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A Note to the Reader

 This is not intended as a reference book. I have not added medical references because I did not want to intellectualise the
 birth experience. This book focuses on women’s experience, not medical research. For those readers who want to look at the
 evidence I suggest that they read my book The New Pregnancy & Childbirth (Dorling Kindersley, 2003) and Birth Your Way: Choosing Birth at Home or in a Birth Centre (Dorling Kindersley, 2002). For the anthropology of birth and the history of medicalised birth, see my Rediscovering Birth (Little Brown, 2000).
 

 The best source of information about the results of randomised controlled trials of different ways of caring for women in
 childbirth and obstetric interventions is the Cochrane Database. You will want the Pregnancy and Childbirth Database, and
 can access this at www.cochraneconsumer.com. The guide for Effective Care in Pregnancy and Childbirth tables is a good place
 to start exploring the website. It is divided into ‘Beneficial Forms of Care’, ‘Forms of Care that are likely to be Beneficial’,
 ‘Forms of Care with a Trade-off between Beneficial and Adverse Effects’, ‘Forms of Care of Unknown Effectiveness’, ‘Forms
 of Care that are Unlikely to be Beneficial’, and ‘Forms of Care that are likely to be Ineffective or Harmful’.
 

 Though randomised controlled trials are now accepted as the gold standard in research, there is a lot of other good research,
 some of which is qualitative. The Midwifery Information and Resource Service is another valuable source of information, with
 6000 evidence-based references. This is on the website of the National Electronic Library for Health. Go to www.nelh.nhs.uk/maternity. The Informed Choice leaflets that you can read there include ones on ‘Antenatal Screening’, ‘Place of Birth’, ‘Support in Labour’, ‘Fetal Heart Rate Monitoring’, ‘Ultrasound
 Screening’, ‘Alcohol and Pregnancy’, ‘Positions in Labour and Delivery’, ‘Breech Baby Presentation’, ‘Epidural Pain Relief’
 and ‘Breastfeeding or Bottle Feeding’.
 

 Following the birth of my first baby, and in the five years before the first edition of The Experience of Childbirth was published in 1962, I had been preparing women for childbirth with the National Childbirth Trust. During this time I had
 three more babies myself. (Then another one after it was published.)
 

 Rereading my words in that edition I am astonished that the book could ever have been considered radical. But it was!

 Those were the days when every woman who had babies was supposed to be married, and her main job was to support the male bread-winner.
 Self-confidence and social activism came very poor seconds to that.
 

 The publication of The Experience of Childbirth was not only a sign of a developing self-assurance in women that challenged the medicalisation of birth, but also signalled
 a radical change in women’s sense of themselves. The movement towards autonomy and choice and control in childbirth was a
 vital – though often neglected – element in the development of modern feminism. The birth movement was not just about making
 birth easier for individual women, but about the whole social and political context in which we give birth.
 

 In this new edition I have added an introductory chapter, ‘Birth: A Personal View’, about birth in my life, setting birth
 activism in its social context and describing the changes that took place and the challenges we faced.
 

 The sixties were the days when practices such as shaving the mother’s perineum until it looked like a hard-boiled egg, administering
 massive doses of castor oil in an attempt to stimulate the uterus into action, insisting that the woman be bed-bound and forced
 to lie in a supine position throughout labour and birth, as well as routine episiotomy, were common and largely unquestioned.
 The term ‘informed consent’ had no meaning in childbirth. Women were supposed to be ‘good patients’ and do what they were
 told.
 

The first edition of this book was written pre-epidurals and before the Caesarean epidemic engulfed us. Twenty-five per cent
 of births in the USA are Caesareans. In the UK the rate is almost as high and still rising. This book came out before elective
 Caesareans were promoted as part of a spurious argument for women’s rights, which appropriated feminist philosophy and incorporated
 it into obstetric marketing. It was before ultrasound was used to fix the estimated date of delivery – in fact a baby can
 be born two weeks before or after that date and be absolutely on time. It was before induction of labour with powerful drugs
 was seen as a solution to every pregnancy that went past term, and similar drugs were employed to rev up the uterus whenever
 labour was estimated as prolonged. And it appeared before the routine use of continuous electronic fetal monitoring and intravenous
 drips immobilised women and upped the Caesarean rate, without evidence that it saved babies’ lives. In this edition I have
 included information about the benefits and risks of these interventions, and how a woman might cope with a ‘managed’ birth.
 

 There have been advances. Today, clinical practice is intended to be evidence-based, at least in theory, and randomised controlled
 trials are considered essential to validate or to change practice. We have made some progress.
 

 Yet for many women who give birth in a modern hospital where birth has been turned into a completely medical, or even a surgical,
 event, bringing new life into the world is an ordeal in which they are disempowered. They describe birth experiences in which
 they feel they have been violated. They use the language of rape. This is not merely a question of pain. For some pain was
 well controlled with drugs, but birth was still distressing and they are unhappy and panic-stricken afterwards because they
 felt utterly powerless. They relive the experience like a video on a loop that cannot be switched off. I created and run a
 Birth Crisis phone service for women who are suffering from post-traumatic stress after birth and need to talk about their
 experiences. You can contact this on (0)1865 300 266.
 

 We shall only be able to humanise birth and reclaim it for women if we continue to ask searching questions, and have the courage to challenge the obstetric management of a spontaneous physiological process and peak emotional experience in our
 lives.
 

 The quality of this experience depends not only on what is taking place inside the pelvis, but on everything that is going
 on in our minds. It is also profoundly affected by the relationships we have with our care-givers, and by the interactions
 between care-givers themselves. The purpose of this new edition of The Experience of Childbirth is to empower women, and those who serve them in childbirth, to understand and act on this.
 

 Sheila Kitzinger
www.sheilakitzinger.com

 



 
A Note for Midwives

 I am writing for midwives, too, but because I aim to stimulate reflection and personal insight into psychology and relationships,
 I cite few references to evidence-based trials in these pages, except where they are to do with emotions and birth experience.
 

 I serve on the Midwives’ Information and Resource Service editorial committee and suggest that midwives read the MIDIRS Midwifery
 Digest, which scans 500 journals, to keep up to date with information – www.midirs.org freephone 0800 581009.
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 A pregnant woman does not know what her baby
will be like or how the birth experience will be. She is
on a journey of discovery.
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 Birth: A Personal View

 
 It never entered my head to hand over my body to doctors to deliver my baby. Uwe, my husband, was working with the Council
 of Europe and I was commuting between Strasbourg and Edinburgh University, where I was doing research and teaching in the
 Social Anthropology department. We knew our careers would lead us to work largely in different countries, and we both expected
 to be in control of our lives. Now I was pregnant. I had some direct experience of hospitals because in what would now be
 called a gap-year before university I had worked in one. I wanted none of the smells or sights or medical authoritarianism
 of hospital. I wanted to have my baby in my own way, at home, and to prepare myself so that I could experience birth with
 gusto.
 

 
 I was lucky. I was healthy, happy and strongly supported by Uwe. I didn’t for a moment expect a painless birth, but I knew
 I could cope, and just as you need skills to swim, or act, or to paint pictures – all things I enjoyed doing immensely – I
 believed that I could learn skills for childbirth. So I read everything I could lay my hands on, but I soon became critical
 of the kinds of training for childbirth that were available then. As I explored the physiological and emotional processes
 of giving birth – the mechanical breathing advocated by Fernand Lamaze, the entirely passive relaxation that Grantly Dick-Read disciples taught – I decided that I could invent skills myself.
 

 
 Being in France gave me a cross-cultural view of birth. I compared and contrasted everything I learned about birth in Britain
 with how I saw friends having their babies within the small diplomatic community in Strasbourg. They had a choice between
 two nursing homes, and several highly regarded obstetricians. Each swore by one or the other. When I visited a friend who
 had just had her baby in the Catholic maternity home I saw that opposite her bed was a large crucifix, blood pouring from
 the gashes in Christ’s side and down his legs, and from the thorn wounds in his brow. She said a crucifix had been right opposite
 her in the delivery room, too. The nuns were keen on breastfeeding. I watched how they made sure the baby was ‘on’. The nun
 stood at the door, with the baby tightly bundled in her arms like one of the pink or blue sugared almonds that were the conventional
 gift to a new mother, shouted, ‘Brace yourself, mother!’, and ran at her with the baby, whose mouth was wide open with shock,
 and latched the infant firmly on the breast. The other maternity home was a little more liberal. But I did not intend to be
 managed, one way or the other. I firmly believed that women had the ability to give birth and to breastfeed their babies.
 They should not be treated as compliant children or complete idiots.
 

 
 Of course, my interest in childbirth began long before that. My mother had been a midwife. I’d pored over her midwifery books
 with fascination as a child and she had influenced me greatly. In Taunton where we lived, she started one of the first Family
 Planning clinics in the south west of England, collaborating with my Aunt Liz in Devon, a virago of a woman who was a radical
 socialist and passionate about social causes. For the first time, effective contraception was made available free of charge
 to women of all social classes. The poor could start to have some control over their own lives. I remember going from school
 to meet my mother at the clinic and seeing shabby, down-trodden women slipping out of the doors, flustered, pleased, proud,
 with mysterious packages, clutching them like Christmas presents. I heard her talking about the ethics of her work, her reasons
 for doing it, the day-to-day experiences of counselling, and the stories she heard of male violence, extreme poverty and distress.
 No girl could grow up and not be influenced by that.
 

 
 That was one of the strands which led to my choice of university course. It was to be either psychology or social anthropology.
 In the end it was social anthropology at Oxford. My supervisor of studies, John Peristiany, was a remarkable man. Instead
 of making me toe the line, he encouraged creativity, constant questioning and the application of all that I was learning academically
 to everyday life. He felt himself marginal to Oxford. He had not been to the same schools as most other dons, was not part
 of the old boy network, so perhaps that was why he was able to think laterally. The education I received as an undergraduate
 reinforced my determination to challenge orthodoxy, wherever I became aware of its flaws – and that applied nowhere more than
 in the care given to women in pregnancy and childbirth.
 

 
 Astonishingly, though, while I was at Oxford I learned hardly anything about women’s lives in different cultures. Women were
 invisible. Social anthropology at that time was all about men: political and economic systems, the ways men controlled inheritance,
 the rites by which they became warriors. Professor Evans-Pritchard was a specialist in the Nuer of the Southern Sudan. There
 were more references to cows in the indices of his books than there were to women. Yet it was obvious that women kept the
 whole system going. Without them men would not have been fed and nurtured. They would have been starving and homeless. Without
 them children would not have survived. Women were being used as pawns to exchange in a complicated exhibition of male power.
 

 
 The important experiences of women’s lives were hidden and largely unrecorded, except by a handful of female anthropologists
 – Ruth Benedict and Margaret Mead among them – who examined motherhood and childrearing. Margaret Mead came to Oxford and
 conducted seminars for us at the Institute of Social Anthropology. When I told her I was unhappy with the content of the Oxford
 anthropology course she encouraged me to explore further.
 

 
 
 The first opportunity for fieldwork came when I got to know a group of prostitutes who catered for American airmen at a base
 outside Oxford. Taxi drivers in Gloucester Green ran a flourishing business transporting Americans into Oxford, introducing
 them to these women, and letting them use their taxis for quick sex. The women were mostly girls who had run away because
 they were unhappy at home. Some of them had been sexually abused by men in the family. They talked to me frankly and I listened
 and learned. I told John Peristiany about this. He was the kind of person you could talk to about such subjects and he urged
 me to use my anthropology to organise and analyse the information I was getting. My first piece of what was virtually field
 research is remembered with some horror by now elderly dons.
 

 
 For my thesis I did more formal research into the lives of African, West Indian and Asian students in British universities,
 and developed interview techniques and skills in participant observation. Mainly, I learned how to listen and how to record
 in detail even things that seemed insignificant at the time. As a result of reading social anthropology, from the beginning
 of my research into pregnancy and birth I looked at cultures comparatively, and many friendships grew out of the work. Oxford
 was for me a multi-cultural experience.
 

 
 So it was inevitable that when I became pregnant I brought with me both the passion of my mother’s practical feminism and
 everything I had gleaned about women’s lives in other cultures, to make my birth experience what I wanted it to be, to challenge
 the medical model of birth, and to be assertive and confident.
 

 
 My first baby was born at home in France, with a midwife and Uwe present. In the middle of labour I suddenly felt, ‘This is
 a sport I can do!’ At school I had never been any good at gym or games. Now I found my body functioning perfectly. Labour
 lasted two and a half hours. I crouched grasping the bulbous leg of a Victorian table that I had restored and painted with
 black and yellow stripes like a bee, and then, because the midwife asked me to, got on the bed to push the baby out. It was
 a perfect birth, except that I tore. I needed stitching up. That was because, as the midwife agreed, she had been nervous about this birth, and had ordered me to push before I had had the
 irresistible urge. I was carted off to one of the maternity homes to be sutured and there was a bumpy ride back in an ambulance.
 I walked in the Black Forest later that week to work the uncomfortable stitches loose. All was well. Though the wound hurt,
 my GP in Oxfordshire told me eight weeks later she would never have known that my perineum had been sutured. This was the
 beginning of my special interest in the way the second stage is conducted and the genital mutilation that is often inflicted
 on women in our culture.
 

 
 I was fortunate that breastfeeding went beautifully, and I never considered giving the baby a bottle although she did not
 gain much weight. We returned to Oxford six weeks after Celia’s birth. Mother met me on the steps of the Randolph hotel. Her
 first comment was, ‘Oh, she’s very small.’ I had produced an inadequate offering. Then I was in trouble with the health visitor.
 ‘What are you feeding her?’ she asked. I said breastmilk. ‘Aren’t you giving her anything else?’ When I replied that I was
 not, and in response to subsequent questioning added that I was a vegetarian, the health visitor was horrified. ‘You need
 to give her mashed brains. If you don’t give her any brains she won’t develop any.’
 

 
 Soon after Celia arrived, I started voluntary work with the National Childbirth Trust and, in the sixties, was the first to
 begin couples’ classes and counselling for couples before and after childbirth. Later on, in the seventies, with an NCT colleague,
 I created the teacher training scheme, based on the tutorial system.
 

 
 My second pregnancy turned out to be twins, and Tess and Nell were born at home too, before Celia was two years old. I had
 reserved a hospital bed but prepared for everything at home. It was just as well, since one baby was born an hour and a half
 after the first signs of labour, and the other ten minutes later. If I had attempted to go to hospital when labour hotted
 up they would probably have been born in a lay-by on the Oxford by-pass.
 

 
 After my third home birth – a torrential, painful, but glorious forty minutes of action – a couple of years later, I started to write my first book, The Experience of Childbirth. Polly was waking for a feed around five in the morning, and I used the quiet time for writing as silvery light spread through
 the sky. I submitted the manuscript to Victor Gollancz, known for his progressiveness. I included a few photographs taken
 by Uwe of me giving birth, breathing my way through contractions, smiling as I reached down to stroke a glistening head that
 had just emerged, and cradling a naked baby against my breasts. My brother-in-law, Hilary Rubinstein, worked at Gollancz then.
 Victor called him into his office and announced, apparently with shocked disbelief, ‘I have photographs of your sister-in-law’s
 private parts on my desk.’ The manuscript was accepted immediately, just as it stood. Its publication, and serialisation in
 a Sunday paper, brought a tide of letters from women sharing their experiences, many of whom seemed to find a voice for the
 first time. That was the start of a stream of letters, stories, poems, phone calls and, as time went on, emails, from women
 around the world. It was as if I had pulled out a cork so that wine could flow. Women poured out their joy and anguish, their
 anger and their love, describing their births and telling me how hospitals, doctors and midwives needed to change.
 

 
 The language to convey the powerful physical sensations and overwhelming emotions of birth had to be created. Women had been
 silent because there was no way in which to express their feelings. Birth was discussed only as ‘pain’, as if that were the
 sum of what labour and birth were about. Opening your body to let new life into the world is much more than that and has always
 had multiple layers of meaning for a woman, and for everyone else involved.
 

 
 My last baby was born two years after Polly, also at home. It was a longer labour, took five hours, and consisted mostly of
 backache, but this time it was without a midwife. I was waiting for contractions to feel more effective and, when suddenly
 a storm of pushing sensations swept through me, we were not quick enough to get one. Uwe filmed and said, ‘Smile, darling!’
 while the baby crept out by herself and then up to my breast.
 

 
 
 Jenny was two when the whole family went to Jamaica, where for nine months I did research on the experiences of birth and
 motherhood for women who lived in Lawrence Tavern, and in Trenchtown and on the Dunghill in Kingston (a massive rubbish dump
 where people live in makeshift shacks and the shells of old cars).
 

 
 I had a base with the Medical Research Council on the university campus, but my days were spent in women’s homes up in the
 hills and in the poorest parts of the city. At the Victoria Jubilee Hospital I saw the degrading and brutal treatment of women
 in childbirth in an institution in which a superficial veneer of modern medicine mixed with desperate attempts at crowd control
 and the vitality of Jamaican culture to produce a scene like a Bosch painting of purgatory. There was a pillow in each of
 the delivery rooms. I only ever saw it used for pressing over the face of a screaming woman to silence her. Drugs for pain
 relief were available only with operative or assisted deliveries, and there was no other help with handling pain. Women tried
 to get upright, to move, to rock and roll their pelvises, to crouch and to kneel. But their efforts were considered primitive
 behaviour by midwives, mainly trained in Britain and Canada, and the mothers were goaded up on to hard, narrow delivery tables,
 if they could make it in time, to be routinely delivered flat on their backs. They often had to share beds, too, one at the
 head end, another at the foot. Membranes ruptured and blood leaked from one woman into the genital tract of the other. Faeces,
 urine, amniotic fluid, blood all mixed. The women clutched each other and rocked, groaned, sang verses of the Psalms. The
 only thing I could do was to say, ‘I have had five children’, and to try to share the experience with them. I tried to offer
 them firm physical support so that they could move freely, and often I climbed up on the delivery table and cradled them in
 my arms to give birth. Midwives were worked off their feet. If I was with a woman giving birth they tended to leave me alone
 with her so I was able to be woman-to-woman. Then the screaming would stop. Instead women rocked, breathed, moaned and sang.
 I learned that these women could, without any birth classes, give birth beautifully, rhythmically, joyfully.
 

 
 Jamaica was the first country where I was able to observe childbirth in women, exactly like me, yet who came from a completely
 different culture, who often could not read or write, and I learned that all over the world women shared the intense experience
 of birth in similar ways, and that we had the innate and expert skills to give birth perfectly.
 

 
 It was that direct experience of the vital importance of woman-to-woman companionship in birth that sharpened my insight so
 that I came to understand the long tradition of female help and empathy in all cultures, and throughout European history.
 Women have always been together during childbirth. To isolate them from each other and cut them off from their own inner feelings,
 to force women to get on a bed and lie still, to subject them to management, however kindly, fixes birth in a medical straitjacket.
 It obstructs the physiological process and increases the need for other medical and surgical interventions. In the process
 birth is made more traumatic and often dangerous. Every obstetric and midwifery intervention – even apparently minor ones
 like breaking the waters or getting a woman up on a bed – introduces the need for further interventions: induction of labour
 leads to strong painkilling drugs, further artificial uterine stimulation, more drugs, assisted delivery or Caesarean section,
 possible haemorrhage and infection, a baby who has to be admitted to the intensive care nursery, and to postnatal physical
 illness, depression or post-traumatic stress disorder, inability to breastfeed, and so on.
 

 
 My personal experiences have been the sparks that fire my enthusiasm to help other women have births as exultant as mine and
 to be there for them when they have traumatic experiences that they need to talk through. This includes being there for women
 prisoners and asylum seekers.
 

 
 Today, every woman who has her baby in hospital is turned into a patient. She becomes a temporary member of a tightly organised,
 hierarchic and bureaucratic medical system. The admission procedure marks the point at which the institution takes control
 of her body. It is a ceremony in which she is registered, classified, examined, the fetal heart rate is recorded, and her blood pressure measured.
 

 
 In most hospitals you have to surrender your own clothing, a symbol of individuality. You may be separated from friends and
 family, with the exception of a designated birth partner. You are expected to be like a child, to follow instructions, avoid
 drawing attention to yourself, and behave nicely. You may be addressed by your first name, but will not call the obstetrician
 by his or her first name. Or you may lose your name altogether, and be referred to by professionals as ‘the Caesarean in Room
 16’, ‘the pre-eclampsia case’, ‘the grand multip’, ‘the induction’.
 

 
 When interns in a Boston hospital were asked to define a ‘good patient’, one doctor answered, ‘She does what I say, hears
 what I say, believes what I say …’1 A good patient is compliant. She thanks the professionals because they ‘save’ her baby. She is grateful regardless of what
 they do to her. If she fails to conform she is seen as a ‘difficult patient’.
 

 
 Birth is regulated by artificial hormones and often completed by surgery. A woman may be tethered to electronic equipment,
 numbed by anaesthesia from the waist down, and have her uterus artificially stimulated. Then an episiotomy is performed and
 she is delivered by forceps or vacuum extraction. The doctors may decide on a Caesarean section. On the other hand, they may
 think it better to avoid labour entirely, and schedule an elective Caesarean. Some women actually ask for one, because they
 have been led to believe that it is the easiest, safest and most pain-free way to have a baby.
 

 
 When I studied social anthropology I realised that we can look at the social system of the hospital as if it were a society
 in Africa or anywhere else in the world. A hospital has protocols that make for easy management, so that those at a higher
 level can regulate the actions of their subordinates. Routines ensure that people co-operate in tasks without asking awkward
 questions or having to think. They are rarely challenged. When research is published that shows things done to women in childbirth are useless or harmful, it takes around fifteen years for obstetric practice to change.2

 
 Birth is treated as a medical event which not only usually takes place in hospital but is thought about almost exclusively
 in terms of risks. If you decide to give birth at home you may have to overcome many obstacles put in place by the medical
 system. Family members and friends say, ‘You’re very brave!’, ‘Aren’t you worried that something will go wrong?’, ‘You are
 being selfish’ or ‘You’re not thinking about the baby’.
 

 
 A woman who wants to give birth as naturally as possible and have no drugs, and who chooses midwife care, may be transferred
 to specialised obstetric management as soon as there are any signs that her labour does not conform to a standard. Midwives
 are often anxious about the responsibility they take on when they attend out-of-hospital births – even births in ‘home-from-home’
 rooms in the hospital. So a woman who hopes to give birth without interventions is wheeled across the corridor or transported
 by ambulance to high-tech care, often simply because her membranes ruptured early or labour is slow.
 

 
 A normal labour in a healthy woman tends to be treated with all the interventions that are characteristic of high-risk labours.
 Because birth is treated as high-risk, it often becomes high-risk.
 

 
 Everything I have learned in my work from women in other cultures and around the world has convinced me that our medicalised
 way of birth is not the only way, and not, for the majority of women, the best way. We need to learn from each other. Yes,
 there are high-risk pregnancies and births where we should be grateful for the support of obstetric skills and hightech intervention.
 But for most of us these complicate and impede the normal physiological process, make birth traumatic, and often leave women
 emotionally mutilated.
 

 
 I am privileged to be part of a great international movement to reclaim childbirth for women and for families. It started
 almost apologetically in the sixties. We asked whether women in childbirth could be treated as human beings, might be consulted about what was done to them, could learn ahead of time
 what was likely to happen and how they might be treated, and how they could prepare themselves with relaxation and breathing.
 

 
 In the seventies and eighties this approach changed to become open criticism of medical power and a demand for full information
 and a right to share in decision-making. In 1982 the Professor of Obstetrics at a major London teaching hospital issued an
 edict that women could not labour and give birth off the bed, and that they must lie back against pillows instead of standing,
 kneeling, squatting or being on all fours. So Janet Balaskas, founder of the Active Birth Movement, and I decided to organise
 what we thought was going to be a small demonstration outside the hospital. My phone rang the night before and a voice announced
 itself as the Director of Crowd Control for Scotland Yard. He told me that we were going to have so many supporters that we
 must switch the demonstration to Parliament Hill Fields and that mounted police would be out to help us. There were going
 to be so many people that, though we could start to congregate in front of the hospital, there would be no space for everyone,
 and we must march. The next day we had five thousand people out on the street. The Professor resigned, and from then on women
 could give birth in any position they liked, on or off the bed.
 

 
 In the nineties came the rebirth of midwifery in countries, like the USA and Canada, where it had been virtually destroyed,
 and a reassertion, at first timid but later more confident, of the autonomy of midwives in countries such as Britain and New
 Zealand, and increasingly in other European nations. This came about because of demands by women, decisive action and good
 publicity. I remember how with midwives and mothers in Ontario I marched in front of the Medical College to call for the legalisation
 of midwifery. The police told us that we had to keep moving. That was fine by me. So I led the march with my life-like baby
 doll and home-made foam rubber vagina, birthing a baby, and rocking and rolling my pelvis in a birth dance, along the street,
 with the TV cameras rolling.
 

 
 
 Protest about the dehumanisation of childbirth always needs to be informed by research and by carefully listening to women
 across the world. I have studied, lectured and learned from women in countries as far apart as South Africa, the Caribbean,
 Japan, Australia, Colombia, Mexico, Hungary, Iceland and Russia, as well as in almost all the countries of Europe, and around
 North America. It is exhilarating. Women are starting to speak out.
 


 1 Scully, D., Men Who Control Women’s Health, Houghton Mifflin, Boston, 1980.
 

 2 Lomas, M., Enkin, M., et al, ‘Opinion leaders vs audit and feedback to implement practice guidelines’, Journal of American Medical Association 265, 1991, pp. 2202-7.
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 Pregnancy is not just a waiting time. It is an
opportunity for emotional growing and for a couple
to understand each other
 with greater sensitivity.
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 Childbirth with Joy

 
 The experience of bearing a child is often central to a woman’s life. Years after the baby has been born the mother remembers
 acutely the details of her labour and her feelings as her baby slipped out of her body. Speak to any grandmother about birth
 and almost immediately she will begin to talk about her own labours. It is unlikely that any experience in a man’s life is
 comparably vivid.
 

 
 When women have suffered in childbirth – have felt humiliated and degraded by being the passive instruments of interventions
 they could not understand and to which they did not give their fully informed consent – it is not only they who are affected.
 They carry with them through their lives the memory of this experience, and by their attitude towards child-bearing affect
 other women and men – not only their own daughters and sons, but many others with whom they come into contact.
 

 
 Childbirth is not a curse laid on Eve, a path of suffering to be trod so as to have the joy of children. It can be an exciting
 challenge, rewarding in itself, and not simply a means to an end.
 

 
 The way a woman feels about pregnancy and birth, and her whole manner of approaching it, are aspects of her sense of herself as a woman – and part of her sexuality. Sex is not just something that happens in our genitals. A woman’s psychosexual
 life encompasses pregnancy, birth, giving herself to the baby physically as well as emotionally, feeding and touching it,
 and also includes the way she feels and thinks about her body in relation to other people’s bodies. It is difficult for a
 man to understand – hard, too, for any woman who has had an average hospital birth – how birth can be sexual. But it can be
 one of the most profound psychosexual experiences in a woman’s life. Each contraction may bring a rush of joy so overwhelming
 that pain recedes into the background because in an intense psychosexual experience there is a surge of endorphins. These
 are hormones released into the bloodstream during energetic activity. They are natural painkillers which produce a ‘high’
 rather like that felt by athletes when they are pouring all their energy into strenuous and satisfying physical activity.
 In the second stage of labour the pressure of the baby’s head against the walls of the vagina and the fanning out of tissues
 as the head descends also brings for some women an unexpected sensation of sexual arousal, and even of ecstasy. I do not claim
 that birth is orgasmic, but it is joyous – and can be blissful.
 

 
 I remember a scene in my grandmother’s house when I was about seven. The aunts and grown-up cousins were in the sitting room,
 and as I passed the seed-cake politely from one to the other I heard cousin Gladys whisper to my mother that cousin Rose was
 expecting a baby. The conspiracy of women over the tea-cups and the hushed tones in which the information was conveyed told
 me that this was special and rather shocking news. Later that day I shared my precious secret with another, younger, cousin.
 She was disbelieving. I cannot remember whether it was because Rose was not married, or whether she did not have a gooseberry
 bush, or the stork had not visited. But she asked, ‘How can they know?’ and, having pored over my mother’s midwifery books, unfortunately I told her. I got into dreadful trouble about it and was
 obviously considered a contaminating influence. I felt unclean for a long time after. And I do not remember that carefully
 brought up little cousin ever being left alone with me again.
 

 
 
 This was not in the Dark Ages (though it makes me feel part of history), but the casual way in which I can now tell the story
 contrasts strongly with the crimson rush of shame I felt on being found out. I should like to think that Rose enjoyed giving
 birth to her baby, though I doubt she did. Anyway, she obviously stayed in the back of my mind, and the sense of outrage and
 injustice I felt on her behalf spurred me into doing something to help women give birth with awareness, understanding and
 delight.
 

 
 I hope that the way many women still feel about childbirth – with a sense of dread, wanting to hand over their bodies to professionals,
 not feel anything, and get it over with as quickly as possible – that before my grandchildren have babies, all this will look
 as out of date as the story about Rose.
 

 
 PAIN

 
 Pain in labour is real enough. We dare not underestimate the agony that some women endure in childbirth. It is not to be lightly
 glossed over by those more fortunate. Whether or not childbirth, as a natural function of the female body, should be easy, it cannot be denied that for a great many women it is not. One woman described to me how, commanded to push as long,
 energetically and as often as she possibly could, she gritted her teeth so hard during the second stage that she chipped off
 a front tooth. Labour can be one of the most painful experiences a human being can suffer. Pain ‘as measured by the thermal
 radiation method is reported in some women to reach 10 to 10½ dols’.1 ‘This degree of pain is the most extreme pain that human beings are capable of feeling and is comparable to the pain felt
 in extreme forms of physical torture or third-degree burns.’2 It can hardly be expected that a woman who goes through that sort of experience should feel positive about child-bearing or can help a pregnant woman feel joyful anticipation
 of the great adventure that confronts her.
 

 
 Women feel pain differently; and this is probably affected as much by social factors as by sheer physiology or by anything which might
 be uncovered by psychoanalytic techniques. Pain is always interpreted and placed within a predetermined context. When I was
 doing anthropological research in Jamaica I discovered that the West Indian peasant woman rarely feels discomfort on the perineum,
 or minds the pressure of the baby’s head as it descends. But the English middle-class woman worries about dirtying the bed
 and is often shocked by sensations against the rectum and the vagina in labour – sensations which she may find excruciating.
 She feels distressed, in fact, at just those sensations which the peasant woman meets with equanimity.
 

 
 On the other hand a Jamaican peasant woman often anticipates and gets severe backache, a common enough experience all over
 the world. To her this pain is evidence of the back ‘opening up’ – which she believes it must do before the child can be born.
 Cross-cultural and other sociological factors must be considered if we really want to understand what childbirth is all about.
 

 
 There is more to birth than pain. Pain is often turned into suffering because of the way in which a woman is treated by those
 caring for her. She could handle straightforward pain, but medicalised birth makes her feel trapped and helpless. A woman
 may have a labour in which pain is eradicated by epidural anaesthesia and yet still come out of it feeling degraded and cheated.
 Birth doesn’t have to be like that. When a woman has her baby happily she spreads a different spirit – a mood of gladness.
 

 
 It is this joy in birth that can be the essence of childbirth – birth in which a woman finds delight in the rhythmic harmony
 of her body’s functioning. Without this spirit, attaining perfect mechanical action in labour is not only made more difficult,
 but, even if achieved, is strangely unsatisfying.
 

 
 Nowadays there is no reason why birth should entail suffering, with or without preparation. But the concern of this book is with a more positive experience. It is childbirth with joy.
 

 
 Bodies are for feeling with, and for actively living through and enjoying. When the healthy body is engaged in a natural physiological
 process an individual normally feels pleasure and content. We enjoy eating and drinking and defecating, settling down to sleep
 and waking refreshed, walking, jogging and swimming, breathing the sea air, and making love. In repose and activity, in relaxation
 and effort, harmonious and coordinated physical function brings sensations of well-being. It can be the same with childbirth.
 

 
 I do not claim that if a woman thinks about birth in the way I describe, and does breathing and relaxation exercises, she
 is bound to have an easy labour. What I hope to do is help her see a pattern and meaning in childbirth, and to understand
 it not as something that is done to her, but as a profound psychosexual experience.
 

 
 Giving birth is not a matter of success or failure, or of putting on a splendid performance, but of giving yourself, mind
 and body, to a creative experience in which, literally, love is made flesh.
 

 
 
 ‘NATURAL BIRTH’

 
 The history of the ‘natural childbirth’ movement has been one of unfortunate, though perhaps inevitable, conflict – not only
 between those who believed in its value and others who felt that it was all pointless, but between exponents of different
 theories. It is probably a mistake to look for a single evolution of ideas and methods. There has been spontaneous and independent
 development in different countries over the last fifty years.
 

 
 
 The Pioneers

 
 Concern over women’s emotional adjustment to childbirth was first expressed by Grantly Dick-Read in the thirties. His books
 formed the basis of preparation for childbirth in Britain today. Other important factors in the natural childbirth movement were advances in obstetric physiotherapy stemming largely
 from the work of Helen Heardman, which in its turn owed a lot to physiotherapist Kathleen Vaughan, who learned from traditional
 Indian ways of birth, and to another physiotherapist, Minnie Randall.
 

 
 In France the psychoprophylactic method (accouchement sans douleur – ASD) is associated with the name of Fernand Lamaze, a French obstetrician working in a Communist trade clinic in a grimy
 quartier of Paris. On a visit to the Soviet Union he was impressed by the calm in maternity wards practising this method. He brought
 the theories behind this method back with him to Western Europe, and invented new techniques – notably the ‘panting like a
 dog’ method of riding over contractions. ASD owed its origins to Pavlovian psychology (the same Pavlov who did research on
 salivating dogs) and antenatal training used in Soviet hospitals. Lamaze in turn was followed by Pierre Vellay, who had a
 very elegant private maternity clinic in Paris where a footman served champagne on a silver salver to newly delivered mothers.
 The exponents of these theories read their Dick-Read too. But they claimed their approach was different in that it was based
 on building a series of conditioned reflexes which raised the pain threshold, so that sensations formerly interpreted by the
 brain as painful were accepted as painless.
 

 
 These techniques coming largely from France and Russia (and also widely practised in China) aim to eliminate painful sensations
 but, to the cost of some women who adopted them, neglected that exhilaration which comes in childbirth in which a woman actively
 participates, when pain may exist in the background but is brushed aside as being not nearly so important as the business
 of having a baby, or is willingly experienced as something which can be controlled.
 

 
 Women who imagined that their labours would be completely painless often suffered an unpleasant shock, and if not prepared
 for the powerful sensations and astonishing force of uterine contractions may have panicked and been worse off than if they
 had not been to classes at all.
 

 
 
 A problem with psychoprophylaxis (literally ‘mind prevention’) was that it treated birth as if it were an exam which a woman
 either passed or failed. When Fernand Lamaze reported his results at his Paris clinic he announced that over 18 per cent of
 women succeeded completely, but just over 4 per cent ‘failed’. He did not mean by this that they did not have a baby. They
 lost control and were restless or screamed. They had failed in ‘the method’.
 

 
 We have a very grave responsibility if a woman is trained for childbirth only to feel that she must put on a star performance
 and that she has failed at the first real pain.
 

 
 Most women must expect pain or great discomfort at the end of the first stage. If pain is great a woman should be able to
 choose to have drugs to kill it, or at least take the edge off contractions, and pain-relieving drugs should always be available.
 

 
 But all analgesics and anaesthetics bring with them risks for the baby. Few mothers are able to look back on their labours
 and say, as Queen Elizabeth said when she opened a building of the Royal College of Obstetricians and Gynaecologists, ‘You
 have given almost literal meaning to Wordsworth’s assertion that “Our birth is but a sleep and a forgetting.”’ 3 Moreover, many women, far from welcoming the opportunity, do not like the idea of facing the most important moments of their
 lives either unconscious or unable to feel anything at all. It is for this reason rather than because of the risks of anaesthesia
 that Dr Guttmacher’s account of childbirth in the USA in the 1950s, the days of ‘twilight sleep’,4 seems to me to make sad reading:
 

 
 

 In favourable cases, under the influence of the drug triad, the patient falls into a deep quiet sleep between pains, but groans
 and moves about in a restless manner with each pain. The somnolent state continues into the second stage of labour and frequently
 for several hours after delivery. When the patient awakes, the obstetrician is rewarded by hearing her ask, ‘Doctor, when am I going to have my baby?’ The quickest way I know to prove that the child is already born is to have
 her feel her own abdomen. A newly restored waistline soon convinces even the most sceptical.
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