traditions
Table 2 provides an overview of the type of literature that 
appeared in each research tradition. As can be seen, nursing 
consists of only one study, while midwifery has provided the 
most literature, and this focuses largely on qualitative research 
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Table 2 Overview of the research traditions.
Research tradition Texts (n) Disciplines included Types of literature Focus

Nursing 1 Nursing Qualitative empirical study. One study, which focuses on the experiences of women in 
California in 1971 who decide to freebirth.

Midwifery 34 Midwifery Opinion, literature reviews, 
qualitative empirical studies, 
quantitative empirical studies, 
narratives, academic argument, 
conference abstract.

Midwifery has explored freebirth in the most detail, with an 
emphasis on understanding the lived experiences of freebirthing 
women. Literature also explores the role of the maternity services 
and the provision of care in creating circumstances where women 
are more likely to freebirth their babies.

Medicine 8 Obstetrics and gynaecology, 
paediatrics, sexual and 
reproductive health, perinatal 
care.

Quantitative empirical studies, 
qualitative empirical study, 
opinion, commentary, editorial, 
conference abstract.

Quantitative studies have attempted to understand the health 
outcomes for women and babies after freebirths by analysing 
the mortality rates for women in religious communities in the 
USA who eschew all medical care. A qualitative study explored 
women’s freebirth experiences in Sweden. Opinion, commentary 
and the editorial linked freebirth to negative aspects of the 
maternity system, such as limited homebirth services.

Sociology 5 American studies, sociology. Qualitative empirical studies. Sociological studies were frequently framed within feminist 
discourse with academic debate incorporating, for example, 
stigma, Foucault and concepts of risk.

Anthropology 3 Anthropology, physical 
anthropology, women’s and 
cultural studies.

Qualitative empirical studies, 
poster presentation.

Anthropological studies were varied and included one on the 
prosecution of women in the USA who give birth unattended. A 
second study explored the freebirthing practices of Piro women in 
Peru, and a third challenged the biological argument that female 
humans are unable to give birth unassisted due to bipedalism and 
encephalisation.

Activism 9 N/A. Report, editorial, narratives, 
opinion.

Activism literature came from one source: AIMS (Association for 
Improvement in Maternity Services). These texts highlighted the 
role of birth trauma in women’s freebirthing decisions, explored 
women’s narratives and highlighted the condemnation of some 
freebirthing women by HCPs, for example the use of social services 
and police involvement.

Autobiographical 
texts with birthing 
philosophy

9 N/A. Narratives. The detailed narratives of women’s freebirthing journeys including 
motivations, birth and postnatal experiences.

Pregnancy and 
birthing advice

3 Lay/non- biomedical advice. Advisory texts, narrative. Two sources discuss the benefits of freebirth, and the third 
describes the condemnation the author experienced while 
outlining his experiences as a husband of a freebirthing woman on 
national television.

Law and ethics 3 Law, medical ethics, ethics. Review, student essay, 
academic argument.

The review explored the lawfulness of freebirth in the USA, 
while the academic argument explored freebirth within a wider 
discussion on the regulatory framework for unregulated birth 
workers in Australia. The student essay emphasises the need for 
open dialogue between pregnant women and HCPs, and the 
requirement that maternity services better fulfil women’s needs.

HCPs, healthcare professionals; N/A, not applicable.

exploring the lived experience. While the medical literature does 
include one qualitative study, its emphasis has been quantitative 
research on very specific populations, namely religious commu-
nities in the USA. These three research traditions are discussed in 
detail in the following paragraphs.

Autobiographical texts with birthing philosophy provide 
the richest detail of women’s motivations and experiences. 
However, the published books on the subject are all American, 
thus limiting our understanding to the North American context. 
These texts and their authors have been highly influential in 
shaping the way freebirth has been conceptualised. This will be 
further explored below.

Activist literature presents issues from the UK that are yet to 
be fully explored in academia. In the two most relevant arti-
cles, Beech35 describes the case of one freebirthing family who 
were harassed postnatally by midwives and threatened with 
social services. Thomas36 also writes of her experiences of social 
services’ harassment, which included the involvement of the 
police. What these articles suggest is a lack of understanding 
from maternity services as to freebirth, women’s birthing rights 

and the limited remit of HCPs in making a woman comply with 
accepted maternity practice and guidelines.

Perhaps unsurprisingly, the sociological texts place women’s 
narratives within the context of much wider theoretical debate. 
Spencer- Freeze’s 2008 PhD37 study is likely the most compre-
hensive of all of the research on the phenomenon, while Miller38 
specifically focuses on the role of stigma in freebirthing women’s 
experiences, and Cameron39 examines the concept of risk.

There is a paucity of research in the law and ethics research 
tradition and none within the discipline of bioethics, which 
seems unusual given the nature of the subject. Dannaway and 
Dietz’s40 student essay provides a useful overview of many of the 
ethical issues associated with freebirth. It incorporates discus-
sion on the overmedicalisation of childbirth, the risks of birthing 
without an HCP, the role of informed consent and the require-
ment that maternity services provide care that better fulfils the 
needs of women.

The pregnancy and birthing advice research tradition consists 
of three texts, two of which are books that offer freebirth advice, 
one from the USA41 and one from the UK.42 The third text by 

 on M
ay 7, 2020 at BVA. Protected by copyright.

http://m
h.bm

j.com
/

M
ed H

um
anities: first published as 10.1136/m

edhum
-2019-011786 on 2 M

ay 2020. D
ow

nloaded from
 



 24 
 

 5McKenzie G, et al. Med Humanit 2020;0:1–13. doi:10.1136/medhum-2019-011786

Original research

Freeze43 is an account from the husband of another freebirth 
author (Spencer- Freeze) who describes the condemnation they 
both experienced when appearing on national UK television to 
discuss their freebirthing experiences. The paper is unusual as it 
is from the father’s perspective, but it also serves as a detailed 
insight into the stigma and condemnation parents may feel when 
confronted about their freebirthing decisions.

Anthropology has tackled the subject from three different 
angles. Falk- Smith’s44 work is particularly unique as she is 
exploring what has been coined the ‘obstetrical dilemma’ 
perceived to be caused by the evolution of bipedalism and 
encephalisation, and the consequential notion of obligate 
midwifery as argued by Trevathan.45 While her research is still 
ongoing and her PhD on the subject not yet complete, her current 
arguments draw on a body of feminist literature pertaining to 
both anthropology and biology which explores whether these 
sciences are imbued with androcentric biases.46

DISCUSSION
Here we discuss five texts in detail; each has been influential in 
the way freebirth has been understood and conceptualised over 
time, and highlights how freebirth and the publication of texts 
on the subject are closely linked to social and historical contexts. 
To do this we have also drawn on wider relevant literature that 
demonstrates the influence of the included texts, and where rele-
vant the historical backdrop against which they were published.

In addition, we also discuss the emergence of two more 
recent research traditions—midwifery and medicine—as these 
have become increasingly influential in shaping how freebirth 
is conceptualised. This analysis will demonstrate how each 
research tradition contributes its own perspectives and method-
ological approaches to the storyline of the research, thus shaping 
our understanding of the phenomenon in a very specific way.

Origins of the freebirth literature
One of the most important conclusions to be drawn from the 
first empirical and non- empirical texts is that, taken together, 
they largely incorporate all that scholars will subsequently 
‘discover’ in empirical studies decades later. Interestingly, both 
sources have largely been forgotten by mainstream academic 
studies.

The first non-empirical source: Patricia Cloyd Carter, Come Gently, 
Sweet Lucina, 1957 (autobiographical text with birthing philosophy)
In 1957 Patricia Cloyd Carter published the first text on free-
birth. It combines her birthing philosophy with her own free-
birthing experiences. Written in an era before there were any 
major developments in women’s reproductive rights, such as the 
invention of the pill and the legalisation of abortion, Carter is 
pioneering not only as previous childbirth books were largely 
written by men, but her text also contains many of the argu-
ments and themes that appear in later literature.

As the first person to write about the subject, and as someone 
who is not writing within an academic discipline, many of her 
points do not include the terminology that present- day authors 
would use. For example, the term ‘freebirth’ had not yet been 
coined; therefore, it does not appear anywhere in the text. 
Instead, Carter uses the more cumbersome term ‘Euthagenesis’,47 
which perhaps unsurprisingly does not gain any traction in later 
literature. Carter also discusses ideas that academics would 
decades later crystallise into recognised sociological concepts. In 
her book, however, these ideas are still quite nebulous and not 
fully articulated.

An example of such an idea is the psychological impact of 
birth trauma. Not yet coined as a term nor fully recognised or 
understood, Carter alludes to birth trauma throughout the book 
and describes her own traumatic hospital births.48 She implicitly 
links previous birth trauma to freebirth, and even provides an 
example of a letter she received from a woman who was moti-
vated to freebirth after the ‘horror of two hospital deliveries’.49 
Regardless of Carter’s insight, it took over 50 years before the 
connection between birth trauma and freebirth was recognised 
in empirical studies.50

Medicalisation is another concept that Carter explores. She 
writes from a period in which childbirth was becoming heavily 
pathologised and obstetrics had begun to wield greater control 
over women’s birthing experiences. With a similar historical 
trajectory to that of the UK, childbirth in 1950s America had 
only recently become hospital- based. During Carter’s lifetime, 
hospital births in the USA had jumped from 36.9% in 1935, to 
96% by 1960.51

This period was also one in which a debate rumbled over 
how much control a woman should have during childbirth. 
In 1914, twilight sleep had been introduced to the USA. This 
practice referred to the administration of the drug scopola-
mine to labouring women so as to induce amnesia. As it was 
not an anaesthetic, women experienced the pain of childbirth, 
but they did not remember it. Women were often tethered to 
beds to control their thrashing or placed in ‘bed- cribs’ to restrain 
them. In her article on the subject, Walzer Leavitt52 argues that 
women demanded scopolamine as a way of regaining control 
over the birthing process,53 that is, by deciding how they gave 
birth. The management of pain via this form of medication was 
still in use when Carter was writing. Indeed, it was used up until 
the 1960s.54

The relevance of this to Carter’s work is that it was published 
during the beginning of an alternative feminist approach to 
control during birth, namely natural childbirth. In 1933 and 
1942, Grantly Dick- Read published two influential books, 
Natural Childbirth55 and Childbirth without Fear,56, 57 respec-
tively. Hanson argues that Dick- Read’s work, which challenged 
the highly medicalised approach to birth, was the start of the 
natural childbirth movement.58 While challenging some of his 
ideas, Carter draws heavily on Dick- Read’s philosophy, as do 
later freebirth writers.59–61 Carter’s arguments addressing the 
medicalisation of childbirth make reference to problems associ-
ated with the lithotomy position,62 the administration of silver 
nitrate into newborns’ eyes,63 the use of enemas64 and rectal 
examinations,65 and she likens the maternity system to a ‘pack-
aging plant’.66 Long before feminist academics such as Oakley,67 
Martin68 and Davis- Floyd69 argued that obstetrics treats female 
bodies as machines, Carter states that women are treated as 
robots as if no one realises that there are people attached to ‘this 
reproductive apparatus’.70 Further, she recognises the imbalance 
in authority between the obstetrician’s knowledge of birth and 
that of the mother’s, of which she states facetiously ‘is only first- 
hand and real’.71 Decades later, feminist scholars would write 
about this paradox, exploring it within the realms of authorita-
tive knowledge,72, 73 others directly linking it to freebirth.74–77 
More broadly, Foucauldian scholars would recognise this as the 
concept of power- knowledge, and researchers of freebirth have 
later explored it as such.78–81

Of equal interest is Carter’s experience of stigma. She appears 
to have been vocal in her birthing decisions and to have become a 
minor celebrity as a result.82 However, this led to some condem-
nation, and she writes that ‘she cannot but weep over some of 
the cruel letters I have received’.83 She provides an example of 
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such a letter in which she is broadly described as a shameless, 
ignorant fool who is a disgrace to all women.84 Of relevance here 
is the general stigmatised view of freebirth and society’s response 
to this type of birthing decision, which was only captured in 
the academic literature much later.85–90 Of note is that from the 
21st century onwards, the literature begins to include less puerile 
forms of condemnation, and instead documents police and social 
services intervention.91–96

The first empirical source: Margot E Edwards, Unattended Home 
Birth, 1973 (nursing)
In 1973, Edwards published her 1971 survey of 18 primiparous 
freebirthing women from the Big Sur and Santa Cruz areas of 
California.97 She begins by positioning herself in the research 
and explaining her role as a birth educator who provides ante-
natal classes to expectant parents. Similarly to Carter, Edwards 
does not use the word freebirth as the term has not yet been 
coined. Instead she uses the phrase unattended homebirth.

Importantly, Edwards’ study is published in 1973, the same 
year as Roe v Wade, the landmark decision of the US Supreme 
Court which legalised abortion in America. Reported to be 
the most well- known US Supreme Court decision of the 20th 
century,98 it is the most important legal case regarding Amer-
ican women’s reproductive rights. In their article on the subject, 
Greenhouse and Siegal highlight that the feminist and women’s 
rights movement played an active role in the campaign, which 
included nationwide marches, rallies, strike action and consider-
able media coverage.99 The abortion debate also extended into 
feminist challenges regarding the rights and roles of women in 
society more generally.100 What makes Edwards’ paper so inter-
esting is that it is against this backdrop that she publishes the first 
empirical study of freebirth.

Of further significance is that the article was published in a 
nursing journal, which at first glance would set it apart from 
all of the other included literature. However, this reveals more 
about the maternity system in the USA as opposed to a unique 
academic perspective on freebirth. Midwifery was not—and is 
still not—a recognised profession in the USA. Indeed, Edwards 
highlights that nurse- midwifery was illegal in California at the 
time.101 The result is that while the USA has produced much of 
the freebirth literature, none of the American empirical studies 
is based in the midwifery research tradition.

One consequence of a lack of a recognised midwifery profes-
sion is the emergence of unlicensed midwives. Edwards highlights 
that these are ‘mostly self- trained lay persons’102 who provide 
antenatal care and attend births. While this may be presumed 
to be a problem of the past, the role of the unregulated birth 
worker (UBW) and their attendance at freebirths reappear in the 
most recent Australian and Canadian literature.103–106 Australian 
authors indicate that the lack of appropriate midwifery home-
birth services motivates women to seek alternative forms of 
support, such as doulas to be the sole ‘professional’ in attendance 
during birth.107 Equally, in the Canadian research, midwifery 
‘was not a licensed profession in the jurisdiction’ of the study.108 
What therefore becomes apparent is that in both the earliest and 
most recent studies, the lack of appropriate midwifery services 
has been recognised as a factor in women’s decisions to have 
UBWs at their births as opposed to regulated HCPs.

Linked to this is the rurality of some women’s homes. 
Edwards notes that those relying on UBWs are often geograph-
ically isolated.109 Again, this insight appears decades later with 
regard to the centralisation of maternity services in Canada.110 
While not explicitly challenging the maternity services on offer 

in 1970s America, by referencing these nuances Edwards is inad-
vertently highlighting the complexity of the backdrop against 
which women make the decision to freebirth. This complexity 
is not explored again empirically until over 30 years after her 
original publication.

Although Edwards does allude to issues within the maternity 
system, the focus of her study is the freebirthing women them-
selves. Her discourse highlights how for many couples unat-
tended homebirth is an event in ‘an anti- establishment way of 
life’.111 She outlines that these women are living the ‘hip life- 
style’112 and notes how many are unmarried or are living in a ‘free 
union’.113 Others are living ‘communally’,114 which all suggests 
that her cohort are part of an alternative lifestyle. Although this 
has not been explored fully in the later literature, other authors 
have noted some freebirthers’ non- mainstream views and behav-
iour, for example cosleeping,115, 116 homeschooling,117 use of 
complementary medicine118 and being reactive to other forms 
of institution.119, 120 Removing oneself from mainstream society 
also appears in some American freebirth literature, notably in a 
spiritual sense121–123 or a geographical one.124

While Edwards does mention that some women perceive 
hospital treatment as ‘disrespectful and dehumanizing’,125 
uniquely her cohort are all first- time mothers. Consequently, the 
argument that is employed in later literature that a previous bad 
maternity experience and/or birth trauma is a factor in freebirth 
does not feature.

Although there is no explicit methodology section, Edwards’ 
cohort includes women who intended to freebirth, but for 
whatever reason ended up giving birth in hospital. In her study, 
Edwards indicated that 11 of the 18 women did not successfully 
freebirth,126 which with the exception of Spencer- Freeze127 is an 
insight unavailable in later research. Such a focus on positive 
outcomes could be considered a criticism of later freebirth texts. 
With the exception of Griesemer128 and Spencer- Freeze,129 there 
are no personal narratives of freebirths gone awry, and only 
quantitative studies in the medical literature relate to this.

Coining the term ‘freebirth’
In a similar vein to Carter, Parvati Baker130 published the first 
edition of her book Prenatal Yoga and Natural Childbirth in 
1974.131 The book consists of yoga advice, combined with the 
author’s personal views and experiences of childbirth. In a 
pattern arising in other autobiographical texts,132–134 the author 
experienced a hospital birth, before later having a homebirth, 
and finally two freebirths.

Parvati Baker claims to have been the person to have coined the 
term freebirth.135 When exactly she created the term is unclear. 
Griesemer sheds some light on this when quoting Parvati Baker’s 
earlier work, The Possible Family: Little House on the Edge of 
the Millennium (1995).136 Griesemer137 quotes Parvati Baker as 
writing:

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.

In Parvati Baker’s view, therefore, the term ‘free’ relates not 
only to a psychological mindset, but also to a financial situation. 
While in the USA maternity provision comes with a price tag, 
from a UK perspective this financial element of the term has less 
relevance.

Notably, Parvati Baker was a childbirth activist and confer-
ence speaker; therefore, she may have been using the term orally 
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long before 1995. Nevertheless, this is likely to be the first 
published reference to freebirth and an explanation as to what it 
is. Although the original text is now unobtainable, the term has 
gained momentum enough to be used in much of the following 
literature over the next several decades.

In 1994 and within the same research tradition, Laura Shanley 
published the first edition of her book Unassisted Childbirth.138 
The alternative term ‘unassisted childbirth’ or UC has also 
gained momentum, and along with freebirth it is these two terms 
from these two authors which feature most heavily in the later 
literature.

The notoriety of Born in Zion
Within the same research tradition but writing from a very 
different perspective is Balizet,139 the founder of Zion birth 
ministries and a non- freebirther who attends other women’s 
freebirths in a religious capacity. The first two editions of her 
book were unobtainable (1992 and 1994), and the third edition 
had to be sourced from the Library of Congress in the USA. The 
difficulty in sourcing the book may be due to its content and 
influence.

Not always considered part of the freebirth literature,140 
Balizet stands far beyond the freebirth mainstream due to the 
author’s rejection of all medical intervention relating to both 
birth and illness, and her Christian belief in the power of prayer 
to resolve medical emergencies. Notably, in none of the other 
literature are her views and so called ‘Zion Births’ advocated, 
nor the rejection of all medical care promoted. In other autobi-
ographical texts, writers are quick to highlight that freebirth is 
simply one legitimate option.141

Ironically, however, Balizet is a former nurse, and while prayer 
is her obstetric instrument of choice she does not remove herself 
entirely from the mainstream biomedical model of childbirth. 
Throughout the book there are references to her using a suction 
bulb to clear the baby’s airways immediately postbirth,142 
weighing the newborn,143 using mouth- to- mouth resuscita-
tion144 and manually extracting a baby from its mother (although 
on God’s instruction).145 Conversely, some of her views would 
not enter the biomedical paradigms. Examples of how Balizet 
believes labour can become slowed include the presence of a 
nearby nudist camp,146 and ornaments of frogs and owls in a 
woman’s home.147

Nevertheless, Balizet does share parallels with other freebirth 
literature. While religion is Balizet’s main focus, religion and 
spirituality do appear as lesser factors in other texts.148–151 Balizet 
also argues that fear affects birth.152 This aligns with Dick- Read’s 
influential work, which appears in many of the freebirth texts. 
In Balizet’s unique view, however, this fear is caused by a battle 
between God and Satan.

Although this work stands in contrast to its contemporaries, 
it has had some influence and has gained notoriety, due to its 
links to Christian fundamentalism and to a number of deaths. 
In his text When Prayer Fails: Faith Healing, Children and the 
Law, Peters dedicates a full chapter to exploring the legal cases 
pertaining to three members of a small religious denomination 
in Massachusetts known as The Body (also colloquially deemed 
the Attleboro Cult).153

‘Profoundly influenced’ by the teachings of Carol Balizet, the 
community eschewed all medical care.154 As a result, in 1999 
a member of this community, Rebecca Corneau, freebirthed 
her son Jeremiah, who died at birth. The body was then buried 
in a local park alongside the remains of 10- month- old Samuel 
Robidoux, whose parents Karen and Jacques had starved to 

death based on an instruction from God.155 The cases drew 
national media attention. Jacques Robidoux was convicted of 
first- degree murder, and his wife exonerated ‘with her attorney 
arguing that she was a psychologically battered woman who had 
been victimized by a “bizarre, misbegotten group”’.156

Of most relevance however is that Corneau, who at the time 
of the proceedings was pregnant, was taken into state custody 
to ensure she gave birth with medical professionals present. 
This spawned considerable debate both within and outside of 
academia, raising legal, philosophical and bioethical questions,157 
with legal scholars challenging the constitutionality of incarcer-
ating pregnant women based on the risk of them committing a 
future crime.158, 159 Following later similar state incarcerations 
(unconnected to Balizet’s teachings), this reflects a growing 
trend in American scholarship to explore the parameters of state 
power in protecting an unborn fetus.160–163

Regardless of this notoriety, Balizet’s teachings remain in 
circulation. Her philosophy has been linked to the more recent 
Quiverfull movement in the USA.164 This movement espouses 
female submission to men, and the rejection of contraception 
in favour of pronatalism and large families.165 While freebirth 
has been linked to feminist discourse,166 this antifeminist stance 
is apparent in both Balizet and in the earlier work of Moran,167 
highlighting that freebirth has not always been—nor does it 
always continue to be—rooted in typical feminist thought.

The midwifery research tradition
As the autobiographical freebirth literature reached its apex in 
the 1990s, an alternative research tradition came to the fore: 
midwifery. The earliest UK paper sourced was an opinion piece 
published in 1997,168 and the first narrative article appearing in 
the midwifery press was written by the husband of a freebirthing 
woman.169

In 2006, the first midwifery- based empirical study that 
includes freebirth was published. Kornelson and Grzybowski 
carried out an exploratory qualitative study of 44 women living 
in four rural communities in British Columbia, Canada. The aim 
of the study was to understand ‘the realities of maternity care 
faced by rural women’,170 particularly as the authors note that 
since 2000 there had been a significant decline in the number of 
Canadian rural communities offering maternity care. While not 
about freebirth per se, the cohort included three women who 
had freebirthed as a response to their reality of living rurally and 
‘a lack of alternatives’.171

There are two points to note here. First, this empirical study 
is very different from the autobiographical texts. In combi-
nation with these, it begins to highlight a spectrum on which 
freebirthing women sit with regard to decision making. On one 
end are autobiographical authors such as Shanley who make 
a positive choice to freebirth, and on the other end are those 
women who, as Kornelson and Grzybowski note, due to various 
circumstances feel they have no other option.

The second point is that Kornelson and Grzybowski found 
that rural women who were expected to leave their communi-
ties to give birth often experienced psychological and financial 
consequences. In order to overcome this, they developed strat-
egies—such as freebirth—as a form of resistance. In exploring 
this idea, they acknowledge the position of indigenous women. 
While it is unclear whether any of the freebirthers in the cohort 
were Aboriginal Canadians, this unique perspective is acknowl-
edged in Australian freebirth literature, in particular with regard 
to Aboriginal women wanting to give birth ‘on country’.172 
Similar points were raised in the anthropology research tradition 
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with regard to indigenous women in Peru who freebirth for 
cultural reasons.173 Such arguments indicate the heterogeneity 
of women who freebirth and suggest that, in attempts to support 
these women, some maternity systems may face additional chal-
lenges that are not present within the UK.

From 2006, there was a noticeable increase in empirical studies 
pertaining to freebirth. It is unclear why this is so. However, 
around this time within academic discourse, the concept of birth 
trauma evolved from the idea of it being physical trauma that 
occurred during birth, to one which incorporated a woman’s 
psychological response to her birthing experience.174 Beck’s 
2004 qualitative study of 40 women’s birth experiences and her 
argument that clinicians viewed their trauma as routine is the 
start of a body of work in which the psychological aspects of 
birth trauma have been explored empirically.175–177

As researchers began to explore the psychological impact 
of birth trauma, the phenomenon began to appear within the 
empirical freebirth literature,178 but not within the parameters 
of midwifery until 2012.179 Why midwifery is slow to explore 
the topic empirically is unclear. This may be linked to the status 
of the profession, particularly in the USA, and potential limita-
tions in funding and publication platforms. However, there is 
some evidence—although very little—of a connection with birth 
trauma within earlier non- empirical midwifery literature.180, 181 
As highlighted earlier, the freebirth–birth trauma link was also 
made outside of midwifery decades previously182 and had been 
argued in activist literature as early as 2001.183

While midwifery was slow to recognise the link, since 2012, 
midwifery studies from various countries have highlighted the 
connection, that is, from Australia,184, 185 Canada,186 the UK187 
and the Netherlands.188 Similarly, as reflected in Kornelson and 
Grzybowski, midwifery has recognised issues relating to the 
maternity system as a motivating factor in women’s decisions 
to freebirth, for example, its inflexibility, homebirth rules, over-
medicalisation and the risks associated with hospital births.189–

195 This development may reflect a methodological shift whereby 
the lived experience captured via qualitative research is becoming 
more frequently employed within midwifery, suggesting more of 
this information is coming to the fore.

Two UK studies stand apart from the other empirical midwifery 
literature, as they shift the dialogue beyond freebirthing women’s 
motivations. Feeley and Thomson196 explore how women navi-
gate the maternity system when attempting to carry out their 
decision to freebirth. In the same year Plested and Kirkham197 
published a similar study but their emphasis was on how 
freebirthing women experience risk and fear within the mater-
nity system. These papers highlight the stigma and condemna-
tion women experience when they attempt to make birthing 
decisions outside of the norm. In particular, these two studies 
illuminate tactics employed by HCPs, who attempt to make 
women conform to their perception of appropriate behaviour. 
This can be contrasted with current maternity rhetoric relating 
to woman- centred care and choice in England.198 Most worry-
ingly, tactics included referrals to social services in four out of 
ten participants in Feeley and Thomson, and three out of ten 
in Plested and Kirkham. All referrals were later dropped, with 
Plested and Kirkham describing the referrals as being ‘deemed 
inappropriate’.199 Unsurprisingly, the misuse of social services 
referrals has been noted much earlier in activist literature.200, 201

What can be gained from these studies is the tension between a 
pregnant women’s reproductive, legal and human rights, and the 
power of the state to ‘protect’ the unborn. These are the same 
issues seen in the legal and bioethical arguments triggered by the 
consequences of Balizet’s philosophy, and in the wider relevant 

American scholarship. Unlike in the USA, women in the UK are 
not being incarcerated, but there is a similar sentiment of control 
and retaliation, which raises ethical questions that remain as yet 
unexplored within the midwifery research tradition.

The medicine research tradition
The medical literature on freebirth can be divided into both 
empirical202–206 and non- empirical sources.207–209

In direct contrast to all other non- medical freebirth studies 
is Burnett et al,210 published in 1980, which serves as a fasci-
nating insight into a biomedical analysis of freebirth at the time. 
This quantitative study explored the neonatal mortality rates 
of home deliveries in North Carolina between 1974 and 1976. 
Homebirths were grouped into various categories, for example, 
planned with a lay midwife or unplanned and precipitate. Of 
relevance to the present review was that the authors concluded 
that planned homebirths without an attendant resulted in a 
death rate of 30/1000 live births. In real terms this was 3 deaths 
out of the 100 freebirths, based on 244 544 overall births both 
within and outside of hospital during that time period. Notably, 
very little is explained with regard to the statistical power of the 
findings, with no discussion of confidence intervals or p values.

While these appear to be high rates, the article reveals much 
about the maternity system at the time. Written in an unempa-
thetic way, the tragic deaths of some babies in non- freebirth 
circumstances highlight a society that displays an uncomfortable 
level of contempt for pregnant women and vulnerable mothers. 
Two babies died because ‘one mother…went to hospital but was 
turned away for lack of funds. The other…reportedly had been 
told not to go to the hospital without payment in hand’.211 Three 
deaths involved ‘unwed teenaged mothers charged with homi-
cide’.212 The authors discuss two further homicides, ‘[o]ne infant 
was drowned in a canal and the other was grossly neglected’.213 
In summarising these tragedies, the authors conclude that these 
‘deliveries were judged to be either precipitate or intended 
without preparation for a healthy infant’,214 thus placing all 
blame on the mother’s decision making and none on wider 
society. These cases expose a sad underbelly of women either 
unable or unwilling to access US maternity provision.

Such tragedies raise questions about why the women who did 
freebirth did so. While Burnett et al highlight that they had a 
low- risk demographic profile,215 there is no qualitative explora-
tion as to why they made this decision, nor consideration of, for 
example, their insurance status or socioeconomic background. 
This study therefore highlights the limits of a biomedical, quan-
titative approach to exploring freebirth, and demonstrates the 
importance of later qualitative studies to understanding this 
phenomenon.

Two further medical studies reignite the issues associated with 
religious denominations who eschew all medical care. Kaunitz et 
al216 investigated the perinatal and maternal mortality rates of 
the Faith Assembly in north- eastern Indiana, USA from 1975 to 
1982. They discovered that the group had a perinatal mortality 
rate three times higher and a maternal mortality rate 100 times 
higher than the state- wide rates. Similarly, Asser and Swan217 
explored child fatalities from religiously motivated medical 
neglect between 1975 and 1995. Within their inclusion criteria 
were perinatal fatalities based on unattended homebirths. These 
numbered 59 out of 172 child deaths and were linked to a 
range of religious groups operating within a number of states. 
Commentary also included six maternal deaths.

While other freebirth writers have dismissed the relevance 
of these studies,218 they are important for the purposes of this 
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review. It is unclear what the social circumstances of the women 
involved were, and the levels of autonomy and agency they were 
able to employ. Nevertheless, it would be unfair to automati-
cally presume that these women were incapable of active deci-
sion making, or to suggest that their freebirth was not based on 
an honest belief that aligned with their religious and worldview. 
However different these motivations may be from the ‘main-
stream’ freebirthers, and however unpalatable the mortality 
statistics, without evidence to suggest otherwise, these women 
appear to be making an active decision to step out of the existing 
maternity system and to freebirth. Consequently, these studies 
are important for a wider understanding of the phenomenon. 
What they also suggest is that the USA has an additional and 
more complex element to their freebirthing communities, which 
does not exist in literature from other countries and does not 
appear to be an issue within the UK.

Strengths and limitations of the review
The main limitation of the review is that only English- language 
papers were sought. This prohibits a full analysis of the litera-
ture, particularly that pertaining to other Western industrialised 
nations such as Germany and France. In addition, the inclusion 
of a Peruvian study suggests that there may be relevant literature 
published in Spanish. Of particular relevance is the consider-
ation of indigenous women’s cultural needs within South and 
Central America. A more thorough understanding of this could 
have better contextualised the literature in relation to indige-
nous women in Canada and Australia.

Areas of future research
As noted at the beginning of this paper, current freebirth research 
has focused very broadly on women. Relevant studies published 
in the English language have only touched on how freebirth 
plays a role within the lives of very specific groups, for example 
those from particular indigenous or religious communities. It is 
unknown whether there are any trends based on, for example, 
ethnicity or socioeconomic background. As noted earlier, anec-
dotal suggestions of freebirth within the transcommunity did not 
materialise in the literature and therefore it is unknown whether 
some transmen are freebirthing.

The experiences of the partners of freebirthers are largely 
absent from the literature, as are the experiences of HCPs 
who come into contact with freebirthing women. While Feeley 
and Thomson219 and Plested and Kirkham220 begin to explore 
freebirthing women’s interactions with HCPs, the lack of 
perspectives from midwives and doctors means it is difficult to 
understand why some freebirthing women receive such a nega-
tive response. For policy and education purposes, it is impor-
tant to know, for example, whether HCPs do not understand 
the rights of women with regard to their birthing decisions, and 
whether they have been appropriately taught how to support 
women who decline routine care.

The literature focuses heavily on good freebirth outcomes. 
With the exception of some insightful information provided by 
Spencer- Freeze,221 none of the qualitative research fully explores 
any negative consequences of freebirth. It is unknown whether 
this is because freebirthing women who experience difficulties 
seek help from HCPs, or whether women who do have nega-
tive experiences do not wish to speak out about their freebirths. 
From a quantitative perspective, the medical profession has made 
some attempt to understand outcomes. However, given the small 
number of freebirths and its clandestine nature, it would prove 

difficult to carry out a contemporary study as any results would 
likely lack statistical power.

CONCLUSION
The meta- narrative methodology used in this review provides a 
way in which freebirth can be understood as a social phenom-
enon. Tracing freebirth’s initial origins in 1950s America 
through to present- day empirical midwifery studies highlights 
how the subject and the publication of literature relating to it 
is embedded within social and historical contexts. From its very 
inception, freebirth aligns with the medicalisation of childbirth, 
the position of women in society, the provision of maternity care 
and the way in which women experience maternity services.

The available literature highlights how freebirthing women are 
not a homogeneous group. However, what connects freebirthers 
is that when maternity services provide care that they find 
unpalatable or does not align with their worldview, they will 
find alternative ways to give birth. This form of resistance not 
only creates dilemmas for HCPs but also space for debate in a 
wide range of perspectives, ranging from law and sociology to 
anthropology and activism. While the results of this review high-
light that writers and scholars are active in these areas, given 
freebirth’s relatively new appearance in the empirical literature, 
it is clear that researchers have only just begun to fully under-
stand this phenomenon.
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3.1. Introduction 
 
This section of the thesis introduces and explores the methods used in my study. Given the 

methodology employed, there was some complexity to the way in which I undertook the analysis and 

present my findings. The details of this are therefore provided under the following main headings: 

 

• 3.2. Aims 

• 3.3. Ethical approval 

• 3.4. Data collection  

• 3.5. Analysis 

• 3.6. The Voice Centred Relational Method (VCRM) 

• 3.7. Existing VCRM Literature, Guidance and Practicalities 

• 3.8. Writing up a VCRM study 

 
3.2. Aims 

 
Given the results of the meta-narrative it was clear that the study of freebirth is still in its infancy. This 

therefore provided a wide scope of opportunity for research on a subject that is largely unexplored. 

To date, women’s motivations appeared to be the area that had been most frequently interrogated 

(Baranowska et al. (2021); Henriksen et al. (2020); Feeley and Thomson (2016a)). However, two areas 

that are notably lacking in the literature are women’s experiences of undisturbed physiological birth 

(i.e. the physical act of giving birth without HCP presence) and women’s postnatal experiences. Whilst 

it would be impossible to research freebirth without also attempting to understand women’s 

motivations, I wanted to go beyond why a person would make this decision and begin to fill some of 

the existing gaps in the literature.  

 

Having spent time volunteering at the human rights charity AIMS (Association for Improvements in 

the Maternity Services) prior to the commencement of this study and gaining an overview of issues 

pertaining to UK maternity care, I felt it was important to have an open mind about the type of 

information I would gather from freebirthing women. I therefore did not want to create strict and 

narrow parameters for this area of research. My aims were therefore to: 

 

 
1. Understand freebirthing women’s rationales.  

2. Explore women’s narratives within a four stage-framework: 
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a. Pre-freebirth pregnancy experiences (e.g. previous maternity experiences) 

b. The freebirth pregnancy 

c. The freebirth (i.e. the act of giving birth without HCP presence) 

d. The post-natal experience.  

 

3. Provide data that can inform appropriate policy or professional guidance for HCPs on 

freebirth at local and/or national level. 

The literature review confirmed that a qualitative study was the most appropriate approach to 

understanding freebirth; a quantitative study would likely result in too few respondents to 

demonstrate any meaningful statistical power. Given the relatively wide scope of inquiry and my 

cognisance of the likely complexity of women's accounts as reflected by my own personal and 

professional experiences of the maternity system (see Chapter 8), I decided a narrative interview 

would be most suitable. This would enable women to provide me with information they deemed most 

important, thus precluding any risk that I inadvertently channel women into discussing areas based 

on my own (at the time limited) knowledge of the phenomenon.    

 

3.3. Ethical Approval 
 
Ethical approval for the study was granted by King's College London PNM Ethics Committee on 8th 

October 2019, number HR-19/20-13511. The confirmation letter is provided in Appendix 1.  

 
 

3.4. Data Collection 
 
The initial protocol used for the successful ESRC studentship funding application stated that I intended 

to interview 15-25 women who had freebirthed in the UK.  As the project began, it became clear that 

25 interviews were too many; the budget did not stretch that far, the interviews would likely create 

too much data for one person to analyse, and similar studies had only managed around ten 

participants.  As a result, following the meta-narrative, I proceeded with the view that I would recruit 

ten interviewees, and this would likely take a period of around six months. 

 

My aim was to use social media (Twitter and Facebook) to promote the recruitment flyer (see 

Appendix 2), in addition to AIMS advertising on their website and through their own social media and 

professional contacts.  However, I sent the recruitment flyer to a friend who put it on her social media 

account. Within four days, I had emails from forty women willing to be interviewed.  The women lived 
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in all areas of the country, with the exception of Northern Ireland, where there were no respondents. 

Consequently, after making carefully constructed plans of how AIMS and I would promote the study, 

neither of us promoted it in any way. 

 

I realised that I would have to begin fieldwork straight away.  I felt that if I held off potential 

interviewees would lose interest.  I therefore carried out my first interview only five days after I sent 

the flyer to my friend and within two weeks, I had carried out the first eight interviews.  To carry out 

this number of interviews in such a short space of time was never my intention, but what became 

clear was that freebirthing women are not a hard-to-reach community: they are simply not listened 

to.   

 

Although I had initially been concerned about encouraging enough women to take part, the reality 

was that I had to turn women away.  My budget stretched to travelling to all these women’s homes, 

but the transcriptions costs became prohibitive.  Further, the amount of data was huge; some women 

spoke for over two hours, providing detailed narratives of many relevant aspects of their lives.  I was 

conscious that I had to ensure I could manage all the information women were sharing.   

 

Women’s accounts of their experiences within the maternity system were also often disturbing.  

Alongside this work, I was also volunteering for AIMS and was regularly coming across similar upsetting 

stories.  While there were often joyful aspects to women’s interview narratives, I quickly became 

saturated by the amount of negativity women recalled, and I decided to wind down the recruitment 

phase.  In the end, I interviewed 16 women over a period of four months.   

 

3.4.1. Arranging interviews 

The process I followed in arranging and carrying out interviews began with women emailing me to 

express an interest in taking part.  I responded to all emails with a brief paragraph about the study 

and included the Participant Information sheet (see Appendix 3). I asked all women where they lived 

and whether I could arrange a time to call them to discuss potential dates to meet.  Some women did 

not respond after this point, and I did not pursue them with a follow up email.   Other women 

confirmed they had read the document and we arranged to speak over the phone at a convenient 

time.   

 

Not all the women answered the phone when I called.  In these cases, I left a message and did not 

pursue their participation any further.  Unless women called me back, I deemed this to be an implicit 
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change of heart and withdrawal of interest.  When I did speak to potential interviewees over the 

telephone, I began by explaining the study, my interests and motivations, the role of AIMS, and I 

answered any questions that they may have had.  I always confirmed with the women that they had 

indeed freebirthed according to my definition and that this had taken place in the UK.  My ethical 

approval required that I also ensure their homes were safe for me to enter, for example by asking 

about animals at the house.   None of the women expressed any signs of vulnerability, nor appeared 

to have been confused about the nature of the project and their potential role within it.   

 

The phone conversations often lasted longer than anticipated, in some cases over an hour.  During 

this time, the dynamics of the conversation were usually not as between researcher and potential 

interviewee; rather they were simply between two women who discussed their family lives, births and 

views of the maternity system.  I openly discussed my own experiences of birth, and it was made clear 

to all interested potential interviewees my role within AIMS, and my political standpoint with regards 

to the way in which women are treated by the NHS during pregnancy.  Some women queried my 

academic background, which I explained, and I was clear about my interest in human rights.    

 

After arranging a time, place and date to meet, I sent all of the potential interviewees the Further 

Information Sheet for Participants and the Consent Form (see Appendices 4 and 5). Following this, 

only one woman cancelled her interview, and this was due to illness.  Ten interviews took place in the 

interviewees’ homes, one took place at my home (the pilot), and five at neutral community spaces, 

for example, at the YMCA.  Due to ethics restrictions, none of the interviews were in communal spaces 

where the conversation could be overheard, although there were frequently other people in the room, 

such as the participant’s mother, husband or children.   

 

3.4.2. The interviews 

All the interviews took place in England and were geographically spread, with the exception of two 

women who lived in the same postcode.  For ethical reasons I did not ask whether they were friends.  

However, during both interviews, the participants discussed local people they knew who had 

freebirthed, and it was clear to me, that these interviewees did not know each other.   

 

Two interviewees did not live particularly local to each other but were friends and spoke of the other 

person during their interview.  However, at the time the interview took place, I felt that each woman 

did not realise that the friend of whom she spoke was also an interviewee.  It is also likely that many 

of the women spent time in the same online communities such as homebirth, freebirth or 
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birth/pregnancy Facebook groups.  Whether they had online friendships is unclear.  However, after 

completing the interviews, my impression was that participants were generally not ‘real world’ friends 

or acquaintances.    

 

Interviews lasted between one and two hours.  However, I often spent longer than this with women, 

in two instances over three hours.  This was largely due to women caring for small children at the same 

time as being interviewed: babies needed to be fed, have nappy changes and naps etc.    

 

There was always conversation either side of the interview.  This was usually an extension of the 

interview topic but in a more informal way.   I have limited the analysis to the data that was captured 

on the audio recorder; anything outside of this I have not included.  My main reason for this is that I 

want to respect the fact that women may be willing to share something with me in a woman-to-

woman capacity, but that they do not want this information to be included in the study or formally 

analysed.   My presumption is that if they had wanted to include this information in the study, they 

would have brought it up during the interview.  

 

At the beginning of each interview, I highlighted how the interview would be conducted.  I explained 

that I did not have a list of questions but would simply ask women to tell me about their freebirth 

journey; it would be an opportunity for them to provide their story based on what they considered 

important and relevant.  I informed interviewees that I was not collecting information on 

demographics but if they thought there was something about their demographic background that was 

relevant, that they should include it if they wished to.  I also outlined my view that the freebirth 

journey included four stages: pre-pregnancy events that may be relevant (such as previous births), the 

freebirth pregnancy, the freebirth and the post-natal period.  Women were encouraged to decide for 

themselves whether to follow that timeline depending on what was relevant to them.   

 

All the women selected their own pseudonym based on what number interviewee they were and the 

letter this corresponded to in the alphabet.  In other words, the first interviewee picked a name 

beginning with the letter A, the second B, the third C, etc.  I found this an easy way to remember which 

pseudonym related to which interviewee and when that person was interviewed.  It also provided 

women with the opportunity to pick a name that reflected an aspect of their identity that they were 

willing to reveal.  This may have been relevant, for example, to Nadia and Jiskra.   
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From my perspective, conversation in the interviews was easy; I felt on the same wavelength with all 

the interviewees.  There were no uncomfortable silences.  I was genuinely outraged when they were 

outraged; I was honestly shocked when they were shocked.  I enjoyed hearing the often moving 

accounts of the births of their babies.  Some women showed me photos and videos of their freebirths.  

There was female camaraderie and shared awe at the power of women’s bodies to give birth without 

medical intervention.   

 

All the women were good narrators.  Nobody struggled to put the relevant events together, and 

women generally reported their stories chronologically, with a few minor jumps back and forth if they 

had forgotten a part of the story.  I was surprised at the level of detail some women could provide, for 

example, remembering the days of the week when certain events occurred.  At least two women had 

written out their birth stories postnatally and had refreshed their memories with these accounts 

before the interview.  One woman had checked through emails she had received during her pregnancy 

to remind herself of the order of events and another had kept a contemporaneous diary of the 

harassment she had experienced.  While I did not see any of the documents, these women reported 

having read through them beforehand.   Whether any of the other interviewees had done anything 

similar is unknown.  

 

With the consent of the participants, all interviews were audio-recorded, professionally transcribed 

by a commercial company (TakeNote) and anonymised. All interviewees received a £10 Amazon 

voucher for their time.  

 
3.5. Analysis  

 
The method of analysis was the Voice Centred Relational Method (VCRM). This is discussed in detail 

in Section 3.6. However, the speed and ease of recruitment altered the timescales I had initially 

planned.  The benefit of quick recruitment was the ability to carry out fieldwork in a short period of 

time and then spend longer on analysis, but the drawback was the inability to digest the content of an 

interview before moving onto the next.  I had originally anticipated analysing the data iteratively, and 

due to my belief that freebirthing women would be hesitant to take part in the study, I anticipated 

this would be a long, drawn out process.  My plan had been to interview, analyse, and then move onto 

a second interview thus bringing in the learning from the first.  But this did not happen.   

 

Having such a huge amount of data to analyse in a short period also raised questions about the best 

way to apply the VCRM method.  There were four readings to be carried out on 16 transcriptions.  
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Should this analysis be carried out vertically or horizontally?  In other words, should I take the first 

transcript, complete four readings and then move onto the second transcript (vertical)?  Or should I 

carry out a first reading of all the transcripts, before moving onto the second reading of them all 

(horizontal)? 

 
I attempted both a vertical and horizontal approach. However, as I engaged with the theory and 

literature behind each VCRM reading - particularly the second reading – it became apparent that I 

needed to conduct a horizontal analysis. This was better suited to organising, understanding and 

comparing the narratives whilst enabling me to ensure the analysis met the theoretical standards 

required for each VCRM stage. 

 

3.6. The Voice Centred Relational Method (VCRM) 

As already noted, the method of analysis I used was VCRM. The following sections outline both the 

theory behind the approach and the practical ways in which I employed it. 

 

3.6.1. Origins of VCRM 

In 1982 Carol Gilligan wrote a book entitled In a Different Voice (Gilligan 1982/1993).  In it she applied 

both literary theory and psychology to understand “the relation between judgment and action in a 

situation of moral conflict and choice” (p.1).  Her interest was in women’s voices, how they are 

silenced, and how they silence themselves.  She describes a “male-voiced civilization” (p.xi) in which 

women are fearful of being condemned, hurt or misunderstood if they voice their desires or thoughts.  

In this vein, according to Gilligan (1993) women perceive that it is better to remain silent in order to 

“keep the peace” (p.x).   

 

One of the three studies Gilligan discusses concerns abortion and how women navigate their decision 

to terminate a pregnancy.  In a 2012 interview, Gilligan explains the premise of the book in that “we 

live in relation to one another and are essentially relational responsive people” (BigThink, 2012).    

Within this relational network, women frequently made abortion decisions based on the needs of 

those around them: 

 

As I listened to women there was this understanding … that the good woman is 

selfless. That the good woman is responsive to everybody else’s needs (BigThink, 

2012).  
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Expanding on these ideas, Brown and Gilligan (1992) developed VCRM.  Their aim was to understand 

women’s psychological development by exploring girls’ experiences during childhood and 

adolescence.  More specifically they wanted to understand the role of relationships, particularly with 

regards to how women silence themselves to avoid open conflict, disagreement, isolation or violence 

(p.3).  In their view this silence results in a loss of voice “for the sake of becoming a good woman” 

(p.2).   Using the methodology, they concluded that adolescence marked a shift whereby girls face a 

dissociation between their voices (i.e. what they know) and their experiences.   This leads to a 

“privatization of women’s experiences” that impedes “women’s political voice and presence in the 

public world” (Gilligan, 1993xxii). 

 

In short, the methodology consists of four readings (also called listenings).  These will be discussed in 

detail in Sections 3.7. onwards, but to summarise, they consist of: 

 

1. The plot and the researcher’s response to it 

2. The ‘Voice of the I’ and I-Poetry 

3. Understanding relationships 

4. The social, political, cultural and structural context. 

 
To note, VCRM in no way resembles the more frequently and traditionally applied thematic analysis. 

Whilst it provides a rigorous and systematic approach to data, it cannot be used in conjunction with 

software such as NVIVO and it does not produce themes. 

 

3.6.2. VCRM as an Appropriate Methodology to Explore Freebirth Narratives 
 
In light of the foundations of VCRM, over a period of forty years Gilligan (1982/1992) and later Brown 

and Gilligan (1992) addressed a similar issue to that which forms the basis for my study. Although they 

did this through the lens of psychology, what draws us together is the view that in a world constructed 

by men, women’s voices, their experiences and knowledge frequently go unnoticed or unheard.  

Drawing on feminist thought as a foundational feature of the methodology, VCRM exists on the 

presumption that society is “male-voiced” and “patriarchal,” (Brown and Gilligan, 1992:216) and that 

we have become accustomed to “seeing life through men’s eyes” (Brown and Gilligan, 1992:6).  

According to Gilligan (1992) psychological theories are imbued with male biases which implicitly adopt 

“male life as the norm” (p.6).  This is a criticism that has been levelled at pregnancy, birth and the 

maternity system by feminist scholars (see for example, Davis-Floyd (1990)).  Using VCRM to analyse 
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freebirthing women’s narratives therefore poses an opportunity to challenge this construction by 

elevating and privileging the female voice, her perspectives and her experiences.  

 

Further, Brown and Gilligan write about voice on a psychological level, but voice can also be 

considered from a broader social sciences perspective: Who is able to speak?  Whose voice is heard?  

Whose voice counts?  Women may self-silence based on dominant narratives, the perceived authority 

of the person with whom they converse, or the construction of the society in which they live.  When 

applying VCRM from a broader social sciences perspective, we can begin to explore “voice” in relation 

to the positioning of the speaker within society and the complexity of the world in which she lives.  

This remains true to what underpins Gilligan’s thesis in that “we live in relation to one another” 

(BigThink, 2012).  

 

One of the benefits of VCRM as opposed to the more frequently used thematic analysis is that “tracing 

voices through individual interview transcripts, as opposed to linking themes across interviews, helps 

maintain differences between the respondents” (Mauthner and Doucet, 1998:134). As has been 

outlined in the meta-narrative review, freebirthing women are a heterogenous group with a range of 

complex motivations and experiences.  I felt it crucial to maintain these differences so that the 

complexity of freebirth can be better understood.   

 

Further, the women I met were all unique.  From my public and patient involvement work with AIMS 

I felt strongly that one of the problems common in the maternity system was that it failed to treat 

women as individuals.   Instead, it categorised people and responded to them according to their 

particular grouping (e.g. aged over 35, first time mother etc).  I wanted a methodology that would 

allow some parallels to be drawn between narratives, but that would also enable me to remain true 

to the uniqueness of each woman’s story, in addition to being able to delve deep into her experience.   

 

In thematic analyses, the interviewees and their stories can often get lost when findings are presented.  

It can be hard to understand the full journey a person has made when their story is fractured into 

various quotes and placed at assorted junctures within a document.  While there has been American 

literature (see, for example Shanley (2016);  Parvati-Baker (2001); Halfmoon (1998)) that has provided 

full detailed accounts of women’s freebirthing journeys, the UK is lacking this, particularly from an 

academic perspective.  Understanding the four stages of freebirth is crucial (see Section 3.2.), 

especially if the maternity system aims to engage more positively with freebirthing women.  Whilst 

stating that “five women said X” or “ten women said Y” can be a useful way of emphasising a point, in 
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the case of freebirth the narratives often prove so extraordinary that their power comes from 

retaining the thread of those stories.  As a result, I wanted to keep the narratives intact as far as 

possible, while also adopting a rigorous form of analysis.  VCRM provided me with that opportunity.     

The final point to emphasise is that it has been noted how VCRM works particularly well with subjects 

that are “taboo” and “complex” (Koelsch, 2016:171). My own work follows an already existing pattern 

of researchers applying VCRM to studies involving difficult subjects and marginalised communities. 

Examples include pregnant women who have experienced childhood sexual abuse (Montgomery et 

al., 2015) and women asylum seekers (Smith, 2014). 

 
3.7. Existing VCRM Literature, Guidance and Practicalities 

 
This section aims to provide a description of each of the four readings in turn by drawing on the limited 

existing literature on the process. It then details how I conducted each reading.  

 

3.7.1. The First Reading – Existing Literature and Guidance: The Plot and the 

Researcher’s Response 

 
Of all four readings, it is perhaps the first one that lends itself most heavily to literary theory.  This 

becomes apparent in the initial phase which draws on narrative analysis and asks that the researcher 

attends to the plot: 

 

Our goal is to get a sense of what is happening, to follow the unfolding of events, to 

listen to the drama (the who, what, when, where, and why of the narrative). (Brown 

and Gilligan, 1992:27) 

 

Plot is of central importance to any form of narrative as it ““knit[s] events together” allowing us to 

understand the deeper significance of an event in the light of others” (Gabriel, 2004:170).  It “shapes 

a story and gives it a certain direction or intent of meaning” (Brooks, 1992:xi).  Consequently, when 

retold, events become interlinked and serve to move the story forward.  As Goldie (2004) observes, 

the plot ensures that events are not simply “a mere collection of propositions, a list, or a chronicle of 

events” (p.159). 

 

Woodcock (2016) expands on how the plot can be understood via the first reading.  The researcher 

ought to take note of: 
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… emotional resonance; repeated words, phrases, and images; information and 

comments that jump out at the researcher; contradictions; omissions; and 

revisions. (p.3) 

 

Drawing again on literary theory, there is a need to understand the “basic” (Woodcock, 2016:3), 

“dominant” (Gilligan et al., 2003:160) or “main” (Balan, 2005:66) themes of a narrative.  This is not to 

the extent of a thematic analysis but instead serves to assist the researcher in gathering an “overview 

of the [participant’s] experiences” (Woodcock, 2010:146). 

 

Moving on to the second phase of the first reading, the purpose of this is to: 

 

…reflect on ourselves as people in the privileged position of interpreting the life 

events of another and consider the implications of this act. (Brown and Gilligan, 

1992:27). 

 

This enables the researcher to consider how her own feelings may influence or affect her 

understanding or interpretation of the story.  Further, it may also provide an opportunity for reflection 

when the researcher writes about the interviewee (Brown and Gilligan, 1992:27).   This act of self-

reflection or reflexivity should therefore aid rigor and enable the researcher to acknowledge her role 

in the creation of dialogue between herself and the participant.  What should be noted however, is 

that reflexivity should be a “continual internal dialogue” (Berger, 2013:220) that must not just be 

limited to this first reading.  As a result, details of how I conducted this second phase will appear in a 

wider discussion on reflexivity in Chapter 8. 

 
3.7.1.i. The first reading: practicalities 
 
When carrying out a VCRM analysis, researchers would typically use hard copy transcripts and 

highlight important areas of text using various colour coded markings (Gilligan et al., 2003).  However, 

I decided to keep the notes of my readings in electronic format.  The purpose of this was as much for 

practical reasons as it was for preference: quotes could be easily copied and pasted, transcripts could 

be quickly searched for specific words and notes could be neatly presented in the right-hand margin.   

 

I first read through each transcript making comments electronically. These comments contained my 

thoughts and feelings, but I also noted comparisons with other women’s stories or recurring themes.  

I often highlighted individual words women used when I felt these were interesting and denoted the 
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sentiment of a woman’s feelings towards an aspect of her story.  I also noted when similar words 

appeared in other participants’ accounts.  Image 1 provides an example of an annotated page from a 

transcript.  This shows the type of information recorded during the first reading and the way in which 

I marked up the data.   
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Image 1: Example of an Annotated Transcript 

and I think my community midwife hadn't answered her phone or whatever. But we rang the birth unit in, um-
, at the-, at [X Hospital] and said, 'We've had-,' we'd had a baby. And the woman who answered the phone 
said, 'What, you've just had a baby at home?' I said, 'Yeah.' She said, 'Oh, was it, like, BBA?' And I said, 'No, 
it wasn't a BBA. We had our baby at home.' She said, 'And you didn't phone us when you went into labour?' 
I said, 'No, we didn't. We just-, we've had our baby at home and we just want to let you know that we've had 
our baby at home.' And she was like, 'Well, but you didn't phone us.'  
 
And I said, 'No, but I'm phoning you now to let you know that baby's been born.' And she was like, 'Right, 
okay, um, I'll ring you back.' So, we put the phone down and she was like-, and then we got this, um-, like it 
was sometime afterwards, the times are so not sort of fixed, got this knock on the door. And, um, another-, a 
member-, a community midwife came, was there, not the grumpy-, but another grumpy midwife who was 
even more grumpy.  
 
Moderator:  Really?  
 
Polly:  Yeah, I was-, we were delighted. So, she. Um, asked if she could come in and we said, 'Yeah, you 
can come in.' I was obviously in bed. [My partner] let her in, and, um, I think the first thing she said as she 
came into my bedroom was, 'What you've done is illegal.' I was like, 'Oh, thanks,' congratulations, you 
know, you've just had a baby. And I said, 'Well, I think you'll find it's not but, um, you know, thanks for 
giving me your opinion.' And she said, 'It's totally illegal to have your baby at home without, err, a midwife,' 
and, um, she-, you could tell she was very nervous, um, and then she said, 'Oh, you've cut the cord. Who, 
who did that?' And I said, 'Well, my partner did it.' 'Well, how did he know what to do?' I said, 'Well, we 
looked into this before we gave birth, and we just-, we used some scissors.' 'Well, that's, that's, that's 
dangerous. That's a child protection issue. You shouldn't, um, be using anything to cut your baby's-, you 
should've waited for someone to come who knew what they were doing.' And it was almost like she was 
ticking off things, like, on what could she do to get us into trouble, basically.  
 
Then she took, err, [baby’s] temperature, and she said it wasn't, um, wasn't, err, the right temperature. So-, 
and-, but she didn't take the temperature properly. So, she'd put the temperature in, but she hadn't waited for 
the final beeps. She'd just sort of put it in, took it out and then wrote something down. And I was like, 'Well, 
you haven't-, don't you wait for the beeps?' And she said, 'Well, you don't have to do that.' And then-, and 
wrote something down. And I was like, 'Okay.' Um, and then she was-, it was almost like she was just trying 
to pick up anything that she could, that-, to take it further, because it was almost like she felt out of her depth. 
So, then she rang someone up, um, and, um, said, um, 'This, this couple have had their baby at home,' and was 
being quite derogatory on the phone about us, and, um, saying some things.  
 
I can't even remember what it was, but I remember, at the time, feeling quite upset about it, and, err, she came 
off the phone and she said, 'You need to go into hospital immediately, and you need to speak to this particular 
paediatrician, err, because what you've doing is, um, illegal, and we need to, um, check that the baby's safe,' 
um, as in, like, a social services type thing. And I was like, 'Are you-, like, I'm sure that we don't have to do 
that. I've literally just given birth, and you want me to get into a car and drive into the hospital with a tiny 
baby, like, in October and it's freezing outside.' And she was like, 'This paediatrician needs to see you, and I 
advise you strongly to go.' Err, implying that if we didn't go, then it would be, um, some kind of problem 
legally. So, in the end, we asked her to leave because she was getting more and more angry and irate and, um, 
quite rude to us and my partner, and so we-, he asked her to go and said if-, 'Err, please just leave, and we'll 
work out what to do next.'  
 
Moderator:  How did she take that?  
 
Polly:  She was, like, a bit horrified that she was being asked to leave, and she was like, 'Well, I'm not-, I 
don't have to leave,' and, err, [my partner] was like, 'Well, it's our home, so, um, I'm asking you to go, and 
we'll take-, we'll carry on, err, what to do next.' So, we didn't really know what to do next, and we didn't 
know, um-,  
 

Commented [GMc1]: This is the situation where the 
doesn’t quite compute what is happening as it is so 
unusual.  

Commented [GMc2]: Even more grumpy?! 

Commented [GMc3]: This is both inaccurate and 
terrible. 

Commented [GMc4]: Immediately challenges her – but I 
think this is a cloud over her birth. 

Commented [GMc5]: This is strange.  Why would she be 
nervous?  Did she feel out of her depth?  Is this 
something she had never experienced before? 

Commented [GMc6]: What – waited for the authority 
figure?   

Commented [GMc7]: Strange that a person could be 
gotten in trouble for a natural physiological process. 

Commented [GMc8]: Just wants to recognise a problem 
somewhere? 

Commented [GMc9]: Challenging the midwife. 

Commented [GMc10]: This is the authority scenario – 
writing things down that Polly can’t see. 

Commented [GMc11]: Yes – this feels like a good 
description. 

Commented [GMc12]: This is really not appropriate. 

Commented [GMc13]: Not particularly fair on a woman 
who has just given birth. 

Commented [GMc14]: This woman is clearly panicking. 

Commented [GMc15]: She is using child protection 
issues as a reason to get Polly into the realms of the 
authority figures. 

Commented [GMc16]: This is an internal conflict.  She 
recognises her rights but becomes doubtful of what to 
do because of the power a midwife potentially has to 
cause trouble for her. 

Commented [GMc17]: Veiled threat? 

Commented [GMc18]: This is totally the wrong attitude 
and is not necessary as other people have not been 
treated like this – but admittedly other people just say it 
was a BBA. 

Commented [GMc19]: She is forgetting the realities of 
the situation and believing she has a right to be in a 
person’s home.   
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I endeavoured to sum up a woman’s story in ten bullet points, but often this proved difficult and the 

number of points extended to 15 or so.  This enabled me to quickly scan these notes to remind myself 

of the pathway a particular woman had followed and also served as a starting point for writing up 

various aspects of an interviewee’s story.   

 

An example of a bullet point summary is provided in Image 2.  The original text was written in a plain 

word document, but I have created a border to indicate its new role in this thesis as an image. As can 

be seen, it is a very basic precis taken from Bianca’s transcript.  It demonstrates the type of information 

that was summarised and used as a quick reference tool when trying to remember and understand 

the ways in which women’s stories unfolded.  It does not contain any analysis or in-depth quotes but 

was my attempt to capture an overview of an interviewee’s story. 
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Image 2: Bianca’s Bullet Point Summary 
 
 

 

• In her first pregnancy Bianca had planned a homebirth and prepared with hypnobirthing sessions, 

but her labour was long and painful, and she was vomiting and becoming tired and dehydrated. 

• The midwives then broke her waters and she believes this began the ‘cascade of intervention’ 

which started when she was rushed to hospital in an ambulance. 

• The hospital was a ‘poor show’ with midwives allowing her mother-in-law into the room against 

her wishes, and the anaesthetist failing to put her epidural in correctly. 

• She was told her baby’s heart rate was dropping and she needed a spinal block and surgery. 

• She agreed but ended up with an episiotomy, (which was sutured incorrectly and needed repairing 

later) and a ventouse birth, which she believes contributed to her having post-natal depression for 

6 weeks post-birth. 

• Bianca later discovered during a Birth Afterthoughts meeting with a midwife that she had been 

deceived by staff: her baby’s heartbeat had only dipped after the spinal block. 

• By the time Bianca was planning her second birth she had split from her husband, was an NCT 

breastfeeding peer supporter, had hired a doula, had conducted further research, including 

attending a course which focused on her rights, and had joined a number of online freebirth 

groups.  

• Bianca attended all her antenatal appointments, outwardly planned a homebirth and had no 

problem with staff until she informed them that she would be declining vaginal examinations, 

which she had to get her doula to approve with someone more senior. 

• Bianca used visualisations, a hot bath and aromatherapy during labour and she was supported by 

her sister. 

• She freebirthed her baby on her knees on her bed with her sister present but before her doula 

could arrive and had no post-natal problems. 
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Creating a character list of every person and organisation mentioned by a participant during her 

interview was also useful.  Patterns quickly emerged and this proved insightful when exploring who 

influenced the plot and how, whilst also forming the foundation of the third reading with regards to 

understanding relationships (see Section 3.7.3).  

 

Image 3 is an example of a character list taken from Danielle’s transcript.  During the analysis, this was 

written as a long list in basic text format.  However, I have presented the information here as grouped 

tables in order to aid readability and improve aesthetics.  Notably, non-tangible characters are 

included as are organisations.  The reason for this was the influence these had on a woman’s story 

and actions.   This will be discussed in more detail in Chapter 4.   
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Image 3: Danielle’s Character List 
 

 

 Family 

• First baby   

• Second baby 

• Third baby 

• Danielle’s husband 

• Danielle’s mum 

• Danielle’s dad 

• Danielle’s parents-in-law 

• Danielle’s grandmother 

 

 
Friends 

• Friends who advised Danielle to attend antenatal appointments in her third pregnancy. 

• A friend who wanted to freebirth but was being bullied by maternity staff. 

• ‘Third person’ who Danielle knew wanted to freebirth and was being harassed by maternity staff. 

• Friend whom Danielle wanted at freebirth but who cancelled at last minute. 

• Friend with whom Danielle confided about her freebirth plans resulting in a fall out. 

• Friends whom Danielle told about her freebirth plans. 

• Friend who had a freebirth and was very open about it. 

• Friend (possibly the one Danielle fell out with) to whom she explained that she would rather die 

than have someone in her space again. 

 

 

Organisations 

• Children’s Services (colloquially termed 

Social Services) 

• AIMS 

• Birthrights 

• Online freebirth groups 

• Homebirth.org 

 

Professionals who were not midwives or doctors 

• Doula whom Danielle hired for second birth. 

• Danielle’s employer for whom she needed to provide a MATB1 form during her third pregnancy. 

• ‘Woman’ (possibly HCP or receptionist) who challenged Danielle as to why she was not 

undergoing antenatal appointments during her third pregnancy. 

• Business partner with whom Danielle worked during third pregnancy. 

• Person with whom Danielle’s husband tried to arrange the collection of her MATB1 form during 

her third pregnancy. 

• ‘Lovely’ health visitor who came to Danielle’s house after her freebirth. 

• Chiropractor whom Danielle visited during third pregnancy. 
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 Health care professionals 

• First midwife who attended first birth when Danielle was initially at home and who transferred 

her to hospital. 

• HCP who entered the room when Danielle was in labour at hospital. 

• Assigned midwife who was Danielle’s first midwife during first hospital birth. 

• HCP who argued with Danielle to have a cannula inserted into her arm during first labour. 

• Student midwife who was present during Danielle’s first birth. 

• HCP who pulled on the cord and possibly caused a haemorrhage during Danielle’s first birth. 

• ‘A very official person’ (possibly a doctor or consultant) who told Danielle she could not leave 

the hospital unless she underwent a blood transfusion. 

• Independent midwife whom Danielle hired postnatally to help her understand her hospital 

notes. 

• Four HCPs including the Supervisor of Midwives who came to Danielle’s house to discuss 

homebirth in her second pregnancy. 

• Midwife who carried out Danielle’s antenatal appointments during her second pregnancy and 

was not supportive of homebirth. 

• Midwives who carried out antenatal appointments during second pregnancy. 

• Midwife who bruised Danielle’s arm while taking blood during an antenatal appointment during 

second pregnancy. 

• First midwife who arrived at Danielle’s homebirth during second pregnancy. 

• Second midwife who arrived at Danielle’s homebirth in second pregnancy. 

• Booking in midwife who came to Danielle’s house during third pregnancy. 

• Supervisor of Midwives to whom Danielle complained about being harassed by maternity staff. 

• Midwifery matron (or community matron) who threatened Danielle with Children’s Services for 

not attending antenatal appointments. 

• New midwifery contact who would attend Danielle’s house with Supervisor of Midwives 

following her husband’s threat of legal action due to harassment in Danielle’s third pregnancy. 

• Midwives who came to Danielle’s house for a homebirth assessment during third pregnancy. 

• ‘Random’ midwife who offered Danielle an induction of labour and she ‘lost her shit with her.’  

• ‘Lovely’ midwife who turned up at Danielle’s house after her freebirth. 

• Head of Midwifery to whom Danielle complained on behalf of her friend who was being bullied 

by maternity staff. 

• Doctors with whom her baby is not registered. 
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Non-tangible characters 

• ‘They’ – imaginary HCPs who would treat Danielle in a different way if they carried out a test on 

her and did not find the results satisfactory. 

• ‘They’ – imaginary private sonographers whom Danielle may access if she were ever pregnant 

again. 

• ‘Somebody’ who might get in Danielle’s space if she were ever pregnant again. 

• ‘Baby and mother’ referring to hypothetical child trafficking charges relating to a women 

freebirthing. 

• Imaginary woman who the CEO of a Trust and Danielle were debating regarding the need for 

pursuing her/harassing her to check that she is not being abused by her partner or coerced by 

somebody else to decline antenatal appointments. 

• ‘Other woman’ – the lack of a female presence or another woman during her freebirth made 

Danielle feel sad. 

 

 

Other 

• People in and around the birthing community who would know that Danielle is not a person 

about whom HCPs should be concerned. 

• A mother to whom Danielle was offering breastfeeding support when a HCP called her three 

times in the space of 1-2 hours. 

• ‘People’ who Danielle was ashamed to tell about her freebirth. 

• CEO of local Trust to whom Danielle complained on behalf of her friend who was being bullied 

by maternity staff. 

• Danielle’s friend’s children whom she did not want at her freebirth. 

• ‘People’ who ask her husband how he delivered her freeborn baby. 
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3.7.2. The Second Reading – Existing Literature and Guidance: Understanding the “Voice 

of the I” 

 
The methodological details of the second reading appear in a peer reviewed publication: 

 

McKenzie, G. (2021) Freebirthing in the United Kingdom: The Voice Centred 

Relational Method and the (de)Construction of the I-Poem. International Journal of 

Qualitative Methods. 2: 1-13 doi:10.1177/1609406921993285 

https://journals.sagepub.com/doi/10.1177/1609406921993285  

 

Some I-poetry appears in the Findings section of this thesis (see Chapter 4) and all the poems are in 

Appendix 6.
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Article

Freebirthing in the United Kingdom:
The Voice Centered Relational Method
and the (de)Construction of the I-Poem

Gemma McKenzie1

Abstract
Freebirth occurs when women intentionally give birth to their baby without midwives or doctors present in countries and eras in
which there are maternity services available to assist them. This paper forms part of a wider project on women’s freebirthing
experiences in the United Kingdom. Verbatim transcripts created from face-to-face narrative interviews with 16 freebirthing
women were analyzed using the Voice Centered Relational Method (VCRM). VCRM is a feminist methodology that consists of
four readings of an interview transcript: reading for the plot and the researcher’s response to it; reading for the I; reading for
relationships; and placing people within cultural and social contexts. This paper focuses on the second reading and in particular the
creation of I-poems from the data, which require the researcher to focus on sentences made by the interviewee that include the
word “I,” and without changing the order of those sentences, to present them in poetic stanzas. While there is literature on this
form of data presentation, there is a paucity of information on how to evolve the data from transcript to I-poem and the
alternative ways researchers can construct I-poetry. The aims of this paper are to demonstrate the theoretical background to
I-poems, the variations in their form, explain the steps taken to create I-poems from interview transcripts from freebirthing
women and to highlight poetry as a novel way of disseminating research results beyond an academic audience.

Keywords
freebirth, unassisted childbirth, I-poem, voice centered relational method, VCRM, feminist methodologies, poetic inquiry,
pregnancy, childbirth

Rights

I knew

what I was allowed to do.

I knew

what I could decline.

I knew

I could

basically

just

decline

everything.

Georgia

Introduction

Freebirth is a practice that occurs when women intentionally
give birth without health care professionals (HCPs) present in

countries and eras in which there are maternity services avail-
able to assist them (McKenzie et al., 2020). Women make this
decision for complex reasons including the over-
medicalization of childbirth, trauma during previous births,
inflexible homebirth rules and the risks associated with hospital
births (Dahlen et al., 2011; Feeley & Thomson, 2016a; Hol-
lander et al., 2017; Jackson et al., 2012; Plested & Kirkham,
2016). Although legal in the United Kingdom (UK), freebirth is
often stigmatized and women who make this decision can be
subjected to investigation and condemnation from relevant
authorities (see for example Feeley & Thomson, 2016b; Plested
& Kirkham, 2016).
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This project explored the experiences of women who had
freebirthed their babies in the UK. Ethical approval was
granted by King’s College London PNM Research Ethics Com-
mittee Ref: HR-19/20-13511. Women were recruited via social
media and interviewees were geographically spread throughout
England. Face-to-face narrative interviews were conducted
either at women’s homes, places of work, a neutral yet private
space such as a YMCA or in one case at the author’s home (the
pilot interview). Women were asked to talk about their free-
birth journey through four stages: relevant experiences prior to
their freebirth pregnancy (including any previous maternity
experiences), their freebirth pregnancy, their freebirth (i.e. the
act of giving birth without HCPs) and their post-natal experi-
ences. All interviews were transcribed verbatim, anonymized
and interviewees’ names replaced by pseudonyms in order to
protect participants’ identities.

Data were analyzed using the Voice Centered Relational
Method (VCRM) (L. M. Brown & Gilligan, 1992). This is a
feminist methodology that works particularly well with sub-
jects that are “taboo” and “complex” (Koelsch, 2016, p. 171).
It is a useful approach when attempting to understand the
voices and experiences of marginalized communities, and in
particular, the private worlds of women (Edwards & Ribbens,
1998). VCRM consists of four readings of the data. Originally
conceived within the discipline of psychology (L. M. Brown &
Gilligan, 1992), it draws on literary theory and its application
within the social sciences consists of the following readings
(Mauthner & Doucet, 1998):

1. Reading for the plot and the researcher’s responses to
the narrative;

2. Reading for the Voice of the “I”;
3. Reading for relationships;
4. Placing people within cultural contexts and social

structures.

The purpose of this paper is to explore approaches that can
be taken within the second reading. Primarily this reading aims
to understand “how the respondent experiences, feels and
speaks about herself” (Mauthner & Doucet, 1998, p. 12). This
aspect of the methodology has evolved in ways which enable
the data to be used to create I-poems (Gilligan et al., 2003).
However, while there is literature that presents the poetic out-
put of this second reading, there is a distinct lack of information
on how to create I-poems, the various approaches researchers
can take and any limitations to analyzing data this way.
The primary aim of this paper is to demonstrate in detail the
creation of I-poems from the data provided by freebirthing
women while also highlighting the various options available
to researchers who wish to employ this form of analysis and
data presentation. Further, the paper explores the theoretical
background to I-poems and demonstrates how I-poems can
be used as a powerful and novel way of disseminating research
results beyond an academic audience. By considering I-poet-
ry’s underlying principles and scrutinizing its construction, the
method will be better illuminated, thus becoming more

accessible to social scientists interested in adopting this inno-
vative methodology.

The Use of Poetry in Qualitative Research

I’ve got the children to tend

The clothes to mend

The floor to mop

The food to shop

Then the chicken to fry

The baby to dry

I got company to feed

The garden to weed

I’ve got shirts to press

The tots to dress

The cane to be cut

I gotta clean up this hut

Then see about the sick

And the cotton to pick . . .

Woman Work by Maya Angelou (2015)

In Woman Work Maya Angelou skillfully draws the
reader into the life of an unnamed African American woman
and provides us with a sense of how it may feel to walk in
her shoes. In this example, Angelou demonstrates how
poetry can be a powerful way for an author to communicate
a message, to voice an experience and to stir the emotions
of the reader.

While poetry comes in myriad forms its primary purpose
is to connect with its audience. As the poet Robert Frost
stated:

There are three things, after all, that a poem must reach: the eye,

the ear, and what we may call the heart or the mind. It is most

important of all to reach the heart of the reader. (Newdict, 1937,

p. 298)

The ability of a poem to stir the emotions is what makes
it attractive to some qualitative researchers. Ricci (2003)
highlights that “[p]oetry and qualitative research share in
their goals of providing meaning, density, aestheticism, and
reflexivity. They are also evocative” (p. 590). Poetic inquiry
has therefore emerged as a method by which the social
scientist can analyze and present their data in a format that
“merge[s] the tenets of qualitative research with the craft
and rules of traditional poetry” (Leavy, 2009, p. 64). It is
also frequently used by researchers to become socially
engaged and politically active (see Faulkner, 2019, p. xi).
Speaking more broadly on arts-based research, Leavy
(2009) argues that the presentation of data in this atypical
way can raise critical awareness, promote dialogue and
“give voice” to subjugated perspectives (pp. 13–14). It also
has the potential to reach a wider and more diverse audience
than those within and connected to academia.
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Poetic Inquiry

Poetic inquiry does not have a fixed definition (Vincent, 2018,
p. 49). However broadly speaking, Butler-Kisber (2016)
describes it as:

. . . the process of using words from transcripts or field notes from

our studies and transforming them into a form of poetry. (00:10)

As I-poems use the words voiced by participants during
interviews and captured in written form within an interview
transcript, they fall within the second of Prendergast’s (2009)
three categories of poetic inquiry, namely “Vox Participare” or
“Participant-voiced poems” (p. 545). Participant-voiced poems
are most typically written by the researcher but can also be
created by the participants as a form of data (see Bishop &
Willis, 2014) or even by the participants from their own inter-
view transcripts (Lafreniére & Cox, 2012).

Further, I-poems are also a form of “found” poetry as
researchers applying this methodology “use the actual words
of the participant” (Butler-Kisber, 2016 at 00:10). Typically,
found poems take “existing texts and refashion them, reorder
them, and present them as poems” (Poets.org, “Found Poem:
Poetic form,” 2004, para. 1). Found poetry is a large and com-
plex area, which links to wider artistic forms that appropriate,
remix and borrow from other writers, speakers, musicians and
artists (see for example, Epstein, 2012). Appropriation as an art
form has a long history and includes for example collage,
photography, and the work of well-known artists such as Andy
Warhol and Pablo Picasso (Epstein, 2012; Van Camp, 2007).

In the last 2 decades found poetry has appeared frequently in
the popular media, often to make political statements. Hart
Seely (2003), for example created found poems from the
speeches of Donald Rumsfeld, using official transcripts that
appeared on the US Defense Department website. In the con-
text of qualitative research, found poetry has been created from
the transcripts of interviews relating to a range of studies. This
includes for example, the experiences of Holocaust survivors
(Rapport & Harthill, 2016) and people living in residential care
(Miller et al., 2015).

I-poems are therefore rooted in both literary and qualitative
methodological theory. They exist in an artistic sphere that
incorporates poetic inquiry, found poetry and appropriation art.
As already noted, L. M. Brown and Gilligan (1992) created
VCRM using literary theory as one of its foundational bases.
This foundational underpinning is demonstrated most acutely
in the use of I-poems during the second reading.

Quality and Poetic Inquiry

The presentation of qualitative data in poetic form is not with-
out its critics. Piirto (2002) raises concerns with regard to the
frequent lack of literary qualifications of social scientists who
create poetry from their research. She laments that in qualita-
tive research, “[t]o write poetry one need not have studied it”
(p. 435). Piirto (2002) also makes a point of asking whether

such creations are poems or merely “poem-like” (p. 443) thus
raising the issue of quality. In reference to witnessing qualita-
tive researchers present their work in an arts-based form she
states:

To observe heartfelt efforts by researchers with little or no back-

ground in the art being demonstrated was sometimes painful, espe-

cially to those who worked in, were trained in, knew, and loved the

art being demonstrated. (p. 443)

Faulkner (2007) takes this a step further. She writes:

I am tired of reading and listening to lousy poetry that masquerades

as research and vice versa. (p. 220)

Faulkner continues by confessing that she has written such
poetry herself and has:

. . . received criticisms from poets and colleagues of sentimentality

and/or cuteness, triteness, melodrama, and especially, a “ruthless

adherence to research language at the sacrifice of line.” (p. 220)

There is a sense of elitism in both Piirto’s and Faulkner’s
comments. This tension has been noted by authors such as
Prendergast (2009) who highlight that poetic inquiry concerns
itself with “aesthetic issues around quality, qualifications, pre-
paredness, elitism and expertise” (p. 563). She states that in
exemplary practices, “poetic inquiry is . . . indistinguishable
from literary poetry” (p. 561). The argument suggested by
scholars such as Piirto (2002) is that “good” poetry drawn from
qualitative research therefore requires literary education and/or
experience in the art.

Such a view sets poetry as a lofty endeavor achievable only
by a select few. An alternative view of creativity is that while
there is a final output—the poem, the novel, the painting—
there is also the journey of creating it. While the aforemen-
tioned criticisms focus on avoiding the writing of “poor-qual-
ity” poems, and although Piirto (2002) concedes that creativity
can be beneficial for the researcher on a personal level (p. 434),
they nevertheless fail to acknowledge the benefits of artistic
projects to other aspects of a study. The journey of creativity
could for example, provide valuable insights in the pursuit of
reflexivity. Rolling one’s eyes at the researcher who does not
meet a specific literary threshold is to view poetry and art
through a very narrow window.

Leggo (2011) approaches poetic inquiry from a different
angle when he states “I no longer ask, Is this a good poem? I
ask, What is this poem good for?” (p. 147) In this very personal
article which contains both prose and poems, Leggo (2011)
explains what the writing of poetry means for him as an indi-
vidual and as a researcher. From a feminist perspective, but in a
similar vein, Richardson (1993) used poetry in the presentation
of a narrative from a single parent mother living in the Amer-
ican South. Discussing her methodological approach, she
states:
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Writing Louisa May’s life as a poem displays how sociological

authority is constructed, and problematizes reliability, validity,

and truth. Poetics strips those methodological bogeymen of

their power to control and constrain. A poem as “findings”

resituates ideas of validity and reliability from “knowing” to

“telling.” Everybody’s writing is suspect—not just those who

write poems. In sociological research the findings have been

safely staged within the language of the fathers, the domain of

science writing. “Louisa May” challenges the language, tropes,

emotional suppressions, and presumptive validity claims of

masculinist social science. (p. 704)

For Richardson (1993) therefore, the use of poetry makes a
political statement within her field of sociology in that it chal-
lenges its androcentric epistemology. Whether her poem was
“good” by literary standards becomes irrelevant; what matters
is the importance to her of using the methodology to undermine
her discipline’s androcentric status quo.

Further, attempts to set boundaries as to who is allowed to
write, perform and publish poetry based on qualitative research
runs contrary to the spirit of creativity. In fact, enforcing rules
with regard to the creation of art runs the risk of becoming a
contradiction in terms. While experience is likely to improve a
researcher’s poetic output, this is no different to all research
outputs and indeed all forms of writing.

Poems created within the social sciences can be impact-
ful, even when the creator is not a “trained” or “published”
poet. Although the authors in Miller et al. (2015) did
attempt to adhere to poetic constructs, they describe two
out of the three members of the research team as “non-
poets” (p. 415). Nevertheless, the poetic output from their
research of people living in “aged residential care” is both
compelling and evocative. Created from an interview with
85-year-old Joy, You could scream the place down is par-
ticularly impactful:

My family said

I was too old

to be on my own,

that I needed organizing.

You lose everything

you lose everything

to come in here.

You only have the barest minimum

there’s not much here.

It is not nice, not nice at all.

It is not good for me.

I can’t get out.

That’s what you lose, when you come in.

All your independence is taken away from you.

I’m not able to do it myself.

That’s very hard to take,

you get so frustrated at times

you could scream the place down

Further, studies that invite participants to create poetry
which researchers then analyze is a less frequently used
form of poetic inquiry. In work by Bishop and Willis
(2014), primary and high school children were asked to
create poems on the theme of hope with a view to creating
data that “reflected their thoughts and feelings” (para. 3.2).
The authors end with the contribution from one student—
who is “not a trained or established poet”—yet whose poem
they describe as “beautiful”:

Hope is that fiery

Feeling you get inside,

When your whole heart

Is tingling, and you

Feel as if everything you

Do next is destiny.

It soars from your heart

And into the world

To touch the hearts of all.

In qualitative research therefore, the literary quality of
poems presented as data or findings can frequently become
secondary to alternative motivations of the researcher. The
context, language and simplicity of Joy’s words in Miller
et al. (2015) create impact while the student in Bishop and
Willis (2014) captures the enthusiasm and excitement of
childhood. Each poem therefore provides value to the
social scientist attempting to understand the lived experi-
ence or world view of these two study participants and
enables a reader to quickly and easily digest these
perspectives.

I-Poems

Unlike other forms of poetic inquiry and literary poetry,
I-poems are not created to present a plot or a narrative. Their
purpose is to pick “up on an associative stream of conscious-
ness carried by a first-person voice” (Gilligan et al., 2003,
p. 163). This requires that all sentences using the first person
“I” within a given passage are underlined or highlighted in
some way. In some studies, researchers have also used other
pronouns that relate to oneself such as “me” (Kiegelmann,
2007). These sentences are then recorded without altering the
order in which they appear in the text (Gilligan & Eddy, 2017,
p. 78). The idea is that focusing on the “I” privileges the
participant’s position in the narrative. It then enables the lis-
tener to focus on any potential shifts in the way an interviewee
uses “I” within her interview thus representing different
“voices” (Gilligan et al., 2003, p. 163). Consequently,
I-poems are a form of data analysis in addition to a way of
presenting research results.

I-poems have been employed in a range of studies (for
example, Balan, 2005; Miller et al., 2015; Montgomery et al.,
2015; Pinto, 2004; Koelsch, 2016; Woodcock, 2016). Some
researchers have begun to use I-poems without the accompa-
nying VCRM readings, thus employing this aspect of the
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VCRM methodology as an independent process (Miller et al.,
2015). While VCRM is based on feminist thought, I-poems are
not limited to the spoken words of women (J. Brown, 2018) and
have for example, been created using atypical datasets such as
dissertation proposals (Zamba & Zamba, 2013). Parsons (2017)
extended the concept of the I-poem to include the pronoun
“we” (Parsons, 2017), while Bekaert (2014) created “she”-
poems.

The way in which I-poems are constructed is more restric-
tive than other forms of poetic inquiry. While some researchers
appear within their poetry (see for example Faulkner, 2007;
Machado, 2016) within an I-poem the researcher is only pres-
ent by omission. This means that her presence appears only by
her choice of which words to eliminate from the text. Addi-
tional words are not introduced into the poem and as the focus
of the text is on the voice of the interviewee, there is no overt
inclusion of the researcher’s emotional response to the partici-
pant’s words. Beyond this, creativity is limited to the format-
ting of the text with regard to grammar, spacing, the formation
of stanzas and the selection of where the poem should begin
and end.

The Construction of I-Poems

One of the problems with I-poems is the subjectivity inherent in
their creation. For example, Edwards and Weller (2012) create
I-poems that stop rather abruptly, in some cases immediately
after the verb:

I dunno

I help her out

I look after

I can talk to her

I did

I don’t think I would

I didn’t want

This stripped back or “sparse” (J. Brown, 2018, p. 193)
approach is the one favored by Gilligan (Gilligan et al.,
2003, pp. 163–164) and serves to “maintain focus on the parti-
cipant’s subjective experience of her sense of “I”” (Koelsch,
2016, p. 172). What is lost here however, is any sense of con-
text or frame of reference. In Gilligan et al.’s (2003) own
examples, there is an occasional allowance for extra words
although there is no grammar such as a full stop (p. 163):

I think

I stopped talking

I think

I think

I didn’t have anything to talk about

In contrast, other researchers have included longer phrasings
and grammar in their I-poems. Zambo and Zambo (2013) in
their study of students conducting action research, created the
following (p. 10):

. . .
I will verify students are reading independent level books.

I will model sustained silent reading.

I will confer with students one at a time about their reading.

I will model effective and ineffective dialogues, and the students

will role-play effective ways to dialogue.

I will prompt students to talk about the comprehension strategies

they are using

I will have students read aloud to me, and I will take notes about

their oral reading . . .

An extract from Balan’s, 2005 study of women who had
been involuntarily displaced from their corporate workplace
reads as follows:

. . .
I’m not a naturally competitive, aggressive individual

I was looking at money more as a way of wanting to be treated

fairly and equitably

I wanted recognition for my contribution

I think for men every last dollar is recognition of their power . . .

Miller et al. (2015) created an I-poem from the words of
86-year-old Jane:

Being 86

I am 86 this year

I have been getting not so good

I can’t do much, anyway.

I can’t really go out at all.

I can’t walk, I can sit

I can’t write my own name

I can’t even make a cup of tea

I would rather be healthy.

I wouldn’t say “happy.”

I didn’t wet the bed when I came to live here.

I haven’t really made friends with anybody.

I feel I need a bit of privacy

I would rather be in my own house

I am alright when I am on my own

I like a little chat like this, now and again.

Without context, “sparse” (J. Brown, 2018, p. 193) I-poems
run the risk of presenting people as unjustifiably confused.
Their narratives can become simplistic and serve to diminish
the narrator. Unlike Miller et al.’s (2015) Being 86, “sparse”
I-poems (J. Brown, 2018, p. 193) do not always “standalone”
and often require explanation before the text. Returning to
Maya Angelou’s (2015) Woman Work, literary poetry is self-
contained and the poet does not need to provide any context in
a paragraph before the poem begins. This is similar to other
examples of poetic inquiry (see for example Machado, 2016;
Rappaport & Harthill, 2016; Richardson, 1993). “Sparse”
(J. Brown, 2018, p. 193) I-poems may therefore serve VCRM’s
analytical purposes, but not more general aims of presenting
data in a meaningful and understandable way.
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On the other hand, too long phrasings can read like a shor-
tened version of an interview transcript. They may lack what
makes a series of phrases “poetic.” With such long phrases, it
may be difficult for a researcher to represent even basic tenets
of poetry such as rhythm and repetition. The length of the poem
may also contribute to “full” I-poems (J. Brown, 2018, p. 193)
reading like lists more than poetry.

One way in which Koelsch (2016) has approached the cre-
ation of I-poems is to alter the presentation of the wording,
which is evidenced by the following extract to Trish’s I poem
(p.177):

I first lost my virginity

I was drunk

I’ve ever had

I was like

I’m not ready for this

I was like

I was a senior

no I was a junior

like I said

I was like “no”

“I want to wait”

One interpretation of the way in which this poem has been
constructed is that the indented lines create a contrast to the
non-indented ones or provide a way to emphasize a point.
We see the speaker as confused, “I was a senior, no I was a
junior.” The author emphasizes that the speaker was “not
ready for this” by setting it apart from the line before.
Koelsch (2016) applies a similar method to a second poem
which can be seen in this extract from Megan’s I poem
(p.172):

I didn’t think anything about it being weird

because I trust,

I have a certain level of trust

I don’t have any classes with [him]

Um, I talk to

I mean

I’ve hugged, it’s not like high school

I mean

I’ve hugged

Even though in an earlier paragraph, Koelsch (2016) states
that in reference to the creation of I-poems “words may be
omitted, but none should be added” (p. 171), in her own
example she has added a word for context: “[him].” Further,
as someone who researches the sexual experiences of young
women, Koelsch (2016) has also emphasized the narrator’s
point regarding “hugging.” This is done by setting the last
reference to it away from the rest of the text. Koelsch
(2016) appears to be implicitly highlighting the difficulty the
narrator has experienced in reconciling her sexual experience
with other physical intimacy she may have shared with her
peers. Notably, however, this emphasis is created by the

author, not the narrator thus creating an additional layer of
subjectivity.

Freebirth and the Construction of I-Poems

When creating I-poems from the narrative interviews con-
ducted with women who had freebirthed it was important
to carefully consider which approach to take. The follow-
ing short paragraph from Elsie’s interview provides an
insight into the different ways that the I-poem could be
created and constructed. The relevant quote reads as
follows:

They didn’t tell me that before, so at this point, I was livid because

we’d been there for so long, and I was like, “I can’t believe this.”

So, I kind of, I don’t know why, I agreed to do it for a bit. So, I lay

down on the bed, and as I lay down on the bed, I was like, “It’s just

really uncomfortable. I’ve had enough.” So, I did about 10 minutes

and then realized how ridiculous this was. It was getting late. I was

tired. I was getting more and more antsy and I just wanted to go

home.

An I-poem that is “full” (J. Brown, 2018, p. 193) would read
as follows:

I was livid because we’d been there for so long,

I was like,

“I can’t believe this.”

I kind of-,

I don’t know why,

I agreed to do it for a bit.

I lay down on the bed, and as

I lay down on the bed,

I was like, “It’s just really uncomfortable.

I’ve had enough.”

I did about ten minutes and then realised how ridiculous this was.

I was tired.

I was getting more and more antsy and

I just wanted to go home.

An I-poem that is “sparse” (J. Brown, 2018, p. 193) would
read as follows:

I was livid

I was like,

“I can’t believe this.”

I kind of-,

I don’t know why,

I agreed

I lay down

I lay down

I was like,

“I’ve had enough.”

I did about ten minutes

I was tired.

I was getting more and more antsy

I just wanted to go home.
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Stripped of grammar (Gilligan et al., 2003), the I-poem
becomes:

I was livid

I was like

I can’t believe this

I kind of

I don’t know why

I agreed

I lay down

I lay down

I was like

I’ve had enough

I did

I was tired

I was getting more and more antsy

I just wanted to go home

Once the I-poem is constructed in a manner reflecting
Koelsch (2016), we see:

I was livid

I was like

I can’t believe this

I kind of

I don’t know why

I agreed

I lay down

I lay down

I was like

I’ve had enough

I did

I was tired

I was getting more and more antsy

I just wanted to go home

This last version enables the reader to see the conflicting
voices. On the one hand, Elsie is angry and does not want to
do what is being expected of her. Yet, on the other, she does
in fact carry out the required act. This could be interpreted
as an “assertive” versus an “uncertain” voice. The separa-
tion of the various voices in the text emphasizes this differ-
ence, but the interpretation of this is of course the
researcher’s own.

Taking Koelsch’s (2016) approach one step further and
bringing in some creative thought to provide a final version,
the use of the lower case “i” with regard to the “uncertain”
voice could be seen to provide greater emphasis. There has
also been a reintroduction of some basic grammar (two full
stops) to indicate a shift in thought. The spacing between
the main body of the poem and the last line highlights what
is driving Elsie: she simply wants to go home, and she is
attempting to navigate that by alternating between agreeing
to what maternity staff want from her and challenging them.
Finally, in a similar vein to Miller et al. (2015) the use of a
title provides some context to the poem, while also enabling

the data to be formatted in a way that is more typical of
poetry.

Home

I was livid

I was like

I can’t believe this

I kind of

i don’t know why

i agreed

i lay down

i lay down

I was like

I’ve had enough

i did

I was tired.

I was getting more and more antsy

I just wanted to go home.

A second example highlights when an I-poem may not work
as satisfactorily. A passage from Fionnuala’s interview reads as
follows:

Um, and I’d been really upset by that email ‘cause I thought-,

unfortunately, I felt, for me, that during this beautiful pregnancy,

where I didn’t have to deal with, um, ignorant, um, rude, um,

misogynistic, err, healthcare professionals, um, I-, what I did have

to deal with was my fear around social services involvement, and

that’s not fair that I had to, I felt I had to even think about that,

when it’s my human right to be able to do this. Um, but-, so I sent

this email to the Head of Midwifery, and about four hours later I

got a response, which I was gobsmacked at, um, and she said

something like, um, “Thank you for informing me about your

choices, um, which are of course your choices and ones that I

respect.” Um, and she said, “You’re very welcome to contact us

at any point and look round, um, don’t hesitate-, don’t hesitate to

contact me.” Um, which I was like-, I couldn’t believe it. So, that

really-, you know, that should have been her response, but it was

surprising, nonetheless, um, and yeah, it, it did give me a real

peace, um, about it all.

This paragraph demonstrates an important moment in
Fionnuala’s account. She is the only participant who informs
the Head of Midwifery of her freebirth plans and is fully
respected in her decision. As this is a more complicated para-
graph, it is worth demonstrating the methodology by highlight-
ing the sentences that directly relate to Fionnuala’s position:

Um, and I’d been really upset by that email ‘cause I thought-,

unfortunately, I felt, for me, that during this beautiful pregnancy,

where I didn’t have to deal with, um, ignorant, um, rude, um,

misogynistic, err, healthcare professionals, um, I-, what I did have

to deal with was my fear around social services involvement, and

that’s not fair that I had to-, I felt I had to even think about that,

when it’s my human right to be able to do this. Um, but-, so I sent

this email to the Head of Midwifery, and about four hours later I
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got a response, which I was gobsmacked at, um, and she said

something like, um, “Thank you for informing me about your

choices, um, which are of course your choices and ones that I

respect.” Um, and she said, “You’re very welcome to contact us

at any point and look round, um, don’t hesitate-, don’t hesitate to

contact me.” Um, which I was like-, I couldn’t believe it. So, that

really-, you know, that should have been her response, but it was

surprising, nonetheless, um, and yeah, it, it did give me a real

peace, um, about it all.

One noticeable problem is reported speech. At times, the use
of “I,” “us,” “me” and “you” becomes complicated as these are
not the words of Fionnuala. Consequently, a choice was made
to exclude them. Here again the subjectivity of the researcher
plays a role.

Table 1 above demonstrates the different iterations of
Fionnuala’s I-poem.

What is lost as the poems progress from left to right is
Fionnuala’s assertive anger. In the poem, she is “upset”
but her language in the original quote suggests more than
that. Much of the plot has been removed and it becomes
unclear what is actually happening. We know that what-
ever has happened Fionnuala has mixed emotions: she is
upset, fearful, gobsmacked and relieved. She feels com-
pelled to both do something and not do something; she has
human rights and she acts to defend them.

Constructing the I-poem in a different format (Koelsch,
2016), does not serve to emphasize Fionnuala’s message
or enable her conflicting “voices” to be recognized as well
as in Elsie’s poem. In the following, a title has been cre-
ated, some grammar has been reintroduced, the active
voice is highlighted, and the poem is separated into three
stanzas:

Gobsmacked

I’d been really upset.

I thought

I felt

For me

I didn’t have to

I -

What I did

My fear

I had to

I felt

I had to

My human right

I sent this email.

I got a response

I was gobsmacked

I was like

I couldn’t believe it

It did give me a real peace.

In the final example below, it can be seen how the success of
an I-poem can depend largely on the narrator and the passage
selected. To make the point, a “sparse” (J. Brown, 2018, p. 193)
I-poem from Marion’s interview will be presented first, and
then the passage from which it was taken:

I was vomiting

I was laying on the floor

I didn’t want

I was trying to avoid

Table 1. I-Poem Iterations.

“Full” “Sparse” Grammar Removed
I-Poem I-Poem (Gilligan et al., 2003)

I’d been really upset by that email I’d been really upset I’d been really upset
I thought-, I thought-, I thought
I felt, I felt, I felt
For me, For me, For me
I didn’t have to deal with I didn’t have to I didn’t have to
I-, I-, I
What I did have to deal with was What I did What I did
My fear around social services involvement, My fear My fear
I had to-, I had to-, I had to
I felt I felt I felt
I had to even think about that, I had to I had to
My human right to be able to do this My human right My human right
I sent this email to the Head of Midwifery, I sent this email I sent this email
I got a response, I got a response, I got a response
I was gobsmacked at, I was gobsmacked I was gobsmacked
I was like-, I was like-, I was like
I couldn’t believe it. I couldn’t believe it. I couldn’t believe it
It did give me a real peace about it all. It did give me a real peace It did give me a real peace
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I was on my side

I had someone

I was vomiting

I was just laying

I was

I think

I don’t think

I was

I don’t think

I was

I wasn’t crabby

I was really proud

I’m pretty sure

I asked them afterwards

I was like

Was I rude to anyone

I was really happy

I went through

I don’t

I’m not saying

I blame her

I’m saying

I really didn’t wanna do that

I was really pleased that

I didn’t

As the poem is quite disjointed and unclear, it is difficult to
create stanzas or recognize specific voices. Consequently, cre-
ating a unique format becomes unworkable. The poem also
feels forced and in parts reads as a list of unrelated first-
person pronouns and verbs. This relates to a personal decision
as to how much of the narrative to remove to ensure that Mar-
ion’s voice is not eclipsed by a focus on the plot. Consequently,
it is hard to understand what we are learning from Marion. In
the I-poem, there is no real point being made and unlike Elsie’s
and to a lesser extent Fionnuala’s it does not conclude
satisfactorily.

The quote from which the I-poem was created reads as
follows:

So, I was, like, vomiting. I was, like, laying on the floor on my side,

‘cause I didn’t want to be on my back on the floor. I was trying to

avoid, at all costs, being on my back. So, I was on my side. I had

someone, like, holding my leg up, on my side. I was, like, vomit-

ing, vomiting, and poor [Amanda] was just, like, mopping up my

sick, putting another towel under, mopping it up, putting another

towel under. She was brilliant. They were all brilliant, like really

brilliant, and, err, I was just, like, laying on the floor, shouting, just

like, you know, yeah. I was-, I think-, I don’t think I was-, I don’t

think I was-, I wasn’t crabby with anyone at any point, and I was

really proud of myself for that. I’m pretty sure they would say the

same thing. Yeah, ‘cause I asked them afterwards. I was, like,

“Was I rude to anyone?” and they were like, “No.” So, I was really

happy about that because, like, ‘cause I went through, like, [Nata-

lie] being, like, really rude to me, but that’s okay. I don’t-, I’m not

saying I blame her for that, but I’m saying I really didn’t wanna do

that, and I was really pleased that I didn’t, and, um, yeah. We kept-,

it was pretty, like-, ‘cause also, [husband], my bloke, he can, like,

he can crack a joke in any situation.

In this scene in Marion’s story, she has entered a period where
she is laboring hard, and similarly to other women in this cohort
she has begun to vomit. Her partner and friends are supporting
her through this difficult stage of labor. However, the reason that
this poem does not work is that Marion moves from scene to
scene and from point to point very quickly. In one short extract
she refers to four different actors and three events in her story:
labor, post-birth when she asks whether she was crabby, and to a
previous incident with Natalie. This section of the transcript
therefore does not create an effective I-poem.

Rigor

One noticeable omission in I-poetry literature are the thoughts
and feelings of interviewees with regard to the poems that have
been created with their words. As far as can be discerned,
researchers typically do not present their I-poems to participants
before publication. While there is no requirement to do so within
the VCRM methodology, sharing I-poetry with interviewees
may provide an opportunity for public and patient involvement.
Further, it may also aid rigor if interviewees confirm their sup-
port of, for example, a researcher’s presentation of her words or
the creation of a title. However, thus far, the academic literature
pertaining to I-poems remains silent on this point.

What should also be borne in mind is that the creation of
I-poetry is only one step in a four-step process. Output from
each of the four readings required of VCRM are brought
together during the final reading in order to compose an anal-
ysis (Gilligan et al. 168). While some researchers do approach
I-poetry as a standalone method, adherence to VCRM requires
a synthesis of all four readings. Consequently, ensuring rigor
when using VCRM poses the same hurdles and requirements as
any other qualitative approach.

Examples of I-Poems From Freebirthing Women’s
Narratives

As has been highlighted, not all aspects of a transcript are suitable
for the creation of I-poems. All the following I-poems were cre-
ated from very short sections of transcript, the shortest being 55
seconds and the longest 2 minutes 40 seconds. Notably, listening
to the audio recording of an interview while carrying out the
second reading aided in the location of passages best suited to the
creation of I-poetry. This was due to the natural rhythm of
women’s speech patterns becoming more noticeable on the audio.
Nevertheless, on average it was only possible to create one to
three meaningful poems per interview, with each interview last-
ing between 1 and 2 hours. This leaves the majority of a transcript
unsuitable for I-poetry. However, as VCRM enables a researcher
to look at the data from a number of angles, the remaining aspects
of the transcripts may be better suited to alternative readings.

The following examples contain we- she- and I- poems, with
the latter including words pertaining to oneself, i.e. my, myself,
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me. In a similar vein, one we-poem extends to the pronoun
“us.” As the author of this paper does not have a back-
ground in English Literature the work was undertaken with
the aim of demonstrating the way in which the methodology
can be used to uniquely understand and present participants’
perspectives of various aspects of their stories. Conse-
quently, there is no expectation that these I-poems match
the quality of the professional poet. In creating them, the
only goal was to produce poetry that engages, stirs emotion
and enables the reader to momentarily “viscerally experi-
ence” (Miller et al., 2015, p. 416) the interviewees’ lived
experiences. Beyond those three criteria, no claims are made
regarding the poetry’s literary quality.

A decision was made to add titles to these I-poems as the
chosen approach leans more toward that taken by Miller et al.
(2015) than to Gilligan et al. (2003). Using titles means that the
poems can be standalone, performed orally and more easily
referenced. Further, as already noted, interviews with freebirth-
ing women included understanding their previous maternity
experiences. Consequently, some I-poems presented below
relate to prior interaction with health care professionals and
maternity services.

That would be amazing

I’ve just been so traumatised.

If I wipe the slate clean

I would’ve

My dream

Before I had children

I was, you know, nineteen.

I was dreaming

Before I was married and having a baby.

I just dreamed of having this friend

I suppose,

just with me,

just stroking my hair.

I know it sounds crazy

stroking my hair.

There was bright lights in my face.

Ten people in the room talking over me.

Like I’m a child.

It’s all about the baby—nothing to do with me.

I was left in stirrups.

Just left there with my placenta on the floor.

I couldn’t cover myself.

If we could erase all of that pain

I could have the perfect midwife

That would listen to what I actually want

That would be amazing.

Alicia

Our right to decline

I said, “Well, do a scan, have a look, baby is not massive.”

I told them how fast

I’d birthed before.

I felt it was dangerous to try and speed that up.

I told them all about things

I’d read and people’s experiences.

The last thing I wanted was anybody

Pumping me full of drugs.

I’ve never even had -

I didn’t want anyone to mess with me.

I knew -

I asked them, “What are the negatives about induction?”

I got really upset and just said

“We’re going home.”

I wouldn’t go back in that room.

Cause by then I had

a consultant

a senior registrar

a senior midwife

the shouty midwife

the student midwife

All in the room.

Elsie

Midwife

she came

she said that she wanted to examine me.

she said she couldn’t quite feel

she wanted me to wait.

she

she

she said that

she wouldn’t let me push.

she decided when I could

she over-coached me

she needed to be at her sister-in-law’s for tea.

Fionnuala

Vibe

I’m very much, like, a vibe kind of a person.

If I’m not feeling your vibe,

I’m not going to be open with you.

If someone came to my house

I’m like
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If I’m in the middle of having a baby

and I’m not feeling your vibe,

I feel like

I’m not going to be able to express it.

It’s gonna affect my labour.

I feel like having that is more detrimental

Do you know what I mean?

For me

For me

I started thinking.

I started thinking

Do I want that vibe

in my house at that time?

Oh, what would happen if I didn’t call the midwives?

Nadia

First Time Parents

they said, “No, we think”

they said, ‘No, we think you

we think you should go into hospital.”

We’ve got to do

what we’re told.

We’ve got to do

what we’re told.

That’s how we’re programmed.

To do what we’re told.

I don’t think we need to go anymore.

They’ve already admitted us.

They’ve already sent us there.

We dutifully complied.

We got swept along.

We were admitted.

We had to do what they said.

Ophelia

Knock on the Door

We’d discussed this before.

What would we do after the birth?

Would we phone them?

Would we not do anything?

What would we do?

We’d always, always said

We would phone

Once we felt ready.

We could then go down.

We rang the hospital.

We rang the hospital

We rang the birth unit.

“We’ve had-,

We’d had a baby.

We had our baby at home.”

“No, we didn’t.

We just-,

We’ve had our baby at home and

We just want to let you know that

We’ve had our baby at home.”

We put the phone down.

Then we got this,

this knock on the door.

Polly

While it is not the purpose of this paper to discuss the results
of the wider study per se, what the I-poems do is present the
experiences of these interviewees in a stark and illuminating
way. Immediately, the reader has a clear sense that women who
make this decision have often had complex or negative rela-
tionships with health care professionals or the maternity sys-
tem. Wider social, legal and bioethical issues become apparent,
such as the role of informed consent/refusal in maternity care;
the importance of continuity of carer, respect and autonomy;
the power relationships between HCPs and pregnant women;
and the impact of obstetric violence and birth trauma on
women’s future birth decisions. Notably in this project, inter-
viewees had access to their own I-poems and twelve provided
feedback on the presentation of their words in this format. Four
interviewees volunteered to take part in feedback sessions
which took the form of individual one-hour telephone conver-
sations. This feedback has informed and reinforced the
researcher’s interpretation of women’s experiences, aiding
methodological rigor.

The presentation of the data in this way also means that an
interviewee’s impactful experience can be communicated
powerfully in a few short lines. Further, as other VCRM
researchers have done, the I-poems can be combined with addi-
tional artistic forms such as animation (see for example, King’s
Cultural Community, 2015). Nevertheless, the use of an arts-
based presentation of I-poetry is still in its infancy and the full
range of possibilities and their impact remain as yet unex-
plored. In the freebirth study however, there is scope for
women’s narratives to reach a wider audience beyond acade-
mia and for the overall results of the research to be dissemi-
nated in a novel way.

Conclusion

The creation of I-poems during the second reading of VCRM is
rooted in both psychological and literary theory and draws on
established artistic and qualitative approaches. Although there
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have been many studies and publications on the subject, the
lack of in-depth discussion on the creation of I-poems means
that the methodology has evolved in several directions. This
paper has highlighted the various approaches researchers have
taken and outlined the benefits and problems inherent in cre-
ating I-poems that are either “sparse” or “full.” Further, exam-
ples provided of she- and we- poems demonstrate opportunities
for social scientists to develop the concept further and to
explore alternative ways of analyzing and presenting data.

Although this paper does not aim to discuss freebirth in
detail, the inclusion of I-poems created from the narratives of
freebirthing women demonstrates how the presentation of data
in this way can be particularly impactful. In a few short lines
insight into this phenomenon is immediately created and the
complexity of the subject made apparent. In addition, the
examples provided highlight how I-poetry can be used as a
means of sharing the results of research studies in ways that
are digestible and understandable to people who previously
may have known nothing about the subject. This can aid the
dissemination of research findings and provide a basis for fur-
ther relevant artistic endeavors.
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3.7.3. The Third Reading – Existing Literature and Guidance: Understanding 

Relationships 

 
There is very little literature attuned to the nuances of the VCRM third reading and its output.  

Methodology texts detailing its importance or usefulness are non-existent.  Similarly, research output 

on the third reading is typically limited to a few paragraphs in a more general discussion of VCRM or 

the overall results of a study (see for example, Massey (2017); Bekaert (2014); Paliadelis and 

Cruickshank (2008)).  As far as I am aware, there is no literature that provides a detailed account of 

the exploration of, nor findings from, the third reading.   

 

The literature that does exist demonstrates how researchers have taken different approaches to their 

data.  Notably, and of relevance to this project is that two directions of travel have emerged.  The first 

is what I would describe as following a ‘psychological pathway’ and a second which follows a 

‘sociological’ one.   Depending on which approach a researcher takes, the way in which the fourth 

reading is carried out can also be impacted.   

 
3.7.3.i. Psychological and sociological pathways 
 
When exploring the VCRM literature, it is at the third and fourth reading that researchers’ approaches 

begin to diverge most acutely.  In her discussion of these readings, Massey (2017) highlights that she 

found these stages “quite challenging” (p.145) thus emphasising the difficulty of a methodology that 

is both prescriptive yet fluid.  Some researchers have omitted them completely, drawing on the first 

two readings only (Brown, 2018).   

 
Authors with a specialism or interest in psychology tend to interpret the third reading as ‘Listening to 

Contrapunctal Voices’ (Gilligan and Eddy (2017);  Woodcock (2016); Petrovic et al. (2015); Balan 

(2005)).  Sorsoli and Tolman (2008) describe this as comparing the voice of the self with differing voices 

in a narrative. In the example given in Sorsoli and Tolman’s (2008) paper these included the researchers 

locating an “erotic voice” and a “response voice” in an interviewee’s account (p.502).  Such an analysis 

demonstrates how this interpretation is heavily imbued with psychological overtones.  

 

In contrast, a ‘sociological’ interpretation shifts the emphasis of the analysis from the internal to the 

external.  This was first demonstrated by Mauthner and Doucet (1998) and can be explained by the 

description they give of their own “version” of VCRM.  It consists of an analysis that explores: 
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…individuals’ narrative accounts in terms of their relationships to themselves, their 

relationships to the people around them, and their relationship to the broader social, 

structural and cultural contexts within which they live. (p.126) 

 

More specifically, in reference to the third reading, this interpretation requires the researcher to listen 

to how: 

 

… the respondent spoke about their interpersonal relationships, with their partners, 

their relatives, their children, and the broader social networks within which they 

lived, parented and worked. (p.131) 

 

Although Brown and Gilligan are psychologists, their approach to the third reading retains importance 

even when taking a more sociological pathway.  Whilst their interpretation of the data seeks internal 

conflicting voices, their aims remain applicable to attempts to understand relationships within a 

broader social context.  Of particular relevance to the narratives explored in this project is Brown and 

Gilligan’s (1992) assertion that in their own work they are: 

 

…particularly attentive to [female participants’] struggles for relationships that are 

authentic or resonant, that is, relationships in which they can freely express 

themselves or speak their feelings and thoughts and be heard.  And we are also 

attuned to the ways in which institutionalized restraints and cultural norms and 

values become moral voices that silence voices, constrain the expression of feelings 

and thoughts, and consequently narrow relationships, carrying implicit or explicit 

threats of exclusion, violation, and at the extreme, violence. (p.29) 

 
In their project on girls’ psychological development, Brown and Gilligan (1992) listened within the 

narratives for both “psychological” and “political” resistance.  This is a particularly apt perspective 

given the perceived deviant nature of freebirth and one that proved useful when exploring the 

phenomenon.   

 

Brown and Gilligan (1992) describe psychological resistance as occurring when women self-silence or 

capitulate to debilitating cultural norms and values.  In other words, women may bury their feelings 

and experience a sense of “confusion, uncertainty and dissociation” (p.30).   In contrast, political 

resistance is an active form of resistance where “people struggle against abusive relationships” (p.30).  

They will “fight for relationships in which it is possible for them to disagree openly with others, to feel 
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and speak a full range of emotions” (p.30).  The third reading therefore acknowledges the power 

dynamics within a system and provides a way to understand how people who are not usually listened 

to “exist and resist” within that system and how they “create and maintain their humanity both above 

ground and underground” (p.30). 

 

3.7.3.ii. The third reading: practicalities  
 
Given the lack of guidance on the practical aspects of the third reading there was considerable space 

to develop an approach that was specific to my own project. As I am not a psychologist, my approach 

leant towards the ‘sociological pathway.’ The starting point for this was the character lists formulated 

in the first reading (see Section 3.7.1); these were the people and entities with whom women had 

formed relationships.  These people and entities had also played roles in how women’s stories 

unfolded whilst also being pivotal at various stages within the plot.   

 

As noted by Massey (2017), Mauthner and Doucet (1998) adapted the third reading to suit their 

specific area of research and looked for “evidence relating to a pre-determined research question” 

(Massey, 2017:146).  Given that in this project, some women had 50 or more characters in their story, 

this is the only feasible way to meaningfully approach the data.   As Brown and Gilligan’s (1992) 

guidance stipulates that the third reading includes an understanding of women’s psychological and 

political resistance (p.30), and because VCRM is concerned with voice and the ways in which women 

are heard or not, I formulated the following question: 

 

In which relationships are women’s voices heard, and in which are they ignored 

or silenced? 

 

When carrying out the third reading I therefore began by grouping the various characters across the 

transcripts.  This created the following list: 

 

• (Unborn) Baby  

• Children  

• Doulas 

• Friends 

• Fathers 

• Health care professionals and other authority figures (excluding midwives) 

• Midwives 
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• Mother-in-laws 

• Mothers 

• Other pregnant and freebirthing women 

• Partners/husbands 

• Religious entities 

• Sisters 

 

Although there were other relationships, for example, one woman discussed her relationship with a 

cousin, these were not analysed in any depth.  This was because the relationship did not appear in 

other transcripts and would likely not form any important role in the wider analysis and write-up.   

 

During the third reading, notes were made on the transcript, but also quotes were lifted and placed 

within separate documents that represented the different relationship categories.  This was largely as 

a way to begin to note trends across transcripts but also as a way to organise significant amounts of 

data.  Once this task had been carried out, women’s recollections of those different relationships were 

then explored within the parameters of the above research question.  An example taken from the 

category ‘sisters’ is provided in Image 4 below: 
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Image 4: Sisters Category 
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3.7.4. The Fourth Reading – Existing Literature and Guidance: The Social, Political, 

Cultural and Structural Contexts 

 
As in previous stages, there is limited guidance on carrying out the fourth reading.  There is also the 

added complication of the diverging pathways.  Within the ‘psychological pathway’ the fourth reading 

consists of “composing an analysis” (Gilligan et al., 2003).  At this point “the researcher pulls together 

what has been learned about this person [interviewee] in relation to the research question” (p.168). 

In contrast, the ‘sociological pathway’ requires an analysis of “respondents’ accounts and experiences 

within broader social, political, cultural and structural contexts” (Mauthner and Doucet, 1998:132). 

This has been applied in a variety of studies but not necessarily in the same way.  Montgomery (2012) 

for example, interpreted this as “the physical environment and less tangible constructs” (p.80).  Basing 

her interpretation on Doucet and Mauthner’s later work (2008), Smith (2014) used this reading to 

explore how women “constructed a sense of self … in relation to dominant narratives” (p.151).    

 

Both of these interpretations are variations of what Mauthner and Doucet (1998) originally describe.  

In Mauthner’s doctoral research she used the fourth reading to explore how social structures and 

institutions influence women’s narratives (p.132) and Doucet considered the way in which women’s 

narratives “reflected dominant and normative conceptions of motherhood” (p.133). In its various 

guises therefore, a fourth reading that follows the ‘sociological pathway,’ enables the researcher to 

understand a micro narrative against the wider context of macro structures, institutions, narratives 

and ideologies.  Consequently, output from the earlier readings can be drawn together as the elements 

under scrutiny can be explored with regards to the way in which they may be impacted by the macro 

world.  

 
3.7.4.i. The fourth reading: practicalities  
 
The first point to note is that the fourth reading is an iterative process.  There is a need to read 

relevantly and widely whilst also carrying out the practical analysis.  This is a ‘back and forth’ exercise 

as it is not possible to understand the social context of the narratives without exploring some of that 

literature first or at least in conjunction with the fourth reading.   It would make no sense to conceive 

of a situation where a researcher carried out the fourth reading ‘cold’ or with a view of ‘discovering’ 

the social context solely through the transcripts.   

 

The reality is that I - like all researchers - have spent considerable time reading relevant literature 

before and during this study and subscribing to various ideas and philosophical standpoints.  Further, 
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by the time of the fourth reading I was well versed in the content of the transcripts.  This meant that 

the only ‘discoveries’ to be made were ones relative to a theoretical framework of my selection.  This 

framework had to be set before approaching the fourth reading otherwise the analysis may have 

continued ad infinitum.   

 

An example demonstrates the point.  In this extract Alicia describes an experience she had with a 

midwife in a previous homebirth: 

 

…[the midwives] completely took over, pulled me out of the natural 

birthing position that I wanted, force-fed me sweets and sugary drinks. I 

just felt completely controlled like a child. Took me back to other traumas 

in my life, um, in the past. Um, um, one of the midwives said, while I was 

in a heavy, sort of, slump after a long contraction, that, 'I'm going to break 

her waters. I do it all the time, they'll never notice,' and she just broke my 

waters, and I didn't have the strength or will to tell her stop… 

 

In this one example numerous academic avenues can be discerned.  A researcher presented with an 

experience like this could begin their approach to the fourth reading with an attempt to understand 

the legality of the situation.  In other words, the social context becomes the legal framework within 

which all midwives should act.  From law, it is only a short step into the world of ethics.  Of relevance 

would be international, national and local policies, guidance and best practice for health care 

professionals.  Beyond this also appears bioethical concerns rooted in philosophical literature on 

consent and an emerging body of work on obstetric violence.   

 

A researcher may also be inclined to explore the gender dynamics in this extract.  For example, what 

feminist literature exists on the role of the midwife, the expected behaviour of labouring women and 

the incidence of woman-on-woman abuse?  Does the fact that the midwife is female destabilise 

existing arguments about the patriarchal nature of the maternity system?  Or is this a symptom of 

much larger notions of Foucauldian power?  Of further relevance could be the literature on 

medicalisation, and in particular the overmedicalisation of birth.  In these examples, the social context 

is purely academic; it is the invisible and intangible world of social theory. 

 

Conversely, from a midwifery perspective and following Montgomery (2012), the physical 

surroundings may become part of the social context as the incident takes place in the mother’s home.  
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Importantly, exploration of this incident during the fourth reading could also lead to consideration of 

the wider maternity services in general.  For example, midwife shortages, homebirth limitations and a 

litigious maternity system may form part of the relevant political and social structures enveloping this 

event. From this brief example, it can be seen how the fourth reading must be contained and 

parameters drawn.   

 
3.7.4.ii. Overall analysis 
 
The way in which I approached the fourth reading was to first spend six weeks reading a variety of 

literature.  Given the nature of the study and previous authors’ work, the lens through which I 

contextualised the data was a feminist one.  This aligned with the academic roots of the methodology 

whilst also enabling me to draw on literature that was situated in a range of different disciplines.   

 

The previous three readings had indicated that although women have the right to decline maternity 

services and/or to freebirth, participants anticipated and often experienced hostility from health care 

professionals when they decided to do so.  The path to freebirth was therefore not an easy one, and 

although some women did experience excellent maternity care, interviewees were often hesitant to 

voice their authentic selves.  Combining VCRM’s focus on women’s voices and my initial understanding 

of the data based on the previous three readings, I decided to centre my attention on questioning why 

women who decide to freebirth - and thus act legally – often experience difficulty exercising this right. 

Whilst this meant I drew on literature from a range of disciplines, the analysis became largely a 

sociological one with elements of law and bioethics.  

 

After reading widely, I then reread the transcripts, making notes on the data and linking these to 

existing academic argument.  I continued to read relevant literature during this time as an iterative 

way of understanding the social, cultural, political and structural contexts of women’s narratives.   

 
3.8. Writing Up A VCRM Study 

 
There are a number of problems inherent in writing up a study which employs VCRM.  These became 

apparent during analysis and are outlined below: 

 

1. Lack of guidance 

One major issue is the lack of guidance on writing up the findings.  Any form of writing needs a thread 

that links the elements of the narrative together.  Within the four readings however there is no 

obvious thread except the concept of ‘voice.’  Even with this, ‘voice’ still needs to be attached to a 
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meaningful anchor around which the data can be both presented and discussed.  Whilst the literary 

roots of VCRM lend themselves well to narrative approaches that emphasise the importance of 

storytelling, with no thematic analysis it is not obvious how to find and present connections between 

those stories.  How a researcher links plot, poetry, an analysis of relationships and the social context 

in which they take place remains unclear. 

 

Within the literature, there is no information that suggests readings must be discussed or written up 

independently.  Similarly, there is no indication that suggests a researcher must present the synthesis 

in any particular order, for example, plot, then I-poetry etc.  This lack of instruction can therefore be 

both liberating and overwhelming.  Significant creative thought is required to overcome this hurdle.  

What can be discerned is that each researcher has an opportunity to employ an approach that is 

unique to their own study.  Although approaches can be borrowed from previous researchers using 

VCRM, given the differences in subject matter, it is questionable whether any particular way of 

presenting findings can be truly replicated.  

 

2. No accepted template  

In addition to the lack of instruction is the problem of presenting findings when the methodology does 

not adhere well to typical academic reporting formats.  VCRM does not translate well into frameworks 

that adhere to the structure of ‘introduction, methods, findings, discussion and conclusion.’   

Consequently, it is difficult to see examples of full VCRM studies in sources that academics and 

students would usually access.  This means that there is no accepted template from which a researcher 

can draw and utilise in the presentation of their own work. 

 

3. VCRM literature rarely contains full studies  

What is noticeable is that much of the VCRM literature is in fact methodology papers which do not 

contain an overview of the findings of a study (see Balan (2005); Fairtlough (2007); Doucet and 

Mauthner (2008); Woodcock (2010); Bekaert (2014)). Further, papers in which research results are 

presented are often limited to the use of case studies (see Pinto (2004); Paliadelis and Cruickshank 

(2008); Byrne et al. (2009); Shergill (2018)).  Some researchers have simply lifted aspects of VCRM but 

not employed the methodology in any full or formal sense.  This is most notable in relation to the use 

of I-poetry (see Brown (2018) and Miller et al. (2015)), thus indicating the problematic nature of trying 

to locate studies from which to draw appropriate presentation formats.  
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4. Alternative approaches used by researchers 

Smith (2014) highlights the difficulty she had creating a workable format and notes this issue as a 

“significant limitation” to the methodology (p.152).  Nevertheless, some researchers have developed 

creative ways to overcome obstacles pertaining to VCRM data presentation.  Mauthner and Doucet 

(1998) for example, struggled to carry out four readings of all their data and resorted to creating 

summaries, case studies and “break[ing] up each transcript into a number of overlapping themes and 

sub-themes” (p. 135).  Montgomery (2012) took a similar approach and carried out a fifth reading 

which incorporated a thematic analysis.  Similarly, Shergill (2018) used a thematic analysis alongside a 

detailed case study. Inspired by the work of Frank (2013), Smith (2014) also carried out a fifth reading 

which she called “letting stories breathe” (p.151).  This resulted in her drawing women’s stories 

together by recognising shared narratives within them. 

 
3.8.1. My Own Approach 

 
It is important to note that the original work of Brown and Gilligan (1992) is presented in book form.  

This book however is not academic in nature.  Indeed, its cover indicates it was “A New York Times 

Notable Book of the Year.”  It is therefore not possible to mimic its style in a PhD thesis.  There are 

however a few stylistic points that can be drawn from the work of Brown and Gilligan (1992). 

 

Similar to that outlined above, Chapter 2 of Meeting at the Crossroads uses a case study approach to 

demonstrate the methodology employed.  Chapters 3-5 then present the findings in a very specific 

way.  Each chapter title suggests a harmonising of some of the narratives in relation to a particular 

stage of an interviewee’s life journey.  The authors then begin the chapter by discussing how the 

relevant narratives interlink before outlining similarities, differences and contrasting points.  They 

then provide three detailed examples in which each interviewee’s story is retained in full and analysed 

in depth.   

 

Given the taboo nature of freebirth and the reality that interviewees are often part of small online 

communities, it would be inappropriate to provide a detailed analysis of individual narratives from 

this study.  The reason for this is that if too much detail of one story is presented in the findings, it 

may be possible to identify an interviewee.  Further, sixteen women faithfully provided their accounts, 

and the uniqueness and complexity of each story means that it would be impossible to present the 

findings from just a handful.  To do so would skew the results as no story is representative of the rest.   
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Brown and Gilligan (1992) also raise important points by focussing on one segment of an interviewee’s 

narrative and exploring and contextualising her perspective of an event in detail.  This is not a case 

study approach, but instead serves as a way of examining a phenomenon via the use of examples.  

While I cannot present women’s full narratives, I can present short aspects of their narrative in some 

detail.  A reader will not be able to understand an individual participant’s full narrative arc, but some 

parts of that arc can be preserved and presented.   

 

What is also transferable is Brown and Gilligan’s (1992) use of perceived stages of an interviewee’s 

journey or time frames as a tool to explore a particular aspect of the data.  For example, in their book, 

Chapter 3 explores childhood while Chapters 4 and 5 focus on adolescence.  Breaking the data up in 

this way provides a way of managing the information and presenting it in a simple yet understandable 

format.  The approach I have therefore taken is to segment women’s narratives into relevant stages, 

for example, the freebirth pregnancy, the freebirth and the postnatal period (see Chapter 4). This also 

reflects the general framework in which the initial interview question was posed (see Section 3.4.). 

 

Although other researchers have included additional readings or thematic analyses, I wish to remain 

faithful to the methodology as much as possible.  In this study a thematic analysis would blunt the 

nuances of the VCRM findings and likely remove the study from the methodology’s narrative roots.  

My goal therefore is to create my own format which enables me to present findings in a way that is 

unique to my own study. 

 

3.8.2. The Quest Narrative 
 
As highlighted, the foundations of VCRM have a rich theoretical heritage linked to psychology and 

literary theory which are only infrequently drawn upon in academic texts.  This is particularly relevant 

to the understanding of plot which is based on a huge body of work pertaining to narrative thought.  

In keeping with the foundations of VCRM and its emphasis on voice, and inspired by the ideas of Frank 

(2013) I have presented the results of this study as a Quest Narrative. 

 

3.8.2.i. Theoretical foundations 
 
It is at this point that it is worth explicitly returning to the literary origins of VCRM.  In 1995 Arthur W. 

Frank published the first edition of his noted work The Wounded Storyteller.  Grounded in both 

narrative and literary theory and playing an important role in the understanding of healthcare as 

experienced by patients, Frank (2013) framed ill people’s stories within three general narratives.   
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These included the Restitution Narrative, the Chaos Narrative, and most relevant to this study, the 

Quest Narrative.  Frank formulated these ideas by creating “a kind of memoir” of his own experiences 

of testicular cancer and “cultivat[ing]the stories of others who are wounded” (xxi).  He writes of the 

relevance of “voice” and emphasises the importance of how “[t]hose who have been objects of others’ 

reports are now telling their own stories” (xxi).   

 

Pausing momentarily - and in order to avoid undermining decades of feminist scholarship - pregnancy 

is not an illness.   Pregnant women therefore cannot be perceived to be inhabiting the same space as 

the patients in Frank’s work.  However, an interesting parallel can be drawn between narratives in this 

study and both Frank’s ideas and the foundational theories underpinning his thesis.  Frank based his 

ideas regarding Quest Narratives on Joseph Campbell’s hugely influential classic 1949 text The Hero 

With a Thousand Faces. Campbell (2008) argued that mythological narratives share a general structure 

which he described as the “monomyth” (p.1).  In brief, the hero of the monomyth undertakes a journey 

into unfamiliar territory.  He may encounter a protective figure who assists him to navigate the terrain 

and undergo a succession of trials.  Overcoming these and ultimately transformed, the hero receives 

the “ultimate boon” (p.148) in the form of knowledge that he must share with others.  On returning 

home the hero is transformed by his experience and “master of the two worlds” (p.196).  Obvious 

examples of contemporary plots depicting the structure of such a hero’s journey include Star Wars and 

Lord of the Rings (for further examples, see Rubin (2009:265); Morong (1994:364)). 

 

Frank (2013) applies this structure to his concept of the Quest Narrative.  While many of the more 

detailed aspects of Campbell’s (2008) work are inapplicable, for example his writing on the hero’s 

“atonement with the father” (p.105), Frank (2013) draws directly from other aspects such as “the road 

of trials” (p.81).  For Frank (2013) this is the various “sufferings that illness involves” (p.118).  What 

Frank has therefore successfully done is take the spirit of The Hero with a Thousand Faces and evolve 

it into a framework that he has applied to illness narratives. 

 
3.8.2.ii. The theories of Carl Jung 

Before taking the thread of Campbell’s (2008) work any further, it is important to briefly outline its 

theoretical foundations. The work of Carl Jung underpins both the work of Campbell and many of the 

later theories that stem from Campbell’s ideas, particularly those pertaining to hero and heroine 

journeys (see below regarding the latter). Central to Campbell’s (2008) monomyth is Jung’s theory of 

the “collective unconscious” (Jung, 1969:152). This “consist[s] of mythological motifs or primordial 

images, for which reason the myths of all nations are its real exponents” (p.152). According to Jung 
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therefore, the collective unconscious is part of the human psyche which reflects the accumulated 

experiences of the whole of mankind; it thus transcends culture and individual experiences. The proof 

of the collective unconscious manifests in what Jung describes as ‘archetypes’ (Jung, 1990) and these 

appear symbolically and mythically in all cultures throughout the world both past and present.  

 

Jung (1990) recognised a range of archetypal figures including “the great mother, father, child, devil, 

god, wise old man, wise old woman, the witch, the trickster, the hero” (Blackie, 2018:137). Whilst 

Jung’s ideas have been critiqued (see for example Neher (1996)), they have had impact within the 

world of psychotherapy and most relevant to this thesis, within the realms of narrative, storytelling 

and literary theory. In essence, scholars have explored how these universal archetypes consistently 

appear in myth, legend, fairy tales and contemporary literature and film (see for example,  Merritt et 

al. (2018); Obidič (2017);  Gaarden (2012); Orenstein (2002)). Further, overlapping with psychological 

thought is the argument that the appearance of these archetypes continues to have relevance to the 

way we live and understand our own lives today (Greene (2011); Estés (1995)). The point therefore is 

that Jungian theory emphasises the ubiquitous nature of archetypes such as the hero. In turn, this 

provides the foundation for universally identifiable and meaningful human stories such as the 

monomyth recognised by Campbell (2008).  

 

3.8.2.iii. The heroine’s journey 

Returning to Campbell’s (2008) theory, it is questionable as to whether he understood the hero’s 

journey to be applicable to both men and women (Murdock (2020)) although he does provide female 

examples in his argument (see for example his discussion on the Mesopotamian goddess Inanna 

(Campbell, 2008:87-90)). Nevertheless, some authors have noted the androcentric nature of 

Campbell’s conclusions (Tatar (2021); Blackie (2021); Nicholson (2011); Temple (1993)).  In response, 

alternative heroine journeys have been suggested (Blackie (2021); Carriger (2020); Shiraki (2020); 

Harris (2006); Murdock (1990)).  Whilst all feminist in nature, not all are academic texts and they vary 

in discipline, ranging from, for example, eco-feminism to literature and screen writing.  However, 

mirroring Jungian theory, what links these texts is the authors’ view that the heroine journey 

repeatedly appears within storytelling and/or can be used as symbolic of women’s real-life struggles. 

As Carriger (2020) notes, the heroine’s journey “is endemic to Western culture” (p.5) (italics in original).  

 

One notable example appears in the 2010 text The Virgin’s Promise by the narrative theorist Kim 

Hudson. Similar to Campbell’s work, Hudson (2010) based her ideas on Jungian archetypes and argues 

that her concept is applicable to both male and female characters.  Her reference to the heroine is 



 80 

therefore thematic as opposed to gender specific.  What distinguishes Hudson’s virgin with Campbell’s 

hero is that the ‘feminine’ journey is internal, while the ‘masculine’ one is external.  As Hudson (2010) 

writes: 

 

The Virgin must answer the question: Who do I know myself to be and what do I want 

to do in the world, separate from what everyone else wants of me? (p.7) 

 

Crucially, in Hudson’s (2010) work, the Virgin “must stop conforming to the wishes or beliefs of others 

or suffer greatly” (p.21) and her “challenge is to face the influences of her domestic world” (p.23).  

Hudson (2010) describes the problem the Virgin confronts: 

 

The obstacle in the Virgin story is the people around her who want to control her 

actions.  The Virgin is not a volunteer in this adventure; rather, the plan for her life is 

the central theme.  No one is encouraging her to take action: in fact, they are strongly 

discouraging it.  While the kingdom wants her to be passive, the Virgin wants to 

actively pursue her own path. (p.24) 

 

According to Hudson’s (2010) theory, as the Virgin moves forward in her journey, she realises that the 

price of conformity is the suppression of her true self.  She has an “Opportunity to Shine” which 

compels her into action (p.42).  “Dressing the Part,” (p.46) the Virgin has the chance to sample what it 

feels like to be true to herself.  She creates a “Secret World” “separate from external authority” (p.50) 

and where she has a frequent “fear of discovery” (p.53).  Circumstances somehow change and this 

secret world is exposed, whereby the Virgin experiences psychological growth. Ripple effects due to 

this change create chaos and the Virgin experiences doubt before deciding to trust herself.  Her value 

is then recognised and “The Kingdom is Brighter” (p.75).     

 

While Hudson (2010) has created her theory for the benefit of screenwriters, the Jungian foundations 

of the concept mean that archetypes such as the Virgin “model pathways for the universal 

transformations in life” (p.9).  Drawing parallels with fairy tales, Hudson (2010) cites Bettelheim (1989) 

arguing that both these and her own heroine’s journey reflect “stories of casual, everyday life events, 

which take place in the domestic realm” (p.7). Hudson (2010) uses an example from her own life to 

demonstrate the theory (xvii) but also numerous Hollywood examples to prove her point.  These 

include for example, Bend it Like Beckham (p.80), Brokeback Mountain (p.83), Legally Blonde (p.87), 

Pretty Woman (p.91) and Sister Act (p.93). 
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Given the literary foundations of VCRM, examples that may better suit this thesis are Margaret 

Atwood’s (1985) The Handmaid’s Tale, Kate Chopin’s (1899) The Awakening, Silvia Plath’s (1963) The 

Bell Jar or Charlotte Perkins Gilman’s (1892) The Yellow Wallpaper.  These works have been analysed 

by numerous scholars who have recognised the female protagonists as struggling to retain their 

identity in an oppressive and suffocating society, whose norms expect them to behave in ways contrary 

to their own true natures.  Notions of power, panopticism, patriarchy and gendered oppression appear 

in these analyses as obstacles holding back the protagonists (see for example, Bak (1994); Stillman and 

Johnson (1994); Cooper (1995); Oakley (1997);  Clark (2008b)).  As Chopin describes her protagonist in 

The Awakening, living in nineteenth century New Orleans, Edna Pontellier lives a “dual life – that 

outward existence which conforms, the inward life that questions” (p.13).   Although not all these texts 

end with “The Kingdom is Brighter” - indeed The Awakening ends with the suicide of the female 

protagonist – what they demonstrate is a very different type of quest than the external one described 

by Campbell.  

 

What can therefore be ascertained is that the Quest Narrative developed by Frank (2013) is much 

better suited to this cohort when it is underpinned by Hudson’s (2010) theory as opposed to Campbell’s 

(2008).  While I find some of the terms used by Hudson deeply troubling – in particular her use of the 

term The Virgin to describe the archetype of the female protagonist – she nevertheless provides a 

useful pathway for understanding the plot of interviewees’ stories.  Although Hudson’s (2010) concept 

is rather too prescriptive to be meaningfully applied to participants’ freebirthing accounts, as Frank 

(2013) applied Campbell’s (2008) ideas, it is the spirit of her theory that is important to these 

narratives.  The quest she has recognised is one that entails a woman breaking free from the norms of 

the society in which she lives in order to express her own self-identity.  What Hudson (2010) has 

created is a template that can be used to understand a particular type of quest that appears in both 

literary and narrative theory.  

 

As will be demonstrated in the following pages, women in this cohort recognise the stigmatised nature 

of their desire to give birth in ways that best reflect their own values.  Consequently, there are 

moments of conformity, resistance and soul searching.  In these stories, women are often silenced, 

conflict erupts, obstacles must be overcome, and secret worlds formed by connecting to a network of 

similarly minded individuals who share their knowledge and experiences.   
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4.1. Introduction 

Given the aforementioned limits to existing guidance on writing up a VCRM study, I have employed 

the Quest Narrative as a template to present the findings of my research. Drawing on Brown and 

Gilligan’s (1992) temporal stages of an interviewee’s account to provide a basic structure, I then 

overlay this with Hudson’s (2010) heroine’s journey, drawing also on the ideas of Campbell (2008) and 

Frank (2013). Findings are therefore presented in the following sections: 

 

• 4.2. Demographics 

• 4.3 The Dependent World 

• 4.4. Price of Conformity  

• 4.5. The Road of Trials and the Freebirth Pregnancy 

• 4.6. The Freebirth as Apotheosis 

• 4.7. The Post-Natal Experience 

 
4.2. Demographics 

 
This section aims to provide an overview of the sixteen women who shared their stories of freebirth 

with me.  In essence, interviewees become the protagonist in their own story.  However, as this was 

a qualitative study, specific demographics were not sought so no generalisations can be made about 

the characters and circumstances of women who freebirth.   

 

Nevertheless, before the narrative interview I explained that if there were any aspects of a woman’s 

demographic profile that she thought were relevant then she should include them in her interview.  

Few women did so.  This suggests that in this cohort, women typically did not consider aspects of their 

identity such as ethnicity, marital status, educational background and household income as 

particularly relevant to their freebirthing experiences.   

 

It should be noted that interviewees typically belonged to small online communities in which they 

shared aspects of their lives and freebirthing experiences.  HCPs and doulas are also members of some 

of these online groups. Consequently, when participants did provide specific details about their 

identities, such as their occupation or nationality, I have muted these in order to protect interviewees’ 

anonymity.  I took a similar approach with regards to geographical location and the age of women’s 

freeborn children.  In addition to minimising the risk of interviewees’ anonymity being compromised, 

this also served to avoid HCPs recognising themselves or their colleagues in women’s accounts.  This 
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was particularly important given that participants often reported unethical – if not unlawful – 

behaviour from maternity staff.   

 
4.2.1. An Overview of Interviewee Demographics 

 
The cohort was culturally diverse in that three women had been brought up outside of the UK and two 

additional women commented in passing that at least one of their parents had moved to the UK from 

abroad.  Three interviewees indicated that their husbands were not British.  English was not the first 

language of one interviewee and comments in two other accounts suggested those participants spoke 

at least two languages.  Whether other participants were bi-/multi-lingual is unknown.  One 

participant lived abroad, and I conducted the interview while she was visiting family in the UK.  

Although this diversity may be considered a potentially interesting aspect of the cohort, it is unclear 

whether this simply demonstrates the diversity of twenty-first century Britain as opposed to any 

special feature of the freebirthing community.  

 

As already noted, I did not ask women about their educational background, but some interviewees 

commented on their qualifications as they were aware of my own pursuit of a PhD.  One participant 

already had a PhD, a second had just completed her master’s degree and two others mentioned their 

undergraduate degrees.  Whether other interviewees had similar qualifications is unknown.  

 

Interviewees were geographically spread throughout England with some living in cities and towns and 

others more rurally.  Whilst previous literature has highlighted the rurality of women’s homes as a 

potential motivation to freebirth (Leblanc et al., 2015), in this study, it did not play a role in 

participants’ accounts.   

 

Although freebirthing women in this cohort were not a homogenous group there were some 

similarities between interviewees.  Every woman in this cohort had a natural inclination towards self-

directed research.  All participants presented themselves as active seekers of knowledge and not as 

people who passively accept what they are told.   Eight of the women also sought help from 

established human rights organisations such as AIMS and Birthrights, thus demonstrating that they 

had learned where to go to find relevant information and support.  These findings will be discussed in 

detail in Chapter 4.  

 

Thirteen of the women had worked or volunteered within the birthing/parenting world, with some 

continuing to do so.  Several of the participants may also be described as politically active.  This is in 
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reference to five women’s comments that they had become involved in various processes, panels and 

committees to improve maternity situations they perceived as wrong (see Section 4.5.5.i.h). 

 

4.2.2. Parity and Previous Births 

Table 1 demonstrates the number of births women reported and - when not freebirthing - where they 

had previously given birth. The combined number of children within this cohort was 39, and all women 

reported freebirthing one child. Four participants had freebirthed their first babies, while all other 

participants had freebirthed their youngest child.  The earliest freebirth had taken place seven years 

prior to the interview and the most recent only three months previously.  It should be noted that 

except for those who had freebirthed their first babies, women gravitated towards less medicalised 

environments as they became more experienced in childbirth.   

 

Table 1. Participant Parity and Previous Births  

Participant First Birth Second Birth Third Birth Fourth Birth 
Alicia Hospital Hospital Homebirth Freebirth 

Bianca Hospital Freebirth - - 
Cat Homebirth Freebirth - - 

Danielle Hospital  Homebirth Freebirth - 
Elsie  Hospital  Homebirth Homebirth Freebirth 

Fionnuala  Homebirth Freebirth - - 
Georgia Freebirth - - - 
Heather Homebirth Homebirth Freebirth - 

Ivy Freebirth - - - 
Jiskra Homebirth Freebirth - - 
Kitty Hospital  Freebirth - - 
Leah Hospital Homebirth Freebirth - 

Marion Freebirth - - - 
Nadia Hospital Birthing Centre Birthing Centre Freebirth 

Ophelia Hospital Homebirth Homebirth Freebirth 
Polly Freebirth - - - 
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4.3. The Dependent World 
 

The beginning of the Quest Narrative is the Dependent World (Hudson, 2010), which is the social realm 

in which the protagonist lives.  It can be a force or external authority, in addition to a belief the 

protagonist holds (pp.30-31).  One way in which this force or belief materialises is via social 

convention. This can include cultural values or practices, traditions and defined gender roles (Hudson, 

2010:32-34).  At the heart of Hudson’s (2010) heroine’s journey, is the need for the protagonist to 

“separate themselves from the power structures they were born into” (p.11). 

 

Of most relevance to this thesis are the social conventions pertaining to pregnancy, birth and the 

standards of behaviour expected of women when pregnant, labouring or birthing.  From interviewees’ 

accounts, participants became imbued with an understanding of these cultural values. The Dependent 

World is therefore apparent throughout the women’s narratives as interviewees wrestled with the 

social demands placed on them.  The conflict they experienced – whether internal or with others – 

demonstrates how the Dependent World restricts women’s decision making.  

 

My argument as presented in Chapter 5, is that the overriding social norm that impacts women’s 

freebirth narratives is the concept of the Good Mother. This presupposes that ‘good’ mothers will 

follow social convention, access maternity services, defer to medical instruction and be willing to self-

sacrifice for the perceived benefit of their unborn children. These values are indicative of the 

Dependent World.  Freebirth therefore becomes a phenomenon worthy of note because it conflicts 

with social convention. It is my argument that these are the power dynamics through which women 

must navigate if they intend to freebirth.  This will become apparent within the following sections: 

 

• 4.3.1. Women’s starting points 

• 4.4. Price of conformity  

• 4.5. The Road of Trials and the Freebirth Pregnancy 
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4.3.1. Women’s Starting Points 
 

 

Mum     
   
She’d seen me at  
My second one.  
She knew I was making an informed choice.  

 
She says now   
If she'd have had a choice  
She'd home birth  
If she'd known more.  

 
Heather 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
Being born 

 
She struggled with her pregnancies  
She had a very long labour with me.  
 
She always made this joke  
That she never knew where I came from.  
 
She swears I came out of the cupboard.  
 
She didn't know what was going on -  
She was so out of it. 
  
People were in and out of her body.  
 
She had no idea.  
 
Cat 
 
 
 
 
 
 
 

 
 
 
 
Alternative birth 
 
I knew then that  
I had to, sort of, do some work. 

 
I thought  
I know that what happened  
I knew that what had happened   
To my mum  
And my birth wasn't right.  
 
I knew that it didn't have to be like that.  

 
Georgia
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Given the focus on the Dependent World, it is worth highlighting what interviewees understood about 

birth prior to their first pregnancies.  It should be noted that women’s understanding of the Dependent 

World and social norms pertaining to birth typically materialised as they gained first-hand knowledge 

of pregnancy and birth.  Nevertheless, it is worth outlining interviewees’ starting points as not all 

began their journeys with the same outlook.  

 

The earliest point at which women began their accounts was their mothers’ experiences of childbirth. 

Five women discussed this and included accounts about how they were born.  Not only does this start 

to illuminate how women understood birth, but it also indicates the influential nature of knowledge 

being passed between mother and daughter. This is revisited in Section 4.5.5.i.h., when some 

participants invited their daughters to witness their freebirth, and is also indicative of the Female 

Network in action (see Section 4.5.5.). 

 

Not all women discussed their views on childbirth prior to their first pregnancies.  However, when they 

did, they demonstrated different starting points and world views.  Georgia spoke about growing up 

with a “deep fear” of childbirth based on the negative stories she had heard around her. Heather 

recalled the serious health consequences experienced by her uncle after forceps “broke his skull” 

during birth and this made her never want to undergo that intervention. Conversely, Bianca had 

avoided listening to negative birth stories and Elsie indicated an intuitive mindset in which she always 

“felt she knew how to have babies, even though I'd never had them before.” 

 

Two women spoke about what they had anticipated their first births to be like. Ivy had always been 

“fascinated” with pregnancy and birth and “as long as I remember, I always said I wanted to have a 

baby at home.” Alicia described how she envisioned her first birth to be: 

 

my dream before I had children was to have a water birth at home, and that was 

when I was, you know, nineteen. I was dreaming about things like that way before I 

was married and having a baby. I just dreamed of having this friend, I suppose, just 

with me, just stroking my hair-, I know it sounds crazy, stroking my hair, low music, 

low lighting... 

 

In contrast, Ophelia had not thought about the type of birth she wanted until a few weeks before her 

first (non-freebirth) child’s due date.   These accounts begin to weave a tapestry of the previous 

knowledge and expectations women had of childbirth and their mindset prior to their first 
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pregnancies. They also highlight the diversity of women’s initial views and indicate the heterogeneity 

of interviewees’ starting points.  What is important however, and indicates the power of social 

convention, is that no participant envisioned freebirthing prior to their first pregnancy.    

 

4.4. Price of Conformity 
 
Hudson (2010) discusses the second stage in the protagonist’s journey as the Price of Conformity 

(p.36). This can include agreeing to live within restrictive boundaries (p.37) and facing psychological 

danger (p.40). The protagonist may therefore conform to expected standards of behaviour and 

become “out of sorts with her true self” (p.41). In other words, when she “subscribes to the views of 

the people around her, she experiences a loss of self” (p.36).  At this stage, the protagonist is learning 

about what is expected of her and the consequences of following a conventional pathway.  

 

It would be inaccurate to assume all participants had experienced a “loss of self.” However, every 

interviewee at some point did follow the typical maternity pathway until their knowledge and 

experiences indicated that they did not want or need to do so.  In these cases therefore, ‘conformity’ 

equates to following maternity protocol, and as will be discussed in Chapter 5 behaving according to 

society’s expectation of the ‘Good Mother.’ For some women, the Price of Conformity was simply the 

perceived unnecessary requirement of calling a midwife when they knew they had precipitous labours 

and she would be unlikely to arrive in time. Yet in other cases, women experienced serious violations 

of their rights during their pregnancies and births and could not guarantee avoiding a repeat 

experience in the future. In the accounts of the women who freebirthed their first babies, these 

revelations came about during their pregnancies.   

 

In all cases, women sought out alternative knowledge sources which highlighted what they may 

sacrifice if they relied on NHS maternity services for their care.  The Price of Conformity therefore 

materialises via women’s experiences of maternity services, but also through their search for 

alternative options.  These points are demonstrated in the following sections: 

 

• 4.4.1. Previous Experiences of Ante-Natal Care in Non-Freebirth Pregnancies 

• 4.4.2. Previous Experiences of Giving Birth 
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4.4.1. Previous Experiences of Antenatal Care in Non-Freebirth Pregnancies 
 

 
 
Our right to decline 

 
I said, 'Well, do a scan, have a look. Baby is not massive.’ 
I told them how fast  
I'd birthed before.  
I felt it was dangerous to try and speed that up. 

 
I told them all about things  
I'd read and people's experiences.  

 
The last thing I wanted was anybody  
Pumping me full of drugs. 

 
I've never even had - 
I didn't want anyone to mess with me.  
I knew -  
I asked them, 'What are the negatives about induction?'  

 
I got really upset and just said 
‘We're going home.’ 

 
I wouldn't go back in that room. 

 
Cause by then I had  

a consultant  
a senior registrar  

a senior midwife  
the shouty midwife  

the student midwife  
 

All in the room. 
 
    Elsie 
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Previous literature has pointed to women’s prior birthing experiences as being pivotal to their later 

decision to freebirth (see for example, Baranowska et al. (2021); Henriksen et al. (2020)).  However, 

for some women in this cohort, the antenatal care they experienced during earlier pregnancies also 

played a role in their narratives.  All interviewees who had given birth prior to freebirthing discussed 

their earlier pregnancies and births, some in more detail than others.  Whilst most women focussed 

on the birth, seven interviewees provided some information on their experiences of antenatal services 

in non-freebirth pregnancies. 

 

Like many of the accounts in this cohort, reports of experiences with maternity services sat on a 

spectrum. A woman’s ability to be heard, voice her authentic self and for her to be respected by staff 

were crucial to how she perceived these interactions. With regards to these experiences reflecting the 

Price of Conformity, clinical encounters perceived as negative began to sow seeds of doubt in women’s 

minds as to whether following typical care pathways was a safe option.  

 

Conversely, some women embraced recommended maternity protocols, enjoying respectful and 

woman-centred care. Cat, for example, recalled a conversation with a “lovely midwife” during her first 

pregnancy, who suggested she consider a homebirth.  She described discussing this with her husband 

before deciding to accept the offer, knowing that she could attend hospital if she changed her mind.  

In Cat’s case, her experience was positive, and at that point she had no reason to consider freebirth. 

 

On the opposite end of the spectrum, Fionnuala reported abusive interactions during antenatal 

appointments. These incidents demonstrated the Price of Conformity and triggered the start of her 

search for alternative information and support which was removed from that provided by NHS 

maternity services.  For Fionnuala, conforming to maternity protocol created its own psychological 

dangers. As someone with a history of sexual abuse and eating disorders, she had been very open with 

HCPs regarding her background and her subsequent need to give birth in a “safe place,” which for her 

necessitated a homebirth.  Fionnuala recalled: 

 

I was just really open with them [HCPs], thinking that that would help to inform their 

response to me, but actually, it made the whole situation worse, and I felt-, I felt fat-

shamed. I felt bullied. I felt the whole antenatal process was really dehumanising, 

and that I had to be-, go along with everything they said, um, in order for them to 

grant me the permission to have my home birth.  
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She recounted an incident with a mental health midwife whereby a consultant arrived whom Fionnuala 

had never met before.  The consultant informed her that she would not be able to use a birth pool as 

due to her weight, staff would not be able to get her out of the water if there was a problem.  In 

addition, at the same appointment, an anaesthetist examined her to see whether it was possible to 

insert an epidural into her back. Consequently, Fionnuala stated, “even the mental health appointment 

felt awful.”  

 

The two contrasting experiences differ in that Cat reported no health problems during her pregnancy, 

whereas Fionnuala’s options had been curtailed due to her raised BMI level. This introduces important 

points that appear throughout the narratives in relation to the biomedical model of birth and risk (see 

Chapter 5). With regards to these concepts, Fionnuala recalled that her experience was simply due to 

her being categorised as a “larger lady.”  She continued: 

 

They didn't see me as an individual woman. They just saw me as someone, on paper, 

that they needed to follow their policies and procedures, with-, rather than actually, 

tailor my care, in inverted commas, to me. 

 

What Fionnuala had learned from her experiences is that she is not guaranteed individualised care 

focussed on her specific needs.  In her own words, the service had dehumanised her. The knowledge 

she gained from these encounters is that the policies and procedures of the hospital as an institution 

can take precedence over a woman’s psychological needs.  The Price of Conformity becomes apparent: 

if she adheres to standard maternity protocol, she may be treated as something less than human.  This 

carries its own dangers and therefore Fionnuala considered alternative options.  Indeed, in her next 

pregnancy, Fionnuala eschewed all NHS antenatal care.  

 
4.4.2. Previous Experiences of Giving Birth  

 
The twelve women who had given birth prior to freebirthing discussed those experiences.  These 

recollections were hugely pivotal to women’s narratives and provided them with valuable insight as to 

what they might expect if they follow typical maternity care pathways.  The Price of Conformity 

became apparent as interviewees gained first-hand experience of birth with midwives and doctors 

present. Further, it also provided women with embodied knowledge of the birthing process and their 

own needs during labour.  
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It is within these sections of the interviews that some of the worst reports of obstetric violence and 

violations of rights occur. However, it would be inaccurate to suggest that all twelve women had 

experienced abuse or some form of trauma in their previous births.  Women also recalled positive 

birthing experiences and, in two cases specifically stated without prompt that they had never 

experienced any form of trauma during childbirth. 

 

Of note, women’s prior experiences of birth did not fall neatly into categories of ‘good’ or ‘bad’ and it 

would be an oversimplification to attempt to label their accounts in such a way.  Women’s narratives 

were undulating with both highs and lows, and these often appeared during the same event or with 

the same HCP.  Even when women had been subjected to the worst forms of obstetric violence, they 

often also reported a good experience with a caring postnatal midwife or member of the maternity 

team.  This complexity is demonstrated by Jiskra’s account of being taken into hospital for the manual 

removal of her placenta after her first midwife attended homebirth: 

 

…when the ambulance arrived, they put me on a wheelchair … and then they 

wheeled me through a public area. I was mess-, I was a total mess, you know, … I 

just, I just started wailing, like,  weeping, like, loudly, and it was just such a humiliating 

situation, but, also, like, I just, kind of, really-, I just lost it, totally. And then, err, they 

took me to the labour ward and, um-, and I was waiting, and they started putting the 

cannulas in my, in my arms, and I hate, I hate needles, and I'm just really quite 

squeamish about this, sort of, stuff, and just, again, like, this restrain, being 

restrained, kind of, wired to things.  

 

Throughout this frenetic experience of emotion, pain and resistance, Jiskra was also attended by a 

midwife she described as: 

 

… very maternal. She was this, kind of, beautiful woman-, beautiful middle-aged 

woman with a really, kind of-, I just felt, like, kind of, love pouring. I don't know, I 

mean, that was just the way I, kind of, felt about her.  

 

Jiskra’s experience is complex, difficult to categorise and contains a spectrum of emotion. Similarly, 

within the cohort, even if women had abusive or negative experiences during first births, they may 

have perceived their second midwife attended birth as much better.  It is this wide range of 

experiences that women draw from; they learn about what they can expect from maternity services 
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and what is expected of them. It is both this knowledge and experience that contributes to their Quest 

Narrative to give birth in a way they consider most appropriate.  

 

Although there are difficulties in categorising women’s experiences, I provide examples under the 

following headings: 

 

• 4.4.2.i. Women’s experiences of respectful care 

• 4.4.2.ii. Mixed experiences of care 

• 4.4.2.iii. Obstetric violence and the violation of rights during previous births 

 
4.4.2.i. Women’s experiences of respectful care 
 
As is typical in this cohort, there was a spectrum of experiences.  On one end were the accounts of Cat, 

Elsie and Nadia who with minimal exceptions generally recalled very positive experiences.  During her 

previous birth Cat enjoyed a homebirth with two midwives and an “amazing student.”  For both Cat 

and Elsie, their pre-freebirth experiences taught them that they have precipitous labours, and these 

had been supported by respectful maternity staff.  These births were non-medicalised and midwives 

respected their autonomy and bodily integrity.  Elsie declined vaginal examinations without issue and 

during one of her homebirths and according to Elsie’s wishes, she laboured in her bedroom while her 

midwife “just sat at the other end of the landing, in the dark.” Notably, for both Cat and Elsie, their 

previous precipitous labours were pivotal to their decision to freebirth. Conforming to typical NHS care 

pathways was therefore of very little use to these interviewees; they had to make alternative 

arrangements as it was unlikely that a midwife would arrive in time for the birth. 

 

Nadia was the only interviewee who had previously given birth in a standalone Birth Centre.  She spoke 

very little about her first birth in hospital, but her next two at the Birth Centre she described as “great,” 

and “really empowering and wonderful.” She commented positively on both the staff and the 

environment in which she gave birth.  Quite differently to Elsie and Cat however was that when Nadia 

moved home to a new area and expected this high standard of care for her fourth pregnancy, it was 

not as forthcoming. For Nadia therefore, in her earlier pregnancies, the Price of Conformity was 

appealing when the service reflected her needs and world view.  It later became a problem however 

when the service on offer was perceived as unpalatable.  

 

What these examples highlight is that freebirth is not borne solely from previous trauma or obstetric 

violence.  Women who experience excellent maternity care may also decide to give birth without HCP 
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presence and as demonstrated by Elsie and Cat, this may be influenced by previous precipitous births. 

Further, as indicated by Nadia, women’s assessment of maternity services extends beyond their 

previous birthing experiences.  As Nadia’s example indicates, a woman with prior good maternity 

experiences may not access NHS perinatal support if she perceives that support as no longer providing 

the care she wants or deserves.  

 
4.4.2.ii. Mixed experiences of care 
 
As highlighted above, interviewees’ experiences were not always easy to categorise into ‘good’ or 

‘bad.’  Linked to this is one of the key outcomes of this study, namely that when women engaged with 

NHS maternity services, the standard of care they could expect was unpredictable. The Price of 

Conformity for women who experienced mixed standards was that they could not guarantee how they 

would be cared for during labour and birth. Further, each experience - whether positive or negative – 

contributed to women’s personal knowledge and growth. Ultimately, in this cohort, any positive 

maternity support a woman experienced was outweighed by other factors, thus leading her to 

freebirth.   

 

Ophelia described mixed experiences that made her question what she understood about birth.  

During her first hospital birth the pain relief she used affected her experience.  She became incoherent, 

“chatty,” “lost,” “firing on all cylinders.” In short, “I literally felt like I lost control of everything that was 

going on.”  

 

When HCPs wanted to break her waters, she took pethidine for the pain.  The drug made her feel like 

she had “been hit by a bus.” Ophelia continued to describe what happened after the birth: 

 

… my whole body was not doing what it should. I couldn’t stand up properly, I was 

puking, my baby was puking, as well.  

 

Ophelia later contrasted this experience with the midwifery care she had during her second birth at 

home.  Learning from her NHS midwife about aspects of birth she had never contemplated, such as 

the importance of delayed cord clamping, she began to question her previous experience. She had 

initially presumed that she would have a similar experience to her first birth.  However, she was 

surprised by how different it was:  

 



 96 

I was not sick, my legs worked fine, I went and had a shower, it was totally different 

and I was like, ‘Oh, wow, this is so much different.’ So, then I was absolutely sure 

when I had my third there was no way that I was ever going near a hospital.  

 

Ophelia’s NHS midwife was instrumental in introducing her to a new way of thinking about birth.  She 

had learned that hospital birth – but not necessarily midwife attended home birth – could have a 

negative impact on her physically. She had also been introduced to alternative birthing practices that 

suggested conforming to a biomedical approach to birth may create its own problems. These pivotal 

moments highlight the dangers of passivity. Additional knowledge and woman-centred support 

transformed Ophelia’s second birth and taught her to avoid accessing hospital based perinatal care in 

future.  
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4.4.2.iii. Obstetric violence and violation of rights during previous births 
 
 
 

That would be amazing 
 

I've just been so traumatised.  
 

If I wipe the slate clean  
I would've  
My dream  
Before I had children  
I was, you know, nineteen.  

 
I was dreaming  
Before I was married and having a baby.  

 
I just dreamed of having this friend  
I suppose,  

just with me,  
just stroking my hair. 

  
I know it sounds crazy  

stroking my hair.  
 

There was bright lights in my face.  
Ten people in the room talking over me.  
Like I'm a child. 

 
It's all about the baby - nothing to do with me.  
I was left in stirrups.  
Just left there with my placenta on the floor.  
I couldn't cover myself. 

 
If we could erase all of that pain  
I could have the perfect midwife  
That would listen to what I actually want -  

That would be amazing. 
 
Alicia 
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On the extreme end of the birth experience spectrum were incidents that were abusive and traumatic.  

These were the clearest examples of the Price of Conformity. Women learned that conforming to 

expected maternity protocols could expose them to a range of serious dangers that may cause 

physical, mental, psychological and sexual harm.   

 

Experiences of obstetric violence were particularly prevalent in the reported births that took place in 

hospital.  Crucially, and something that is largely undocumented in the obstetric violence literature, 

this abuse also occurred during homebirths.  These incidents became pivotal in women’s narratives – 

and sometimes in women’s lives more generally. What is notable in these accounts is the power 

imbalance between women and health care professionals and the ways in which these were exploited 

by maternity staff.  This was often exacerbated by the physical vulnerability of labouring women.  

 

To note, consent sits at the heart of much of the abuse women reported.  This is not only palpable in 

women’s birthing experiences, but also during their freebirth pregnancies (see Section 4.5).  Focus on 

consent is central to the Price of Conformity as it reveals ways in which some maternity staff actively 

attempted to draw women back into the Dependent World and coerce them into submitting to 

expected protocol.  The ways in which consent was eroded or nullified during previous births indicated 

tactics midwives and doctors employed to either sidestep any need for informed consent or extract it 

from women via unethical or violent means.  These situations were dehumanising, demonstrative of 

expectations that women submit to maternity protocol, unethical and often unlawful.  

 

This abuse is outlined in the following sections: 

 

• 4.4.2.iii.a. No attempt to ensure informed consent in the hospital setting 

• 4.4.2.iii.b. No attempt to ensure informed consent during homebirths 

• 4.4.2.iii.c. Erosion of consent regarding medical intervention 
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4.4.2.iii.a. No attempt to ensure informed consent within the hospital setting 
 

 
 
Cut 

 
There I am with a spinal block. 

 
I can't feel anything 
My legs are up in stirrups.  

 
I didn't know whose legs they were.  
I couldn't feel them  
I'm like - 
I realised they were mine.  

 
I was like 
I remember he was Swedish.  

 
‘You, when I say "Push" you have got to push.’ 

 
I'm thinking  
I can't feel anything now.  
I was trying my absolute best. 

 
I did push and without question  
I was –  

 
Episiotomy.   

 
    Bianca 
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The most blatant form of obstetric violence occurred when women were subjected to invasive and 

intimate procedures with no attempt from HCPs to ensure informed consent. Such incidents 

disregarded a woman’s right to autonomy and a ‘voice,’ thus silencing her and subjecting her to the 

will of the person or people around her. In essence HCPs either presumed women would submit to 

such procedures or simply did not ask a woman’s opinion. This is one of the most crucial junctures at 

which both the biomedical model of birth and the Good Mother concept converge (see Chapter 5). 

 

Like Bianca above, Kitty reported a non-consensual episiotomy (cutting of the perineum).  On arrival 

at a non-UK based hospital for her first birth, the attending midwife gave Kitty’s doula the “heads-up” 

regarding the name of the obstetrician on call.  Kitty described the obstetrician as being “notorious in 

the community” and nicknamed “The Butcher.”   

 

The obstetrician wanted to put Kitty on a Syntocinon drip to speed up labour, but she did not consent 

to this and instead requested a bath for labour pain.   This was denied and “the midwife said that the 

OB [obstetrician] went and pulled the plug out herself.”  Kitty then described a power struggle with 

the obstetrician:  

 

we [Kitty and husband] said, 'It's time for you [obstetrician] to leave,' and I think that 

was the moment that I exerted quite a lot of my power, because, you know, she was 

very not used to being asked to, to leave … and that power shift will come back to 

bite me in the butt in a really sad way, but it was very interesting, how, how not 

playing by their rules really did come back to hurt me… 

 

At some point during her labour and without her knowledge, HCPs decided that it was time to carry 

out an episiotomy and assisted birth.  Kitty explained:   

 

… [the obstetrician] took my non-verbal cues as consent [to episiotomy], and so the 

midwife, who was fairly good up until that stage, um, did perform an episiotomy, 

and, um, as soon as that happened, the other obstetrician, um, who I was having the, 

the problem with, sort of stepped into the situation much closer to me, and just 

essentially removed [my baby] from my body. 

 

Believing that this was a case of negligence, Kitty’s doula attempted to film and photograph events as 

they took place: 
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…she got some photos of, um, the situation, and so she-, from my mind, the head 

either came out by itself, um, but she [obstetrician] took the sort of temple area of 

the child’s, the baby’s head, pulled the head out, and then once the, sort of, arms 

started to pull itself out, there’s a picture of her with her forefinger and her thumb, 

like, around the baby’s armpits, just ripping her out in this really forceful, twisting 

motion, that was very much so, um, unnecessary. 

 

In this case, the obstetric violence resulted in a “3b tear,” which is “50% through the anus” and “is 

pretty much, you know, on the verge of as bad as it gets.”  It took “two hours” to complete the suturing 

which was done under general anaesthetic. From Kitty’s perspective, this event was linked to the 

“power dynamic” she experienced with the obstetrician during labour.  As a result of trying to make 

autonomous decisions about her care, Kitty believed the obstetrician’s attitude “was almost like, 

'Well, hey, I told you so. You know, I'm gonna take control now. I'm in charge.'” 

 

In Kitty and Bianca’s examples, women had learned the dangers of birthing in an environment where 

other adults may take control of their birth and their bodies. In Bianca’s case, she required additional 

surgery to correct the poorly sutured episiotomy and for Kitty “the tear was such a big part of my life, 

it still is, you know, it's the thing that I get the most upset about.” These are pivotal moments in 

women’s narratives - perhaps even in their lives more generally.  As a result, first-hand experience of 

the potential consequences of medicalised birth, and in Kitty’s case the struggle to assert her own 

rights, triggered these women to seek alternatives and to garner knowledge of birth that is positioned 

outside of mainstream care.  This is further demonstrated in Section 4.5.5. 
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4.4.2.iii.b. No attempt to ensure informed consent during homebirths 
 

 
Homebirth 

 
I was kind of 
I think  
I was kind of hiding in a bathroom.  

 
I was  
I was really feeling really hot  
I was feeling very hot 
I was like kneeling on the tiles.  

 
They kind of pulled me out  
I think  
convinced me to go out.  

 
I remember she was doing  
I knew was doing like vaginal examination.  

 
I screamed.  
 
I remember my partner running 
My partner running down the stairs  
to check on me. 
  
I kind of  
I almost  
I kind of felt violated.  
 
I look back to this.  
I also know a lot of women  
So, I  
I compare my experience with theirs.  
I feel like  
'What am I talking about?'  
But in the context of my history 
I felt like  
I didn't consent  
to what happened to me. 
 
Jiskra 
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Contrary to much of the obstetric violence literature (see Section 1.4.) most of the directly non-

consensual and invasive abuse in this cohort took place during midwife attended homebirths.  This is 

a major finding in this study and raises important questions about the ways in which power dynamics 

transfer from the hospital into the home.  

 

Women in the UK have access to NHS homebirth services.  Nevertheless, in 2019, only 2.1% of births 

in England and Wales took place at home (ONS, 2020).  Consequently, even though homebirth is part 

of mainstream care, it sits on the periphery.  Given the objectives of this study, interviewees were not 

asked why they previously decided to have a homebirth.   However it has been recognised by both the 

American College of Obstetricians and Gynecologists (ACOG) and the Royal College of Obstetricians 

and Gynaecologists (RCOG) that homebirths are associated with fewer medical interventions (RCOG 

(2020:5); ACOG (2017)). As interviewees gravitated towards less medicalised environments over time 

and eventually freebirthed (see Table 1) it is possible that participants were aware of this. 

 

The examples in this section demonstrate that even when women homebirthed and therefore gave 

birth in a way that was somewhat atypical yet still followed protocol, they could not guarantee 

psychological - or at times even physical - safety.  Power dynamics reflective of abuse during hospital 

encounters (see Section 4.4.2.iii.a.) reappeared in women’s own homes. Unlike obstetric violence in 

the hospital setting, medical instruments were not used in this abuse.  However, interviewees recalled 

being touched and penetrated without adequate consent. Participants in these examples learned that 

the Price of Conformity included a risk that in future pregnancies midwives would not respect their 

autonomy and bodily integrity.  

 

In the example below, Heather reported a non-consensual vaginal examination during a previous 

homebirth.  The midwife arrived to find Heather labouring in the bathroom: 

 

…without asking me she did an [vaginal] exam. And I was just like, ‘Eh, what are you 

doing?’ And she was like, ‘I need to check if your waters have gone.’ I was just like, 

‘No,’ and I put my foot on her shoulder and pushed her off.   

 

In a similar violation, during a homebirth Alicia reported her membranes being ruptured without 

consent: 
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they [midwives] completely took over, pulled me out of the natural birthing position 

that I wanted, force-fed me sweets and sugary drinks. I just felt completely controlled 

like a child. Took me back to other traumas in my life, um, in the past. Um, um, one 

of the midwives said, while I was in a heavy, sort of, slump after a long contraction, 

that, ‘I’m going to break her waters. I do it all the time, they’ll never notice,’ and she 

just broke my waters, and I didn’t have the strength or will to tell her stop… 

 

Fionnuala described postnatally experiencing “severe vaginismus” requiring gynaecological 

intervention after being subjected to a vaginal examination she had previously attempted to decline:  

 

I’d asked for no vaginal exams, and I’d even explained that, with a history of sexual 

trauma, like, I didn’t even want to be asked because I knew my vulnerability and I 

knew I hadn’t been in labour before, and at transition, um, she said that she wanted 

to examine me. So, my most vulnerable point, and it was the only, kind of, contraction 

I had on my back, it was incredibly painful. The, the, um, everything about it was 

really traumatic for me. 

 

In these examples, women’s individual and psychological needs had been overridden by the midwives’ 

desire to carry out a medical intervention. A biomedical approach to these births has been taken as 

midwives relied on external assessment and paternalistic decision-making regarding the progression 

of a woman’s labour.  Women’s embodied knowledge and their personal views were disregarded.  

From interviewees’ accounts, the midwives in these examples have interacted with them in ways that 

display an inability to see the connection between birth and its psychological and emotional factors; 

women are simply birthing bodies that need to be assessed and manhandled. These issues will be 

explored in detail in Chapter 5. 

 

A second point that requires reiteration is that shortly before the incident Fionnuala described, she 

had been supported by a “fab” midwife who had read her “birth wish-list” and “understood what was 

required of her.”  Due to a shift change, this midwife left part way through Fionnuala’s homebirth.  

This is a further demonstration of the unpredictability inherent in NHS maternity care.  As a result, the 

Price of Conformity and opting for a homebirth not only includes the risk of abuse, but also 

incorporates the inability to know one’s attending midwife beforehand.  This creates its own type of 

risk as a midwife’s care may sit anywhere on a spectrum between woman-centred and abusive. As 
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Marion stated when she explained why she decided to freebirth for her first pregnancy: “I'm not 

against midwives, it's just that I don't want the gamble of who am I'm gonna get.”    

 

4.4.2.iii.c. Erosion of consent regarding medical intervention 
 
Within the cohort, there were examples of women being subjected to coercive behaviour from HCPs 

during previous births which undermined their consent to interventions.  This introduces further 

examples of the standards of behaviour expected of pregnant women, namely that they will submit 

to medical authority (see Section 5.3.3). When some women challenged this, maternity staff employed 

tactics to make them conform, thus ensuring they not only followed accepted protocol but were also 

rendered passive and compliant. As will be explained in Section 5.3.6. this is a key aspect to the Good 

Mother concept. 

 

Demonstrating the way in which some maternity staff coerced women into interventions during 

previous births, Danielle described an incident with a midwife during her first labour in a hospital.  The 

midwife wanted to put a cannula in Danielle’s arm in case she later needed a caesarean section: 

 

…we had this massive argument and it lasted I don’t know how long, but it lasted 

about three contractions. So, yeah, it lasted about three contractions, and on the 

third contraction, I was like, ‘Fine, just do it’ … so then she-, it said on my notes ‘she 

consented’, and I was like-, ‘I did not consent. Like, I just gave up in the end.’  

 

Women being browbeaten or harassed into interventions was also a feature of women’s freebirth 

pregnancies (see Section 4.5).  In Danielle’s situation however she had the added vulnerability of being 

in labour and the subsequent difficulty in asserting her rights, being heard and thus declining the 

intervention. 

 

The use of deceit was also a way in which some HCPs manipulated women into agreeing to 

interventions they did not want during previous births (see also Appendix 9).  Danielle’s poor care 

continued into the postnatal period.  HCPs wanted her to receive a blood transfusion, but Danielle’s 

mum was flying in from abroad to visit and she was keen to return home:  

 

Yeah, a very official person came and sat on my bed with a nurse, and, um, said, ‘We 

know that you don’t want to have this [blood transfusion]. However, your options 

are, you can either have it and you can be discharged immediately, or you can not 
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have it and you will have to stay in the hospital for another three weeks,’ which I 

believed.  

 

This ultimatum not only contained a falsehood (see Section 1.3.) but reflects the experience of Elsie 

(see Section 4.4.1.) in which more than one HCP arrives at a woman’s bedside to convince her to take 

a particular course of action.  Danielle described attempting to reason with staff and explain her 

motivations but was both deceived and infantilised: 

 

And I had been saying, ‘I need to go home because my-, I want to see my mum,’ and, 

and they were saying, ‘No, you can’t go home.’ So, he [consultant] said, ‘Well, you 

can’t-, you’d have to stay on the ward.’ So, then I just started crying, and I was just, 

like, heaving, crying, and then they were like, ‘I’m really sorry.’ And I just said, ‘Do I 

have to do it?’ and they were like, ‘Yeah,’ so I said, ‘Okay, well I’ll do it.’ And so I did 

it. 

 

In Danielle’s account she is not presented with the option to decline the intervention and she is 

incorrectly told that she is not allowed to leave the hospital.  This behaviour contravenes ethical norms 

(see Section 5.3.6).  Danielle did not elaborate on why she believed that she was not permitted to 

leave. It is possible that she was unaware of her rights.   It is also possible that sociological factors 

relating to the way in which HCPs perceive women, and women perceive themselves and the maternity 

system, played a role in Danielle remaining in hospital.  These issues will be discussed in detail in 

Chapter 5, particularly with regards to the Good Mother concept.    

  

In a final example, Bianca discovered that she had been manipulated into an intervention after she 

attended a Birth Afterthoughts session in which an NHS midwife talked her through her hospital notes 

from her first birth. She had begun her labour anticipating a homebirth but had ended up undergoing 

numerous interventions and giving birth at hospital.  At one point, she had been told her baby’s heart 

rate was dropping and Bianca had then been prepped for an emergency caesarean section. She 

continued: 

 

…when I did the Birth Afterthoughts, the biggest thing I took from it and the most 

worrisome for me was that, um, when she [midwife at Birth Afterthoughts] looked 

back at the timeline, [first baby’s] heart rate didn’t drop until after I’d had the spinal 

block. But I was only having the spinal block to have the surgery because they had 
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told me that [baby’s] heart rate was dropping. So, really, it was them trying to just 

hurry things along because I had taken 53 hours, … and they were trying to scare me, 

I believe, into having that c-section, which, thank goodness, I didn’t have to have. 

But, one way or another, whether it was dishonesty or not, the communication about 

what actually happened was contradictory and had a massive impact on what 

happened to me that day.  

 

Bianca described a period of postnatal depression after her first birth and issues regarding the poor 

standard of suturing she had experienced after an episiotomy.  Bianca’s example is not only indicative 

of a situation in which informed consent is undermined, but it is demonstrative of a woman’s body 

being expected to conform to standard timings and protocol.  This is a frequent feminist critique of the 

biomedical model of birth (see Section 5.3.3.ii).  

 

Returning to Hudson’s (2010) Price of Conformity, in these examples, following expected maternity 

pathways resulted in circumstances where women were silenced and their rights ignored.  As 

interviewees were able to discuss whatever they felt was important to their own story, these 

recollections highlight how being subjected to manipulation and deceit by maternity staff can have an 

impact on women’s future decision making. Although no interviewee stated that she did not trust 

midwives or doctors to always speak truthfully, at the very least, these participants had become aware 

that not everything maternity staff say can be accepted blindly.  This scepticism forms part of a 

woman’s quest to source alternative pregnancy and birth support (see Section 4.5.5).  
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4.5. The Road of Trials and the Freebirth Pregnancy  
 
 

 
 
 
Rights 
 
I knew  
what I was allowed to do. 

 
I knew  
what I could decline. 

 
I knew  
I could  

 
basically  
just  
decline 
everything. 
 
Georgia 
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Georgia’s I-poem provides the baseline for women’s rights during pregnancy and birth.  However, 

knowing one’s own rights is very different to being able to exercise those rights. This is the point at 

which Campbell’s (2008) and Frank’s (2013) Road of Trials becomes relevant.  In The Hero With A 

Thousand Faces, Campbell (2008) references the Road of Trials as part of a more detailed stage of the 

monomyth entitled ‘Initiation.’ In short, however, the Road of Trials is a “long and really perilous path 

of initiatory conquests and moments of illumination” (p.90).  

 

For many of the women in this cohort, the freebirth pregnancy was the period in which they 

experienced obstacles, resistance and self-doubt. It was also a period of learning, whereby they drew 

on a range of information sources and created connections with likeminded people.  Interviewees 

continued to better understand the Price of Conformity and the social expectations placed on them 

as pregnant women and mothers.  

 

This section is separated into the following: 

 

• 4.5.1. Starting points 

• 4.5.2. Administrative requirements necessitating engagement  

• 4.5.3. An authoritative system 

• 4.5.4. Navigating the system 

• 4.5.5. A non-biomedical approach to birth and the Female Network 

 
4.5.1. Starting points 

It may be presumed that women who freebirth make a firm decision to do so at some point in their 

pregnancies and then follow a specific course of action.  In this cohort however, women’s decision 

making was more fluid. What is striking is that most interviewees began their freebirth pregnancies 

intending to homebirth.  This is a crucial point because as women’s narratives and (freebirth) 

pregnancies progressed, the Price of Conformity became more evident.  

 

Of most note is that often it was the behaviour of NHS maternity staff that made women seek 

alternatives.  This was clear with regards to previous births (see Section 4.4.2.) but it also arose during 

freebirth pregnancies when it became apparent to women that the NHS would not support their 

requirements and/or rights. A system that was unaccommodating to women’s needs and defunct of 

the type of pastoral care women favoured frequently played a role in interviewees pulling back from 

NHS maternity services.  Although health carers were often simply a vehicle to deliver news that 
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women’s wishes did not align with NHS policy, sometimes the individual behaviour of staff became 

unethical.    

 

As has been noted above, Cat and Elsie had precipitous labours and therefore had different 

motivations to the remaining 14 participants. Fionnuala had no NHS antenatal care, although did 

contact maternity services to explain her reasoning, and Marion and Kitty decided to hire independent 

midwives for their prenatal support. It is noteworthy that Fionnuala, Marion and Kitty decided to take 

steps to largely remove themselves from NHS maternity provision and in the latter two cases pay for 

their own prenatal care. Importantly, none of the participants recalled having no interaction 

whatsoever with the NHS maternity system; as will be highlighted, it was very difficult for women to 

do so. 

 

4.5.2. Administrative requirements necessitating engagement  
 
Women’s accounts highlighted the difficulty in disengaging with the NHS maternity system.  Whilst it 

is a woman’s right to not access maternity provision, the system creates obstacles to exercising that 

right.  I argue later that this is linked to the Good Mother concept (see Chapter 5).  

 

One issue that arose in three women’s accounts was the need to have a Maternity Certificate or 

MATB1 form.  The MATB1 form is an administrative requirement that enables women to claim 

statutory maternity pay from their employer once they have had their baby.  Presupposing that all 

women will follow the prevailing social convention of engaging with maternity services, the form 

requires a signature from a doctor or midwife.  The signature symbolises the authoritative 

confirmation that the woman in question is indeed pregnant. This administrative requirement made 

three interviewees engage with services and/or attend appointments they would otherwise have not 

accessed.   

 

Danielle explained the difficulty she had in getting a MATB1 form and how maternity staff attempted 

to use it to coerce her into blood tests she did not want.  Recalling a phone call with someone in the 

maternity team she stated: 

 

I said, 'I do want to have my home birth assessment. Like, I want to have somebody 

out to do that, but I don't really want to come in and have my bloods taken,' and she 

[midwife] said, 'Well, I'm not gonna be able to give you your [MATB1] form then, 

until I've seen you and I've done an appointment, and done your bloods and done 
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whatever.' And I was like, 'Okay, um, I, I know that I don't have to have the 

appointment, and I don't want to have the appointment. I just want to have the 

form.' I said, 'If you need to-,' because she said-, she was like, 'Well, I wouldn't know 

if you're actually even pregnant, so I can't-,' I said-, I said, 'Well, I can come in, and I-

, you can-, you can see that I'm pregnant, um, if that's your concern, but I don't 

wanna have any, any bloods taken. I don't wanna have any, sort of, anything else 

done. 

 

In this example, the MATB1 form is held out like a bribe to coerce Danielle into undergoing a medical 

intervention she does not want.  Although she challenged this, if she had undergone the tests, the 

behaviour of the HCP would have resulted in undermining her informed consent (see Section 1.3). 

Further, Danielle was required to have her pregnancy confirmed by a maternity professional before 

she could access the MATB1 form.  Her physical appearance, embodied knowledge or statement as to 

the reality of her pregnancy was not enough.  In her case, the system required a medical expert to 

officially determine her pregnancy.  

 

A second administrative procedure that drew women into the maternity system was the requirement 

to notify the baby’s birth.  This is a legal requirement that according to The Notification of Births Act 

1907, the father of the baby or anyone present within 6 hours of the birth should notify the “chief 

administrative medical officer of the Health Board for the area” that the baby had been born.  The 

notification must be done within 36 hours of the birth. Ordinarily this is done by the attending midwife, 

but for women who did not want a midwife to be present for the birth, it became an obstacle that 

they had to prepare for.  

 

One issue with this statutory requirement is that it is often not clear who a chief administrative officer 

in a particular area is.  Marion noted how it was “really hard” to notify the birth and that “they [system] 

don't want you to know how to do it yourself.” She managed to overcome this by getting the 

information she required from the independent midwife she had hired for her antenatal care.  

 

Fionnuala managed to find out the address to send a notification form she had created herself.  She 

stated that she had “researched the vital information that they needed, and I'd also added to this form 

the lettering of the law.”  To do this required time, knowledge, resources and determination.  Even 

when her husband attempted to hand deliver the form, it was declined by security staff as it was a 

Bank Holiday Monday, thus pushing her outside of the 36-hour time limit. 
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The problems inherent in this administrative requirement was a reason that Bianca engaged with 

maternity services.  She stated that: 

 

I wanted the freebirth, I didn't really want the politics around it. Which is why I, kind 

of, did let them [maternity staff], sort of, think and do whatever they wanted and 

then after the birth I just rang and said, 'Oh yeah, he's here,' sort of thing, without 

explaining. 

 

This meant that a midwife could carry out the necessary administrative requirements and Bianca 

would not be responsible for preparing for them beforehand. As Elsie reiterated: “You get somebody 

to come out, then you don't have the hassle of doing the notification yourself.” 

 
 

4.5.3. An authoritative system 
 
 

They just wanted me to be a faceless person, who would lie down and let them do 

what they wanted me to do … I feel like our whole system feeds into us being 

obedient, submissive, good girls, and other people taking what's rightfully ours. 

Fionnuala  

 

In the above quote, Fionnuala describes her experience and understanding of the maternity system. 

Interviewees were aware of the expectations placed on them as pregnant women by maternity staff 

and wider society.  They understood that in a typical pregnancy journey women would be expected 

to engage with NHS maternity services for antenatal, intrapartum and postnatal care.  This is at the 

heart of what I later argue is the Good Mother concept and is a significant factor in the social forces 

at play within the Dependent World. As noted by Leah and Alicia, to not engage in the typical way was 

associated with “stigma.” Interviewees’ recognition of that stigma was apparent in the way that they 

did not always speak openly about their freebirth plans with HCPs or the people around them. Leah 

explained: 

 

I feel like I couldn't speak freely about it, like, even with family or friends, and the 

medical environment, um, it's, like, unheard of really, it's very frowned upon, and I 

just felt, you know-, it was very difficult. I had to hide it, you know… 
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Mirroring the concerns of other interviewees, Nadia highlighted why she did not tell HCPs about her 

plans and disguised her freebirth as a Born Before Arrival (BBA): 

 

… there was times when I'd say to my husband, shall I just tell them [maternity staff] 

about-, I just want to have a freebirth like-, and he'd be like, no. Because we'd read 

about how then sometimes social services would-, people would call them and then 

there'd be this whole drama, you know? And I thought, no. 

 

Ophelia highlighted that she needed to “play this carefully” and emphasised what she thought would 

happen if “people in the profession” found out: 

 

… you think of the worst-case scenario, they'd take your baby away from you. Like, 

they would deem me neglectful because I was refusing care and things so I just did 

not need it. 

 

Women were aware that HCPs were connected to a wider system which was perceived as somehow 

authoritative. Without prompt, ten women voiced their concerns about the potential for NHS 

midwives to refer them to Children’s Services or their local Child Protection Department. Heather 

described this as “health surveillance” and Ophelia as having “eyes on me.” Consciously silencing 

herself, Ivy’s comment was typical of women’s awareness of the situation: 

 

And I just found that every time I saw her [NHS midwife] I had to bite my tongue 

because I didn't want, like, to trigger anything, like, her reporting me for things, 

because it's tricky waters, isn't it, and first baby.  

 

The connection NHS midwives have to a wider system was deemed problematic and silencing to 

women.  When asked directly by her midwife whether she intended to freebirth, Nadia immediately 

denied that she would: 

 

I thought, at the end of the day, you [midwife] still work for the NHS. You know, 

you're not my friend and you've got protocol. And I understand that, you've got 

guidelines and if I defy those or whatever, something happens.  
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In a unique example, at the time of her pregnancy, Marion was squatting with a community of people 

in a disused pub.  She stated: 

 

the pub was my home. I loved the pub. I loved all my people there. I felt completely 

at home, felt completely safe, felt like it was lovely, a really homely, cosy place. That 

was my home. That was where I wanted to do it [give birth]. 

 

She felt however that NHS midwives would judge her, consider her a “tramp” and “homeless” and 

force her into a council flat. Instead, Marion hired an independent midwife for antenatal care, thus 

sidestepping this potential problem.  Importantly, Marion perceived NHS midwives as able to impact 

her life to the point of making her move house yet did not perceive this as something an independent 

midwife could do.  In essence, the NHS midwife was considered part of a much larger system with 

authoritative and policing responsibilities that went beyond the role of care giver.   

 

Women’s accounts of an authoritative system highlight the terrain women must navigate if they wish 

to freebirth.  The stigmatised nature of freebirth is central to the Quest Narrative’s Road of Trials. 

Although the law is clear on a woman’s right to decline medical intervention (see Section 1.3.) the 

social landscape against which women attempted to exercise this right was fraught with difficulties. 

This awareness was apparent when interviewees intimated the standards of behaviour expected of 

them and the consequences they feared if they did not conform.  

 
4.5.4. Navigating the system 

 
Given this social landscape, interviewees had to find ways to navigate the maternity system. One of 

the most worrying findings of this study is that women had to battle to exercise their rights to bodily 

integrity and autonomy.  The way in which women’s narratives were presented suggests a maternity 

system that assumes access to women’s bodies. As already noted in Section 1.3. this is in 

contravention to the legal and ethical reality of medical care.   

 

Instead of maternity provision being presented as an ‘opt-in’ service, women’s narratives highlight 

that it functions as a system where women had to actively ‘opt-out’ of services they did not want.  This 

frequently created conflict.  Of most concern was that women often had to navigate, negotiate and 

battle to not be touched by health care professionals and to not be subjected to medical interventions. 

This is in direct opposition to all ethical norms concerning informed consent.  
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Paradoxically, women were aware that when exercising their rights, they ran the risk of coming under 

the suspicion of HCPs.  Ophelia explained: 

 

I think sometimes if you're too stand-, if you're too refusing it can make things worse 

and I was very, very aware of that, through the whole thing I was like, 'I need to play 

this carefully because if I stand up for my rights, like, you know, militantly [midwives 

are] gonna come back at me worse and I don't need that.' 

 

Regardless of the law therefore, the maternity system became something that women had to carefully 

navigate as they feared consequences related to their (lawful) decision-making. This section explores 

strategies women employed to pursue a birth that aligned with their world view and needs.  These 

approaches became particularly important when the maternity system presented as hostile to their 

plans. One major finding was that freebirth often stemmed from restrictions within NHS maternity 

provision and more typically, plans to homebirth being thwarted by HCPs. Data is therefore divided 

into the following sub-headings: 

 

• 4.5.4.i.  Being open 

• 4.5.4.ii.  Being secretive 

• 4.5.4.iii.  Paying for private care 

• 4.5.4.iv.  Hiring doulas 

• 4.5.4.v.  Reluctance, avoidance or resistance towards antenatal appointments  

• 4.5.4.vi.  Negotiation 
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4.5.4.i. Being open 
 

Gobsmacked 
 

I'd been really upset. 
  

I thought  
I felt  

For me  
I didn't have to  

I -  
What I did  

My fear 
I had to 
I felt  
I had to  

My human right 
I sent this email.  

 
I got a response  
I was gobsmacked  
I was like  
I couldn't believe it  
 
It did give me a real peace.  

  

    Fionnuala 
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Nine women reported informing a HCP about their freebirth plans.  When Kitty and Marion hired 

independent midwives for antenatal care, they reported no issues when being candid regarding their 

views and intentions.  However, responses from NHS HCPs varied dramatically; data from the cohort 

suggests interviewees could not predict how maternity staff would react. This suggests a lack of 

uniformity and raises questions about why some women received responses in line with ethical and 

legal norms, and others did not.   

 

As highlighted in her I-poem above, Fionnuala received a very positive response from the Head of 

Midwifery in her local area when she declared her intention to decline antenatal services and to 

freebirth.  Elsie also had no problems informing midwives of the possibility that she would freebirth, 

but maternity staff were aware that she had precipitous labours.  Heather had a similarly positive 

experience.  She was informed that the only way she could get a MATB1 form (see Section 4.5.2.) 

was to have a meeting with the Supervisor of Midwives (SoM).  In the meeting, Heather told her 

about her intentions: 

 

…to be fair, she [SoM] was quite nice, she did my form, she questioned me a bit about 

freebirthing. She said, 'You seem to know what you're talking about.' 

 

Heather therefore had no issues with going forth with her birthing plan.  However, in some 

incidences, midwives perceived themselves as being in an authoritative position and responded 

according to that presumption.  Jiskra described getting “a dressing down” after raising it with her 

midwife and when Polly suggested it in her birth plan, her midwife refused to read it.  

 

In Leah’s case, she informed an acquaintance of her freebirth plans and the information filtered back 

to midwives at the local hospital. She described receiving a telephone call whereby a midwife 

reported to her that they had “just got through some strange information that you might be having 

a freebirth.” After Leah confirmed her intention, the midwife stated that she must immediately meet 

with her: 

 

…she was, like, 'I'm coming up to your house now.' And I was, like, 'I'm sorry?' I was, 

like, 'What?' I said, 'I'm in my [job], I can't come up there,' and then, honestly, I had 

to meet them again and go over it all again. 
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Whilst Leah’s midwife may have had concerns, the approach she took becomes infantilising as Leah is 

expected to immediately justify her decision making.  The midwife’s perception of her authoritative 

position is further demonstrated by her assumption that she can schedule an immediate meeting at 

another adult’s house without invite or discussion.  This is at odds with the conciliatory and respectful 

responses Fionnuala and Heather received.  

 

In two cases midwives threatened women with Children’s Services involvement when they declined 

aspects of NHS antenatal care. This was before they had even mentioned freebirth.  In both cases, the 

women used the term “harassment” to describe NHS staff behaviour.  This involved frequent phone 

calls from midwives and being doorstepped by staff.  Alicia described “frightening” phone calls where 

she was (incorrectly) told that declining antenatal services was not allowed.  She recalled being 

threatened with Children’s Services involvement “six” times by “three different midwives,” although 

she “didn’t have social services involved luckily.”  Her response was as follows: 

 

I was terrified. I don't know what I thought they could do to me, but they just reduced 

me to a quivering wreck. Turning up at my house unannounced like that, bombarding 

me with figures and stuff. I'm, I'm not really good at speaking on my feet, I need to 

go home, process, think about how it affects me and how I want to respond, and they 

knew that, they really exploited that, they really would just throw things at me down 

the phone and just keep talking and talking, not let me speak, and overwhelm me 

and try to make me agree to things there and then on the spot. 

 

This type of harassment was unhelpful to both women who were subjected to it.  It did not lead to 

positive relationship building between interviewees and NHS staff, and of course, both women 

ultimately gave birth without midwives present.   

 

The narratives from these two participants provide learning points for NHS staff that continual phone 

calls and unsolicited house calls do not engender ‘conformity’ in women.  In fact, for Danielle, this type 

of harassment pushed her further towards disengaging with maternity staff: 

 

I just said to him [husband], I said, 'I don't think I want to have anyone here for the 

birth. I just want it to be us.' And he was like, 'Okay, that's fine,' because I think, by 

that point, he knew that I was-, I mean, I kind of-, I was really depressed and 

withdrawn by that point. I was-, I was having a-, I don't even know if I was having a 
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difficult labour, I mean pregnancy, I think it was just very emotional, and I was having 

a really-, like every day, I was like, 'Oh, another missed call,' and it was getting really 

stressful.  

 

An important point that should be noted about interviewees’ willingness to be open with NHS staff, is 

that women are under no obligation to inform HCPs of their pregnancies (see Appendix 12).  In 

Fionnuala’s case, she did so to avoid any issues that may arise in the future regarding a potential 

accusation of “concealing a pregnancy.”  This concept was also mentioned by Ivy and Jiskra.  In these 

women’s accounts, “concealment of pregnancy” was referred to as a punitive rule or law in which 

women could be embroiled in legal difficulties if they did not inform a health carer that they were 

pregnant.  As will be discussed in Section 5.3.2.iii, the concept often appears in maternity service policy 

documents and is a perversion of the true interpretation of the law.  The consequence of this 

perversion is that women may be coerced into engagement with the NHS under the false belief that 

to not do so is a criminal offence.   

 
4.5.4.ii. Being secretive 
 
Although women are under no obligation to tell HCPs about their birthing plans or personal views, 

some women recalled acting in secretive ways to avoid conflict or being reprimanded for their 

decision-making. The most obvious way was not disclosing their freebirth plans.  Five women recalled 

keeping quiet about their plan, whilst two women only ‘hinted’ at it. In a typical example, Nadia knew 

she would be freebirthing.  However, she engaged with NHS care under the guise of planning a 

homebirth in order to avoid a “battle:” 

 

I was already very much, I would say, 90% decided that I was going to have a free 

birth so I'd just sit there looking at the midwives like, yep, yeah, yeah, yep, and 

thinking, you're not even going to be there. 

 

Further accounts women provided were wide-ranging and often unique to their individual 

circumstances.  For example, Ophelia feared that she would not be allowed to fly back to the UK 

heavily pregnant without any doctor’s notes after she spent three months abroad.  During the journey 

therefore she “wore a big, old jumper … and bent over a lot.” Ophelia also spoke about not having a 

12-week dating scan. As she had reached 42 weeks’ gestation in two previous pregnancies, and this 

had resulted in pressure to be induced, not having a dating scan was her “trump card” to avoid the 

induction discussion. 
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Intimating her understanding that women are expected to register their pregnancies relatively early, 

when Alicia first went to her doctor’s surgery at 19-weeks, she was aware that this would be 

considered a late booking.  As a result:  

 

I played it down and said, 'We hadn't realised we were pregnant,' because I just felt 

there was no other option for me. I just didn't want them [HCPs] attacking me.  

 

It was not only women who were secretive during NHS antenatal care.  Elsie also reported her 

midwives altering her maternity records to remove her from typical NHS pathways.  Her sonographer, 

for example, “nudged down” her estimated due date so that Elsie would avoid being pressured into 

an induction if her pregnancy went ‘post-dates.’ Elsie’s midwife also acted in ways to ensure she was 

not put with consultant led care: 

 

Every time I had to go to the hospital, she was there, the community midwife came 

and she was in the office, and she intercepted me every time, and had a look at what 

the reports had said, and went to speak to her senior, who then got me struck back 

off consultant care. Because every time, you're supposed to move up the, the risk 

charts, so she kept me under her care by being that kind of go-between between the 

people that she had to be answerable to, versus knowing what I wanted and what I 

didn't want.  

 

Elsie’s account is unique in this cohort.  However, it is indicative of the power and machinations of the 

maternity system, its protocols and expectations.  Elsie’s carers acted to subvert this system and to 

protect her from the weight of maternity protocol that would have judged and responded to Elsie 

based on her perceived risk status.  The sonographer knew that if Elsie went ‘post-dates’ she would 

have a difficult situation to navigate. In this instance therefore, honesty was problematic. It is unknown 

how often this occurs in NHS maternity care.  The concern here however is not that staff intervened in 

such a way, but that staff felt it necessary to employ such tactics.   In both examples, NHS staff appear 

to recognise that it would be difficult for Elsie to simply decline a particular care pathway without their 

intervention.  
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4.5.4.iii. Paying for private care 

 
Although the NHS provides health care that is free at the point of access, some women in this cohort 

paid for private care.  This raises questions about the service that is being offered by the NHS and 

women’s motivations for paying for something that they can already receive for free.  Two reasons 

materialised in this cohort.  The first related to ensuring individualised and woman-centred care, and 

the second was that private care was separate from the NHS system and therefore perceived to be 

free from the expectations of that institution. Referring to a hypothetical next pregnancy, Ivy 

explained the latter point: 

 

I think I'd have to really consider, even if, like, I felt like, 'Oh yeah, I'd like, um, a blood 

test for iron,' I'd really have to think, like, 'Oh, should I just do it privately? Should I 

just get my iron tested privately? Do I want to go through the whole rigmarole of 

entering into it [the maternity system] and seeing a midwife to do that?' Because I 

just feel like it would probably be more hassle than it was worth… 

 

The “hassle” to which Ivy referred is linked to perceived risk, NHS protocol and the expectation that 

women follow the direction of medical and midwifery staff.  This is demonstrated by Marion when she 

explained her reasoning for removing herself from NHS care and hiring an independent midwife.  As 

a first-time mother she had initially used NHS maternity services for a couple of antenatal 

appointments and for her 12-week ultrasound scan.  Although she recalled no adverse incidents, she 

began to have concerns about the antenatal care, particularly regarding false diagnoses.  She 

explained: 

 

Like, they're [HCPs] like, 'Oh, your baby's got this condition. Right, you've got to have 

all these tests. You've got to start taking this medication.' And if you say no at that 

point, you know, they're like, 'What?' you know, then it's like, 'Your baby's got this 

condition, and you're not-,' so, I was just like … the more I was learning, I was like, 

'The least involvement I can have with them, the better, because I don't approve of 

their treatments and their chemicals and their drugs and everything. I don't want it 

for my baby.' I just-, yeah, so basically, that was a bit of a turning point for me. 

  

Marion removed herself from NHS services to avoid any potential expectations or complications 

arising from the outcome of antenatal tests.  She did this by de-registering with the NHS and finding 

an independent midwife supportive of freebirth who agreed to carry out her antenatal care. Marion 
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also reaffirms the point mentioned previously (see Section 5.4.3.) namely women’s awareness that 

NHS midwives belong to a larger system that was perceived as somehow authoritative.   

 

Three women paid for private ultrasound scans.  One woman did this because an administrative error 

resulted in her not being offered an NHS one.  For the other two, it was a way to access information 

about the welfare of their unborn babies without having to engage with the NHS.  It was also seen as 

a means to avoid the conflict that was perceived to be associated with declining NHS services.  

 

In Ophelia’s narrative, she planned to live abroad for 3 months during her pregnancy.  It was her fourth 

baby and she felt confident about going without antenatal care.  She explained her reasoning: 

 

I didn't wanna have people question me, err, about why I would be going [abroad] 

for ten weeks whilst I was pregnant. 'Cause I thought, 'Well, it's a non-issue for me, 

but I know it's gonna be an issue for my antenatal care providers, um, and they're 

gonna be worried about me at any appointments out there and the care. And I just 

thought, 'Do you know what, if I don't-, um, I don't need to book in with anyone, 

don't need to register anything.' I got a private scan before I went, just for peace of 

mind… 

 

Avoiding NHS services meant that Ophelia would not be questioned about her motivations.  This 

reaffirms the perceived expectation that women will engage with maternity services. It also highlights 

that within the cohort there is a general understanding that HCPs are somehow able to challenge 

women on their decision making. As will be discussed later (see Section 5.3.3.iii) this links to arguments 

that the role of maternity staff to provide advice and support on health has metamorphosed to include 

a presumption that they are also able to judge the morality of women’s decision making. 

 

Of note is that private scans did not always result in peace of mind or better care.  Alicia described an 

incident that upset her and caused her to turn to the NHS for a “proper scan.”  She recalled: 

 

…they [private sonographer] treated me really badly, um, because they knew that I 

hadn't seen any healthcare professionals, um, and they judged me and were quite 

rude and cold. So, I ran out of there crying… 
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In contrast, the NHS scan was “beautiful” and carried out by a “lovely lady.” Alicia’s experience 

highlights that the stigma associated with not accessing NHS services can also exist in the private 

sphere. 
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4.5.4.iv. Hiring doulas 
 
 

Doula 
 

My doula. 
 

Everything was on my terms. 
 

What would you like? 
What would you like? 

You know 
Do you want? 
Do you want? 

 
Do you want to just talk 

about how you're feeling? 
 

Ivy 
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Doulas are unregulated, non-medical support workers who assist a woman during pregnancy and 

birth. They do not require formal qualifications to practise and they are usually paid for on a private 

basis (DoulaUK, 2021b). An unexpected aspect of this study was the often pivotal role that doulas 

played in women’s freebirthing journeys. Doulas and ‘doulaing’ appeared in thirteen women’s 

narratives. These are outlined in Table 2.  

 



 126 

 

 

Table 2. Participants’ Interactions with Doulas 

Participant Alicia Bianca Cat Danielle Elsie Fionnuala Georgia Heather Ivy Jiskra Kitty Leah Marion Nadia Ophelia Polly 
Hired doula for previous non-
freebirth  

   X  X     X   X   

Interviewed potential doulas for 
freebirth but did not hire one 

      X          

Hired doula for freebirth  X    X   X X  X  X  X 
Women whose doulas had 
freebirthed their own babies 

 X         X      

Sought informal advice from a 
doula during freebirth pregnancy 

              X  

Trained as a doula prior to 
freebirth 

       X   X      

Trained as a doula post freebirth   X             X 
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Seven women hired doulas to support them during pregnancy and to attend their freebirth. Of interest 

is that for those women who hired doulas, they did see a benefit of having a female presence to 

support them in birth but did not perceive a midwife as being able to provide the type of assistance 

they sought. This raises questions as to what doulas are offering that NHS midwives are not.  

 

Given the difficulty women experienced in pursuing a physiological birth in which their autonomy and 

bodily integrity were ensured, the doula carried out various functions to assist interviewees within 

their Quest Narrative. These will be outlined in the following sections: 

 

• 4.5.4.iv.a. Acceptance of women’s decision-making 

• 4.5.4.iv.b. Continuity of carer 

• 4.5.4.iv.c. The role of doulas during pregnancy and birth 

• 4.5.4.iv.d. Doula as rescuer and protector 

 

4.5.4.iv.a. Acceptance of women’s decision-making 

The ability to interview and select one’s own birth support was an important starting point for the 

type of relationship women developed with doulas.  Bianca explained: 

 

… as it happened, she [doula] had freebirthed her own baby and was really 

supportive, which was funny because I'd interviewed several doulas and I didn't know 

why I'd picked this doula and then I, kind of, thought, 'This is the reason why,' and I 

was really happy about it.   

 

Selecting a doula meant women could be immediately open about their freebirth plans. A doula who 

did not share a woman’s world view would not be hired.  Ivy’s quote demonstrates these power 

dynamics: 

 

So, I arranged a meeting with her [doula] and … I said, 'Look, my plan is to freebirth, 

so only reply if you'd be comfortable with that, I know a lot of doulas aren't,' and she 

replied, and she was like, 'Oh, I would absolutely love to attend a freebirth.'  

 
As already noted in Section 4.5.4., the response women could expect from NHS midwives when they 

voiced their pregnancy and birthing plans was unpredictable. As Ivy notes, not all doulas may support 

freebirth. However, in this cohort, the doulas women hired to attend their freebirths were supportive 

of women’s decisions and interviewees could speak freely about their plans.  
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4.5.4.iv.b. Continuity of carer  

Doulas provided the continuity of carer that was frequently lacking within accounts of NHS maternity 

care. Interviewees recognised NHS midwives as typically unable to provide continuity of carer for the 

duration of their pregnancy, birth and postnatal period.  Speaking about her ideal midwife Alicia 

commented that she wanted: 

 

…to have a more supportive midwife that's, like, my friend all the way through that 

pregnancy, that one same midwife. If she can't make that week, I'll see her another 

week. Not be passed onto Mary who doesn't know me, who I've got to explain it all 

again. 

 

For those who hired doulas, it was the doula who provided the continuity women desired.  This 

continuity was facilitated by being able to contact a doula directly.  Women who hired doulas 

recounted calling them for advice and support when they needed it.  With the exception of Elsie, 

women did not report having personal/direct phone numbers for individual or specific NHS midwives. 

 

Continuity enabled women to develop positive relationships with their doulas. When women hired 

them, they typically referred to their doula by name. In contrast, interviewees rarely remembered the 

name of their NHS midwife and often used the term ‘they’ even when referring to an individual.  

 

All interviewees who hired doulas described this relationship in positive terms such as “very good,” 

“amazing,” “really nice,” and “really lovely.”    Notably, and without prompt, eight participants 

described meeting what they all described as a “lovely” midwife.  Six others used the alternative terms 

“fab”, “really good”, “amazing”, “awesome”, “really, really nice” and “brilliant.”  Within these fourteen 

accounts, additional descriptions included “wonderful,” “great,” and “fantastic.”  Problematically 

however, as continuity of carer was not guaranteed with a “lovely” NHS midwife, a woman could not 

rely on seeing that same midwife for the next appointment, for the birth and the postnatal period.  In 

contrast, the positive relationship with the doula was a constant. 

 

4.5.4.iv.c. The doula role during pregnancy and birth 

Women reported doulas carrying out a range of acts in both freebirth and non-freebirth scenarios.  

The first included physical support during labour and birth.  For example, Kitty’s doula practised the 

Robozo technique on her during labour (use of a long cloth around the body to assist with breathing 

through labour pain). Doulas also provided emotional support. When meeting her doula for the first 
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time, Jiskra described having a deep conversation about her previous birth “almost like a 

psychotherapy session.”  Similarly, for Fionnuala, her doula provided her with “support” and “was 

someone to be able to talk it all out with.”   

 

Doulas were also a source of information regarding pregnancy and childbirth.  Ivy outlined how her 

doula spent time with both her and her husband explaining how the birth may proceed. Jiskra and 

Ivy’s doulas also provided advice post freebirth on expelling the placenta via non-medicinal means 

such as coughing.  

 

Doulas provided information on women’s rights and the law, which as noted in Section 4.5.5.i., is not 

immediately available within NHS literature.  This form of advice begins to overlap with the role of 

advocate. Some women described their doula as liaising with health care staff on their behalf.  Initially 

wanting a homebirth, Bianca recalled:  

 

… I wanted them [midwives during labour] to talk to the doula before me. So, 

basically, I wanted them to sit in the kitchen. And they [midwives] didn't like that. 

But, because I had the doula and … she had contacts with the, senior people in 

the midwifery team … so my doula went and spoke to their team, to get that 

okayed. Which it was.  

 

In Bianca’s example, the doula becomes the intermediary, negotiating between the interviewee and 

the maternity team.  She uses contacts Bianca herself does not have in order to arrange the type of 

care Bianca wants.  In effect, the doula becomes an extension of Bianca’s ‘voice.’ 

 

4.5.4.iv.d. Doula as ‘rescuer and protector’ 

The label ‘advocate’ is not strong enough to reflect the type of role some women in this cohort 

described their doulas as undertaking.  A more appropriate term would be ‘rescuer and protector.’  

An example of this is evidenced by Jiskra who initially wanted a homebirth and described hiring her 

doula “to keep the medical professionals away from me.”  Danielle described hiring a doula to 

undertake a similar role during her previous homebirth.  She told her doula about her prior negative 

maternity experiences and stated:  
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I was like, 'I really don't want a midwife to come in unless I need them, like, unless 

I'm sure that it's-, we're at that point, because I don't want anyone coming in before 

and mucking up the vibe…'  

 

When social workers arrived unexpectedly at Fionnuala’s home three days after her freebirth, her 

doula answered the door. Enabling Fionnuala to prepare for their entrance, the doula’s presence just 

“gave me a moment to breathe.”   Fionnuala described feeling “grateful” her doula was present and 

“was there to support me, to doula me really through this, this interview.” In these examples, the 

doula has taken on the role of protector and has created both a metaphorical and physical barrier 

between women and other professionals, most notably midwives.   

 

In this cohort, when doulas attended a freebirth they adopted the role of ‘quietly watching and waiting’ 

while the woman laboured and birthed her baby.  An example of a doula carrying out this role during 

a freebirth is provided by Leah:  

 

… to be honest, she [doula] didn’t do anything … she was there, she was present, she 

was holding the space. 

 

Jiskra described the philosophy of her doula: 

 

Her whole philosophy is to be non-observing, or, like, being, like, really quiet and, 

kind of, being in the background, not really engaging with the birthing mother.  She 

was also saying, like, ‘a gaze is not something that’s helpful,’ you know, I think I’ve 

heard that from other midwives.  It’s like they listen rather than – they don’t look, 

they listen, they don’t touch, they just, kind of, quietly, are a quiet presence that’s 

removed from the birthing mother.  So, she was very much like that. 

 

As doulas are not medically qualified, for those interviewees who hired them for their freebirth, they 

could guarantee that their doulas would not examine them or become physically involved in their 

labour and birth.  Their presence facilitated women’s quest to pursue a physiological birth, whereby 

they are supported, yet not at risk of obstetric violence or unnecessary medicalisation.  
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4.5.4.v. Reluctance, avoidance or resistance to antenatal appointments 
 

 
 
 
Antenatal appointment  

 
I was like  
I felt like  
I want some sympathy.  
I want someone to just  
Smile at me. 
Give me some sort of encouragement. 

  
I didn't really get very much of that.  

 
I understand this is really not  
I wasn't like kind of expecting it.  
I was like  
My pregnancy  
I really don't-  
I don't know how to  
I was starting to feel that  
 
What is truly important for me  
Is a different type of care than the one I was getting.  

 
Jiskra 
 

 

 

 

 

 

 

 

 

 

 

 

 



 132 

When women engaged with the NHS maternity system, they often felt a sense of conflict towards the 

antenatal care they experienced.  As has been noted above (see Section 4.5.4.ii.) interviewees did not 

always find it easy to voice their authentic selves and declare their honest intentions. Some women 

therefore engaged in ways to avoid these appointments or attended them reluctantly.  

 

This should be contrasted with situations where women felt appointments or interventions were 

justified and willingly arranged for care. Cat for example, reported reduced fetal movements and 

underwent additional doppler monitoring.   Heather had two additional scans and went to hospital to 

check reduced movements at 40 weeks.  Similarly, Polly attended hospital due to bleeding early in her 

pregnancy.  Jiskra had an additional scan for a low-lying placenta and although paying for antenatal 

care from an independent midwife, Kitty saw an NHS consultant to discuss any potential consequences 

of having a previous perineal tear.   Consequently, it should be noted that women in this cohort were 

open to involvement from HCPs when they felt it appropriate to access those services.   

 

Women were reluctant to attend appointments that were deemed ‘box-ticking.’ Eight women 

specifically referred to staff ‘box ticking’ during NHS antenatal appointments, with Ivy describing it as 

a “conveyor belt” and Jiskra stating that until she met the homebirth team, midwives “rarely look at, 

into, my face, they, kind of, always just look down, … or at the computer.”  An impersonal approach 

with fractured services meant that women did not always feel they were being appropriately 

supported during their pregnancy.  

 

One approach taken by two women was to pretend to ‘forget’ appointments.  Excuses such as “baby 

brain” and time mix-ups were ways in which women were able to extend the time periods between 

appointments or skip ones they did not wish to go to.  What is interesting is that when women relied 

on this tactic, it suggests that they did not feel able to simply decline an appointment without, as Ivy 

described, “hassle.” 

 

When women disagreed with a proposed course of action suggested by their HCP, they often became 

conflicted as to whether to undergo it or not.  This was particularly relevant if they felt the outcome 

of one appointment would lead to pressure to undergo an intervention they did not want.  Georgia 

described a situation in which a midwife she had never seen before carried out a fundal height 

measurement and stated that she “was measuring a bit small.” The midwife wanted to refer her for a 

growth scan but instead Georgia negotiated a further measurement the following week. However, 

Georgia found the experience stressful and upsetting: 
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Yeah, and [it] just filled me with this, like, total doubt and fear that [baby] wasn't 

growing, that he'd stopped growing, and I had, like, the worst two or three days of 

just, like, paralysing fear and doubt where I just felt horrible. 

 

This was an experience that caused Georgia to rethink her situation: 

 

by the [day of the second measurement], me and my partner had, like, talked about 

it a lot, and I'd cried a lot, and … I was thinking, 'Whatever they [midwives] say to me 

today, I'm just going to ignore it. I'm not going for growth scans, because I know that 

he's fine. Um, and I'd done loads of research on growth scans and, you know, scans 

in general and I knew that they weren't accurate and I knew that they would just 

likely induce, or want to induce, me, and I knew exactly what would happen. Um, 

and so I wasn't prepared to do any of that. 

 

In this example, Georgia is relying on her own embodied knowledge and is challenging medical 

authority and hospital protocol.  Avoiding a growth scan is a way in which she hopes to minimise 

further interventions.  Georgia then commented on her reason for attending the appointment for a 

procedure she did not agree with: 

 

I don't know why I went to the appointment, to be honest, but it's that, like, 

conditioning that's really hard to get out of. 

 

Without prompt, three other interviewees reported questioning why they attended appointments 

they did not agree with.  In Georgia’s case, she recognised social forces at play regarding her 

attendance at an appointment she considered “daft.” This experience resulted in her deciding not to 

attend any more scans.   

 

When women were not listened to during antenatal appointments, it instigated thoughts of 

disengaging with midwifery services.  Four women specifically stated their frustration at not being 

heard and how it played a role in their freebirth decision.  This frustration is demonstrated by Danielle 

after midwives arrived at her home to book her in for a homebirth: 
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[I] think, in that meeting, in that appointment, I just felt like that was the end for me. 

I had just sort of closed myself off. And, um, 'cause I had felt, from the previous 

appointment, that she was listening to me, and when she came, she basically just 

went through these questions, which were almost like she hadn't listened to 

anything I had said previously. And then I was like, 'This is just pointless. I, I don't 

even know why I'm talking to these people.'   

 

This becomes a pivotal moment in Danielle’s account, and it is at this point that she began to think 

seriously about freebirth.  Notably, it is midwives’ behaviour that has pushed her closer to giving birth 

without NHS staff present. 

 

An important point that should also be noted is that four women complained of having very busy lives 

and midwifery appointments therefore became problematic.  This centred on the hassle of bringing 

toddlers along to appointments, the requirement to fit appointments around work commitments and 

even the time of year, for example around the Christmas period. In Jiskra’s case, her life was so busy, 

the freebirth pregnancy “was just happening in the background.” Practically therefore, appointments 

outside of the home during office hours may not have been deemed convenient by these women.  

Further, being pregnant was only one facet of a woman’s life and for some interviewees not the 

primary factor determining their identity during this time.  This may be at odds with a maternity system 

that schedules appointments during periods that align with the needs of the service, but not 

necessarily the pregnant woman.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 135 

4.5.4.vi. Negotiation  
 

“Woman centred care” 
 

I had a cold 
I felt miserable 
I was just laid up on the sofa. 

 
I was trying to - 
I had that really foggy head. 
I don't remember. 

 
I was like, No. 
I don't want that. 
I just- 
I want exactly like what happened with my second baby. 
I even brought out his birth plan. 

 
I said, 
I 
I just-, this is all 
I want. 

 
I just was like, Oh, here we go. 
I was like 
I wasn't high risk. 
I was - 
I was the one that - 
I was fine. 
I didn't have a haemorrhage. 

 
I tried to explain this. 
I-, God. 
I was so like - 
I just wanted to go to bed and crawl into bed 'cause 
I felt so ill. 

 
I couldn't argue with them. 

 
Danielle 
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Dannielle’s I-poem introduces the experience and emotional impact some interviewees had when 

they attempted to negotiate the type of care they wanted.  Resistance from HCPs regarding women’s 

homebirth plans was often pivotal to interviewees’ narratives and became another moment that drew 

participants to freebirth.  As most women had at some point considered homebirths with NHS 

midwives (or pretended to) they had often attended various homebirth assessments or appointments 

which enabled them to learn about relevant services.  In three cases, NHS midwives refused to support 

a woman’s request for a homebirth and in Jiskra’s case staffing issues meant she was unlikely to be 

supported when she went into labour.  Polly described being labelled as “geriatric” and was not 

supported when she attempted to discuss a homebirth:  

 

she [midwife] was, like, rolling her eyes and saying that that doesn't happen, and 

especially not with first-time mothers, and I didn't have a clue what it was like to give 

birth.  

 

When women were supported in their homebirth plans, they voiced their preferences for a ‘hands-off 

birth.’  This was typically presented as not wanting vaginal examinations or frequent fetal heart rate 

monitoring during labour.  In some instances, participants wanted midwives to sit in another room 

whilst they laboured.  Six women discussed these preferences with their midwives at some point 

during their freebirth pregnancy and this was met with resistance.   

 

Bianca’s quote is typical of how women recall the incident: 

 

…they [midwives] were telling me about how they would do the VEs [vaginal 

examinations] and how they would do this, and that and the other. And that's when 

I said, 'No. So, um, if, if you come to my house for my birth, um, I want it to be this 

way.’ And they said that they wouldn't be able to agree to my birth plan at that point, 

because, um, it went against their policies. 

 

Bianca’s doula managed to negotiate an agreement for her to be able to decline vaginal examinations 

during a homebirth.  Similarly, during an antenatal appointment to discuss homebirth, Nadia was 

required to sign a document - “like a waiver” - declaring that she had officially declined monitoring 

from a midwife every 15 minutes as per hospital protocol.  Although she knew that she was under no 

obligation to sign it, she did so to avoid any potential repercussions and to get HCPs “off my back.”  
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Both situations raise important ethical points pertaining to the biomedical model of birth, risk and the 

social expectations of pregnant women (see Chapter 5). 

 

In Leah’s experience, midwives continually focused on risk when she attempted to arrange a 

homebirth without monitoring: 

 

I remember just one appointment they were just listing, like, facts at me about-, and 

she even said to me, 'I've been at a birth where the baby's died,' you know, 'And I've 

experienced loss, and you need to know your-, you need to be sure about this,' and 

this was just because I was having, like, this home birth and I wanted it unassisted 

[‘hands-off’] and because I didn't want the monitoring.  

 

Leah’s midwife was particularly concerned about the pushing stage and was not willing to compromise: 

 

She [midwife] said, 'Well, how about though when you get to the pushing stage? It's 

really important we check baby then,' and I was, like, 'No, I don't want that, because 

that'll be the most intense part for me, and I don't want you in my space.' And she 

was, like, 'But, you know, it could change erratically, the heart rate could shoot up,' 

and I was, like, 'But that happens anyway.' I said to her, 'That happens naturally with 

each contraction and it'll be tricky, because they're coming so thick and fast then, for 

you to be able to tell if it's just the baby's being pushed against the pelvis, and things.' 

So, I felt like I had a lot of backlash, there was always a reply and not just accepting. 

They could've just been, like, 'Okay, we hear that. Could we compromise?' They 

could've said, like, 'Could we compromise and, maybe, what we'll do is, you know, 

say, after ten hours, we just do one check?' or something, you know. And I might've 

been more willing to be, like, 'Okay…’ 

 

Leah’s example highlights the clash of knowledges that women experienced.  In her view, a raised 

heartbeat during the pushing stage is normal, whereas for the midwife it indicates a potential problem.  

In Leah’s experience, the emphasis was on risk and as she later confirms, there was “never, never, 

never, never” any discussion of rights. This battle regarding authoritative knowledge is one recognised 

within feminist literature pertaining to birth and is explored further Section 5.3.4. 
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Alicia experienced a similar situation when trying to organise a hands-off homebirth.  The resistance 

she faced included talk of “Death, death in homebirths… the rates of death, mothers dying.”  

Nevertheless, she managed to meet a “lovely” midwife and negotiate the care she wanted.  However, 

this was later withdrawn.  She recalled: 

 

We spoke a few times on the phone and she [midwife] came to my house once and 

told me everything I wanted to hear. She was so lovely, I cried, I hugged her, I 

thought, 'Maybe I could get on-board with actually having a midwife, I could put all 

the other trauma away, and we could have this lovely birth,' you know, woman to 

woman, she just being there, and she completely lied to me.  

 

In Alicia’s experience, she felt the midwife “perhaps had someone else in her ear” which resulted in 

her later admitting she wasn’t “authorised” to give her the birth she wanted.  Alicia recalled care being 

withdrawn at 39 weeks and having no more interaction with midwifery staff after that point.  From her 

perspective this withdrawal was due to her lack of conformity and the response she received suggests 

an element of punishment for her refusal to agree to protocol.  The role of punishment is strongly 

linked to the expectation that pregnant women submit to medical authority and is also apparent in 

some women’s postnatal accounts (see Section 4.7).     

 

Another response that resulted in women having to negotiate their care was confusion on the part of 

midwives when women declined an intervention.  Seven interviewees recalled HCPs openly declaring 

their inexperience or confusion regarding what to do when a participant stated that they did not want 

to undergo a routine test or intervention.  Heather recalled an incident when she arrived at hospital 

to be monitored for reduced fetal movements: 

 

[midwife] says, 'Just go wee in this cup, the toilet is there and then go sit down,' I 

said, 'No, thank you.' And she was just like, 'No, no, I just meant like a urine sample, 

you've just got to wee in this cup,' I was like-, I said, 'I don't want to do it,' and she's 

like, 'But we're just checking it.' 'Well, I don't want you to check it, that's not what 

I've come for.' And she was just completely gobsmacked. She couldn't hide it from 

her face… 

 

So routine is the urine test, that compliance is presumed.  This approach can undermine informed 

consent if a woman does not realise she can decline it.  In Heather’s case, she does know this, but from 
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her account, the midwife seems unused to such a response.  As a result, Heather had to negotiate with 

the midwife as a way of ensuring her position was understood. Notably, when HCPs are unused to 

dealing with women who decline an intervention, it raises important points about the culture of a 

particular NHS Trust and the reality of informed consent within maternity services. 

 

The most important point that is reiterated in these examples, is that regardless of the law and ethical 

standards (see Section 1.3.), women depict situations in which they must negotiate with staff to not 

be touched and to not undergo an intervention.  The Road of Trials is therefore primarily one in which 

women struggle to both voice their authentic selves and ensure their bodily integrity and autonomy.  

This has both academic and practical implications that are discussed in Chapter 5. 
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4.5.5. A non-biomedical approach to birth and the Female Network 
 
 
 
 
 

My sister knows me  
 

She had a really traumatic birth. 
  

she had really respected  
she absolutely respected me straight off  
she understood.  

 
She didn't even question it. 

 
Bianca 
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Hudson’s (2010) account of the next stages of the protagonist’s journey includes Stage 3: Opportunity 

to Shine, Stage 4: Dresses the Part and Stage 5: The Secret World. These stages are too prescriptive to 

apply to women’s freebirth accounts in a very rigid way.  However, when combined they describe a 

phase in which the protagonist learns more about herself and her “true nature” (p.41). She has the 

opportunity to “shed the clothes that fit other people’s expectations of her” (p.49). Ultimately, the 

protagonist enters a secret world separate from external authority and which requires some form of 

“rebellion” (p.50). She thus moves between the conventions of the Dependent World and the freedom 

of the Secret World she has created or found. By Stage 6: No Longer Fits Her World, the protagonist 

“increases her power in the form of self-knowledge, and starts to see her dream as a possible reality” 

(p.54).  

 

The stages described by Hudson (2010) reflect how women in this cohort began to move towards 

freebirth.  By reaching out to various people, organisations and groups and by researching outside of 

mainstream sources, interviewees learned of an alternative birthing pathway.  Much of this learning 

was done in secret or drawn from ‘underground’ sources.  In essence, the biomedical approach to 

birth represents the Dependent World, whilst the Secret World, comprising largely of closed online 

groups and subjugated knowledge sources, reflects the “rebellion” of which Hudson writes.  

 

What becomes immediately clear is that these unofficial sources form part of a Female Network in 

which women shared information with each other and created a knowledge base positioned outside 

of that most valued by the Dependent World.  This has been recognised in literary theory pertaining 

to the heroine’s journey as the way in which women create a “matriarchal network … of mother 

figures, female relatives, friends, mentors, and sisters who build solidarity through teaching maternal 

history and culture” (Shiraki, 2020:5). Writing about the heroine’s journey and the way in which 

women’s speech and storytelling have been “belittled and maligned” and branded as merely “gossip,” 

Tatar (2021) argues that such information sharing “knits women together to create networks of social 

interactions beyond patriarchal control and oversight” (p.121). In Carriger’s (2020) understanding of 

the heroine’s journey, the protagonist’s strength and power derives from her relationship with others 

and the aid and assistance she sources from those around her (x.i.v).  

 

Primarily, in this cohort, knowledge sharing centred on the lived experience and the power of 

storytelling. Freebirthing women tapped into this matrix in various ways, but online sources were by 

far the most fruitful. The knowledge they obtained was almost exclusively female, often counter-

cultural and existed in spaces where women could typically voice their authentic selves.   
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Importantly, women also gave back to the Female Network post freebirth in various ways.  These 

included, for example, sharing their experiences with other women online and face-to-face, allowing 

their daughters to attend their freebirths and posting their freebirths on YouTube.  These 

contributions grow this subjugated knowledge base and provide information and support to other 

women wishing to secure births that reflect their world view.  
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4.5.5.i. Sourcing support and information 
 
 

Held 
 

A blessingway is all about mothers gathering to support me into birth. 
 

Mine were women who'd known about 
My pregnancy and decision to freebirth. 

 
We did different things. 

We held red string. 
They each explained how they knew me. 

Then we cut it up and 
they wore these red strings on their wrists until 

My birth. 
 

They each presented me with something from the earth 
That spoke to them about me. 

They presented it at my feet outside 
Whilst we had a fire. 

 
We drank. 

We drank this amazing red blood juice to honour 
Our menstruation. 

Our birth blood. 
 

I'd asked 
I wanted them to draw pictures of a river. 

 
I'd heard 

You cannot make the river flow. 
 

It had taken me aback 
I thought 

I don't understand it 
I want to understand it. 

 
I realised that 

You can inhibit a woman in labour. 
You cannot help her actively to labour. 

 
We can't push them on. 

 
Fionnuala 



 144 

An analysis of the relationships women had with other characters in their narratives reveals that 

freebirth is a world created by and occupied by women.  Apart from a woman’s partner, son or father 

there are very few influential male characters in these stories.  When they do appear outside of these 

family roles, they are typically in positions perceived as authoritative or professional, such as a doctor, 

social worker or police officer.   

 

In contrast, women reported and discussed numerous female characters. These included for example, 

sisters, mothers, grandmothers, doulas, midwives, doctors, friends, mothers-in-law, other pregnant 

and/or freebirthing women and breastfeeding support/counsellors.  The literature interviewees read 

was primarily written by female authors and the online groups and charities were places created by 

and for women. The primary exchange of knowledge and support therefore occurred between women 

and was centred on a form of female epistemology.  

 

These points will be expanded upon in the following sections: 

 

• 4.5.5.i.a. Sourcing information on freebirth from mainstream sources 

• 4.5.5.i.b. Sourcing general birthing information from mainstream sources 

• 4.5.5.i.c. Online sources 

• 4.5.5.i.d. Online groups as a gateway to meet other freebirthing women 

• 4.5.5.i.e. Support from charities 

• 4.5.5.i.f. Religion and spirituality 

• 4.5.5.i.g. Preparing for the freebirth 

• 4.5.5.i.h. Contributing to the Female Network 

 
4.5.5.i.a. Sourcing information on freebirth from mainstream sources 
 
Information pertaining to freebirth was typically not sourced from mainstream bodies.  The only 

exception to this was a BBC documentary watched by three interviewees which featured a freebirth.   

 

The NHS, as a mainstream body of knowledge, did not feature as a source of freebirth information for 

women in this cohort.  Whilst no woman specifically stated that the NHS did not provide such 

information, it became evident during analysis that interviewees had to seek this knowledge 

elsewhere. Since the completion of the interviews, NHS England (2021b) and RCM (2020) have 

produced short documents on the subject, but these are not comprehensive and are lacking any 
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meaningful detail. At the time of the interviews these had not been published and women did not 

mention any alternative NHS sources.   

 

Further, although some women were open about their freebirth plans with NHS midwives (see Section 

4.5.4.i.), these interactions were not reported as an exchange of ideas, information or guidance 

between interviewees and staff.  In this cohort therefore, NHS midwives were not providing practical, 

administrative or rights-based guidance to women on freebirth; conversations were reported as 

women simply ‘informing’ staff of their birthing decision.  

 
4.5.5.i.b. Sourcing general birthing information from mainstream sources 
 
Whilst freebirth information was not sourced from mainstream places, general information on 

pregnancy and birth was. Sources included NHS midwives, medical studies pertaining to risks and 

outcomes for various interventions and birth settings, and books aimed at “your usual, fit-in-the-box 

birth” (Alicia). Two women reported attending homebirth meet-up groups and another two read 

emergency childbirth books.  

 
4.5.5.i.c. Online sources 
 
Online groups were a huge knowledge source for women.  Primarily, the information interviewees 

sourced focussed on the lived experience of birth and was based on peer-to-peer support.  Women 

joined various Facebook groups, not all relating to freebirth.  They included, for example, groups for 

homebirthers, groups for people adopting a natural parenting approach and groups for women whose 

pregnancy had gone ‘post-dates.’ One interviewee also mentioned BirthTube and FreebirthTube in 

which women go live online whilst giving birth or upload their videos postnatally.  Participants also 

reported watching YouTube videos of birth.   

 
The Freebirth Society 
 
The Freebirth Society is an online American source and without prompt, seven women reported 

engaging with its Facebook page, Instagram and/or its podcasts.   Women’s explanation of its use and 

existence is emblematic of a subjugated – if not heretical – form of female knowledge that is in direct 

opposition to mainstream discourse (see Sections 5.3.4.ii. and 5.3.4.iii. for discussion of these terms). 

Cat explained its tragic history by first highlighting that it had a very “anti-medical ethic.” If people 

posted any reference to medical sources they were “shut down really fast.” As already outlined, none 

of the women in this cohort were anti-medicine therefore this did not always sit well with participants.  

Further, such an environment is a rare example of an online freebirth space in which women were 
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quickly silenced and, as Bianca stated, “stigmatised” for not being a “true freebirther” and eschewing 

all medical care.  

 

Cat explained that one woman posted something whilst in labour and “it was really obvious something 

was not right.” Sadly, the baby died, and the group was shut down.  Cat explained how this came 

about: 

 

this ‘Skeptical OB’ [obstetrician blogger] had got involved … and had a lot of trolls in 

that [Freebirth Society] group. And so people would often screen shot from that 

group and then she would end up posting it on her website. And when this baby died, 

very quickly, before even the news caught hold of it, this woman had it on her 

website and she was ripping the family, it was awful, absolutely awful.  

 

In response, the founders of the Facebook page created a group in which everyone who wanted to 

join must pay a fee and is vetted “very thoroughly.” This turn of events illuminates the subjugated and 

stigmatised perception of the type of knowledge women were sharing in these spaces and the lengths 

outsiders may go to infiltrate such a group. It also provides an example of why freebirth groups are 

both clandestine and often ‘underground.’ 

 

The Freebirth Society Podcast was then created which is openly accessible online.  Nine women 

commented on the benefit of hearing other women’s birth stories as freebirth preparation, and six 

participants sourced many of these stories from the Freebirth Society Podcast.  It is worth emphasising 

the importance of these stories to women and highlighting that the type of knowledge contained in 

these podcasts is not the type of information a person could gain from maternity staff.  These 

information sources are in no way reflective of the biomedical approach to birth.  Kitty explained: 

 

with my first birth, I actually wanted to become-, my knowledge, I wanted to become 

like an obstetrician. I wanted to know everything about birth from an obstetrician 

type thing. So, like, 'This is the stage of labour,' and, like, 'This is how far your cervix 

will be,' and all of that was very useless to me actually. And so, on this, this birth 

[freebirth], I, um, decided to just really listen or read positive stories. So, I went away 

from reading the, sort of like, manual on how to do it, to just reading stories, and I 

have to say that that was the best birth preparation I could have asked for.  
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Hearing or reading stories told by women about their own births is central to this form of female 

epistemology.  It reflects the power of storytelling and indicates that in this cohort women were 

frequently searching for knowledge of birth that is removed from the biomedical framework.   

 
4.5.5.i.d. Online groups as a gateway to meet other freebirthing women 
 
Through the online groups, women made direct contact with other freebirthing women, posing 

questions and learning from others’ experiences.  Using these groups and other networks, some 

participants arranged face-to-face meetings with women who had previously freebirthed.  Five 

women reported doing this and gaining insight into the lived experiences of other women.  Fionnuala 

stated that this was particularly useful to better understand the law and practicalities.  In a unique 

example, Marion attended another woman’s freebirth.  However, this friend was “really damaged 

from all the abuse she suffered early in life” and “was not prepared for it very well at all.” The 

experience “showed [Marion] how not to do a freebirth” and ensured that she prepared fully for her 

own.  

 
4.5.5.i.e. Support from charities 
 
Eight interviewees sourced information from AIMS and Birthrights, national charities run by women – 

primarily, but not solely - for the benefit of women. Perhaps unsurprisingly given the charity’s support 

for this research, AIMS played the biggest role in this respect and participants spoke of gaining 

knowledge on their rights and on the evidence behind various interventions and procedures.  AIMS 

helped women with emails to maternity staff and Fionnuala spoke of one AIMS volunteer who 

responded to her email at 1am as her “guardian angel.” Ophelia printed information out from the 

AIMS website that outlined her rights in case she needed to call midwives out during the freebirth and 

described this as a form of “protection.”  

 

It should be noted that these charities were sharing knowledge with women pertaining to rights and 

medical evidence that interviewees could not access from NHS sources.  This raises important 

questions about the type of knowledge available in mainstream discourse and why such information 

is not readily available within NHS maternity provision. This is discussed further Section 5.3.2.i. 
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4.5.5.i.f. Religion and spirituality  
 
 
 

Faith 
 

I firmly 
I, kind of, firmly believe 

 
If I did everything 
Within my power 
Do all my studying 

Got my preparations 
Do all my nutrition 

 
If I do everything 

In my power 
 

God would take care of the rest. 
 

Marion 
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The importance of spirituality and religion has not previously featured in UK empirical research on 

freebirth. Within the meta-narrative, the role of religion appeared to be a nuance of the US texts, as 

these contained numerous and various references to it (see Chapter 2).  UK interviewees’ discussion 

of God and religion was therefore an interesting surprise and demonstrated an alternative and 

additional source of knowledge and support for these participants.   

 

For four women, religion and spirituality played a supportive role in their freebirth narratives. 

Fionnuala, for example, held a Blessingway, which is a celebratory ritual attended by women for those 

entering motherhood.  Nadia was inspired by the account of Mary (Maryam) giving birth to Jesus in 

the Quran: 

 

it's got a very detailed account of her birth and it says, like, how she stood and she … 

held onto a tree, and used, like, her power, you know, being supported by this tree. 

And the tree happened to be a date tree, and so dates fell and she ate the dates. And 

just now, it's like women are finding out about how fantastic dates are, and how 

much energy they give and here we had it, like, already, like, eat the dates. And then 

there was … water under her feet, and I was like, 'oh my god, that's a water birth!' 

[laughing] 

 

Similarly, Ophelia read Jackie Mize’s Supernatural Childbirth, which is based in the Christian faith and 

using first-hand testimony and biblical scripture explores the role of God in conception, pregnancy and 

childbirth. For both Marion and Nadia, prayer played a role in their freebirth labours, whilst Ophelia 

reported the use of prayer as preparation prior to her freebirth. These accounts are further examples 

of women’s search for alternative sources of knowledge and support that are not rooted in biomedical 

discourse.   

 
4.5.5.i.g. Preparing for the freebirth 
 
Apart from one interviewee, who decided to freebirth at 39 weeks pregnant, all the interviewees spent 

considerable time preparing to freebirth.  Much of the inspiration for these preparations resulted from 

women’s research and knowledge exchange.  Although interviewees did consider what they would do 

in an emergency, preparation was focussed primarily on creating a comfortable space to birth and 

organising ways to relax during labour so that the birthing process could unfold.      
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Preparation included decorating the birth space with pictures of birthing women, including in one case 

a slide show of artistic images; practising affirmations, hypnotherapy, meditation, breathing 

techniques and yoga; sourcing birth pools, herbs and aromatherapy oils; praying and being “prayed 

over” by others; preparing a “sandwich bed” with both old sheets and tarpaulin for the birth, which 

can be immediately stripped off to reveal fresh blankets to use postnatally; writing birth plans; 

selecting music play-lists; focussing on nutrition; undertaking first aid research; and learning about 

cord cutting and lotus births (not cutting the cord and keeping the newborn attached to the placenta 

until the cord dries and naturally leaves the baby’s body). One interviewee also prepared a folder with 

her husband of all the steps they would take if various medical problems arose during the labour.  

Another worked with two of her friends to prepare them to help her at the freebirth.  This included 

providing them with relevant books and delivering a power point presentation on what she wanted 

them to do if various adverse events were to occur.  

 

Thirteen women spoke of tuning into their own bodies as a source of knowledge in preparation for 

the birth or during the freebirth itself. Terms women used included, “listening to my body,” “listen to 

myself,” “instinctive” feelings or having a “mind-body connection.” Polly repeatedly referred to a 

“very strange, sort of, confidence” with regards to her feelings towards giving birth without HCPs. 

Fionnuala explained her feelings: 

 

I really took the time to dig deep into my knowledge of myself because I believe that 

there is no-one more qualified to assess a woman's level of risk than the mother 

themselves… I really had faith that I would know if there was something going on in 

my body, and that actually, by engaging with other people, judging and testing and 

assessing my body, that actually takes away from my own intuition, and that's 

actually not safe.    

 

This embodied knowledge is an information source that again stands outside of mainstream 

biomedical discourse.  It incorporates both self-reliance and responsibility and requires a woman to 

actively continue to seek knowledge even during labour and birth.  This is further demonstrated in 

Section 4.6. 
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4.5.5.i.h. Contributing to The Female Network 
 
 
 

My story 
 

I like to share my story. 
I like to help other women. 

 
I just 

I think the only mantra 
I want people to understand 

I don't want 
I never want to convince 

That's not my priority. 
I never want to tell people it's, you know, 

the safest option and the best option. 
 

I believe those things for myself 
For my, 

For my situation 
I had 

My only, sort of, mantra 
I want people to understand is that it's a perfectly legitimate option 

That's the only thing I want to add. 
 

That's why I share my story. 
 

Kitty 
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Campbell (2008) and Frank (2013) write about a ‘boon’ in which the protagonist “has been given 

something by the[ir] experience, usually some insight that must be passed onto others” (p.118).  In 

participant accounts, women shared their knowledge via the Female Network. One of the primary 

ways in which interviewees contributed to the Female Network and the freebirth knowledge base was 

by sharing their stories for this research.  Some freebirth accounts were also posted to online groups.  

One participant shared her story on a podcast and in a newspaper and another published her account 

in a book.  Four women video-recorded their freebirths and one posted her film to YouTube.   

 

Women also shared their stories at homebirth and parent and baby groups.  This however, was 

typically only if people showed a specific interest.  As Bianca stated: 

 

[when] people ask… me about the birth and I often find myself saying, 'Well, I got the 

birth that I planned for, so you can't ask for more than that.' And just, sort of, keeping 

it that short and if anyone shows any interest then I'm like, 'Yeah, I'd love to tell you 

about it.'  

 

For women who had people other than their partners at their freebirth, all the attendees were 

women.  This highlights the importance of female companionship for interviewees during birth but is 

also a way of sharing knowledge of freebirth in a first-hand way.  Four women also allowed their 

daughters to be present at the freebirth, thus directly introducing them to physiological birth.    

 

Five interviewees recalled how sharing their freebirth stories with friends encouraged them to pursue 

the type of birth they desired.  Notably, these were not necessarily freebirths, but simply respectful 

births in which women’s rights were honoured.  Nadia commented: 

 

When I talk about birth and-, because I've helped a lot of women and they always 

say, 'oh wow', like in the beginning, … I said, 'just listen to what I'm saying, if you 

want to, listen to what I'm saying, I'll tell you about my own experience, take from it 

what you want, do what you want'.  

 

Two participants spoke of challenging maternity services on their friends’ behalf.  Danielle spoke of 

sending letters of complaint regarding a friend who was referred to Children’s Services for wanting to 

freebirth. Five women also became involved in various processes, panels and committees to improve 

maternity situations they perceived as wrong.  Other women became breastfeeding counsellors, 
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speakers at antenatal groups or doulas. In short, participants were keen to give back to the knowledge 

base and to provide information on their own experiences that may help other women in the future.  
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4.6. The Freebirth as ‘Apotheosis’ 
 
 
 
 
 

Unearthly music 
 

 
I could almost see in my womb. 

 
I could feel the baby just doing it by herself. 

 
I'm just going with it, 
with the breathing. 

 
I wasn't pushing at all. 

 
I was just doing that 'mm' kind of humming – 

 
Unearthly song of mine. 

 
 

Nadia 
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Frank (2013) interprets Campbell’s (2008) term “apotheosis” (p.127) as the end of the Road of Trials 

(Frank, 2013:118).  Within Hudson’s (2010) schema this reflects Stage Eleven: Chooses Her Light. It 

incorporates the protagonist’s “transformation and a joyous climax to her story” where she “is boldly 

being true to herself in the face of oppressive power” (Hudson, 2010:68-69). In the accounts of the 

women in this cohort, this is the stage at which the interviewee - against the values of the Dependent 

World -  ultimately freebirthed her baby.   

 

The results of this stage of women’s accounts appear in a peer reviewed publication: 

 

McKenzie, G and Montgomery, E. (2021) Undisturbed Physiological Birth: Insights 

from Women who Freebirth in the United Kingdom. Midwifery (101): 103042 

https://doi.org/10.1016/j.midw.2021.103042 

https://www.sciencedirect.com/science/article/pii/S0266613821001212  
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a b s t r a c t 
Objective: To understand women’s experiences of undisturbed physiological birth by exploring the narratives of 
women who have freebirthed their babies in the United Kingdom (intentionally giving birth without midwives 
or doctors present). 
Design: Unstructured narrative face-to-face interviews were carried out and data were analysed using the Voice 
Centred Relational Method (VCRM). 
Participants: Sixteen women who had freebirthed their babies. 
Findings: Women discussed a range of phenomena including birth positions, the fetus ejection reflex, pain, altered 
states of consciousness, physiological third stages and postnatal experiences that were physically and emotionally 
positive. 
Key conclusions: There is a paucity of literature on physiological birth and limited opportunity for practitioners 
to witness it. Further research is required on phenomena related to physiological birth so as to better understand 
how to promote it within the maternity setting and when intervention is justified. 
Implications for practice: Standard maternity settings and practice may not be conducive to or reflective of phys- 
iological birth. Better understanding of physiological birth is required so that pregnant women and people can 
be appropriately supported during labour and birth. 

Introduction 
In its recommendations on Intrapartum Care for a Positive Childbirth 

Experience, the World Health Organisation (WHO) ( 2018 ) recognised 
the importance of ensuring that women and their babies are able to 
thrive following birth and reach their full potential in life. Alongside 
this, it also recognised that increased medicalisation, predominant in 
recent decades, risks undermining both a woman’s capability to birth 
her baby and her psychological experience. 

The important and specific contribution of midwifery in the delivery 
of maternity care has been highlighted by Renfrew et al (2014) . Develop- 
ing their framework for quality maternal and newborn care, they iden- 
tified that the promotion of normal processes and prevention of com- 
plications were key aspects. However, the context of care is significant 
in determining outcomes and experience for women. At either end of 
the spectrum, ‘too little too late’ in low and middle income countries 
and ‘too much too soon’ in high income countries can both cause harm 

∗ Corrseponding author . 
E-mail address: gemma.mckenzie@kcl.ac.uk (G. McKenzie). 

( Miller et al., 2016 ). Evidence suggests that the way midwives facilitate 
birth is influenced by their clinical experience, the type of unit in which 
they practise and the physical environment ( Healy et al., 2020 ). Healy 
et al’s review focused on the second stage of labour and in conclusion, 
recognised the ‘dearth of evidence’ relating to how midwives facilitate 
birth. What is clear however, is that in the presence of a healthcare 
professional, even physiological birth often involves some sort of inter- 
vention or management. Consequently, opportunities for midwives and 
midwifery students to witness undisturbed physiological birth are lim- 
ited. 

Downe et al (2018) established that one of the phenomena that mat- 
ters to women in childbirth is the ‘physical and psychosocial nature of 
birth as an embodied experience’, yet little research has been conducted 
on women’s experience of physiological birth and their emotional re- 
sponse ( Olza et al., 2018 ). As the role of the midwife includes ‘opti- 
mising normal physiological processes’ (Nursing and Midwifery Council 
(NMC), 2019 :4) it is imperative that midwives are fully cognisant of the 

https://doi.org/10.1016/j.midw.2021.103042 
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0266-6138/© 2021 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY license ( http://creativecommons.org/licenses/by/4.0/ ) 
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physiological processes involved so they will be able to appropriately 
support birthing people and respond to any relevant complications. 

Although freebirth has been explored empirically in previous stud- 
ies (for example, Feeley and Thomson, 2016 ; Jackson et al., 2012 ; 
Plested et al., 2016 ), focus has largely been on women’s motivations 
and issues of risk. The focus of our study was the experiences of women 
who freebirth in the UK and their narratives will be reported in detail 
elsewhere. However, women’s accounts provided a unique opportunity 
to document and analyse their experiences of physiological birth. The 
purpose of this paper is therefore to present insights gained on women’s 
experiences of undisturbed physiological birth recounted as part of our 
study. As far as we are aware, this is the first time such evidence has 
appeared in the midwifery literature. We believe it makes an important 
contribution to a gap in the evidence that will be of particular interest 
to the readers of this journal. 
A note on definitions 

It should be noted that there is continuing ongoing debate around 
the terminology and definitions used to describe birth without any 
form of medical intervention. Whilst we initially used the term ‘physi- 
ological birth’ the only relevant definition we found was reported by 
Olza et al. (2018) as an ‘uninterrupted process without major inter- 
ventions, such as induction, augmentation, instrumental assistance, cae- 
sarean section as well as use of epidural anaesthesia or other pain relief 
medications.’ However, this is not an entirely appropriate definition for 
the experiences of freebirthing women as highlighted in this study. In- 
stead, we have opted for the term ‘undisturbed physiological birth’ and 
we welcome further academic and midwifery discussion on this point. 
Methods 

Sixteen women were recruited via online homebirth and freebirth 
Facebook groups to participate in in-depth narrative interviews explor- 
ing their experiences of freebirthing in the United Kingdom (UK). 

Freebirthing was defined as occurring when a person intentionally 
gives birth without health care professionals (HCPs) present. The re- 
cruitment flyer invited interested women to contact the first author via 
email. Interest in the study was keener and quicker than expected and 
not all potentially interested participants could be interviewed. Those 
that could be reached via national public transport were prioritised 
and interviewees were geographically spread throughout England. Al- 
though it was presumed that snowballing would be required this was not 
needed during recruitment. Ethical approval was granted by the King’s 
College London PNM Ethics Committee on 8th October 2019, number 
HR-19/20-13511. All interviewees provided written, informed consent 
before participating in the study. 

All interviews were face-to-face, unstructured and carried out by 
the first author. One interview took place at the first author’s home, 
ten at interviewees’ homes and five at a neutral place such as a com- 
munity centre. Participants were encouraged - although not required 
- to consider their experiences against the context of four stages: pre- 
freebirth pregnancy experiences; the freebirth pregnancy; the freebirth; 
and the postnatal experience. All interviewees were asked one question: 
“Please describe your freebirthing journey from any point you think 
most appropriate. ” As women discussed their experiences, the first au- 
thor probed areas she felt needed greater clarification. Interviews lasted 
between one and two hours, were audio-recorded, transcribed verbatim 
and anonymised. Interviewees chose their own pseudonyms according 
to alphabetical order, i.e. the first interviewee suggested a name begin- 
ning with ‘A’, the second ‘B’ etc. 
Reflexivity 

Interviewees were aware that the project was supported by the na- 
tional charity AIMS (Association for Improvements in the Maternity 

Services). Participants were also informed that the first author is not 
a health care professional and is a volunteer at the organisation. This 
role reflects her academic background in law, human rights and ethics. 
It includes producing a range of written literature for the charity in ad- 
dition to supporting women via the AIMS helpline to navigate the ma- 
ternity system. The second author is a midwifery academic who used 
the Voice Centred Relational Method for her own PhD study. Her orig- 
inal midwifery education and clinical practice were mostly based in a 
Consultant Obstetric Unit in which the biomedical model was the norm. 
Analysis 

Analysis was conducted by the first author but discussed with the 
supervisory team, which includes the second author. The data were 
analysed using the Voice Centred Relational Method ( Brown and Gilli- 
gan, 1992 ). This feminist methodology is based on literary and psycho- 
logical theory and requires four ‘readings’ of the interview transcripts. 
These are iterative and aim to privilege the ‘voice’ of the interviewee. 
The first reading explores the plot contained in the narrative and the 
researcher’s response to it; the second draws on the ‘voice of the I’ to 
discover how women position themselves in their story; the third analy- 
ses the relationships within the data; and the fourth places the narratives 
against the wider socio-cultural context ( Mauthner and Doucet, 1998 ). 

It should be noted that VCRM does not involve thematic analysis. 
It does however provide a structured framework for close and system- 
atic examination of interviewees’ narratives with an emphasis on their 
‘voice’ and their attempts to be authentic, heard and not self-silence 
( Brown and Gilligan 1992 : 29). Working from electronic versions of the 
transcript the first author analysed the text by drawing out relevant in- 
formation pertaining to the requirements of each of the four readings. 
This article focusses on women’s accounts of undisturbed physiological 
birth during their freebirthing experience. The results draw heavily on 
the first and third readings and use the fourth reading to assess these 
against the context of existing midwifery and obstetric knowledge. 
Findings 

All interviewees recounted aspects of their labour and birth in re- 
sponse to the initial opening question. With the exception of one in- 
terviewee, participants recalled their experiences chronologically, with 
those women who had previously given birth beginning their stories 
from either their first pregnancy or live birth. Demographics of partici- 
pants were not collected due to ethics restrictions and the potential for 
published characteristics to reveal participant identities, particularly if 
results are shared within small online freebirth communities. 

We can report however that the earliest freebirth had taken place 
seven years prior to the interview and the most recent only three months 
previously. Table 1 demonstrates the number of births women reported 
and when not freebirthing, where they had previously given birth. The 
combined number of children within this cohort was 39, and all women 
reported freebirthing one child. All freebirths were of singleton babies 
with cephalic presentation. Four participants had freebirthed their first 
babies, while all other participants had freebirthed their youngest child. 
While it is not the purpose of this paper to discuss women’s motivations, 
notably with the exception of those who had freebirthed their first ba- 
bies, women gravitated towards less medicalised environments as they 
became more experienced in childbirth. 

With regards to the support women had, seven participants had hired 
doulas, but only five of them managed to attend the birth. In common 
with findings in the meta-synthesis by Olza et al (2018) , social support 
was an important part of the process of labour and birth. Fifteen of the 
women had their partner or husband for support during their freebirth, 
while one interviewee’s sister was her birth partner. Some participants 
chose to have additional female support during their freebirth, and this 
included mother, cousin, friend, daughter and in one case a photogra- 
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Table 1 
Births. 

Participant pseudonym First birth Second birth Third birth Fourth birth 
Alicia Hospital Hospital Homebirth Freebirth 
Bianca Hospital Freebirth - - 
Cat Homebirth Freebirth - - 
Danielle Hospital Homebirth Freebirth - 
Elsie Hospital Homebirth Homebirth Freebirth 
Fionnuala Homebirth Freebirth - - 
Georgia Freebirth - - - 
Heather Homebirth Homebirth Freebirth - 
Ivy Freebirth - - - 
Jiskra Homebirth Freebirth - - 
Kitty Hospital Freebirth - - 
Leah Hospital Homebirth Freebirth - 
Marion Freebirth - - - 
Nadia Hospital Birthing Centre Birthing Centre Freebirth 
Ophelia Hospital Homebirth Homebirth Freebirth 
Polly Freebirth - - - 

pher. Without prompt, four women noted their desire for female com- 
panionship during birth. 
Maternity care 

As women who decided to freebirth, the participants in this study 
may have appeared to be disengaging from maternity services. All in- 
terviewees however accessed maternity provision at some point in their 
freebirth journey, although in one case this was only during the post- 
natal period. Interactions took place with a range of HCPs, including 
obstetricians, GPs, health visitors, paramedics, paediatricians, sonogra- 
phers, midwives of various levels of seniority, student midwives and 
doctors. Therefore in this cohort, and in common with most of the free- 
birth literature explored in the meta-narrative by McKenzie et al (2020) , 
women were not ‘anti-medicine’. They all accessed various health ser- 
vices at some point within their freebirthing journeys and were willing 
to seek professional help during their pregnancy if they feared a poten- 
tial medical issue. Cat for example, reported reduced fetal movements 
and underwent additional doppler monitoring. Heather had two addi- 
tional scans and also went to hospital to check reduced fetal movements 
at 40 weeks. Polly attended hospital due to bleeding early in her preg- 
nancy. Jiskra had an additional scan for a low-lying placenta and Kitty, 
although paying for antenatal care from an Independent Midwife, saw 
an NHS consultant to discuss any potential consequences of having a pre- 
vious 3b perineal tear. Consequently, women in this cohort were open 
to involvement from HCPs when they felt it appropriate to access those 
services. 
Labour 

Although in the maternity setting, childbirth is considered as encom- 
passing three ‘stages’ of labour (National Institite for Health and Care 
Excellence (NICE), 2014 ; WHO 2018 ), these stages are a clinical con- 
struct used to advise on progress and appropriate management. Physio- 
logically, labour is a continuum from the end of pregnancy to expulsion 
of the placenta and membranes ( Howie and Watson, 2017 ). Notably, 
women in our study did not describe their labours in language associ- 
ated with the bio-medical model of childbirth. There was no reference to 
first, second and third stages of labour or dilation. Only three women ini- 
tially timed their contractions before abandoning the idea as their labour 
progressed. Women did not typically note the duration of their labours. 
However, when they did, this ranged from at least “40 hours, ” to a whole 
labour and freebirth that consisted of “about ten contractions. ” In a previ- 
ous account of physiological birth, ‘mechanical descriptions’ of changes 
to a woman’s body were also absent from descriptions of the subjective 
experience of labour ( Olza et al., 2018 ). Dixon et al (2013) recognised 
that although the stages of labour may be common knowledge as women 

approach birth, they have little meaning for women during labour and 
note that emphasis on cervical dilatation and elapsed time lead to the 
undervaluing of a woman’s intuition and experiential knowledge. 

None of the women in this cohort had the use of midwifery or ob- 
stetric skills, technology or equipment. Nevertheless, women frequently 
mentioned understanding the movement of their babies during labour 
and birth. As far as we are aware, there is little exploration of this knowl- 
edge within the literature. The physical connection a woman may have 
with her unborn child and the embodied knowledge she may possess 
with regards to the positioning of her baby and its readiness to be born 
is an interesting aspect of some of the narratives in this study. 

Polly provided an example. About an hour before her baby was born, 
she noted the following during labour: 

“And then, all of a sudden, I felt this real turn in my belly, and you could 
see, um, like it changed shape. And then I went, ’Right, that’s it. He’s in 
the right position now.’ ”
Kitty recalled a similar sensation: 
“I know that the rest of the baby’s coming, ’cause she had already rotated 
in me at this stage, um, which was a very interesting feeling, um, that sort 
of natural rotation of her, you know, moving face, face-up…”
Nadia described her experience of this and her sense of embodied 

knowledge as “psychedelic moments ”: 
“there were like lots of psychedelic kind of moments where you just-, like 
I could see the baby and I could actually feel the baby, like, turning and 
coming down, and every little bit I felt. ”
Understanding embodied knowledge respects the act of listening to 

women, whilst also recognising them as important sources of informa- 
tion on their own bodies, labours and births. Disregarding embodied 
knowledge is one interpersonal factor that can contribute to women’s 
psychological trauma during childbirth ( Reed et al., 2017 ). 
Pain 

None of the women in this study used pharmacological pain relief. 
Participants described managing the pain of labour in various ways in- 
cluding reflexology, hypnotherapy, aromatherapy, prayer, massage, wa- 
ter, singing, remaining mobile and the use of birth balls and heat packs. 
Only one participant spent any time during labour resting in bed. Six 
participants noted their use of affirmations, with emphasis on words 
such as ‘open’ and ‘surrender’. Three women stated that they had used 
birth imagery or visualisations during labour. 

Women’s descriptions of labour included attempts to verbalise the 
pain or intensity of uterine contractions or ‘surges.’ Polly compared the 
pain she experienced to the type of pain associated with injury: 

3 
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“… it was intense and yes, it was full-on, but it didn’t-, I don’t look back 
and think, ’That was pain,’ in the same way as, you know, I trapped my 
finger in the door the other week, and I was, like, ’That was painful.’ But 
it wasn’t-, just not even-, pain wasn’t even the right word for it. It was 
like an amazing intensity but not-, and yes, it was hard, but not-, I could 
do it, you know. ”
The differentiation between labour pain and pain from other causes 

has been noted in previous studies and the language reported is remark- 
ably similar. There is recognition that labour pain defies description 
( Lundgren and Dahlberg, 1998 ; Whitburn et al., 2014 ) and is contra- 
dictory ( Lundgren and Dahlberg, 1998 ; Thies-Lagergren et al., 2020 ; 
Whitburn et al., 2014 ). 

‘Intense’ is a frequent descriptor that appeared in other women’s ac- 
counts in our study. Ivy did not experience “pain, as such, it was just super 
intense. ” During labour, when Leah moved to use the toilet “…the surges 
would get 100 times more intense. ” The intensity of the contractions sur- 
prised both Marion and Fionnuala. While the pain was “very intense and 
all-consuming, ” for Alicia her freebirth was the “least painful ” of her four 
births. Conversely, Jiskra reported the pain of her freebirth as worse 
than that of her previous homebirth. For Georgia, “the contractions for 
the placenta were a lot worse than labour. ”

With regards to where women felt pain and how it impacted them 
physically, women described very different sensations. Cat noted that 
the worst pain was in her cervix, yet for Nadia the pain became “much 
more stronger into the stomach. ” Three women reported that their labour 
pain was accompanied by vomiting and/or diarrhoea. 
Altered state of consciousness 

Although not all participants had practised hypnotherapy, some in- 
terviewees recalled entering a particular mental space while contract- 
ing. Alicia spoke of entering “wonderland, ” Kitty of “labourland , ” Polly 
of “dreamland ” and Marion of a “f araway land, different realms that were 
really comforting between my contractions. ” Leah described mentally en- 
tering a “primal zone internally ” and Ivy, Cat and Polly commented on 
how during labour they had lost all sense of time. 

From her work on women’s experiences of the second stage of labour 
initially conducted over 20 years ago, Tricia Anderson had recognised 
the altered state of consciousness that enabled women to ‘let go’ so that 
their bodies could take control ( Anderson, 2010 ). Like Ivy, Cat and Polly, 
all the women in Anderson’s study had described a sense of timelessness 
or time distortion. More recently, Olza et al (2020 :11) have suggested 
that an altered state of consciousness may be a ‘hallmark of physiolog- 
ical birth in humans’. They suggest this is mediated through neurohor- 
monal pathways, with oxytocin having an important role. Labour pain 
is not just sensory but also has emotional and cognitive elements that 
contribute to women’s experience ( Klomp et al., 2017 ). 
Birthing position 

There is a range of international research exploring the optimum po- 
sition for women to give birth, yet in a recent Cochrane Review, these 
studies have been considered as generally not being of good quality 
( Gupta et al., 2017 ). Further, all of these reported births took place in the 
presence of HCPs and frequently in hospital environments. Problemati- 
cally, it is unknown what effect the presence of a doctor or midwife has 
on the behaviour of a woman in labour and particularly on the birthing 
position she may adopt. Unusually, in this cohort, women gave birth 
without medical instruction or guidance and in environments that they 
had prepared for themselves, which were specific to their own personal 
needs. 

The birthing positions women in this cohort reported were strikingly 
similar. No woman birthed on her back, side or in any position in which 
she was physically supported by another person. This situation is also 
evidenced in the photographic records of Becky Reed (2016) , whose 

experience is that, left to their own devices, women rarely choose supine 
or semi-recumbent positions for birth, but mostly adopt positions on all 
fours or kneeling. No participant in our cohort gave birth standing up. 
With the exception of Ivy who did not explicitly use the word ‘kneel,’ 
every woman in this cohort adopted a low, leaning forward position 
which incorporated some form of kneeling. 

As highlighted in Table 2 , women birthing in a pool leaned forwards 
over the edge with the bottom halves of their bodies submerged in the 
water. Those birthing on land adopted a similar position, but used the 
end of the bed, the headboard, a wash basket, or the backrest of the 
sofa. Two women did not report leaning on any form of support but did 
describe upright kneeling positions. 
Birthing the baby 

In this study, thirteen out of the sixteen participants described 
speedy, instinctive births that appear to reflect the fetus ejection re- 
flex. Odent (2016 :20) describes this as ‘a very short series of irresistible, 
powerful and highly effective uterine contractions, without any room 
for voluntary movement’. Apart from Odent’s work, the fetus ejection 
reflex rarely features in obstetric or midwifery literature, and women’s 
experiences of it are totally absent. In Odent’s ( 1987 ) view, it is the envi- 
ronment and the undisturbed nature of the birth that are crucial factors 
in the occurrence of the fetus ejection reflex. 

He depicts a situation in which there is no conscious, active pushing: 
the baby is effectively expelled from the mother’s body. This is reflected 
in our narratives. Leah described how: 

“…baby came so quick, just after a few big breaths, and I didn’t even feel 
like I needed to push, it was just so-, just like baby glided out. ”
Nadia commented that she felt she needed to “just hum [baby] out, 

sing it out, breathe it out. You know there’s no need to push. ” Cat stated 
that she “didn’t push at all. ” Ophelia also commented that “there’s no 
need to push ” and for Georgia, after her baby’s head emerged, there was 
“maybe … 30 seconds ” before her baby “just came out in one go. ” Marion 
only “pushed for about one minute… it was really quick ” and Jiskra only 
pushed on instinct “four ” times before her baby was born. After labour- 
ing throughout the day, Ivy experienced a 45-minute power nap in her 
birthing pool and on waking her “body started, like pushing ” before her 
baby “slipped out like a fish. ”

Women struggled to differentiate between what is typically per- 
ceived as ‘pushing’ and the sensation they were experiencing: 

“It was, like, three pushes, if you call them pushes, just like breathing him 
down, and, um, and the second one, he’d like, his head was totally out. ”
(Bianca) 
Attempts to describe the fetus ejection reflex indicated a lack of suit- 

able terminology, perhaps reflecting the infrequency of physiological 
birth descriptions in mainstream discourse. Two women compared the 
sensation to vomiting: 

“I didn’t really do anything, my body just pushed… I felt like, at the end 
of [a ‘push’], I’d sort of do a little, ’Ooph,’ it felt like that, but I wouldn’t 
say I was pushing it was just, kind of, a, ’Urgh,’ like, at the end…. So, like, 
when you’re being sick you, kind of, go with it and try and get everything 
out. ” (Ivy) 
Alicia also attempted to verbalise her experience: 
“I used to say with my friend, ’I, sort of, vomited the baby out,’ because 
I remember the noise came out of my mouth, and I, sort of, imagined 
it coming out down there, as well. It was, sort of, like, ’Ugh,’ with each 
contraction, but it was beautiful. It was really normal and no hard push- 
ing…”

Ophelia emphasised the instinctive nature of the reflex: 
4 
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Table 2 
Birthing positions. 

Participant pseudonym Place of birth Position 
Alicia Pool One knee and one foot on floor 
Bianca Dry land Kneeling on bed 
Cat Pool Kneeling in pool 
Danielle Dry land Kneeling and leaning against wash basket 
Elsie Dry land Kneeling in bathroom on towel 
Fionnuala Dry land Kneeling but sitting back on heels 
Georgia Pool One knee and one foot on the floor 
Heather Pool Kneeling but had to readjust her leg upwards to move baby’s body out 
Ivy Pool Leaning forward over the edge of the birth pool – but did not explicitly use the word ‘kneel’ 
Jiskra Pool Kneeling over the edge of the birthing pool 
Kitty Pool Kneeling over the edge of the birthing pool 
Leah Pool Kneeling and then turned to semi-squat leaning back on birth pool 
Marion Dry land Kneeling with top half of body leaning on the sofa 
Nadia Pool Kneeling in the pool with top half of body leaning over the pool side 
Ophelia Dry land Kneeling on bed and leaning against the headboard 
Polly Dry land Kneeling over the edge of the bed 

“Your body kind of does do a, ’Err,’ it does it on its own and you can-, 
I was trying to go, ’Let it do it,’ but you do have that instinct to go with 
it…”
Three women in this study recounted different experiences. First 

time mother Polly pushed for “about 45 minutes. ” Her pushing was never- 
theless instinctive as she reported only pushing when she “felt the urge. ”
Heather described “pushing ” until she felt that her baby had become 
“stuck ” and instinctively changed her position to dislodge him. This in- 
volved being in a hands and knees position and then instinctively raising 
one leg until she felt the baby “move ” before he then “shot out ” behind 
her in the pool. Similar behaviour is described by Becky Reed (2016) in 
which a woman instinctively lifted her leg on to the arm of a sofa which 
would have increased the space within her pelvis. The third exception is 
Danielle, who at the end of her labour, actively and consciously pushed 
her baby out. She described telling her husband “’I’m done…. I’m gonna 
get [baby] out ” suggesting tiredness had motivated her decision. 

While it is not unusual for a baby’s body to appear quickly once the 
head is born, in this cohort, it is both the head and the body that appear 
without the ‘pushing’ that is typically perceived as accompanying child- 
birth. NICE ( 2014 ) indicates that the second or active stage of labour 
would be expected to last no more than three hours for a nulliparous 
woman and two for a multiparous woman, although ‘delay’ would be 
suspected much sooner. In this cohort, all interviewees reported second 
stages that were much quicker. 
Birthing the placenta 

In the UK, a prolonged third stage of labour is considered over 30 
minutes with active management and over 60 with physiological man- 
agement (NICE 2014 : 1.14.3). Durations beyond this would typically in- 
voke an intervention to expedite expulsion of the placenta. A UK study 
( Farrar et al., 2010 ) found that 93% of obstetricians and 73% of mid- 
wives “always or usually ” employed active management in the third 
stage of labour. This raises questions about how frequently both mid- 
wives and students witness undisturbed physiological third stages. This 
study captured the diversity of women’s experiences with regards to the 
birthing of their placenta. 

Twelve women discussed their experiences of birthing their placenta. 
As previously noted, women did not time this stage as would a midwife 
and therefore women’s recollections are approximate. The varying du- 
rations of this stage are provided in Table 3 . 

In this cohort, with the exception of Georgia who received an oxy- 
tocic injection at hospital, women’s experiences of birthing their pla- 
centa were straightforward. Women’s descriptions included highlight- 
ing how their placenta “just plopped down, ” “flobbered out like a big jelly ”
and “plopped out. ” One interviewee described hers as “falling out. ” Two 

Table 3 
Approximate duration of third stage of labour. 

Participant pseudonym Time before placenta expelled 
Bianca 30 minutes 
Cat “At least a couple of hours ”
Danielle 1 hour 
Elsie About 90 minutes 
Georgia 7.5 hours (visited hospital for oxytocic injection) 
Ivy One hour 
Jiskra 1 and a quarter hours 
Leah Around two hours 
Marion 5 hours 
Nadia 40 minutes 
Ophelia “Nearly an hour ”
Polly 20 minutes 

participants “tugged ” on the cord to remove the placenta but described 
no adverse consequences. As highlighted in Table 3 , for the women who 
discussed the birthing of their placenta, there was no pattern or unifor- 
mity in the time taken for the placenta to leave their body. Notably, it 
was not uncommon for women to report third stages lasting longer than 
those recommended by NICE guidelines. 
Post-natal experiences 

None of the sixteen freebirths resulted in any major complications 
and no participant recalled undergoing suturing postnatally. However, 
one respondent described feeling “very weak ” afterwards as she had “lost 
a lot of blood ” and both she and another interviewee reported their bod- 
ies going into shock. One was revived with a pre-prepared herbal remedy 
of cayenne pepper and the second suggested that her body’s response 
was due to the speed of the birth. 

During a postnatal check with a midwife, one woman discovered she 
had a second-degree tear. After experiencing second-degree tearing in a 
previous pregnancy and following a self-examination, another intervie- 
wee concluded that her freebirth had also resulted in a second-degree 
tear. Both women reported healing these tears naturally with two weeks’ 
bed rest (apart from toilet breaks and baths) and commented on no ad- 
verse effects. A third participant was not sutured and instead agreed 
with family members that they would provide her with a “real, genuine 
40-day postpartum ” meaning an extended period of rest and recupera- 
tion. She did however comment that “the tear did not fully heal. ”

After being checked by HCPs postnatally, three women specifically 
reported having no tears, and in one case “not even a graze. ” Heather 
commented on how different her postpartum healing had been in com- 
parison to her previous births. She stated that post freebirth she felt “so 
much better. ” Leah made a similar point: 
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“I couldn’t believe how good I felt, because after my others I did feel a 
lot of stinging and stuff down there, but, I don’t know, even a day or two 
after it was like everything had come back together so quickly. I just-, I 
was in shock, I was just like, ’This is mad.’ ”
Women reported undergoing a period of skin to skin contact as ad- 

vocated by the Baby Friendly Initiative ( Entwistle, 2013 ), but this was 
typically an instinctive response to catching their own babies and im- 
mediately drawing them close to their bodies. All of the women initi- 
ated breastfeeding immediately or soon after the birth. Polly, a first-time 
mother, commented on the ease at which her baby took to the breast: 

“[baby] went straight to the breast and started breastfeeding straight- 
away. ”
Ivy, another-first time mother, also commented on how she found 

breastfeeding “really easy. ” Kitty’s experience was very instinctive: 
“I just, sort of, sat there with the-, with the baby in my hand. Um, she, 
without my knowledge, latched onto me immediately. I was just holding 
her, and all of a sudden, there was something on my nipple, so she was 
very-, that was [a] very baby-led experience. ”
No interviewee mentioned the use of formula when feeding their 

newborns, although two women discussed seeking breastfeeding sup- 
port and a third called midwives shortly after her freebirth to get some 
breastfeeding advice. The four youngest of the freebirthed babies at the 
time of the interview were all still breastfed, while four of the other par- 
ticipants commented that they had breastfed their freeborn babies for 
an extended period (beyond one year). 

With regards to women’s emotional response to their freebirths, in- 
terviewees reported very positive, if not euphoric feelings. Alicia stated 
that it was “the most amazing experience of my entire life ” while Jiskra 
commented that it was a “life-affirming experience ” and “for six months 
following, I was on a high. ” For Bianca it was a “dream birth ” and for Cat 
the experience was “amazing. ” With regards to Kitty it has made her 
“very confident in what I want for my children. ” Similarly for Danielle, her 
freebirth made her feel “very powerful ” and “strong about my convictions. ”
Leah noted that it had made her baby a “super calm little one ” and they 
“have a stronger bond. ” In this cohort therefore, undisturbed physiologi- 
cal birth was both a deeply impactful and positive emotional experience 
for all interviewees. 
Discussion 

There is a surprising paucity of obstetric and midwifery literature 
exploring undisturbed physiological birth and in particular, women’s 
experiences of it. As far as we are aware, this is the first time freebirthing 
women’s experiences have been presented as a way of understanding 
how women instinctively behave during childbirth and the physical and 
emotional effects associated with it. 

This was a small-scale qualitative study and the results are therefore 
not generalisable. However, our findings provide a good starting point 
for further qualitative and quantitative research, particularly with re- 
gards to under researched areas such as the fetus ejection reflex. All the 
women in this cohort successfully freebirthed their babies and experi- 
enced positive outcomes. One area that remains unexplored however is 
the experiences of women who attempt to freebirth but for whatever 
reason decide to call a midwife or transfer to hospital prior to the birth 
of their baby. This area of investigation would particularly complement 
any future research exploring women’s embodied knowledge. 

While these results are in no way generalisable, they raise questions 
as to whether many existing maternity settings and guidelines are con- 
ducive to and reflective of physiological birth. This is particularly rele- 
vant with regards to the common use of beds on obstetric units which 
privilege supine and semi-recumbent birthing positions. The accounts of 
birth in this study raise questions as to why all of the women in this co- 
hort experienced considerably shorter second active or ‘pushing’ stages. 

In addition, the lack of obstetric and midwifery research on the fetal 
ejection reflex is a surprising and worrying gap in the literature given 
the frequency of its occurrence in this cohort of women experiencing 
instinctive physiological birth. 

There is a dearth of knowledge reflecting how women experience 
labour pain and whether this is different to pain caused by injury. Exist- 
ing literature focusses on pain management, rather than working with 
the pain. However, women who feel in control and work with the pain 
often feel much more positive about the experience of labour, even if the 
pain has been difficult to manage. For those people who wish to avoid 
epidurals or medicinal pain relief, understanding this may better help 
pregnant women prepare for and cope with the pain of childbirth. 

Notably, there was a high frequency of successful breastfeeding in 
this cohort and more research is needed on any potential connection 
between this and undisturbed physiological birth. This is also relevant 
to the positive postnatal experiences interviewees reported in relation 
to both physical and emotional wellbeing. 
Conclusion 

Midwives and obstetricians seldom encounter truly undisturbed 
physiological birth. Our paper offers a rare insight into the experience 
of instinctive birth for women. Whilst there must always be research on 
ways to support women requiring medical and midwifery intervention, 
this cannot be appropriately done without a full understanding of all 
phenomena relating to straightforward physiological birth. The latter is 
the benchmark signifying why and when intervention is justified. An ev- 
idence base that is lacking in this area may result in overmedicalisation 
and this study contributes to the strengthening of that benchmark. 
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4.7. The Post-Natal Experience 
 

Freebirth is… 
 

For me,  
the most incredible thing I've ever done.  

 
I have moments  
where I think,  
'God, I'm  
I'm not having a very good day.  
I'm not doing anything 

with my life.'  
 

I look back to that experience.  
I think,  
I gave birth to a baby on my own.  

 
That day after I gave birth,  
I really had this strength  
that I could do anything  
that I wanted to  
if I just put my mind to it.  

 
I felt 100% confident  
in my skills as a mother.  

 
I just felt  
I could do absolutely anything.  
I felt like a super-hero.  
I wanted to 

 go out on the street and be just like -  
'I just gave birth  

to my baby  
in my house  

on my own  
now I can move mountains!'  

 
I always go back to that courage  
that I felt  
I've said before,  

totally,  
mind-blowingly incredible. 

 
Polly 
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It is at this point, that the theories of Campbell (2008), Frank (2013) and Hudson (2010) diverge from 

the accounts of women in this cohort.  In these authors’ schema, the hero becomes “Master of the 

Two Worlds” (Campbell, 2008:196) and the “Kingdom is Brighter” (Hudson, 2010:75).  The reality for 

freebirthing women however is that the Dependent World largely remained the same; it did not 

“accept… [the protagonist] back and [make] adjustments to accommodate her authentic nature or her 

dream” (p.75). Whilst participants felt transformed by their experiences, those people with whom 

they interacted were not always receptive of participants’ birthing decisions.  

 

As previously noted, without exception, all interviewees experienced euphoric feelings post freebirth 

(see Section 4.6). However, women’s interactions with professionals, especially HCPs, were varied and 

unpredictable.  Reflecting a finding that runs throughout the data, it was impossible for women to 

predict what type of response they would get post birth.  This was typical with all the professionals 

that women discussed such as GPs, paediatricians, social workers and administrative staff. As has been 

the case throughout, interactions sat on a spectrum demonstrating a lack of uniformity in standards, 

post-natal care and rights-based education within the NHS. 

 

It is worth noting that the freebirth literature has not explored the post-natal experiences of women 

in any substantial detail. This is a considerable gap as women in this cohort frequently recounted 

experiences that were fuelled by the same conventions apparent in the Dependent World described 

above, namely the biomedical approach to birth and the concept of the Good Mother (see Chapter 5). 

For some women therefore, the freebirth was not the end of the Quest Narrative.  There remained 

hurdles, and in the accounts of Marion and Fionnuala, these were likely the most difficult obstacles 

they had faced during their whole freebirth journeys.  

 

Women’s accounts are provided in the following sections: 

 

• 4.7.1. Non-confrontational or supportive responses 

• 4.7.2. Negativity, condemnation and power struggles 

• 4.7.3. Mixed experiences 

 
4.7.1. Non-confrontational or supportive response 

A non-confrontational or supportive response occurred when midwives knew a woman had 

freebirthed and when they were under the false impression that a woman had had a birth before 

arrival (BBA). A complicating factor in women’s stories is that it was not always obvious to me or to 
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interviewees as to whether attending HCPs were aware that a participant had intentionally 

freebirthed.   

 

Five women described the first contact they had with a HCP with phrases representative of a respectful 

and caring attitude. In Elsie’s case, she recalled her midwife as saying, “Oh, this is wonderful…” and 

explaining how she had supported other freebirthing women in the past. In a unique example, 

Heather’s midwives knew she would freebirth and appeared non-plussed when they arrived 

postnatally.  She recalled that “they never said anything about it.”  

 

In two cases, a midwife was not informed of a woman’s plan, realised what had happened and was 

very supportive.  Nadia stated that two “really lovely midwives” arrived post birth: 

 

I, kind of, tried to make it sound a bit like, you know, oh, it just, sort of, happened. 

And then the one midwife, … she was very, like, free spirited and she was like, oh, 

because you just went with it, you know, you just-, your body just took over and you 

felt like you knew what you were doing and you did it and well done. And I thought, 

where were you when I was having my appointments? [Laughs]   

 

The importance of this respect to women’s decision making was outlined by Ivy.  After freebirthing, 

two “super, super nice” midwives arrived.  The respect and care with which she was treated caused 

her to comment, “If it had been like that from the whole start, it would have been completely 

different.”  Whilst Ivy does not state that she would definitely have opted for midwifery presence, her 

point suggests that it is possible she would have not freebirthed if support during the antenatal period 

had been better.  

 

4.7.2. Negativity, condemnation and power struggles 

Other women had very negative experiences.  Within the following examples, there is clear evidence 

of power struggles between women and HCPs.  In essence, there is an attempt by HCPs to both 

undermine a woman as well as reassert their own perceived professional authority. A dominant thread 

throughout these examples is that women were castigated for behaviour deemed inappropriate by 

maternity staff.  As women had not followed the dominant biomedical model of maternity care, HCPs 

and other professionals responded to them as if they had violated the standards of behaviour expected 

of ‘good’ mothers. A factor that may have played a role in these interactions was some professionals’ 

lack of knowledge regarding women’s rights.   
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The uniqueness of women’s accounts makes it difficult to present their stories without some 

accompanying explanation.  Three detailed examples are therefore provided by Polly, Jiskra and 

Marion below. 

 

Polly 

Polly called a midwife soon after she had given birth. She reported the midwife telling her that freebirth 

was “illegal” and she would need to go immediately to the hospital to see a named paediatrician.  

Mirroring the general fears women recalled above regarding an authoritative system (see Section 

4.5.3.), the way in which the midwife had spoken to Polly made her feel as if failure to attend would 

lead to a “social services type thing” and “that someone was gonna take our baby away from us.”   

 

Polly described how she and her husband challenged the midwife, but that the midwife became 

“angry,” “irate” and “rude.” They asked her to leave, but the midwife was under the impression that 

she had a right to stay, even though the interaction was taking place in Polly’s own bedroom.   

 

Due to the intimated threats, four hours after giving birth, Polly arrived at the hospital with the name 

of the doctor she had been directed to meet.  However, the receptionist informed her that there was 

no such doctor with that name in the hospital or the one nearby.  From Polly’s account the midwife 

appears not to have experienced such a situation before and was confused as to how to deal with it.  

She adopted an authoritative stance which suggests she believed Polly had acted inappropriately in 

some way. 

 

Jiskra 

This perception of inappropriate behaviour was also felt by Jiskra.  Unbeknown to Jiskra, whilst she 

was in labour, her husband had called for midwifery assistance.  However, the midwives had not turned 

up until around eight hours later.  By this time, Jiskra had already given birth. Three midwives arrived 

with an “authoritative attitude.” Jiskra stated that they were “almost like bullies, like, 'What's going 

on? What happened?'” Like Polly, Jiskra had to ask them to leave, demonstrating that such an approach 

can result in relationships between women and HCPs being further diminished.  

 

Marion 

Marion had hired an independent midwife for antenatal care and therefore had had limited NHS 

involvement.  Although she had undergone a postnatal check with her independent midwife, NHS 
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midwives wanted to check on both her and the baby.  When Marion attempted to decline these, social 

workers became involved.  They asked her to provide the details of her independent midwife.  Within 

an hour of the request, she called to provide them but was put through to a different social worker 

than the one who had originally contacted her.  Marion described this one as “a lot meaner.” 

 

Ten days after giving birth, the police arrived at her parents’ house looking for her.  As she was not 

there, the police told her parents that she was to attend an appointment at her local police station.  

She described feeling “terrified.”  When she turned up with her newborn and her mother, she was 

“interrogated” by a police officer.  He asked questions in a “really aggressive way… trying to find 

contradictions in my story” and asking whether her baby was really hers, querying “stuff about child 

trafficking.”  After the interrogation, the police officer informed her that he was “gonna send the police 

around again.”  He stated that the police will arrive at either 10pm on Friday or 10pm on Saturday.  

Marion tried to argue about the inconvenience of such a time especially as she had “just had a baby.”  

Yet the police officer suggested that she’d be in “serious trouble” if she was not there when they 

arrived.  

 

At 10pm on Friday night, she, her partner and parents waited for the police to attend: 

 

I was tired. My dad was tired. We were all knackered, and we were sat there, like, 

'Mmm,' waiting for this cop to come round at 10pm, that we were, kind of, shitting 

it for as well, because we didn't know what we were in for. And we didn't even know 

if they were going to come, try to take [my baby]. We didn't know. We were-, like I 

was thinking the worst, in a way. I didn't know what was gonna happen. I was 

terrified. 

 

The police did not turn up and the same thing happened the following night.  In Marion’s words, it was 

“an absolute mess” and “doesn’t even make any sense.”  Within a couple of days, her independent 

midwife had spoken to Children’s Services and had “explained to them what freebirth was.”  Both 

police and Children’s Services investigations were therefore dropped.   

 

4.7.3. Mixed experiences 

Women also recalled having respectful and supportive care in some interactions whilst others were 

negative and indicative of the power struggles evidenced above.  These were the most complicated of 

postnatal narratives with the unpredictability of the interactions moving from one extreme to the 
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other.  At the heart of women’s accounts was the requirement for respect and understanding, not 

only of women’s rights, but also of women’s decision-making.  Fionnuala and Alicia’s accounts are 

demonstrative of these factors. Their narratives are given in some detail below as a way of showing 

the undulating nature of events and the impact HCPs can have on a woman’s postnatal experience. 

 

Fionnuala 

In Fionnuala’s case, as the day after her baby’s birth was Bank Holiday Monday, she was unable to 

notify the birth within the 36-hour deadline (see Section 4.5.2). This triggered a referral to Children’s 

Services.  Three days after giving birth, two social workers arrived from the out of hours team.  

Fionnuala described herself as being in a “vulnerable state” and not being physically prepared as she 

was not dressed and was in the middle of breastfeeding her baby.   However, although she was 

questioned about her motivations, the “social worker seemed to understand that I did have a right to 

decline this, and that I had made an informed choice and all these things. [He] did seem to understand 

the law.”  

 

The referral was not taken any further, but she was told that she must see her GP as she needed an 

NHS number for her baby.  This is not usual practice and Fionnuala believed they were “bargaining” 

with her, which she described as “cheeky.”  Notably, the use of women’s administrative requirements 

being held out as leverage to make them engage with the system also appears in women’s freebirth 

pregnancy accounts (see Section 4.5.2).  

 

Fionnuala’s GP “wasn't very pleased about what I'd done and couldn't understand why. And they also 

wouldn't offer me a home visit, I think because he was angry with me.”  From Fionnuala’s perspective, 

the lack of a home visit was a punitive measure.  However, when she did visit a GP, the woman she 

met “was brilliant actually, … she didn't touch [baby] and she didn't touch me, but she listened to the 

situation.”  The respectful interaction Fionnuala experienced meant that when she later had a 

postnatal health concern, she felt confident visiting the same GP for care.  In a further unique example, 

Fionnuala also mentioned that her GP service manager was “delightful.”  In direct contrast to the 

position of the first GP, she had confided to Fionnuala that “'I can totally understand what you've done 

'cause I had a horrible experience [giving birth]'”.    

 

Fionnuala then described a negative interaction with a midwife.  Ten days post birth a midwife 

unexpectedly arrived and Fionnuala allowed her into her house to weigh her baby.  Fionnuala’s sister-

in-law was present when the midwife began questioning her about her decision-making.  Fionnuala 
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commented that her sister-in-law “didn't know anything about my pregnancy or birth, and actually, I 

didn't want her to know, 'cause I knew that she wouldn't understand.”  Nevertheless, this breach of 

confidentiality continued, and the midwife told Fionnuala that what she had done was “illegal.” She 

continued: 

 

we went back and forth, arguing, literally, about this, and then she took her scales 

and went. And I never heard from them [midwifery services] again. 

 

Fionnuala also commented that “that interaction upset me more than anything else, even more than 

social services.” 

 

Alicia 

Prior to her freebirth, Alicia had agreed with her partner that he could call the paramedics (but not the 

midwives) once her baby’s head was born so that they would arrive shortly after the birth.  On arrival, 

the approach the paramedics took was immediately respectful: 

 

And the paramedics came, stood in my doorway, and my partner immediately tried 

to justify it and say, 'Oh, we didn't want the midwives because-,’ and I immediately 

put my hand up and I said, 'We don't need to justify ourselves to them,' and they 

were the loveliest group, three of them. Um, and they said, 'No, no, you don't at all 

need to justify yourself, we're just going to sit here, it's fine, you carry on.' 

 

Contrary to what Alicia believed midwives would have been doing in the same situation – “interfering, 

rubbing, grabbing” – the paramedics provided space and intervention was posed as an offer.  Mirroring 

comments also made by Ivy, the paramedics did not assume authority. Alicia reported paramedics 

saying “'Do you want to cut the cord? Do you want to leave it? What do you want to do?'”  

 

The use of language that ensures a woman can decline an intervention is at the heart of the respect 

paramedics exhibit in this interaction. Alicia did not specifically state that offering an intervention was 

akin to respect, but her recollections highlight that this is clearly relevant.   

 

In direct contrast to this experience, the following morning Alicia visited a “lovely” nurse at her GP 

surgery with her baby as she was concerned about his pallor.  She was advised to go straight to hospital 

for further checks, and “panicked,” she was taken in by ambulance.   On arrival with her partner and 
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three other children, including her nineteen-month-old toddler, they “waited and saw person after 

person.”  A paediatrician arrived and asked Alicia some questions.  “She looked down her nose at me, 

… after she knew that I'd freebirthed”, and Alicia could “sense the disgust oozing off her.”  Alicia and 

her family were then sat in a side room “all day long, the whole day, twelve hours” and even though 

this was the day after she had given birth, throughout that period they “weren’t even offered a cup of 

tea.”  By the end of the day, her children were “distressed and tearful.”  

 

Alicia remembered being “sat there crying in the chair” knowing this was “wrong” and “ridiculous” and 

that they “could be at home.”  She waited the whole day until she and her family were “all exhausted 

and starving and stressed and sad” whereby she told staff she would be leaving.  The paediatrician 

returned, carried out a further check and told Alicia she believed her baby to have a heart murmur and 

therefore they must stay at the hospital. Alicia refused, informing staff that she would return the 

following day whereby she requested a second opinion.  This subsequent visit resulted in her meeting 

with a “lovely doctor” who informed her that her baby’s “heart sounds beautiful” and there was no 

need for any further concern.  Alicia felt that the first doctor’s behaviour had simply been a way to 

“punish” and “shame” her for her birthing decision.  Notably, and of relevance to medical practice, this 

experience has made Alicia “wary of doctors and hospitals” and has affected her trust of them.  

 
4.8. Summary of findings 

 
The Quest Narrative and the heroine’s journey as per the ideas of Hudson (2010), Campbell (2008) 

and Frank (2013) are a way in which findings from the freebirth narratives can be both understood 

and presented. The idea of a quest draws parallels with VCRM’s notion of ‘voice’ and its understanding 

that women live in a world that is accustomed to “seeing life through men’s eyes” (Brown and Gilligan, 

1992:6). Against this backdrop, women may resort to silence, be silenced and struggle to be heard. 

 

Feminist scholars’ recognition of the existence of a heroine’s journey within narrative and storytelling 

serves to further link VCRM to its literary and psychological roots. The central tenet of this journey is 

struggle. The protagonist rails against a society that expects her to behave in ways that do not align 

with the protagonist’s own world view and wishes. Given the accounts of women in the cohort, this 

template serves as a useful way to demonstrate the difficulties interviewees expressed when trying 

to give birth in a way that reflected their own values.  

 

Whilst the law is clear on women’s rights, interviewees often had to overcome obstacles to ensure 

their autonomy and bodily integrity were protected during birth. This suggests that a social norm 
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hinders women from easily exercising their rights to not be touched and to decline medical 

intervention. The data highlights how women understood the NHS maternity system to be biomedical 

in nature, authoritative and something through which they had to navigate using a range of tactics.  

 

Perhaps the most important finding was the unpredictability of NHS maternity care. Even within the 

same birth, women could experience a spectrum of service ranging from woman-centred to violent. 

Understanding this unpredictability becomes crucial, not only to recognising why some women may 

avoid accessing NHS maternity provision, but also to improving the uniformity of maternity care. 

Women should expect their rights to be honoured and to enjoy high standards of respect and empathy 

at all times. In this cohort, these high standards were not always present in interviewees’ accounts.   

 

The data indicated that women’s motivations to freebirth were complex and not always triggered by 

previous bad maternity experiences. However, for those women who had had negative experiences, 

the abuse they had endured was disturbing. There is limited empirical data on obstetric violence - and 

particularly that which takes place during homebirths - therefore interviewees’ accounts provide a 

rare insight into the phenomenon and raise important questions about subjects such as gender-based 

violence and consent.  

 

Further, the ways in which HCPs endeavoured to make women conform to maternity pathways is an 

equally rare insight into the power dynamics inherent within the clinical encounters women described.  

Tactics such as manipulation, deceit and threat indicate unethical if not unlawful behaviour and 

suggest potential problems within maternity culture and education. The effect of such behaviour on 

interviewees was typically counter-productive and did not engender closer relations with maternity 

staff.  

 

The apotheosis (Campbell (2008); Frank (2013)) or freebirth, indicated phenomena that have largely 

remained unexplored within medical and midwifery literature. Interviewees’ accounts of giving birth 

without the input of HCPs and the embodied knowledge and experience they recalled illustrates how 

women’s voices have not featured enough within dominant obstetric and midwifery discourse. It also 

sheds light on the importance women reported of hearing the lived experience of freebirth (or 

physiological birth) from those who had experienced it. This motivated women to seek out accounts 

from a wider Female Network. As such, this matrix formed a community of knowledge from which 

women sought relevant information and to which they gave back in return.  
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A further unique aspect of the findings was the post-natal experiences of interviewees. Previous 

freebirth studies typically fall short on this stage thus creating a gap in knowledge. The spectrum of 

responses from various professionals, ranging from nonchalance to police investigation reifies my 

earlier point regarding unpredictability. It also suggests some HCPs and other professionals may be 

responding to women’s decision making based on personal opinion as opposed to existing legal and 

ethical principles.  

 

In short, the generosity of interviewees in sharing such detailed accounts of their freebirth journeys 

enables a contextualising of these accounts against feminist sociological theory and from within the 

framework of existing law, ethics and policy. The following discussion aims to draw on the fourth 

reading to understand what social and wider factors render participants’ freebirth journeys as a Quest 

Narrative. Contextualising participant accounts in this way provides not only the backdrop to the lived 

experience, but also demonstrates important learning outcomes for policy makers and practitioners.  
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5. Discussion 
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5.1. Introduction  
 
As outlined in Section 1.3., the law regarding a mentally competent woman’s right to autonomy and 

bodily integrity is settled. Legally, there are no nuances regarding her ability to say “no” and “stop” 

when she decides not to access maternity services or to decline an intervention. From the perspective 

of the law, she can make decisions about her body from within a protective sphere that must be free 

from coercion. She has the right to informed consent and to decline any medical services that she 

wishes to avoid. 

 

Women’s freebirth accounts highlighted that the simplicity of the law does not always manifest itself 

within midwifery and obstetric practice. There is frequently misalignment between how pregnant 

women are legally allowed to behave, and how they are expected to behave. Whilst freebirthing 

women break no legal rules, from interviewee accounts, it appears that there is a moral code or social 

norm that women may be perceived to transgress when they make such a decision.  

 

The Quest Narrative demonstrates how these moral codes and social norms create the terrain that 

pregnant women must navigate if they decide to act in ways perceived as atypical. In reference to the 

Quest Narrative developed by Hudson (2010:58), she describes such terrain as the ‘Dependent World’ 

(p.30).  This is both a “force within [the protagonist’s] kingdom” and an impediment to her self-

realisation (p.31).  More specifically, Hudson (2010) recognises defined gender roles as a social 

convention that can serve to limit a person’s quest for self-realisation (p.34).  Drawing on VCRM’s 

notion of ‘voice,’ and its emphasis on relationships - particularly how “institutionalized restraints and 

cultural norms and values become moral voices that silence voices” (Brown and Gilligan, 1992:29) –

scrutiny of these social norms become hugely relevant. 

 

My analysis of the data and contextualising of it against the fourth VCRM reading leads to my 

argument that much of the moral code by which women are expected to behave stems from the 

notion of the Good Mother. It is this concept that dictates the ebb and flow of a woman’s narrative 

and influences her experiences. This social norm is then compounded by additional factors pertaining 

to the biomedical model of birth, and in particular the role of expert knowledge, risk and punishment.  

 

It is of huge relevance that Brown and Gilligan (1992) developed VCRM from their understanding of 

‘voice’ and their view that when women are silent they lose this “for the sake of becoming a good 

woman” (p.2).   As Gilligan states, “the good woman is selfless … and responsive to everybody else’s 

needs” (BigThink, 2012). Whilst Brown and Gilligan (1992) write about women more generally, it 
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becomes apt that the thread of this discussion links to the concept of the Good Mother. As is 

evidenced in the data and will be argued in the following pages, this social norm influences women’s 

behaviour, relationships and ability to speak and act autonomously and openly.  

 

The following pages introduce the Good Mother concept and explain its relevance to freebirth 

narratives. These are divided into the following sections: 

 

• 5.2. The Good Mother as a concept 

• 5.2.1. The definition of the Good Mother 

• 5.2.2. The pervasiveness of the Good Mother concept 

• 5.2.3. The Good Mother concept in previous freebirth literature 

• 5.2.4. Interviewees’ awareness of Good Mother ideology 

 

I then discuss the data against specific Good Mother tropes, outlined in Section 5.3. To do this, I have 

limited the reported literature to the British, American, Canadian, Australian and New Zealand 

contexts as these reflect the cultural similarities of my UK cohort.  

 
5.2. The Good Mother as a concept 

 
In this thesis, I introduce the Good Mother as a specific concept. For centuries, authors have noted 

the standards of behaviour associated with good mothering (see below). My intention is to draw on 

these various sources to crystalise the Good Mother concept as a specific social norm. To note, in my 

construction of the term as a specific concept, I have employed capitalised lettering (i.e. Good 

Mother).   

 
5.2.1. Definition of the Good Mother 

 
The Good Mother is based on gendered norms. Writing about women in general, Kingma (2021) 

argues that: 

 

Gendered social expectations demand that women are particularly submissive, 

passive, non-assertive, and at the service of others—and women invite (potentially 

violent) punishment if they do not comply (p.462). 

 

From this basis stems additional expectations regarding women’s role as mothers.  Goodwin and 

Huppatz (2010a) describe the Good Mother as follows:  
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… the good mother is known as that formidable social construct placing pressure on 

women to conform to particular standards and ideals, against which they are judged 

and judge themselves. (p.1-2) 

 

Sutherland (2010) highlights the role of the social world in creating this framework of acceptable 

behaviour. “Mothers operate under the gaze of society – a society that has adopted clear 

characterizations of the ‘good mother’” (p.211).  In effect, she stands as an intangible yet highly visible 

figure that serves to mould the behaviour of women and inform the appropriate response from those 

around them.   

 

An underlying commonality which permeates the literature is that expected standards of behaviour 

are linked to a woman’s perceived role as primary care giver and homemaker.  As Ladd-Taylor and 

Umansky (1998) write, “vestiges of the Victorian ideal of motherhood persist: the ‘good’ mother 

remains self-abnegating, domestic, preternaturally attuned to her children’s needs…” (p.6).  Elizabeth 

et al. (2010) concur, writing “good mothers are nurturing, responsive, sensitively attuned to their 

children’s needs, constantly available, selfless, self-sacrificing and protective…” (p.256, italics in 

original).  Whilst the standards remain relatively similar throughout time, the behaviour deemed 

appropriate to demonstrate them are less static as they reflect the social order of the day.   

 
5.2.2. The pervasiveness of the Good Mother concept 

 
The standards of behaviour expected of good mothers are pervasive throughout time. So entrenched 

are these standards that they are apparent in archival, contemporary, and academic literature. Biblical 

references, for example, urge young women to !love their husbands and children … be self-controlled, 

pure, working at home, kind and submissive to their own husbands” (Bible, 2016:Titus: 2:5). Similarly, 

twentieth century ideals manifest in women"s magazines of the era with advice on how to be a good 

mother regularly appearing throughout the decades (see for example, Harris (1935); Pope (1948); 

Gallant (1965);  Brothers (1970); Edmiston (1983); Colman et al. (1990)). In more recent years, scholars 

have explored these social standards from a variety of disciplines including sociology (Milne, 2021), 

history (Tice, 1998), law (Goodwin, 2020) and bioethics (McNolty and Garrett (2016); Kukla (2008)). 

 

Of importance to freebirthing women’s narratives is that the weight of expectation placed on the 

Good Mother does not only apply to those who have borne children and are mothers in the most 

typical understanding of the word.  Its applicability extends from pre-conception, throughout 
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pregnancy and birth, and into motherhood (for examples see, Waggoner (2017); Milne (2020); Ladd-

Taylor and Umansky (1998)). Notably, a WHO (2021) draft Global Alcohol Action Plan for 2022-2030 

(since edited) attempted to extend this period of time even further (see for example Javed (2021)). 

The draft stated that attention should be given to the “prevention of drinking amongst … women of 

childbearing age” (WHO, 2021:17). Left unchanged, this would have expanded Good Mother 

standards of behaviour to all women regardless of whether they were sexually active, intended to 

become pregnant, or were even fertile.  As such, Good Mother ideology can permeate different 

periods of women’s lives in varied and striking ways. 

 

5.2.3. The Good Mother concept in previous freebirth literature  
 
Scholars researching freebirth have not explicitly contextualised their findings against an 

understanding of Good Mother ideology. However, there are often underlying, implicit parallels within 

their publications and these are apparent regardless of the country in which the study took place. For 

example, in Holten and de Miranda’s (2016) Dutch research, they recognise freebirthing women may 

be considered “deviant” (p.60). This emerges in O’Boyle’s (2016) Irish study in which he notes 

participants felt health professionals considered their freebirth decision to reflect “unacceptable 

behaviour” (p.184).  Writing within the Australian context, Jackson et al. (2012) argue that the nation’s 

media has framed freebirthing women as “uninformed, ‘gullible’ risk takers” (p.565). Further, in a US 

study exploring the stigma surrounding unassisted childbirth, Chasteen Miller (2012) highlights that 

“society equates physician-attended hospital birth with increased safety and responsible parenthood” 

(p.409). The implication is therefore that not subscribing to this behaviour is associated with 

irresponsible parenthood. 

 

UK research reflects the same leitmotif. Feeley and Thomson (2016a) note how freebirthing women 

may “face moralistic opposition [and] accusations of irresponsibility” (p.10). In Plested and Kirkham’s 

(2016) study, their argument was much starker. From their perspective, the accountability of midwives 

for birth outcomes led to “an institutional dehumanisation of ‘the woman’” who is viewed as “a 

potential abuser, liar and fraudster” (p.32). Although these texts do not discuss the Good Mother per 

se, the authors recognise the moral weight associated with women’s birthing decisions and the 

negative connotations linked to freebirth. Whilst reference in these papers is not explicitly to mothers, 

interviewees in these studies were freebirthing women and therefore implicitly mothers (see Section 

5.2.2).  
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In contrast, Spencer Freeze’s (2008) thesis on unassisted birth in the USA included a section entitled 

‘Selfish Mothers’ (p.235). She notes how the decision has been described as “narcissistic” because 

freebirthing women’s only goal is perceived to be a satisfying birth experience.  Consequently, women 

are seen as “callous about the well-being of their babies” (p.235). Of note, Spencer Freeze (2008) was 

at pains to emphasise that “UCers [freebirthers] would respond that their primary concern is with the 

baby’s safety” (p.236. Italics in original). In essence, her argument deflects notions of bad mothering 

and emphasises social norms that expect the Good Mother to be self-sacrificing (Elizabeth et al., 2010) 

and self-abnegating (Ladd-Taylor and Umansky, 1998). In short, the Good Mother concept is a spectre 

within freebirth literature regardless of whether authors intended this to be the case or not.   

 

5.2.4. Interviewees’ awareness of Good Mother ideology 
 
No interviewee referred explicitly to the standards of behaviour expected of good mothers. However, 

participants were very aware of the social expectations placed on them as women, particularly with 

regards to pregnancy, birth and motherhood. Leah and Alicia’s reference to “stigma” (Section 4.5.3.) 

regarding their birthing decisions and Fionnuala’s understanding that the maternity system requires 

women to be “submissive, good girls” (Section 4.5.3.) are indicative of this. As Leah explained, 

freebirth is “frowned upon” (Section 4.5.3.) and given that some interviewees disguised their 

freebirths as BBAs, it suggests that participants understood the act to be atypical, counter-cultural and 

to not align with expected and idealised standards of behaviour.  

 

This lack of alignment explains interviewees’ reluctance to articulate their views with people outside 

of their immediate circle or beyond the online freebirth community. Away from these spaces, and as 

noted by ten women (Section 4.5.3.), the major fear women reported was being referred to Children"s 

Services for their pregnancy and birthing decisions.  This was often combined with a reluctance to 

become involved in situations that would result in !hassle” (see Sections 4.5.2. and 4.5.4.iii).  

 

These accounts depict a terrain in which women were hesitant to voice their authentic selves. Their 

uncertainty was due to an awareness that their behaviour may be considered unacceptable by those 

around them, particularly HCPs working within the NHS. This reticence existed even in narratives 

where women had positive experiences with maternity services. In effect, women anticipated the 

possibility of condemnation even if this did not materialise. Ophelia’s fear if “people in the profession” 

find out about her birthing decision, was emblematic of the pressure participants were under to “play 

this carefully” (Section 4.5.3). The concept of the Good Mother was therefore a shadowy presence in 

all the narratives in this cohort.  
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5.3. Good Mother tropes apparent within freebirth narratives 
 
As I have already alluded, specific Good Mother tropes manifested in the data. These tropes form the 

social terrain inherent in Hudson’s (2010) ‘Dependent World.’  They are what underpin the obstacles 

women had to overcome to give birth in a way that reflected their own needs and world view. These 

expected standards of behaviour depict the ways in which women were confined, their voices muted 

and their pathways shaped.  

 

Like all heroine journeys, it is these tropes with which women conformed, pretended to conform or 

against which they protested. Reflecting the methodological foundations of the study, they form the 

“power structures” from which the protagonist needs to “separate themselves” (Hudson, 2010:11) 

and depict “institutionalized restraints and cultural norms… that silence voices… carrying the implicit 

or explicit threat of exclusion, violation, and at the extreme, violence” (Brown and Gilligan, 1992:29). 

 

The specific Good Mother tropes or presumptions that manifested in the data and which I discuss in 

the following pages are: 

 

• 5.3.1. The Good Mother acts as the neo-liberal agent 

• 5.3.2. The Good Mother accesses maternity services 

• 5.3.3. The Good Mother defers to those perceived as experts 

• 5.3.4. The Good Mother accepts biomedical knowledge as authoritative 

• 5.3.5. The Good Mother is self-sacrificing 

 

When women do not defer to these norms, it can lead to the following: 

 

• 5.3.6. ‘Bad’ mothers are brought back in line, condemned and/or punished 

 

5.3.1. The Good Mother acts as the Neo-Liberal Agent 
 

The general expectation that people take personal responsibility for their own health is not limited to 

pregnancy and is well recognised in academic literature (see e.g. Brown and Baker (2013); Nettleton 

(1997)). However, it has been noted that specific focus on those who are pregnant reflects gendered 

views of motherhood and the unequal parental burden placed on women (see Section 5.3.5.i for 

further explanation). As RCOG perceive - and discounting other environmental or socio-economic 
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factors - a pregnant woman is “’gatekeeper’ to her baby’s future health” (RCOG, 2013:2), indicating 

the responsibility placed on women to ensure their own health for the sake of their unborn fetus.  

  

This is not a new phenomenon and such instruction has existed for centuries (see e.g. Guillemeau 

(1635)). Contemporary guidance includes information on the avoidance of specific food types (NHS, 

2020d), cigarettes (NHS, 2019f), illegal drugs (NHS, 2019c) and all alcohol (NHS, 2020b). Further, 

guidance extends to the safest sleeping positions (NHS, 2021a), sexual positions (NHS, 2020e), 

appropriate levels of exercise (NHS, 2020c) and dental hygiene (NHS, 2019b), when and how to safely 

travel in cars, ferries and planes (NHS, 2018b) and even the use of plastic food containers and the  

purchase of new furniture (RCOG, 2013).  

 

Given this backdrop, this section explores the social requirement for pregnant women to act in a neo-

liberal capacity. Of most relevance is the expectation that they make decisions society deems 

‘responsible.’   

 

5.3.1.i. Self-responsibility and neo-liberalism 
 

McRobbie (2013) explores the idea of self-responsibility and its connection to mothering once children 

are born. She comments on the “evisceration” of public and family services in the UK and the emphasis 

placed on the family to “inculcate the right kinds of self-responsibility on its children” whilst “mopping 

up” the financial costs that in the past would have been covered by the state (p.131). What this leads 

to is a social and political focus on parental behaviour combined with neoliberal thought (see Jensen 

(2018)).  

 

With regards to health therefore, the emphasis within neoliberalism of a free market, individualism 

and the presumption that a person will always act to pursue their own interests (McGregor, 2001:84)  

is linked to ‘responsibilization’ and the requirement to be a “prudent and rational citizen” (Brown and 

Baker, 2013:19). This in turn relates to Foucault’s writing on governmentality (Foucault, 1991b). Brown 

and Baker (2013) highlight that governmentality involves the state increasing its citizens’ capacity for 

freedom and self-government, combined with an expectation that individuals will assume some 

responsibility for managing their own risks (p.19). As such, self-responsibility implies agency, with the 

resulting problem of individuals being blamed for making choices deemed ‘wrong.’  

 

Returning more specifically to the concept of the Good Mother, within academic literature, discussion 

of neoliberal approaches to motherhood often incorporate analysis of so called “yummy mummies” 
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and “slummy mummies” (Goodwin and Huppatz, 2010b).  Explaining the former and its connection to 

good motherhood, Malatzky (2017) observes that the “yummy mummy is a highly classed, White, 

heteronormative cultural configuration of the maternal, tied to practices of consumption and self-

grooming” (p.26).   This interpretation not only invokes gender, class and ethnic ideologies, but also 

furthers capitalist principles of consumerism.  As such, the Good Mother acts as the neo-liberal agent, 

financially investing in herself and the latest goods to promote the health of her offspring.   

 

In this cohort, to some extent women did act in this neo-liberal capacity. No interviewee discussed the 

purchase of specific clothes, fashions or beauty treatments that would indicate typical notions of the 

“yummy mummy.” However, with regards to taking seriously one’s own health and that of their 

unborn baby, women did take on self-responsibility, adopting various healthful practices - such as 

yoga and meditation - and sourcing a range of support and information (see Section 4.5.5). Participants 

who hired independent midwives or paid for private ultrasound were examples of interviewees 

financially investing in biomedical services, even when they were eligible to receive these for free. 

Collectively, interviewees pursued additional forms of care including the hiring of doulas, the use of 

homeopathic remedies and the purchase of birth pools and freebirth literature. As noted in Section 

4.5.5.i.g, the preparation women undertook to freebirth was extensive and was not limited to 

acquiring relevant goods. An explanation of this may both incorporate and transcend Good Mother 

ideals and the neo-liberal “yummy mummy.”  Arguably, the difficulty in transgressing social norms and 

giving birth in a way that is so counter-cultural requires considerable personal and even financial 

investment.   

 

In some respects, the fact that women did assume this form of self-responsibility and aligned their 

behaviour with neo-liberal ideas is difficult to reconcile with other aspects of the freebirth narratives. 

Notably, women did not report any congratulatory responses from HCPs or society for financially 

investing in their own health or for taking on full responsibility regarding childbirth. This was also 

apparent with regards to women’s accounts of breastfeeding, an act which is typically associated with 

‘good’ mothering (see Pedersen (2016); Hausman (2012); Groleau and Sibeko (2012)). Further, their 

dedication to promoting a healthy pregnancy and a birth that was as close to its normal physiological 

process as possible, did not outweigh any interpretations of deviant behaviour.  What arises from 

women’s accounts is that there is a fine line between acceptable neo-liberal ‘self-responsibilization’ - 

and wrongdoing.  
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Brown and Baker (2013) explain this by highlighting how the neoliberal state legislates to establish the 

rules and boundaries for self-management (p.19). Evidence of this can be seen in Section 4.5.2. 

regarding MATB1 forms and the requirement to notifiy a birth. However, the reference to legislation 

is not a fully satisfactory explanation as women are legally allowed to eschew all maternity services 

and therefore take on full responsibility for their pregnancies and births (see Section 1.3). On a more 

general note, discussing the idea of “self-care” Ballard and Elston (2005) argue that there is: 

 

an emphasis on the moral obligation of individuals to take active steps to prevent 

and treat ill-health, seeking the advice of competent experts directly when 

appropriate but also looking after themselves. (p.238. Italics in original). 

 

The key points here are the references to “moral obligation” and the sourcing of expert input “when 

appropriate.” It is the Good Mother concept and the social norms pertaining to it that dictate when it 

is appropriate for women to enact self-responsibility and when it is appropriate to seek expert advice. 

In the narratives, when interviewees experienced negative responses from HCPs for not accessing 

antenatal care or freebirthing (see Section 4.5.4.i.), it highlights how women were expected to take 

on responsibility for their own health – but only to a point.  If they strayed into the domain of the 

experts, they risked being reprimanded for overstepping the parameters deemed acceptable for Good 

Mothers.  

 

Examples of this run throughout the data. Whilst punishment will be discussed in more detail in 

Section 5.3.6., it is worth highlighting one incident in the narratives to demonstrate the 

‘responsibilization’ associated with such a neoliberal approach. When Jiskra’s midwife gave her a 

“dressing down” for discussing freebirth, she failed to contextualise Jiskra’s decision-making against 

the under-staffing of the homebirth team (see Sections 4.5.4.i. and 4.5.4.vi). As a neo-liberal agent, 

Jiskra was expected to make the ‘right’ decisions regarding her birth and to therefore conform to Good 

Mother ideals. This was not necessarily to just have midwives present at her homebirth – given the 

problems with the homebirth team this was not guaranteed – but to conform to the pathways laid 

down by HCPs. In essence, she was expected to act ‘responsibly’ by remaining within the parameters 

deemed acceptable by the midwife and wider society.  Finally, any other healthful self-initiated 

practices in which Jiskra was engaged were not deemed relevant and did nothing to demonstrate her 

Good Mother credentials. 
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5.3.2. The Good Mother accesses maternity services 
 

Linked to neo-liberalism and self-responsibility is the presumption that the Good Mother will access 

maternity services. It is difficult to articulate how pervasive this expectation is in UK (and Western) 

society. So entrenched is the presumption, that it is impossible to pinpoint exactly where it comes 

from or how this social norm is disseminated. However, one way to demonstrate the point is by 

reference to the mass media people consume.   

 

In all forms of media, contemporary pregnancy and birth are typically presented as coexisting with 

medical and/or midwifery services. Researchers exploring the content of media portrayals of birth 

have most frequently analysed TV series that show HCP attended hospital birth, usually in the form of 

reality TV (see e.g. Fontein-Kuipers et al. (2019); Sears and Godderis (2011); Morris and McInerney 

(2010)) and/or fictional film (Walker, 2012).  In a scoping review of academic publications on the 

subject, Luce et al. (2016) note that media representations “are for most women the only opportunity 

to see a birth” (p.2). Of importance is that the main theme arising from Luce et al’s (2016) review is 

that birth was depicted as a medicalised event presented as “risky and dangerous” (p.3). At the very 

minimum therefore, maternity services are presented as playing a central role in women’s pregnancy 

and birth experiences, thus normalising women’s presumed access to these services.   

 

So normalised is the expectation that women will involve maternity services in their pregnancies and 

births that beyond YouTube and social media, it is difficult to locate any media output in which a 

modern-day pregnancy or birth is not accompanied by some form of medical or midwifery maternity 

provision. One exception to this is the BBC documentary mentioned by three interviewees, which 

featured a freebirth (although the pregnant woman did access NHS antenatal services) (see Section 

4.5.5.i.a). Typically however, such media “others” pregnancy and birth without HCP presence and 

presents it in a sensational way (see Maclean (2014) and the TV show Born in the Wild).   As such there 

is a cultural presumption that when pregnant, women should - and will - access maternity provision.  

 

This aspect of the Good Mother concept was the most prevalent in women’s accounts. Four women 

explicitly vocalised this pressure, with Georgia describing it as a form of “conditioning” (Section 

4.5.4.v).  For eight women, antenatal appointments that resembled “box-ticking” were attended 

reluctantly or excuses were sometimes formed to avoid them (Section 4.5.4.v).  Jiskra’s I-poem 

demonstrates the dissatisfaction she felt (Section 4.5.4.v.), whilst several of the women reported 

being upset either during or after appointments. Fionnuala’s antenatal experience where she 
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described being “fat-shamed,” “bullied” and subjected to “dehumanising” treatment is particularly 

poignant (Section 4.4.1). 

 

Without some reference to the social expectation that women will access maternity services, it is hard 

to reconcile why women continued to reluctantly attend these appointments when many were clearly 

distressed or dissatisfied by them. This is especially relevant when maternity staff attended women’s 

own homes – a physical space over which interviewees had complete control (see for example 

4.5.4.vi).  

 

Contextualising the pressure women felt beyond media representations enables investigation into 

NHS guidance, law and administrative requirements surrounding birth. These will be discussed under 

the following headings: 

 

• 5.3.2.i.  Lack of NHS literature on alternative decision-making 

• 5.3.2.ii.  Administrative requirements 

• 5.3.2.iii.  Concealed pregnancy 

 

5.3.2.i. Lack of NHS literature on alternative decision-making 

The presumption that women will automatically access maternity services is particularly apparent in 

NHS literature: 

 

Early in your pregnancy, your midwife or doctor will give you written information 

about how many appointments you’re likely to have and when they’ll happen. (NHS, 

2017) 

 

As noted in Section 4.5.5.i.a, women did not access information on freebirth via NHS sources as it did 

not exist at the time. Further, the NHS quote above does not acknowledge that antenatal care is 

voluntary, nor that offers of maternity appointments can be declined. A cultural presumption that 

Good Mothers will automatically access services is so entrenched within NHS systems that this 

information is perhaps deemed superfluous. A more cynical view incorporating Kingma’s (2021:462) 

perspective is that information causing women to consider options that stray beyond expected norms 

are excluded to ensure compliance with mainstream protocol. Such an approach would reinforce social 

norms pertaining to Good Mothers and women more generally, particularly with regards to notions of 

passivity and submission. 
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5.3.2.ii. Administrative requirements 

The same sentiment appeared in the administrative requirements women discussed in their 

narratives. First, both HCPs and interviewees recognised that women were unable to access maternity 

pay without a midwife or doctor confirming their pregnancy via a MATB1 form. This recognition was 

emphasised when HCPs required Danielle to undergo antenatal checks (Section 4.5.2.) and Heather to 

attend a meeting with the Supervisor of Midwives (Section 4.5.4.i.) to obtain this document. In effect, 

it was the catalyst for three women to engage with NHS services (Section 4.5.2). The right to maternity 

pay is therefore implicitly linked with the condition that women access antenatal provision. Without 

medical or midwifery authorisation, women risk being unable to obtain financial support post birth.  

 

Second, the legal requirement to notify the birth often entailed some tenacity. Typically, an attending 

midwife would undertake this task, yet when women planned to birth unassisted, achieving this was, 

as Marion described, “really hard” (Section 4.5.2). Information on how to notify the birth is not 

available online and no interviewee mentioned an official source via which it could be obtained. 

Further, Fionnuala’s effort required research of the law and a coherent explanation of her thoughts 

and intentions. The skill required to do this makes the possibility of notifying one’s own baby’s birth 

unavailable to all women.  Even with these skills, Fionnuala did not fulfil the relevant requirements, as 

her husband was stopped from delivering her letter due to Bank Holiday closures. This inability to 

complete the notification then triggered a Children’s Services investigation, thus implying Fionnuala’s 

behaviour was suspicious or ‘wrong’ in some way. Good Mother ideology was therefore invoked. 

 

The administrative system surrounding birth therefore assumes all women will access maternity 

services and provides little or no guidance and/or alternative options to those who decide not to.  As 

to why this is the case, similar conclusions may be drawn regarding those made pertaining to NHS 

literature.  If Good Mothers are expected to access maternity services, the publication of information 

outlining alternative options becomes either superfluous or undesirable.  

 

5.3.2.iii. Concealment of pregnancy  
 
[This section forms part of a blog contribution published in BMJ Medical Ethics – see Appendix 12] 

Although no woman is under any legal obligation to declare her pregnancy status to health care 

professionals or engage with maternity provision, it is notable that no participant decided to simply 

not access NHS services. As evidenced by some women’s decision to seek additional scans or health 
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checks (Section 4.5.5.v.) interviewees were not anti-medicine and therefore did see benefits to 

engaging with the NHS when they considered it useful. However, even when Fionnuala opted for no 

NHS antenatal appointments, she felt it necessary to declare her intentions to the Head of Midwifery 

(Section 4.5.4.i). Three interviewees touched on this issue by reference to the possibility of women 

being “done” for concealment of pregnancy if they did not inform health care staff of their pregnancy 

status. Although participants did not specifically state that they believed concealment of pregnancy 

to be a criminal offence, the implication was that women would get in some sort of trouble for not 

registering their pregnancy with a medical professional. In other words, they would not satisfy Good 

Mother ideals.  

 

The belief in being subjected to investigation or punishment for concealing one’s pregnancy has legal, 

academic and policy-based foundations. It is likely that the notion of concealment of pregnancy being 

legally actionable has been confused with the actual offence of concealment of birth as per section 60 

of the Offences Against the Persons Act 1861. For concealment of birth to occur, a person must 

secretly dispose of the body of a baby which died either before, during or after its birth with the 

specific aim of concealing the fact that the baby had been born (see Milne (2019)).  

 

Concealment of pregnancy is a very different phenomenon and is not a criminal offence. It is 

associated with crisis pregnancies (see for example, Thynne (2006)). There is no accepted definition 

in academia, but one often used is that it takes place when a pregnant woman or person “through 

fear, ignorance or denial, does not accept, or is unaware of, the pregnancy in an appropriate way” 

(Sadler, 2002:15). The concept aims to ensure vulnerable people can be recognised and supported. 

 

In policy documents however, the definition used to describe concealment perverts the reality of the 

law and draws on Good Mother notions to cast suspicion on all women who do not conform to 

expected standards of behaviour. One example appears in the Greater Manchester Safeguarding 

Policy: 

 

A concealed pregnancy is when a woman knows she is pregnant but does not tell any 

health professional; or when she tells another professional but conceals the fact that 

she is not accessing antenatal care; or when a pregnant woman tells another person 



 187 

or persons and they conceal the fact from all health agencies. (GMS, 2006:para 2.1) 

(bold in original). 

 

The implicit presumption in this policy is that all women are under an obligation to inform health 

carers when they are pregnant. This perceived obligation has no legal foundation. The policy also 

implies a duty on women to access antenatal care and if they do not access it, to inform a professional 

of their decision. Again however, the law imposes no such duty. When a woman does not act according 

to the policy, its wording suggests that she is engaging in suspicious behaviour. As the 

‘inappropriateness’ of this behaviour does not exist in law, it can only be based on social norms that 

exist outside of legal standards. Again, the Good Mother concept manifests; Good Mothers will inform 

HCPs of their pregnancies and women who do not are worthy of investigation.   

 

 A similar sentiment is seen in a more recent policy from NHS Norfolk and Norwich University Trust 

(NNUH, 2021) which states that a concealed pregnancy “is one where the mother deliberately 

conceals the fact she is pregnant from health care professionals and sometimes their family as well” 

(p.2). The policy continues, stating specifically that if a freebirthing woman did not access antenatal 

care and then arrived at hospital in labour, she should be treated as if she had concealed her 

pregnancy (p.4-5). This would require an investigation into her circumstances and a safeguarding 

referral if the midwife considered it necessary (p.3).  Similar approaches are rife in NHS and child 

protection policies throughout the UK (see for example CPSPB (Undated);  SSP (2020);  KSCP (2019)) 

with the decision not to inform HCPs of a pregnancy automatically being labelled with the emotive 

word “concealed.” 

 

In none of the above policies is it stated that maternity care is voluntary, nor that all people with 

mental capacity whether pregnant or not have the right to autonomy and bodily integrity.  Whilst it is 

understood that there will be vulnerable people who have crisis pregnancies and who will require 

extra support, the very basic legal starting point is not elucidated.  

 

It therefore becomes understandable that interviewees feared repercussions if, like Alicia, they felt 

they would be perceived as “late” in informing HCPs of their pregnancy status (Section 4.5.4.ii). 

Further, an interviewee’s apprehension regarding potential legal consequences if they do not access 

maternity services erodes a woman’s right to decline those services and can thus impact informed 

consent. In addition, when the law allows for a woman to not access maternity provision and yet policy 

declares this behaviour as concerning, health care staff receive contradictory messaging and women 
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are unable to predict the type of response they will receive. Indeed, this was what was reported in the 

data, particularly with regards to the difference in staff responses to women declining a service, and 

the unpredictability of responses when women declared an intention to freebirth (Sections 4.5.4.i. 

and 4.5.4.vi). 

 
5.3.3. The Good Mother defers to those perceived as experts 

In this section I argue that the people contemporary society deems experts on pregnancy and birth 

are doctors and midwives. Significantly, in this cohort was the presumption that women defer to those 

perceived as experts. Of relevance were the HCPs who advocated particular standards of behaviour 

or assumed authority during maternity encounters. The deference expected often resulted in the 

silencing of women’s voices or a struggle to be heard. 

 

Much of this assumed deference is tied to the value society places on certain forms of knowledge and 

the way in which other forms are discredited. Although the status of the expert and the authoritative 

knowledge he or she is presumed to possess are tightly interlinked, these two points will be discussed 

separately. The latter point appears in Section 5.3.4.  For the present purposes, this section of the 

thesis will focus specifically on the presumption that HCPs are the experts and legitimate authority on 

pregnancy and birth.  

 

The discussion is separated into the following sections: 

 

• 5.3.3.i.  Health care staff as the experts on pregnancy and birth 

• 5.3.3.ii.  Pregnancy and birth as biomedical events 

• 5.3.3.iii.  HCPs as moral adjudicators 

 
5.3.3.i. Health care staff as the experts on pregnancy and birth 

A recent post on Mumsnet, an online parenting website and chat forum, is indicative of the 

presumption that health care professionals should be viewed as the experts and therefore legitimate 

authority on birth (MumsNet, 2022). The text laments the poster’s frustration with Facebook 

homebirth groups. At the time of writing, the post had generated 514 responses. Whilst there are 

various areas of debate within the thread, one that continually reappears is the consternation levelled 

towards women who do not follow medical instruction and people such as doulas who provide 

information that is contrary to the medical discourse. One poster, Lifeisnteasy, sums up their opinion 

of the issue: 
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deferring to somebody with professional medical knowledge is overwhelmingly the 

smarter option - not bulletproof, but certainly more sensible than deciding you know 

better from reading some amateur Facebook pages. 

 

The quote conjures up images of the sensible woman - or Good Mother - who defers to the opinion 

of medical professionals. Ehrenreich (1993) emphasises this by stating “women's role as good mothers 

include the stricture that they be obedient to physicians” (p.530). Hennig (2016) links this obedience 

to the social position and prestige afforded to physicians, which she argues replicate patriarchal power 

relations (p.3). Petrovska et al. (2017) use the term “the saintly mother” to describe the trope of a 

woman who follows such instruction and contrasts this to the “defiant mother” who does not (p.438).   

Such terms introduce an explicit connotation of good and bad mothering being attached to the source 

of information upon which women rely to make birthing decisions.  Reflecting this approach, 

Jenkinson et al. (2017) argue that when women decline recommended care, questions are raised 

about whether they are “acting as good mothers” (p.5).  

 

The latter point manifests in the condemnation some women experienced from HCPs and will be 

discussed in Section 5.3.6. However, the general presumption that women will defer to HCPs and 

follow their instruction is apparent in maternity encounters described by some participants. There 

was evidence of staff expressing confusion at women’s non-conformist decision-making.  This can be 

seen in Leah’s I-poem “Honesty” and her reference to feeling like an “alien” when she tried to discuss 

freebirth (Appendix 6). Heather also described her midwife as “gobsmacked” when she declined a 

routine urine check (Section 4.5.4.vi). Her I-poem “No” is also indicative of staff bewilderment 

surrounding her decision making, particularly the line “I’d sat really awkwardly for ten minutes” 

(Appendix 6).  This confusion exemplifies staff inexperience with women not recognising their 

authoritative expert status and thus refusing to follow instruction. In turn, inexperience with these 

situations illuminates a cultural presumption that women will simply defer to HCP direction and 

perceived expertise. 

 
5.3.3.ii. Pregnancy and birth as biomedical events 

There is an important point to be made regarding the view that doctors and midwives are the 

legitimate sources of knowledge relating to pregnancy and birth, and the contrasting approach 

interviewees took by seeking out alternative sources. As outlined in Section 4.5.5., these sources 

included online groups, charities, freebirthing literature and most notably doulas.  An explanation of 
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this is linked to the paradigm in which participants viewed birth in comparison to that which the NHS 

maternity system functions. 

 

Although medical professionals are usually involved in maternity care, pregnancy and birth are not 

pathological problems per se; they are ordinary physiological processes.  Nevertheless, over the last 

century, pregnancy and birth in the UK have moved firmly into the medical domain (see, Leap and 

Hunter (2013);  McIntosh (2012); Devlin (1995)). Centred largely on the goal of hunting down and 

minimising risk, “childbirth must therefore be managed by experts, constantly monitored and is 

subject to a series of investigations in order to probe dysfunction and abnormality” (Chadwick and 

Foster, 2014:70). This shift is reflective of a general trend of medicalisation in which “more and more 

of everyday life has come under medical dominion, influence and supervision” (Zola, 1983:295).  

 

Whilst there were examples of HCPs viewing birth as a physiological process (see for example Section 

4.4.2.i.) as highlighted in Section 4.6. this approach rarely features in obstetric and midwifery 

literature. Rather, and as demonstrated with the clashes women experienced with HCPs when they 

attempted to arrange hands-off homebirths (see Section 4.5.4.vi.), maternity staff in the data typically 

approached birth as a biomedical event. It is unknown what individual staff thought at the time, but it 

is possible that this approach reflects cultural norms endemic in the NHS as opposed to the personal 

views of specific midwives. 

 

Although there are efforts in some quarters to ensure birth does not incorporate unnecessary medical 

intervention (Cumberlege (2016); Miller et al. (2016)), statistics highlight that in general, birth in the 

UK follows a biomedical model and is often over-medicalised. This has been a complaint of feminist 

scholars for decades (Kitzinger (2006); Johanson et al. (2002); Doyal (1995); Oakley (1980)). Recent 

statistics provide evidence on this point. In 2018 for example, the caesarean section rate for England 

was 30%, rising to 46% when a mother was aged over 40 (NHS, 2019d).  These rates are considerably 

higher than the 10-15% the World Health Organization recommends as ideal (WHO, 2015).  Further, in 

England between 2017 and 2018, 32.6% of all labours were induced (i.e. started medically) (NHS, 

2018a), a procedure that is associated with a risk of further interventions and a more painful labour 

(NICE, 2021a). 

 

Given that all participants gravitated towards freebirth either over several births or during their first 

pregnancy (see Table 1) and that no one reported a complete aversion to medical input if they deemed 

it necessary, interviewees did not decide on freebirth ‘at all costs.’ It would be incorrect therefore to 
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assume that interviewees viewed pregnancy and birth as something that should never incorporate 

medical support. However, women’s refusal to undergo interventions they viewed as unnecessary (see 

for example Georgia’s experience in Section 4.5.5.v.) and their ultimate freebirth, highlights how 

primarily interviewees viewed pregnancy and birth as physiological processes and not medical events 

per se.  

 

Interviewees’ positioning of birth outside of the medical paradigm therefore challenges the presumed 

expert status of the HCP. Although midwives are supposed to be the experts on normal physiological 

birth (NHS, 2020a), the above statistics would presuppose that they may have fewer opportunities to 

demonstrate those skills and/or midwifery is becoming ‘obstetricised.’  Whatever the reasoning, if 

maternity staff are associated with the biomedical paradigm and interviewees did not view pregnancy 

and birth in such a way, it explains why women would not conform to Good Mother ideals and defer 

to HCP instruction. In essence, this paves the way for non-medical people to be viewed as possessing 

relevant expertise and this is apparent in interviewees’ frequent use of doulas (see Section 4.5.4.iv). 

 

5.3.3.iii. HCPs as moral adjudicators 

One notable consequence of the perceived expert status of the HCP, combined with the social 

expectation that Good Mothers defer to such experts, was the shift of doctors and midwives into the 

realm of moral adjudicator. My use of this term does not denote that staff always actively and openly 

judged women’s behaviour negatively. The nonchalant attitude of Heather’s post-natal midwives after 

her freebirth is evidence of this (Section 4.7.1). Rather, HCPs became the litmus test as to whether a 

woman’s decision-making was acceptable or not. Fionnuala, for example, secured assurances from the 

Head of Midwifery regarding her freebirth decision, as did Heather (Section 4.5.4.i). Although midwives 

did not condemn Fionnuala or Heather for their decision-making, the point is that women had to 

explain and justify their plans to HCPs for a non-intervention to be “okayed” (see also Bianca in Section 

4.5.4.iv.c). Such required explanation served to deflect notions of reckless decision-making and 

therefore poor mothering. As Heather reported her midwife saying to her after they had discussed 

freebirth, “you seem to know what you’re talking about” (Section 4.5.4.i). Heather had therefore 

passed some invisible test in which her midwife had become moral adjudicator of Heather’s lawful 

decision making.  

 

Significantly, in sociological literature, it has been noted that one way in which health carers (usually 

doctors) exercise a form of social control is via their ability to authorise and/or use medical technology 

and pharmaceuticals (Conrad, 1979). In this cohort however, HCPs did not act as a gateway to the 
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authorisation of medical interventions. Rather, they acted as gateway to the authorisation of 

autonomy and bodily integrity. In effect, the HCP is positioned as authoriser of, in the words of 

Goodwin (2020), “the basic “natural right” to be left alone” (p.107). From women’s accounts, this 

gatekeeping role was tied to how satisfied a practitioner was with a woman’s decision-making.  

 

On the opposite end of the spectrum, when Fionnuala’s GP would not offer her a home visit because 

he was “angry” with her birthing decision (Section 4.7.3.), when Alicia’s private sonographer left her 

crying because she had not seen any HCPs during her pregnancy (Section 4.5.4.iii.), or when Jiskra’s 

midwives arrived post birth “almost like bullies, like “What’s going on?” (Section 4.7.2.) they displayed 

a shift from health carer to judge of women’s actions. These HCPs became vectors for social 

condemnation, their role as providers of optional maternity and medical services eclipsed by a 

presumed authority to judge women’s - legal - decision making.  

 

A final important point to be made is that there is considerable pressure on HCPs regarding 

safeguarding and the fear of litigation. Accountability and responsibility are bedfellows of expert 

status. NHS audits highlight that between 2018-2019, the value of all clinical negligence claims against 

the NHS was almost 5 billion pounds. Significantly, 50% of this value was paid out in obstetrics, even 

though these only made up 10% of the overall claims (NHS, 2019a). Further, “blame culture” in the 

NHS has been noted as acutely problematic for midwives attempting to support women who make 

“alternative physiological birth choices” (Feeley et al., 2021). 

 

The perspectives of HCPs do not form part of this study. However, such a backdrop implies that 

imbuing staff with expert status - which presupposes adherence to specific protocol and potentially 

impacts legal liability - can result in what has been described in a previous UK freebirth study as “’back-

covering’ behaviour” (Plested and Kirkham, 2016:31).  This raises important questions as to whether 

a litigious NHS culture motivates staff to adopt the role of moral adjudicator. Such behaviour is 

possibly symptomatic of HCPs’ own fear of professional consequences if a woman’s decision-making 

ends in tragedy. HCPs’ satisfaction in women’s explanations or explicit contempt for them, may 

therefore be perceived as a means of deflecting any potential professional responsibility or blame (see 

also Section 5.3.6). In short, HCPs negatively judging women’s lawful decision-making may be 

indicative of cultural problems within the NHS regarding an over-litigious working environment.  
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5.3.4. The Good Mother accepts biomedical knowledge as authoritative 
 

Laura, if I can come to you as a qualified doctor.  Your best qualification is probably 

having four healthy children - and that’s a substantial one. But you don’t presumably 

have any obstetric qualifications? (Wilridge, 2014) 

 

The above quote was made by a TV GP named Dr Hillary Jones.  It is taken from an interview he 

conducted on the UK breakfast show Lorraine.  The guest was Laura Shanley, an American freebirthing 

woman and author (Wilridge, 2014). Unwittingly, he captures the clash of knowledges associated with 

birth. He, the male medical doctor assumes superior knowledge of childbirth over a woman whose 

knowledge is based on the embodied and lived experience.   His perception is based firmly in the 

biomedical model of childbirth; only those who are medically qualified have the necessary knowledge 

to assume authority over the process. He concedes Laura’s knowledge is “substantial,” but clearly, he 

does not consider it to denote the same status and legitimacy as his own. 

 
This clash of knowledges was a defining issue in women’s narratives. Kitty’s comment in Section 

4.5.5.i.c. regarding her preference for positive birth stories as opposed to “obstetrician” style 

knowledge is typical of these two very different ways of knowing about birth. Kitty captures exactly 

what appears in Dr Hillary’s comment; she has articulated the biomedical approach to birth and its 

contrast to the lived experience.  

 

In this section I argue that a hierarchy of knowledge regarding birth has developed which devalues the 

lived experience.  In turn, women seeking out and sharing alternative knowledge is considered 

problematic because it challenges the dominant medical discourse. I explain these points under the 

following headings: 

 

• 5.3.4.i.  Biomedical knowledge as authoritative 

• 5.3.4.ii.  Subjugated knowledges 

• 5.3.4.ii.a. Obstetric violence, risk and rights as subjugated knowledges 

• 5.3.4.ii.b. The lived experience of physiological birth as subjugated knowledge 

• 5.3.4.iii.  Heretical knowledge 
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5.3.4.i. Biomedical knowledge as authoritative 

As already noted, interviewees understood that the dominant narrative around birth was biomedical. 

Feminist anthropologist, Jordan (1997), describes this dominant narrative as authoritative knowledge. 

Drawing on the work of Bourdieu and Passeron (1977), she describes it as: 

 

…the knowledge that within a community is considered legitimate, consequential, 

official, worthy of discussion, and appropriate for justifying particular actions by 

people engaged in accomplishing the tasks at hand. (Jordan, 1997:58). 

 

The idea that certain forms of knowledge are more authoritative than others impacts social 

interactions and power relations. This may be recognised in Foucauldian scholarship as 

Power/Knowledge. Foucault explained the connection thus: 

 

…power produces knowledge (and not simply by encouraging it because it serves 

power or by applying it because it is useful); that power and knowledge directly imply 

one another; that there is no power relation without the correlative constitution of 

a field of knowledge, nor any knowledge that does not presuppose and constitute at 

the same time power relations. (Foucault, 1991a:27) 

 

Although Foucault did acknowledge exceptions to this point in later works (see Bell (1993:45)) he 

insists that power and knowledge are intertwined. Further, this relationship between knowledge and 

power is connected to truth: 

 
…[truth] induces the regular effects of power. Each society has its regime of truth, its 

'general politics' of truth: that is, the types of discourse it accepts and makes function 

as true; the mechanisms and instances which enable one to distinguish true from 

false statements, the way by which each is sanctioned; the techniques and 

procedures accorded value in the acquisition of truth; the status of those who are 

charged with saying what counts as true. (Foucault and Rabinow, 1991:73) 

 

Similar to Jordan (1997:58), Foucault does not argue that such discourse is in itself factually ‘true’ or 

not. Reference to truth is therefore ontological rather than epistemological; Foucault is interested in 

the mechanisms and the socio-historical network of relations that render this discourse as 

authoritative and can therefore impact power relations.  
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Evidence of authoritative knowledge impacting power relations is apparent in the data, such as when 

women actively and voluntarily sought out biomedical tests, check-ups, and scans – interventions that 

require specific knowledge that interviewees did not possess. In effect, in these situations, women 

became reliant on professional input. However, when interviewees refused to accept a HCP’s opinion 

as authoritative, they still often recognised that staff viewed themselves as the possessors of 

authoritative knowledge. This impacted power relations when women referred to self-silencing by 

having to “bite my tongue” (see Ivy in Section 4.5.3.), or not being open with midwives (Section 4.5.4.ii). 

These types of silences are indicative of women feigning the Good Mother role. As Nadia noted, once 

she had decided to freebirth, she would “just sit looking at the midwives like, yep, yeah, yeah, yep, 

thinking, you’re not even going to be there” (Section 4.5.4.ii). In essence, Nadia had faked passivity 

(Kingma, 2021), self-abnegation (Ladd-Taylor and Umansky, 1998:6) and self-sacrifice (Elizabeth et al., 

2010:256). Nadia had thus pretended to accept HCP knowledge as authoritative and kept her own 

views quiet.  

 

In other examples, the perceived authoritative knowledge of HCPs served to forcefully silence women. 

Alicia’s recollections of phone calls with midwives where they were “bombarding me with figures… 

[and would] throw things at me down the phone and just keep talking and talking, not let me speak, 

and overwhelm me…” (Section 4.5.4.i.) is one example. Similar encounters are apparent in Danielle’s 

I-poem “Woman-centred care” and Leah’s I-poem “Honesty” (Appendix 6). Polly’s attempts to discuss 

homebirth with her midwife (Section 4.5.4.v.) are also demonstrative of a HCP assuming her 

biomedical knowledge as authoritative. The midwife relied on her perceived expert knowledge to 

predict that Polly’s age would prohibit her from birthing and her status as a first-time mother would 

render Polly unable to handle the pain of childbirth. Polly’s view of the situation and understanding of 

her own body were not given any weight or status; the biomedical approach was employed and thus 

the midwife perceived herself as possessing the only legitimate knowledge on the subject.  

 

This is not a thesis weighted heavily in Foucauldian thought. However, his theory is useful because as 

outlined above, women’s accounts clearly demonstrate that the weight of authoritative knowledge – 

or dominant discourse – impacted interviewee experiences. Drawing this back to the Good Mother 

concept and to VCRM’s use of voice, women were expected to submit to medical authority because 

doctors and midwives are perceived to be the possessors of authoritative knowledge on birth, namely 

that rooted in biomedical thought.  
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5.3.4.ii. Subjugated Knowledges 

It is at this point that the Foucauldian notion of subjugated knowledges also becomes relevant. In the 

below extract, Foucault provides a very apt description of what these are. Its relevance to freebirth 

accounts renders it worth quoting in full: 

 

…I believe that by subjugated knowledges one should understand something else, 

something which in a sense is altogether different, namely, a whole set of 

knowledges that have been disqualified as inadequate to their task or insufficiently 

elaborated: naive knowledges, located low down on the hierarchy, beneath the 

required level of cognition or scientificity. I also believe that it is through the re-

emergence of these low-ranking knowledges, these unqualified, even directly 

disqualified knowledges (such as that of the psychiatric patient, of the ill person, of 

the nurse, of the doctor - parallel and marginal as they are to the knowledge of 

medicine - that of the delinquent etc.), and which involve what I would call a popular 

knowledge (le savoir des gens) though it is far from being a general commonsense 

knowledge, but is on the contrary a particular, local, regional knowledge, a 

differential knowledge incapable of unanimity and which owes its force only to the 

harshness with which it is opposed by everything surrounding it - that it is through 

the re-appearance of this knowledge, of these local popular knowledges, these 

disqualified knowledges, that criticism performs its work.  (Foucault and Gordon, 

1980:82) 

 

Within this reference, Foucault is depicting a hierarchy of knowledges in which “subjugated” forms are 

“low-ranking” and “beneath the required level of cognition or scientificity.” The data demonstrated 

this theory in action. Biomedical knowledge was perceived as dominant and authoritative. Knowledge 

that fell outside of this typically carried less weight within maternity encounters or was dismissed 

entirely. This was particularly relevant with regards to information on obstetric violence, risk, rights 

and physiological birth. 

 

5.3.4.ii.a. Obstetric violence, risk and rights as subjugated knowledges 

Given the biomedical approach to birth, during maternity encounters discussion was typically focussed 

on risk. Women did prepare for various adverse biomedically related outcomes (see Sections 4.5.5.i.b. 

and 4.5.5.i.g) therefore they were cognisant of potential health problems associated with freebirth. 

However, the narrative interview enabled participants to voice what was important to them more 
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generally.  Consequently, women’s reports of previous abusive interactions (Section 4.4.2.iii) with HCPs 

imply that for those women, risks associated with midwife or obstetrician attended births included the 

possibility of over-medicalisation or assault and the potential physical, emotional, sexual and 

psychological fall out from that.  

 

Whilst women did report experiencing such consequences in interview, they did not report health care 

staff always understanding the reality of these risks. Reflecting Foucault’s comments regarding the 

knowledge of individual practitioners as subjugated, some individual midwives and doctors were 

aware of these problems and supported women after abusive births, (see for example Kitty’s support 

from an independent midwife in Section 4.5.1). However, the level of abuse women recalled suggests 

a wider maternity culture void of empathy to the reality, not only of the effect of intimate interventions 

on women, but also of the potentially catastrophic consequences when these are accompanied by 

violence.  Fionnuala’s diagnosis of vaginismus after a non-consensual vaginal examination is an 

example of this (Section 4.4.2.iii.b). Although obstetric violence literature does acknowledge that often 

HCPs do not realise their acts are abusive (Liese et al., 2021:188) it is questionable how much of the 

medical evidence base actually includes the lived experience of, for example, an episiotomy or a 

vaginal examination. A maternity system that is patriarchal (Davison (2020); Cahill (2001)) and 

technocratic (Davis-Floyd, 2001) risks failing to value women’s experiences of interventions - whether 

consensual or not. As such, this form of knowledge is rendered less valuable, thus subjugated and 

made invisible within dominant discourses.   

 

Notably, reported conversations regarding risk focussed on harms associated with women not 

following medical direction or not undergoing a medical intervention. Leah’s conversation with her 

midwife (Section 4.5.4.vi.) is a good example of a participant attempting to assert her right to not be 

touched during a homebirth, and a midwife’s insistence that this was risky behaviour. As Alicia noted 

when she attempted to decline maternity services, HCPs discussed “Death, death in home births, … 

the rates of death, mothers dying…” (Section 4.5.4.vi). Whilst she did eventually voice her previous 

experiences and fears to a “lovely” midwife, this did not alter the HCP’s condition that Alicia agree to 

fetal monitoring - i.e. a medical intervention - if midwives attended her homebirth. As the HCP later 

refused Alicia a hands-off homebirth, the risks associated with Alicia re-experiencing a birth that was 

abusive or controlling were clearly not the pivotal factors in the midwife’s decision making. 

 

Linked to this were comments regarding a lack of discussion of risks associated with undertaking a 

recommended medical procedure. Elsie’s I-poem “Our right to decline” (Section 4.4.1.) exemplifies this 
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point, particularly her reference to questioning the “negatives about induction” and her emphasis on 

not wanting “anyone to mess with me” or “pump… me full of drugs.” What appears in these examples 

is a dominant discourse based on the risks a HCP considers relevant and founded on a biomedical 

perspective. Women’s desire for knowledge outside of this, or their arguments that alternative risks 

are more important were often muted, thus silencing them. As the biomedical expert assumes 

authoritative knowledge, a woman’s contribution to the discussion becomes subjugated and is 

positioned lower down the knowledge hierarchy.  

 

Women were desirous of information regarding their rights. This was important to all participants, and 

they spent considerable time researching the subject, typically via third sector human rights 

organisations (Section 4.5.5.i.e). The fact that women had to seek this information out demonstrates 

its subjugated nature. In effect, the existence of charities such as AIMS and Birthrights, which house 

this type of knowledge, are evidence to the fact that such information is not widely available, nor part 

of dominant discourse. When asked if HCPs had ever informed her of her rights, Leah was adamant: 

“never, never, never, never” (Section 4.5.4.vi). Such a comment reiterates Good Mother ideology and 

illuminates why information on rights is harder to come by than that on biomedicine: the requirement 

to be passive, self-abnegating and deferential makes this form of knowledge superfluous. Further, as 

highlighted by Georgia’s I-poem ‘Rights,’ (Section 4.5) such information could be relied on in the face 

of opposition thus undermining dominant biomedical discourse.  

 

5.3.4.ii.b. The lived experience of physiological birth as subjugated knowledge 
 

…do not despise the lore that has come down from the distant years; for oft it may 

chance that old wives’ tales keep in memory word of things that once were needful 

for the wise to know. (Tolkien, 1997:365) 

 

Tolkien’s quote, taken from the Fellowship of the Ring, is interesting in its reference to “old wives’ 

tales.” The phrase itself reflects not only a form of female epistemology, but one whose validity is 

contested. As Warner (1995) states, “[o]n par with trifles, ‘mere old wives’ tales’ carry connotations of 

error, of false counsel, ignorance, prejudice and fallacious nostrums” (p.19). Feminist scholars Dalmiya 

and Alcoff (1993) note that traditional women’s beliefs “about childbearing and rearing [and] herbal 

medicines… are generally characterized as old wives’ tales” (p.217). They argue that such information 

is deemed “mere tales or unscientific hearsay and fail[s] to get accorded the honorific status of 

knowledge” (p.217, italics in original). Referring back to the ideas of Foucault (1980) and Jordan (1997), 

both they and Dalmiya and Alcoff (1993) suggest that there exists a heirarchy of knowledge. What 
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Dalmiya and Alcoff (1993) suggest however is that what could be termed ‘women’s knowledge’ is 

considered inferior, or using Foucault’s terminology, it is “subjugated.” 

 

Within the data, a form of knowledge upon which women relied heavily was the experiential and 

embodied kind that women shared amongst themselves both face-to-face and online. This knowledge 

was transferred between women in what I have labelled the Female Network or - relying on its 

etymological roots pertaining to mothers – a matrix (Section 4.5.5). The power of storytelling was 

strong within the narratives and interviewees drew strength and confidence from hearing about other 

women’s experiences of giving birth (Section 4.5.5.i.c). 

 

I have already alluded to the patriarchal nature of the maternity system. The point that needs to be 

reemphasised here is that women’s voices and their embodied experiences of physiological birth rarely 

feature in obstetric – and even midwifery – research (see section 4.6).  This can be traced back to the 

very origins of obstetrics and medicine around women’s health, which can often present as both 

silencing and misogynistic (see for example, Thomas Hawkes (1867); Bigelow (1882); Milne Chapman 

(1883); Robert and Morris (1892)). In Cahill’s (2001) view, the development of obstetrics during the 

Victorian period – a profession in which only men at the time could participate – led to the privileging 

of “’formal’ knowledge” over the “experiential” (p.338). She asserts that this evolution led to the 

presumption that: 

 

scientific and factual knowledge is inherently ‘male’, and therefore [it] claim[ed]… 

supremacy over ‘female’ intuitiveness, empathy and caring. (Cahill, 2001:338) 

 

The contemporary medical model “was set up as rational, unbiased, neutral and objective” (Shildrick, 

1997: 17). With regards to an evidence base, it favours quantitative research and its emphasis on 

numbers, reason and duplicable methods deemed appropriately scientific. Indeed, randomised control 

trials (RCTs) and systematic reviews are considered the highest form of evidence (Evans, 2003) and this 

point is made within both RCOG (2005) and RCM (2019) literature. However, given that women’s 

testimony regarding their experiences of pregnancy and physiological birth are largely lacking, these 

voices do not always form part of the evidence base. As such, this knowledge falls outside of that 

considered credible and as interviewees attested, they must find it elsewhere, online and from other 

women who have experienced it (see Section 4.5.5).   
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More specifically, how women feel and intuitively know their connection to their own babies is not 

documented in the medical literature (see Section 4.6). Although philosophers may have attempted to 

trigger exploration of these phenomena (see Young (2005)), the mantle has not been taken up by the 

medical community. Whilst women noted some form of understanding about the movement of their 

babies during labour and birth and used instinct to manoeuvre themselves into ideal birthing positions 

(Section 4.6.) such embodied knowledge is unmeasurable, non-categorisable and cannot be captured 

via a randomised control trial. It is therefore “beneath the required level of cognition or scientificity” 

(Foucault and Gordon, 1980:82) and is thus subjugated.  

 

As female epistemology in the form of women’s embodied and intuitive knowledge is considered 

inferior to that of biomedicine, it begins to shed additional light on why some women often struggled 

to be heard in encounters with HCPs. A lack of perceived expert status, and a reliance on, or reference 

to, forms of subjugated knowledge, rendered these women unworthy of being listened to. As such, a 

woman’s contribution was deemed less valuable, and her failure to defer to authoritative knowledge 

and its sources, positioned her outside of Good Mother ideals. 

 

5.3.4.iii. Heretical knowledge 
 

We strongly urge women not to be taken in by people promoting an idealised view 

of free birth on social media. (Bryan, 2022) 

 

The above quote was made by Kim Thomas, the CEO of the Birth Trauma Association, a UK based 

national charity, in a recent BBC news report into freebirth. It reflects comments made on Mumsnet 

as outlined in Section 5.3.3.i. and assumes the content of social media pages on freebirth is 

promotional. As already highlighted, this was not what women reported in this study. Rather, 

interviewees’ attraction to these pages was the “stories” women told about their births, which sat 

outside of the biomedical paradigm (Section 4.5.5.i.c).  

 

The vilification of these online groups and the information exchange within the Female Network takes 

such knowledge beyond subjugation. Borrowing the phrase from Caputi (2020), this knowledge 

becomes “heretical to the ruling episteme” (p.4). This was demonstrated by Cat’s recollection of the 

infiltration of the Freebirth Society’s initial Facebook page, the trolling of its members and the 

requirement for future members to be appropriately vetted by the administrators (Section 4.5.5.i.c). 

Similarly, current freebirth Facebook groups are closed to those outside the community and often 

require invitations to join or the requirement to answer a set of questions before admission (see 
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Section 8.1.5). Consequently, what becomes apparent from the clandestine nature of these groups is 

that they serve to protect the identity of their members and the integrity of the shared space.  

 

Questions therefore arise as to why women in those groups deem this online space as in need of 

protecting. It suggests that the information being shared would invoke a negative response from wider 

society and could therefore be described as ‘heretical.’  Knowledge based on a female epistemology 

outside of dominant discourse and the sharing of this knowledge is perceived as somehow ‘wrong.’  

This therefore draws us back into the concept of the Good Mother. Kingma’s (2021) reference to 

“passivity” again becomes relevant (p.462) as interviewees challenged this expected standard of 

behaviour. Contrary to Thomas’ view of women being “taken in” (Bryan, 2022) interviewees in this 

cohort actively sought out and shared this subjugated and ‘heretical’ knowledge. Further, the 

protection afforded them via these closed groups is analogous to a point raised by Caputi (2004). 

Discussing earlier feminist writings critiquing the biblical story of Adam and Eve, Caputi (2004) notes 

the condemnation of Eve for eating the forbidden fruit as punishment for her “daring move towards 

knowledge” (p.235).  Eve’s curiosity is therefore framed as transgressive behaviour; metaphorically 

speaking therefore, good women – and thus Good Mothers - are expected to accept the information 

they have been given and not seek out or provide alternatives.  

 

5.3.5. The Good Mother is self-sacrificing 
 

Institutionalized motherhood demands of women maternal “instinct” rather than 

intelligence, selflessness rather than self-realization, relation to others rather than 

the creation of self. (Rich, 1986:42) 

 

One of the dominant features of the Good Mother is the perception that she will always be self-

sacrificing. This can be linked to the notion of so-called ‘New Momism,’ a term incorporating a form 

of intensive mothering and the pressure to be “perfect” (Henderson et al., 2010:233). Wolf (2007) 

describes this as “Total Motherhood” which requires a woman to minimise all risk to her child 

“beginning with the womb” (p.615). This can create a “trade-off:” 

 

When mothers have wants, such as a sense of bodily, emotional, and psychological 

autonomy, but children have needs, such as an environment in which anything less 

than optimal is framed as perilous, good mothering is construed as behavior that 
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reduces even minuscule or poorly understood risks to offspring, regardless of 

potential cost to the mother. (Wolf, 2007:615) (italics in original). 

 

Wolf’s (2007) quote summarises the pressure directed at pregnant women, particularly regarding their 

birthing decisions.  As Kukla (2008) affirms, during birth, the Good Mother “mak[es] proper, risk-

averse, self-sacrificing choices” (p.74). In other words, the Good Mother displays a “foetus-first 

mentality” (Milne (2021:81); Milne (2020)). This was particularly apparent in women’s accounts of 

obstetric violence. 

 

5.3.5.i. Acts of obstetric violence 

A connection between self-sacrifice, obstetric violence and the Good Mother has been noted in 

previous literature (Brennan and Herring (2019); Chadwick (2017); Charles (2011)).  More generally, 

feminist scholars have argued that women are often treated as “manipulable reproductive machines” 

(Oakley, 1980:34) or as a “fetal incubator” who is “supposed to efface her own subjectivity” (Bordo, 

2003:80). Arguably, this has been compounded by advances in technology which enable the fetus to 

be viewed via ultrasound as an entity separate from the pregnant woman, with its own needs, interests 

- and in some cases rights (see  Mills (2014); Roth (2000:31-34); Doyal (1995:136)).  

 

In combination, this can result in what has been termed “the maternal-fetal conflict,” in which the 

“pregnant woman’s interests, as she defines them, conflict with the interests of the fetus, as defined 

by the woman’s physician” (Fasouliotis and Schenker, 2000).  Notably, within this paternalistic and 

infantilising definition, a woman is rendered incapable of defining her own fetus’ interests. A 

description of this perceived conflict has been used by Hollander et al. (2016) as a “doctor-patient 

conflict” (see also Jenkins et al. (2011:290). This is also an imperfect term given that pregnant women 

are not ill, therefore the use of the word ‘patient’ is problematic. However, regardless of the 

terminology used, such arguments have resulted in women being forced to undergo unwanted medical 

interventions such as non-consensual caesarean sections (see for example, Morris and Robinson 

(2017)). 

 

A further gendered explanation for the link between obstetric violence and Good Mother ideology can 

be found in the arguments of McNolty and Garrett (2016).  They describe the “cultural narrative of 

motherhood” as one of “sacrifice” (p.18) and reiterate how mothers are expected to “sacrifice their 

personal interests in favor of their children’s interests” (p.18). McNolty and Garrett (2016) argue that 
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such a burden is not placed so heavily on a father’s shoulders. Whilst natural biology dictates that 

typically only a mother can make physical sacrifices for her fetus, McNolty and Garrett (2016) correctly 

highlight that parents are not required to undergo non-consensual interventions for the benefit of 

born children. Using the example of bone marrow extraction, they suggest that: 

 

… we are more inclined to think forcing a pregnant woman to submit to an 

unconsented cesarean is justified than forcibly extracting a mother’s bone marrow 

because only a woman will ever be subjected to an unconsented cesarean, whereas 

a man will be equally at risk of having his bone marrow forcibly extracted. (p.18) 

 

Their arguments emphasise the gendered expectations placed on mothers and the way in which these 

can infiltrate maternity care, particularly with regards to non-consensual procedures.  

 

Contrary to the ill-termed “maternal-fetal conflict,” maternity literature advocates woman centred 

care (Cumberlege, 2016). More generally, the NHS also provides accessible general information online 

about the need for people to consent to medical treatment (NHS, 2019e). However, the obstetric 

violence women reported, and the barriers some interviewees experienced when attempting to 

ensure bodily integrity and autonomy undermine this literature. Whilst participants such as Cat, Elsie, 

Nadia and Ophelia had discussed very positive and respectful previous births, these must be 

contrasted with the inhumane treatment of other women in the cohort.  

 

When women were subjected to non-consensual interventions, the self-sacrifice assumed of the Good 

Mother becomes most apparent.  In Heather’s account for example, a midwife carried out a vaginal 

examination on her without introduction or discussion (Section 4.4.2.iii.b). The midwife therefore 

acted without attempting to request consent. Putting aside the illegality of the act (see Appendix 9), 

the behaviour of the midwife is similar to the arguments raised in section 5.3.2. If Good Mothers are 

expected to be self-sacrificing, requesting consent to an intimate procedure becomes superfluous; it 

is presumed that a Good Mother would agree regardless of any potential physical or psychological 

consequences to herself. Alternatively, as Good Mothers should defer to the opinions of those 

deemed experts (Section 5.3.3.), offering a discussion on the pros and cons of the intervention 

becomes pointless because the Good Mother would be expected to obey what the expert directs 

anyway. Further, based on Wolf’s (2007) notion of Total Motherhood, the Good Mother subjected to 
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this form of abuse, would be expected to accept it without complaint if it were perceived as somehow 

benefiting her child. 

 

In addition to the deference expected of the Good Mother, as already highlighted, women are 

expected to be passive (Kingma, 2021:462). Many of the participants’ accounts illuminated the power 

struggles they experienced when they did not act in this way. Kitty was the most overt in her challenge 

of obstetric authority, demanding a physician leave the room whilst she was in labour. In her I-poem 

‘Power’ it is this exercise of power that comes back to “bite me in the butt in a really sad way” 

(Appendix 6). When the obstetrician returned, she directed a midwife to carry out a non-consensual 

episiotomy. Kitty’s refusal to be passive and defer to medical authority triggered a violent response 

from her obstetrician who acted in ways to show “I’m in charge” (Section 4.4.2.iii.a). The violent 

punishment noted by Kingma (2021) to women who do not conform to social norms is evidenced in 

Kitty’s account.  This further reflects Cohen Shabot’s (2016) interpretation of obstetric violence in 

which the labouring female body requires “domestication by medical authorities,” must be “put in its 

place” and “reminded again and again of its “inherent passivity”” (p.243-4). 

 

Participants who were subjected to obstetric violence such as Alicia, Bianca, Danielle, Fionnuala, 

Heather, Jiskra and Kitty (Sections 4.4.2.iii. and Appendix 6) were treated by HCPs as without voice or 

feeling. Inhumane acts such as episiotomies, rupturing of the membranes and vaginal examinations 

carried out without consent assume women will sacrifice not only their potential psychological, 

physical and sexual health, but also their rights. Such a sacrifice is based on the view of the attending 

HCP that the sacrifice is in some way necessary to either the health of a woman or her fetus. When a 

midwife or doctor makes such a decision, they rob a woman of her ability to decide whether she thinks 

the sacrifice is necessary and worthwhile. Participant narratives demonstrate that when Good Mother 

ideology is invoked as justification for violence against women - whether consciously or not - HCP 

behaviour becomes entrenched in both sexism and misogyny. 

 

5.3.6. ‘Bad’ mothers are brought back in line, condemned and/or punished 
 

 Mum shamed for wearing PJs on school run hits back at critics who say she’s lazy 

 (Daily Mirror headline (Potchin and Meaney, 2021)) 

 

 Children are less likely to be obese if mothers stick to a healthy lifestyle 

 (British Medical Journal (2022) news headline in reference to Dhana et al. (2018)) 
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Data for England, Wales and Scotland … shows more than 140 women had at least 

their eighth termination in 2018 

(Sky News subheading (Mercer, 2019)) 

  

There are social dangers associated with not conforming to Good Mother ideals and interviewees were 

very aware of this. Beyond criminal behaviour, society marginalises and vilifies mothers who are 

perceived to have contravened moral standards. Academic explorations of this have included single 

motherhood (see e.g. Thane and Evans (2012); Lewis and Welshman (1997)) lesbian motherhood 

(Gabb, 2018), indigenous motherhood (Fletcher and Bourgeois, 2015) and the experiences of White 

women who become pregnant by Black men (Bland, 2017). In Britain, studies of teenage, White 

working class mothers described as “chavs” (Tyler, 2008) or “pramface girls” (Nayak and Kehily, 2014) 

have highlighted their media portrayal as “the quintessential sexually excessive, single mother: an 

immoral, filthy, ignorant, vulgar, tasteless, working-class whore” (Tyler, 2008:26). Lone mothers reliant 

on state benefits are frequently perceived as worthy of condemnation (Morrison (2019); Vincent et al. 

(2010) McClain (2005)) whilst scholars in Australia (Cutcher and Milroy, 2010), US (Goodwin, 2020) and 

UK (Armstrong, 2019) have noted how single Black motherhood has been constructed as a particular 

social problem.  

 

Women perceived as ‘bad’ mothers are therefore often singled out for a specific form of social venom 

and those who freebirth are no exception. Perhaps the most avid critic is the Skeptical OB, a US 

obstetrician highlighted in Cat’s narrative (Section 4.5.5.i.c). Her blog contains several posts about the 

subject, with titles such as: The hallmark of women who choose freebirth: emotional immaturity 

(Tuteur, 2018c),  Death, death and more death in a freebirth group (Tuteur, 2018a) and Freebirth is 

akin to vaccine refusal (Tuteur, 2018b). Followers of her blog often contribute similarly minded 

comments condemning women for their perceived stupidity and egotism. Notably however there are 

some who comment within these publications about the problem of ‘mother shaming.’ 

 

The examples highlighted above provide an insight into the type of condemnation women and mothers 

face when making personal decisions regarding their health and lives. This section will discuss the ways 

in which interviewees’ narratives demonstrated the castigation some women experienced for their 

birthing decisions and the ways in which NHS staff attempted to bring women ‘back in line.’ This is set 

against a broader understanding of the punishment of mothers for their wider reproductive decision-

making. These points will be outlined under the following headings: 
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• 5.3.6.i.  Bringing mothers ‘back in line’: Negative responses to women’s 

decision making 

• 5.3.6.ii.  Unethical staff responses 

• 5.3.6.iii.  Condemnation and punishment 

 

5.3.6.i. Bringing mothers ‘back in line’: Negative staff responses to women’s decision 
making 
 
[This section forms part of a publication in The Practising Midwife – see Appendix 9] 

 

Unpredictability in staff responses to women’s birthing preferences was a reoccurring issue in 

women’s narratives (see Sections 4.5.4.i. and 4.7). Although there were examples of women declining 

interventions without issue, such as the experiences of Elsie, overwhelmingly, women recognised that 

this was not a straight-forward process. This was at the heart of the strategies women - and some 

health care professionals (see Elsie’s experience in Section 4.5.4.ii.) - employed to navigate a maternity 

system that was perceived as authoritative (Section 4.5.3). Given the presumption that women would 

automatically access maternity services, interviewees were often surprised when their plans were 

accepted without challenge. Fionnuala’s use of the word “gobsmacked” is indicative of this (Section 

4.5.4.i).  

 

Returning to the concept of the Good Mother, its impact as a social norm is fully revealed when women 

did not conform to ideal standards of behaviour and HCPs responded negatively to their decision 

making. The concept of punishment in these circumstances will be discussed in Section 5.3.6.iii. 

However, with regards to the expectations that Good Mothers will access maternity services, defer to 

the opinions of HCPs and self-sacrifice, there is a separate point to be made. In interviewees’ accounts, 

there was evidence that when women did not conform or follow proposed medical pathways, often 

HCPs employed tactics to make them conform. In other words, these efforts would aim to bring women 

‘back in line.’ Staff would in effect, act to make women meet Good Mother ideals relating to accessing 

services and deferring to HCP authority.  

 

The range of staff responses and therefore their unpredictability may reflect the mixed messages staff 

receive from law and policy (see for example, Section 5.3.2.iii). In this section, however, I wish to focus 

specifically on contextualising the attempts made by HCPs to make women conform. This has been 

alluded to above regarding obstetric violence, but the purpose of this section is to argue the unethical 

nature of such practices and link these to feminist thought on Good Mother behaviour.  
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5.3.6.ii. Unethical staff responses 

The data raised ethical issues regarding consent. I have already outlined the law in Section 1.3, but to 

reiterate, pregnant women have the right to decline medical interventions they do not wish to 

undergo.  In NHS maternity provision, all interventions should therefore be “offered” and this is the 

language used in clinical guidelines (see for example NICE (2021a)).  This language emphasises woman-

centred care as advocated by Better Births (Cumberlege, 2016) and avoids notions of paternalism.  On 

paper, women are not expected to adopt outdated characteristics of ‘the sick role’ (Parsons, 1951); 

rather, both RCOG and RCM aim to “plac[e] women’s voices at the centre of their health and care” 

(RCOG (2022); RCM (2022)). 

Wertheimer (1988) unpacks in detail the philosophical underpinnings of an offer.  Offers are freedom 

enhancing, voluntarily accepted, and the recipient can opt to decline them (p.204). Interviewees 

repeated language from respectful staff that reflected Wertheimer’s (1988) notion of an offer, 

reporting HCPs’ use of phrasings such as “Would you like… Do you want…” (see Alicia in Section 4.7.3). 

This type of language gives women an opportunity to say ‘no’ and decline what is being proposed.  It 

reflects ethical standards pertaining to autonomy and nonmaleficence (Beauchamp and Childress, 

2001) in addition to protecting women from criminal assaults in the form of unwanted touching (see 

the legal case of Collins v Wilcock, [1984] 1 WLR 1172).  

However, women did not always find themselves in this position. Obstetric violence in the form of non-

consensual interventions is an obvious example (see Section 4.4.2.iii). Most notably in women’s 

accounts were issues regarding Wertheimer’s (1988) latter point – some participants were in situations 

where they were unable to decline an ‘offer.’ 

 

5.3.6.ii.a. Offers that cannot be refused 

It is somewhat anomalous to describe an offer as one that ‘cannot be refused’ as the phrase has 

negative connotations to words or circumstances linked to threats.  There is a significant body of 

philosophical literature related to this, but the foundational text is Nozick’s (1969) essay entitled 

Coercion. Nozick’s (1969) paper takes the philosophical discussion of coercion way beyond the 

parameters of this thesis. However, in brief, threats appear when one person communicates to 

another that there will be negative consequences if that second person pursues a particular course of 

action.   Such a set of circumstances is motivational for the listener who acts to avoid the consequence 

that the speaker will bring about (see also Anderson (2017:4)). Threats become an ethical concern 
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because coercion “is normally an insult to a person’s autonomy. He is being treated like a non-

autonomous agent, an animal, a baby, or an imbecile” (Raz, 1988:156). 

 

The two most obvious examples in the data were threats made by HCPs to Alicia and Danielle that if 

they did not access maternity services staff would call Children’s Services (Section 4.5.4.i). A recent 

RCM briefing sheet released during the Covid-19 pandemic specifically highlights that such an 

approach is “not appropriate” (RCM, 2020:2). However, at the time of the incidents such guidance had 

not been published. Like the arguments I have made with regards to other forms of relevant 

information for women wishing to exercise their rights, it is questionable why such publications did 

not exist until 2020. Given women’s interest in freebirth during the pandemic (see Appendix 8), this 

may explain the RCM’s recent clarification. Until that point though, a lack of information paved the 

way for Good Mother ideology to infiltrate staff decision-making and use the threat of Children’s 

Services to bring women ‘back in line.’ As Alicia recalled, such threats were “terrifying” with both her 

and Danielle subsequently meeting with HCPs. 

 

5.3.6.ii.b. Manipulation 

Within the data women reported acts of manipulation by health care staff. It should be noted that 

women did not specifically use this term. However, contrasting women’s experiences with 

philosophical and ethical literature, reveals how manipulation is an appropriate descriptor.  

 

Manipulation affects autonomy by perverting the way a person “reaches decisions, forms preferences 

or adopts goals” (Raz, 1988:377-8).  It has been the subject of much academic scrutiny and incorporates 

a wide range of circumstances including the use of tactics such as charm, deception and emotional 

blackmail (Noggle, 2020).  One form of manipulation that Faden et al. (1986) explore as a way in which 

clinicians may undermine informed consent is via “manipulation of information”(p.362).  Deception is 

an obvious example and consists of intentional strategies such as lying to make a person believe 

something that is false (p.363).   

 

It is impossible to know the intentions of the HCPs involved, but Bianca, Jiskra and Danielle reported 

potential examples of this which resulted in them submitting to invasive medical procedures they may 

otherwise have declined (see Appendices 6 and 9 and Section 4.4.2.iii.c). Perhaps the most striking 

example is Danielle’s recollection of being told post-birth that if she did not agree to a blood 

transfusion, she would have to stay in hospital for three weeks (Section 4.4.2.iii.c). Similarly, Alicia was 

told her freeborn baby may have a heart murmur (Section 4.7.3), and fearing a “social services type 
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thing,” Polly was coerced into attending hospital post-birth (Section 4.7.2). The effect of these acts is 

that women were deceived into conforming to Good Mother standards of behaviour; their autonomy 

was curtailed, and they were cornered into submitting to medical authority.  

 

5.3.6.ii.c. Browbeating 

Browbeating is not a philosophical or bioethical term, nor is it a word that appears anywhere in the 

data. However, when women reported declining an intervention, some also recalled staff continually 

contacting them as a way of persuading them to make alternative decisions. Alicia and Danielle 

described this as “harassment” (Section 4.5.4.i). In Alicia’s case, this also included staff arriving at her 

home unannounced. In Leah’s case, when midwives discovered she planned to freebirth “I had to meet 

them again and go over it all again” (Section 4.5.4.i.) thus depicting a sense of repetitive conversations.  

In these examples, HCPs refused to accept interviewees’ decision making, therefore eroding women’s 

voices. Staff behaviour suggested a belief that insistence on a particular course of action would result 

in women simply relenting. Danielle’s description of an argument during labour with a midwife who 

wanted to insert a cannula exemplifies the effect this tactic can have. As she states, “I did not consent. 

Like, I just gave up in the end.” (Section 4.4.2.iii.c).  

 

This not only has potentially serious consequences regarding informed consent, but worryingly, it 

reflects existing guidance. Current RCM (2020) guidance published during the pandemic states that if 

a woman reveals her intention to freebirth, “the maternity service should reach out to the woman to 

build a dialogue” (p.1). This should include “arranging for a midwife to spend time talking with the 

woman” (p.2), “explore why she wants to have an unassisted birth” and “spend time explaining the 

evidence about any particular individualised risk factors” (p.2). Notably, the advice outlines that 

midwives should “[g]ive the woman time to reassess her decision and review [the] conversation again” 

(p.2).  

 

Although none of this guidance existed during interviewees’ experiences, the point is that such advice 

presupposes women are under an obligation to explain and justify their decision-making to maternity 

staff. As already noted in Section 5.3.2.iii., there exists no such legal obligation; this is simply a social 

norm reflecting Good Mother ideology which expects women to access maternity services and defer 

to HCP authority. Nowhere in the guidance does it emphasise that women do not have to explain their 

decision making, nor does it inform HCPs that this is a possibility and the steps they should take within 

their own practice to respect it. This leaves midwives in a very difficult situation. It is unknown whether 

the midwives in interviewees’ accounts referred to Trust policy, which was similar to the RCM 
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approach, whether midwifery education advocates such behaviour or if staff simply decided to employ 

these tactics based on individual practice.  

 

Whatever the circumstances, in the examples outlined above, midwives would not accept women’s 

decision-making. This may be symptomatic of the fear of litigation that exists within the NHS (see 

Section 5.3.3.iii). On a broader note, this could also reflect pressures felt by HCPs to outline risks as 

per Montgomery v Lanarkshire Health Board [2015] UKSC 11 and the legal and professional 

consequences that may arise if they do not. Additionally, it is possibly symptomatic of rhetoric 

regarding “shared decision making,” which features in considerable detail in NICE (2021b) guidance. 

Whilst shared-decision making may be appropriate when women request an intervention, it is a 

misnomer when they decline one, particularly when contextualised against existing law and the lack 

of any legal obligation on women to access maternity services. Although some women may appreciate 

support from a HCP regarding a decision to not undergo an intervention, from a legal perspective, 

pregnant women do not need permission to abstain from accessing a service, nor do they require their 

decision to be authorised by health care staff. Good Mother ideology linked to the expectation that 

women should defer to HCP authoritative knowledge on risks and share their decision making with 

staff provides a possible explanation as to why some midwives pursued non-consenting women so 

vigorously.  

 

5.3.6.iii. Condemnation and punishment 
 

The Royal College of Midwives (RCM) said: "Having a qualified midwife or other 

skilled medical professional present throughout childbirth significantly reduces the 

risk to both woman and child." (Bryan, 2022) 

 

The above quote highlights the prevailing biomedical view of birth and thus freebirth. As already noted 

in Section 5.3.4.ii.a., such a view dismisses any genuine fears a woman may have regarding the 

protection of her own mental, physical, emotional and sexual health and the avoidance of obstetric 

violence or an overmedicalised approach to childbirth. When a woman is perceived as putting her 

unborn child at risk by declining maternity care, not deferring to expert advice, and attempting to 

include her own needs in her decision-making, she may be both condemned and punished. This 

becomes apparent in women’s narratives.  

 

These are discussed under the following headings: 
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• 5.3.6.iii.a. The ‘Terrible Mother’ and mother blame 

• 5.3.6.iii.b. Contextualising interviewees’ accounts of condemnation and punishment 

 

5.3.6.iii.a. The Terrible Mother and mother blame 

As noted above, the concept of the ‘bad mother’ is apparent in a range of literature (Section 5.3.6), 

but interestingly it can also be seen in the foundations of the Quest Narrative. Drawing on this and the 

Jungian archetypes on which Campbell’s (2008) hero is based, Jung refers to the shadow side of the 

Great Mother archetype as the Terrible Mother (Jung, 1970:16). Inspired by Jung, Neumann et al. 

(2015) explored the way in which the archetype of the Great Mother and her shadow side have been 

represented in art and culture. Linked to myth and symbolism, Neumann et al. (2015) write “the dark 

side of the Terrible Mother takes the form of monsters…” (p.148).  

 

Whilst both Jung and Neumann et al. (2015) are discussing symbolism and myth as opposed to real, 

individual women, the point is that the Terrible Mother is seen as a destructive force. Caputi (2004) 

links this archetype to childbirth. She highlights the word ‘delivery’ in maternity care, its dictionary 

meaning as synonymous to “liberate… rescue, save” (p.30) and the role of the HCP in ‘delivering’ the 

baby: 

 

The word and the birthing practice it describes point to a system that views all 

mothers as Terrible, as evil monsters from whom the child must be saved. (p.30.) 

 

Although Caputi (2004) takes an extreme view, she is not alone in recognising an element of social 

suspicion or fear surrounding women’s behaviour and its impact on both born and unborn children. 

‘Bad’ mothers have previously been blamed for their children’s homosexuality, autism, schizophrenia 

and phobias (Caplan and Hall-McCorquodale, 1985).  In the past, terms such as “refrigerator mother” 

(Bettelheim, 1967) and “maternal overprotection” (Levy, 1939) were applied diagnostically to mothers 

considered to be the cause of their children’s perceived emotional and behavioural problems. Rich 

(1986) dryly notes that before the so-called Boston Strangler was identified, police incorrectly believed 

the killer was motivated by “mother hatred.”  Consequently, officers created a profile of the type of 

woman they believed his mother would be: “sweet, orderly, neat, compulsive, seductive, punitive, 

overwhelming” (p.187). Indeed, “mother-blame” has emerged as a feminist term used to describe the 

ways in which a child’s perceived problems are caused by its mother and not wider social and 

economic factors (see Milne (2020:169). 
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Linked to this is the argument of the “maternal body as environment” (Lappé, 2016). In other words, 

women should adopt specific standards of behaviour because their bodies can directly impact fetal 

health.  Bypassing the influence of environmental or other socio-economic factors, research and policy 

have often depicted women’s bodies and actions as hazardous to fetal welfare. Recent examples 

include discussion and critique regarding links to autism (Lappé, 2016), obesity (Lupton, 2018) and 

Fetal Alcohol Spectrum Disorder (Lee et al., 2022). Bell et al. (2009) go as far as stating US public health 

concern with pregnant women’s perceived overeating, smoking and alcohol consumption has become 

a “moral panic” (p.157).  Accompanying this fear of bad mothering is social condemnation and 

punishment and in the most extreme cases criminalisation.  

 

5.3.6.iii.b. Contextualising interviewees’ accounts of condemnation and punishment 

There is a growing body of work challenging the criminalisation of pregnant women for acts carried 

out during pregnancy, which were perceived to risk or damage the health of their unborn child. Much 

of this arises from an exploration of American criminal cases whereby women have been imprisoned 

for taking illegal drugs during pregnancy, experiencing miscarriage, stillbirth or attempting suicide (see 

Goodwin (2020); Paltrow and Flavin (2013); Meredith (2005); Roth (2000)).  Scholars outside of the US 

have also begun to challenge such legal cases within their own jurisdictions. This includes a notable 

case in El Salvador whereby one woman was sentenced to 40 years’ imprisonment for aggravated 

homicide after experiencing a miscarriage (Viterna and Bautista, 2017). Further, the World Health 

Organisation considers abortion a form of health care (WHO, 2022), yet it is illegal in many countries 

throughout the world (CRR, 2022). Indeed, abortion remains a criminal offence in England and Wales 

if it is carried out without the agreement of two medical professionals (see section 1 of the Abortion 

Act 1967). As such, both nationally and globally women can face criminal prosecutions for personal 

decisions that affect their own reproductive health.  

 

Policing women for decisions made during pregnancy is therefore not unusual. Whilst none of the 

women in this cohort was prosecuted, Marion was investigated by police. It is unknown how many 

women who freebirth experience such a response.  However, the “aggressive” approach and 

“interrogation” (Section 4.7.2.) she experienced sits on this global continuum of women being 

subjected to investigation by authorities when they act in ways others perceive as dangerous to their 

unborn children.  Of note, is that these ‘acts’ are often natural physiological processes - miscarriage, 

stillbirth, and in Marion’s case - childbirth. Her failure to act as the Good Mother and access NHS 

services positioned her as someone perceived as worthy of suspicion. Even though officers could see 
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her newborn was well cared for during her attendance at the police station, their insistence at visiting 

her either at “10pm on Friday” or “10pm on Saturday” appears bullish and unnecessarily menacing.  

 

Of relevance, is that Marion did not consider the way she was treated as punitive although she 

described feeling “terrified.” Given that officers selected such an inappropriate time and then failed 

to arrive does however suggest that Marion was being subjected to some form of punishment - 

primarily the fear of having her baby taken away.  

 

It is difficult to reconcile this aspect of Marion’s account with a genuine police concern for her baby’s 

welfare. Parallels can be drawn with Freeman (1975) and her point about women who are blamed for 

being raped. Such blame, she argues, is associated with women “behaving as though they were free” 

(quoted in Rich (1986:14)). Punishment and coercion become central here. Whether Marion would 

take the same path for pregnancy and birth again is unknown; however, such a frightening response 

from police could be viewed as at least discouraging of freebirth. As Blackie (2021) notes, it is “guilt, 

shame and fear” that are the “tools of control” employed to silence women (p.209).  In Marion’s case, 

the police response was arguably an attempt at employing those tools.  

 

These tools are also apparent in Alicia, Fionnuala and Polly’s accounts. Alicia’s experience of the 

paediatrician who “looked down her nose at me” to the extent that Alicia could “sense the disgust 

oozing off her” is indicative of this (Section 4.7.3). The control manifests itself when she is left with 

her newborn and three other children in a side room “all day long, the whole day, twelve hours.” The 

punishment becomes the stress, upset and tears Alicia describes. Further, in Fionnuala’s account her 

interaction with the post-natal midwife who argued with her over the legality of freebirth is suggestive 

of Blackie’s (2021) view, particularly in relation to the use of fear (Section 4.7.3). Polly’s power struggle 

with her post-natal midwife also resulted in her becoming fearful of a “social services type thing” and 

“that someone was gonna take our baby away from us” (Section 4.7.2). In these examples, staff 

responded negatively to women’s perceived ‘misbehaviour’ and violation of Good Mother ideals; 

without any specific law or policy to rely on staff simply demonstrated frustration and/or confusion at 

their inability to control women’s behaviour.  

 

5.4. Summary of Discussion 

Using the output of the fourth VCRM reading (Mauthner and Doucet, 1998:132) I have presented the 

‘Dependent World,’ which Hudson (2010) argues is key to the heroine’s journey (p.30-31). This 

incorporates social convention and power structures (Hudson, 2010:32-34), both of which can serve 
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to silence women (see Brown and Gilligan (1992:29)). These social forces are what the protagonist 

must overcome to pursue the Quest Narrative as originally conceived by Frank (2013). My argument 

is that given the way in which the law supports women’s rights to bodily integrity and autonomy, the 

difficulties some interviewees experienced in navigating the maternity system and birthing on their 

own terms, can be explained by reference to the Good Mother concept.  

 

As demonstrated, the Good Mother concept is pervasive and deeply entrenched within Western 

society. In women’s narratives, it culminated in various standards of behaviour that interviewees 

either believed they would be expected to meet, or HCPs did in fact act in ways suggestive that women 

ought to meet those standards. Even when women made atypical decisions and were supported by 

health care staff, participants often expressed surprise at this support or demonstrated initial 

hesitancy in being open with midwives and doctors.   

 

In essence, women understood that they were expected to take responsibility for their health, access 

NHS maternity services and defer to HCPs and biomedical expertise. This was evidenced in NHS 

literature, Trust policies on concealment of pregnancy and administrative requirements regarding 

MATB1 forms and the notification of birth. In some cases, it also became apparent when staff 

appeared confused or frustrated when women did not conform to these Good Mother ideals.  

 

Further, the data highlighted how maternity encounters often included an expectation that women 

be self-sacrificial regarding their unborn babies, and this was most evident in accounts of obstetric 

violence. In these cases, not only were women’s bodies cut or penetrated without consent, but these 

violent - and potentially criminal - acts presumed that interviewees would be willing to sacrifice their 

psychological, physical and sexual health alongside their rights to bodily integrity and autonomy.  

 

In contrast to the difficulties participants had in challenging social norms, when women conformed to 

Good Mother ideals, they reported receiving no congratulatory response from HCPs or wider society. 

In fact, from interviewee accounts, breastfeeding, women’s commitment to physiological birth and 

the intense preparation and self-responsibility women undertook to prepare for the freebirth, 

appeared to add nothing to their Good Mother credentials.  

 

Negative responses from HCPs and other professionals towards women’s decision making and 

perceived failure to meet Good Mother standards was often unethical if not unlawful. In the 

narratives, threats, manipulation, and browbeating were tactics employed by HCPs to bring women 
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‘back in line.’ In addition, post birth some participants were investigated and/or reprimanded for not 

meeting Good Mother ideals. Although many interviewees had respectful care post birth, others 

experienced a punitive response that demonstrated HCP frustration in women’s perceived 

‘misbehaviour.’  

 

In this study, the spectre of the Good Mother played a pivotal role in women’s accounts. It is this 

concept that turns women’s stories into Quest Narratives. Without the pervasive impact of Good 

Mother ideals, women’s desire to exercise their legal rights to bodily integrity and autonomy should 

be straightforward. The law imposes no requirement to submit to medical intervention and therefore 

the decision to decline aspects of maternity care and to freebirth should not include - as one 

interviewee described it - “hassle.”  

 

The fact that such hassle exists is indicative of a maternity system that expects conformity. Good 

Mother standards meant that when women did not conform, they ran the risk of being ignored, 

forcefully silenced or subjected to violence.  VCRM, the heroine’s journey and the Quest Narrative 

therefore converge to provide the framework within which the Good Mother concept is brought to 

bear. It is from within this prism that women’s freebirth narratives can be both contextualised, 

understood and illuminated.  
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6. Implications for Policy, Practice and Research 
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Although this study provides insight into various gaps in the evidence base, it also raises many 

questions and reveals areas of policy and practice that are currently lacking. What follows are 

implications for policy, practice and research based on the outcomes of this study. 

 

Implications for policy 

 

1. The creation of maternity literature that explicitly outlines pregnant women and people’s 

rights 

Maternity literature must include better information on rights. There is a concerning lack of NHS 

information on freebirth and women’s rights, particularly those pertaining to autonomy, bodily 

integrity and the right to decline an offer of care. It is unacceptable that third sector organisations are 

left to create and disseminate this information.  Consequently, the lack of NHS literature is not only 

problematic for pregnant women but as demonstrated in the data, may also lead to HCPs 

misunderstanding the relevant law and ethical principles and thus responding inappropriately to 

women’s decision-making.  

 

2. Better information regarding administrative requirements  

Existing administrative requirements regarding MATB1 forms and the notification of births need to be 

clarified so that women who exercise their right not to access maternity services are not unfairly 

penalised. If Trusts are to respect the law pertaining to women’s rights, information must be provided 

on how women can satisfy legal requirements even if they did not have a midwife or doctor present 

at their baby’s birth.  

 

3. Better approach to crisis pregnancies than the use of “concealed pregnancy” policy 

Better policies must be developed than those relating to “concealed pregnancy” if Trusts aim to 

support women experiencing crisis pregnancies whilst not condemning women who are exercising 

their legal right to decline services. Existing policy in some Trusts and Child Protection Services erode 

women’s right to autonomy, bodily integrity and informed consent by framing women who exercise 

their right not to access maternity services as concealing their pregnancies and thus acting 

suspiciously. Negatively positioning all women in this way is unlikely to be conducive to developing 

positive relationships between staff and those women who are exercising their legal rights.  
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Implications for practice 

 

1. A need to ensure a uniform approach to maternity care 

The unpredictability in staff responses to women’s decision-making was hugely problematic as 

participants became trepidatious of voicing their true intentions. The data showed that the silencing 

of women in this way is not conducive to creating a positive and open relationship between midwives 

and the people they support. Further, the existence of excellent levels of care contrasted sharply with 

accounts of coercion and obstetric violence. Nationally, standards must be raised so that all pregnant 

women and people can enjoy maternity provision that is lawful, ethical and safe, whilst ensuring an 

empathetic space for open dialogue - should pregnant women and people wish to engage with NHS 

maternity services.  

 

2. Eradication of obstetric violence 

Evidence of obstetric violence is a major concern in this study. Given that women were geographically 

spread, this cannot be simply the result of bad practice in one Trust. Whilst no interviewee was 

motivated to freebirth solely by a previous experience of obstetric violence, it was apparent that such 

incidents were influential in interviewees’ decision-making. It is inexcusable for any woman to be left 

in a position where their decision to disengage with maternity services and to freebirth is even partly 

linked to previous abuse at the hands of maternity staff. It is therefore imperative that investigations 

are carried out regarding how endemic this abuse is within NHS maternity provision and steps are 

taken to eradicate it.   

 

Significantly, such violence is also a potential criminal offence. Given the existing litigious NHS 

environment, any future finding of HCP criminal liability is likely to be detrimental to wider staff 

working in a culture that is already problematic. Steps must be taken to expunge obstetric violence 

from maternity services so as to protect both pregnant women and health care staff.  

 

3. Improved education on informed consent 

In this study, there was evidence of HCPs having a complete disregard of, or misunderstanding 

towards, the concept of informed consent. It is unknown from this research how HCPs are educated 

on this subject and whether ethical considerations form a significant part of their professional training. 

However, the levels of abuse and coercion in the data indicate that there may be gaps in the education 

base or a failure of relevant governing bodies to provide appropriate guidance on how staff should 

respond if women decline recommended care pathways. Better educational provision is therefore 
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needed to ensure HCPs are fully cognisant of legal and ethical standards and are able to refresh their 

knowledge throughout the course of their careers. 

 

4. A need to listen to women 

Although there was evidence of midwives feeling confident in supporting physiological birth, primarily, 

birth was approached via a biomedical standpoint. Expectations were placed on women to submit to 

this mindset. Respecting that not all women make judgements solely on the medical evidence base 

and that other factors may play a role in their decision making (such as religion, embodied knowledge 

or previous abusive interactions with HCPs), is a step towards displacing the power dynamics inherent 

in the relationship between HCPs and pregnant women. In addition, understanding that pregnant 

women and people can contribute relevant perspectives which are unique to their own situation and 

are positioned beyond the realms of the medical evidence base will start to elevate this form of 

knowledge from that considered “subjugated.”  This may better contribute to a respectful service that 

takes a holistic approach to maternity care. 

 

Implications for research 

 

1. Understanding the role of the doula 

Doulas played a significant role in women’s accounts. It is questionable why a woman would hire a 

doula to attend her birth, but not allow midwifery or medical presence. This is a question raised by 

this study and which requires further investigation.  

 

2. Understanding what makes ‘good practice’ 

In this study there was evidence of excellent NHS care that was both enjoyed and appreciated by 

interviewees. This incorporated woman-centred care, an opportunity to forge relationships with staff 

and access to homebirths and birthing centres. Further research must be conducted on the positive 

experiences pregnant woman and people have had with NHS maternity services so that these can be 

celebrated and replicated.  This is not only crucial to raising standards but also to championing good 

practice.  

 

3. Understanding the impact of the Good Mother concept 

From an academic perspective, scholars from several disciplines have grappled with the concept of 

the Good Mother. It is apparent that this social norm is ubiquitous in Western society and plays a role 

in many areas of women’s lives including health, criminal justice and the media. Further exploration 
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of this concept may assist in crystalising the ways in which this type of gender discrimination manifests 

in society.  Whilst I have made inroads into the wide range of literature on the subject, it is a 

phenomenon worthy of much broader scrutiny. 

 

4.  Development of the Quest Narrative for the social sciences 

VCRM is both prescriptive and fluid and therefore enables researchers to develop their own 

approaches, particularly to the way in which they present the findings of their study. The Quest 

Narrative has a rich theoretical foundation that appears in a spectrum of disciplines, including 

psychology, English Literature, bioethics and eco-feminism. Applying the Quest Narrative and the 

hero/heroine journey to the social sciences therefore provides an opportunity to draw on an eclectic 

range of relevant literature to create unique and innovative academic research. This study introduces 

one such approach and provides a starting point for researchers to further develop alternative ways 

of presenting the results of social science studies and in particular findings captured via VCRM. 
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7. Strengths and Limitations of the Study 
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7.1. Strengths 

The key strength of this study is the comprehensive analysis of the voices and experiences of a 

marginalised population, who are frequently vilified and misunderstood. Further, freebirth is an 

understudied phenomenon, particularly within the UK and from outside of the midwifery sphere. My 

research however, is the most in-depth exploration of the experiences of freebirthing women in the 

UK thus far, and one which draws on a broad range of disciplines to examine the phenomenon. In 

addition, whilst previous authors have written in-depth on obstetric violence, empirical data appears 

only infrequently in the literature. Unusually however, I have captured women’s perspectives and 

descriptions of being subjected to such abuse. Importantly, I have used an innovative methodology to 

analyse my data and have faithfully applied the four required VCRM readings. To present my findings, 

I have created a unique approach via the Quest Narrative, and reflecting VCRM’s emphasis on 

narrative, I have used an unconventional, feminist version created by storytellers. 

 

The study was greatly enhanced by the opportunity to volunteer with AIMS. This was supported by 

ESRC, via a funded three months’ internship with the charity. It enabled me to avoid approaching 

freebirth as an individual phenomenon and instead ensured that I could consider it against the wider 

complexities of the maternity system. I was also able to draw parallels with other issues, such as the 

politicisation of so called ‘normal’ birth. Further, the connections I made with volunteers, the insights, 

experiences and ideas they shared with me helped shape my understanding not only of the data, but 

also of the very different perspectives from which women may view birth. This included for example, 

academics involved in the charity, doulas, midwives, mothers and activists.  

 

The study also benefited from quick recruitment (completed within 4 months), and the ability to 

interview women in-person. Quick recruitment ensured plenty of time for analysis, and face-to-face 

interviews created the opportunity to build rapport with interviewees. I was fortunate enough to 

complete the interviews prior to the COVID-19 national lockdown meaning that there was no need to 

restructure my methodological approach.  

 

Dissemination of the results to a wider audience outside of academia was an additional strength. This 

was achieved via arts-based grants provided by ESRC, King’s College London and Wellcome Trust. 

Being able to work with professional and lay people outside of academia as a way of invoking public 

and patient involvement created a semblance of humility in my own contributions to these projects. 

Further, the short video reached such a wide and diverse audience that it instigated people from 

outside of academia to engage with my work. This reach taught me important lessons about 
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accessibility and encouraged me to publish work outside of academia. These publications created a 

loop of feedback which helped shape and crystalise my thoughts and ideas.  

 

Finally, ESRC funding ensured that I was able to devote full time working hours towards the study’s 

completion. I was also able to use my funding to hire professional transcribers, meaning that beyond 

checking for minor errors, I did not have to spend time transcribing all my interviews. This allowed me 

to concentrate on the very time-consuming task of employing a VCRM analysis. In addition, ESRC also 

provided additional 6 months funding to compensate for the difficulties I experienced trying to 

complete the research whilst home-schooling three children during the pandemic.  

 

7.2. Limitations 

This study captured the experiences of sixteen freebirthing women. It did not capture data from 

specific cohorts who may freebirth for reasons outside of those presented in this study, for example 

trans men and non-binary people (LGBTFoundation, 2022). There may therefore be demographics and 

perspectives within the freebirth community who do not feature in this study.  

 

Much of this research was conducted during the COVID-19 pandemic. Although I did take steps to 

engage with people in ways to enhance the study, there were fewer opportunities to mix generally 

with my supervisors, fellow students or researchers tackling similar areas. As a result, there is some 

risk that I have experienced fewer challenges to my line of thinking than may have arisen if the 

pandemic had not occurred.   

 

Although this is a qualitative study and therefore capturing participant demographics is not a 

prerequisite to robustness, understanding the demographics of my cohort may have provided 

additional insights, particularly regarding the Good Mother concept. Given current concerns regarding 

racism in maternity care (see for example Birthrights (2022)), documenting women’s ethnic 

backgrounds may have provided opportunity for some interrogation of this subject. This may have 

contributed an additional insight regarding the phenomenon of obstetric violence.  
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8.1. Introduction to reflexivity 
 

In this chapter I provide a reflexive account of the study. A useful definition to guide my approach is 

given by Berger (2013). She describes reflexivity as: 

 

the process of a continual internal dialogue and critical self-evaluation of [a] 

researcher’s positionality as well as active acknowledgement and explicit recognition 

that this position may affect the research process and outcome.  (p.220) 

 

Berger (2013) continues by expanding on the relevant aspects of a researcher’s positionality: 

 

…gender, race, affiliation, age, sexual orientation, immigration status, personal 

experiences, linguistic tradition, beliefs, biases, preferences, theoretical, political and 

ideological stances, and emotional responses to participant. (p.220) 

 

Against this backdrop, the purpose of reflexivity is to invoke rigor, trustworthiness and validity (Probst, 

2015:39). However, there remain questions regarding how a researcher should be reflexive and how 

much reflexivity is enough (Pillow, 2003).  

 

With regards to the ways in which I ensured reflexivity, I kept a reflexive journal, published work within 

and outside of academic journals to receive initial feedback, and volunteered with AIMS thus enabling 

me to work alongside people outside of academia. Further, the creation of the short film and graphic 

zine (see Sections 9.2 and 9.3) required me to engage with public and patient involvement practices 

when disseminating my findings and therefore created opportunities for self-reflection, challenge and 

a better recognition of my own biases and position. These approaches were also complemented by 

the first VCRM reading, whereby I noted my emotional response to the data (Brown and Gilligan, 

1992:27).  

 

In relation to questions surrounding the level of depth and insight a researcher ought to employ in 

order to be reflexive, I have aimed to avoid simply parroting my demographics; rather I have 

endeavoured to provide insight into some of my thought processes by drawing on influential aspects 

of my research experiences. However, it should be noted that it is difficult to know exactly what factors 

impact one’s own research. For example, a TV documentary watched outside of my studies 

fortuitously introduced me to Joseph Campbell (2008) and the hero’s journey. Reading for pleasure 

books such as Kate Chopin’s The Awakening inadvertently confirmed to me the theories of Hudson 
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(2010). These experiences did not form part of the study per se, and yet became pivotal to the way I 

approached the data, understood the narratives and presented the findings. I therefore offer these 

examples as limitations to reflexivity; how deep the researcher should go into their own positionality, 

influences, background and worldview is questionable, especially if they wish to avoid what Denzin 

(1997) describes as “narcissism” or “solipsism” (p.218) and Pillow (2003) labels “confessional tales” 

(p.183). 

 

My reflexive insights appear throughout the thesis, particularly in Chapter 3. However, I discuss 

reflexivity in more detail in the following sections of this chapter: 

 

• 8.1.1. My motivations for women’s experiences of freebirth 

• 8.1.2. A rights-based feminist approach 

• 8.1.3. Maintaining reflexivity 

• 8.1.4. The reflexive journal 

• 8.1.5. Working with AIMS 

• 8.1.6. Working with interviewees and their stories 

 

8.1.1. My motivations for researching women’s experiences of freebirth 

Prior to 2009, I had no interest in the maternity services, pregnancy or childbirth and had never taken 

any notice of the complexities and politics surrounding midwifery or obstetric practices. That changed 

dramatically after I had my own son and experienced appalling care and obstetric violence. My next 

two pregnancies became a battle to protect my own autonomy, bodily integrity and mental health. 

These are experiences I do not wish to revisit in my viva and therefore they do not feature in this 

thesis.  

 

Given these events, I required support and at that time sought information on my rights from AIMS. 

As the years passed, I became more involved in the organisation, writing articles for their journal and 

getting to know the other volunteers.  It was the volunteers at AIMS and their work which highlighted 

to me that pregnant women have rights, and that maternity care is voluntary – facts I had never before 

contemplated. Strangely, even though I had a master’s degree in international human rights laws, I 

had never considered applying that knowledge to my own situation. This was also despite working in 

a role that required me to understand the laws and policies pertaining to crimes regarding abuses of 

women, including domestic violence and female genital cutting. Whilst exploring the complexities of 

the maternity system, I realised that freebirth existed and that many of the things I had been led to 
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believe during my first pregnancy – particularly about what I ‘had to do’ and what I was ‘allowed to 

do’ – were simply untrue.  

 

Freebirth became a lens through which I could explore how women exercise their rights to say ‘no’ 

and ‘stop’ during maternity interactions. From my own experiences, I knew that telling a midwife “No, 

I don’t want to attend that appointment,” or “No, I don’t want to have that test” was not a simple 

case of being heard, acknowledged and respected. Why that was the case was unclear to me, 

particularly when the law was so straightforward.  This question became the impetus for my doctoral 

study.  

 

8.1.2. A rights-based, feminist approach 

I have approached this research from a rights-based perspective. I am not interested in judging women 

and their decision-making or analysing the perceived risks associated with freebirth. Whether a 

woman made a so-called ‘sensible’ decision or that decision aligned with the medical evidence base is 

not my concern. Further, it is not my aim to prevent women freebirthing or to explore ways of 

convincing women to make alternative decisions. I am only interested in whether women and their 

rights are respected within NHS maternity provision and if they are not, exploring why that is so.  

 

It may seem that my approach hangs on my own experiences of obstetric violence and that this is 

somehow a defining characteristic of the thesis. But that would be incorrect; I have always undertaken 

rights-based work. Further, I have frequently worked with marginalised people and third sector 

organisations particularly in situations when people’s rights are violated. Whilst I do not intend to take 

a self-indulgent approach to reflexivity, I could, for example, point to my previous work with charities 

supporting the Gypsy and Traveller community or those helping disadvantaged children in Liverpool. 

I could also detail face-to-face conversations with men on Louisiana’s death row or with women whose 

children were being permanently removed from their care.  

 

Perhaps most relevant is my simply being a woman in a man’s world. I am cognisant of both the 

disadvantages and the dangers of this. I spend a lot of time retracing the steps of the women who 

came before me, following their lives through workhouse records and censuses, and visiting patches 

of land that serve as unmarked public graves. As a woman with female friends and relatives I have 

observed their highs and lows, celebrated their work promotions, pregnancies and weddings, and 

supported them through domestic violence, abortion, miscarriage and infertility. I like stories where 

women beat the system or achieve great feats - climb mountains, escape captivity, challenge authority 
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- and I am fascinated by dark fairy tales and Celtic myths where women are presented as witches, 

goddesses and ‘crones.’  In short, I am interested in women’s lives and women’s stories, what makes 

their female experiences unique and how they manage to navigate the world. It is this that has most 

influenced my decision to rely heavily on feminist thought and to privilege women’s voices and 

narratives.  

 

8.1.3. Maintaining reflexivity 

Whilst I kept a reflexive journal, the main source of reflexivity during my study was through my 

contacts with AIMS, its volunteers, and the people with whom I worked during the creation of my 

short video and graphic zine. Further, publishing work during the project and giving talks outside of 

academia (e.g. National Childbirth Trust, ESRC Festival of the Social Sciences and Cuidiú), provided 

feedback on my emerging thoughts and findings, and highlighted issues I may not have fully 

considered or known much about. This included, for example, the work of doulas and the difficulties 

health care staff are currently experiencing in the workplace.  

 

Reflexivity therefore became an iterative process. I learned, for example, that visual art was shared 

quicker and more passionately than anything I had written. The short video was by far the most 

successful of my outputs in these terms. Although I initially considered poetry a niche way of 

presenting results, it proved effective when combined with visually compelling material. Blogs also 

proved a quick way of getting a point across with a relatively fast turnaround on subjects that did not 

warrant full academic articles. Disseminating my findings in a variety of forms and encouraging 

feedback became a continual litmus test of my own approach, thoughts and conclusions.  

 

8.1.4. The reflexive journal  

As previously mentioned, I kept a reflexive journal during the data collection and analysis. In hindsight 

and after reading back through its contents, it is difficult to quantify its impact, or even to know 

whether it served any noticeable purpose. Its initial pages, written before the pandemic, appear rather 

innocent. They document for example, my public and patient involvement work with my pilot 

interviewee who assisted me in the creation of the recruitment flyer and participant materials (see 

Appendices 2, 3, 4 and 5). I write about my surprise and stress when I received numerous queries from 

women wanting to be interviewed on their freebirth experiences. There are paragraphs about long 

train journeys, the fear of participants not turning up and guilt about spending intense periods of time 

with women only to never see them again. I also write in some detail about how successful I felt each 

interview had been.  
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One point that is worthy of note, and which featured in the journal, is the frequent presumption that 

a researcher is in a position of power during an interview.  Although I recognise there is an element of 

power during the analysis, I did not feel that power during the interviews. I am in effect a student, and 

I was frequently interviewing women with careers, businesses and in at least one case higher 

qualifications than I have. I was also often in other people’s homes. That is their space, not mine. I also 

have a strong Liverpool accent. This reveals my class background and possibly “normalises” me. The 

idea therefore that I should be aware of my perceived “status” did not feature in any of the interviews 

and I did not feel that interviewees were intimidated by me in any way. 

 

Shortly after the completion of the interviews, the pandemic hit. During this time the journal takes a 

darker turn. It becomes patchy because I was juggling home school with three children, completing 

the analysis, volunteering for AIMS and supporting my husband to ensure our family business did not 

fold due to the crisis. As I note below, the work with AIMS increased and became more urgent and 

disturbing.  

 

It was during this time that I became more aware of the role of doulas. This not only appeared in the 

data but was also apparent through my interaction with volunteers at AIMS. I note in the journal in 

some detail an experience of a doula whom I had met at AIMS. She had supported a woman remotely 

in early labour during lockdown. The doula had been available to her around the clock providing 

emotional support and practical guidance. She had also interacted over text message with the 

woman’s husband and maternity carers.  

 

At some point, the woman stated that she had given birth and her baby had died. The doula had 

provided support over the phone during labour and postnatally until she realised that the whole 

relationship and scenario had been a hoax. In fact, the woman had acted similarly to other doulas. 

Understandably, this was devastating to the doula involved and she wrote a detailed blog of her 

experiences to warn other birth supporters (Henchy, 2020). 

 

From my perspective, it became a striking example regarding the complexity of a woman’s relationship 

to birth.  I considered the mental health status of the woman involved and whether her behaviour had 

been triggered by a previous miscarriage, stillbirth, infant death or something equally as traumatic. I 

wondered why she had to repeat the urge to present as pregnant and demonstrably act as if labouring. 

It reified my belief that for women birth is more than a medical process. This becomes clear in my own 
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data regarding the lengths that women will go to to protect their own pregnancies, births and mental 

health. Women’s lives are complex, and I endeavoured to faithfully present that in the findings.  

 

8.1.5. Working with AIMS 

Undoubtedly, the support of AIMS has been integral to the project and my own understanding of 

where my research sits against the wider backdrop of NHS maternity care. AIMS is an organisation 

created by and run by women for the benefit (largely) of women. It has been in operation for over 60 

years and relies heavily of the support of volunteers. In the world of birth activism, its reputation is 

strong, with both national and international connections.  

 

AIMS’ output includes a website with journal articles, information pages, position papers and a shop 

where AIMS’ published books are sold. The organisation also has a helpline, run by volunteers, in 

which people can seek information on their rights. The charity is also frequently involved in providing 

feedback to NICE, RCOG and RCM consultations and has an active social media presence.   

 

It should be noted that throughout the course of this study, my own involvement with AIMS has 

evolved as has AIMS itself as an organisation. To some extent, this has been impacted by the COVID-

19 pandemic, which has created a whole new set of issues within the maternity service. It has possibly 

also generated greater public interest in women’s rights in childbirth as so many of these rights have 

been curtailed during the pandemic and on such a widespread scale. During the life of this project, 

AIMS has also had a surge in new volunteers, a change in Chair, the introduction of a paid member of 

staff and the reorganisation of the charity. What has remained however are a core group of women 

who spend a large amount of time providing information to women and their families – for free. It is 

a clear example of the Female Network in action to which I refer in the main body of the thesis (see 

Section 4.5.5).  

 

In addition to general volunteering, I was also awarded an ESRC grant to spend a full 3 months working 

alongside AIMS. My main involvement was with the creation of written material. This included website 

pages, commentaries, book reviews, position statements, a book, and activist literature such as 

written responses to RCOG consultations. It also enabled me to get to know some of the volunteers 

in greater depth and to attend online meetings more regularly. 
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8.1.5.i. Unique insights 

Volunteering at an activist organisation provides a unique insight into a phenomenon. For example, 

although academia and the media have only recently shown a serious interest into the foundational 

issues associated with freebirth, AIMS has been considering the issues raised for much longer. In fact, 

AIMS has written about freebirth for over 20 years. This also applies to other aspects of maternity 

care. With the helpline, AIMS can recognise issues as they arise, and noticeably sooner than I have 

witnessed in academia. Issues about which AIMS has written or become cognisant, and of which I have 

seen limited information in academia, include pregnancy and birth in the LGBTQI+ community and the 

experiences of pregnant women with disabilities.   

 

One of the benefits of working with AIMS is that I was able to join online freebirth groups that are 

invitation only. The most active group appeared shortly before the pandemic and required a small fee 

to become a member. However, as I was writing the AIMS freebirth web page (see Appendix 14), I was 

invited by the administrator via AIMS to join. This was so that I could decide whether this resource 

should be referenced on the information page as a source of useful support for those contemplating 

freebirth. Whilst I did not contribute to the online group discussions, this insight does enable me to 

contextualise some of the data I collected against wider experiences of the freebirth community.  

 

Whilst there are limits to discussing the issues that I came across in AIMS due to rules on 

confidentiality, I did gain some insight on a legal case in which a midwife was temporarily struck off 

for arriving at her friend’s freebirth to assist in an emergency.  I also attended a meeting with lawyers 

who had been involved in a mental capacity case.  This had made the media headlines due to a judge’s 

decision that midwives could forcefully remove an agoraphobic woman from her home and induce 

her labour in hospital. I also had contact with midwives who had freebirthed and/or experienced 

obstetric violence during their own children’s births.  Such insights demonstrate the complex backdrop 

to NHS maternity care and indicate how the system can be abusive to both pregnant women and 

professionals.  These insights stimulated my thoughts on the general denigration of women within 

maternity services, relating to both professionals and service users. 

 

8.1.5.ii. My notable contributions 

To some extent, my publications with AIMS have had a greater ‘on the ground’ impact than any of my 

academic work. This is particularly apparent with regards to an information page I produced on 

freebirth (Appendix 14), which highlighted the definition and outlined the law and women’s rights. 

This page has been referenced by the NHS (2021b), indicating that it has crossed academic and activist 
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boundaries and entered policy. It has also been cited in at least one academic paper (Nelson and 

Romanis, 2021) demonstrating how the information is of use within the academe.  I have also seen 

the page shared favourably on social media within the freebirth community and post-publication 

several interviewees contacted me to highlight that they had read it.  

 

During the COVID-19 lockdown, I volunteered on the AIMS helpline. The pandemic created an 

incredibly difficult time for pregnant women and people and AIMS’ work intensified. Given that there 

were so many restrictions on maternity wards and homebirth services were being cut, freebirth 

became a very real possibility for women who may not have previously considered such a decision. 

This became evident via a study highlighting the numbers of women contemplating freebirth during 

the pandemic and to which I became a co-author (Greenfield et al., 2021) (see Appendix 8). It was also 

apparent from the calls that we received on the helpline. My involvement with this allowed me to 

have a frontline understanding of women’s desperation and panic when they felt they had no other 

option but to give birth without doctors or midwives present. Such an insight would have been 

unavailable without my connection to AIMS. 

 

Further, with a small team of volunteers, I was able to write a response to an RCM briefing sheet on 

freebirth (Appendix 15). During the pandemic, the RCM produced this as guidance to midwives, who 

may come across women aiming to have an unassisted birth.   This provided an opportunity to directly 

critique problematic midwifery guidance in a way that was immediately publishable and shareable. It 

was also a very different way of working than in academia. The other contributors were experienced 

activists and doulas and so it provided me with a different type of confidence regarding my own 

interpretations and arguments.  

 

8.1.6. Working with interviewees and their stories 

As noted in Section 3.4., before every interview I spoke to each participant over the telephone to 

explain the study and my own background. This was useful to both ‘humanise’ myself and to get to 

know the interviewee a little beforehand. When I met each interviewee face-to-face, I was very 

conscious that they may be discussing things with me that they had not told to many people. I felt 

protective of their stories and was at pains to present them in the correct light.  

 

Four interviewees kept in contact with me after the interview via social media and WhatsApp. This 

was both surprising and lovely. It did however inevitably shape my thinking and writing when I 

published aspects of the study. Although I only received congratulatory responses, I always feared I 
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would offend someone. Further, I was also trepidatious when articles appeared on social media. 

Notably, there was relatively little interest in the academic publications within online freebirth groups. 

This was despite my own findings that the interviewees in my cohort were very active in researching 

their rights and plans. By the end of the study, I did not share publications within the freebirth 

community although my article about Undisturbed Physiological Birth (see Section 4.6.) was posted in 

a Facebook freebirth group and was well received.  Notably, and as became apparent during the study, 

within these groups women were primarily seeking peer to peer lived experiences and rights-based 

guidance. This was not what I was offering within these articles and therefore it is understandable why 

my initial academic related posts gained little traction. 
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9. Dissemination of findings via the use of Public and Patient 
Involvement 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 235 

9.1. Introduction 

In this section I outline the unique ways in which I disseminated some of my research findings. This 

involved a lot of public and patient involvement and the creation of output which extended beyond 

the traditional realms of academic publications. I have presented this part of the thesis reflexively as 

a way of demonstrating the different skills and thought processes inherent in this type of 

dissemination.  

 

The two primary outputs were as follows: 

 

• 9.2. The creation of a short video 

• 9.3. The creation of a graphic zine 

 
9.2. The creation of a short video 

I decided to present my I-poems in an arts-based form. Based on the ethics committee feedback, I 

needed consent from interviewees to do so.  Typically, researchers who use VCRM do not return their 

I-poems to interviewees for feedback.  However, for interviewees to understand the nature of what I 

was asking them to consent to I sent all participants their own I-poems.  This was a rather nerve-

wracking time. I was sure that I had mentioned the potential creation of poetry from the data with 

one or two interviewees, but I was convinced that people would be confused as to what I was trying 

to do. Whilst I gave an explanation in an accompanying email, it was unclear what interviewees’ 

responses would be.  

 

Twelve women replied and stated that they were happy with what I had produced.  The remaining 

four women did not respond to my email. This induced an element of worry as I contemplated whether 

they thought the poems were disappointing, offensive or just plain weird. On a positive note, I knew 

that the women who had agreed had provided a layer of methodological rigor related to member 

checking, and I highlighted this in my methodology publication (see Section 3.7.2).  

 

In the meantime, I had secured funding for three interviewees to read all the poems and provide 

feedback on both these and a draft article I had written.  I asked three women to take part: two were 

interviewees with whom I had organically developed an online relationship post interview and the 

third was my pilot interviewee.  I received valuable feedback from these women, and they suggested 

various arts-based formats.   
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Although ideas were mainly related to physical exhibitions, there was one which included women 

reciting their own poems and recordings of these being played in some way.  Another idea from two 

of the women was that the collection of poems should form its own narrative, almost like a story of a 

person’s freebirth journey.   

 

The feedback came in an hour-long phone call with each woman and one of the interesting aspects of 

this was the poems that people felt resonated with them most.  Similar poems were mentioned such 

as Unearthly Music. Poems that I felt were weaker were not necessarily considered weak by the 

interviewees, for example My Story.  The order of all 32 poems was discussed and once I had followed 

the suggestion of making the whole collection a form of narrative (not just the arts-based 

presentation), I felt their general impact increased as there was a better flow. 

 

At a later point a fourth interviewee got back in touch via email querying the poems and I sent the 

whole collection to her.  We then spent an hour over zoom discussing them and she commented on 

how impactful she felt they were.  She also provided some insight into her initial impression of her 

own two I-poems.  The words that she used were ‘disappointed’ and ‘underwhelmed.’  I had tried to 

explain in my initial email to participants that they were just getting a snapshot of the range and that 

collectively the poems were much stronger.  However, I think that this interviewee’s poems had 

highlighted negative experiences, whereas from her perspective, her freebirth on the whole had been 

a positive event.   Once she had seen all the poems however, it became clear that the poems were not 

all negative and that collectively they were far more impactful than they appeared when viewed 

independently.  This reaffirmed the feedback from the other participants that however the poems 

were presented they needed to reflect a range of situations and include some sort of narrative that 

linked them together.  

 

In late September 2020 after 6 months of lockdown, I was informed that ESRC had awarded me £1,000 

to create a short video of my research for the purposes of presenting this at a Festival of the Social 

Sciences.  This enabled me to produce something meaningful with the arts-based ideas I had collected 

from my public and patient involvement. Due to the pandemic, this would take an online format.  

Without any real concept or concrete idea, I agreed to present some of my I-poems in video form.  My 

only line of reference was the animation one of my supervisors had created for her own PhD project.   

 

I began by trying to emulate my supervisor’s approach and decided to contact animators for an idea 

of cost.  Quickly it became clear that animation would be too expensive.  In the meantime, a graphic 
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designer friend (Jana Vodickova) had suggested printing the poems and filming them in some way 

while a woman’s voice recited the words.  This aligned with the public and patient involvement I had 

conducted as one interviewee had suggested women recite their own poems for the film.  Given that 

I had only 5 weeks to make the video, it would not have been feasible to obtain the agreement of the 

ethics committee to take this approach.  Instead, I decided to ask the interviewees who had kept in 

touch whether they would lend their voices to the film, but also to ask friends, birth workers and AIMS 

activists I know.  This way, interviewee identities would be protected as even if someone recognised 

a woman’s voice, it would not be obvious how she knew me.    

 

The graphic designer developed the concept that was used in the video. The initial idea was to film 

the poems in a large bright space, but this would not have worked due to government restrictions 

during the pandemic.  Instead, we decided to film in an outside wooded area where we would attach 

the poems to thin rope tied between two trees.  When I first heard of this idea, I was unsure what to 

make of it, but I trusted Jana and decided to step back from attempting to take control of this artistic 

aspect of the project.  I conceded that I was not an artist, knew nothing about how to make words 

appear visually attractive and that I was no longer the ‘expert.’   

 

In the meantime, I had hired a film maker, Calum Morrison, whom l had approached via Instagram.  I 

also spent a day with one of the interviewees searching for a suitable film location.  We decided on a 

local park which contained a small copse of trees.  Inside the thicket gave the illusion of a much bigger 

forested area and we were fortunate that on the day of filming the wind was blustery.  Consequently, 

when the poems were attached to the rope, they blew about like clothes on a washing line, and this 

added to the imagery and effect we were trying to convey.  

 

Jana designed the layout for the poems using a simple font.  I had these professionally printed on A3 

paper and purchased the rope and bulldog clips she suggested.  On the day of the shoot Jana used her 

creative skills to direct the film.  This was an interesting experience as she had an eye for artistic natural 

beauty that I do not have.  She spotted patterns in the way leaves had fallen from the trees and was 

drawn to textures in bark and colours in trees that I would have walked past and dismissed.  My role 

on this day was to do little more than carry everyone’s bags and equipment and provide biscuits for 

the group.  I handed the project over to Jana and Calum completely and made very little contribution 

to this aspect of the film.  On reflection this was absolutely the correct thing to do as my creative ideas 

cannot compete with those of people who do this work daily.  With regards to art and creativity I was 
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out of my depth, and it made sense to step back and allow the artists to have space to use their skills 

and ideas.   

 

When it came to filming, I made no contribution as to the angle of the shots or what exactly would be 

filmed.  I had told Calum that the film did not need to capture the whole visual of the poem and that 

it was enough for viewers to just see flashes of words.  I also said that I wanted images of the poems 

interspersed with what I later learned was called B-roll.  In other words, I wanted some artistic shots 

to appear that broke up the main footage of the poems.  I had envisioned these being for example, 

dappled light on the ground, the sun poking through the tree branches or a bird flying overhead.  

Beyond these ideas, I stepped back, and Calum filmed what he felt was appropriate.   

 

Around this time, I had asked nine women, including three interviewees to record themselves reciting 

the poems.  I recited all ten poems and sent the recordings to the women so that they could hear 

exactly what I had done i.e. spoken the title, but not the name of the interviewee.  I also did this to 

alleviate any unmentioned fears women may have had around sounding ‘professional’ or polished. All 

but one woman recited every poem.  This enabled me to select the clearest recordings and the 

intonation used that best reflected how interviewees had initially spoken.  Some poems for example, 

were recited with an angry tone to the voice, others in a more timid or sad manner.  This provided 

some insight as to how people may interpret the poems if they were reading them from a page.  The 

quality of the recordings differed with some people using microphones and others speaking directly 

into a WhatsApp recorder.  During selection, I ensured that each woman had one poem recital 

included in the end film, with one woman having two.  All the women received a £20 gift voucher for 

their time.  

 

When it came to editing the film, I played no role.  Everything seen in the film was Calum’s own 

creation, including the choice of music.  My contribution was the idea of the methodology explanation 

at the beginning of the film and the various slides that comprised.  Jana helped me put those together, 

but beyond this, I was not involved in how the film would look.  The final film can be viewed here: 

https://www.youtube.com/watch?v=P38mvu9tlME  

 

With agreement from AIMS, the film was hosted on their YouTube channel and they promoted it on 

social media. Using professional photographs captured by Calum, a volunteer created an inviting 

advert and it was used on both Twitter and Instagram. Within three weeks Facebook recorded over 

2,500 views and YouTube over 700.  There is no guarantee that any of those viewers watched the full 
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film, but it demonstrates the reach of a video that can be seen by anyone who understands English 

and has access to social media.  

 

The response to the film and the accompanying online talk I conducted was interesting.  I was invited 

to write an article by the editor of The Practising Midwife (see Appendix 9) and to contribute to a blog 

on obstetric violence run by a research team at Durham University (see Appendix 11). It also led to me 

meeting with an international activist who has begun legal test cases on obstetric violence in Italy and 

gave me the opportunity to give a talk to the Irish charity Cuidiú. In short, the film enabled my research 

to reach a much wider audience and to receive immediate feedback on the I-poetry. This knowledge 

filtered into my next creative project on the graphic zine.  

 

9.3. The creation of the graphic zine 

At the end of 2021, I was awarded £1,000 to create a short graphic zine on consent and obstetric 

violence in the maternity system. This was initially funded by Wellcome and King’s College London, 

although I also successfully requested a small budget from ESRC to pay for an additional contributor 

to the project.  

 

Prior to securing the funding, Michelle Freeman, a friend and artist, had begun posting her artwork on 

Facebook and Instagram. She was promoting her current graphic novel and success at being 

shortlisted (and later winning) the LD Comics competition. Although I read graphic novels and had 

seen many different styles, I was particularly taken by Michelle’s work as it was ethereal, fantastical, 

haunting, moody and somewhat gothic. I felt her style reflected aspects of the project, particularly 

regarding the Quest Narrative, the heroine’s journey and the literary and psychological foundations 

of VCRM. In addition, it was a style of artwork that I liked on a personal level as it had dream-like and 

mythical qualities.  After contacting Michelle, she agreed to create the graphic zine. 

 

I expanded the team by asking three other women to become involved. One is a friend and service 

user who had experienced obstetric violence (Alice Spencer). A second is a doula and birth activist 

(Emma Ashworth), whom I had met via AIMS and the third is an AIMS volunteer (Anne Glover). AIMS 

had agreed to support the project and had suggested Anne as a representative due to her doula and 

activist experience.  

 

At the time of writing, we are part way through the creation of the zine. So far, we have had three 

online meetings. Prior to the first meeting, I wrote a potential narrative for the zine so as to provide a 
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starting point for the team. I suggested that we emphasise how women are individuals, have rights 

and deserve respect. I then suggested we include images demonstrating poor practice, followed by 

images highlighting good care. This was a very basic outline aimed at encouraging conversation 

between the group.  

 

During the last three meetings, it has become apparent that in the creation of information sources 

aimed at the wider public, it is crucial to include contributions from outside of academia. Every 

member of the team has given birth within the NHS and can therefore provide a unique personal 

insight into the maternity system.  In addition, each contributor brings their own personal and 

professional experience to the project. It is not unusual for my view to be challenged by other 

members of the team or for the group to decide on an approach that was not my initial idea. This only 

serves to strengthen the zine and hopefully will appeal to a wider audience with a range of 

experiences.  

 

Once the graphic zine is complete, we aim to share it online and AIMS has agreed to promote it. In 

addition, Michelle will promote the work within illustrator and artist circles. It is hoped that this will 

introduce people to issues inherent in the maternity system, who may not have contemplated such 

phenomena before. Further, Michelle has highlighted how there is a developing academic area in 

graphic medicine. This incorporates zines and novels which depict the lived experiences of various 

medical issues in graphic form. Our goal is to submit the work to places in which this type of art is 

published and disseminated. Examples of work in progress from the graphic zine is available in 

Appendix 13.  
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10. Conclusion 
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So, … they just wanted me to be a faceless person, who would lie down and let them 

do what they wanted me to do … I feel like our whole system feeds into us being 

obedient, submissive, good girls, and other people taking what's rightfully ours. And 

I won't-, I won't do it anymore, Gemma. … [B]irth is, … both a normal event when it's 

allowed to unfold as it should, and it's a sacred event. So, it's both normal and sacred, 

but it's also a significant life event, and I feel so angry at the way that it is being 

sabotaged by a technocratic, … abusive in many parts, … obstetrical system, … where 

power and balance is not recognised. [I]t's a recipe for disaster, and the amount of 

birth trauma that I hear is because they're taking advantage of … people who are 

trusting in their so-called expertise, and it's, it's just so wrong. It's wrong in and of 

itself because … women's bodies are involved in it, but also because of the impact 

that that can have on mother and baby dyads for the whole of that relationship, for 

a lifetime as far as I'm concerned. [M]y freebirth was for me. It was for my baby. It 

was for my family. [I]t was also for womankind and I feel really passionate about us 

reclaiming birth, … and reclaiming ourselves as women as well. 

 

Fionnuala 

 

 

It is perhaps apt to finish this thesis with the words of Fionnuala, both platforming her voice and 

emphasising her lived experience. In many ways she sums up the nuances associated with freebirth: 

the Good Mother, obstetric violence, power dynamics, authoritative knowledge, the normality of 

physiological birth and its importance in women’s lives. These are issues running throughout the data 

and reflect the reality of women who actively decide to challenge expected norms and give birth in a 

way that reflects their own needs and world view. 

 

My initial aim with this study was to gain an in-depth view of freebirthing women’s experiences that 

included, yet went much beyond, the existing literature relating to motivations. I wanted to provide a 

wide space for women to discuss what they felt was most important, and the four-stage framework I 

created (pre-freebirth, freebirth pregnancy, freebirth and post-natal experiences) enabled me to do 

that. Taking this approach captured data that incorporated nuances in women’s accounts that had not 

previously been explored, such as the way in which participants interacted with the Female Network 

and the lived experience of undisturbed physiological birth. 
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Applying VCRM created opportunities for methodological exploration and also the unique 

dissemination of results.  VCRM is a methodology imbued with its own strengths, limitations and 

inherent difficulties in application. I overcame those difficulties, largely with the use of the Quest 

Narrative, whilst also creating an additional feminist layer to the study with the inclusion of the 

heroine’s journey. The creation of I-poetry via VCRM also added a further dimension to the research 

that enabled the dissemination of results in a wide reaching and accessible way.  

 

One of my aims with this study was to inform appropriate policy and professional guidance for HCPs. 

The thesis highlights where improvements can be made, and written work I created for AIMS during 

my ESRC funded internship has been referenced in NHS literature. The webpage I produced (see 

Appendix 14) has already become part of NHS policy on freebirth.  

 

I want to end this thesis by emphasising the importance of this study. Whilst freebirth may be 

perceived as a niche subject, it is the sharp end of a continuum reflecting women’s general right to not 

be touched, cut or penetrated without consent. These rights exist regardless of medical evidence, 

research and opinion. The right to autonomy and bodily integrity does not end when a woman 

becomes pregnant. Until this is recognised within the maternity system and wider society, women will 

continue to be subjected to sexist social norms such as the Good Mother concept. I hope this thesis 

contributes to the conversation around improvements in maternity care and that the stories 

interviewees shared help deepen society’s understanding of both freebirth and ultimately women’s 

human rights in pregnancy and birth.  
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Miss Gemma McKenzie 

 

8 October 2019 

Dear Gemma,   

Reference Number: HR-19/20-13511 

Study Title: Freebirthing in the UK: A Narrative Study 

Review Outcome: Approval with Provisos

Thank you for submitting your application for the above project. I am pleased to inform you that your application has now be approved with the proviso
specified below:

1. Section C4: The Committee has concerns about privacy and pressure to participate that might arise from the use of your personal Facebook account to
recruit participants.  In order to mitigate these, the Committee recommends that the Facebook advertisement encourages those interested in taking part to
contact you at your College e-mail address.  

All changes must be made before data collection commences. The Committee does not need to see evidence of these changes, however supervisors are
responsible for ensuring that students implement any requested changes before data collection commences.

Please ensure that you follow all relevant guidance as laid out in the King's College London Guidelines on Good Practice in Academic Research
(http://www.kcl.ac.uk/college/policyzone/index.php?id=247).

For your information, ethical approval has been granted for 3 years from 8 October 2019. If you need approval beyond this point, you will need to apply for an
extension at least two weeks before this. You will be required to explain the reasons for the extension.  However, you will not need to submit a full re-
application unless the protocol has changed.  You will not be sent a reminder when it is due to lapse.

Ethical approval is required to cover the data-collection phase of the study. This will be until the date specified in this letter.  However, you do not need ethical
approval to cover subsequent data analysis or publication of the results. 

For secondary data-analysis, ethical approval is applicable to the data that is sensitive or identifies participants.  Approval is applicable to period in which
such data is accessed or evaluated.

Please note you are required to adhere to all research data/records management and storage procedures agreed to as part of your application.  This will be
expected even after the completion of the study.  

If you do not start the project within three months of this letter please contact the Research Ethics Office. 

Please note that you will be required to obtain approval to modify the study.  This also encompasses extensions to periods of approval. Please refer to the
URL below for further guidance about the process:  

https://internal.kcl.ac.uk/innovation/research/ethics/applications/modifications.aspx 

Please would you also note that we may, for the purposes of audit, contact you from time to time to ascertain the status of your research. 

If you have any query about any aspect of this ethical approval, please contact your panel/committee administrator in the first instance
(https://internal.kcl.ac.uk/innovation/research/ethics/contact.aspx)

We wish you every success with this work.

Yours sincerely,

Mr James Patterson 
Senior Research Ethics Officer

For and on behalf of the PNM Research Ethics Subcommittee

Page 1 of 1
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Gemma McKenzie is 
a PhD candidate with 
a background in law, 
bioethics and human 
rights. She is an AIMS 
volunteer and a mum of 
three young children. 

Have you freebirthed a baby in 
the UK?

Artwork by Alice Spencer

What do we mean by freebirth?

Freebirth occurs when a person intentionally gives birth 
without health care professionals present. This is also known 

as unassisted childbirth, UC or unattended homebirth.

We are interviewing people who have freebirthed their baby 
in the UK, and would like to hear your story.  We aim to 

use this information to ensure that doctors and midwives 
fully understand freebirth and so can appropriately support 

people who make this decision.

If you would like to receive information on how to get 
involved please contact Gemma McKenzie on:

Email:  gemma.mckenzie@kcl.ac.uk
Twitter:  @Childbirth_UK

All participants will receive a £10 Amazon voucher for their 
contribution to this study.
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Ethical Approval Reference: HR-19/20-13511 
 
 
 

Participant Information Sheet 
 

Freebirthing in the UK: A Narrative Study 
 

 

I would like to invite you to participate in this research project which forms part of my PhD 

research. Before you decide whether you want to take part, it is important for you to 

understand why the research is being done and what your participation will involve. Please 

take time to read the following information carefully and discuss it with others if you wish. 

Ask me if there is anything that is not clear or if you would like more information. 

 
Who is carrying out this research? 

This study will be carried out by Gemma McKenzie, who is a PhD student at King’s College 

London.  Gemma is not a midwife or doctor.  Her background is in law, ethics and human 

rights.  She is also an AIMS (Association for Improvements in the Maternity Services) 

volunteer and a mum of three young children.   

 

AIMS (www.aims.org.uk) is a registered charity promoting human rights in childbirth and 

supporting people to navigate the maternity system.  It runs a helpline, campaigns for 

improvements in maternity care and also provides information and guidance to families via 

its website and quarterly journal.  AIMS is supporting the study and will help, for example, 

with disseminating the results. 

 

This project is funded by the Economic and Social Research Council (ESRC). 
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What are the aims of this research? 

The aim of this study is to understand the experiences of people who freebirth their babies in 

the UK.  This includes exploring their motivations, their pregnancy journeys, and their birth 

and post-natal experiences.  We are particularly interested in learning about freebirthing 

people’s interactions with health care practitioners, such as midwives, doctors and health 

visitors.   

 

Why do we need to carry out this research? 

We know that the reasons why people freebirth are often varied and complex.  Some people 

who inform midwives of their freebirth plans will receive respectful support from maternity 

staff.  Other people may be subjected to harassment, social services referrals or police 

intervention.  We want to ensure that people working in the maternity services have an in-

depth understanding of freebirth so that everyone who freebirths gets the respect and 

support that they deserve and require. 

 

What will we do with the results of the study? 

With the results of the study we aim to positively influence hospital policy, and 

midwifery/medical practice and education.  Importantly, the results will also feed into the 

support that AIMS offers families who contact them requiring help during their pregnancy 

and freebirthing journeys.   

 

It is our goal to discuss the results of the study at conferences and to publish academic articles 

on freebirth, which will appear in online journals. No one who agrees to participate in the 

study will be identifiable in any of these presentations or articles.  The results will also form 

part of Gemma’s PhD thesis and each participant will receive a report of the study’s findings.  

Again no individual will be identifiable in any of this written work. 

 

Am I eligible to take part? 

We are looking to interview people who are aged over 18 and have freebirthed their babies 

in the UK.  For the purposes of the research freebirth means that you have intentionally taken 

the decision to give birth without a doctor, midwife or other health care practitioner present.  

For our study, this does not include people who have had really fast labours and could not get 
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to the hospital in time.  If you are unsure whether this applies to you, you can contact Gemma 

using the details below to discuss whether you are eligible to take part. 

 

As Gemma intends to understand your freebirthing experiences in detail, all of the interviews 

have to be audio recorded.  Only people who consent to being audio recorded will therefore 

be eligible to take part.   

 

What will happen if I take part? 

If you agree to participate, Gemma will visit you at a convenient time either at your home or 

at a confidential place that suits you.  For example, if you do not wish to be interviewed at 

home, Gemma will hire a private room at a community centre where you will be able to 

discuss your experiences.  Gemma will bring coffee and biscuits.  If you do not have childcare, 

you will be able to bring your babies or children.  All participants will receive a £10 Amazon 

voucher for taking part. 

 

The interview will last between 1 and 2 hours and will be very relaxed and informal.  Gemma 

will ask you to describe your freebirthing journey and will be interested to hear, for example, 

how you prepared for your freebirth, how you experienced the birth, and what your post-

natal experience was like.  She is particularly interested in understanding whether you had 

any interaction with doctors, midwives or other professionals, and how helpful those 

interactions were.  As explained above, all of the information that you provide will be 

anonymised and no identifying features will be included in any of the results. 

 

As highlighted above, Gemma will audio record the interview. 

 

Do I have to take part? 

Participation is completely voluntary. You should only take part if you want to and choosing 

not to take part will not disadvantage you in any way. Once you have read the information 

sheet, please contact Gemma if you have any questions that will help you make a decision 

about taking part. If you decide to take part, Gemma will ask you to sign a consent form and 

you will be given a copy of this consent form to keep.  
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Are there any risks that I should be aware of? 

If you have had negative experiences associated with freebirth or your previous births, you 

may find it difficult or upsetting to talk about your experiences.  However, you may also feel 

that the interview is a good opportunity to share your experience with an empathetic listener 

and to use that experience to help improve the maternity system for other pregnant people. 

 

Are there any benefits to taking part? 

You will receive a £10 Amazon voucher for volunteering your freebirthing experiences.  In 

addition, you will have contributed to helping inform improvements in the maternity system.   

 

How can I be sure that all of my personal details will be kept private and confidential? 

Your data will be processed in accordance with the General Data Protection Regulation 2016 

(GDPR).  This means that all of the information you provide will be handled and stored 

according to the rules provided in the GDPR.  The following paragraphs outline how this will 

be done: 

 

1. Everyone who agrees to be interviewed can select a pseudonym.  The pseudonym is 

the name that will be used in any reports, articles or discussions on the study.  

Nobody’s real name will be used and all identifying features will be removed.  For 

example, if you refer to your partner’s name in the interview or to the name of a 

hospital or midwife, these names will be changed in any report or article that is 

published (see number 5 as to when and how this will be done).   

2. Nobody will have access to your real name and details except Gemma and two senior 

academics at King’s College London (Prof. Glenn Robert and Dr. Elsa Montgomery) 

who are supervising Gemma’s work and for health and safety reasons need to know 

where she will be interviewing people and the names of the people she is meeting.   

3. The information forms you provide so that Gemma can contact you (e.g. the details of 

your name, address and telephone number) will be kept in a locked drawer in a secure 

room at King’s College London.  The address where this will be kept is provided at the 

end of this document.  On each of these forms will be a number.  A record of this 

number and the related pseudonym will be encrypted and saved onto Gemma’s 
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laptop and external hard drive.  There will therefore be no direct link between a 

person’s real name and details and their pseudonym.  

4. All audio recorded interviews will be transcribed by a professional transcription 

service (Take Note https://takenotetyping.com/).   Staff at Take Note who have access 

to the transcription and audio recording will be required to sign confidentiality 

agreements before they begin working with the information you have provided. 

5. Gemma will upload the audio recording to Take Note’s secure password protected 

online portal.  Transcribers do not download this information.  Instead they work 

within the online portal.  Once transcribed, all of the transcriptions at Take Note are 

stored in an encrypted database.  The transcriptions will then be returned to Gemma 

via the online portal. 

6. Gemma will remove all identifying features from the transcriptions, for example, any 

names or places mentioned that could reveal the identity of the person being 

interviewed (or their family, friends etc). 

7. The audio recordings will be encrypted.   They will be stored in Gemma’s password 

protected laptop and password protected external hard drive and will be deleted from 

her laptop and the external hard drive destroyed on or before 1st October 2022 when 

the study is over, i.e. when Gemma’s PhD is complete. 

8. Electronic copies of the transcripts will be encrypted and kept on a password 

protected external hard drive and on Gemma’s password protected laptop.  These will 

be archived for five years after the study has ended and will be destroyed on or before 

1st October 2027.   

9. A report of the study’s findings will be produced for all participants who wish to know 

the outcome of the research.  If you wish to receive a report of the study’s findings, 

your name and email address will be retained for the duration of the project so that a 

report can be sent to you.  These details will be destroyed when the study is over 

which will be on or before 1st October 2022, i.e. when Gemma’s PhD is complete.  All 

of your other personal information (which will not be needed in order to send you a 

report e.g. address and telephone number) will be destroyed within a week of the 

interview taking place.   

10. If you do not wish to receive a report of the study’s findings, all of your personal data 

will be destroyed within a week of the interview taking place. 
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11. ESRC who are funding the project, and AIMS who are supporting it, will not have 

access to your personal details, the transcripts, or the interview recordings.  

 

Data Protection Statement 

The data controller for this project will be King’s College London (KCL). The University will 

process your personal data only for the purpose of the research outlined above. The legal 

basis for processing your personal data for research purposes under GDPR is a ‘task in the 

public interest’. You can provide your consent for the use of your personal data in this study 

by completing the consent form that has been provided to you.  

 

You have the right to access information held about you. Your right of access can be exercised 

in accordance with the General Data Protection Regulation. You also have other rights 

including rights of correction, erasure, objection, and data portability. Questions, comments 

and requests about your personal data can also be sent to the King’s College London Data 

Protection Officer Mr Albert Chan info-compliance@kcl.ac.uk. If you wish to lodge a 

complaint with the Information Commissioner’s Office, please visit www.ico.org.uk.   

 

What if I agree to be interviewed and then change my mind? 

You are free to withdraw from the study at any point, without having to give a reason. 

Withdrawing from the study will not affect you in any way. You are able to withdraw your 

interview data from the study up until seven days after your interview, after which withdrawal 

of your data will no longer be possible as the information you have provided will already have 

been anonymised.  If you choose to withdraw from the study, we will not retain any of the 

information you have provided.  

 

What if I am unhappy about the way the way the study was conducted, or if something goes 

wrong? 

If this study has harmed you in any way or if you wish to make a complaint about the conduct 

of the study you can contact King's College London using the details below for further advice 

and information:  
 

Name: Professor Glenn Robert 
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Email: glenn.robert@kcl.ac.uk 

Contact number:  020 7848 3063  

Address: Florence Nightingale Faculty of Nursing, Midwifery and Palliative Care, James Clerk 

Maxwell Building, 57 Waterloo Road, London, SE1 8WA 

 

How do I get involved? 

If you would like more information about the study, you can contact Gemma on the following: 

 

Email: gemma.mckenzie@kcl.ac.uk  

Telephone: 07793226890 

Twitter: @Childbirth_UK 

Address: Florence Nightingale Faculty of Nursing, Midwifery and Palliative Care, James Clerk 

Maxwell Building, 57 Waterloo Road, London, SE1 8WA 

 

If you would like to be interviewed for the study, please fill out the attached Participant 

Details form and send it to Gemma McKenzie at gemma.mckenzie@kcl.ac.uk .  Gemma will 

then contact you to arrange a time to speak. 

 

 

 

 

 
   

 
 
 
 
 
 
 
 
 
 
 
 
 
 



 257 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix 4: Further Information for Participants 
 



 258 

 
 

Version Number 1. 
 

 1 

 
 
 
 
 
 

 
 
 
 

Further information for participants 
 

 
Thank you for participating in our study and contributing your freebirthing story to our 

research project.  Although the people who participated in this study are likely to have had 

very different experiences, the following pages are designed to give some broad information 

on freebirth and connected issues.   These may be useful to you once the interview has ended. 

 

AIMS www.aims.org.uk  

AIMS is a human rights and education charity run by a team of volunteers who provide 

information and support to people to help them navigate the maternity system.  AIMS’ 

priority is to support the rights of pregnant people to make decisions that are right for them.  

They provide information in a non-judgmental way and support people who make a range of 

decisions from elective caesarean section, to home birth and freebirth.   

 

AIMS has considerable experience in supporting freebirthers and also in assisting people who 

wish to make atypical decisions or ones that do not align with the expectations of doctors and 

midwives.  There is a range of ways in which AIMS supports people during pregnancy, birth 

and beyond, and these include: 

 

1. AIMS helpline 

AIMS has a confidential helpline in which callers can email or speak to a volunteer about their 

pregnancy or birth related query.  Volunteers are not medically trained but can provide 

information about up to date medical evidence, discuss your rights in relation to your birthing 
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decision and provide guidance on making a complaint if you are unhappy with the way you 

have been treated by the maternity system.   

 

The helpline email is helpline@aims.org.uk and the helpline number is +44 (0) 300 365 0663.  

If a volunteer does not answer straight away, you can leave a message and they will call you 

back.  All of the information is provided free of charge. 

 

2. AIMS’ Journal 

AIMS runs a quarterly journal and these are available for free on their website 

(www.aims.org.uk/journal ).  There is a back catalogue of over 20 years’ worth of articles on 

a huge range of subjects.  Examples include: 

 

• Freedom of choice – When women really get to choose 

www.aims.org.uk/journal/index/25/4 

This edition is about freebirth 

• When birth becomes trauma - www.aims.org.uk/journal/index/30/4 

• Policing Pregnancy – Who is really in charge? www.aims.org.uk/journal/index/25/1 

• Are you asking? Considering consent www.aims.org.uk/journal/index/24/3 

 

3. AIMS’ information pages 

AIMS provides online information on a range of birthing subjects.  This information can be 

found here: www.aims.org.uk/information/page/1.  

 

Birth Rights  www.birthrights.org.uk/  

Birth Rights is an organisation that focuses on ensuring women’s human rights in childbirth.  

They provide advice to women and can be contacted here: www.birthrights.org.uk/advice-

factsheets/request-advice/ . 

 

Birth Rights also has factsheets that can be downloaded for free from their website.  Of 

relevance are the following: 
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• Unassisted birth www.birthrights.org.uk/factsheets/unassisted-birth/ 

• Social services and maternity care www.birthrights.org.uk/factsheets/social-services-

and-maternity-care/ 

• Making a complaint www.birthrights.org.uk/factsheets/making-a-complaint/ 

 

Birth Trauma Association (BTA) www.birthtraumaassociation.org.uk/ 

BTA is an organisation specialising in supporting women who have experienced birth trauma.  

Women who have experienced birth trauma can receive peer support from trained 

volunteers by emailing support@birthtraumaassociation.org.uk.  

 

BTA also has a closed Facebook support group for people who have experienced birth trauma 

www.facebook.com/groups/TheBTA/.   

 

The BTA website provides a range of information including the following: 

 

• Accounts of birth trauma www.birthtraumaassociation.org.uk/for-parents/birth-

stories 

• Guidance on where to seek help after a difficult birth 

www.birthtraumaassociation.org.uk/for-parents/leaflets-for-parents 

• A database of therapists and counsellors www.birthtraumaassociation.org.uk/for-

parents/counsellors-therapists 

• Advice on making a complaint www.birthtraumaassociation.org.uk/for-

parents/making-a-complaint 

• Information on obtaining your medical records 

www.birthtraumaassociation.org.uk/for-parents/a-guide-to-obtaining-your-medical-

records 

 

Make Birth Better  www.makebirthbetter.org/ 
 
Make Birth Better is a network of volunteers from a range of professional and lay backgrounds 

who work to campaign towards improvements in the maternity system.  One of their main 
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campaigns centres on birth trauma.  Their website provides a range of resources and this 

includes: 

 

• Advice for parents www.makebirthbetter.org/for-parents-1 

• Advice and training for professionals www.makebirthbetter.org/for-professionals 

• A blog in which parents can share their birth stories www.makebirthbetter.org/blog 

 

Make Birth Better are also active on Facebook www.facebook.com/birthbetter/ and 

Instagram. 

 

Crisis Situations 

If for any reason discussing your birth experiences later causes you to feel overwhelmed and 

in a state of crisis, the following contact details may be of use: 

 

NHS Direct: 0845 4647 (24 hours) 

Samaritans: 116 123 (24 hours) 

SANEline: 0300 304 7000 (between the hours of 4.30pm and 10.30pm) 
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Consent Form for Participants in Research Studies 
 

Please complete this form after you have read the Participant Information 

Sheet and listened to an explanation about the research. 

 
Title of Study: Freebirthing in the UK: A Narrative Study 

 

King’s College London Research Ethics Committee Reference: HR-19/20-13511 

 
 
Thank you for considering taking part in this research. The person organising the research 
must explain the project to you before you agree to take part. If you have any questions 
arising from the Participant Information Sheet or explanation already given to you, please ask 
the researcher before you decide whether to join in. You will be given a copy of this Consent 
Form to keep and refer to at any time. 
 

I confirm that I understand that by initialling each box I am consenting to this element of 

the study. I understand that it will be assumed that unticked/initialled boxes mean that I 

DO NOT consent to that part of the study. I understand that by not giving consent for any 

one element I may be deemed ineligible for the study. 

 

 

1. I confirm that I have read and understood the Participant Information Sheet for the 

above study. I have had the opportunity to consider the information and asked 

questions which have been answered to my satisfaction. 

 
2. I consent voluntarily to be a participant in this study and understand that I can refuse 

to answer questions and I can withdraw from the study at any time, without having 

to give a reason, up until seven says after I have been interviewed.  

(Date: …………………………..) 

 

Please tick 
or initial 
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3. I consent to the processing of my personal information for the purposes explained 

to me in the Information Sheet.  I understand that such information will be 

handled in accordance with the terms of the General Data Protection Regulation. 

 

4. I understand that my information may be subject to review by responsible 

individuals from the College for monitoring and audit purposes. 

 

5. I understand that confidentiality and anonymity will be maintained and it will not 

be possible to identify me in any research outputs.  

 

6. I consent to my interview being audio recorded.  
 

7. I consent to my data being shared with Take Note (https://takenotetyping.com/) 

a transcription service in the UK, which will use the audio recording of my 

interview to make an anonymised transcription as outlined in the Participant 

Information Sheet. 

 

8. I consent to the use of my verbatim quotes (with personally identifiable 

information removed) in any research outputs. 

 

9. I understand that I must not take part if I fall under the exclusion criteria as 

detailed in the information sheet and explained to me by the researcher. 

 
10. I understand that the information I have provided will form part of a report which 

summarises the results of the study and I wish to receive a copy of it. 

 

 

Name of Participant: ______________________________________ 

Date: ___________________________________________________ 

Signature: _______________________________________________ 

 

Name of Researcher: ______________________________________ 

Date: ___________________________________________________ 

Signature: _______________________________________________ 
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Appendix 6: I-poetry 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 

 
 

My story 
 

I like to share my story. 

I like to help other women. 

 

I just 

I think the only mantra 

I want people to understand 

I don't want 

I never want to convince 

That's not my priority. 

I never want to tell people it's, you know, 

the safest option and the best option. 

 

I believe those things for myself 

For my, 

For my situation 

I had 

My only, sort of, mantra 

I want people to understand is that it's a perfectly legitimate option 

That's the only thing I want to add. 

 

That's why I share my story. 

 

Kitty 
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First time parents 

 
they said, 'No, we think'  
they said, 'No, we think you  
we think you should go into hospital.’  

 
We've got to do  
what we're told.  
We've got to do  
what we're told.  

 
That's how we're programmed.  
To do what we’re told. 

 
I don't think we need to go anymore.  
They've already admitted us.  
They've already sent us there.  

 
We dutifully complied.  
We got swept along.  
We were admitted.  

 
We had to do what they said.  
 
Ophelia 
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Cut 

 
There I am with a spinal block. 

 
I can't feel anything 
My legs are up in stirrups.  

 
I didn't know whose legs they were.  
I couldn't feel them  
I'm like - 
I realised they were mine.  

 
I was like 
I remember he was Swedish.  

 
‘You, when I say "Push" you have got to push.’ 

 
I'm thinking  
I can't feel anything now.  
I was trying my absolute best. 

 
I did push and without question  
I was –  

 
Episiotomy.   

 
    Bianca 
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Power 

 
I was right in the middle of labour. 
Suddenly I did start to slow down 

On my labour. 
 

I was like, 'Oh God, 
She's gonna ruin this for me. 

I really, really will need that drip.' 
 

We then said that 
We were gonna have a bath. 

 
I said 

I 
I said 

‘We're gonna have a bath.' 
 

They said that absolutely I wasn't. 
I 

I think 
The OB went and pulled the plug out herself, I think. 

I don't know. 
 

I just couldn't fight anymore. 
I was like, 'Oh, fuck it.' 

 
We then asked her to leave 

We said, 'It's time for you to leave.' 
I think that was the moment 

I exerted quite a lot 
Of my power. 

 
And that power shift will come back to bite me in the butt in a really sad way. 

 
Kitty 
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Midwife 

 
she came  
she said that she wanted to examine me. 

 
she said she couldn't quite feel 
she wanted me to wait.  

 
she  
she  
she said that  
she wouldn't let me push.  

 
she decided when I could 
she over-coached me  
she needed to be at her sister-in-law's for tea.  

 
Fionnuala 
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Homebirth 

 
I was kind of 
I think  
I was kind of hiding in a bathroom.  

 
I was  
I was really feeling really hot  
I was feeling very hot 
I was like kneeling on the tiles.  

 
They kind of pulled me out  
I think  
convinced me to go out.  

 
I remember she was doing  
I knew was doing like vaginal examination.  

 
I screamed.  
 
I remember my partner running 
My partner running down the stairs  
to check on me. 
  
I kind of  
I almost  
I kind of felt violated.  
 
I look back to this.  
I also know a lot of women  
So, I  
I compare my experience with theirs.  
I feel like  
'What am I talking about?'  
But in the context of my history 
I felt like  
I didn't consent  
to what happened to me. 
 
Jiskra 
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That would be amazing 

 
I've just been so traumatized.  

 
If I wipe the slate clean  
I would've  
My dream  
Before I had children  
I was, you know, nineteen.  

 
I was dreaming  
Before I was married and having a baby.  

 
I just dreamed of having this friend  
I suppose,  

just with me,  
just stroking my hair. 

  
I know it sounds crazy  

stroking my hair.  
 

There was bright lights in my face.  
Ten people in the room talking over me.  
Like I'm a child. 

 
It's all about the baby - nothing to do with me.  
I was left in stirrups.  
Just left there with my placenta on the floor.  
I couldn't cover myself. 

 
If we could erase all of that pain  
I could have the perfect midwife  
That would listen to what I actually want -  

That would be amazing. 
 
Alicia 

 
 
 
 
 
 
 
 



 

Mum     
   
She’d seen me at  
My second one.  
She knew I was making an informed choice.  

 
She says now   
If she'd have had a choice  
She'd home birth  
If she'd known more.  

 
Heather 
 
 
 
 

 
 
 
 
 
 
 
 
 

 
 
 
 

Being born 
 

She struggled with her pregnancies  
She had a very long labour with me.  
 
She always made this joke  
That she never knew where I came from.  
 
She swears I came out of the cupboard.  
 
She didn't know what was going on -  
She was so out of it. 
  
People were in and out of her body.  
 
She had no idea.  
 
Cat 
 
 
 
 
 
 
 
 
 
 
 

Alternative birth 
 
I knew then that  
I had to, sort of, do some work. 

 
I thought  
I know that what happened  
I knew that what had happened   
To my mum  
And my birth wasn't right.  
 
I knew that it didn't have to be like that.  

 
Georgia 
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Vibe 
 

   I'm very much, like, a vibe kind of a person.  
 

If I'm not feeling your vibe,  
I'm not going to be open with you.  

 
If someone came to my house  
I'm like  
If I'm in the middle of having a baby  

and I'm not feeling your vibe,  
I feel like  
I'm not going to be able to express it.  
It's gonna affect my labour.  

 
I feel like having that is more detrimental  
Do you know what I mean?  

 
For me  
For me  
I started thinking.  

 
I started thinking 
Do I want that vibe  

in my house at that time?  
 

Oh, what would happen if I didn't call the midwives? 
 
Nadia 
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Rights 
 
I knew  
what I was allowed to do. 

 
I knew  
what I could decline. 

 
I knew  
I could  

 
basically  
just  
decline 
everything. 
 
Georgia 
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My sister knows me  

 
She had a really traumatic birth. 

  
she had really respected  
she absolutely respected me straight off  
she understood.  

 
She didn't even question it. 

 
Bianca 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 277 

 

 

 
Held 

 
A blessingway is all about mothers gathering to support me into birth. 

 
Mine were women who'd known about 
My pregnancy and decision to freebirth. 

 
We did different things. 

We held red string. 
They each explained how they knew me. 

Then we cut it up and 
they wore these red strings on their wrists until 

My birth. 
 

They each presented me with something from the earth 
That spoke to them about me. 

They presented it at my feet outside 
Whilst we had a fire. 

 
We drank. 

We drank this amazing red blood juice to honour 
Our menstruation. 

Our birth blood. 
 

I'd asked 
I wanted them to draw pictures of a river. 

 
I'd heard 

You cannot make the river flow. 
 

It had taken me aback 
I thought 

I don't understand it 
I want to understand it. 

 
I realised that 

You can inhibit a woman in labour. 
You cannot help her actively to labour. 

 
We can't push them on. 

 
Fionnuala 
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Doula 

 
My doula. 

 
Everything was on my terms. 

 
What would you like? 
What would you like? 

You know 
Do you want? 
Do you want? 

 
Do you want to just talk 

about how you're feeling? 
 

Ivy 
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Faith 
 

I firmly 
I, kind of, firmly believe 

 
If I did everything 
Within my power 
Do all my studying 

Got my preparations 
Do all my nutrition 

 
If I do everything 

In my power 
 

God would take care of the rest. 
 

Marion 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 



 280 

 

 

No 
 

I said  
I don't want a booklet.  
I said  
I don't want to be booked in.  
I only need certain aspects of care. 
 
I don't want to sit  
and fill in all these forms about me. 

 
I don't need to carry it around everywhere.  
I thought  
Why am I carrying this folder of notes?  
I'm not very organised anyway.  
I lose stuff all over.  

 
I just said  
I don't want it.  
I'd sat really awkwardly for ten minutes.  

 
'Well, you'll have to take this no smoking pack.' 

 
I'm like  
I don't smoke  
I don't want a no smoking pack.  

 
'It's down in your notes you used to smoke.' 

 
This was like, what, before I fell pregnant.  
I don't need a no smoke one.  
I'm like  
No, I'm alright  
I don't want this.  

    
'Right, what I'll do is  
I'll ring the hospital and see  
if I'm allowed to do that without booking you in.' 

 
I said  
I just want to book a blood test.  
I had to make another appointment.  

 
    'You won't be able to have a scan.' 
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I said  
I don't want a scan. 

    
'You don't want a-?' 

 
I said  
I don't want a twelve-week scan.  
I said  
I'll consider a twenty week one  
I said  
I'd  
I said  
I'm not  
I said No  
because I wouldn't do it anyway 
I don't need it.  

 
I'm like  
I don't want blood pressure.  
I don't want  
I just want you  
to book me in for that blood test. 

 
I ended up seeing the doctor  
then of course I didn't see anyone for a while.  

 
Heather 
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When I labour 
 

I can't have you coming up to me.  
I don't want to talk.  
I can't be disturbed.  
I go into Wonderland. 
I need to just be alone with my head space and my baby.  

 
I can't have you. 

 
    Alicia 
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“Woman centred care” 
 
    I had a cold  

I felt miserable  
I was just laid up on the sofa. 

 
I was trying to - 
I had that really foggy head. 

    I don't remember. 
  

I was like, No. 
I don't want that.  
I just- 
I want exactly like what happened with my second baby.  
I even brought out his birth plan. 

 
I said,  
I  
I just-, this is all  
I want. 

 
I just was like, Oh, here we go.  
I was like  
I wasn't high risk. 
I was -  
I was the one that -  
I was fine.  
I didn't have a haemorrhage.  

 
I tried to explain this. 
I-, God.  
I was so like -  
I just wanted to go to bed and crawl into bed 'cause  
I felt so ill. 

 
I couldn't argue with them.  

 
Danielle 
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Antenatal appointment  
 

I was like  
I felt like  
I want some sympathy.  
I want someone to just  
Smile at me. 
Give me some sort of encouragement. 

  
I didn't really get very much of that.  

 
I understand this is really not  
I wasn't like kind of expecting it.  
I was like  
My pregnancy  
I really don't-  
I don't know how to  
I was starting to feel that  
 
What is truly important for me  
Is a different type of care than the one I was getting.  

 
Jiskra 
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Our right to decline 
 

I said, 'Well, do a scan, have a look. Baby is not massive.’ 
I told them how fast  
I'd birthed before.  
I felt it was dangerous to try and speed that up. 

 
I told them all about things  
I'd read and people's experiences.  

 
The last thing I wanted was anybody  
Pumping me full of drugs. 

 
I've never even had - 
I didn't want anyone to mess with me.  
I knew -  
I asked them, 'What are the negatives about induction?'  

 
I got really upset and just said 
‘We're going home.’ 

 
I wouldn't go back in that room. 

 
Cause by then I had  

a consultant  
a senior registrar  

a senior midwife  
the shouty midwife  

the student midwife  
 

All in the room. 
 
    Elsie 
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Another missed call 
 
    I said to him  

   I was ignoring her calls.  
 
   I just said to him  
   I said - 
   I don't think  
   I want to have anyone here for the birth.  
    
   I just want it to be us. 
 
   I think, by that point, he knew that  
   I was -   
   I mean 
   I kind of -  
   I was really depressed and withdrawn by that point.  
 
   I was -  
   I was having a -  
   I don't even know if I was having a difficult labour - 
   I mean pregnancy.  
   I think it was just very emotional. 
   I was having a really- like every day  
   I was like, 'Oh, another missed call.' 
 
   Danielle 
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Harassed 
 

I think  
I started to feel 
In myself  
I was like  
I don't want them around.  

 
I don't want to see anyone ever again.  
I just want them gone out of my life. 

 
I mean  
I was getting emails and phone calls. 
  
I was just avoiding them.  
I wasn't replying.  

 
    Danielle 
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Honesty 
 

I just kind of gave up.  
I just said to my partner  
I remember just coming out to my partner  
I'm just going to pretend  
I'm not having a freebirth. 

  
I just won't call them.  
I'm just not going to call them. 

  
I don't think they'd even heard of it.  
I felt like a bit of an alien  
I did. 
I was like - 

 
But how are they meant to support you?  

 
Leah 
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Make believe 
 

You tell me what  
kind of birth you'd like.  

 
We can accommodate that for you.  

 
Whatever you'd like,  
everything is your choice.  

 
You can decline this,  
You can accept this.  

 
You don't have to do anything.  
 
Ivy 
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Labour pains 

    
I was really excited 
I was like 
I honestly 
I'd read a lot  
I honestly believed that  
If I wasn't scared  
If I didn't believe it was going to hurt,  

then it wouldn't hurt.  
 

I didn't 
I wasn't scared.  
I didn't 
I didn't expect it to hurt –  

and it fucking killed. 
 
    Marion 
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    Happy labour 
 

I was happy,  
I felt completely at home.  

 
I was so happy.  
I was with my friends  

and my husband. 
 

I was  
I was having a great time.  

 
I was in agony but  
I was having a brilliant time. 

 
Marion 
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Unearthly music 
 

 
I could almost see in my womb. 

 
I could feel the baby just doing it by herself. 

 
I'm just going with it, 
with the breathing. 

 
I wasn't pushing at all. 

 
I was just doing that 'mm' kind of humming – 

 
Unearthly song of mine. 

 
 

Nadia 
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Knock on the door 
 

We'd discussed this before.  
What would we do after the birth?  
Would we phone them? 
Would we not do anything?  
What would we do?  

 
We'd always, always said  
We would phone  
Once we felt ready.  
We could then go down.  

 
We rang the hospital.  

 
We rang the hospital  
We rang the birth unit.  
'We've had-,  
We'd had a baby.  
We had our baby at home.'  

 
'No, we didn't.  
We just-,  
We've had our baby at home and  
We just want to let you know that  
We've had our baby at home.'  

 
We put the phone down. 

  
Then we got this,  

this knock on the door.  
 
 
    Polly 
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Choice 
 

When I see what other women experience  
I feel hugely privileged  
That I had that choice.  

 
And I made it. 

 
For me  
My partner  
For my baby.   
 
Polly 
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Freebirth is… 
 

For me,  
the most incredible thing I've ever done.  

 
I have moments  
where I think,  
'God, I'm  
I'm not having a very good day.  
I'm not doing anything 

with my life.'  
 

I look back to that experience.  
I think,  
I gave birth to a baby on my own.  

 
That day after I gave birth,  
I really had this strength  
that I could do anything  
that I wanted to  
if I just put my mind to it.  

 
I felt 100% confident  
in my skills as a mother.  

 
I just felt  
I could do absolutely anything.  
I felt like a super-hero.  
I wanted to 

 go out on the street and be just like -  
'I just gave birth  

to my baby  
in my house  

on my own  
now I can move mountains!'  

 
I always go back to that courage  
that I felt  
I've said before,  

totally,  
mind-blowingly incredible. 

 
    Polly 
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Re: Induction of labour should be
offered to all women at term: FOR: A
dangerous position to advocate

Sir,
I was shocked and dismayed to read the
recent opinion article in BJOG, dated 3
October 2019, from Lightly and Weeks,1

in which they advocated that induction
of labour (IOL) should be offered to all
women at term.

The consequences of the over-medi-
calisation of childbirth are only just
being understood. Indeed, there have
never been any studies conducted on
the long-term impact of IOL regarding
the health of women who undergo the
process. An evidence base demonstrat-
ing how they may be affected physically,
emotionally, mentally, or sexually sim-
ply does not exist. With reference to
long-term consequences, therefore, to
offer routine induction is to risk pro-
pelling more women into the unknown.

For too long medical research has
focused on the quantitative at the
expense of the qualitative, and nowhere
is this more evident than in the field of
obstetrics. Women’s voices rarely fea-
ture in the literature and this is
particularly true with regards to IOL.
Lightly and Weeks support their argu-
ment by reference to the thematic
analysis conducted by Coates et al.2

Yet it is telling that Coates et al. could
only locate ten qualitative studies
exploring women’s experiences of
induction – the majority of which
comes not from obstetrics but from

the midwifery profession. From my
own thematic analysis, I have only
located a further two studies from the
1970s (Kitzinger in 1975 and Cart-
wright in 1979).3,4 This totals just 12
qualitative studies since medical induc-
tion began almost 50 years ago; how-
ever, quantitative studies on the
efficacy of the procedure run into the
thousands.

As Lightly and Weeks highlight, there
are anecdotal concerns about inductions
being ‘long, painful and risky’. Yet they
argue that this is not borne out by the
evidence. I would make the point
differently: the obstetric community
has not engaged holistically with the
phenomenon. Being present at post-
birth debriefings is not enough; the
profession must venture out and reach
the women to whom I speak with
frequently, the women who are too
traumatised to complain or to even set
foot back in the hospital.

Omitted from Lightly and Weeks’
opinion, yet one of the major concerns
raised by Coates et al., is that in the
qualitative studies that they found,
informed consent for induction of
labour was often questionable. This
was evident with regards to the discus-
sion of risks related to the induction
process. Such a situation suggests that
induction is seen as something that a
woman need not consent to, but rather
one that she is expected to submit to.
A situation in which induction is
routinely offered at 40 weeks of gesta-
tion is one that risks women being
channelled automatically into a medical

procedure that they may not fully
understand or want.

The world is changing. The medical-
isation of childbirth is being challenged.
Women’s voices are starting to be
heard. No longer can obstetrics limit
itself to mortality rates and cost–utility
benefits. Nor can concerns be simply
dismissed as anecdotes. I challenge
obstetrics to pursue the anecdotes, to
build the qualitative evidence base, to
engage with third-sector organisations
in the form of public and patient
involvement, and to only advocate rou-
tine intervention with a complete and
holistic understanding of the phe-
nomenon concerned.&

References

1 Lightly K, Weekes AD. Induction of labour
should be offered to all women at term: FOR:
Induction of labour should be offered at term.
BJOG 2019;126:1598.

2 Coates R, Cupples G, Scamell A, McCourt C.
Women’s experiences of induction of labour:
qualitative systematic review and thematic
analysis. Midwifery 2019;69:17–28.

3 Kitzinger S. Some Mothers’ Experiences of
Induced Labour (Report from the National
Childbirth Trust). London: Department of
Health and Security; 1975.

4 Cartwright A. The Dignity of Labour? A Study
of Childbearing and Induction. Cambridge:
Cambridge University Press; 1979.

Gemma McKenzie

Faculty of Nursing, Midwifery and Palliative
Care, King’s College London, London, UK

Accepted 15 November 2019.

DOI: 10.1111/1471-0528.16042

ª 2019 Royal College of Obstetricians and Gynaecologists 1

DOI: 10.1111/1471-0528.16042

www.bjog.org
BJOG Exchange



 298 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix 8: Publication in Frontiers in Global Women’s Health - Between a Rock and a Hard 
Place: Considering “Freebirth” During Covid-19 

 



 299 

 
 

ORIGINAL RESEARCH
published: 18 February 2021

doi: 10.3389/fgwh.2021.603744

Frontiers in Global Women’s Health | www.frontiersin.org 1 February 2021 | Volume 2 | Article 603744

Edited by:

Marianne Vidler,

University of British Columbia, Canada

Reviewed by:

Folasade Adenike Bello,

University of Ibadan, Nigeria

Caroline Susan Elizabeth Homer,

Burnet Institute, Australia

*Correspondence:

Mari Greenfield

mari.greenfield@kcl.ac.uk

Specialty section:

This article was submitted to

Maternal Health,

a section of the journal

Frontiers in Global Women’s Health

Received: 07 September 2020

Accepted: 25 January 2021

Published: 18 February 2021

Citation:

Greenfield M, Payne-Gifford S and

McKenzie G (2021) Between a Rock

and a Hard Place: Considering

“Freebirth” During Covid-19.

Front. Glob. Womens Health

2:603744.

doi: 10.3389/fgwh.2021.603744

Between a Rock and a Hard Place:
Considering “Freebirth” During
Covid-19
Mari Greenfield 1*, Sophie Payne-Gifford 2 and Gemma McKenzie 1

1 King’s College London, London, United Kingdom, 2 University of Hertfordshire, Hatfield, United Kingdom

Background: The global coronavirus (Covid-19) pandemic concerns all people, but has

a specific effect on those who are expecting a baby during this time. The advice in the

UK changed rapidly, with 14 different sets of national guidance issued within 1 month.

Individual NHS Trusts released various guidance relating to the withdrawal of homebirth

services, the closure of birth centers, restrictions on the number of birth partners (if any)

allowed during labor, and whether any visitors were allowed to attend after birth. With

the landscape of maternity care changing so rapidly, research was carried out to provide

real-time data to capture the lived experiences of expectant families.

Methods: A mixed methods online survey was carried out over 2 weeks between 10th

and 24th April 2020. The survey was open to those in the third trimester of pregnancy,

those who had given birth since the beginning of the “lockdown” period in the UK,

and the partners of pregnant women and people who were in these circumstances.

The survey asked questions about how respondents’ holistic antenatal experiences

had been affected, whether their plans for birth had changed, and the effect of these

changes on respondents’ emotional wellbeing. Of the 1,700 responses received, 72

mentioned that they had seriously considered “freebirthing” (giving birth without a

healthcare professional present).

Findings: An analysis of the respondents’ reasons for considering freebirth was

conducted, finding that reasons for considering freebirth were complex and multifaceted.

Lesbian, bisexual, pansexual, and queer women were more likely to have considered

freebirth than heterosexual people (p < 0.001).

Conclusions: Considering giving birth without a healthcare professional present is

unusual in the Global North and represents an emerging field of study. The literature

examining the reasons that people consider freebirth shows a variety of underlying

motivations. A global pandemic represents a new factor in such considerations. The

findings from this research can help inform maternity service planning in future crises.

Keywords: freebirth, pregnancy, choice, COVID-19, maternity, childbirth, LGBTQ+
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INTRODUCTION

The global coronavirus (Covid-19) pandemic concerns all people
but has a specific effect on those who are expecting a baby during
this time. Perinatal care, like emergency medical care, is time-
sensitive, and cannot be delayed and then accessed later. In the
first days of the lockdown in the UK, rapid response research was
planned to understand the real-time social and cultural impact
on the lived experience of people accessing maternity care in the
UK. Our research question was:

What are the experiences of perinatal care of those who are due to
have a baby in the first months of lockdown in the UK, and how
do they feel about these experiences?

Our article is drawn from this wider research project, which used
an online survey of parents. The survey comprised of three main
elements: capture of demographic information; a psychometric
tool that was administered to those who had given birth; and a
series of open-ended questions. The survey opened on 10th April
2020 and closed on 24th April 2020.

One of the themes that emerged from the open-ended
questions was that 72 respondents had given serious
consideration to freebirthing. This paper specifically discusses
the experiences of those respondents, examining both why they
considered this option, and their feelings about freebirth.

Freebirth
Freebirth occurs when someone:

“intentionally giv[es] birth without health care professionals
(HCPs) present in countries where there are medical facilities
available to assist them (1).”

Although legal in the UK, freebirth is typically viewed as a non-
mainstream and stigmatized birthing decision. The subject is
under-researched and there is a paucity of academic literature
on the phenomenon. Existing studies are largely qualitative and
focus on the motivations of women in Western nations such as
USA (2), UK (3), Ireland (4), Canada (5), Australia (6), Norway
(7), and The Netherlands (8).

Such studies highlight that women decide to freebirth for a
range of reasons. These include a previous traumatic birth (6),
dissatisfaction with the care offered by perinatal services (7), and
an inherent belief in the undisturbed physiological processes of
birth (3). An inability to access care based on “logistics” and
geographical distance to a maternity unit (9) and limitations
on homebirths have also played a role in women’s decision-
making (4).

Freebirth and the Covid-19 Pandemic
In the first weeks of lockdown in the UK, the advice for
expectant parents changed rapidly. On the 9th March 2020 the
Royal College of Obstetricians and Gynecologists (RCOG) issued
guidance suggesting pregnant women were not at greater risk
from coronavirus that the general population. However, a week
later, the UK Government guidance stated pregnant women
were one of the most vulnerable groups. Within a few days,

RCOG advised NHS Trusts to consider closing smaller maternity
units (10).

Despite the proven safety of out of hospital settings for low-
risk births (11, 12), in the first days of lockdown individual NHS
Trusts released different guidance relating to the withdrawal of
homebirth services, and the closure of birth centers and midwife-
led units (MLUs). Restrictions were also placed on the number
of birth partners—if any—allowed during labor, and whether any
visitors (and who they were) were allowed to visit after birth.

The uncertainty and confusion around this advice meant that
pregnant people became concerned as to how these restrictions
would impact their rights and experiences during labor and
birth. As a result, national human rights charities such as the
Association for Improvements in the Maternity Services (AIMS)
and Birthrights, published a range of literature to support people
impacted by these restrictions [e.g., (13, 14)]. Further, it became
apparent to midwives that some women were contemplating
removing themselves entirely from NHS perinatal care and
freebirthing their babies. Concerned by this, on 30th April 2020
the Royal College of Midwives (RCM) issued a clinical guidance
note for midwives advising on how to support women intending
to freebirth (15).

Quantitative data about freebirth is almost non-existent.
It is unknown, for example, how many people per year
freebirth their babies in the UK. Demographics relating
to freebirthers’ socio-economic background, ethnicity, age,
and parity do not exist. In short, within the UK context,
there has never been a quantitative study undertaken that
attempts to collect such data. Given this lack of statistical
data relating to freebirth, the rates of increased interest in
freebirthing due to the COVID-19 pandemic remain unclear.
However, communities such as the Freebirth and Emergency
Childbirth Support Group—a UK fee-based Facebook group—
have been created on social media during the pandemic.
This group provided information to almost 300 expectant
parents, healthcare professionals and birth supporters. The
emergence of groups such as this during lockdown suggests
a genuine interest from a range of people in learning more
about freebirth.

METHODS

Data Collection
An online survey was undertaken to capture the experiences
of those in the UK who had given birth, or were due
to give birth, between the 9th March 2020 and the 3rd
July 2020, or whose partners had given birth or were
due to give birth between these dates. The dates chosen
ensured participants had either recently become parents or
were in the third trimester of pregnancy at the time of
the research. The survey collected demographic data, used
a psychometric tool to measure support in labor and birth,
and included a large number of open-ended questions about
respondents’ experiences.

Participants were asked to indicate whether they or their
partner was pregnant, their baby’s date of birth or due date and
their local healthcare service trust. Participants were also asked
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to indicate their ethnicity, age, disability, sexual orientation, and
gender. The main part of the survey consisted of free text boxes
which asked when participants became aware of Covid-19, and
when they understood that it might impact their pregnancy and
birth plans. It also asked about their plans for birth and whether
they had changed, whether they were accessing private healthcare
providers, whether other elements of perinatal care had changed,
and how they felt about becoming a parent during a pandemic.
A psychometric scale for those who had given birth was also
included, but the results are not discussed in detail here. All
questions after the consent and birth/due date were optional. The
questionnaire tool is attached at Supplementary Table 1.

The survey was promoted and carried out entirely online due
to the practicalities of the pandemic, and also to allow as many
people to respond as possible. An advert with a hyperlink to the
survey was shared on Twitter from both the first author’s personal
account and a King’s College account. On Facebook, the advert
was shared in generic birth groups, “due in” groups, homebirth
groups, cesarean birth groups, parenting groups and locality-
based birth groups. Two human rights charities, Birthrights and
the Association for Improvements in Maternity Services (AIMS)
were involved in helping design the survey, and in promoting it
through their online social media. The questionnaire was open
from 10th to 24th April 2020, and 1,754 responses were received.

Case Selection
This article reports in detail on the responses that related to
freebirth. The psychometric scale data was removed, and a
textual search of the full responses was carried out in the Excel
spreadsheet for the terms:

“Freebirth”
“Unattended”
“Unassisted”
“Free [AND] birth”

The last search term produced a high number of false positive
results such as “stress free birth,” so all results for this search were
manually checked before being included. The word “alone” was
searched for (in the spreadsheet) but returned too many vague
results. Themention of fear related to giving birth alonemay refer
to freebirthing, but is more likely to refer to giving birth without
a partner, a situation many respondents were unhappy with.

Responses which included these terms were then read in
full by the lead researcher (MG), and included in the freebirth
dataset if they indicated that the participant or their partner had
considered freebirth at any point, or if they had had a freebirth.
This resulted in responses from 72 people who had considered or
had a freebirth being included in the dataset. The full responses
(excluding the psychometric scale) from these participants were
then uploaded into NVivo. Two responses which mentioned
freebirth were excluded from the analysis as these responses
mentioned that the participants were too scared to consider
freebirth, or that they were concerned other womenmight choose
to freebirth. A second check of the full database was conducted
by the second researcher (SPG) to ensure that all cases had been
correctly identified.

TABLE 1 | Themes identified.

Theme Subtheme

Planned place of birth

Non-NHS support available/considered Doula

Independent midwife (IM)

Reasons for considering freebirth Avoid hospital

Previous traumatic birth

Coercion

Birth partner potentially excluded

Uncertainty

Access to water

Childcare

Distance/access to transport

Timing

Analysis
The demographic data from the full dataset were compiled so as
to compare with those considering freebirth. The dataset of 72
responses was then thematically analyzed using NVivo. Thematic
analysis is a methodology often used within qualitative research
in the social sciences, because it can generate rich detail from the
data, whilst also providing an overall organizational structure to
compare and discuss the data within. It is used for “identifying,
analyzing and reporting patterns (themes) within data” [(16),
p. 79].

As the aim of this research was to capture the real-time
lived experiences of expectant parents during lockdown, we
wanted to employ an analytical methodology that would provide
a rich description of the dataset rather than a theoretically
driven methodology.

Six stages of analytic process are described by Braun and
Clarke (16) as part of a robust thematic analysis process.
These are: familiarization, initial coding, searching for themes,
reviewing themes, naming and describing themes, and producing
a report. Reading and re-reading the responses which mentioned
freebirth to determine whether they should be included in
the analysis provided the necessary familiarization for the
researchers. The dataset was then transferred to NVivo, and the
lead researcher used an inductive approach to generate initial
codes from the open-ended questions. This initial coding was
organized into themes, providing a map of the data, which were
reviewed by the second researcher (SPG).

Each theme was then named and described, drawing on the
data to ensure that participants’ voices remained the center of the
analysis. The themes are presented above in Table 1, and a full
codebook of the themes is available at Supplementary Table 1.
The three main themes are: where birth was planned to happen
before the pandemic; what non-NHS support respondents
considered; and respondents’ reasons for considering freebirth.

The findings above use the themes identified to form
the structure of this article. Simple quantitative analysis was
also undertaken with the freebirth dataset, firstly to produce
descriptive statistics of the demographics of the participants, but
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also to turn qualitative answers into quantitative ones by turning
open-ended answers into closed ones. Turning qualitative data
into quantitative data can be one of the purposes of qualitative
research (17).

RESULTS

Quantitative Findings
This section begins by identifying the demographic
characteristics of the participants who had considered freebirth.
We then go on to examine participants’ plans for birth before
the pandemic.

Of the 72 participants who said they had seriously considered
freebirth during the pregnancy, 69 were women who were
pregnant at the time of the research. Two participants were
women who had given birth since the 9th March, and one
participant was a man whose partner was pregnant. This division
in the types of participant is roughly in line with the total dataset,
where 1,385 were still pregnant at the time of the research, 336
had given birth, and 33 were the partner of someone who was
pregnant or had given birth.

The majority of participants were white, heterosexual women,
as is shown in Figures 1, 2.

The youngest woman was 19, and the oldest was 41. The man
was 42, but his partner’s age is unknown. The average age was
31.4± 5 years, and the spread of ages are shown in Figure 3. The
same person who declined to indicate their ethnicity or sexuality,
also declined to indicate their age.

In terms of geographic distribution, participants considering
freebirth were not confined to any particular location in the
UK. There is representation in England, Scotland, Wales and
Northern Ireland (see Table 2). There is largely no clustering in
any of theNHS healthcare trusts, with the exception of three cases
in the Nottingham University Hospitals NHS Trust.

The demographic characteristics of those considering
freebirth were similar to the demographic characteristics of
the entire dataset, with the exception of sexual orientation.
Bisexual, lesbian and pansexual respondents made up 4.2% of all
survey respondents, but 13.9% of the respondents considering
freebirth. Sexual minority women were therefore more likely
than heterosexual participants to be considering freebirth.
Contingency table testing was used to determine if this difference
was statistically significant. Fisher’s Exact test was applied to the
data, comparing the number of LGBQ+ participants in the full
dataset with the number of LGBQ+ participants in the subset
who had considered freebirth. This test showed that there was a
difference between the groups, with LGBQ+ people being more
likely to have considered freebirth (p < 0.001).

Although we did not collect demographic data about the
profession of either the pregnant person or their partner, several
respondents mentioned it within their responses to the open
questions. One woman was a senior medical professional, two
others work clinically within the NHS, two are non-clinical
birth workers, another’s partner is a GP, and one’s husband is
a Registered General Nurse (RGN). It is interesting both that
so many people with professional experience in either birth or
healthcare were considering freebirth, and that they felt it was

important to provide this information in their answers. For
those with partners who are in current clinical practice, this
also presents a challenge to the definition of freebirth as a birth
“without health care professionals (HCPs) present (1).” We will
consider this further in the discussion.

Plans Before the Pandemic
Interestingly, only one person who answered the survey had been
planning to freebirth before the pandemic. The other participants
had a range of birth plans. Many had been intending to birth
at home (60). In England and Wales, around 2% of babies are
born at home each year, meaning that those who had planned a
homebirth are over-represented in this cohort (18). A significant
proportion of respondents had also been considering giving birth
in either a freestanding birth center, or an alongside midwife-led
unit (11), whilst two women had been intending to give birth
on the labor ward, and one woman had been intending to have
a planned cesarean birth. Many respondents described that they
had flexible plans for birth:

“If pregnancy remains low risk to go to [named] Birthing Center.
Is [sic] any complications developed to go to [named] Hospital.”

Although all of the participants had seriously considered
freebirth or were currently considering it at the time they
completed the survey, there were a mixture of current plans for
birth. Only two women had given birth before the survey, and
of these, one woman had had a freebirth, whilst the other had
seriously considered freebirth, but in the end had been able to
obtain the midwifery care that she had been told would not be
available. She explained that although the homebirth service was
officially withdrawn:

“when my husband rang whilst I was in labor, they initially
said no one could come, but after my husband asked to speak
to the head of Midwifery, they said they could send someone
out to do “checks” prior to transferring in. In the end, though,
the midwife turned up with all the gear be and was happy to
stay. Birth was extremely straightforward and fast (30min after
midwife arrived).”

Of the other 70 respondents whose babies had not yet been
born, some were definitely intending to freebirth, whilst others
remained undecided in their plans, and one woman was clear
that she had previously seriously considered freebirth but was
currently intending to give birth in hospital. The majority of
expectant parents considering freebirth during the pandemic
experienced negative feelings. Positive feelings seemed to be
more prevalent amongst participants who had made the decision
to have a freebirth, whilst those who were still undecided did
not seem to share these positive feelings. Once the decision to
freebirth had beenmade, participants described a returning sense
of safety and security: “I feel safe in my own home.”

Qualitative Findings
This section will use the qualitative data to explore the two
remaining themes relating to the birth care and support
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FIGURE 1 | Sexual orientation of participants considering freebirth.

FIGURE 2 | Ethnicity of participants considering freebirth.

respondents considered, and the reasons that respondents
considered freebirth.

Options Considered
Expectant parents in this study had a range of different first
choices for birthplace, including homebirths, birth centers and
MLUs, labor wards, and elective cesarean births. When expectant
parents’ plans for birth changed because of lockdown, a freebirth
was not always their second choice for birth either. Some

women’s second preference was to give birth in a different NHS
setting, which they had been informed was not available to them.
These difficulties are shown by this participant, as she explains
why her second choice of birthplace was not available to her, for
reasons unconnected to Covid-19:

“I have been told that the home birth service has been pulled and
I won’t be eligible for a midwife unit led birth as my BMI was too
high at booking in so I am now planning to freebirth.”

Frontiers in Global Women’s Health | www.frontiersin.org 5 February 2021 | Volume 2 | Article 603744



 304 

 

Greenfield et al. Between a Rock and a Hard Place

FIGURE 3 | Ages of participants considering freebirth.

Thirteen women in the study had considered using an
independent or private midwife. These are fully qualified
midwives, who are registered with the Nursing and Midwifery
Council in the same way as NHS midwives. Independent
midwives are self-employed, whilst private midwives are
employed by private companies. Four women had hired an
independent midwife, at the time of the survey. However, more
women commented that they were unable to hire an independent
midwife. For most, this was because they could not “afford it,”
whilst for others it was because the independent midwives had no
availability. One woman had considered hiring an independent
midwife before lockdown, but had spoken to their maternity
services who had reassured her they would be supportive of a
home vaginal birth after cesarean with the result that she decided
not to hire an independent midwife.

Unfortunately, the local homebirth service had then been
suspended, and the independent midwife no longer had any
availability. The participant commented, “I feel the decision has
been made too quickly without thorough troubleshooting.” In
another case, a respondent recalled that the local NHS Trust had:

“[I]n their infinite wisdom decided to cancel indemnity for
all independent midwives in the area. . . .Combined with the
cancellation of NHS home births, women in my area are left with
few choices of any.”

This meant that independent midwives were not legally able to
attend births at that time.

The majority of participants who were considering freebirth
because of Covid-19 had considered at least one other option
subsequent to the changes in their original birth plans. Freebirth

was therefore not a first or second choice for the majority of
participants who were considering it.

Reasons for Considering Freebirth
Given that freebirth was the first choice of only one participant
and was not even the second choice for many people,
understanding the reasons why participants were considering it is
important for healthcare services. The reasons given by expectant
parents were varied. As Table 3 shows, they can be divided into
three overarching categories: a desire to avoid hospital, birth
preferences, and practicalities.

These reasons were not mutually exclusive, and many
participants expressed several reasons for considering freebirth.
Some of the reasons were also connected, for example:

“I will have to go into hospital alone as my husband doesn’t drive
and will have to look after our eldest daughter; there is no one else
who can take her and she’s not allowed to visit either.”

This section will explore each of the three main themes for
considering freebirth.

Avoiding Hospitals
Thirty-nine participants said they were considering freebirth
partly or wholly because they wished to avoid going into the
hospital to give birth. For some this was due to past experiences
giving birth in hospitals. For others, the potential of catching
Covid-19 whilst in hospital felt too much of a risk to take.
Rather than hospitals being a place where they and their babies
would be safe, they had become places of potential danger and
contamination for some women.

Some participants feared what would happen if they went to
hospital for this birth. Women described being afraid of being
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TABLE 2 | Geographical distribution of participants considering freebirth.

England 54

North West 6

North East 1

Yorkshire and Humber 4

West Midlands 4

East Midlands 12

East 6

London 5

South East 11

South West 4

Scotland 8

Highlands and Islands 3

Mid East Scotland 2

South East Scotland 1

South West Scotland 2

Wales 4

South Wales 3

North Wales 1

Northern Ireland 2

Other

Guernsey 2

Did not fill in 1

TABLE 3 | Reasons why participants were considering freebirth.

Avoiding hospital Birth preferences Practicalities

Traumatic last birth Birth partner excluded Lack of childcare

Fear of hospitals Access to water Previous fast labor

Last baby died in the hospital Desire for certainty Distance to

hospital

Concerned about cascades of

intervention

No access to

suitable transport

Fear or experience of coercion

Risks of contracting Covid-19

coerced into interventions they did not want if they were in
hospital or treated badly in other ways. These fears were not
unrealistic, as they were often based on their previous experiences
of hospital births:

“Despite having quick births ‘easy’ births I have been treated
awfully during labor and for that reason only feel I have had
one positive birthing experience. I was hoping this birth would
be healing. . . .”

Other women’s fears were based on their experiences of care
during this pregnancy, where they felt that coercion and

“bullying” had already happened to them. These fears were
compounded by the idea that they might be in hospital without a
partner “to advocate for me.”

Hospital policies around the admission of partners to the labor
ward were felt to be coercive by some women. Two women
explained that their hospitals were only allowing partners in
when labor was established. They had been informed that this
would be judged by cervical dilation. However, cervical dilation
can only be established by a vaginal examination. Two women
described that they intended to decline the offered vaginal
examinations but were scared that doing so would mean their
partners were not allowed into the labor ward. The very fact
that the stated policy made a partner’s presence conditional
on the women accepting an intervention made them feel that
coercion was openly advertised as being integral to choosing a
hospital birth.

For women whose partners or children were in the high-
risk groups, going into hospital meant not only a risk to their
own health and their newborn baby’s health. It also meant that
they potentially became contaminated, and a danger to their
families. The dual hospital risks of interventions and the risk of
contracting the virus were interrelated:

“I fear the changes are going to lead to [more] unnecessary
interventions. And an increased risk therefore of having to stay
in hospital, increasing the chance that me, baby and my husband’s
will be exposed to the virus. My husband has a heart condition so
I fear the worst.”

Birth Preferences
Most NHS Trusts adopted a policy of only allowing one
birth partner into labor wards, MLUs and birth centers during
established labor. This created fear in some women that they
would not have a known person with them for some or all of
their labor. As well as wanting partners to be present at the birth
to advocate for them, women described needing their support.
This was especially the case when the journey to this birth had
been difficult:

“[M]y partner is a great support for me, we have gone through
IVF and a miscarriage together and I couldn’t imagine doing any
of this without him. . . .”

Some NHS Trusts adopted a policy that the sole birth partner had
to be someone the woman lived with, ostensibly to reduce the
potential for Covid-19 transmission to healthcare professionals
(19). This caused specific problems for single mums, those whose
partners needed to stay with older children, and those whose
partners had jobs where the risk of being affected by Covid-19
was high:

“[What] if my husband becomes locked down at work (possibility
as he is [a] prison officer, when it hits the prisons they plan on
literally locking the gates—in or out). . . .”

Many of the women who were in this position had planned
their support carefully. Until just a few weeks before the survey,
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they had expected to be able to have a birth partner who they
did not live with support them during birth—usually a doula (a
non-medical birth worker who provides emotional and practical
support), though one participant had intended to have her
mother as her birth partner. Some of these women had intended
to give birth in hospital or in birth centers and MLUs, with the
support of their non-resident birth partner. They were very aware
that they suddenly faced the real possibility of giving birth with
no-one they knew present to support them.

In some NHS Trusts, the rules about who could be present
at a birth were extended to homebirths as well. This created an
impossible situation for one participant who is a single parent:

“Home births so far are still going ahead in my trust, however I
wouldn’t be allowed my doula or my kids in the room. I have no
childcare and no other birthing partner.”

This situation had forced her into considering a freebirth, despite
the fact that a homebirth service was still available.

For three women, access to water as a form of pain relief was
an essential part of their birth plan. One participant was clear that
she would have considered a waterbirth on the labor ward, but
the only room with a pool was reserved for women who were
Covid-19 positive or Covid-19 symptomatic1.

The number of changes and the uncertainty over which
services might be available were mentioned by three participants
as a factor in their consideration of freebirth. Different NHS
Trusts have made changes to the services available at varying
times. Service changes impacted expectant parents’ plans, as
they made new choices depending on the services available. A
participant who had changed her plans several times already in
response to the withdrawal and reinstatement of birth support by
her NHS Trust said she was now considering freebirth because
she did “not want to change my birth plans [again].”

A sentiment which was repeated by many participants was
the feeling that they had been left with no choices by their
perinatal services, with 26 participants describing feeling trapped,
and forced into decisions that they did not want to make. They
characterized the choices that they had, due to a combination
of personal circumstances and local Trust policies as being “no
choice” or an “impossible choice.” There was a sense that the
decision to freebirth was one which the NHS services were
making for them: “I feel I am being backed into a free birth.”

Practicalities
Some expectant parents were considering freebirth because of
practical reasons, which were often multifaceted. Lockdown
restrictions, and elderly parents shielding had restricted the
childcare options available for older children for some families.
If the partner was the only person available to take care of the
children, and the homebirth service had been withdrawn, that
meant being without known support during birth. For those
whose partner could not drive, or without access to a vehicle,

1From the larger survey, the reserving of pool rooms for women with Covid-19
appears to be a common practice, even though women with Covid-19 are not
supported in having a waterbirth in most NHS Trusts.

simply getting to the hospital could be a logistical problem. This
was especially the case if a homebirth service had been withdrawn
and local birth centers were closed, or not available because the
pregnant person was not “low risk.” In rural areas, some women
were faced with a significant journey to the only available NHS
support for birth: “hospital 45 miles away.”

Even with access to a car and a driver, this is a daunting
journey to undertake in labor. Without that access, options were
very restricted:

“We don’t have a car, and the idea of taking a taxi in mid labor,
during a virus outbreak, was unthinkable.”

Concern about the distance that might need to be traveled whilst
in labor was compounded by previous birth history when women
had had fast labors. The woman who lived 45 miles from the
hospital said one of her main reasons for considering freebirth
was that:

“My last baby was born in less than an hour and a half so I’m
worried I wouldn’t make it to the hospital.”

In total, eight participants mentioned that a previous history of
precipitous labor was a factor in their consideration of freebirth.
All of these women had previously planned a homebirth,
or a birth in a birth center with close proximity to their
home. They did not perceive that they were making a choice
between giving birth in a hospital and freebirthing, but rather
between freebirthing and “End[ing] up having an accidental
unassisted birth.”

DISCUSSION

This is the first large scale study to capture the demographics
of people contemplating freebirth within the UK. It is also the
first study to identify LGBTQ+ people considering freebirth.
Importantly, freebirth was contemplated by people throughout
the UK suggesting that this decision was not motivated by the
actions of a few restrictive NHS trusts, but rather that the issue
was far more widespread. Furthermore, as far as we are aware,
this is the first freebirth study to capture data from all four
countries of the UK.

Characteristics of Those Who Considered
Freebirth
Notably, this is also the first time that a UK study has shown
that NHS health care professionals have contemplated stepping
outside of the NHS maternity system in order to freebirth
their babies. As no respondent mentioned other, unconnected
professions, it appears that respondents may have been justifying
their choice to consider freebirth by constituting themselves or
their partners as experts. This also raises as yet unanswered
questions about NHS staff perception of safety in relation to the
service they and their colleagues provide. It also offers a challenge
to the definition of freebirth. If either the person who is giving
birth or their partner is currently in clinical practice, can the
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birth be said to be “without health care professionals (HCPs)
present (1)?”

We note that participants within our survey have specifically
used the term “freebirth,” alongside responses that indicate that
they or their partners are healthcare professionals, and we believe
it is important that their terminology about their birth choices
is respected. The term was also used by most participants in
the survey without healthcare training or partners. Using the
term “freebirth” is an active, linguistic choice indicating an
awareness of it as a social phenomenon. Moreover, those that
indicate they or their partners are healthcare professionals, will
likely have awareness of the stigma of freebirthing. We do not
propose to offer an alternative definition of freebirth here, but
instead highlight this as an issue for consideration should further
research into health care professionals stepping outside the NHS
maternity system be undertaken.

It is well-established that pregnant lesbian and bisexual
women face routine heteronormativity, invisibility and
invalidation in their encounters with perinatal care (20).
Research also shows that LGBTQ+ people may experience fear
and discomfort when accessing healthcare services; that fear
being based on frequent accounts of other LGBTQ+ people
being denied access to healthcare services or discriminated
against when they disclose their gender or sexual orientation
(21). A small amount of research shows that lesbian and bisexual
women may even face hidden physical assault in perinatal care,
such as deliberately rough vaginal examinations (22). We do
not know whether this community experience of poor care
was a factor in LGBTQ+ people choosing to freebirth in this
study, but fear of poor care is a motivating factor that has
been identified in other freebirth research (see for example 4).
Other studies have not identified LGBTQ+ people choosing to
freebirth before, and research into LGBTQ+ birth choices have
not identified freebirth as a possible decision. Further research
in this area is needed to understand whether LGBTQ+ people
considering freebirth come from similar or different motivations
than cis-heterosexual people.

The Importance of Choice
Anyone can legally choose to give birth at home, regardless of
whether this would be medically recommended. This is a well-
established right, which has been confirmed under European law
(23). Birth centers and MLUs can have their own policies about
who is allowed to give birth there. NHS England says that the
place of birth should be decided by the person who is pregnant:

“Women should be able to make decisions about the support
they need during birth and where they would prefer to give birth,
whether this is at home, in a midwifery unit or in an obstetric unit
[(24), p. 9].”

However, in many NHS Trusts there is a policy that only women
deemed “low risk” can give birth in birth centers or MLUs. The
National Institute of Clinical Excellence (NICE) suggests that
only around 45% of pregnancies are considered “low risk” (25).
This means that when a homebirth service is withdrawn, many
people may only be able to give birth in the hospital labor ward

if they want NHS healthcare professionals’ support during the
birth, even if the birth center or MLU remain open.

Research is shortly due to be published that shows which
perinatal choices different NHS Trusts were able to maintain,
and which they decided it was necessary to remove. These results
are welcome, and important for future emergency planning of
perinatal services. As these findings show, removal of choice leads
to pregnant people who would rather have an attended birth
considering freebirth. However, the stories above also show that
personal circumstances can mean that the maintenance of choice
in birth is not as simple as which of the four places of birth are
open. If a birth center is kept open when a homebirth services is
closed but is only available to those who are “low risk”, it does
not provide choice for most people. If a homebirth service is
still running, but children and those from other households are
not allowed in the room, it is not a service that can be used by
single parents. If a single birth supporter is allowed, but they
have to be from the same household, single pregnant women
and people face giving birth without support from someone
they know. As can be seen in the responses to this survey, it
can be the most vulnerable people who are affected by service
disruption themost, andwho then feel they are left with no choice
but to consider freebirth. Choices which are seen as clinically
minor choices (such as access to a birth pool on a labor ward)
may be of great importance to pregnant people when making
decisions about birth. It is therefore important that quantitative
research into the choices that NHS Trusts were able to maintain
is nuanced to service users’ choices and takes into account the
ways different personal circumstancesmay interact with perinatal
service availability or restriction.

Although this study of freebirth took place during the
Covid-19 pandemic it becomes apparent that pregnant people’s
motivations reflect those noted by previous scholars. Concern
about the safety of hospitals, the reduction of homebirth options,
the practicalities of attending hospital and previous birth trauma
were all important motivations in this cohort. This demonstrates
that the Covid-19 pandemic has placed a spotlight on existing
problems in maternity care. Data from this study is clear: when
pregnant people are presented with amaternity service they deem
unsafe or does not align with their needs, desires or world view,
they may step outside of that system. If service providers wish to
ensure people have access to perinatal maternity care, they must
provide a service that is acceptable to those who are using it.

This study has also exposed how some pregnant people
considered maternity policies as coercive. A fear of being
coerced into unwantedmedical interventions raises serious issues
regarding the under-researched area of informed consent and
refusal in NHSmaternity care. It must be ensured that policies do
not inadvertently subvert informed consent as this could result in
those giving birth submitting to interventions theymay otherwise
have refused. As already highlighted above, a desire to avoid such
policies was a motivating factor for some people in this cohort.

Freebirth as a subject of academic research has only begun
to be studied relatively recently, and the literature pertaining to
it is small. The available literature suggests that it is a decision
pregnant women make for a variety of reasons, including
previous traumatic births (6), a lack of support for birth
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choices (4) and a belief in the inherent safety of undisturbed
physiological birth (3). This research suggests that a global
pandemic represents a new factor in such decisions.

Risk
Although the concept of risk typically dominates discussion on
pregnancy and childbirth, the Covid-19 pandemic appears to
have challenged people’s views on where and how it is safest to
give birth. Hospitals are generally assumed to be places of safety,
however for women who have experienced a traumatic birth, or
who are worried about iatrogenic harm in birth, hospitals may
feel unsafe (26). During the pandemic, hospitals have become
viewed by many people as risky places to be avoided, where
the risk of Covid-19 transmission is high (27), and this fear
was expressed by participants in this research too. Conversely,
freebirth may be assumed to be a risky choice, and those who
choose to freebirth are sometimes accused of making choices
for their own benefit whilst disregarding the safety of their
baby. Participants in this survey who were considering freebirth
because they wished to avoid hospitals were clear that they were
putting safety first. The vast majority of people within this study
had not considered freebirth before the pandemic, but Covid-
19, birthing restrictions and rapidly changing policies created
competing risks that meant freebirth became an acceptable
option. This indicates the complexity of people’s decision-making
and demonstrates how people’s understanding of risks associated
with place and manner of birth are not limited to what may be
deemed a medical calculation of physical risks.

Strengths and Limitations
This project provided a brief snapshot into the thoughts,
feelings, and decisions of expectant parents in the first
weeks of the Covid-19 lockdown in the UK. There is an
immediacy to these qualitative responses that can provide
researchers, policy makers, and practitioners with an insight into
lived experiences. The numbers considering freebirth, and the
reasons that they were considering this could usefully inform
reorganization and prioritization of perinatal services in the
event of future lockdowns.

The research was intended to capture experiences from a wide
range of expectant parents, and freebirth was not a specific area of
investigation within the research. Capturing data from so many
people considering freebirth was unexpected. Data capturing the
number of freebirths are not routinely collected in the UK, apart
from in London, where this information can be volunteered
by parents (28). Through Freedom of Information requests to
Health Boards some data is available for Wales, but here the
numbers also include cases where a baby was born before the
arrival of a midwife at home, or the parent at a hospital, MLU or
birth center (28).We cannot therefore know if the 72 participants
considering freebirth in this research represents a greater than
usual proportion. Additionally, as most people who answered
the survey had not yet given birth, we can only state how many
people considered freebirth, and cannot know the numbers of
those who eventually decided to do so. A limitation of this real-
time survey tool is that the resultant dataset is a convenience
sample which may be biased toward those that feel most strongly

about their pregnancy experiences. It could therefore be that
those expectant parents who were considering freebirth were
more likely to complete this questionnaire than parents who felt
more sanguine about the available NHS birth choices.

Future Research Directions
Further research into perinatal experiences during the Covid-
19 pandemic has already been planned and partially conducted
both within the UK and internationally. The results of other
studies will fill some of the research gaps within this work.
The opportunity to compare these findings on an international
level would also create a more nuanced understanding of the
circumstances that affect the consideration of freebirth during
a pandemic.

As mentioned above, it is not currently known how many
participants considering freebirth went on to have a freebirth
within this study. Follow-up research to determine the actual
circumstances of birth, and participants’ satisfaction with their
decisions could provide useful information, as no freebirth
research to date has focused on consideration of freebirth.

This research suggests for the first time that specific groups of
people may be more likely to have considered freebirth during
the Covid-19 pandemic. Further research with LGBTQ+ people
and HCPs would be useful to establish whether these groups are
more likely to consider freebirth outside of a pandemic, and to
understand the reasons why this might be.
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Understanding Consent in Maternity Care:  

Offers, Threats, Manipulation and Force 

 

Abstract 

Informed consent is a fundamental tenet of good maternity care.  Law, policy and guidance are clear 

as to the standard midwives should meet with regards to this.  Yet what are the philosophical and 

ethical underpinnings of this standard and how do they relate to every-day midwifery practice?  Using 

examples from my own qualitative research on freebirth I introduce some very basic philosophical 

concepts which explore offers, threats, manipulation and force.  The aim of this article is to prompt 

discussion and help practising midwives feel confident that their interactions with pregnant women 

and people meet relevant legal and ethical standards. 

 

Article  

 

“Gone are the days when it was thought that, on 

becoming pregnant, a woman lost, not only her 

capacity, but also her right to act as a genuinely 

autonomous human being.” 

Lady Hale in Montgomery v Lanarkshire Health 

Board [2015] para. 116 

 

Introduction 

Informed consent is the cornerstone of all medical intervention and central to woman-centred care.  

It is embedded in international and domestic law and is a constant theme within obstetric, midwifery 

and NHS literature.  But how do we know when someone consents to a medical procedure?  When 

can a midwife feel confident that consent has been freely given? And is that consent ever eroded, 

invalidated or nullified? 
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We can scrutinise consent in several ways.  Typically, analyses centre on three aspects: whether the 

person had mental capacity, whether all of the material risks were explained and whether consent 

was given without any form of coercion1.  In this article I wish to focus very specifically on the last 

point.  Using examples from my own research on women’s experiences of freebirthing in the UK 

(intentionally giving birth without doctors or midwives present), I will explore consent and its 

surrounding philosophy in relation to experiences as reported to me by participants in my study.   

 

My research consisted of face-to-face interviews with sixteen women about their freebirthing 

experiences and whilst consent was not the focal point, issues around consent became an important 

area of discussion.  Based on this, what follows is a short introduction and exploration of concepts 

such as offer, threat, manipulation and force.  In all the examples I use to explain these concepts, 

women’s accounts are given with pseudonyms to protect their identities.  My aim is to highlight 

circumstances where informed consent is absent or has become jeopardised and to spark debate 

within the midwifery community as to how such circumstances can be avoided.  

 

Law and Ethics 

Pregnant women and people have the right to decline any medical intervention “for religious reasons, 

other reasons, for rational or irrational reasons or for no reason at all”2.  The NHS confirms this by 

highlighting that such a decision must be respected, even if it would result in the death of the pregnant 

woman or her unborn baby3.  If a clinician fails to honour this, any non-consensual touching could 

potentially be an assault or battery 4.  

 

With regards to ethics, when making decisions regarding care, the ideal circumstance is what 

Beauchamp describes as “autonomous authorization”5.  For the purposes of informed consent, a 

person ought to be able to act autonomously in a space absent of deception, control, coercion, threat 

and any manipulation that restricts free choice5.  Consent is a positive act that goes beyond a situation 

where a patient simply acquiesces, yields or complies with the instruction of a clinician5. 

 

Offer 

In NHS maternity provision, interventions should be “offered”6.  This language emphasises woman-

centred care and avoids notions of paternalism.  Wertheimer7 unpacks in great detail the philosophical 

underpinnings of an offer.  Offers are freedom enhancing, voluntarily accepted, and the recipient can 

opt to decline them7. 
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Slippages in language may serve to undermine informed consent if compliance is presumed and 

interventions seen as routine.  Jocelyn provides an example: 

 

“And, when she'd [midwife] -, she'd say things like, 'Right, I'm going to take your 

blood now,' it was never a, 'Would you like me to take your blood?’”  

 

From this very simple example, the concept of an offer is lost and the option of declining the 

intervention is not presented.  Jocelyn may be aware that she can decline a blood test - but what if she 

is not aware of this?  To what extent has this undermined informed consent?  Whilst the invasive act 

may be considered minor, the ethical standard of the interaction is nonetheless questionable.  This is 

particularly important if the context of blood taking is replaced with some other procedure, such as a 

vaginal examination. 

 

Offers that cannot be refused 

It is somewhat anomalous to describe an offer as one that ‘cannot be refused’ as the phrase has 

negative connotations to words or circumstances linked to threats.  There is a significant body of 

philosophical literature related to this, but the foundational text is Nozick’s 1969 essay entitled 

Coercion.8  In brief and of most relevance to consent is that threats appear when one person 

communicates to another that there will be negative consequences if that second person pursues a 

particular course of action.   Such a set of circumstances is motivational for the listener who acts to 

avoid the consequence that the speaker will bring about.   

 

This is demonstrated with the following example from Grace who attempted to decline antenatal 

appointments that a midwife wished to schedule for her: 

 

“I just want[ed] to access certain bits of it [antenatal care]… And she [midwife] said, 

'Yeah, you do have a right to these things but we also have a right to be concerned, 

and we also have a right to report you in situations like this.' And I remember, I just 

went, like, cold, and I was like, 'You're gonna report me? Who are you gonna report 

me to?' And then she was like, 'Well, we might have to put in a case to social 

services.'”  

 
Applying Nozick’s theory would conclude that this offer of antenatal care should be better understood 

as a threat.  In this example there is no opportunity for informed consent.  In fact, any consent to 
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treatment may be potentially nullified by the way in which agreement has been extracted from Grace.  

Invasive acts ensuing from such an encounter become morally and legally problematic.  

 

Manipulation 

Manipulation affects autonomy by perverting the way a person “reaches decisions, forms preferences 

or adopts goals”9.  Manipulation has been the subject of much academic scrutiny and incorporates a 

wide range of circumstances including the use of tactics such as charm, deception and emotional 

blackmail10.   

 

One form of manipulation that Faden et al explore as a way in which clinicians may undermine 

informed consent is via “manipulation of information” 11.  Deception is an obvious example and consists 

of intentional strategies such as lying to make a person believe something that is false 11.  The following 

example provided by Emilia is illustrative of such a situation:  

 

“The same midwife who I liked so much told me that she wasn't sure the placenta 

was whole… She wasn't sure, so she was trying to convince me to have the 

[intravenous] drip… I mentioned it [at] one of my post-natal check-ups, saying, like, 

'Oh, but the midwife in the hospital said the placenta possibly wasn't full, like, maybe, 

it was a bit missing,' and she [second midwife] was horrified. She said that was clearly 

a lie, that [the first midwife] was trying to coerce me into, into taking the drip…”  

 

In this case the deception had altered Emilia’s understanding of her need for an intravenous drip as 

the true nature of the situation had been distorted.  The real purpose of the intervention was obscured 

thus prohibiting Emilia from becoming informed on even a very basic level.  The question as to whether 

she had given informed consent must be reformulated: did the provision of incorrect information 

mean she would even be able to give informed consent?   

 

Force and violence 

Physical force upends or subverts concepts of autonomy and bodily integrity.  It removes a person’s 

ability to act freely as the recipient is not afforded agency and her body is manhandled, touched or 

entered without her agreement.  So obvious is the use of violence as a form of coercion and a means 

to negate consent, that rich discussion of the subject rarely features in academic literature.  However, 

it is sometimes touched upon in texts that explore rape because the existence of consent is crucial to 

understanding whether such an offence has been committed12. 
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In the realms of maternity provision, the use of force moves away from informed consent and very 

visibly into the realms of obstetric violence as illustrated by Lottie’s experience: 

 

“And she [midwife] just came in my bathroom, no announcement of who she was. 

She was like, 'You need to get off that toilet now.' … and then she, like, laid me on 

the bathroom floor.  And then, without asking me she did a … [vaginal] exam. And 

I was just like, 'Eh, what are you doing?' And she was like, 'I need to check if your 

waters have gone.' I was just like, 'No,' and I put my foot on her shoulder and 

pushed her off.”  

 

In this example, there is no opportunity for informed consent; indeed no attempt at an offer is made.  

An invasive act is carried out without adequate justification or explanation.  An uninvited refusal only 

takes place while the act is being carried out, and this is in the form of the physical removal of the 

midwife from Lottie’s body.  Outside of a clinical encounter this would be a battery or assault.  Given 

that this was not an emergency scenario, it is difficult to conceive of why it would not be one in the 

present circumstance.   

 

Conclusion 

What does all this mean for a practising midwife?  Philosophy may seem a million miles away from 

every-day midwifery practice, but the reality is that it underpins the ethical standards that health care 

professionals must meet.  What I have presented is a tiny drop in a huge ocean of literature on this 

subject.  Some people have spent their whole careers exploring concepts such as coercion and their 

work touches on a wide range of disciplines, some of which are totally unrelated to midwifery.  

Nevertheless, due to the importance of consent, these ideas become relevant to the day-to-day 

interactions that occur between midwives and pregnant women.   

 

Practising midwives cannot be expected to find the time to explore the philosophical aspects of 

consent and coercion in all their nuances and specifics.  However, a basic understanding of the 

philosophical foundations of these concepts is useful.  Such knowledge can be used to enhance the 

ethical standard of midwives’ practice and help to ensure that the autonomy of the people they 

support is fully respected.   
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The Value of Listening: Learning from The Freebirth Study 

Gemma McKenzie 

 

I think that they follow a set of rules, don’t they?  And they have to tick their boxes, 

and they’re not considering me as a mum, they’re considering me as a sheet of 

paper and they need to put me in their boxes… 

Valentina* 

 

I don’t disrespect midwives, you know, and their knowledge and I think they 

support women really well.  But I also think at the same time you’ve got to take 

each individual woman and listen to her… 

Aisha*  

 

The above quotes are two of many insightful and astute comments made by interviewees during my 

study of women’s experiences of freebirthing in the UK.  Each of the sixteen participants had decided 

to give birth at home without doctors or midwives present.   They gave me detailed accounts of why 

they had done this and the response they had received from health care professionals as a result.  As 

the interviews were all narrative in style and completely unstructured, women were free to take on a 

storyteller role.  I rarely asked questions.  Instead, I sat back and listened.  I caught a glimpse of the full 

mosaic of a woman’s life: her children, partner, career and previous births; her joys and 

disappointments; her spirituality and aspirations.  At the end of each interview, I walked away 

understanding completely why a woman had made her decision.   

 

Freebirthing is an atypical birthing decision.  Some may consider it risky, dangerous or stupid.  I 

consider it a complex decision.   It is complex because society frowns upon it, but also because it can 

be fuelled by problems inherent in the maternity system, a woman’s personal understanding of the 

nature of birth, and even by her culture and religion (McKenzie et al., 2020).  Failing to understand the 

complexity of women’s decision making can lead to knee jerk reactions from health care professionals 

that can be both silencing and coercive (McKenzie, 2021a, McKenzie, 2021b, McKenzie, 2020)   

However, freebirthing women - like all adults making decisions about their health care – are individuals 

with a full history of life behind them.   

 

 
* Pseudonyms have been used to anonymise participants. 
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Different paradigms 

During my research I re-read Ann Oakley’s (1980) seminal work Women Confined in which she explores 

the sociology of childbirth.  What has always fascinated me are her analyses of conversations between 

obstetricians and pregnant women.  Throughout these interactions both speakers appear to be 

operating within two totally different paradigms and in some cases, they appear to be holding two 

separate conversations (p.9-49).  In the text, the obstetrician views the woman as nothing more than 

a ‘pregnant patient,’ whilst the woman attempts to navigate her care as a person with more expansive 

aspects to her life as a social actor.  The following example is taken from a longer excerpt within 

Oakley’s data (Oakley, 1980:29): 

 

DOCTOR: Why have you left it so long [patient is about 22 weeks pregnant] before 

coming here? 

PATIENT: Well, I didn’t go to the doctor for ages, I was so depressed.  I didn’t want 

the baby.  I wanted an abortion. 

DOCTOR: Have you ever had diabetes, tuberculosis, rheumatic fever, kidney 

diseases, high blood pressure…? 

 

Whilst it must be recognised that this exchange took place over four decades ago, the parallels with 

Valentina and Aisha’s quotes are palpable.  The doctor makes no real attempt to understand the 

woman’s position and the context of her decision making is dismissed; he simply rattles through a 

series of medical checklists. 

 

It is impossible to know what was going through the mind of the speakers during this interaction.  

However, it is possible that the two people had entirely different mindsets.  The doctor’s may have 

been one of diagnostics, time schedules and meeting the requirements of a busy hospital practice, 

while hers may have been one of seeking support, compassion and reassurance.  Within Oakley’s 

example however, it is the pregnant woman who must alter her expectations and conform to the 

medical paradigm in which the doctor works.   

 

The medical paradigm  

Scholars have long argued that birth – a normal physiological process – has been drawn into the 

medical paradigm, pathologized and over medicalised (Rothman, 1982, Davis-Floyd, 1990, Johanson 

et al., 2002, Kitzinger, 2006).  Viewed through a medical lens, women’s bodies come to be seen as a 

site of risk.  As Deborah Lupton writes: 
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Most medical and many lay discourses tend to represent the pregnant body itself as 

inevitably deviating from the norm, as vulnerable and susceptible to a range of ills 

and risks. (Lupton, 1999:63) 

 

Of course, pregnant women can be “vulnerable and susceptible to a range of ills and risks.” However, 

problems arise when consultations focus solely on hunting down those risks and as Valentina states, 

consist of “rules,” “box-ticking” and women being viewed as “sheets of paper.” Even if the medical 

paradigm channels health care professionals into that frame of mind it may be resisted by the people 

on the receiving end.  Indeed, as in the freebirth cohort, it may even result in women seeking support 

elsewhere. 

 

Viewing pregnant women through a narrow medical lens may also lead to health care professionals 

misunderstanding their motivations. A few years ago, I read a post by an obstetrician in an online 

forum.  He had drawn up a short informal survey which explored women’s decision-making regarding 

induction of labour.  Providing various statistical probabilities relating to the chance of perinatal death, 

he asked at which point women would agree to an induction.  Immediately, women responded by 

commenting that this was not how they made decisions about their health and their babies.  As Oakley 

(1980) noted over forty years ago, women factored in other elements of their lives such as childcare 

arrangements for older children, the work schedule of their partners and their previous birthing 

experiences (p.30-33). These sit outside of the medical paradigm of risk and mortality rates and reflect 

the social reality of pregnant women.   

 

Continuity and the opportunity to listen  

In a remarkable book chapter entitled The Midwife: A Professional Servant? the inimitable Mary Cronk 

MBE discussed her 15 years’ experience as an independent midwife (Cronk, 2010).  In the UK 

independent midwifery is separate from state-run maternity care and women hire their midwife on a 

private basis.  In Cronk’s experience, this not only positively altered the power dynamics between 

women and their carers but also enabled the opportunity for healthy relationship building.   For Cronk, 

the continuity of care she provided allowed her to understand what made the woman ‘tick’ (p.62).  As 

she further notes: 

 

It is, in my opinion, a nonsense to treat all women the same; women are all 

individuals and pregnant women particularly need individual care. The IM 
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[independent midwife], with her knowledge of the woman and her family 

circumstances, gained throughout the antenatal care, is particularly able to provide 

this individual care. (p.62) 

 

Understanding what ‘makes someone tick’ requires dialogue, empathy and an opportunity to know a 

woman within the social context of her life.  In Cronk’s view therefore, continuity provided the space 

for this to happen, for women to be humanised, listened to and understood.   

 

Concluding thoughts 

It is much easier for a qualitative researcher like me to spend time listening to women than a busy 

practitioner who has a waiting room full people to attend to.  I am not a health care professional and 

can only imagine the difficulties of trying to support people on an individual level in a maternity system 

that requires business like efficiency and operates within the medical paradigm.  Nevertheless, the 

idea of individualised care in which health care professionals endeavour to understand the person 

they are supporting on a human level is nothing new.  Sadly, within my own study, failure to do so 

often damaged relationships between pregnant women and midwives.   

 

Importantly, whilst an individual may aim to improve their own practice, the success of this is likely 

dependent on the environment in which they work.  Such an environment must be conducive to 

enabling health carers such as midwives to really listen to and understand the people they care for.  I 

would argue this requires time, continuity and an ability to see the whole individual as a person whose 

life extends beyond their pregnancy or their health condition.  Finally, what I’ve learned from The 

Freebirth Study is that if someone makes an atypical health care decision, the professionals supporting 

that person would do well to stop, take a breath and begin to listen. 

 

More information on The Freebirth Study can be found here: www.gemmamckenzie.co.uk 
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The language of birth trauma 
 
 
In a chapter written by Maddy Simpson and Agy Cater entitled ‘Birth Trauma: the noxious by-

product of a failing system’, Cater describes her horrific experiences of giving birth in an 

Australian maternity unit. She writes that during the entirety of her labour and birth: 

 

“…I felt harassed, questioned, coerced, undermined and bullied … [and] … was 

made to feel like I was not entitled to receive basic human rights including 

declining the type of care I wished to have.” (p.258) 

 

Her experience included being physically restrained, with an obstetrician and midwife “both 

taking turns in hammering their fingers into my vagina with each contraction to ‘guide’ my 

pushing.” (p.263) 

 

This chapter invokes a sense of horror. Cater had been deeply traumatised both 

psychologically and physically by her experience. Her descriptions reflect something out of a 

nightmare or a twisted Stephen King novel. Such an account leads to a broader question: What 

exactly was Cater describing? Was this birth trauma as the title of the chapter suggests? Was 

this a clear example of obstetric violence? Or is this a case of both? 

 

It is at this point worth unpacking the two terms, starting with birth trauma. The implication 

is physical or psychological trauma caused by or connected to birth. We may imagine people 

frightened, distressed and deeply affected by their birthing experience. In the same chapter 

as Agy Cater, Maddy Simpson highlights how birth trauma is “subjective,” has been linked to 

“personal satisfaction with the birth process and outcome” and in the worst cases can result 

in a diagnosis of post-traumatic stress disorder (p.257). 

 

The second, more recently coined term obstetric violence, implies violence within an obstetric 

or maternity setting. It suggests that a pregnant woman or person is experiencing some form 

of abuse in a medical capacity either on an individual or systemic level. The term is more 

sinister, there is a hint of unequal power dynamics and we can imagine a person being 

deemed a ‘victim’ or ‘survivor’ of such violence. The issue has been considered to be of such 
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a serious nature that the term has been codified into the legal frameworks of some Latin 

American countries and the UN Special Rapporteur has recently published a report on the 

problem.  

 

From these very brief explanations, we can see how the two terms may be connected. In fact, 

in literature on the subject, it is typical to read about how birth trauma can be caused by 

negative interactions with health care professionals. Reed et al. for example, documented a 

range of horrific incidents that participants described in their study on women’s experiences 

of “trauma whilst giving birth.” These included descriptions of violation and physical abuse, 

including examples of women being held down by health care professionals during birth and 

others being subjected to non-consensual invasive procedures.   

 

When I read these accounts, I get the sense that the term ‘birth trauma’ is being used to 

describe the physical and psychological injury someone experiences as well as its cause. 

Whilst someone may be traumatised by events at their birth, when they have experienced 

abuse, is it not more accurate to use the term ‘obstetric violence’ to describe that abuse? And 

in these situations, even if people have been traumatised, are they really traumatised by 

birth? Or have they been traumatised by abuse during birth? In both cases, ‘birth trauma’ 

does not appear to be an accurate portrayal of the circumstances. 

 

It is each person’s prerogative to use the language that they see fit to describe their own 

experiences of giving birth. But what concerns me is that the use of the term ‘birth trauma,’ 

especially in academic, obstetric or midwifery circles, to describe women’s accounts of abuse 

is problematic. To do so - even if unintentionally - masks the unlawful and unethical nature of 

the practices that women describe. 

 

When obstetric violence is caught under the umbrella of birth trauma and not highlighted as 

something very specific in its own right, we lose an opportunity to challenge it. It is important 

to recognise that obstetric violence is something doctors and midwives can always actively 

resist and avoid. Obstetric violence is a problem that can be prevented, challenged and 

eradicated. Birth trauma is different. A woman can be traumatised by an unexpected and 

unavoidable stillbirth regardless of the support she received from medical staff. Birth trauma 
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may therefore exist even with the highest standards of care, but high standards of care are 

anathema to obstetric violence. 

 

If birth takes place under abusive circumstances, trauma can be a potential emotional 

response. But it should be remembered that obstetric violence is not an emotional response; 

it culminates in an act – touching, cutting, entering, penetrating or some other form of abuse. 

It is not predicated on the subjectivity of how a person feels. Law and ethics exist to determine 

appropriate standards of care. To be violent is to potentially act both unethically and 

unlawfully. Applying the term birth trauma to violent acts carried out against someone can 

problematise the survivor of that violence, their body or their perceived ‘vulnerabilities.’ In 

contrast, obstetric violence problematises the behaviour of the health care professional and 

the system within which he or she works. The term shifts the emphasis and highlights that 

someone should be held accountable or that something needs to change. 

 

In academic, obstetric and midwifery circles, when we see acts or descriptions of obstetric 

violence, we must begin to label it as such. Muting the act of obstetric violence with the 

phrase ‘birth trauma’ is deeply problematic. Any refusal to say or acknowledge the term will 

not make the issue disappear. In the same way that domestic violence is not defined as 

marriage or relationship trauma, we should not use ‘birth trauma’ to describe abusive acts. 

To do so risks failing to identify the true nature of the problem and allowing it to continue 

unabated. Labelling relevant incidents as obstetric violence is the first step in being better 

able to target the issue and thus challenge and eventually eradicate it completely. 
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Appendix 12: Contribution to BMJ Medical Ethics Blog – Getting “done” for concealment of 

pregnancy: Does a woman have a duty to inform healthcare staff of her pregnancy status? 
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Getting “done” for concealment of pregnancy:  

Does a woman have a duty to inform health care staff of her pregnancy status? 

 

In England a pregnant woman – like any adult with mental capacity - enjoys the rights to autonomy 

and bodily integrity. As a result, she can only be subjected to a medical intervention with her informed 

consent. The law does not consider a human fetus as a separate legal entity; therefore, a pregnant 

woman has the right to decline a medical intervention even if it would result in her death or the death 

of her unborn baby. The fallout of this is that antenatal care is voluntary, and women are under no 

legal obligation to give birth with doctors or midwives present. Consequently, although the law is clear 

on these points, policies regarding concealment of pregnancy raise ethical questions about whether 

these rights are understood and respected in medical and midwifery practice.  

 

I explored this phenomenon in my study of women’s experiences of freebirthing in the UK.  When 

women decided to give birth without medical or midwifery attendance, they may have had some, all 

or no antenatal care. In the interviews I carried out with sixteen freebirthing women, most did engage 

with antenatal services at some point. However, three women commented on their fear of getting 

“done” for concealment of pregnancy if they did not access maternity provision.  

 

This raises two questions: are women under a legal obligation to inform healthcare professionals of 

their pregnancy status, and if they do not, is this a criminal offence? Given the rights outlined above, 

the law cannot – and does not – demand both the respect of a woman’s autonomy and her submission 

to medical authority; the two requirements simply cannot co-exist. Further, from a criminal law 

perspective, whilst there is no offence of concealment of pregnancy, there is an offence of 

concealment of birth.   This requires a defendant to have secretly disposed of the body of a dead baby 

with the aim of concealing its birth. The salient point therefore, is that concealment of pregnancy and 

concealment of birth are two very different phenomena and only the latter is a criminal offence. 

 

Returning to concealment of pregnancy, it is associated with crisis pregnancies. There is no accepted 

academic definition, but one often used is that it takes place when someone “through fear, ignorance 

or denial, does not accept, or is unaware of, the pregnancy in an appropriate way”. The concept aims 

to ensure vulnerable people can be recognized and supported. 
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In policy documents however, the definition used to describe concealment extends its academic 

reach, perverts the reality of the law and casts suspicion on all women who do not conform to 

expected standards of behaviour. One example appears in the Greater Manchester Safeguarding 

Policy: 

 

A concealed pregnancy is when a woman knows she is pregnant but does not tell any 

health professional; or when she tells another professional but conceals the fact that 

she is not accessing antenatal care; or when a pregnant woman tells another person 

or persons and they conceal the fact from all health agencies. (para.2.1) (bold in 

original). 

 

The implicit presumption in this policy is that all women are under an obligation to inform health 

carers when they are pregnant. This perceived obligation has no legal foundation. The policy also 

implies a duty on women to access antenatal care and if they do not access it, to inform a professional 

of their decision. Again however, the law imposes no such duty. When a woman does not act according 

to the policy, its wording suggests that she is engaging in suspicious behaviour.  

 

A similar sentiment is seen in a policy from NHS Norfolk and Norwich University Trust which states 

that a concealed pregnancy “is one where the mother deliberately conceals the fact she is pregnant 

from health care professionals and sometimes their family as well” (p.2). The policy continues, stating 

specifically that if a freebirthing woman did not access antenatal care and then arrived at hospital in 

labour, she should be treated as if she had concealed her pregnancy (p.4-5). This would require an 

investigation into her circumstances and a safeguarding referral if the midwife considered it necessary 

(p.3).  Similar approaches are rife in child protection policies throughout the UK (see for example, 

Suffolk Safeguarding Partnership , Knowsley Safeguarding Children Partnership and  Cambridgeshire 

and Peterborough Safeguarding Partnership) with the decision not to inform medical staff of a 

pregnancy automatically being labelled with the emotive word “concealed.” 

 

In none of these policies is it stated that maternity care is voluntary, nor that all people with mental 

capacity whether pregnant or not have the right to autonomy and bodily integrity.  Whilst it is 

understood that there will be vulnerable people who have crisis pregnancies and who will require 

extra support, the very basic legal starting point is never elucidated. Further, as there is no legal 

obligation to access maternity services, ethical questions arise when women fear investigation if they 



 332 

 

fail to engage with those services. Policies such as those outlined above generate that fear and present 

health care staff and other professionals with a skewed view of the law.  

 

In summary, there must be policy that outlines how to recognise vulnerable women with crisis 

pregnancies.  However, this must be presented in a way that respects mentally competent women’s 

rights to autonomy and bodily integrity. Achieving both can only be done with policy that is legally 

accurate and ethically sound.  
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Appendix 13: Example images in progress from the Graphic Zine 
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Appendix 14: Example of Public and Patient Involvement – AIMS’ Freebirth 
Webpage 
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,V�LW�OHJDO�WR�IUHHELUWK�RU�WR�GHFOLQH�VRPH�RU�DOO�DQWHQDWDO�FDUH"

,Q�WKH�8.�LW�LV�OHJDO�IRU�D�ZRPDQ�WR�IUHHELUWK�KHU�EDE\�DQG�WR�GHFOLQH�VRPH�RU�DOO�DQWHQDWDO�FDUH��$�ZRPDQ�

FDQQRW�EH�IRUFHG�WR�KDYH�DQ\RQH�SUHVHQW�DW�WKH�ELUWK��QRU�FDQ�VKH�EH�IRUFHG�WR�XQGHUJR�PHGLFDO�

)UHHELUWK��8QDVVLVWHG�3UHJQDQF\�DQG�8QDVVLVWHG�%LUWK�bïb�DLPV�RUJ�XN
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LQWHUYHQWLRQV��$�ZRPDQ�GRHV�QRW�KDYH�WR�MXVWLI\�KHU�GHFLVLRQ��QRU�EDVH�LW�RQ�D�SDUWLFXODU�UHDVRQ��,Q�WKH�

UHOHYDQW�FDVH�ODZ�IRU�WKLV��%XWOHU�6FKORVV�VWDWHG�WKDW�D�ZRPDQ�PD\�UHIXVH�PHGLFDO�LQWHUYHQWLRQ�å�ZKLFK�

ZRXOG�LQFOXGH�DQWHQDWDO�DQG�SHULQDWDO�FDUH���çIRU�UHOLJLRXV�UHDVRQV��RWKHU�UHDVRQV��IRU�UDWLRQDO�RU�LUUDWLRQDO�

UHDVRQV�RU�IRU�QR�UHDVRQ�DW�DOO�è��6HH��0%�>����@���0HG��/�5�����0%�>����@���0HG��/�5������DW�SDUDJUDSK�

����

7KH�RQO\�H[FHSWLRQ�WR�WKLV�LV�ZKHQ�D�ZRPDQ�ODFNV�FDSDFLW\�DV�GHVFULEHG�E\�WKH�0HQWDO�&DSDFLW\�$FW�������

+RZHYHU��WKH�$FW�LV�YHU\�FOHDU�LQ�WKDW�

HYHU\�SHUVRQ�RYHU����LV�SUHVXPHG�WR�KDYH�FDSDFLW\�XQOHVV�SURYHQ�RWKHUZLVH��DQG

WKDW�D�ODFN�RI�FDSDFLW\�LV�QRW�SURYHQ�MXVW�EHFDXVH�D�KHDOWK�FDUHU�GLVDJUHHV�ZLWK�D�SHUVRQèV�GHFLVLRQ�

RU�GHHPV�LW�çXQZLVH�è

'R�,�KDYH�WR�LQIRUP�P\�PLGZLIH�RU�RWKHU�KHDOWK�FDUHU�LI�,�LQWHQG�WR�

IUHHELUWK"

<RX�DUH�QRW�XQGHU�DQ\�REOLJDWLRQ�WR�LQIRUP�\RXU�PLGZLIH�LI�\RX�LQWHQG�WR�IUHHELUWK��+RZHYHU��LI�\RX�GR�WHOO�

KHU�DERXW�\RXU�LQWHQWLRQV��WKH�5R\DO�&ROOHJH�RI�0LGZLYHV��5&0��KDV�SXEOLVKHG�LQIRUPDWLRQ�RQ�KRZ�\RX�

FDQ�H[SHFW�WR�EH�VXSSRUWHG��)RU�PRUH�RQ�WKLV�VHH�WKH�VHFWLRQ�
&DQ�,�ELUWK�DW�KRPH�ZLWKRXW�D�PLGZLIH"
�RQ

RXU�%LUWK�,QIRUPDWLRQ�SDJH�&RURQDYLUXV�DQG�\RXU�PDWHUQLW\�FDUH�

&DQ�,�EH�UHIHUUHG�WR�&KLOGUHQèV�6HUYLFH�LI�,�GHFOLQH�FDUH"

6RPHWLPHV�ZRPHQ�GHFOLQLQJ�DQWHQDWDO�FDUH�RU�FDUH�LQ�ODERXU�FDQ�ILQG�WKDW�PLGZLYHV�DQG�GRFWRUV�WKUHDWHQ�

WR�UHIHU�WKHP�WR�&KLOGUHQèV�6HUYLFHV��SUHYLRXVO\�NQRZQ�DV�6RFLDO�6HUYLFHV��DV�D�PHDQV�RI�FRHUFLRQ��7KH�

5&0�KDV�UHFHQWO\�SXEOLVKHG�JXLGDQFH�WKDW�LW�LV�QRW�DSSURSULDWH�IRU�PLGZLYHV�WR�GR�WKLV�VROHO\�RQ�WKH�EDVLV�

WKDW�D�ZRPDQ�LV�GHFOLQLQJ�FDUH�RU�LQWHQGV�WR�IUHHELUWK�

5HIHUUDO�WR�&KLOGUHQèV�6HUYLFHV�VKRXOG�RQO\�EH�FRQVLGHUHG�LI�WKHUH�LV�D�FRQFHUQ�DERXW�WKH�ZHOOEHLQJ�RI�WKH�

EDE\�DIWHU�LW�LV�ERUQ��DQG�QRW�MXVW�EHFDXVH�WKH�PRWKHU�LV�H[HUFLVLQJ�KHU�ULJKW�WR�GHFOLQH�FDUH��$�ZRPDQèV�

ULJKW�WR�DXWRQRP\�DQG�ERGLO\�LQWHJULW\��ZKLFK�LV�SURWHFWHG�E\�$UWLFOH���RI�WKH�+XPDQ�5LJKWV�$FW�FDQQRW�EH�

RYHUUXOHG�HYHQ�LI�WKHUH�LV�D�FRQFHUQ�DERXW�DQ�XQERUQ�EDE\��DV�D�EDE\�GRHV�QRW�KDYH�OHJDO�ULJKWV�XQWLO�LW�LV�

ERUQ�

,I�\RX�DUH�WKUHDWHQHG�ZLWK�D�UHIHUUDO�RU�VRFLDO�ZRUNHUV�EHFRPH�LQYROYHG�\RX�FDQ�VHHN�DGYLFH�IURP�WKH�

)DPLO\�5LJKWV�*URXS�ZZZ�IUJ�RUJ�XN��<RX�PD\�DOVR�ZLVK�WR�PDNH�D�IRUPDO�FRPSODLQW�DQG�JXLGDQFH�RQ�KRZ�

WR�GR�WKLV�FDQ�EH�IRXQG�LQ�7KH�$,06�*XLGH�WR�5HVROXWLRQ�DIWHU�%LUWK�

:KR�FDQ�EH�SUHVHQW�ZKHQ�D�ZRPDQ�IUHHELUWKV�KHU�EDE\"

$W�WKH�ELUWK��VRPH�IUHHELUWKLQJ�ZRPHQ�ZLOO�ELUWK�HQWLUHO\�DORQH��RWKHUV�ZLOO�KDYH�D�GRXOD��SDUWQHU��IULHQGV�

)UHHELUWK��8QDVVLVWHG�3UHJQDQF\�DQG�8QDVVLVWHG�%LUWK�bïb�DLPV�RUJ�XN
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RU�IDPLO\�SUHVHQW��:KHQ�ELUWKLQJ�DW�KRPH��D�ZRPDQ�LV�OHJDOO\�HQWLWOHG�WR�KDYH�ZKRPHYHU�VKH�ZLVKHV�DW�

KHU�ELUWK�

,Q�WKH�SDVW�WKHUH�KDV�EHHQ�VRPH�FRQIXVLRQ�DURXQG�ZKR�FDQ�EH�SUHVHQW�ZKHQ�D�ZRPDQ�JLYHV�ELUWK�ZLWKRXW�

D�GRFWRU�RU�PLGZLIH��:KHQ�D�ZRPDQ�IUHHELUWKV��VKH�LV�QRW�WU\LQJ�WR�UHFUHDWH�D�PHGLFDO�ELUWK�DW�KRPH��

&RQVHTXHQWO\��WKRVH�SUHVHQW�DW�D�IUHHELUWK�ZLOO�QRW���DQG�VKRXOG�QRW���EH�DFWLQJ�LQ�D�PHGLFDO�FDSDFLW\�

7KH�UHOHYDQW�ODZ�RQ�WKLV�SRLQW�DSSHDUV�LQ�7KH�1XUVLQJ�DQG�0LGZLIHU\�2UGHU�������6HFWLRQ����VWDWHV�WKDW��

$�SHUVRQ�RWKHU�WKDQ�D�UHJLVWHUHG�PLGZLIH�RU�UHJLVWHUHG�PHGLFDO�SUDFWLWLRQHU�VKDOO�QRW�DWWHQG�D�ZRPDQ�LQ�

FKLOGELUWK��

7KLV�VHFWLRQ�LV�GHVLJQHG�WR�VWRS�XQTXDOLILHG�SHRSOH�FODLPLQJ�WR�EH�PLGZLYHV�RU�GRFWRUV�DQG�WKHQ�

VXSSRUWLQJ�D�ZRPDQ�LQ�FKLOGELUWK��,WV�SXUSRVH�LV�QRW�WR�VWRS�D�KXVEDQG��SDUWQHU��IULHQG��UHODWLYH�RU�GRXOD�

IURP�VXSSRUWLQJ�D�ZRPDQ�ZKR�GHFLGHV�WR�JLYH�ELUWK�ZLWKRXW�D�PLGZLIH�SUHVHQW��7KH�VDPH�DSSOLHV�WR�D�

KXVEDQG��SDUWQHU��WD[L�GULYHU��VKRSNHHSHU�HWF��ZKR�VXSSRUWV�D�ZRPDQ�JLYLQJ�ELUWK�VXGGHQO\�DQG�

XQH[SHFWHGO\�

,I�,�GHFLGH�WR�KDYH�DQ�XQDVVLVWHG�ELUWK��ZKDW�DUH�P\�OHJDO�REOLJDWLRQV"

,I�WKHUH�LV�QR�PLGZLIH�RU�RWKHU�KHDOWK�FDUHU�SUHVHQW�ZLWKLQ�VL[�KRXUV�RI�WKH�ELUWK��WKH�PRWKHU�RU�DQ\�RWKHU�

SHUVRQ�ZKR�ZDV�SUHVHQW�DW�WKH�ELUWK��RU�ZKR�DUULYHG�ZLWKLQ���KRXUV�RI�WKH�ELUWK��PXVW�QRWLI\�WKH�ELUWK�LQ�

ZULWLQJ�ZLWKLQ����KRXUV�RI�WKH�EDE\�EHLQJ�ERUQ��1RWLILFDWLRQ�RI�WKH�ELUWK�LV�GLIIHUHQW�WR�UHJLVWHULQJ�WKH�

ELUWK�

,W�LV�QRW�DOZD\V�LPPHGLDWHO\�FOHDU�ZKR�VKRXOG�EH�QRWLILHG�RI�WKH�ELUWK��7KH�1RWLILFDWLRQ�RI�%LUWKV�$FW�������

VWDWHV�WKDW�LW�LV�WKH�çFKLHI�DGPLQLVWUDWLYH�PHGLFDO�RIILFHU�RI�WKH�+HDOWK�%RDUG�IRU�WKH�DUHDè�ZKR�VKRXOG�EH�

QRWLILHG��:RPHQ�FRQVLGHULQJ�IUHHELUWK�PD\�ILQG�LW�XVHIXO�WR�ILQG�RXW�EHIRUHKDQG�ZKLFK�/RFDO�$XWKRULW\�

RIILFH�WKH�QRWLILFDWLRQ�QHHGV�WR�EH�VHQW�WR��0DQ\�DUHDV�KDYH�D��&KLOG�+HDOWK�'HSDUWPHQW��ZKLFK�GHDOV�

ZLWK�QRWLILFDWLRQV��$OWHUQDWLYHO\��D�VXSSRUWLYH�PLGZLIH�PD\�RIIHU�WKH�UHOHYDQW�GHWDLOV�

%HFDXVH�LW�LV�XQXVXDO�IRU�PLGZLYHV�WR�QRW�EH�SUHVHQW�DW�ELUWKV��LQ�VRPH�DUHDV�LW�FDQ�EH�UDWKHU�FKDOOHQJLQJ�

WR�QRWLI\�WKH�ELUWK�EHFDXVH�WKH�V\VWHP�LV�QRW�VHW�XS�IRU�WKLV��RU�VWDII�VLPSO\�GR�QRW�NQRZ�ZKDW�WR�GR��,W�LV�

LPSRUWDQW�WKHUHIRUH�WR�FRQWDFW�WKH�DSSURSULDWH�VHUYLFH�LQ�DGYDQFH��<RX�ZLOO�WKHQ�EH�DEOH�WR�HQVXUH�WKDW�

\RX�NQRZ�ZKR�WR�VSHDN�WR�DQG�ZKDW�LQIRUPDWLRQ�WKH\�ZLOO�UHTXLUH�EHIRUH�WKH�VLWXDWLRQ�EHFRPHV�WLPH�

FULWLFDO�DQG�\RX�KDYH�WR�MXJJOH�WKLV�OHJDO�UHTXLUHPHQW�ZLWK�FDULQJ�IRU�D�QHZERUQ�EDE\�

2QFH�WKH�ELUWK�KDV�EHHQ�QRWLILHG��\RX�VKRXOG�EH�JLYHQ�DQ�1+6�QXPEHU�IRU�\RXU�EDE\��DQG�WKHQ�\RX�FDQ�

SURFHHG�ZLWK�UHJLVWHULQJ�WKH�ELUWK�DV�QRUPDO�WKURXJK�WKH�ORFDO�UHJLVWU\�RIILFH�

)UHHELUWK�DQG�WKH�&RYLG����SDQGHPLF

7KH�$,06�+HOSOLQHKDV�EHHQ�UHFHLYLQJ�DQ�LQFUHDVLQJ�QXPEHU�RI�FDOOV�IURP�ZRPHQ�ZKR�KDYH�EHHQ�GHQLHG�

)UHHELUWK��8QDVVLVWHG�3UHJQDQF\�DQG�8QDVVLVWHG�%LUWK�bïb�DLPV�RUJ�XN
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KRPHELUWKV�RU�DFFHVV�WR�D�ELUWK�FHQWUH�GXH�WR�WKH�&RYLG����SDQGHPLF�DQG�DUH�QRZ�FRQVLGHULQJ�IUHHELUWK�

:H�XQGHUVWDQG�WKDW�WKH�GHFLVLRQ�WR�IUHHELUWK�LV�FRPSOH[�DQG�ZRPHQ�GR�QRW�WDNH�VXFK�GHFLVLRQV�OLJKWO\��

8VXDOO\��ZRPHQ�ZKR�IUHHELUWK�KDYH�VSHQW�D�ORW�RI�WLPH�FRQVLGHULQJ�WKHLU�ELUWK�GHFLVLRQ��EXW�EHFDXVH�RI�WKH�

FXUUHQW�SDQGHPLF�ZH�KDYH�VHHQ�ZRPHQ�FRPH�WR�WKLV�GHFLVLRQ�PXFK�ODWHU�LQ�WKHLU�SUHJQDQFLHV�DQG�XQGHU�

GLIILFXOW�FLUFXPVWDQFHV��:H�KDYH�WKHUHIRUH�SXW�WRJHWKHU�D�OLVW�RI�UHVRXUFHV�IRU�\RX�WR�DFFHVV�LI�\RX�IHHO�

WKDW�IUHHELUWK�KDV�VXGGHQO\�EHFRPH�DQ�RSWLRQ�\RX�ZDQW�WR�FRQVLGHU�

)UHHELUWK�,QIRUPDWLRQ�DQG�6XSSRUW

$,06�DUWLFOHV

,Q�������$,06�SURGXFHG�D�ZKROH�-RXUQDO�HGLWLRQ�GHGLFDWHG�WR�IUHHELUWK��,W�FDQ�EH�DFFHVVHG�KHUH

ZZZ�DLPV�RUJ�XN�MRXUQDO�LQGH[�����

)DFHERRN�*URXSV

,W�LV�LPSRUWDQW�WR�JHW�D�UDQJH�RI�VXSSRUW�LI�\RX�LQWHQG�WR�IUHHELUWK��,I�\RX�GR�QRW�SHUVRQDOO\�NQRZ�DQ\ERG\�

ZKR�KDV�IUHHELUWKHG��\RX�PD\�ILQG�LW�KHOSIXO�WR�VHHN�RQOLQH�VXSSRUW�IURP�ZRPHQ�ZKR�KDYH�JLYHQ�ELUWK�WKLV�

ZD\�

)UHHELUWK�8.

ZZZ�IDFHERRN�FRP�JURXSV�����������������

8QLWHG�.LQJGRP�)UHHELUWK�8QDVVLVWHG�&KLOGELUWK�*URXS

ZZZ�IDFHERRN�FRP�JURXSV�8.)UHHELUWK�8&

8.�)UHHELUWK�,QIRUPDWLRQ

ZZ�IDFHERRN�FRP�JURXSV����������������

)UHHELUWK�7XEH

ZZZ�IDFHERRN�FRP�JURXSV����������������

7KH�DERYH�JURXSV�DUH�DOO�RSHQ�WR�UHVSHFWIXO�GLVFXVVLRQ�RQ�IUHHELUWK�DQG�ZRPHQ�RIWHQ�SURYLGH�

LQIRUPDWLRQ�DQG�VXSSRUW�EDVHG�RQ�WKHLU�RZQ�H[SHULHQFHV��,Q�RUGHU�WR�MRLQ��\RX�ZLOO�OLNHO\�KDYH�WR�H[SODLQ�

\RXU�UHDVRQLQJ�DV�WKH�DGPLQLVWUDWRUV�DFWLYHO\�WU\�WR�SURWHFW�WKH�JURXS�IURP�WUROOV�

6RPHWLPHV�KRPHELUWK�JURXSV�DUH�RSHQ�WR�IUHHELUWK�GLVFXVVLRQV���EXW�QRW�DOO��,W�ZRXOG�EH�ZRUWK�VFUROOLQJ�

WKURXJK�ROGHU�SRVWV�WR�VHH�ZKHWKHU�\RX�DUH�OLNHO\�WR�EH�VXSSRUWHG�RU�QRW��EHIRUH�SRVWLQJ�DERXW�DQ\�

LQWHQWLRQV�WR�IUHHELUWK��6RPHWLPHV�UHVSRQVHV�IURP�SHRSOH�FDQ�EH�YHU\�QHJDWLYH�DQG�XQKHOSIXO�

7KH�)UHHELUWK�DQG�(PHUJHQF\�&KLOGELUWK�6XSSRUW�*URXS

)UHHELUWK��8QDVVLVWHG�3UHJQDQF\�DQG�8QDVVLVWHG�%LUWK�bïb�DLPV�RUJ�XN
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ZZZ�IDFHERRN�FRP�JURXSV�IUHHELUWKHPHUJHQF\FKLOGELUWK�

7KH�)UHHELUWK�DQG�(PHUJHQF\�&KLOGELUWK�6XSSRUW�*URXS�ZDV�LQLWLDOO\�FUHDWHG�DV�D�UHVSRQVH�WR�WKH�&RYLG�

���SDQGHPLF��EXW�LW�LV�QRZ�D�UHVRXUFH�EDVH�IRU�DQ\RQH�SODQQLQJ�D�IUHHELUWK�RU�ZKR�ZDQWV�WR�EH�SUHSDUHG�

IRU�DQ�XQSODQQHG�%LUWK�%HIRUH�$UULYDO��7KH�PHPEHUVKLS�LV�D�PL[WXUH�RI�ZRPHQ�ZKR�KDYH�IUHHELUWKHG��

ZRPHQ�VHHNLQJ�VXSSRUW��PLGZLYHV�DQG�GRXODV��7KHUH�LV�D�MRLQLQJ�IHH�RI�e���DOWKRXJK�H[FHSWLRQV�DUH�PDGH�

IRU�SHRSOH�H[SHULHQFLQJ�ILQDQFLDO�KDUGVKLS�

3RGFDVWV

7KH�)UHHELUWK�6RFLHW\

ZZZ�IUHHELUWKVRFLHW\�FRP�EORJV�WKH�IUHH�ELUWK�SRGFDVW

7KH�)UHHELUWK�6RFLHW\�LV�D�86�EDVHG�QHWZRUN�IRU�ZRPHQ�ZKR�ZDQW�WR�IUHHELUWK��7KH\�DGYRFDWH�D�QRQ�

PHGLFDO�DSSURDFK�WR�FKLOGELUWK�ZKLFK�VRPH�SHRSOH�PD\�ILQG�H[WUHPH�DQG�XQSDODWDEOH��+RZHYHU��ZLWKLQ�

WKHLU�SRGFDVWV�WKHUH�DUH�HPSRZHULQJ�VWRULHV�RI�XQDVVLVWHG�ELUWKV�ZKLFK�PDQ\�8.�IUHHELUWKLQJ�ZRPHQ�

KDYH�IRXQG�KHOSIXO�ZKHQ�SUHSDULQJ�IRU�WKHLU�RZQ�

<RX7XEH

0DQ\�ZRPHQ�FRQWHPSODWLQJ�IUHHELUWK�ILQG�LW�XVHIXO�WR�ZDWFK�<RX7XEH�YLGHRV�RI�XQDVVLVWHG�ELUWKV��7KLV�

FDQ�KHOS�\RX�SUHSDUH�PHQWDOO\�IRU�ZKDW�\RX�PD\�H[SHULHQFH�LI�\RX�GHFLGH�WR�JLYH�ELUWK�ZLWKRXW�GRFWRUV�RU�

PLGZLYHV�SUHVHQW�

%RRNV

0RVW�ERRNV�RQ�IUHHELUWK�KDYH�EHHQ�ZULWWHQ�E\�$PHULFDQ�DXWKRUV��WKHUHIRUH�WKH\�GR�QRW�SURYLGH�

LQIRUPDWLRQ�RQ�WKH�8.�FRQWH[W��+RZHYHU��WKH\�FDQ�EH�XVHIXO�WR�XQGHUVWDQG�WKH�H[SHULHQFHV�RI�RWKHU�

ZRPHQ�ZKR�KDYH�WDNHQ�D�VLPLODU�SDWK��7KH�IROORZLQJ�LV�QRW�DQ�H[KDXVWLYH�OLVW��EXW�MXVW�D�IHZ�WH[WV�WKDW�

PD\�SURYH�KHOSIXO�

8QDVVLVWHG�&KLOGELUWK�E\�/DXUD�6KDQOH\�������

)LQG�WKH�ERRN�RQ�$PD]RQ

%LUWK�%HFRPHV�+HUV�E\�%UHH�0RRUH�������

)LQG�WKH�ERRN�RQ�$PD]RQ

7KH�%LUWKNHHSHUV�E\�9HURQLND�6RSKLD�5RELQVRQ�������

)LQG�WKH�ERRN�RQ�$PD]RQ

6SLULWXDO�0LGZLIHU\�E\�,QD�0D\�*DVNLQ�������

)LQG�WKH�ERRN�RQ�$PD]RQ

2WKHU�DXWKRUV�NQRZQ�WR�VXSSRUW�DQG�RU�ZULWH�DERXW�IUHHELUWK�LQFOXGH�0LFKHO�2GHQW��6DUDK�-��%XFNOH\�DQG�

)UHHELUWK��8QDVVLVWHG�3UHJQDQF\�DQG�8QDVVLVWHG�%LUWK�bïb�DLPV�RUJ�XN
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-HDQLQH�3DUYDWL�%DNHU�

5HVHDUFK

7KHUH�LV�YHU\�OLWWOH�UHVHDUFK�RQ�IUHHELUWK��7KH�QXPEHU�RI�IUHHELUWKV�LQ�WKH�8.�DQG�WKH�RXWFRPH�RI�WKHVH�

ELUWKV�DUH�XQNQRZQ��7KLV�LV�EHFDXVH�ZRPHQ�RIWHQ�GLVJXLVH�WKHLU�IUHHELUWKV�DV�%RUQ�%HIRUH�$UULYDOV��RU�

%%$V���DQG�WHOO�KHDOWK�FDUHUV�WKDW�WKH�EDE\�ZDV�ERUQ�VR�TXLFNO\�WKDW�WKH\�GLG�QRW�KDYH�WLPH�WR�FDOO�IRU�KHOS��

&RQVHTXHQWO\��ZH�GR�QRW�KDYH�UHOLDEOH�DQG�DFFXUDWH�TXDQWLWDWLYH�UHVHDUFK��UHVHDUFK�WKDW�UHOLHV�RQ�

QXPEHUV�DQG�VWDWLVWLFV��WKDW�IRFXVHV�RQ�IUHHELUWK�

:KHQ�SHRSOH�GR�XQGHUWDNH�UHVHDUFK�RQ�IUHHELUWK��WKH\�XVXDOO\�FDUU\�RXW�D�TXDOLWDWLYH�VWXG\��RQH�WKDW�LV�

EDVHG�RQ�LQWHUYLHZV���7KHVH�VWXGLHV�JHQHUDOO\�IRFXV�RQ�ZRPHQèV�PRWLYDWLRQV�DV�RSSRVHG�WR�DQ\�SUDFWLFDO�

RU�HPRWLRQDO�VXSSRUW�WKH\�PD\�KDYH�XVHG��1HYHUWKHOHVV��WKH\�PD\�EH�RI�LQWHUHVW��7KH�IROORZLQJ�DUH�WKH�

PDLQ�8.�RQHV�

*HPPD�0F.HQ]LH��*OHQQ�5REHUW�DQG�(OVD�0RQWJRPHU\��������([SORULQJ�WKH�FRQFHSWXDOLVDWLRQ�DQG�

VWXG\�RI�IUHHELUWKLQJ�DV�D�KLVWRULFDO�DQG�VRFLDO�SKHQRPHQRQ��D�PHWD�QDUUDWLYH�UHYLHZ�RI�GLYHUVH�UHVHDUFK�

WUDGLWLRQV�PK�EPM�FRP�FRQWHQW�HDUO\������������PHGKXP������������

&ODLUH�)HHOH\��������)UHHELUWKLQJ��D�FDVH�IRU�XVLQJ�LQWHUSUHWDWLYH�KHUPHQHXWLF�SKHQRPHQRORJ\�LQ�

PLGZLIHU\�UHVHDUFK�IRU�NQRZOHGJH�JHQHUDWLRQ��GLVVHPLQDWLRQ�DQG�LPSDFW�

MRXUQDOV�VDJHSXE�FRP�GRL�DEV�������������������������"MRXUQDO&RGH MUQE

&ODLUH�)HHOH\�DQG�*LOO�7KRPVRQ��������:K\�GR�VRPH�ZRPHQ�FKRRVH�WR�IUHHELUWK"�
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Association for Improvements in the Maternity Services 
Registered Charity No. 1157845 

Web: www.aims.org.uk      Help Line: 0300 365 0663     Help Email: helpline@aims.org.uk 

 

6th May 2020 

AIMS’ response to the Royal College of Midwives (RCM) Clinical Briefing Sheet: ‘freebirth’ or ‘unassisted childbirth’ 
during the COVID-19 pandemic 

AIMS welcomes the recent publication of the RCM Clinical Briefing Sheet: ‘freebirth’ or ‘unassisted childbirth’ during the 
COVID-19 pandemic (www.rcm.org.uk/media/3904/freebirth_draft_23-april-v5-002-mrd-1.pdf). The RCM has noted 
that an “increased number of women are choosing to have an unassisted birth in the UK during the COVID-19 pandemic 
due to the reduction in birthplace options.” This reflects what AIMS has experienced, recognised and previously 
reported (www.aims.org.uk/information/item/coronavirus). 

We also welcome the RCM acknowledgement that previous negative maternity experiences or other emotional and 
psychological factors can result in some women preferring to give birth without midwives or doctors present.  

We agree that the recommendation for maternity staff with relevant experience or an existing positive relationship with 
the woman to reach out to her in order to “build dialogue” is an appropriate way forward. We also welcome the 
recommendation that this dialogue should include: 

• a chance “for the woman to share what is important to her in relation to her psychological and physical 
safety;” 

• time to explore why she has decided to give birth in this way;  
• recognition of and an offer of support for previous birth trauma; 
• exploring “what plan for the birth would feel safe and acceptable to her;” and  
• consideration of “options of how to provide an individualised plan of care for her.”  

We would highlight however, that this type of dialogue is a fundamental tenet to woman-centred care as advocated by 
the National Maternity Review (www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-
report.pdf) and as such should form part of all women’s antenatal care and/or birth plan discussions.  

Similarly, the recommendation for continuity of carer during the antenatal period is also welcomed, but we would add 
that wherever possible this should extend to include the birth and post-natal period. AIMS would also hope that the 
recommended individualised care plans would include the option of home birth where this is the only way in which a 
woman can feel safe and/or able to protect her mental well-being. If a woman wishes to continue with her plans for an 
unassisted birth, AIMS would also expect this decision to be respected and supported.  

AIMS welcomes RCM explicitly stating that women have a legal right to freebirth and to choose “care that goes against 
the advice of their midwife.” We are also pleased to see RCM highlight that a mother should not be referred to social 
services “solely on the basis that she has declined medical support.” However, AIMS would welcome a statement from 
RCM that this is always the case and that these rights exist regardless of the current pandemic. 
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Concerns 

AIMS was concerned that the RCM recommendation of how to “build dialogue” stated that a midwife should arrange to 
“spend time talking with the woman (and her partner, if appropriate) to understand more fully their concerns and 
reasons.” Midwives must recognise that not all women will welcome such dialogue and that a woman has a right to 
decline this meeting. Some women may perceive such a conversation as intrusive or even coercive, therefore health 
carers must respect a mother’s wishes if she does not wish to engage in or continue this dialogue.  
If a woman does wish to engage in dialogue, we hope that midwives will listen to her with compassion and empathy and 
not dismiss deeply held concerns. Further, we would expect that any concerns she shares are treated with respect and 
not used to undermine her. 
 
Whilst we acknowledge the importance of having a senior midwife such as a PMA work with a woman who wishes to 
have an unassisted birth, the woman must be reassured that this is not being done as a way of intimidating or coercing 
her into making an alternative decision. Staff should also be reminded that this is not a form of ‘escalation’ of the issue. 
 
We also had some concern with the suggestion that a woman should be given “time to reassess her decision and review 
[the] conversation again.” Midwives should be reminded that this must not result in a woman being subjected to 
unwanted requests to review her decision. This is particularly important in light of the statement that midwives explain 
“the evidence about any particular individualised risk factors for [the mother] and her baby.” While we recognise the 
importance of such a conversation, midwives should ensure that this information is factual (supported by evidence), and 
given in an objective way, without the use of emotive language. AIMS would also like RCM to remind midwives that 
repetitive unwanted discussion of risks could be considered ‘undue influence’ (www.birthrights.org.uk/wp-
content/uploads/2019/03/Consenting-to-treatment-2019.pdf) and be seen by mothers as coercive. 

A further concern is that AIMS is aware of many women who are only finding out at a very late stage of pregnancy that 
their homebirths will not be supported. This could mean that there is not enough time for in-depth conversations or 
birth trauma support if needed. We would like RCM to emphasise the importance of transparency by the maternity 
services to ensure that women are kept aware of the current service offering, the plans for escalation and de-escalation 
of service restrictions, and the potential impact on their birth plans. 

Finally, in reference to the recommendation that women are advised on how to “register the baby’s birth”. Registering a 
freebirth is no different to registering any other birth, however, AIMS is aware that freebirthing women do frequently 
require information on how to notify an unassisted birth.  
 
To conclude, while the RCM briefing is a welcome clarification of women’s legal and human rights as they relate to 
unassisted birth, these rights need to be reiterated once the current pandemic is over. Many of the recommendations 
regarding personalised care, continuity of carer and discussion of women’s psychological and physical safety should 
already be a fundamental aspect of NHS antenatal care. Consequently, these are not limited to, nor are they only of 
specific relevance to those women who decide to have an unassisted birth.  
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AIMS (Association for Improvements in the Maternity Services)  www.aims.org.uk 

Submission to the UN Special 
Rapporteur 
Since 1960, AIMS has been the leading advocate for improvements in UK maternity care. We have national 
and international links and a membership of over 700 midwives, health visitors, obstetricians and lay people. 
Collectively, our volunteers have decades of experience researching, advocating on and campaigning for 
improvements in UK maternity care. Importantly, we also support women directly to navigate the maternity 
system. We use our knowledge, influence and experience to instigate policy change at local and national level.  
 
We run an email and telephone helpline which provided support to more than 400 women during 2018/19.  We 
also have a large network via our volunteers and members, who engage with mothers, health care providers and 
others on social media and at meetings. We provide information on our website and in a series of books. This 
information is produced to help women to make informed decisions about their care, and to challenge 
misinformation. 

Question 1: 
Please indicate whether in your country there are cases of mistreatment and violence against women 
during reproductive health care, particularly facility-based childbirth. If so, please specify what kind of 
cases and describe your country’s response and any good practices, including protection of human rights. 
 
Birth trauma based on mistreatment and violence during facility-based childbirth is a common complaint raised 
by women who contact AIMS for support or provide their birthing narratives for our online journal 
(https://www.aims.org.uk/journal). In our experience, obstetric violence can be both direct and structural. With 
regards to the former, we have supported women who have been sutured without anaesthesia, physically 
restrained during birth, subjected to vaginal examinations without informed consent and verbally humiliated 
and abused. Words used by women to describe their traumatic births include terms such as ‘brutal’, ‘barbaric’, 
‘torture’, ‘like rape’, and ‘dehumanised’. Their experiences often include feeling ‘helpless’, ‘ignored’, 
‘invisible’ and ‘not listened to’. First time mothers tell us about how shocked and degraded they felt at the 
treatment they received and the way their autonomy was overruled, while mothers approaching subsequent 
births come to us seeking a way to avoid this mistreatment happening to them again. 

What we also see is structural violence, particularly as our maternity system has become highly medicalised 
and interventions such as caesarean section and induction of labour have become more routine. One way in 
which this occurs is via women being forced or coerced into complying with care pathways, which often include 
invasive, intrusive and painful interventions. Other forms of structural violence include the expectation of 
women to birth on their backs, often with their legs in stirrups for no clear reason, and the overuse of continual 
fetal monitoring, both of which are a form of indirect restraint and can cause labour to be more painful, and 
birthing to be more difficult. What women report to us, and what is apparent in both academic and grey literature, 
is that once one form of intervention is used, it can often lead to a ‘cascade of interventions’. A common example 
is the use of Syntocinon for augmenting labour, which can lead to the need for an epidural, resulting in a difficult 
birth requiring a forceps delivery. The UK’s high rates of episiotomy and instrumental deliveries also leave 
many women with severe perineal injuries, incontinence and sexual dysfunction. Further,  
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there is little postnatal support in our healthcare system for remedying the mental and physical traumas caused 
by such abusive structural violence. 

While we are aware of an effort by some within the NHS to ensure more physiological ‘normal’ births - such 
as attempts to improve hospital environments, the establishing of birth centres and the provision of home birth 
services - in our experience such services are not offered as routine. Birthing at home or in a midwifery led unit 
is often something women have to fight for, even if they are low risk, and women who are not categorised as 
such will usually have to be very assertive.  As our maternity system becomes more medicalised however, it 
appears that the definition of ‘low risk’ is being interpreted much more narrowly meaning fewer women are 
finding it easy to access these services. 
 
A key consequence of this violence is our nation’s growing problem with birth trauma, which can include 
emotional, psychological and mental health problems, some of which can lead to diagnoses of Post-Traumatic 
Stress Disorder and Post-Natal Depression. Some women, their partners and families suffer without a diagnosis 
and are unable to return to the health service for support due to its role in their trauma. AIMS has been aware 
of this for many years and we have supported numerous women who have experienced this. AIMS frequently 
publishes articles on the aforementioned issues, but we would draw your attention to three editions of our journal 
in particular: 

 
• When Birth Becomes Trauma (2019) Vol.30, No.4 https://www.aims.org.uk/journal/index/30/4 
• Birth Trauma – What makes birth traumatic and how can we help? (2007) Volume 19, No.1 

https://www.aims.org.uk/journal/index/19/1 
• Failure in Expectations: it’s all your fault! (2002) Vol. 14, No.4 

https://www.aims.org.uk/journal/index/14/4 

Question 2: 
Please specify if full and informed consent is administered for any type of reproductive health care 
and if these include childbirth care.  
 
In AIMS’ experience there are two branches of consent in maternity care: informed consent to a medical 
procedure or intervention, and informed refusal of a medical procedure or intervention. 
 
With regards to women providing informed consent, we are aware that while this is a central aspect of ethical 
maternity care and a legal requirement, it is not always practised in UK childbirth facilities. We hear reports 
from women about blatant violations in the form of non-consensual vaginal examinations. We also hear of 
women not being fully informed about the advantages and disadvantages of certain procedures. This happens 
from the first encounter with the health services, with the assumption that women will automatically accept all 
antenatal testing, through to birth. We are currently seeing the prevalence of this with regards to induction of 
labour, which is usually presented as routine with limited discussion about any alternative or what the procedure 
entails. From our discussions with women we also sense that within the hospital environment, consent to one 
procedure is presumed to be consent to any further procedures that follow the initial agreement.  
 
Linked to this is informed refusal. Legally, pregnant women are not required to undergo any medical procedure 
and they can decline all maternity care. However, threats in the form of for example, social services referral, 
coercion, the deliberate distortion of facts and the withdrawal of services are ways in which our maternity system  
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violates informed refusal and pressurises some women into submitting to interventions that they do not want. 
This way of obtaining agreement to interventions erodes women’s trust in the maternity services, violates their 
right to bodily integrity and does not meet the requirement of informed consent. 

Question 3:  
Please specify whether there are accountability mechanisms in place within the health facilities to ensure 
redress for victims of mistreatment and violence, including filing complaints, financial compensation, 
acknowledgement of wrongdoing and guarantees of non-repetition. Please indicate whether the 
ombudsperson is mandated to address such human rights violations. 

In this country, law, policy and professional guidance prohibits violence against women within the 
maternity setting. On paper therefore, it would appear that there are adequate accountability mechanisms 
to provide redress to women who have experienced obstetric mistreatment and violence. The reality 
however is very different. 
 
AIMS frequently supports women to file complaints about the treatment they have experienced within the 
maternity system. One disadvantage to women is that the notes made by maternity professionals are often 
considered as providing the ‘truth’ as to what happened during the birth and antenatal and postnatal 
appointments. This documented ‘truth’ is frequently very different to a woman’s version of events, or that of 
her birth companions. Consequently, complainants often find it difficult to challenge the ‘official’ version of 
events. We have also found that when women complain to their maternity providers, the institution’s response 
is usually to devalue the woman’s experience. In our view, maternity providers tend to deny the abuse or defend 
it, as opposed to thoroughly investigating the situation.  
 
The Public Health Services Ombudsman (PHSO) is required to investigate complaints of incidents occurring 
within the healthcare setting, including those within the maternity system. The problem complainants 
experience however, is that they must first complain to the Trust in which the incident took place. Not only can 
this be a draining and distressing experience for women, but it also precludes the opportunity for the actions of 
a hospital to be immediately and independently investigated. A further issue is also that the PHSO has a strict 
time limit of one year from the date of the incident for the woman to make a complaint. This is extremely 
discriminatory as during the first year of a baby’s life, all mothers are challenged by time, energy and the 
demands of a newborn. For those who experienced mistreatment and obstetric violence, this will also be coupled 
with the mental anguish of coming to terms with their trauma, and in many cases mental illness related to that 
trauma. 
 
Other organisations set up for receiving and addressing complaints are similarly ineffective. The Patient Advice 
and Liaison Service (PALS) for example, is not independent enough to thoroughly and effectively investigate 
complaints. Equally, the Care Quality Commission (CQC), although the health and social care regulator, does 
not have the power to investigate individual complaints. 
 
One avenue some women have attempted to pursue as a way to seek redress for the abuse they have suffered is 
to complain to the police. Legally, any physical obstetric violence is not only bad medical practice, but also  
 
potentially a criminal offence. In our experience of supporting women who attempt this route, the police refuse 
to get involved even when the abuse is blatant, for example, physical restraint and forced vaginal examinations.  
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What this suggests to us is that problematically maternity providers are free to operate outside of the criminal 
law. 
 
As explained in question 1, much of the violence that takes place within the UK system is structural. Abusive 
practices are often considered normal and routine. As a result, if a woman complains of a forced vaginal 
examination for example, as our society views birth as a highly medicalised event, her pain and trauma are 
considered necessary or lacking in consequence within the bigger picture of the ‘emergency’ of childbirth. Such 
ingrained cultural perspectives silence women and prohibit them from ensuring their right to bodily integrity is 
respected. 

Question 4: 
Do your health systems have policies that guide health responses to VAW and are these in line with WHO 
guidelines and standards on this issue? 
 
While maternity providers will usually have policies in place to support women experiencing violence from 
outside of the healthcare setting, for example, domestic abuse, the reality is that care within the NHS is 
fragmented. The consequence of this is that women may see ten or more health carers during their pregnancy 
and birth, therefore developing a successful relationship with a professional is often difficult if not impossible. 
Additionally, with limited opportunity to engage fully with a woman over the duration of a pregnancy, health 
carers will struggle to adequately recognise signs of abuse. 
 
In response to both mistreatment and violence within the maternity system, and the ability of carers to recognise 
it when it occurs outside of that system, AIMS believes that the provision of continuity of carer would greatly 
improve the experiences of pregnant women. Not only will this aid the recognition of abuse that women may 
be experiencing outside of their maternity care, but it will also strengthen the relationship between a woman 
and her health care practitioner. AIMS argues that a health carer who has an existing relationship with a pregnant 
woman would be less likely to undermine her autonomy, mistreat or abuse her. Further, she would be better 
aware (than in a fragmented model of care) of that woman’s individual needs, limitations, fears and expectations 
- an understanding which can only be built with a continuing relationship - thus diminishing the chance of 
informed consent being eroded or violated. 

Concluding Comments: 
AIMS would be pleased to assist the Special Rapporteur with any additional information she may require to 
complete her report. Our submission is a very brief overview of the considerable knowledge and experience we 
have in supporting women to challenge mistreatment and violence within the UK maternity system. For any 
further assistance, please contact: 
 
Debbie Chippington Derrick 
Chair of Trustees 
Debbie.chippingtonderrick@aims.org.uk 
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SUHJQDQW�ZRPHQ�GXH�WR�FRQFHUQV�DERXW�WKH�XQERUQ�EDE\�

(TXDOO\�GLVWXUELQJ�LV�WKDW�EHWZHHQ������DQG������WHQ�ZRPHQ�ZHUH�PXUGHUHG�LQ�WKH�ILUVW�VL[�ZHHNV�DIWHU�

JLYLQJ�ELUWK��ZLWK�D�WRWDO�RI����PXUGHUHG�LQ�WKHLU�EDE\èV�ILUVW�\HDU�RI�OLIH��$OO�RI�WKHVH�ZRPHQ�ZHUH�

PXUGHUHG�E\�WKHLU�SDUWQHUV��$JDLQ��WKLV�LQGLFDWHV�SRWHQWLDO�IDLOLQJV�QRW�RQO\�LQ�WKH�PDWHUQLW\�V\VWHP�IRU�

ZRPHQ�H[SHULHQFLQJ�GRPHVWLF�DEXVH��EXW�DOVR�V\VWHPLF�IDLOLQJV�LQ�ZLGHU�VRFLHW\��&RQWLQXLW\�RI�&DUHU�PD\�

HQDEOH�PLGZLYHV�WR�EHFRPH�EHWWHU�DWWXQHG�WR�GRPHVWLF�DEXVH�LQ�D�ZRPDQèV�OLIH�DQG�PD\�HQFRXUDJH�

ZRPHQ�WR�FRQILGH�LQ�WKHLU�KHDOWK�FDUHUV�LQ�RUGHU�WR�VHHN�VXSSRUW��+RZHYHU��WKLV�KDV�RQO\�OLPLWHG�LPSDFW�LI�

ZRPHQ�DUH�QRW�DSSURSULDWHO\�VXSSRUWHG�WR�HVFDSH�DEXVLYH�UHODWLRQVKLSV�DQG�WKH�FULPLQDO�MXVWLFH�V\VWHP�

GRHV�QRW�DGHTXDWHO\�GHDO�ZLWK�RIIHQGHUV�

:RPHQ�IURP�%ODFN�DQG�0LQRULW\�(WKQLF��%$0(��FRPPXQLWLHV

$V�DOUHDG\�QRWHG��RQH�RI�WKH�PDLQ�ILQGLQJV�RI�0%55$&(�ZDV�WKDW�ZRPHQ�IURP�%$0(�FRPPXQLWLHV�ZHUH�

PRUH�OLNHO\�WKDQ�ZKLWH�ZRPHQ�WR�GLH�GXULQJ�ELUWK�RU�ZLWKLQ�WKH�ILUVW�\HDU�RI�WKHLU�EDE\èV�OLIH��,Q�

FRPSDULVRQ�WR�ZKLWH�ZRPHQ��EODFN�ZRPHQ�ZHUH�DOPRVW�ILYH�WLPHV�PRUH�OLNHO\�WR�GLH�IURP�SUHJQDQF\�DQG�

FKLOGELUWK�UHODWHG�FDXVHV��DQG�$VLDQ�ZRPHQ�ZHUH�QHDUO\�WZLFH�DV�OLNHO\�

$OWKRXJK�$,06�ZHOFRPHV�WKH�0%55$&(�UHSRUW��DV�DQ�DFWLYLVW�RUJDQLVDWLRQ�FDPSDLJQLQJ�IRU�

LPSURYHPHQWV�LQ�WKH�PDWHUQLW\�V\VWHP��LW�LV�LPSRUWDQW�WKDW�ZH�XQGHUVWDQG�ZK\�WKH�UDWHV�RI�PDWHUQDO�

GHDWK�IRU�%$0(�ZRPHQ�DUH�KLJKHU�WKDQ�WKRVH�IRU�ZKLWH�ZRPHQ��8QWLO�WKDW�LV�SLQSRLQWHG�LW�EHFRPHV�

GLIILFXOW�WR�DFWLYHO\�FKDOOHQJH�WKH�SUREOHP�DQG�LPSURYH�%$0(�ZRPHQèV�RXWFRPHV��:KLOH�0%55$&(�LV�

WKRURXJK�DQG�SURYLGHV�D�ORW�RI�XVHIXO�LQIRUPDWLRQ��WKH�UHSRUW�DOVR�UDLVHV�PDQ\�TXHVWLRQV�IRU�ZKLFK�WKHUH�

DUH�QR�DGHTXDWH�DQVZHUV�SURYLGHG�

5DFLVP

6WDWLVWLFV�VXJJHVWLQJ�UDWHV�RI�PDWHUQDO�GHDWKV�DUH�KLJKHU�LQ�%$0(�ZRPHQ�WKDQ�WKHLU�ZKLWH�FRXQWHUSDUWV�

UDLVH�RQH�LPSRUWDQW�VXEMHFW��5DFLVP��3HRSOH�GR�QRW�OLNH�WDONLQJ�DERXW�UDFLVP��LW�LV�WKH�HOHSKDQW�LQ�WKH�

URRP��,W�FDQ�PDNH�SHRSOH���HVSHFLDOO\�ZKLWH�SHRSOH���YHU\�XQFRPIRUWDEOH��1R�RQH�OLNHV�WR�WKLQN�RI�

WKHPVHOYHV�DV�UDFLVW�RU�DFNQRZOHGJH�WKDW�WKH\�PD\�EH�XQFRQVFLRXVO\�EHQHILWLQJ�IURP�D�UDFLVW�V\VWHP��,W�LV�

HDVLHU�WR�EHOLHYH�WKDW�UDFLVP�LV�VRPHWKLQJ�RYHUW�DQG�GLUHFW���QDPH�FDOOLQJ�RU�YLROHQFH���WKDQ�WR�EHOLHYH�LW�LV�

VRPHWKLQJ�WKDW�FDQ�EH�VWUXFWXUDOO\�LQJUDLQHG�LQWR�DQ�LQVWLWXWLRQ��D�V\VWHP�RU�D�VRFLHW\�

%XW�ZKHQ�ZH�VHH�VWDWLVWLFV�OLNH�WKRVH�SURYLGHG�E\�0%55$&(�ZH�FDQQRW�GHQ\�WKDW�WKLV�ORRNV�OLNH�HYLGHQFH�

RI�UDFLVP��7KH�TXHVWLRQV�WKDW�LPPHGLDWHO\�DULVH�WKHUHIRUH�DUH��:KR�RU�ZKDW�LV�UHVSRQVLEOH�IRU�WKLV"�

0%55$&(�DQG�WKH�GLVSURSRUWLRQDWH�QXPEHU�RI�%$0(�GHDWKV��:K\�LV�WKLV�KDSSHQLQJ�DQG�KRZ�FDQ�ZH�WDFNOH�LW"�bïb�DLPV�RUJ�XN
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:KHUH�LV�LW�FRPLQJ�IURP"�$QG�KRZ�GR�ZH�WDFNOH�LW"

:KDW�DUH�WKH�FDXVHV�RI�GHDWK�IRU�%$0(�ZRPHQ"

7KLV�LV�D�FUXFLDO�TXHVWLRQ�LI�ZH�DUH�WR�XQGHUVWDQG�H[DFWO\�ZKDW�LV�JRLQJ�RQ�KHUH��8QIRUWXQDWHO\��0%55$&(�

GRHV�QRW�SURYLGH�XV�ZLWK�HQRXJK�LQIRUPDWLRQ�WR�DGHTXDWHO\�PDNH�OLQNV�DQG�WR�GLJ�GHHS�HQRXJK�WR�URRW�

RXW�WKH�LVVXHV��7KLV�OLPLWDWLRQ�PHDQV�WKDW�ZH�FDQQRW�SLQSRLQW�ZKHWKHU�WKH�SUREOHPV�OLH�ZLWKLQ�WKH�

PDWHUQLW\�V\VWHP��WKH�VRFLHW\�ZH�OLYH�LQ�å�RU�ERWK��&RQVHTXHQWO\��WDFNOLQJ�WKH�FDXVHV�RI�GLVSURSRUWLRQDWH�

%$0(�GHDWKV�EHFRPHV�D�FDVH�RI�VKDGRZER[LQJ�

5HVSRQVLELOLW\

2QH�DUJXPHQW�WKDW�PD\�EH�UDLVHG�WR�H[SODLQ�WKH�KLJKHU�UDWHV�RI�%$0(�GHDWKV�LV�WKDW�WKHUH�DUH�

SK\VLRORJLFDO�GLIIHUHQFHV�LQ�%$0(�ZRPHQèV�ERGLHV�WKDW�PDNH�WKHLU�ELUWKV�PRUH�GLIILFXOW�RU�FRPSOLFDWHG��,W�

LV�$,06è�SRVLWLRQ�WKDW�WKLV�LV�H[WUHPHO\�GDQJHURXV�WHUULWRU\�DQG�LW�LV�QRW�D�YLHZ�WKDW�ZH�DFFHSW�RU�

DGYRFDWH��7KLV�LV�H[SORUHG�IXUWKHU�LQ�WKLV�-RXUQDO�E\�%HWK�:KLWHKHDG��LQ�KHU�DUWLFOH��ê'LYHUVH��QRW�GHIHFWLYH

ë�

$OWKRXJK�LQ�WKH�8.�ZH�XVH�WKH�WHUP�çHWKQLF�PLQRULW\è�WR�GHVFULEH�SHRSOH�ZKR�DUH�QRW�ZKLWH��RQ�D�JOREDO�

OHYHO�ZKLWH�SHRSOH�DUH�LQ�WKH�PLQRULW\��,W�WKHUHIRUH�GRHV�QRW�KROG�WKDW�WKHUH�LV�VRPH�LQKHUHQW�SK\VLRORJLFDO�

SUREOHP�LQ�%$0(�ZRPHQèV�ERGLHV�WKDW�FUHDWHV�ELUWKLQJ�FRPSOLFDWLRQV��)XUWKHU��WR�SHGGOH�WKH�DUJXPHQW�

RI�SK\VLRORJLFDO�GLIIHUHQFH�IHHGV�WKH�QDUUDWLYH�WKDW�ZKLWH�ERGLHV�DUH�WKH�LGHDO�DQG�EURZQ�RU�EODFN�ERGLHV�

DUH�WKH�GHIHFWLYH�YHUVLRQ�

$V�KLJKOLJKWHG�LQ�RXU�DUWLFOH�ê'LYHUVH��QRW�GHIHFWLYHë��ZH�NQRZ�WKDW�WKHUH�DUH�H[DPSOHV�RI�WKLV�

SUHVXPSWLRQ�ZLWKLQ�WKH�PDWHUQLW\�V\VWHP��7KLV�LV�VRPHWKLQJ�WKDW�ZH�QHHG�WR�UDGLFDOO\�PRYH�DZD\�IURP��

$FWV��GHFLVLRQV��SROLFLHV�DQG�JXLGHOLQHV�WKDW�VXSSRUW�WKH�LGHD�RI�UDFLDO�KLHUDUFKLHV���HYHQ�LI�WKHVH�DUH�

XQLQWHQWLRQDO�DQG�WKH�SHUVRQ�LQYROYHG�LV�DFWLQJ�ZLWK�WKH�EHVW�RI�LQWHQWLRQV���QHHG�WR�EH�FKDOOHQJHG�DQG�

GLVPDQWOHG�

(YHQ�LI�DIWHU�QXPHURXV�UREXVW�VFLHQWLILF�VWXGLHV�WKHUH�FRXOG�EH�SURRI�WKDW�WKHUH�ZDV�VRPH�SUHJQDQF\�

UHODWHG�SUREOHP�WKDW�FHUWDLQ�HWKQLF�JURXSV�ZHUH�SURQH�WR��WKLV�UDLVHV�IXUWKHU�TXHVWLRQV��)LUVW��LV�WKDW�

FRQGLWLRQ�VRPHWKLQJ�ZKLFK�LV�FDXVHG�RU�H[DFHUEDWHG�E\�WKH�ZD\�D�SHUVRQ�OLYHV��IRU�H[DPSOH��SRRU�GLHW�RU�

VWUHVV"�,I�VR��ZH�ZRXOG�WKHQ�QHHG�WR�FRQVLGHU�ZKHWKHU�VWUXFWXUDO�LQHTXDOLWLHV�DUH�SOD\LQJ�D�UROH�LQ�D�

SDUWLFXODU�HWKQLF�JURXS�GHYHORSLQJ�WKDW�FRQGLWLRQ��6HFRQG��HYHQ�LI�D�FRQGLWLRQ�LV�IRXQG�WR�EH�LQKHUHQWO\�

SK\VLRORJLFDO��ZH�ZRXOG�KDYH�WR�DVN�ZKHWKHU�%$0(�ZRPHQ�ZHUH�UHFHLYLQJ�DSSURSULDWH�DQG�DGHTXDWH�

FDUH�IRU�WKDW�FRQGLWLRQ��DQG�LI�QRW��ZK\�QRW"

$FFHVVLQJ�DQWHQDWDO�FDUH

7KH�UDWHV�RI�%$0(�ZRPHQ�ZKR�DFFHVVHG�DQWHQDWDO�FDUH�LV�QRW�JLYHQ�LQ�WKH�UHSRUW��&RQVHTXHQWO\��LW�

FDQQRW�EH�SUHVXPHG�WKDW�%$0(�ZRPHQ�ZHUH�OHVV�OLNHO\�WR�DFFHVV�WKLV�FDUH�DQG�WKDW�WKLV�KDV�FRQWULEXWHG�

WR�WKHLU�GHDWKV��(YHQ�LI�WKH�VWDWLVWLFV�ZHUH�UHYHDOHG�DQG�WKH\�VKRZHG�WKDW�%$0(�ZRPHQ�GLG�QRW�DWWHQG�

DQWHQDWDO�DSSRLQWPHQWV��WKLV�LV�D�SRWHQWLDO�RYHUVLPSOLILFDWLRQ�RI�ZKDW�WKH�UHDOLW\�PD\�EH�

:KLOH�0%55$&(�IUHTXHQWO\�FULWLTXHV�WKH�VHUYLFHV�SURYLGHG�WR�DOO�ZRPHQ�DQG�RIIHUV�UHFRPPHQGDWLRQV�

0%55$&(�DQG�WKH�GLVSURSRUWLRQDWH�QXPEHU�RI�%$0(�GHDWKV��:K\�LV�WKLV�KDSSHQLQJ�DQG�KRZ�FDQ�ZH�WDFNOH�LW"�bïb�DLPV�RUJ�XN
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IRU�LPSURYHPHQW��WKH�HPSKDVLV�RI�WKH�UHSRUW�LV�RIWHQ�RQ�WKH�FKDUDFWHULVWLFV�RI�WKH�ZRPHQ�WKHPVHOYHV��

7KHUH�LV�OHVV�HPSKDVLV�RQ�WKH�FKDUDFWHULVWLFV�RI�WKH�VRFLDO�ZRUOG�DURXQG�WKHP��DQG�WKH�VWDII��GHSDUWPHQW��

KRVSLWDO��SULVRQ�RU�RWKHU�HQYLURQPHQW�LQ�ZKLFK�WKH\�GLHG��([DPSOHV�RI�UHOHYDQW�LQIRUPDWLRQ�ZRXOG�EH�WKH�

VWDIILQJ�OHYHOV�ZLWKLQ�WKH�GHSDUWPHQWV�LQ�ZKLFK�WKH�GHDWKV�RFFXUUHG��RU�WKH�H[SHULHQFH�RI�WKH�DWWHQGLQJ�

KHDOWK�FDUH�SUDFWLWLRQHUV�

5HWXUQLQJ�WR�WKH�LGHD�WKDW�D�GLVSURSRUWLRQDWH�QXPEHU�RI�%$0(�ZRPHQ�PD\�QRW�EH�DWWHQGLQJ�DQWHQDWDO�

FDUH��WKH�VDPH�SUREOHP�EHFRPHV�DSSDUHQW��7KHUH�LV�QR�H[SORUDWLRQ�RI�ZKHWKHU�DQWHQDWDO�FDUH�ZDV�

DFFHVVLEOH�WR�ZRPHQ�EDVHG�RQ�WKH�GLVWDQFH�IURP�WKHLU�KRPH�WR�WKH�FOLQLF��WKHLU�DFFHVV�WR�WUDQVSRUW�RU�WKH�

VXSSRUW�VHUYLFHV�LQ�SODFH��7KHUH�LV�DOVR�QR�H[SORUDWLRQ�RI�ZKHWKHU�DQWHQDWDO�VHUYLFHV�ZHUH�KRPH�

GHOLYHUHG��RU�ZKHWKHU�DSSRLQWPHQWV�FRXOG�EH�PDGH�WR�VHH�KHDOWKFDUH�SURYLGHUV�RXWVLGH�RI�����ZRUNLQJ�

KRXUV��$�ODFN�RI�WKLV�IXUWKHU�H[SORUDWLRQ�EHJLQV�WR�VKLIW�EODPH�DZD\�IURP�WKH�V\VWHP�DQG�WRZDUGV�WKH�

ZRPHQ�WKHPVHOYHV��7KLV�LV�WKHUHIRUH�DQ�XQIDLU�SUHVXPSWLRQ�WRZDUGV�DOO�RI�WKH�ZRPHQ�ZKR�GLHG�DQG�GRHV�

QRW�DGHTXDWHO\�H[SODLQ�WKH�KLJKHU�UDWHV�RI�%$0(�GHDWKV�

/RRNLQJ�EHKLQG�WKH�VWDWLVWLFV

$V�DOUHDG\�KLJKOLJKWHG��0%55$&(�SURYLGHV�GHWDLOHG�VWDWLVWLFV�RQ�PDWHUQDO�GHDWKV��%XW�LI�ZH�DUH�WR�IRFXV�

RQ�WKH�FDXVHV�RI�%$0(�GHDWKV�LQ�DQ�DWWHPSW�WR�WDFNOH�WKH�GLVSURSRUWLRQDWH�QXPEHU��ZH�EHJLQ�WR�KLW�EOLQG�

VSRWV��7KLV�FDQ�EH�GHPRQVWUDWHG�E\�ORRNLQJ�DW�VRPH�RI�WKH�VWDWLVWLFV�

7KH�IROORZLQJ�WDEOH�KLJKOLJKWV�WKH�HWKQLFLW\�RI�WKH�ZRPHQ�ZKR�GLHG��

(WKQLFLW\

1XPEHU�RI�ZRPHQ�ZKR�GLHG�IURP

GLUHFW�FDXVHV�RI�SUHJQDQF\�DQG�

FKLOGELUWK

�RXW�RI����

1XPEHU�RI�ZRPHQ�ZKR�GLHG�IURP

LQGLUHFW�FDXVHV�RI�SUHJQDQF\�DQG�

FKLOGELUWK

�RXW�RI�����

7RWDO

�RXW�RI�

����

:KLWH�

(XURSHDQ
���� ����� ���� �����

����� �

����

,QGLDQ ��� ���� ��� ���� ���� ����

3DNLVWDQL ��� ���� ��� ���� ���� ����

%DQJODGHVKL ��� ��� ��� ���� ��� ����

2WKHU�$VLDQ ��� ���� ��� ���� ��� ����

0%55$&(�DQG�WKH�GLVSURSRUWLRQDWH�QXPEHU�RI�%$0(�GHDWKV��:K\�LV�WKLV�KDSSHQLQJ�DQG�KRZ�FDQ�ZH�WDFNOH�LW"�bïb�DLPV�RUJ�XN
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%ODFN�

&DULEEHDQ
��� ����� ��� ���� ��� ����

%ODFN�$IULFDQ ��� ���� ���� ����� ���� �����

2WKHUV�0L[HG ��� ���� ��� ���� ���� ����

0LVVLQJ ��� ���� ��� ���� ��� ����

7DEOH���

$�VHFRQG�WDEOH�KLJKOLJKWV�ZKHUH�WKH�ZRPHQ�ZKR�GLHG�ZHUH�ERUQ�

:RPHQèV�UHJLRQ�RI�ELUWK

1XPEHU�RI�ZRPHQ�ZKR�

GLHG

IURP�GLUHFW�FDXVHV�RI�

SUHJQDQF\

DQG�FKLOGELUWK

�RXW�RI����

1XPEHU�RI�ZRPHQ�ZKR�

GLHG

IURP�LQGLUHFW�FDXVHV�RI�

SUHJQDQF\

DQG�FKLOGELUWK

�RXW�RI�����

7RWDO

�RXW�RI�

����

8. ���� ����� ���� �����
����� �

����

(DVWHUQ�(XURSH ��� ���� ��� ���� ��� ����

:HVWHUQ�(XURSH ��� ���� ��� ���� ��� ����

$VLD ��� ���� ��� ���� ���� ����

$IULFD ��� ���� ���� ����� ���� ����

$XVWUDOLD�DQG�1RUWK�$PHULFD ��� ���� ��� ���� ��� ����

&HQWUDO�DQG�6RXWK�$PHULFD�DQG�

&DULEEHDQ
��� ���� ��� ���� ��� ����

0%55$&(�DQG�WKH�GLVSURSRUWLRQDWH�QXPEHU�RI�%$0(�GHDWKV��:K\�LV�WKLV�KDSSHQLQJ�DQG�KRZ�FDQ�ZH�WDFNOH�LW"�bïb�DLPV�RUJ�XN
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0LVVLQJ ���� ����� ���� ����� ���� �����

7DEOH���

7KLV�GDWD�EHJLQV�WR�SDLQW�D�SLFWXUH�RI�WKH�SDWWHUQV�DQG�WUHQGV�LQ�%$0(�ZRPHQèV�GHDWKV��,W�LV�QRW�SRVVLEOH�

WR�DQDO\VH�DOO�RI�WKH�HWKQLF�JURXSV�LQ�WKLV�VKRUW�DUWLFOH�VR�MXVW�RQH�JURXS�ZLOO�EH�XVHG�WR�KLJKOLJKW�WKH�EOLQG�

VSRWV�WKDW�EHFRPH�DSSDUHQW��,Q�7DEOH���IRU�H[DPSOH��WKH�GDWD�WHOOV�XV�WKDW�����RI�DOO�RI�WKH�PDWHUQDO�

GHDWKV�ZHUH�RI�ZRPHQ�ZKR�GHVFULEHG�WKHLU�HWKQLFLW\�DV�%ODFN�$IULFDQ��+RZHYHU��%ODFN�$IULFDQ�SHRSOH�

RQO\�PDNH�XS�MXVW�XQGHU����RI�WKH�SRSXODWLRQ�RI�(QJODQG�DQG�:DOHV���7KH�UDWHV�RI�PDWHUQDO�GHDWK�DUH�

WKHUHIRUH�PXFK�KLJKHU�DQG�WRWDOO\�GLVSURSRUWLRQDWH�WR�ZKDW�PD\�EH�H[SHFWHG�JLYHQ�WKH�VPDOO�SHUFHQWDJH�

RI�%ODFN�$IULFDQ�ZRPHQ�OLYLQJ�LQ�WKLV�FRXQWU\�

:H�FDQ�DOVR�VHH�WKDW����RXW�RI�WKH����%ODFN�$IULFDQ�ZRPHQ�ZKR�GLHG�ZHUH�ERUQ�LQ�$IULFD��7KH�UHSRUW�

JLYHV�XV�D�ELW�PRUH�GHWDLO�RQ�ZKHUH�VRPH�RI�WKHVH�ZRPHQ�FDPH�IURP��6HYHQ�ZHUH�IURP�1LJHULD�DQG�WKUHH�

IURP�(ULWUHD��+RZHYHU��ZH�DUH�QRW�SURYLGHG�ZLWK�LQIRUPDWLRQ�DERXW�WKH�RWKHU�HOHYHQ�ZRPHQ�

$IULFD�LV�D�KXJH�SODFH���D�ZKROH�FRQWLQHQW���DQG�HDFK�FRXQWU\�KDV�LWV�RZQ�FXOWXUH��ODQJXDJH��HWKQLF�JURXSV�

DQG�SROLWLFDO�DQG�VRFLDO�KLVWRU\��%HLQJ�ERUQ�LQ�D�SDUWLFXODU�FRXQWU\�RQO\�JLYHV�D�VQDSVKRW�RI�D�SHUVRQèV�

FRQQHFWLRQ�WR�WKDW�SODFH��$�ZRPDQ�PD\�KDYH�EHHQ�ERUQ�LQ�*KDQD�EXW�KDV�VSHQW�KHU�ZKROH�OLIH�XQWLO�

SUHJQDQF\�OLYLQJ�LQ�/RQGRQ��,Q�FRQWUDVW��DQRWKHU�ZRPDQ�PD\�KDYH�RQO\�DUULYHG�LQ�WKH�8.�IURP�DQ�$IULFDQ�

FRXQWU\�D�\HDU�EHIRUH�VKH�JDYH�ELUWK��+HU�PLJUDQW�VWDWXV�PD\�DOVR�EH�UHOHYDQW��IRU�H[DPSOH�LI�VKH�ZDV�DQ�

DV\OXP�VHHNHU��7KH�SRLQW�RI�WKLV�LV�WKDW�%ODFN�$IULFDQ�ZRPHQ�DUH�QRW�D�KRPRJHQRXV�JURXS��,Q�RWKHU�

ZRUGV��WKH\�FDQQRW�DOO�EH�EXQGOHG�WRJHWKHU�DQG�SUHVXPHG�WR�EH�WKH�VDPH��'RLQJ�VR�PHDQV�WKDW�ZH�FDQQRW�

WUDFH�FDXVHV�å�VLPSO\�NQRZLQJ�WKH�UDWHV�RI�%ODFN�$IULFDQ�ZRPHQ�G\LQJ�GRHV�QRW�UHDOO\�H[SODLQ�YHU\�PXFK�

DW�DOO�

2Q�D�VLPLODU�QRWH��DOO�ZKLWH�SHRSOH�DUH�JURXSHG�WRJHWKHU�HYHQ�LI�WKH\�DUH�UHFRJQLVHG�DV�D�VSHFLILF�HWKQLF�

JURXS�LQ�ODZ��VXFK�DV�*\SV\�DQG�7UDYHOOHUV��ZKR����\HDUV�DJR�ZHUH�EHOLHYHG�WR�KDYH�êSRVVLEO\�WKH�KLJKHVW�

PDWHUQDO�GHDWK�UDWH�DPRQJ�DOO�HWKQLF�JURXSV�ë��,Q�������WKH�JRYHUQPHQW�FRQVLGHUHG�*\SVLHV�DQG�

7UDYHOOHUV�WR�EH�êWKH�PRVW�GLVDGYDQWDJHG�HWKQLF�JURXS�LQ�WKH�8.ë�ZLWK�D�êVKRUWHU�OLIH�H[SHFWDQF\�WKDQ�WKH�

UHVW�RI�WKH�SRSXODWLRQ�ë��+RZHYHU��ZH�FDQQRW�VHH�WKHP�LQ�WKH�0%55$&(�GDWD��3HUKDSV�WKLV�LV�EHFDXVH�

WKHUH�ZHUH�QR�PDWHUQDO�GHDWKV�LQ�WKH�*\SV\�DQG�7UDYHOOHU�FRPPXQLW\�GXULQJ�WKLV�WLPH��2U�SHUKDSV�LW�LV�

EHFDXVH�WKH\�KDYH�EHHQ�FOXPSHG�WRJHWKHU�ZLWK�ZKLWH�ZRPHQ�RU�ODEHOOHG�çRWKHU�è�,W�LV�LPSRUWDQW�WKDW�

FRPPXQLWLHV�VXFK�DV�*\SV\�DQG�7UDYHOOHUV�DUH�QRW�KLGGHQ�ZLWKLQ�WKH�GDWDVHWV��RU�ZH�PD\�QHYHU�EH�DEOH�WR�

XQGHUVWDQG�DQG�GLVPDQWOH�VWUXFWXUDO�LQHTXDOLWLHV�RU�WDFNOH�UDFLVP�

&URVV�UHIHUHQFLQJ�HWKQLF�EDFNJURXQG�ZLWK�RWKHU�IDFWRUV

:KDW�0%55$&(�DOVR�GRHV�QRW�GR�LV�WR�FURVV�UHIHUHQFH�KRZ�PDQ\�%$0(�ZRPHQ�GLHG�RI�ZKLFK�SDUWLFXODU�

FDXVH��$UJXDEO\�WKLV�PD\�EH�WR�PDLQWDLQ�DQRQ\PLW\�IRU�WKH�ZRPHQ�DQG�WKHLU�IDPLOLHV��+RZHYHU�LW�

EHFRPHV�DOPRVW�LPSRVVLEOH�WR�GHFLSKHU�ZKHWKHU�WKH�SUREOHPV�%$0(�ZRPHQ�DUH�IDFLQJ�OLH�ZLWKLQ�WKH�

PDWHUQLW\�V\VWHP��RXWVLGH�RI�LW�RU�LQ�ERWK��7KH�H[FHSWLRQ�WR�WKLV�LV�ZLWK�UHJDUGV�WR�VXLFLGH��'DWD�LV�

0%55$&(�DQG�WKH�GLVSURSRUWLRQDWH�QXPEHU�RI�%$0(�GHDWKV��:K\�LV�WKLV�KDSSHQLQJ�DQG�KRZ�FDQ�ZH�WDFNOH�LW"�bïb�DLPV�RUJ�XN

$,06�-RXUQDO�9RO�����1R����,661������������2QOLQH��ï�KWWSV���ZZZ�DLPV�RUJ�XN�SGIV�MRXUQDO����

Page 6 of 8



 360 

 

SURYLGHG�WKDW�WHOOV�XV�WKDW�����RI�WKH�ZRPHQ�ZKR�FRPPLWWHG�VXLFLGH�ZHUH�ZKLWH�����ZRPHQ�������ZHUH�

çEODFN�RU�RWKHU�PLQRULW\�HWKQLF�JURXSè����ZRPHQ��DQG�WKHUH�ZDV�PLVVLQJ�GDWD�RQ�������ZRPHQ���

8QIRUWXQDWHO\��D�JURXS�HQWLWOHG�çEODFN�RU�RWKHU�PLQRULW\�HWKQLF�JURXSè�DJDLQ�EXQGOHV�D�SRWHQWLDOO\�ZLGH�

UDQJH�RI�ZRPHQ�WRJHWKHU��,W�GRHV�QRW�SURYLGH�HQRXJK�LQIRUPDWLRQ�IRU�XV�WR�HYHQ�VWDUW�WR�FRQVLGHU�ZKDW�

UROH�WKH�LQIUDVWUXFWXUH�RI�WKH�KHDOWK�VHUYLFH�DQG�RU�VRFLHW\�PD\�EH�SOD\LQJ�LQ�WKH�RYHUDOO�GLVSURSRUWLRQDWH�

QXPEHU�RI�%$0(�GHDWKV�

6LPLODUO\��WKH�UHSRUW�WHOOV�XV�WKDW�ZRPHQ�IURP�WKH�PRVW�GHSULYHG�EDFNJURXQGV�ZHUH�WKUHH�WLPHV�PRUH�

OLNHO\�WR�GLH�WKDQ�WKRVH�IURP�WKH�ZHDOWKLHVW��%XW�LW�GRHV�QRW�SURYLGH�GHWDLOV�RQ�ZKLFK�HWKQLF�JURXSV�

DSSHDUHG�PRUH�IUHTXHQWO\�LQ�ZKLFK�VRFLR�HFRQRPLF�EDFNJURXQGV��-XVW�EHLQJ�IURP�D�SDUWLFXODU�HWKQLF�

JURXS�GRHV�QRW�DXWRPDWLFDOO\�VLJQDO�VRPHRQHèV�ZHDOWK��LQFRPH�RU�OLIHVW\OH��+RZHYHU��LI�WKHUH�ZHUH�PRUH�

%$0(�GHDWKV�LQ�WKH�PRVW�GHSULYHG�JURXSV��LW�PD\�EH�WKDW�WKH�PRVW�LQIOXHQWLDO�IDFWRU�LQ�WKH�

GLVSURSRUWLRQDWH�PRUWDOLW\�UDWHV�GRHV�QRW�OLH�ZLWKLQ�WKH�PDWHUQLW\�V\VWHP��EXW�LQ�VWUXFWXUDO�LQHTXDOLWLHV�

ZLWKLQ�RXU�VRFLHW\��,Q�RWKHU�ZRUGV��LV�LW�WKH�IDEULF�RI�VRFLHW\�WKDW�SXWV�%$0(�ZRPHQ�DW�KLJKHU�ULVN�ZKHQ�

WKH\�HQWHU�WKH�PDWHUQLW\�V\VWHP�RU�LV�LW�VRPHWKLQJ�WKDW�LV�KDSSHQLQJ�ZLWKLQ�WKH�PDWHUQLW\�V\VWHP�LWVHOI"

$V�DOUHDG\�PHQWLRQHG��WKHUH�LV�QR�LQIRUPDWLRQ�SURYLGHG�RQ�HWKQLFLW\�ZLWK�UHJDUGV�WR�WKH�YDULRXV�FDXVHV�RI�

GHDWK��7KH�UHSRUW�WHOOV�XV�WKDW�����RI�WKH�ZRPHQ�ZKR�GLHG�FRXOG�VSHDN�(QJOLVK��DOWKRXJK�WKH�OHYHO�RI�

SURILFLHQF\�LV�QRW�JLYHQ���:KDW�WKLV�VXJJHVWV�LV�WKDW�ZKHQ�LQ�WKH�PDWHUQLW\�VHWWLQJ��DQ�LQDELOLW\�WR�

FRPPXQLFDWH�LQ�(QJOLVK�GRHV�QRW�VHHP�WR�EH�D�IDFWRU�LQ�ZRPHQèV�GHDWKV��+RZHYHU��DV�ZH�GR�QRW�NQRZ�

ZKLFK�HWKQLF�JURXSV�IHDWXUHG�LQ�HDFK�SDUWLFXODU�FDXVH�RI�GHDWK��ZH�GR�QRW�NQRZ�ZKHWKHU�RWKHU�IDFWRUV�

FRQQHFWHG�WR�D�SHUVRQèV�HWKQLFLW\�SOD\HG�D�UROH�LQ�WKH�FDUH�WKDW�WKH\�UHFHLYHG��)RU�H[DPSOH��LI�%$0(�

ZRPHQ�ZHUH�PRUH�OLNHO\�WR�GLH�IURP�SRVW�RSHUDWLYH�KDHPRUUKDJH��WKLV�PLJKW�PHDQ�WKDW�LQVWLWXWLRQDOLVHG�

UDFLVP�LV�SOD\LQJ�D�UROH��L�H��%$0(�ZRPHQ�DUH�EHLQJ�OHIW�DORQH��RU�WKHLU�FRQFHUQV�DQG�SDLQ�DUH�QRW�EHLQJ�

WDNHQ�VHULRXVO\��7KLV�LV�QRW�VRPHWKLQJ�WKDW�ZH�FDQ�FRQFOXGH�DV�ZH�GR�QRW�KDYH�WKH�UHOHYDQW�LQIRUPDWLRQ��

7KH�SUREOHP�WKHUHIRUH�LV�WKDW�ZH�FDQQRW�WUDFH�WKH�URRW�RI�WKH�SUREOHP�DQG�EHJLQ�WR�WDFNOH�LW�

$�VLPLODU�LVVXH�LV�ZLWK�UHJDUGV�WKH�VWDQGDUG�RI�FDUH�SURYLGHG�WR�WKH�ZRPHQ�ZKR�GLHG��1RWDEO\�0%55$&(�

SURYLGHV�GDWD�RQ�WKH�QXPEHU�RI�FDVHV�LQ�ZKLFK�FDUH�ZDV�JRRG��DQG�WKH�QXPEHU�RI�FDVHV�LQ�ZKLFK�LPSURYHG�

FDUH�FRXOG�KDYH�PDGH�D�GLIIHUHQFH�WR�WKH�RXWFRPH��)UXVWUDWLQJO\��HYHQ�JLYHQ�WKH�FRQFOXVLRQV�WKDW�ZHUH�

IRXQG�LQ�UHODWLRQ�WR�WKH�UDWHV�RI�%$0(�ZRPHQèV�GHDWKV��WKLV�LV�QRW�EURNHQ�GRZQ�LQWR�HWKQLF�JURXSV��

&RQVHTXHQWO\��ZH�KDYH�QR�LGHD�ZKHWKHU�WKH�ZRPHQ�ZKRVH�FDUH�FRXOG�KDYH�EHHQ�EHWWHU��LQFOXGHG�D�

GLVSURSRUWLRQDWH�QXPEHU�RI�%$0(�ZRPHQ�

$QRWKHU�JDS�LQ�WKH�GDWD�LV�WKH�JHRJUDSKLFDO�VSUHDG�RI�WKH�GHDWKV��'R�%$0(�ZRPHQ�KDYH�ZRUVH�RXWFRPHV�

LQ�YDULRXV�DUHDV�RI�WKH�FRXQWU\"�:KDW�DERXW�LQ�SDUWLFXODU�1+6�WUXVWV"�$UH�WKH�GHDWKV�DOO�LQ�XUEDQ�SODFHV��

RU�DUH�WKH\�LQ�UXUDO�DUHDV��RU�LV�WKHUH�QR�SDWWHUQ�DW�DOO"�$JDLQ��WKLV�W\SH�RI�LQIRUPDWLRQ�FRXOG�KDYH�KHOSHG�

VKHG�VRPH�OLJKW�RQ�ZKDW�H[DFWO\�LV�JRLQJ�RQ�

&RQFOXVLRQV�å�FDQ�ZH�GUDZ�DQ\"

,W�ZDV�QHYHU�WKH�0%55$&(�UHVHDUFKHUVè�DLP�WR�MXVW�IRFXV�RQ�%$0(�GHDWKV��ZKLFK�H[SODLQV�WKH�ODFN�RI�

IXUWKHU�LQYHVWLJDWLRQ��EXW�WKHLU�UHSRUW�KDV�XQFRYHUHG�DQ�LPSRUWDQW�SUREOHP��*LYHQ�WKDW�WKH�GHDWK�UDWHV�

0%55$&(�DQG�WKH�GLVSURSRUWLRQDWH�QXPEHU�RI�%$0(�GHDWKV��:K\�LV�WKLV�KDSSHQLQJ�DQG�KRZ�FDQ�ZH�WDFNOH�LW"�bïb�DLPV�RUJ�XN
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IRU�%$0(�ZRPHQ�DUH�VKRFNLQJO\�KLJK�LQ�FRPSDULVRQ�WR�ZKLWH�ZRPHQ��WKLV�LV�DQ�LVVXH�WKDW�QHHGV�XUJHQW�

DWWHQWLRQ��,W�LV�LPSRVVLEOH�WR�VHH�WKRVH�VWDWLVWLFV�DQG�WR�QRW�FRQVLGHU�UDFLVP���LQ�VRPH�IRUP�DQG�

VRPHZKHUH��ZKHWKHU�GLUHFW��VWUXFWXUDO�RU�LQVWLWXWLRQDO���DV�SOD\LQJ�D�UROH�LQ�WKH�SRRUHU�RXWFRPHV�IRU�

%$0(�ZRPHQ��7R�WKLQN�WKDW�WKLV�LV�DOO�GRZQ�WR�FKDQFH�LV�XQKHOSIXO��$QG�WR�WKLQN�WKDW�WKLV�LV�DOO�GRZQ�WR�

VRPH�IDXOW�RI�WKH�ZRPHQ�WKHPVHOYHV�LV�LJQRUDQW�

7KH�0%55$&(�WHDP�KDV�WKH�GDWD�WKDW�ZRXOG�SXW�D�EHWWHU�VSRWOLJKW�RQ�ZKDW�LV�KDSSHQLQJ�WR�%$0(�

ZRPHQ�ZLWKLQ�WKH�8.�PDWHUQLW\�V\VWHP��$,06�ZRXOG�XUJH�WKHP�WR�GLJ�GHHSHU�LQWR�WKDW�GDWD��H�J��

FRURQHUVè�UHSRUWV��WKH�ELUWK�SODFH�VHWWLQJ��PHGLFDWLRQV�DQG�LQWHUYHQWLRQV�XVHG��VR�DV�WR�HQDEOH�IXUWKHU�

FDXVDO�FRQQHFWLRQV�WR�EH�PDGH��DQG�GHWDLOHG�FRQFOXVLRQV�WR�EH�GUDZQ�VR�WKDW�WDUJHWHG�DFWLRQ�FDQ�EH�

WDNHQ��2QH�RSWLRQ�ZRXOG�EH�WR�FUHDWH�D�VXSSOHPHQWDU\�UHSRUW�WKDW�IRFXVHV�VSHFLILFDOO\�RQ�WKH�GHDWKV�RI�

%$0(�ZRPHQ��7KLV�ZRXOG�HQDEOH�RUJDQLVDWLRQV�VXFK�DV�$,06��WKRVH�ZRUNLQJ�LQ�WKH�PDWHUQLW\�V\VWHP�DQG�

RWKHUV�LQ�ZLGHU�VRFLHW\�WR�EHJLQ�WR�WDFNOH�WKH�URRW�FDXVHV�RI�ZKDW�DSSHDUV�WR�EH�V\VWHPLF�LQHTXDOLW\��

GLVDGYDQWDJH�DQG�UDFLVP�

5HIHUHQFHV�

���0%%5$&(�UHSRUW��KWWSV���ZZZ�QSHX�R[�DF�XN�PEUUDFH�XN�UHSRUWV�

���7KLV�LQIRUPDWLRQ�ZDV�WDNHQ�IURP�7DEOH�����RI�WKH�UHSRUW�DW�SDJH����

���120,6�2IILFLDO�/DERXU�0DUNHW�6WDWLVWLFV��������&RXQWU\�RI�ELUWK�E\�HWKQLF�JURXS�E\�VH[�������&HQVXV��

$YDLODEOH�DW��

KWWSV���ZZZ�QRPLVZHE�FR�XN�FHQVXV������'&����(:�YLHZ�����������"URZV FBHWKSXN��	FROV FB

VH[�>$FFHVVHG�������@

���/HZLV�*��DQG�'ULIH��-���������:K\�PRWKHUV�GLH������������WKH�FRQILGHQWLDO�HQTXLULHV�LQWR�PDWHUQDO�

GHDWKV�LQ�WKH�8QLWHG�.LQJGRP��/RQGRQ��5&2*�3UHVV

���:RPHQ�DQG�(TXDOLWLHV�&RPPLWWHH��������,QHTXDOLWLHV�IDFHG�E\�*\SV\��5RPD�DQG�7UDYHOOHU�

&RPPXQLWLHV�KWWSV���ZZZ�SDUOLDPHQW�XN�EXVLQHVV�FRPPLWWHHV�FRPPLWWHHV�D�]�FRPPRQV�

VHOHFW�ZRPHQ�DQG�HTXDOLWLHV�FRPPLWWHH�LQTXLULHV�SDUOLDPHQW������LQHTXDOLWLHV�IDFHG�E\�J\SV\�URPD�

DQG�WUDYHOOHU�FRPPXQLWLHV��������>$FFHVVHG��������@

0%55$&(�DQG�WKH�GLVSURSRUWLRQDWH�QXPEHU�RI�%$0(�GHDWKV��:K\�LV�WKLV�KDSSHQLQJ�DQG�KRZ�FDQ�ZH�WDFNOH�LW"�bïb�DLPV�RUJ�XN
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Appendix 18: Example of Public and Patient Involvement – Book Review ‘Birthing 
Outside the System’ 
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%RRN�5HYLHZ��%LUWKLQJ�2XWVLGH�WKH�6\VWHP��7KH�&DQDU\�LQ�

WKH�&RDO�0LQH

$,06�-RXUQDO��������9RO�����1R��

7R�UHDG�RU�GRZQORDG�WKLV�-RXUQDO�LQ�D�PDJD]LQH�IRUPDW�RQ�,6688��SOHDVH�FOLFN�KHUH

&RPSOHWH�OLVW�RI�ERRN�UHYLHZV�RQ�WKH�$,06�ZHEVLWH

%LUWKLQJ�2XWVLGH�WKH�6\VWHP��7KH�&DQDU\�LQ�WKH�&RDO�0LQH

(GLWHG�E\�+DQQDK�'DKOHQ��%DVKL�.XPDU�+D]DUG�DQG�9LUJLQLD�6FKPLHG

3XEOLVKHG�E\�5RXWOHGJH�����

,6%1��,6%1��������������

����SDJHV

3XEOLVKHUèV�UHFRPPHQGHG�SULFH�e�����KDUGEDFN��RU�e�������HERRN�

%X\�WKLV�ERRN�RQ�$PD]RQ

$�QRWH�IURP�$,06�%RRN�5HYLHZ�(GLWRU��-R�'DJXVWXQ�

2QFH�LQ�D�ZKLOH��ELUWK�DFWLYLVWV�DURXQG�WKH�ZRUOG�KHDU�DERXW�D�ERRN�LQ�SUHSDUDWLRQ�WKDW�OLIWV�RXU�KHDUWV��,Q�

ODWH�������WKLV�ZDV�RQH�VXFK�ERRN��DQG�LWèV�D�SOHDVXUH�WR�RIIHU�KHUH�D�UHYLHZ�E\�WZR�$,06�9ROXQWHHUV��

*HPPD�0F.HQ]LH��ZKR�LV�FXUUHQWO\�VWXG\LQJ�IRU�D�3K'��UHDGV�DQG�SURGXFHV�DFDGHPLF�WH[WV�IRU�KHU�GD\�

MRE��DQG�9LUJLQLD�+DWWRQ��$,06�3XEOLFDWLRQV�9ROXQWHHU��

,Q�RIIHULQJ�WKLV�UHYLHZ��ZH�ZLVK�WR�VHQG�D�VWURQJ�PHVVDJH�RI�WKDQNV�WR�WKH�DXWKRUV�DQG�HGLWRUV�RI�WKLV�ERRN�

IRU�HQVXULQJ�WKDW�WKLV�êVHULRXV�DFDGHPLF�WH[Wë�LV�DOVR�KLJKO\�DFFHVVLEOH�WR�å�DQG�XVHIXO�IRU�å�WKRVH�RXWVLGH�

RI�WKH�DFDGHPLF�ZRUOG�ZKR�VHHN�WR�êVXSSRUW�DOO�PDWHUQLW\�VHUYLFH�XVHUV�WR�QDYLJDWH�WKH�V\VWHP�DV�LW�H[LVWV��

DQG�FDPSDLJQ�IRU�D�V\VWHP�ZKLFK�WUXO\�PHHWV�WKH�QHHGV�RI�DOOë�ZRUGLQJ�WDNHQ�IURP�WKH�$,06�PLVVLRQ�

VWDWHPHQW��������

$V�9LUJLQLD�QRWHV�EHORZ��WKH�SULFH�RI�WKLV�WH[W�LV�KLJK��WKLV�SDUWO\�UHIOHFWV�WKH�H[WHQW�RI�LWV�FRQWHQW��EXW�DOVR�

WKH�DFDGHPLF�ERRN�PDUNHW�LQ�ZKLFK�DQG�IRU�ZKLFK�LW�LV�SULPDULO\�SURGXFHG��,W�PLJKW�EH�DVVXPHG�WKDW�PRVW�

UHDGHUV�ZLOO�OLNHO\�EH�DFFHVVLQJ�LW�IRU�IUHH�YLD�WKHLU�XQLYHUVLW\�OLEUDU\��:H�YHU\�PXFK�KRSH�WKDW�WKLV�GRHV�

%RRN�5HYLHZ��%LUWKLQJ�2XWVLGH�WKH�6\VWHP��7KH�&DQDU\�LQ�WKH�&RDO�0LQH�bïb�DLPV�RUJ�XN
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QRW�SXW�\RX�RII��:H�ZRXOG�LQVWHDG�XUJH�\RX�WR�UHTXHVW�WKDW�WKLV�ERRN�LV�SXUFKDVHG�E\�\RXU�ORFDO�SXEOLF�

OLEUDU\��VR�WKDW�LW�LV�HDVLO\�DYDLODEOH�WR�HYHU\RQH�LQ�\RXU�ORFDO�PDWHUQLW\�VHUYLFH�LPSURYHPHQW�FRPPXQLW\��

RU�SHUKDSV�RSW�WR�SXUFKDVH�WKH�HERRN�RYHU�WKH�PRUH�H[SHQVLYH�KDUGFRYHU�YHUVLRQ�

$�UHYLHZ�E\�*HPPD�0F.HQ]LH

:KHUH�WR�EHJLQ�ZLWK�WKLV�LQFUHGLEOH�ERRN"�,�KDG�LQLWLDOO\�EHOLHYHG�LW�WR�EH�DERXW�IUHHELUWK�DQG�KDG�

HQYLVLRQHG�DQ�DIWHUQRRQ�FXUOHG�XS�RQ�WKH�VRID�ZLWK�D�FXS�RI�WHD�DQG�P\�<RX7XEH�ORJ�ILUH�EOD]LQJ�RQ�WKH�

79�ZKLOH�,�LQGXOJHG�LQ�DQ�H[SORUDWLRQ�RI�WKH�VXEMHFW��%XW�WKLV�LV�QRW�D�ERRN�DERXW�IUHHELUWK��LW�LV�����SDJHV�

RI�MDZ�GURSSLQJ��DQJHU�LQGXFLQJ��JDOYDQL]LQJ�WH[W�WKDW�PDNHV�\RX�ZDQW�WR�JHW�RXW�RI�\RXU�DUPFKDLU�DQG�

MRLQ�WKH�EDWWOH�WR�SURWHFW�KXPDQ�ULJKWV�LQ�SUHJQDQF\�DQG�FKLOGELUWK��7KH�ZD\�LQ�ZKLFK�DXWRQRP\��ERGLO\�

LQWHJULW\�DQG�DEXVH�ZHUH�H[SORUHG�PDGH�PH�ZDQW�WR�GLYH�LQWR�WKH�SDJHV�IRU�PRUH�LQIRUPDWLRQ�ZKLOH�

VLPXOWDQHRXVO\�ORRNLQJ�DZD\�LQ�GHVSDLU�

7KLV�LV�QR�KROLGD\�UHDG�WR�HQMR\�RQ�D�VXQ�ORXQJHU��WKH�ERRN�FRQWDLQV�WUDXPD��UDFLVP��PLVRJ\Q\�DQG�

LQMXVWLFH��EXW�LV�DOVR�SHSSHUHG�ZLWK�UD\V�RI�OLJKW�WKDW�LOOXPLQDWH�JRRG�SUDFWLFH�DQG�JHQXLQH�HIIRUWV�WR�

LPSURYH�WKH�PDWHUQLW\�V\VWHP��,W�LV�DOVR�WUXO\�LQWHUQDWLRQDO�DQG�VKLIWV�GLVFXVVLRQ�RQ�ELUWK�DZD\�IURP�WKH�

FRXQWULHV�ZH�DUH�SHUKDSV�PRVW�IDPLOLDU�ZLWK�å�WKH�8.��86$�DQG�$XVWUDOLD�å�DQG�GHOYHV�LQWR�WKH�PDWHUQLW\�

H[SHULHQFHV�RI�ZRPHQ�LQ�WKH�1HWKHUODQGV��+XQJDU\��-RUGDQ��,QGLD�DQG�5XVVLD��$ORQJVLGH�H[SHFWHG�

SHUVSHFWLYHV�VXFK�DV�WKRVH�RI�PLGZLYHV��REVWHWULFLDQV�DQG�ELUWK�ZRUNHUV��WKH�ZULWLQJ�FRPHV�IURP�D�UDQJH�

RI�SHRSOH�LQFOXGLQJ�$ERULJLQDO�ZRPHQ�LQ�$XVWUDOLD��D�ODZ\HU��DQG�DQ�DQWKURSRORJLVW�

8QXVXDOO\�IRU�DQ�DFDGHPLF�ERRN��WKH�DXWKRUV�DUH�SDLQIXOO\�KRQHVW�DERXW�WKHLU�RZQ�ELUWKLQJ�H[SHULHQFHV��

7KLV�VHUYHV�WR�KXPDQLVH�WKHP�LQ�D�ZD\�ZH�GRQèW�W\SLFDOO\�VHH�LQ�UHVHDUFK�WH[WV��:H�VHH�WKDW�WKH�DXWKRUV�

DUH�UHDO�SHRSOH�ZKR�KDYH�H[SHULHQFHG�KLJKV��ORZV��MR\��ORVV�DQG�JULHI��7KHLU�OLYHG�H[SHULHQFHV�DGG�GHSWK�WR�

WKHLU�DFDGHPLF�ZRUN�DQG�ZH�FDQ�WKHQ�EHWWHU�XQGHUVWDQG�WKH�SDVVLRQ�EHKLQG�WKHLU�ZRUGV�

,W�ZRXOG�EH�LPSRVVLEOH�IRU�PH�WR�SUHVHQW�DOO�WKH�SUHFLRXV�QXJJHWV�RI�LQIRUPDWLRQ�FRQWDLQHG�LQ�WKLV�ERRN��

%XW�WKHUH�DUH�D�IHZ�WKLQJV�WKDW�VWDQG�RXW��2QH�LV�WKH�WHUP�çEDLW�DQG�VZLWFKè��ZKLFK�DSSHDUHG�LQ�FKDSWHU����

ZLWK�UHJDUGV�WR�ELUWK�FKRLFHV�LQ�(DVWHUQ�(XURSH�DQG�5XVVLD��7KLV�LV�D�WHUP�,�KDG�QHYHU�KHDUG�EHIRUH��EXW�LW�

PHDQV�WKDW�SULRU�WR�ODERXU��KHDOWK�FDUH�SURIHVVLRQDOV�IDOVHO\�DVVXUH�ZRPHQ�WKDW�WKHLU�ELUWKLQJ�

SUHIHUHQFHV�DQG�UHTXHVWV�ZLOO�EH�PHW��7KH�çEDLWè�LV�WKH�IDOVH�DVVXUDQFH�WKDW�HQVXUHV�WKDW�D�ZRPDQ�

FRPSOLHV��DQG�WKH�çVZLWFKè�RFFXUV�ZKHQ�WKH�ZRPDQ�DUULYHV�DW�WKH�KRVSLWDO�ZKHUH�VKH�ILQGV�WKDW�WKRVH�

UHTXHVWV�DQG�SUHIHUHQFHV�ZLOO�QRW�EH�KRQRXUHG��$OWKRXJK�WKLV�ZDV�ZULWWHQ�DERXW�(DVWHUQ�(XURSH��,�NQRZ�

IURP�P\�RZQ�ELUWKLQJ�H[SHULHQFHV�WKDW�WKLV�WDFWLF�LV�DOLYH�DQG�ZHOO�LQ�WKH�8.��,�ILQG�LW�LQFUHGLEO\�XVHIXO�WR�

NQRZ�WKDW�WKHUH�LV�DQ�DFWXDO�WHUP�DQG�DYDLODEOH�YRFDEXODU\�WR�GHVFULEH�WKLV�EHKDYLRXU��DQG�WKDW�LW�KDV�

EHHQ�UHFRJQLVHG�DV�D�SKHQRPHQRQ�WKDW�QHHGV�WR�EH�FKDOOHQJHG�

7KHUH�ZHUH�DOVR�SDVVDJHV�LQ�WKH�ERRN�WKDW�PDGH�PH�VWRS�LQ�P\�WUDFNV�GXH�WR�WKHLU�SRLJQDQF\��7KHVH�ZHUH�

PRPHQWV�ZKHQ�,�ZDQWHG�WR�VODP�P\�ILQJHU�GRZQ�RQ�WKH�SDJH�DQG�VKRXW�ç<HV�å�,�DJUHH�HQWLUHO\�è�:KLOVW�,�

FRXOG�SUREDEO\�TXRWH�KXJH�VHFWLRQV�RI�WKH�ERRN��,�ZLOO�OLPLW�P\VHOI�WR�WKUHH�VKRUW�H[DPSOHV��7KH�ILUVW�

FRPHV�IURP�WKH�FKDSWHU�E\�.DYHUL�0D\UD�DQG�%DVKL�.XPDU�+D]DUG��:ULWLQJ�DERXW�WKH�$XVWUDOLDQ�V\VWHP��

%RRN�5HYLHZ��%LUWKLQJ�2XWVLGH�WKH�6\VWHP��7KH�&DQDU\�LQ�WKH�&RDO�0LQH�bïb�DLPV�RUJ�XN
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WKH\�VWDWH�WKDW�

:RPHQ�DUH�JURRPHG�WR�VHHN�SHUPLVVLRQ�LQ�UHODWLRQ�WR�WKHLU�RZQ�ERGLO\�DXWRQRP\���S�����

,Q�D�VHFRQG�H[DPSOH��DXWKRU�%HF�-HQNLQVRQ�ZULWHV�

%HLQJ�DEOH�WR�GHFOLQH�UHFRPPHQGHG�FDUH�LV�DQ�DFLG�WHVW�RI�ZRPDQ�FHQWUHG�FDUHð��S�����

$QG�ILQDOO\��LQ�UHIHUHQFH�WR�WKH�çWULFN�TXHVWLRQè�RI�ZKDW�DUH�SHRSOHèV�ULJKWV�GXULQJ�ELUWK��DXWKRUV�)DUDK�

'LD]�7HOOR�DQG�%DVKL�.XPDU�+D]DUG�UHVSRQG�

ðWKH�PRVW�LPSRUWDQW�ULJKW�SRVVHVVHG�E\�D�SHUVRQ�JLYLQJ�ELUWK�LV�WKH�ULJKW�WR�EH�DIIRUGHG�DOO�

WKH�VDPH�ULJKWV�ZLWK�ZKLFK�HYHU\�RWKHU�KXPDQ�EHLQJ�LV�HQGRZHG���S�����

,�FRXOG�JR�RQ�DQG�SUREDEO\�OLVW�DQRWKHU����TXRWHV��%XW�,�ZRQèW��,QVWHDG��,�ZLOO�XUJH�\RX�WR�JHW�KROG�RI�WKLV�

WH[W�DQG�UHDG�LW�IURP�FRYHU�WR�FRYHU��,�JXDUDQWHH�WKHUH�ZLOO�EH�VHFWLRQV�LQ�WKLV�ERRN�WKDW�ZLOO�VWLU�\RXU�

HPRWLRQV�DQG�VWLPXODWH�\RXU�PLQG��,I�\RX�KDYH�JLYHQ�ELUWK��WKHUH�ZLOO�EH�SDVVDJHV�WKDW�\RX�ZLOO�EH�DEOH�WR�

UHODWH�WR�DQG�RWKHU�DUHDV�ZKHUH�\RX�ZLOO�EH�H[SRVHG�WR�WRWDOO\�QHZ�LGHDV��,�KDYH�UHDG�KXQGUHGV�RI�DUWLFOHV�

DQG�ERRNV�RQ�FKLOGELUWK�DQG�PDWHUQLW\�FDUH�å�EXW�ZLWKRXW�GRXEW�WKLV�LV�RQH�RI�WKH�EHVW�

6XSSOHPHQWDU\�UHYLHZ�E\�9LUJLQLD�+DWWRQ

,�KDG�WKH�JRRG�IRUWXQH�WR�VWDUW�UHDGLQJ�WKLV�ERRN�RYHU�&KULVWPDV�DQG�,�ZKROHKHDUWHGO\�HFKR�*HPPDèV�

MXGJPHQW�WKDW�WKLV�LV�DQ�HVVHQWLDO�UHDG�IRU�ELUWK�ZRUNHUV�DQG�ELUWK�DFWLYLVWV��7KH�LQWHUWZLQLQJ�RI�SHUVRQDO�

ELUWKLQJ�H[SHULHQFHV�RI�WKH�DXWKRUV�ZLWK�VHQVLWLYHO\�FRQGXFWHG�LQWHUGLVFLSOLQDU\�UHVHDUFK�VHWV�D�QHZ�

VWDQGDUG�IRU�ERRNV�DERXW�ELUWK�DQG�PDWHUQLW\�FDUH�

7KLV�ERRN�JDYH�PH�D�QHZ�XQGHUVWDQGLQJ�RI�ELUWKLQJ�SHRSOH�DQG�PLGZLYHVè�DXWRQRP\��DQG�WKH�ODQJXDJH�

DQG�WRROV�WR�VXSSRUW�WKHLU�DXWRQRP\�LQ�P\�RZQ�FRPPXQLW\�

:KDW�LV�DXWRQRP\"

:H�DOO�QHHG�WR�IHHO�D�VHQVH�RI�FRQWURO�RYHU�RXU�RZQ�OLYHV��RU�DW�OHDVW��RXU�RZQ�EHKDYLRXU��

$XWRQRP\�FDQ�HTXDWH�ZLWK�LQGLYLGXDO�FKRLFH��EXW�LV�PRUH�FRPSOH[�WKDQ�PHUHO\�VHOHFWLQJ�

IURP�DYDLODEOH�RSWLRQV�DQG�LV�QRW�QHFHVVDULO\�LQGLYLGXDOLVWLF��:KHQ�DXWRQRP\�LV�VDWLVILHG��

ZH�H[SHULHQFH�ZLOOLQJQHVV��YROLWLRQ�DQG�UHVSRQVLELOLW\�IRU�RXU�RZQ�EHKDYLRXU��:KHQ�

DXWRQRP\�LV�IUXVWUDWHG��ZH�KDYH�D�VHQVH�RI�EHLQJ�FRQWUROOHG�E\�RXWVLGH�IRUFHV�RU�RI�ORVLQJ�

WKH�DELOLW\�WR�GHWHUPLQH�RXU�RZQ�EHKDYLRXU�RU�ZKDW�KDSSHQV�WR�XV��:RPHQ�ZKR�IUHH�ELUWK�

SRLQW�WR�IHHOLQJV�RI�DXWRQRP\�ZKHQ�WKH\�GHVFULEH�WKHPVHOYHV�DV�ERWK�UHVSRQVLEOH�DQG�DEOH�

WR�PDNH�GHFLVLRQV�DQG�EH�LQ�FKDUJH�GXULQJ�WKHLU�ELUWKV���S����HPSKDVLV�DGGHG�

%RRN�5HYLHZ��%LUWKLQJ�2XWVLGH�WKH�6\VWHP��7KH�&DQDU\�LQ�WKH�&RDO�0LQH�bïb�DLPV�RUJ�XN
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$XWRQRP\��FRPSHWHQFH�DQG�UHODWHGQHVV�DUH�QRW�MXVW�WKH�QHHGV�RI�D�KDQGIXO�RI�ZRPHQ��7KH\�DUH�WKH�

LQQDWH�UHTXLUHPHQWV�RI�DOO�ZRPHQ���S�����HPSKDVLV�DGGHG�

%HIRUH�UHDGLQJ�WKLV�ERRN��,�DVVRFLDWHG�çDXWRQRP\è�ZLWK�ZRUGV�VXFK�DV�çFRQILGHQFHè��çHPSRZHUPHQWè��DQG�

çLQIRUPHG�GHFLVLRQ�PDNLQJè��,�WKRXJKW�RI�DXWRQRP\�DV�VRPHWKLQJ�WKDW�ELUWKLQJ�SHRSOH�çH[HUFLVHGè��,èG�QHYHU�

WKRXJKW�RI�LW�DV�VRPHWKLQJ�WR�EH�çVDWLVILHGè��DV�LQ�WKH�TXRWH�DERYH��5HDGLQJ�WKLV�ERRN�GHHSHQHG�P\�

XQGHUVWDQGLQJ�RI�KRZ�DXWRQRP\�LV�XSKHOG�LQ�8.�KXPDQ�ULJKWV�ODZ�DQG�FHQWUDO�WR�QDWLRQDO�PDWHUQLW\�

VWUDWHJLHV��,W�DOVR�LQFUHDVHG�P\�DZDUHQHVV�WKDW�DXWRQRP\�LV�QRW�RQO\�VRPHWKLQJ�WKDW�ZRPHQ�H[HUFLVH��EXW�

DOVR�VRPHWKLQJ�WKDW�FDQ�EH�WDNHQ�DZD\�E\�KHDOWK�FDUH�SURYLGHUV�DQG�PLGZLYHV��([DPSOHV�RI�WKLV�LQFOXGH�

ODFN�RI�FKRLFH�LQ�GHFLVLRQ�PDNLQJ��ODFN�RI�FRQVHQW�IRU�SURFHGXUHV�DQG�FRHUFLRQ��LQFOXGLQJ�VRFLDO�VHUYLFHV�

WKUHDWV��çGHDG�EDE\�FDUGè��LQIOXHQFLQJ�IDPLO\�PHPEHUV��UHSHWLWLYH�GLVFXVVLRQV�RI�ULVNV����7KHUHIRUH��

ZKHQHYHU�WKHVH�VLWXDWLRQV�FRPH�XS�LQ�PHHWLQJV�DQG�FRPPXQLFDWLRQ�,�KDYH�ZLWK�P\�ORFDO�PDWHUQLW\�

VHUYLFHV��,èP�JRLQJ�WR�VWDUW�UHPLQGLQJ�WKRVH�LQYROYHG�WKDW�WKHVH�DFWLRQV�DOVR�WRRN�DZD\�WKH�ELUWKLQJ�

SHUVRQèV�DXWRQRP\��VRPHWKLQJ�WKH�ODZ�SURWHFWV�DQG�WKDW�PDWHUQLW\�FDUH�LV�PHDQW�WR�VDWLVI\�

0\�RQO\�FULWLFLVP�RI�WKH�ERRN�LV�WKDW�LW�LV�H[SHQVLYH��DQG�WKLV�FRXOG�OLPLW�DFFHVV�WR�WKH�LPSRUWDQW�PHVVDJHV�

LW�KROGV��,èG�HQFRXUDJH�$,06�PHPEHUV�WR�VHH�LI�WKHLU�ORFDO�OLEUDULHV�FDQ�SXUFKDVH�D�FRS\�RU�DFFHVV�LW�

WKURXJK�DQ�LQWHUOLEUDU\�ORDQ��,Q�DGGLWLRQ��WKH�PDQ\�KHDOWK�FDUH�DFURQ\PV�IURP�DURXQG�WKH�ZRUOG�DW�WLPHV�

SRVHG�D�FKDOOHQJH�WR�P\VHOI�DV�D�OD\�UHDGHU��+RZHYHU��WKLV�ZDV�IDU�RXWZHLJKHG�E\�WKH�EHQHILW�RI�KHDULQJ�

GLYHUVH�YRLFHV�IURP�PDQ\�FRXQWULHV��SDUWLFXODUO\�RQHV�ZH�GR�QRW�UHDG�DERXW�DV�PXFK�LQ�8.�ELUWK�

OLWHUDWXUH�

$V�DQ�$,06�YROXQWHHU�LW�ZDV�DOVR�KHDUWHQLQJ�WR�VHH�WKH�$,06�-RXUQDO�FLWHG�LQ�WKH�UHIHUHQFHV�DQG�WR�NQRZ�

WKDW�RXU�WLPH�DQG�HIIRUW�DV�YROXQWHHUV�LQ�NHHSLQJ�WKH�-RXUQDO�JRLQJ�LV�FRQWULEXWLQJ�WR�WKHVH�LPSRUWDQW�

LQWHUQDWLRQDO�FRQYHUVDWLRQV�DERXW�ELUWK��,�KLJKO\�UHFRPPHQG�WKLV�ERRN�DQG�ORRN�IRUZDUG�WR�GLVFXVVLRQV�

DERXW�LW�ZLWK�RWKHU�$,06�PHPEHUV�LQ�WKH�IXWXUH�

��%LUWKLQJ�RXWVLGH�WKH�V\VWHP��S����

%RRN�5HYLHZ��%LUWKLQJ�2XWVLGH�WKH�6\VWHP��7KH�&DQDU\�LQ�WKH�&RDO�0LQH�bïb�DLPV�RUJ�XN
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Appendix 19: Example of Public and Patient Involvement – Social Media and the Sharing of 
Knowledge 
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6RFLDO�PHGLD�DQG�WKH�VKDULQJ�RI�NQRZOHGJH

$,06�-RXUQDO��������9RO�����1R��

7R�UHDG�RU�GRZQORDG�WKLV�-RXUQDO�LQ�D�PDJD]LQH�IRUPDW�RQ�,6688��SOHDVH�FOLFN�KHUH

%\�*HPPD�0F.HQ]LH

2Q���WK�0DUFK�������WKH�%ULWLVK�0HGLFDO�-RXUQDO�SXEOLVKHG�DQ�DGGUHVV�WKDW�'U�3HWHU�+RUURFNV��D�VHQLRU�

REVWHWULF�SK\VLFLDQ�DW�*X\èV�+RVSLWDO��KDG�PDGH�WR�WKH�/DPEHWK�'LYLVLRQ�RI�WKH�%ULWLVK�0HGLFDO�

$VVRFLDWLRQ��3HUKDSV�VXUSULVLQJO\��KH�DGYRFDWHG�ZKDW�ZH�PD\�QRZ�GHVFULEH�DV�D�çKDQGV�RIIè�ODERXU�DQG�

ELUWK��$UJXLQJ�WKDW�SUHJQDQF\�DQG�FKLOGELUWK�DUH�QRW�SDWKRORJLFDO�GLVHDVHV��KH�VXJJHVWHG�WKDW�WKRVH�

SUDFWLVLQJ�PLGZLIHU\�VKRXOG�UHIUDLQ�IURP�YDJLQDO�H[DPLQDWLRQV�DQG�XQQHFHVVDU\�LQWHUYHQWLRQV��+H�VWDWHG�

$�ZRPDQ�FDQ�GHOLYHU�KHUVHOI�VDIHO\�ZLWKRXW�KHOS�RI�DQ\�NLQG�LQ�WKH�YDVW�PDMRULW\�RI�FDVHV��

DQG�WKDW�WKH�OHVV�KH�>WKH�GRFWRU@�LQWHUIHUHV�WKH�EHWWHU��

$�VOHZ�RI�OHWWHUV�ZDV�WKHQ�SXEOLVKHG�IURP�YDULRXV�GRFWRUV�DURXQG�WKH�FRXQWU\�ERWK�FKDOOHQJLQJ�DQG�

VXSSRUWLQJ�+RUURFNVè�YLHZV��'U�0HDUV��RI�1RUWK�6KLHOGV�ZDV�LQFHQVHG��$SSDUHQWO\��KH�XVHG�çFKORURIRUP�

DQG�WKH�IRUFHSV�LQ�HYHU\�SRVVLEOH�FDVHè�DQG�çUHPRYH>G@�WKH�SODFHQWD�ZLWK�>KLV@�KDQG�ZKHQ�LW�GRHV�QRW�FRPH�

DZD\�ð�ZLWKLQ�ILYH�PLQXWHV�RI�WKH�ELUWK�RI�WKH�FKLOGè��S��������'U�0HDUV�ZDV�FOHDUO\�QRW�LQ�IDYRXU�RI�çKDQGV�

RIIè�ELUWK��LQVWHDG�DUJXLQJ�WKDW�PDQ\�ZRPHQ�çZRXOG�RQO\�EH�WRR�JODG�WR�EH�UHOLHYHG�VSHHGLO\�RI�WKHLU�

VXIIHULQJVè�E\�çVNLOIXO�PHQè��S�������

7KLV�GHEDWH�UXPEOHG�RQ�IRU�ZHHNV�DQG�,�VSHQW�DQ�DIWHUQRRQ�UHDGLQJ�WKURXJK�WKHVH�OHWWHUV�ZLWK�D�PL[WXUH�

RI�KRUURU�DQG�IDVFLQDWLRQ��:KDW�VWUXFN�PH�ZDV�WKH�ZD\�WKDW�WKH�PDOH�REVWHWULFLDQV�ZHUH�KDYLQJ�WKLV�

6RFLDO�PHGLD�DQG�WKH�VKDULQJ�RI�NQRZOHGJH�bïb�DLPV�RUJ�XN
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GHEDWH�DPRQJVW�WKHPVHOYHV�ZLWK�QR�LQSXW�IURP�WKH�ZRPHQ�WKH\�ZHUH�PHDQW�WR�EH�VXSSRUWLQJ��1RW�RQH�

ZRPDQ�FRQWULEXWHG�WR�WKLV�GLVFXVVLRQ�DQG�QR�GRFWRU�VXJJHVWHG�ZRPHQ�VKRXOG�EH�DVNHG�IRU�WKHLU�

WKRXJKWV�RU�H[SHULHQFHV�

,I�ZH�IDVW�IRUZDUG�DOPRVW�����\HDUV��ZH�ZRXOG�H[SHFW�WKDW�ZRPHQèV�H[SHULHQFHV�DQG�RSLQLRQV�RI�

SUHJQDQF\�DQG�ELUWK�ZRXOG�KDYH�EHFRPH�FHQWUDO�WR�PDWHUQLW\�FDUH��&HUWDLQO\��WKHUH�LV�UKHWRULF�WR�VXJJHVW�

WKLV�LV�VR�� %XW�WKH�UHDOLW\�LV�WKDW�GLVFXVVLRQ�DURXQG�DSSURSULDWH�FDUH�LV�VWLOO�YHU\�PXFK�WDNLQJ�SODFH�ZLWKLQ�

WKH�UHDOPV�RI�SURIHVVLRQDO�DFDGHPLF�GHEDWH��8QOHVV�LQYLWHG�WR�WDNH�SDUW�LQ�D�SDUWLFXODU�VWXG\��RUGLQDU\�

SUHJQDQW�ZRPHQ�DQG�SHRSOH�FDQQRW�SHQHWUDWH�WKRVH�VSDFHV��WKH�GHEDWHV�FRQWLQXH�WR�WDNH�SODFH�RYHU�RXU�

KHDGV�

7KHUH�DUH�JHQHUDWLRQV�RI�VLOHQFHG�ZRPHQ�å�ZRPHQ�ZKR�ZHUH�UDUHO\�SHUPLWWHG�HQWU\�WR�WKH�SURIHVVLRQV�

DQG�ZKR�OHIW�OLWWOH�LI�DQ\�PDUN�RU�PHVVDJH�IRU�WKH�EHQHILW�RI�REVWHWULF�FDUH��+RZHYHU��WKLV�JHQHUDWLRQ�

FRXOG�EH�GLIIHUHQW��2EVWHWULF�GHEDWH�PD\�VWLOO�XQIROG�LQ�SODFHV�ZH�DUH�QRW�XVXDOO\�DOORZHG�WR�LQKDELW��EXW�

ZH�FDQ�QRZ�PRUH�HDVLO\�PDNH�RXU�RZQ�SULYDWH�VSDFHV��DQG�WKLV�LV�ZKDW�PRUH�ZRPHQ�DUH�EHJLQQLQJ�WR�GR�

,�VSHQG�WRR�PXFK�WLPH�IOLFNLQJ�WKURXJK�VRFLDO�PHGLD�DQG�P\�IHHGV�WHQG�WR�EH�ILOOHG�ZLWK�ELUWK�UHODWHG�

WRSLFV��:KDW�KDV�EHFRPH�DSSDUHQW�WR�PH�LV�WKDW�VRFLDO�PHGLD�KDV�EHFRPH�D�SODFH�ZKHUH�ZRPHQ�FDQ�VSHDN�

WR�HDFK�RWKHU�DERXW�WKHLU�ELUWK�H[SHULHQFHV�DQG�SODQV��7KH�%LUWK�7UDXPD�$VVRFLDWLRQ�)DFHERRN�SDJH���IRU�

H[DPSOH��LV�SRSXODWHG�E\�WKRXVDQGV�RI�ZRPHQ�ZKR�VKDUH�WKHLU�VWRULHV�RI�REVWHWULF�YLROHQFH�DQG�WUDXPD��

)XUWKHU��ZKHQ�ZRPHQ�SODQ�WR�IUHHELUWK�WKH\�FDQ�WXUQ�WR�RQH�RI�VHYHUDO�RQOLQH�JURXSV�IRU�DGYLFH�DQG�

VXSSRUW��7KLV�LV�WKH�VDPH�IRU�ZRPHQ�KDYLQJ�D�SODQQHG�FDHVDUHDQ�IRU�PHGLFDO�RU�SHUVRQDO�UHDVRQV��

KRPHELUWKV��RU�DQ\�QXPEHU�RI�ELUWKLQJ�H[SHULHQFHV��7KHUH�DUH�QRZ�EORJV�DQG�ZHEVLWHV�RQ�DOO�NLQGV�RI�

SUHJQDQF\�UHODWHG�WRSLFV�DQG�ZLWK�VRPH�EDVLF�VHDUFKLQJ��SHRSOH�FDQ�ZDWFK�ELUWKV�RQ�<RX7XEH�LQ�DOO�WKHLU�

P\ULDG�IRUPV��:LWKRXW�GRXEW��ZRPHQ�DUH�FRPLQJ�WRJHWKHU�RQOLQH�WR�VKDUH�WKHLU�ELUWKLQJ�NQRZOHGJH�DQG�

H[SHULHQFHV�

7KH�TXHVWLRQ�WKHQ�DULVHV�DV�WR�ZKHWKHU�WKLV�IRUP�RI�NQRZOHGJH�VKDULQJ�FUHDWHV�DQ\�SRZHU�RU�IRUFH�LQ�

FKDOOHQJLQJ�WKH�H[LVWLQJ�GRPLQDQW�QDUUDWLYHV�DURXQG�FKLOGELUWK��3HUVRQDOO\��,�WKLQN�LW�FDQ��$ERXW�D�\HDU�

DJR�,�ZDWFKHG�ZLWK�FXULRVLW\�DV�DQ�REVWHWULFLDQ�SXW�D�SRVW�RQ�DQ�RQOLQH�PDWHUQLW\�JURXS�ZLWK�D�OLQN�WR�DQ�

RSLQLRQ�SLHFH�KH�KDG�ZULWWHQ�IRU�D�ZHOO�NQRZQ�PHGLFDO�MRXUQDO��5HDPV�RI�FRPPHQWV�VXGGHQO\�DSSHDUHG�

RQ�WKH�JURXS��:RPHQ�FKDOOHQJHG�KLP�GLUHFWO\��WKH\�VSRNH�XS�DQG�PDQ\�RSHQO\�GLVDJUHHG�ZLWK�KLV�YLHZV�

XVLQJ�WKHLU�SHUVRQDO�H[SHULHQFH�RI�ELUWK�DV�DPPXQLWLRQ��,W�ZDV�ERWK�UHIUHVKLQJ�DQG�LQWULJXLQJ�WR�ZDWFK��

DQG�WKH�GLVFXVVLRQ�FRQWLQXHG�XQWLO�TXLWH�VXGGHQO\�WKH�FRPPHQWV�ZHUH�WXUQHG�RII��,�OLNH�WR�WKLQN�WKDW�WKH�

REVWHWULFLDQ�LQ�TXHVWLRQ�H[SHULHQFHG�D�PRPHQW�RI�FODULW\�RU�DW�WKH�YHU\�OHDVW�D�VHQVH�RI�FRQIXVLRQ�

6RFLDO�PHGLD�DQG�WKH�VKDULQJ�RI�NQRZOHGJH�bïb�DLPV�RUJ�XN
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Appendix 20: Example of Public and Patient Involvement – Response to the RCOG 

consultation on ‘Information for You: Assisted Vaginal Birth’ 
 
 



 372  

INFORMATION FOR YOU: ASSISTED VAGINAL BIRTH 

OPEN COMMENTS TABLE 
For Peer/Consumer Review of RCOG products 

 
RCOG patient information aims to provide clear and accessible information to girls and women to assist them in making informed choices and to their family and                          
friends who may be offering support. The points below are intended to assist you, as a reviewer, to submit brief and structured comments: 
 

▪ Please critically appraise the content and structure of the patient information, ensuring it is balanced and unbiased. 
▪ Please make your comments constructive, structured and brief indicating the line number or section to which your comment refers. 
▪ Detailed copy-editing or layout comments are not necessary, as this document will be edited before publication. 
▪ Please disclose any conflicts of interest, although these do not preclude you from reviewing the document. 
▪ The RCOG reserves the right to summarise and edit comments received, or not to publish them at all, where the comments are voluminous, publication                        

would be unlawful or inappropriate. 
 
Please email this form to: patientinformation@rcog.org.uk  
Closing Date: Friday 20 December 2019 

 

Name of Peer 
Reviewer 

Please be clear 
as to which line 
number/section 
your comments 

refer to 

Comments 

FOR OFFICE USE ONLY 
 

PIC response to comment 

Association for 
Improvements in 
the Maternity 
Services (AIMS) 
 
www.aims.org.u k 
 

 AIMS has major concerns with this leaflet. Our comments reflect fundamental 
inadequacies in the leaflet’s tone, language, evidence base, perspective and legal and 
ethical standpoints.  
 
General Comments 
 
1. It is unclear when women and birthing people will be provided with this information, 
or whether it will uploaded onto the RCOG website and women will be expected to 
seek out this information themselves. When this leaflet is accessed is crucial to 
understanding the relevance of the information provided within it (see Prevention 
below). 
 
2. While we recognise the need to keep statistical information brief and uncomplicated 
for the general public, this leaflet is lacking in even basic statistics. This is particularly 
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relevant with regards to the section entitled ‘can I avoid an assisted vaginal birth?’ 
Failure to provide such statistics undermines informed consent as women will not have 
access to all crucial and relevant information. 

 Page 2. Prevention 
 
This leaflet fails to provide enough information to assist women to prevent an 
instrumental birth. In fact, it normalises ventouse and forceps birth and presents these 
as inevitable for 1 in 8 women. This is an incorrect interpretation of available data and 
medical/midwifery evidence. For example, the leaflet does not highlight that assisted 
births are much lower in planned homebirths, nor does it mention that there is good 
evidence that induction of labour can lead to higher rates of instrumental birth. This 
type of information is crucial for informed decision making, especially if women are 
receiving this leaflet during pregnancy.  
 
It is recommended that the section ‘can I avoid an instrumental birth’ is strengthened 
considerably. This section would benefit greatly from midwifery/RCM input. As it 
stands, the leaflet is too fatalistic and does little to empower women to make birthing 
decisions that may help them avoid the need for assisted births.  
 
Brief information on preventing or avoiding instrumental birth should be added to the 
‘key points’ section.  

 

 Throughout 
document. 
 
 
 
 
 
 
 
Throughout 
document but 
particularly 
page 6. 
 

Failure to recognise the legal and ethical position of women with regards to declining 
medical interventions during pregnancy and birth. 
 
The tone of this leaflet does not emphasise that both legally and ethically it is women 
and birthing people who are the decision makers with regards to which interventions 
they will accept or decline. This is apparent throughout, particularly with regards to 
interventions being ‘recommended’ as opposed to ‘offered.’ The latter is both legally 
and ethically more appropriate.  
 
This tone is outdated and leans towards doctor led care as opposed to woman centred 
care. The section ‘about intimate examinations’ is particularly worrying. It is not 
enough to suggest that if women are distressed that they should ‘let their healthcare 
professional know.’ This does not accurately reflect the legal or ethical position of 
women in this situation. Women have the right to decline vaginal examinations, but the 
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Page 7. 

presentation of the existing information implies that women must submit to vaginal 
examinations if health care staff deem them necessary. This is entirely inappropriate 
and is not presenting a clear legal or ethical picture of what women’s options are in this 
situation.  
 
Similarly, the box at the end of the leaflet entitled ‘shared decision making’ also 
misrepresents the legal and ethical position of women when making decisions about 
their care. Although a woman will require the agreement of a health carer when 
requesting  an intervention, the legal position is totally different when she is declining 
one. Unless she lacks mental capacity, she does not require the agreement or 
permission of health care staff to decline a medical intervention. In this situation the 
term ‘shared decision making’ is therefore a misnomer and consequently 
inappropriate. The box at the end should therefore be removed or altered to the term 
‘supported decision making.’  
 
Please note, it is dangerous and unfair to both women and health care providers to 
inaccurately represent the law regarding women’s rights to decline medical 
interventions. 
 

  
 
 
Page 1. 
 
 
 
Page 5. 
 
 
 
 
Page 6. 

The leaflet downplays the consequences of instrumental birth, thus distorting its 
effects and potentially eroding informed consent. 
 
Notably the ‘key points’ mention nothing about the potential effects of instrumental 
birth on women. This is a crucial omission and does not reflect the seriousness of the 
intervention on women’s bodies (particularly forceps).  
 
The section ‘vaginal tears/episiotomy’ is lacking in significant information. It does not 
mention the potential physical consequences of these injuries, including urinary and 
faecal incontinence and surgery. There is no mention at all of any emotional, 
psychological or sexual impact.  
 
Similarly, ‘how will I feel after I leave hospital?’ significantly downplays the potential 
physical and emotional consequences of instrumental birth, especially with regards to 
forceps. Of most relevance, ‘You may feel a little bruised and sore’ is inappropriate, 
incorrect and therefore misleading.  
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These sections of the leaflet would benefit from considerable input from women who 
have experienced assisted births. As it stands, the leaflet suggests that the authors 
have not adequately captured nor understood the significant impact assisted births can 
have on the physical, emotional and sexual health of women.  

  
 
 
 
 
Page 1. 
 
 
 
 
 
 
 
 
Page 4. 
 
 
 
 
 
 
 
 
Page 6. 

Language 
 
As already noted, the language used in this leaflet misrepresents the legal and ethical 
position of women. Further specific concerns are as follows: 
 
‘Why do I need help with the birth of my baby?’ should read ‘why might I be offered an 
assisted birth?’ 
 
‘Your labour is not progressing as would be expected’ would read better and more 
accurately as ‘If you have been pushing for a long time and your baby has not yet been 
born.’ 
 
In the section ‘What are my alternatives to assisted birth?’ the option for a caesarean 
section has been described as an ‘emergency’ caesarean section. We would 
recommend the word ‘emergency’ be dropped. The reason for this is that it is a 
woman’s legal right to withdraw consent to an instrumental birth at any time. 
Removing the word emergency implicitly reiterates a woman’s right to request an 
elective caesarean section during a difficult birth. For greater clarity, it is recommended 
that this point is stated explicitly.  
 
The sentence that begins and ends, ‘We understand that for some people, particularly 
those who may have anxiety …. very difficult’ suggests that only specific types of 
people may find vaginal examinations very difficult. This is untrue and misrepresents 
the reality of the situation for many women. This needs to be rewritten to highlight 
that it is normal for women to feel discomfort and anxiety during vaginal examinations 
and that it is their decision as to whether they accept them or not. 
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