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Foreword

Hooray for Sarah Buckley! Her broadly informed, authoritative 
voice is sorely needed in these trying times when there is so much 
fear, ignorance, and confusion surrounding childbirth and the 
decision-making and organisation of maternity care. Never has 
there been a time when there was so much at stake for women 
giving birth, in terms of age-old knowledge and wisdom that may 
be lost for decades or longer, if current trends continue unabated. 

In many countries, it is only the middle-aged and the elderly 
who remember the time when only four or fi ve women out of 
every hundred had their babies by caesarean. How will people of 
the future even know that uninterfered-with birth is safer than 
surgical birth? Will women of the future believe today’s birth 
activists, or will they believe the obstetricians who are far more 
comfortable with surgery than with physiological processes that 
have their own timing?

Fear can make for irrational decision-making, and here we 
have a good example of this phenomenon at work. In many areas 
of the world, women have become suffi ciently afraid of Nature’s 
plan for labour and birth that they are literally clamouring for sur-
gical birth when there is no medical reason to justify the added 
risk to them and their babies posed by such surgery. There is no 
historical precedent for a phenomenon such as this. We have mass 
hysteria spreading over the planet – a rather strange development, 
considering it comes after the second wave of the women’s move-
ment, since it involves women being afraid of their own wombs.
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Ironically, this widespread fear leads countless women to agree 
to deliberate injury of their uteri by caesarean section, although 
we don’t commonly speak of these acts in such stark language as 
I have just used. Women, like most of the rest of our society, are 
not given the amount of information necessary to fully understand 
the risks of many of the decisions they are called upon to make 
around the time of birth. While all this is going on, the confusion 
grows even deeper, and it becomes ever more diffi cult for young 
women to learn about the gifts and capacities of their bodies.

Horrible birth stories can now be sent around the world at 
lightning speed via satellite television and movies, with the result 
that uninformed attitudes (many of which arose originally in the 
United States) that promote ever more routine medical interven-
tion in birth for healthy women are threatening to make the ancient 
way of birth viewed as a selfi sh or irresponsible act on the part of 
the woman who wishes to make this choice. Most women have 
little awareness of how important an autonomous midwifery pro-
fession is when it comes to retaining age-old wisdom of women’s 
true capacities in labour and birth. When midwives no longer have 
the ability to honour women’s right to labour as long as they are 
willing to continue, and when their and their babies’ vital signs are 
good, in the birth site of their choice; when hospital-based mid-
wives are forced to divide their attention among several labouring 
women in a busy maternity unit; when student midwives and phy-
sicians are no longer assured the opportunity of witnessing the 
normal physiological process of labour during their training – we 
lose the meaning of birth, step by step, and myths take further 
precedence over physiological realities.

Here’s what makes Sarah Buckley’s writing so authoritative and 
compelling. She knows medicine because of her years of medical 
training and experience, and that of her husband. But unlike 99 
percent of her medical colleagues in the wealthy countries, she 
also knows unmedicated birth in a way that only one who has 
experienced it can. She has lived her education in the most real 
way possible – by giving birth at home four times. That fact alone 
speaks volumes.
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Her knowledge is in her bones, but she also knows where 
it is corroborated by scientifi c research that you can rely upon. 
You’ll fi nd rich resources in this book on each subject discussed 
in relation to pregnancy, antenatal diagnostic testing, giving birth, 
various birth practices, breastfeeding, weaning, childcare, and 
gentle discipline.

Young feminists, are you listening? Remember, here we have 
a physician who actually knows more, and has a broader range of 
experience, than those of her profession who disagree with her, 
those who have never themselves tried out the birth-giving capaci-
ties of their bodies. Feminism is about courage and strength and 
celebration of feminine power. True feminism does not disrespect 
the woman who fi nds power in giving birth without medication or 
unnecessary interference. Few women who have such an experi-
ence will come away from birth subscribing to a belief in a creator 
who, some maintain, deliberately created women’s bodies to be 
poorly designed for giving birth. Rather, they are far more likely to 
gain new respect for the heretofore hidden and mysterious powers 
of their bodies.

INA MAY GASKIN, CPM
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For mothers, babies, fathers, 
and families everywhere.



1

T HE seeds for Gentle Birth, Gentle Mothering were sown in the 
blissful days and weeks following the birth of my son, Jacob 

Patrick. Jacob’s birth, my third at home, had been intense and yet 
ordinary, challenging but joyous, and ultimately ecstatic and fulfi ll-
ing. Holding my new baby in my arms, I wished that every mother, 
baby, father, and family could be so blessed by birth.

With this wish, I began to write. My fi rst article, “Reclaiming 
every woman’s birth right” was published in The Age, Melbourne, 
in 1996, and has been updated as the fi rst chapter in this book. 
This article asks the question: Why is birth seen in such a negative 
light in our culture and what can we, as women and as a culture, 
gain through reclaiming birth?

In the years that followed Jacob’s birth, I took an extended 
break from my work as a GP (family physician), gaining more op-
portunities to explore my path as a mother and to write about my 
experiences. I became especially interested in exploring the nexus 

Introduction
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between biomedical perspectives and gentle approaches in birth 
and mothering, and this became a cornerstone of my writing.

I was excited to discover that many gentle birth and parenting 
practices that I had instinctively chosen – for example homebirth, 
carrying my baby, and child-led breastfeeding  – were well sup-
ported by evidence from science, anthropology, psychology, and 
evolutionary medicine. I felt strongly that parents deserve to know 
this, so that they can distinguish cultural disapproval from genuine 
risks when they evaluate birth and parenting choices.

I also learned that there are still major questions about, for 
example, the long-term safety of ultrasound; and that long-term 
studies of almost every other medical procedure in pregnancy 
and birth are lacking. I learned, contrary to medical belief, that a 
mother’s feelings and experiences during pregnancy and birth can 
have major, and possibly life-long, consequences for her baby and 
herself, which highlights the importance of gentle, loving care for 
women in pregnancy, birth, and mothering.

Through my research and writing, I also learned about the 
evolutionary wisdom of co-sleeping and long-term breastfeeding, 
and of the innate ability of babies to communicate their elimina-
tion needs, all of which inspired and supported me as a mother. 
I also came to see, from my reading, my observations, and my 
own experiences, just how profound the imprint of birth and early 
mothering on child development and family relationships is. 

With the birth of my fourth baby Maia Rose in 2000, I expe-
rienced giving birth as our foremothers may have: birth as pure 
instinct and pleasure. This amazing experience inspired me to look 
at the ecstasy of birth from a scientifi c perspective, and I began to 
develop the material on ecstatic and undisturbed birth that you 
will read here, fi rst published in Mothering magazine. 

In this book, you will fi nd a collection of my best articles, 
written from 1996 to 2005. Almost all of these articles have been 
previously published in parenting and professional publications, 
and I have been touched by the rich feedback that I have received. 
Many of you, my readers, have contacted me to let me know how 
much my writing has supported you in your journey to parent-
hood. Birth professionals have been appreciative that they can 
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now cite positive proof for their gentle approaches, and many have 
asked to distribute my articles to their clients and contacts.

Every article has been updated for publication in Gentle Birth, 
Gentle Mothering, with the intention that each one can stand alone. 
For this reason you may fi nd some of my favourite themes re-
peated through the book, especially the information on hormonal 
systems of birth, which I see as one of the most powerful argu-
ments for gentle birth.

You may also notice, with these updates, that I have used 
a mixture of Australian, UK and US spellings and terms, which 
refl ects my international audience, and which I hope is at least 
reasonably tolerable to you all.

 “Gentle Birth”, the fi rst part of Gentle Birth, Gentle Mother-
ing, focuses on gentle approaches to pregnancy and birth. These 
articles are straightforward and largely unreferenced, and incorpo-
rate some of my own experiences in pregnancy and birth. These 
include the homebirth of Emma, my fi rst child, who was born 
almost a month early (as well as arriving unexpectedly posterior), 
the waterbirth of Jacob, my third child, who was born almost three 
weeks past his due date, and the unassisted (and also surprising) 
semi-waterbirth of Maia, my fourth baby. Maia’s birth is the foun-
dation of the article “Ecstatic Birth”, also featured in this section.

My second child Zoe’s posterior birth, my most challenging, 
is the focus for my refl ections on instinctive birth. This essay in-
cludes many ideas and tools to help prepare for birth. I also share 
my own inspiration for birth through the popular essay, “Healing 
Birth, healing the Earth”. Zoe’s birth is also mentioned in my 
articles on the practice of lotus birth (non-severance of the cord) 
and homebirth.

The middle section, “Gentle Birth – the Evidence”, looks at 
pregnancy and birth from medical and scientifi c perspectives, 
providing substantial and well-referenced information supporting 
informed and gentle choices. I include articles about ultrasound 
and prenatal diagnosis because I feel that parents are generally not 
given suffi cient accurate information to make an informed choice 
about these very new technologies. I also express my concerns 
about the possible long-term physical and emotional side effects 
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for both parents and offspring. In a similar vein, the essay “Leaving 
well alone” explores the possible sequelae of early cord clamping 
(including cord blood banking), which again is rarely discussed 
with parents, but can have a major impact on mother and baby.

The centrepiece in this section, and in the book as a whole, 
is my article, “Undisturbed Birth: Mother Nature’s blueprint for 
safety, ease and ecstasy”. This is an expansion of my previously 
published ecstatic birth material, and features a wealth of scientifi c 
research that supports the ecstasy, and the evolutionary wisdom, 
of gentle birth. I also detail some of the possible consequences of 
disturbing birth with intense monitoring and with medical inter-
ventions. The power of this article lies in the extensive material 
(and I am always fi nding more to add!) and its resonance with 
many women’s cellular memories of giving birth, and with the ex-
periences of those who support undisturbed birth.

My own experiences, again, have inspired me to look at the 
medical evidence around breech birth and homebirth, conclud-
ing that the evidence supports women who wish to make gentle 
choices in these areas. This section includes well-referenced facts 
on caesareans, which will assist women making informed choices 
when offered this major birth intervention.

The fi nal section, “Gentle Mothering”, features my favourite 
articles on gentle parenting choices. For new parents, there are 
introductions to attachment parenting and co-sleeping, with infor-
mation that will ensure safe sleeping in any setting. I also explore 
choices such as controlled crying in the article, “Getting a Good 
Night’s Sleep”, and share more of my own experiences as a co-
sleeping parent.

You can also read about my journey – almost 15 years, in 
total – as a breastfeeding mother, and the benefi ts of prolonged 
breastfeeding for mother and child. “Mothering, Mindfulness, 
and a Baby’s Bottom” describes the amazing process of raising my 
fourth baby without nappies/diapers. I also share the richness and 
support that yoga has brought me, in pregnancy and mothering, 
and hope to inspire and support more yoga-mamas!

“Gentle Mothering” concludes with some very practical par-
enting information to support gentle discipline. This material can 
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be used with children of any age, but is especially relevant from 
ages two to ten.

Birth and mothering have truly blessed me, and in turn I am 
passing that blessing to you through this book. May you be in-
spired, informed, nourished and supported by what you read, and 
may your parenting have a fi rm and gentle foundation, based on 
instinct, wisdom, and love.
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B IRTH is a women’s issue, birth is a power issue; therefore birth 
is a feminist issue. My logic may be correct, but the issue of 

birth has been at the bottom of the feminist agenda in western 
countries for some years, well behind matters such as equal oppor-
tunity, sexual harassment, bedroom politics, abortion, and body 
image, to name but a few. 

Feminism has championed many other women’s health issues 
and resisted the medicalisation of menopause, the other major rite 
of passage in our culture; however, there seems to have been no 
equivalent analysis of birth. Yet most women in our culture will 
give birth at some time in their lives, and for the majority it is their 
fi rst experience as a hospital patient, with the loss of autonomy 
implied in that role. Many will feel the confl ict between their own 
desires, needs, and ways of knowing, and the technology-does-it-
better approach that the medicalisation of birth has produced.

This medical approach, which I believe refl ects our culture’s 
infatuation with technology in general, has not benefi ted birth-
ing women. Australia has one of the highest rates of operative 
birth (caesarean, forceps or vacuum delivery) in the world; in 
2002, 37.8 percent of birthing women experienced an operative 
delivery.1 In the US in 2002, 32 percent – around one in three 
– women gave birth by operative delivery,2 and this fi gure was 

Reclaiming every 
Woman’s Birth Right

1
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almost identical (33 percent) in the UK3 and in Canada (34.9 
percent)4 in 2002–3. In Queensland, Australia, caesarean section 
rates in private hospitals (which serve around one-third of birthing 
women) are approaching 50 percent,5 compared to World Health 
Organization recommendations of 10 to 15 percent.6 

Even women who have a so-called normal birth are experi-
encing signifi cant interventions. One study of fi rst-time mothers in 
Melbourne in 1997 found that only nine women out of 242 gave 
birth without any medical procedures during labour and delivery.7 
In the US, according to the authors of the 2002 Listening to Mothers 
survey, “…there were virtually no ‘natural childbirths’ among the 
mothers we surveyed. Even mothers having a vaginal birth experi-
enced a wide array of medical interventions…”8

And all of this is happening in an extremely healthy popula-
tion, where some estimate that at least 70 to 80 percent of women 
should be giving birth without intervention.

As a GP (family physician) and a mother, I ask myself why 
women are tolerating this situation. Why are educated, articulate 
women, who are prepared to battle for their rights in their personal 
and professional lives, so accepting of the high intervention rates 
that characterise this group in particular?

Why are we not at least advocating for ourselves and our 
babies, at a time when science is discovering what mothers have 
known for years: that a newborn baby is a highly sentient being, 
exquisitely sensitive to its emotional and physical environment; 
and that a baby’s experiences during labour and birth – for exam-
ple, exposure to some drugs – can have life-long consequences?9 

Perhaps there is a perception among women that there has 
been improvement. After all, there are now birth centres in many 
countries; even though they are politically precarious in almost 
every setting, demand for public birth centres can outstrip supply 
by more than seven to one,10 and up to two-thirds of women 
using a birth centre may be transferred to a labour ward before 
the birth.11 

Labour wards are looking more comfortable and homely, 
with fathers’ presence being allowed – even expected – during 
labour and birth. However, cosmetic changes do not guarantee a 
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low-technology philosophy and the father’s presence at birth may 
be a mixed blessing. Some men may be disturbed and frightened by 
seeing their partners in the endorphin-altered state that is natural 
for a labouring woman, and is due to high levels of these naturally 
produced pain-killing chemicals. It has even been suggested that 
the increased use of epidurals for pain relief parallels the advent of 
men into the labour room, refl ecting a subtle pressure on women 
to behave more “normally” in labour.

Perhaps the lack of birth activism also refl ects our small 
families and our busy working lives, which give each of us less 
motivation to lobby for improvements. A bad birth experience can 
be forgotten in the intensity of the early months, and then we go 
back to our careers where we feel safe and life is more predictable. 
Yet I feel that there is an enormous amount of disappointment and 
hurt among mothers around giving birth. As a pregnant woman I 
noticed that other women told me overwhelmingly negative stories 
about their own birth experiences. I wonder, too, about depression 
after birth, which affects up to one in fi ve women, and which Aus-
tralian researchers have linked to forceps and caesarean births,12 
and early separation of mother and baby.13

However, I am not advocating one particular type of good 
birth, nor even birth without intervention. A woman’s satisfaction 
with her birth experience is related more to her involvement in 
decision-making than to the outcome.14 But women need all the 
information to make informed decisions, and this requires that 
doctors and midwives take time to listen and explain, and that 
women and their partners take their share of responsibility. 

This informed approach to birth is a prescription for lower 
rates of litigation, which at present are frightening obstetricians 
into defensive and often interventionist practices, benefi ting neither 
doctors nor women.

This approach also implies that parents can be trusted to 
make good decisions, and is a radical departure from the paternal-
istic attitude that has been prevalent in obstetrics. It is welcome, 
too, because many current obstetric practices are not supported by 
evidence of effectiveness or cost-benefi t ratio. For example, an evi-
dence-based analysis, based on the best of international research, 
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shows that models of care that prioritise women’s choices such as 
homebirth and midwife-only care are as safe as conventional ob-
stetric care, while offering high rates of satisfaction.15, 16 

Consumers now have access to evidence-based informa-
tion through the work of the UK-based Cochrane Collaboration. 
This group produces the regularly updated book A Guide to 
Effective Care in Pregnancy and Childbirth17, and their information is 
available on the Cochrane library website,18 which is freely acces-
sible in many countries. Both resources provide an excellent base 
from which to assess choices in birth anywhere in the world.

Perhaps the most exciting aspect of evidence-based obstet-
ric care is the possibility for institutional change that it implies. 
Murray Enkin, one of the authors of A Guide to Effective Care in 
Pregnancy and Childbirth, states:

The only justifi cation for practices that restrict a woman’s au-
tonomy, her freedom of choice, or her access to her baby, would 
be clear evidence that these restrictive practices do more good 
than harm.!" 

If all involved in birth were to take these premises seriously, 
profound changes would take place in the birth room.

Birth is women’s business; it is the business of our bodies. And 
our bodies are indeed wondrous, from our monthly cycles to the 
awesome power inherent in the act of giving birth. Yet in our cul-
ture I do not see respect for these extraordinary functions: instead 
we diet, exercise, abuse, conceal, and generally punish our bodies 
for not approximating an unrealistic and unobtainable ideal.

This lack of trust and care for our bodies can rob us of confi -
dence in giving birth. Conversely, an experience of the phenomenal 
potential of our birthing bodies can give us an enduring sense of 
our own power as women.

Birth is the beginning of life, the beginning of mothering, and 
of fathering too. We all deserve a good beginning.

A previous version of this article was published in The Age (Melbourne), 
29 November 1996. This version updated March 2005.
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A WOMAN gives birth to her second baby – a rapid birth in the 
back of the car en route to hospital. “That was…” she says, 

“absolutely ecstatic.” 
A fourth baby is born, unexpectedly breech, in the family 

bathtub. The mother, who catches her own baby, describes the 
minutes after birth as “the purest bliss”. 

In a small clinic in France, a young mother gives birth to 
her footling-breech baby without drugs or intervention. A BBC 
cameraman asks her, half an hour later, how she felt as she pushed 
her baby out. She replies unhesitatingly to the camera, “It was like 
an orgasm.”

These true stories refl ect an aspect of birth that is almost un-
known in our culture; one that contradicts our cultural belief that 
giving birth is a traumatic experience. The ecstasy that these new 
mothers have experienced is not only possible; it is an intrinsic part 
of the birth process. Ecstatic birth has kept our species fl ourishing 
for more than two million years, bonding mothers and babies in 
love and pleasure, and rewarding new mothers for their crucial 
role in reproduction.

Ecstasy – an experience that takes us outside (ec) our usual 
state (stasis) – is every woman’s genetic blueprint for birth. This 
blueprint includes the release of an ecstatic cocktail of hormones, 

Ecstatic Birth ~
natural childbirth 

and its ecstasy-inducing 
hormonal cocktail
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our bodies’ chemical messengers, which are released from the 
middle part of the brain during labour, peaking at the moment of 
birth. These hormones include oxytocin, the hormone of love; beta-
endorphin, hormone of pleasure and transcendence; adrenaline 
and noradrenaline (epinephrine and norepinephrine), hormones 
of excitement and fi ght-or-fl ight; and prolactin, the hormone of 
tender mothering. 

As well as inducing feelings of love, pleasure, transcendence, 
excitement, and tenderness, this hormonal cocktail is also respon-
sible for many of the actual processes of labour. 

Oxytocin, for example, is the hormone that causes a labouring 
woman’s uterus to contract, and adrenaline/noradrenaline catalyse 
the fi nal powerful contractions at the end of a natural labour. The 
orchestration of these hormones also provides important safeguards 
for mother and baby. For example, adrenaline/noradrenaline give 
the baby protection against the powerful contractions of late labour 
and, after the birth, oxytocin acts to prevent maternal bleeding.

Oxytocin
Oxytocin is known as the hormone of love because it is released 
from our pituitary gland, deep inside our middle brain, during 
sexual activity, orgasm, birth, and breastfeeding, as well as when 
we are touching, hugging, and sharing a meal. When our oxytocin 
levels are high we feel loving and positive towards others. 

During a natural labour a woman’s oxytocin level gradually 
increases, reaching a peak around the time of birth. This oxytocin 
peak – the highest in her life – occurs because of the stretching 
of her lower vagina as her baby descends, and causes the strong 
contractions that will help her to birth her baby as effi ciently 
as possible. 

The baby also produces increasing amounts of oxytocin in la-
bour, also peaking at birth. In the minutes after birth, both mother 
and baby are saturated with oxytocin, the hormone of love. Both 
will enjoy increased levels of oxytocin through skin-to-skin and 
eye-to-eye contact and through the baby’s fi rst attempts at suck-
ling. Good oxytocin levels at this time will also assist the mother in 
delivering her baby’s placenta, and protect her against bleeding by 
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keeping her uterus well contracted. Oxytocin is an important hor-
mone of bonding in all mammals, and oxytocin levels are elevated 
in the baby for at least four days after birth.

In breastfeeding, oxytocin causes the let-down (or milk ejec-
tion) refl ex, and pulses of oxytocin are released from the mother’s 
pituitary gland as her baby suckles. During the months and years 
of lactation, oxytocin continues to keep the mother well nourished 
and relaxed. The anti-stress effects of oxytocin, which are also 
prominent in pregnancy, have been shown to persist for several 
months after weaning.

Synthetic oxytocin
The oxytocin system, designed to aid labour and produce love and 
bonding after birth, is a major casualty of medicalised birth. In 
Australia almost half of all labouring women are administered syn-
thetic oxytocin (Syntocinon/Pitocin) in labour to induce or speed 
up (accelerate, augment) their labour. In the US, 38 percent of 
labouring women are induced or augmented in their labour and 
around 20 percent of labouring women in the UK are induced; 
most inductions will involve Syntocinon.

This can create signifi cant problems for mother and baby. 
First, when a woman is given Syntocinon by intravenous drip (IV), 
oxytocin levels in her bloodstream may become much higher than 
she would naturally produce in labour. As well as this, Syntocinon 
is administered by continuous IV infusion, whereas oxytocin is 
naturally released in pulses. For both of these reasons, IV Syntoci-
non makes a labouring woman’s contractions longer, stronger and 
closer together than a she would naturally experience, and all of 
these factors can cause the baby to become distressed.

US birth activist Doris Haire says, “The situation is analogous 
to holding an infant under the surface of the water, allowing the 
infant to come to the surface to gasp for air, but not to breathe.” 
For these reasons, every woman with a Syntocinon drip is under 
continuous monitoring to detect fetal distress. Fetal distress im-
plies that the baby has insuffi cient oxygen and needs to be treated 
promptly – usually by caesarean – to avoid brain damage and death.
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A second problem with Syntocinon is that it cannot, for physi-
ological reasons, cross from the bloodstream back into the brain. 
This means that it cannot reach the labouring woman’s middle 
brain, and therefore cannot act as the hormone of love. However, 
it may interfere with the natural oxytocin system of mother and 
baby in other ways. 

For example, there is solid evidence that a woman who has a 
Syntocinon infusion in labour will be at higher risk of bleeding 
after the birth. This is due to over-stimulation of the oxytocin 
receptors in her uterus, leading them to decrease in number and 
become unable to respond adequately (to stop bleeding) in the 
critical minutes after birth. 

Natural birth pioneer Michel Odent believes that the function-
ing of the oxytocin system, which is still developing in the baby at 
the time of birth, refl ects our ability to love ourselves and others. 
Odent has suggested that many of our society’s problems – our cur-
rent epidemics of drug addiction and teenage suicide, for example 
– may be traced back to the widespread and unprecedented inter-
ference with the oxytocin system of mothers and babies at birth. 
His theory, which is a powerful indictment of practices such as in-
ducing and augmenting labour, is increasingly being supported by 
scientifi c research on oxytocin and other brain-hormone systems. 
(For more about this, see chapter 13, “Undisturbed Birth”.) 

Beta-endorphin
Beta-endorphin is a naturally occurring opiate, with properties in 
common with other opiates (drugs derived from the opium poppy) 
such as heroin, morphine and pethidine (meperidine, Demerol), 
and is known to act in the same areas of the brain. Beta-endorphin, 
like oxytocin, is secreted from the pituitary gland in the middle 
brain and levels are high during sexual activity, pregnancy, birth, 
and breastfeeding.

Beta-endorphin, like the other opiates, induces natural pain 
relief (analgesia) as well as feelings of pleasure and connectedness. 
Beta-endorphin levels increase throughout a natural labour and 
peak at the moment of birth. Beta-endorphin helps the labouring 
woman to transcend pain and enter the altered state of conscious-
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ness that characterises a natural birth. After birth, high levels of 
beta-endorphin enhance bonding and mutual pleasure between 
mother and baby. Beta-endorphin is also released during breast-
feeding.

Beta-endorphin systems are also interfered with through 
medicalised birth, especially through the use of drugs for labour 
pain. As with oxytocin, pain-relieving drugs may be given as 
compensation for hormones that a labouring woman would nat-
urally release if she felt safe and undisturbed. The use of opiate 
drugs such as pethidine will decrease a woman’s natural release of 
beta-endorphin, reducing the help that her body can give her with 
the stress of labour, and diminishing her feelings of pleasure and 
transcendence at the moment of birth.

The long-term sequelae of such interference has been poor-
ly researched but what we do know is very concerning. Swedish 
researcher Dr Bertil Jacobson looked at the birth records of 
200 opiate addicts and compared them with the birth records 
of their non-addicted siblings. He found that, when the mothers 
had received opiates, barbiturates (sedating drugs which are no 
longer used in labour), and/or nitrous oxide gas during labour, 
especially in multiple doses, the offspring were more likely to 
become drug addicted in adulthood. For example, when a mother 
had received three doses of opiates in labour, her child was almost 
fi ve times more likely to become addicted to opiate drugs in adult-
hood. This study was recently repeated with a US population, with 
very similar results. 

Adrenalin and noradrenaline
The fi ght-or-fl ight hormones adrenaline and noradrenaline (epi-
nephrine and norepinephrine) are part of a family of hormones 
called catecholamines (CAs), and are released by the body in 
response to stresses such as hunger, fear, and cold. As well as stim-
ulating the sympathetic nervous system for fi ght or fl ight, CAs also 
give feelings of excitement, such as we might experience during 
extreme sports, or riding a theme park roller coaster.

During a natural labour, a woman’s CA levels will gradually 
rise. However, if she is fearful, cold, hungry, or in excessive pain, 
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she will release unnaturally high levels of CAs, which will act in 
her brain to reduce her oxytocin release. This will cause her con-
tractions to slow or even stop. CA release will also cause blood to 
be diverted away from her uterus, and baby, to her large muscle 
groups in preparation for fi ght or fl ight. This CA response enhances 
safety for animals that give birth in the wild who, when under 
threat, need a delay in labour and the muscular energy to fl ee 
to safety.

An instinctive CA response continues to operate in modern 
birthing environments. For example, when a labouring woman 
moves from her own familiar home environment to a hospital, the 
unfamiliarity of the hospital can trigger feelings of anxiety. She may 
sense, at an instinctive level, that she (or her baby) is in danger and 
her labour may slow or even stop. This fi ght-or-fl ight response can 
also reduce the blood supply to her uterus, putting her baby at risk 
of distress.

However, these hormones are designed to benefi t both mother 
and baby at the end of labour, when CA levels naturally increase, 
especially noradrenaline. For the mother, this hormonal surge can 
activate what has been called the fetal ejection refl ex. This refl ex 
begins during the transition between the fi rst and second stages of 
labour and gives the mother a rush of energy; she will become alert 
and will usually want to be upright. She may have a dry mouth 
and shallow breathing and perhaps the urge to grasp something. 
She may express fear, anger, or excitement, and the CA surge will, 
paradoxically at this time, increase her release of oxytocin. 

With high levels of both oxytocin and CAs, the mother’s 
uterus will produce several very strong contractions, and she will 
birth her baby quickly and easily. Such a dramatic yet easy birth 
is uncommon in our culture, because the fetal ejection refl ex will 
only operate when a woman has felt private, safe, and undisturbed 
in her labour. The fetal ejection refl ex is common, for example, in 
mothers who give birth before arriving in hospital.

For the baby also, labour is an exciting and stressful event, 
and the baby’s CA levels rise as labour progresses. High CA lev-
els – specifi cally noradrenaline – in late labour provide important 
safeguards for the baby by protecting against the lack of oxygen 
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(hypoxia) that arises when the mother’s contractions are at their 
strongest. High CA levels help to keep blood fl owing to the baby’s 
most important organs – brain and heart – and make all of the 
baby’s tissues more tolerant to low oxygen levels.

CA levels peak just before birth for the baby as well; this has 
been called the catecholamine surge. This hormonal surge ensures 
that the baby is well prepared for life outside the womb by raising 
the baby’s blood sugar and fat levels, which are both important 
fuels for the newborn brain. High CA levels also clear fl uid from 
the lungs; promote heat production; stimulate heart and breathing 
functions; and make the baby more alert and responsive at fi rst 
contact with the mother. The CA hormone noradrenaline is also 
known to be an important bonding hormone in other mammals, 
and almost certainly in human mothers as well.

Prolactin
Prolactin, the hormone of tender mothering, also peaks at the 
moment of birth for both mother and baby. Prolactin is known 
to play an important role in reorganising the mother’s brain, 
hormones, and behaviours in preparation for motherhood. 
According to Michel Odent, the presence of prolactin in the 
ecstatic hormonal cocktail ensures that a new mother’s feelings of 
love, pleasure, transcendence, and excitement will be directed 
towards her baby.

After birth, prolactin is the main hormone of breast milk syn-
thesis. Prolactin is also present in breast milk and is thought to be 
important for optimal brain and neuroendocrine (brain-hormone) 
development in the growing baby. As our human brains are not 
fully developed for several years, this new fi nding provides scien-
tifi c support for prolonged breastfeeding.

Optimising the ecstasy
A labouring woman needs to feel private, safe, and undisturbed so 
that she can enter the altered state of consciousness that will ensure 
a smooth and safe orchestration of her ecstatic birth hormones. 
Ideal conditions for birth are similar to those of lovemaking or 
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meditation but any place can, with forethought (and a lot of cush-
ions and fabric), be converted to a comfortable birth nest.

Ecstatic birth is also more likely when the chosen carer has an 
understanding of these basic needs, and will respect the woman’s 
choices. This implies an established and trusting relationship, and 
one-on-one care with a holistically minded carer during pregnancy, 
labour and birth. A midwife is the ideal person to give such high 
quality and personalised care.

Making choices that enhance our chances of ecstasy will, as 
described, increase safety and ease in birthing. Such choices also 
optimise our transition to motherhood, because they enhance the 
release of our mothering hormones. 

Our babies also benefi t, experiencing a more gentle and safe 
transition from womb to world, as well as the full processes of 
labour and birth, which are important in switching on their own 
bodily and hormonal functions.

Birth is ultimately mysterious and unpredictable yet, like our 
female bodies, intrinsically trustworthy. The outcome of birth 
cannot be guaranteed in any situation, but “birth is”, as they say, 
“as safe as life gets”. And just as we trust our lungs to take the 
next breath, and our heart to keep pumping, so can we trust our 
instincts, our bodies and our babies in birth. 

A previous version of this article was published in Wellbeing magazine, February 
2005. This version updated March 2005. More details and all references can 
be found in chapter 13, “Undisturbed Birth”.
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instinct [instinkt] n congenital and unreasoned tendency to 
specifi ed reactions, behaviour etc.; elaborate pattern of ac-
tions occurring as a whole in response to stimuli; natural, 
unreasoned impulse or response.

instinctive [instinktiv] adj promoted by instinct; involuntary.1

A VISION of Birth came to me in the months after I gave birth to 
Zoe, my second baby. As I meditated on the challenges that I 

had encountered during my labour, I began to see my experience, 
and Birth herself, as a huge multi-faceted crystal. I saw that the dif-
ferent aspects of Zoe’s birth, like facets of a crystal, would not add 
up to one clear picture but would refl ect at many different angles. 

For me, each of these exquisite facets was worthy of many 
months of meditation, or alternatively I could stand back and 
appreciate the beauty and wholeness of Birth, and of my own ex-
perience. I also saw that, to paraphrase poet Walt Whitman, “Birth 
can contradict herself because she is vast, she contains multitudes”, 
and that I could not expect rationality or even consistency as I 
worked to integrate my experience.

This vision comes back to me when I think about some of the 
more complex and controversial aspects of birth. I see all of us, 
with our unique experiences, beliefs, and skills, as different parts 

Instinctive Birth ~ 
vision and tools
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– facets if you like – of this birth crystal. Although we may not 
share the same angle on birth, our differences are necessary and 
our dialogues essential.

Birth as an instinctive act
When I think of instinctive birth, I imagine myself as occupying 
one or more facets of this birth crystal. From my perspective as 
a GP (family physician) and writer on gentle and undisturbed 
birth, I can say that birth is essentially an instinctive act; that is, 
“…an elaborate pattern of actions occurring as a whole in response 
to stimuli...”1

As a physician I know that important hormones, such as oxy-
tocin, the hormone of love; endorphins, hormones of pleasure and 
transcendence; adrenaline/noradrenaline (epinephrine/norepi-
nephrine), hormones of excitement; and prolactin, the mothering 
hormone, are all naturally produced and mediate the “elaborate 
pattern of actions” of birth and of instinctive mothering behaviour 
in humans, as well as in our mammalian cousins.

Like other mammals, human mothers, too, need a safe and 
private space so that our labour and birth instincts can unfold with 
ease. Sometimes I imagine how diffi cult it would be for a pregnant 
cat or ape to give birth in a large, brightly lit room, surrounded by 
strangers, as most labouring women do today. The excellent out-
comes at Michel Odent’s clinic in Pithiviers, France, where women 
gave birth in quiet, semi-dark, and private conditions highlight 
the importance of an undisturbed environment.2 In these circum-
stances, a labouring woman can let down her guard, switching 
off her higher brain and opening to the “unreasoned impulse” of 
her instincts.

But if I look from another angle, I could also ask, “Is birth any 
less instinctive than, for example, eating or making love?” We are 
all hard wired to perform these enjoyable activities but our hard 
wiring does not guarantee easy digestion, ecstatic sex, or instinctive 
birth. And there are many women who have had ideal environ-
ments – at home with loving support, for example – who have still 
encountered diffi culty and needed assistance in birth. (This may 
also refl ect our negative cultural beliefs and our lack of exposure to 
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normal birth, over several generations.) So even as I state from one 
perspective that birth is instinctive, I fi nd contradictions.

Helping our instincts
I can imagine myself in a dialogue with my friend Wintergreen, 
body worker and developer of The Pink Kit,3 who has another valu-
able perspective. Wintergreen would tell me that birth may be an 
instinct, like sex, but we can learn to give birth just as we can learn 
to be good lovers. 

She would agree that it is important to look at the external cir-
cumstances of birth, but she would also say that we can infl uence 
our internal circumstances by learning to work with our birthing 
bodies. She might mention the importance of the internal work of 
The Pink Kit – a multimedia kit that takes us into our own body 
knowledge, teaching us to map and work with our anatomy, to 
massage ourselves internally in preparation for birth, and to feel 
inside our own vaginas during late pregnancy and labour. 

These tools are invaluable, helping us to be in touch with our 
own bodies – which, even in birth, may be seen as the province of 
professionals – and assisting us to birth instinctively in whatever 
birth setting we choose.

I see that there are other levels to be cleared in order to be able 
to birth instinctively. This facet of birth – which I could ascribe to 
my friend, director of the International College of Spiritual Mid-
wifery Shivam Rachana,4 and which has been validated through 
many women’s experiences – looks at our past experiences and 
beliefs, all of which are stored in our bodies, and concentrates on 
freeing us up emotionally, physically, and spiritually for birth. 

Here we can use movement, counselling/psychotherapy, re-
birthing, bodywork, yoga, and other therapies in order to clear 
out all the emotional and psychological issues that can arise for 
us in labour and birth. For example, counselling/psychotherapy 
was my ally when giving birth to my fi rst baby, Emma; and the 
Osho meditation CD, Chakra Breathing, which combines breath 
and movement, was superb preparation for my subsequent births. 
Clearing out was a very powerful facet for me with Zoe’s birth and 
I realised, in retrospect, how much my own childhood experience 
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of being displaced by the birth of my younger sister had affected 
this birthing.

Connecting with the Earth
We are also creatures of the Earth and our bodies need the Earth’s 
nourishment to work effi ciently in any instinctive behaviour. Good 
nutrition is a very important aspect of instinctive birth, as any ani-
mal breeder will affi rm. 

Australian naturopath and author Francesca Naish ascribes 
much of our modern diffi culties in labour and birth to poor nu-
trition, and it is certainly true that our modern western diets are 
generally not wholesome or replete with all the nutrients that our 
bodies and our babies need. Her books, co-written with Janette 
Roberts, including The Natural Way to Better Babies;5 The Natural 
Way to Better Birth and Bonding;6 and in the US, Healthy Parents, 
Better Babies,7 contain valuable information to help us enhance our 
birth experience, and the long-term health of our babies, through 
optimal nutrition. 

There are also deeper levels to our connection with the Earth. 
For some women, pregnancy brings an urge to garden or to go 
walking, to hike or just to gaze at the scenery of earth and sky. All 
of these activities help align us with the Earth, our great mother, 
and teach us respect and love for the natural order. 

If we want to birth instinctively, we can prepare ourselves by 
beginning to live more instinctively. We can, for example, make 
an effort to live less by the clock, which UK birth activist Sheila 
Kitzinger calls ”…an unevaluated technological intervention that 
has major impact on the conduct of birth.”8 When we live without 
a clock – or simply stop wearing a watch – we can more easily 
tune into our own instinctive and earth-based rhythms, which are 
much gentler on mothers and babies.

Spiritual beliefs and practices are another important facet of 
pregnancy and birth. In a practical sense, having faith helps us to 
believe in our bodies and in birth, and prayer is a beautiful way to 
prepare for birth and motherhood. Belief systems that venerate the 
feminine as well as the masculine principle have a special place in 
my heart as I see, from a spiritual perspective, that much damage 
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can been done to women when religions fail to honour the fe-
male body and feminine authority. Through the ages we have also 
had our birthing goddesses and saints, from Artemis to Mary (who 
gave birth unassisted and surrounded by mammals), to remind us 
that birth is a natural and instinctive act for all women.

Using our bodies
What about the ways we use our bodies? Can we really birth in-
stinctively if we cannot use our bodies freely? If we cannot squat; 
if our back muscles are weak from too much sitting; and if our 
babies are not optimally positioned because of our lifestyle and the 
ways we habitually misuse our bodies – can we then expect birth 
to be smooth and instinctive?

Physical preparation is a vital and important facet of pre-
paring for instinctive birth, helping us to open to the “specifi ed 
reactions” of our instincts through, for example, different pos-
tures and positions. Janet Balaskas’ Active Birth exercises,9 optimal 
fetal positioning,10 The Pink Kit and/or prenatal yoga, for example, 
are excellent tools for this. These forms of birth preparation have 
similarities to bodywork; when we stretch our bodies, we are also 
stretching our internal beliefs and feelings, because our bodies and 
our minds are inseparable.

It can be hard, outside the birth room, to realise how deeply 
we can go into our bodies during birth. For me this was one of 
the most powerful realisations after I gave birth to my fi rst baby, 
Emma, and I was very thankful for my yoga practice, which had 
so beautifully taught me to “yoke” (as the word yoga translates) 
my body and mind.

Treating our bodies gently in all that we do, talking kindly to 
our bodies, and navigating, as best we can, the negative attitudes 
about women’s bodies that are so common in our culture – these 
simple practices will help us to keep faith in our ability to give 
birth instinctively, sustaining us in pregnancy and during the chal-
lenging times of labour.
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Going within
During pregnancy we are called to go deeper into our minds, our 
bodies, and our spirits than ever before. We may fi nd that memo-
ries, attitudes, and experiences that were previously outside our 
awareness will surface. This can be confusing and challenging. 
Fortunately, these will usually arise gradually during pregnancy, 
giving us the time we need to contemplate, digest, and process. 
Taking time for our internal work during pregnancy is important, 
as it will leave us much clearer for labour and birth. 

This internal work can be as simple as writing in a journal, 
creating time for refl ection about our emotional states. Dreams can 
also be an invaluable resource for our inner life, and our pregnancy 
dreams may be especially vivid and accurate. I recommend writ-
ing down and refl ecting on any memorable dreams; you can even 
elaborate on them with fantasy (making up a story, or “dreaming 
on” further with the dream) or draw, paint, or sculpture them. A 
Jungian perspective is to take each dream element, from animate 
to inanimate objects, and ponder what aspect of your self is repre-
sented by each element.

As well as our solitary internal work, we may also need to 
check in regularly with our partner, if appropriate, to keep in tune 
and in harmony. A partner can give us valuable support and feed-
back – and sometimes a very useful reality-check! A close friend, 
therapist, or midwife can offer similar support or, if we are so lucky, 
a circle (or workshop) with friends or wise women can give us 
the space to share and experience our deepest feelings. For exam-
ple, Rachana and her Women’s Mysteries workshops (Melbourne, 
Australia)11 provide superb support for exploring the inner work 
of pregnancy.

I also used artwork in my pregnancy with Zoe, fi lling fi ve 
books with huge pastel mandalas (drawings based on a circle). 
These are now a wonderful record and Zoe can see the pictures 
that I drew of her in my belly, which are a more personal – and 
more colourful – record that a photo from an ultrasound scan. It is 
amazing to compare the drawings I made of my four babies and to 
see how my simple pictures were often accurate refl ections of their 
nature and development. For example, I found myself drawing 
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Maia with an elaborate heart early in pregnancy, around the time 
when her physical heart was developing.

You can read more about this approach in the wonderful book 
Birthing from Within,12 and there are also some beautiful and inspir-
ing pregnancy journals available. I suggest that you avoid books 
with factual accounts of your body and baby, and see how it feels 
to explore, and learn to rely on, your own inner knowing. 

Instinct and energy
There are many wise women (and men) who have observed that 
our relationships with our loved ones are potent factors, and fac-
ets, at birth. Ina May Gaskin, for example, believes, “If a woman 
doesn’t look like a Goddess in birth, someone isn’t treating her 
right.” Her book, Spiritual Midwifery,13 has many stories about mid-
wives acting to change the birth energy, often between the baby’s 
mother and father, to help the birth process. 

Another of Ina May’s insights, in terms of birthing energy, is 
that the energy that got the baby in can help to get the baby out. 
We can use her wisdom and allow ourselves free expression of 
emotion, especially loving and sexual feelings, with our partners 
in labour, if it feels right. As I describe in chapters 2 and 13, 
“Ecstatic Birth” and “Undisturbed Birth”, giving birth and making 
love both involve the release of large quantities of oxytocin, the 
hormone of love, and this hormone (and the feel-good things we 
can do to release it) can certainly pick up a slow or stuck labour. 

The other major relationship that can affect birth energy, and 
our ability to birth instinctively, is the relationship between moth-
ers and daughters, especially if the mother is present at the birth. 
I have heard women say that they could not give birth until their 
mother had left the room – and there are others for whom the op-
posite is true. 

Finally, in her book, Prenatal Yoga and Natural Childbirth,14 
Jeannine Parvati Baker advises us to choose our helpers carefully 
because giving birth will not be easy, she believes, unless every 
person present in the birth room has faith in the ability of the 
birthing woman.
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Trusting our instincts 
I experienced another powerful facet of instinctive birth through 
birthing my fourth baby unassisted, and this is a perspective that 
I see refl ected in many stories of unassisted or free birth. During 
my labour with Maia, I had an exquisite awareness of her body 
inside me and of exactly where I was in labour. For me, this was 
clearly because I had no observers or assistants, and because I 
trusted my own instincts and body knowledge. Many other wom-
en have similar stories about following their instincts and intuition 
when there was no help available. For example, Laura Shanley’s 
pregnancy dream told her how to birth her footling breech without 
assistance;15 and Leilah McCracken’s son was stuck at his shoulders 
for several minutes, but then was born easily with one enormous 
contraction.16

Conversely, women have told me, many years later, that they 
wish they had acted on their instincts in pregnancy and birth, in-
stead of going along with expert opinion. I conclude that, just as 
we have been naturally selected for our physical ability to birth, 
we – and all our foremothers – have been selected for our accurate 
instincts and intuition in birth. 

This makes birth as safe as possible, and also tells us, as carers, 
that we should listen carefully to women’s gut feelings in pregnan-
cy, labour, and birth. This intuitive aspect of birth is easily clouded, 
especially when we are conditioned to favour information from the 
outside – medical and technological tests – over our own internal 
knowledge. 

We are also more able to respond to our body’s instincts when 
we fully inhabit our bodies. This can be challenging in our overly 
intellectual culture; however, the simple realisation that these in-
tuitive capacities exist can bring a huge awakening in our instincts 
and intuition.

The dance of birth
Birth is also an instinctive act for all mammalian babies. In other 
words, our babies know how to get themselves born. This is true 
for babies in all positions, whose active participation in the birth 
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process is amazing to witness. For example, in Breech Birth Woman 
Wise17 New Zealand midwife and author Maggie Banks includes 
photos of a breech baby, born to the waist, making cycling move-
ments between his mother’s contractions, which bring him down 
steadily and easily. 

My third baby, Jacob, at age two, showed me how he pushed 
with his legs to “…born myself [in the] water.” Some people have 
called this “the dance of birth”, and it reminds us that there are 
two partners, both instinctively primed for birth, and both moving 
together in this most exquisite of dances.

We can bear in mind that “birth is as safe as life gets” and there 
is nothing, whether total instinct or total reliance upon technology, 
that can guarantee a perfect outcome, a perfect dance, for every 
mother and baby. Tragedy and grief are also major facets of birth, 
as we know intuitively. We acknowledge this with our birth rituals, 
which, like those of all cultures, are designed to contain our natu-
ral and appropriate fear of these extraordinary and supernatural 
processes. 

Finally…
Birth is vast and multi-faceted, radiant and mysterious. Birth con-
tains multitudes, and through her we birth our multitudes. We 
give birth to our hopes and fears, to our ecstasies and our agonies, 
to our joy and our disappointments. We give birth to our babies, 
each one perfect and radiant. We give birth through our instincts 
and we give birth to our instincts. We give birth to our capacity for 
instinct, which will match us perfectly with our babies who are, 
and always will be, instinctive creatures. 

May we all be blessed through instinctive birth.

A previous version of this article was published as ‘A Vision of Birth’ in 
Midwifery Today, number 68, winter 2003. This version updated March 2005.
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This primal and unspeakably powerful initiation, the only 
road to motherhood for our ancestors, has been stripped of her 
dignity and purpose in our times. Birth has become a dangerous 
medical disease to be treated with escalating levels, and types, of 
technological interventions.

What is worse perhaps is that the ecstasy of Birth – her capacity 
to take us outside (ec) our usual state (stasis) – has been forgotten, 
and we are entering the sacred domain of motherhood post-opera-
tively, even post-traumatically, rather than transformationally.

These deviations from the natural order, whose lore is geneti-
cally encoded in our bodies, have enormous repercussions.

We live in a society where new mothers experience unprec-
edented levels of distress and depression, and where our babies, 
with their colic, refl ux, and sleep problems, are also having their 
distress medically treated. We live in a society where depression 
and anxiety are among the largest burdens of disease world-
wide, according to the World Health Organization, and children 
as young as four are being diagnosed with these conditions; and 
where young people, at the prime of their lives, are choosing in 
large numbers to opt out of reality, with mind-altering drugs, or to 
opt out permanently through suicide.

Healing Birth, 
Healing the Earth

4

B IRTH, she is dying.
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More than this – we have set ourselves as a species on the road 
to self-destruction through our despoiling of our collective mother, 
the Earth. The havoc that we wreak through waste and greed has 
many parallels with our treatment of mothers and babies, and of 
our primal environment – our mother’s womb.

And just as we have pitted ourselves against the Earth, forget-
ting that we are interdependent, so too have we begun to pit the 
rights of the baby against the rights of the mother; imagining a 
separation, a competition that does not and cannot exist.

The wounds of Birth and of the Earth are severe but, as the 
Goddess Hygieia tells us, “The wound reveals the cure”.1 My belief 
is that we are suffering in birth from lack of passion; of love; of 
surrender; and from a misunderstanding of our own power, and 
I believe that these qualities can provide us with a way of healing 
birth and, at the same time, healing the Earth. 

Passion
We all began our lives in a passionate act. Our human bodies crave 
the intensity and pleasure that sex brings and many cultures have 
recognised the capacity for healing that is inherent in the sexual 
act. Why is sex so powerful? As well as giving us the potential to 
create new life – the ultimate power – sex involves peak experi-
ences, and peak hormone levels – of love, pleasure, excitement, 
and tenderness. These hormones (our bodies’ chemical messen-
gers) and their actions are exactly the same as those of birth.

In other words – giving birth is, inherently and hormonally, a 
passionate and sexual act. From the perspective of hormone levels 
in both mother and baby, we could say that birth is the most pas-
sionate experience that we will ever have.

Oxytocin, the hormone of love, builds up during labour, 
reaching peak levels at the moment of birth and creating loving, al-
truistic feelings between mother and baby. Endorphins, hormones 
of pleasure and transcendence, also peak at birth, as well as the 
fi ght-or-fl ight hormones adrenaline and noradrenaline (epineph-
rine and norepinephrine). These fi ght-or-fl ight hormones protect 
the baby from lack of oxygen in the fi nal stages of birth and ensure 
that mother and baby are both wide-eyed and excited at fi rst 
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contact. Prolactin, the mothering hormone, helps us to surrender 
to our babies, giving us the most tender of maternal feelings as 
our reward.

But these passionate hormones are not just feel-good add-ons. 
They actually orchestrate the physical processes of birth (and sexu-
al activity) and enhance effi ciency, safety and ease for both mother 
and baby. This hormonal cocktail also rewards birthing mothers 
with the experience of ecstasy and fulfi lment, making us want to 
give birth again and again. All mammals share virtually the same 
hormonal crescendo at birth, and this is a necessary pre-requisite 
for mothering in most species, switching on instinctive maternal 
behaviour.

Birthing passionately does not necessarily mean birthing 
painlessly (although this may happen for some women). Giving 
birth is a huge event, emotionally and physically, and will make 
demands on the body equivalent to, for example, running a 
marathon. But when a woman feels confi dent in her body, well 
supported, and able to express herself without inhibition, the pain 
that she may feel can become easily bearable, and just one part 
of the process. She can then respond instinctively with her own 
resources, including her most basic and accessible tools: breath, 
sound, and movement.

The problem in our times is that the passion of birth is neither 
recognised nor accommodated. Birth has become a dispassionate 
medical event, usually occurring in a setting that discourages emo-
tional expression. If we are to reclaim our birthing passion, we 
must give ourselves permission to birth passionately and we must 
choose our birth setting and birth attendants with this in mind. 
Birth in these circumstances will be more straightforward, with 
less need for interventions, helping us to step into new mother-
hood with confi dence and grace. 

Passion, to my mind, is an opposite and an antidote for de-
spair and depression. This is clear physiologically and hormonally. 
If we gave birth, and were born, in passion, how different would 
our primal emotional imprint be? And what about our brain chem-
istry, which is being set even as we are born? Some studies have 
linked exposure to drugs and medical procedures at birth with an 
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increased risk of drug addiction, suicide, and anti-social behaviour 
in later life, and other commentators have suggested that contem-
porary problems such as learning disorders and ADHD may also 
be linked to drugs and interventions at birth. 

As a birthing mother I have both witnessed and experienced 
the enormous passion that can be unleashed at birth, and that can 
fuel both passionate motherhood and a lifetime’s work on behalf 
of mothers, babies and the Earth, and I ask: “Can we afford, as a 
species, to be born, and to give birth dispassionately?”

Love
Passion and love are as powerful a combination at birth as they are 
in sexual activity. And in birth, as in sex, we release oxytocin, the 
hormone of love, in huge quantities. Here again, our hormones 
are directing us toward optimal and ecstatic experiences, yet this 
system is also extremely vulnerable to interference.

For example, a labouring woman’s production of oxytocin is 
drastically reduced by the use of epidural pain relief – this is the 
reason why epidurals prolong labour. And even when an epidural 
has worn off, her oxytocin peak, which causes the powerful fi nal 
contractions that are designed to birth her baby quickly and easily, 
will still be signifi cantly lessened and she is more likely to have her 
baby pulled out with forceps as a result.

The drug Syntocinon (Pitocin), which has been called the 
most abused drug in obstetrics, is also implicated. It is a synthetic 
form of the hormone oxytocin, and is used for induction and for 
augmentation (or acceleration) of labour. Large numbers of wom-
en giving birth in developed countries receive large doses of this 
drug in labour for one of these reasons. For example, in Australia 
this fi gure approaches 50 percent. 

When a labouring woman has Syntocinon administered by 
drip, for induction or augmentation, her body’s oxytocin receptors 
may lose their sensitivity and ability to respond to this hormone. 
We know that women in this situation are vulnerable to haemor-
rhage after birth, and even more Syntocinon becomes necessary to 
counter that risk. 
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We do not know, however, what the long-tern consequences 
of interference with the oxytocin system may be for mothers and 
babies, and for their ongoing relationship.

I had a very powerful experience of oxytocin as the hormone 
of love while labouring with my fourth baby, Maia Rose. As the 
waves of labour strengthened I found myself looking into the eyes 
of my beloved, telling him “I love you, I love you, I love you…” 
as each wave of labour washed over me. This ecstatic experience 
has created more love in my heart, in our relationship, and in our 
family, and has taught me, in a very physical way, that giving birth 
is also making love. (See “Maia’s Birth”, chapter 8.)

Surrender
Surrender is not a popular virtue in the West. In fact, surrender 
is often seen as a weakness in our culture, where we are instead 
encouraged to be active and in control of our lives. This very yang, 
masculine attitude may serve us in some circumstances but we 
cannot birth our babies through sheer force of will. We need to 
learn the more subtle – yet equally powerful – path of surrender.

I sense that, for modern women, diffi culty with surrender can 
refl ect a lack of confi dence in our female bodies. This is not surpris-
ing when our society is distrustful of the natural order in general, 
and women’s bodies in particular. This view is further reinforced 
by the obstetric model, with its long lists of all that can possibly 
go wrong with our birthing bodies, and its myriad of technological 
fi xes, designed to rescue us from these exaggerated dangers.

Along with this forgetting of the awesome but natural power 
of our female bodies, we have also lost our birthing patronesses: 
the goddesses and saints who have, for millennia, guided women 
through this transition, where the veil between life and death is at 
its thinnest. Today guidance is available to us, when and if we need 
it, in the living form of a midwife: a woman who has pledged to be 
with (mid) women (wif) in birth. A good midwife can remind us by 
her presence that we genetically carry the birthing successes of all 
our foremothers and that we already know how to give birth.

As midwife and author Jeannine Parvati Baker reminds us, 
giving birth is women’s spiritual practice, requiring “…purity in 
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strength, fl exibility, health, concentration, surrender and faith.”2 It 
has also been said that to be consciously present at birth is equiv-
alent to seven years of meditation. When we birth consciously, 
putting our great rational mind on hold, and allowing our instinc-
tive nature to dominate, we can access the wisdom that all spiritual 
traditions teach: that the ego is our servant, not our mistress, and 
that our path to ecstasy and enlightenment involves surrendering 
our egoistic notions of control. This level of surrender will also 
serve us well through our many years of motherhood. 

When we surrender conscious control, we also allow our 
deeper innate rhythms to surface: this can be a profound experi-
ence for a birthing woman. In allowing her labour to go at its own 
pace, without hurry or interference, a woman learns to trust her 
own, and her baby’s, natural rhythms. Such trust is another gift; 
another way that Mother Nature ensures optimal mothering and 
maximum survival for our young.

In surrendering to birth, we also learn about our role on the 
Earth: we are neither the rulers nor the architects of creation. Life 
comes through us, simply and gracefully, when we allow it.

Power
It is easy to say that our problems in birth stem from the excessive 
power of the medical system and its agents, and a lack of power 
for the birthing woman. However, a deeper analysis is necessary, I 
believe, because the time has come to dispel this idea of a power 
imbalance and to assert our innate authority in birthing.

We live in a culture that prizes, and puts its faith in, tech-
nology. We reward those, such as doctors, who are masters of 
technology and indeed we are fortunate to have their skills avail-
able to us when we need them. And even though we may want less 
technology in birth, we are witnessing more and more litigation 
against obstetricians, almost all of which blames them for not us-
ing enough technology.

Along with technology, we also prize information. In pregnan-
cy and birth, becoming informed is equated with being responsible, 
both of which are strongly encouraged culturally; yet there is also a 
price to pay. We may have all of the information in the world, but 
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we cannot predict our experiences in birth. And we diminish our 
own authority in birthing and in mothering – we disempower our-
selves – when we put more faith in information from the outside 
(tests, scans, others’ opinions) than our own internal knowing of 
our bodies and our babies.

The truth is that our babies are constantly informing us of 
their needs and desires, and how we can best care for them. This 
is a physiological reality – the baby’s placenta is in constant com-
munication with our bodies, transferring blood and nutrients and 
generating the placental hormones, which organise our bodies and 
our psyches for the optimal and specifi c mothering that this baby 
requires. In the same way, our cravings, yearnings, dreams, and 
inclinations in pregnancy can be communications from our babies, 
showing us the deeper ways of knowing that are richer and more 
true, even if less numerical or detailed, than information from the 
outside, such as medical tests.

In fact, from the very beginning, when we fi rst suspect that 
we are creating new life in our womb, we can use this ancient sys-
tem and allow our bodies, rather than a pregnancy test, to inform 
us. Often the truth will unfold gradually, allowing us the space to 
learn and adapt at our own pace, and giving us opportunities for 
refl ection and dreaming.

When we choose this traditional women’s path, the path of all 
our foremothers, we can both discover and reinforce an inalienable 
trust and power in ourselves and in our female bodies. This deep 
faith is the best preparation possible for birth and is also, to my 
mind, the basis of true responsibility; we are able to respond with 
our own truth. We also become able to use the medical system, if 
we choose, without giving away our power.

Beyond this, when we tap into women’s ways of knowing we 
can open channels of communication with our babies, enhancing 
the psychic powers of communication that Mother Nature intends 
for mothers of all species. Mothering can become a meditation, a 
deep mindfulness that is satisfying spiritually as well as physically 
and emotionally. I believe that this is nature’s intent and a possibil-
ity for all of us.



HEALING BIRTH, HEALING THE EARTH

39

How would it be to live in a society where we are all, through 
giving birth or being born, in possession of our own power and 
our own deep knowing? Where science and technology are our 
tools, rather than our masters? How differently would we treat our 
babies? How differently would we treat each other? How differ-
ently would we treat the Earth? 

Birth is dying, but, like cells in her body, we each have the 
power to enliven her and to resurrect her in all her glory. What 
is needed, I believe, is the collective passion, love, surrender, and 
power that we pour into the ether as we birth our babies. 

And in healing Birth, we are healing ourselves, our babies and 
the Earth. 

A previous version of this article was published in Living Now, winter 2002, 
supplement Women Now. This version updated March 2005.

References

1. Baker JP. Hygieia College Mystery School. www.birthkeeper.com
2. Baker JP. Prenatal Yoga and Natural Childbirth. 3rd edn. Berkeley CA: 

North Atlantic Books, 2001.



40

L OTUS birth is the practice of leaving the umbilical cord uncut, 
so that the baby remains attached to his or her placenta until 

the cord naturally separates at the umbilicus, exactly as a cut cord 
does, at three to ten days after birth. This prolonged contact can be 
seen as a time of transition, allowing the baby to slowly and gently 
release their attachment to the mother’s body.

Although we have no written records of cultures that leave 
the cord uncut, many traditional peoples hold the placenta in 
high esteem. For example, Maori people from New Zealand bury 
the placenta ritually on the ancestral marae (meeting place) and 
the Hmong, a hill tribe from South East Asia, believe that the 
placenta must be retrieved after death to ensure physical 
integrity in the next life. A Hmong baby’s placenta is buried inside 
the house of birth. 

Lotus birth is a new ritual, having only been described in 
chimpanzees before 1974 when Clair Lotus Day, pregnant and liv-
ing in California, began to question the routine cutting of the cord. 
Her searching led her to an obstetrician who was sympathetic to 
her wishes and her son Trimurti was born in hospital and taken 
home with his cord uncut. Lotus birth was named by, and seeded 
through, Clair to Jeannine Parvati Baker in the US and Shivam 

Lotus Birth ~ a ritual for 
our times

5
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Rachana in Australia, who have both been strong advocates for this 
gentle practice.

Since 1974, many babies have been born this way, including 
babies born at home and in hospital, on land and in water, and 
even by caesarean section. Lotus birth is a beautiful and logical 
extension of natural childbirth, and invites us to reclaim the so-
called third stage of labour for our babies and ourselves, and to 
honour the placenta, our babies’ fi rst source of nourishment.

I was drawn to lotus birth during my second pregnancy 
through contact with Shivam Rachana, the director of the Inter-
national College of Spiritual Midwifery1 near Melbourne, and have 
experienced lotus birth with my second and subsequent children. 
Lotus birth made sense to me as I remembered my experiences 
in hospital obstetrics, and the strange and uncomfortable sensa-
tion of cutting through the gristly, fl eshy cord that connects baby 
to placenta and mother. Cutting a cord was, for me, like cutting 
through a boneless toe, and it felt good to avoid this with my com-
ing baby. 

Through the Rachana I spoke with women who had chosen 
lotus birth for their babies, and experienced a beautiful postnatal 
time. Some women also described their lotus-born children’s self-
possession and completeness. Others described it as a challenge, 
practically and emotionally. Nicholas, my partner, was concerned 
that it might interfere with the magic of those early days but agreed 
to go along with my wishes.

Zoe, our second child, was born at home on 10 September 
1993. Her placenta was, unusually, an oval shape, which was per-
fect for the red velvet placenta bag that I had sewn. Soon after 
the birth, we wrapped her placenta in a cloth nappy, then in the 
placenta bag, and bundled it up with her in a shawl that envel-
oped both of them. Every 24 hours, we attended to the placenta 
by patting it dry, coating it liberally with salt, and dropping a little 
lavender oil onto it. Emma, aged two, was keen to be involved in 
the care of her sister’s placenta.

As the days passed, Zoe’s cord dried from the umbilical end, 
and became thin and brittle. It developed a convenient 90-degree 
kink where it threaded through her clothes and so did not rub or 
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irritate her. The placenta also dried and shrivelled due to our salt 
treatment, developing a meaty smell that interested our cat!

Zoe’s cord separated on the sixth day without any fuss. Other 
babies have cried inconsolably or held their cord tightly before 
separation. We planted her placenta under a mandarin tree on her 
fi rst birthday, which our dear friend and neighbour Annie later 
dug up and put in a pot in her yard when we moved interstate. She 
told us later that the mandarins from the tree were the sweetest she 
had ever tasted.

Our third child, Jacob Patrick, was born at home on 25 Sep-
tember 1995, into water (see chapter 6). Jacob and I stayed in the 
water for some time after the birth, so we fl oated his placenta in a 
plastic ice-cream tub (with the lid on, and a corner cut out for the 
cord) while I nursed him. This time, we put his placenta in a sieve 
to drain for the fi rst day. I neither dressed nor carried Jacob at this 
time, but stayed physically in touch with him in a still space while 
Nicholas cared for Emma (four) and Zoe (two). His cord separated 
in just under four days, and I felt that he drank deeply of the still-
ness of that time. 

His short “breaking forth” time was perfect, because my par-
ents arrived from New Zealand the following day to help with our 
household. Jacob later chose a Jacaranda tree under which to bury 
his placenta at our new home in Queensland.

My fourth baby, Maia Rose, was born in Brisbane, where lotus 
birth is still very new, on 26 July 2000. We had a beautiful do-it-
yourself birth at home (see chapter 8), and my intuition told me 
that her breaking forth time would be short. I decided not to treat 
her placenta at all, but kept it in a sieve over a bowl in the daytime 
and in our red velvet placenta bag at night. 

Maia’s cord separated in just under three days and, although 
it was a cool time of year, it did become friable and rather smelly. 
(Salt treatment would have prevented this.) Her placenta has been 
buried in our garden, with a rose bush planted on top. I broke off 
a piece of her dried cord, which had some amazing and beautiful 
twists, to keep for her.

My older children have blessed me with stories of their ex-
periences in pregnancy and birth, and have been unanimously in 
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favour of not cutting the cord, especially Emma, who remembered 
the unpleasant feeling of having her cord cut (after it had stopped 
pulsating), which she describes as being “painful in my heart”. 
Zoe, at fi ve years of age, described being attached to a “love-heart 
thing” in my womb and told me “When I was born, the cord went 
off the love-heart thing and onto there [her placenta] and then I 
came out.” Perhaps she remembers her placenta in utero as the 
source of nourishment and love.

Lotus birth has been, for us, an exquisite ritual that has en-
hanced the magic of the early postnatal days. I notice an integrity 
and self-possession with my lotus-born children, and I believe that 
lovingness, cohesion, attunement to Mother Nature, and trust and 
respect for the natural order have all been imprinted on our family 
by our honouring of the placenta, the Tree of Life.

A previous version of this article was published in Lotus Birth 
(Rachana S (Ed), Yarra Glen, Australia: Greenwood Press, 2000). 
This version updated March 2005.
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W ATER – it’s the fi rst medium of life, and where we all began. 
When we are pregnant, our bodies are the pool in which 

our babies fl oat; perhaps this is why water holds a particular at-
traction for women in pregnancy, labour, and birth.

There are stories of babies being born into water from all over 
the globe, and recorded as far back as ancient Egyptian times. 
However, it is only with the advent of modern plumbing that 
warm water has become an accessible resource for modern women 
during labour and birth.

Waterbirth as we know it was pioneered by Russian Igor 
Tcharkovsky in the 1960s, and developed by Michel Odent in 
his natural birth clinic in Pithiviers, France, from 1977. Odent 
noticed how helpful water could be, especially when labour was 
slow or painful, and that women using the birthing pools had little 
need for pain relieving drugs. At fi rst, births that took place in the 
water were unplanned, but Odent trusted the labouring mother’s 
instincts and soon accumulated an experience and understanding 
of waterbirth that is still unparalleled.1

Janet Balaskas, the founder of the Active Birth movement, was 
also very infl uential in promoting waterbirth,2 and her 1992 video 
“Water and Birth” remains a classic. The fi rst waterborn baby in 

Jacob’s Waterbirth ~ 
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Australia was born in a converted concrete pipe that was lifted by 
crane into a home in South Melbourne in 1983.

Since then, the use of water in labour has become more wide-
spread, with purpose-built tubs being used in many hospitals in 
the UK, parts of Europe, North America, and New Zealand. In 
Australia there is still much fear and conservatism around the use 
of water; tubs are available in some hospitals but hospital policy 
may not permit their full use, and women may be asked to get out 
when their baby’s birth is imminent.

Some of this reluctance is due to hospital staff’s lack of experi-
ence and expertise in this area. There has also been a worldwide 
lack of research on the effects of water on mother and baby. How-
ever, the First International Water Birth Conference, held in the 
UK in 1995, heard experiences and evidence from over 19,000 
underwater births, with participants reporting excellent safety and 
satisfaction outcomes.

In particular, no baby had drowned or aspirated water after a 
carefully supervised waterbirth, and there was no increased risk of 
infection for mother or baby. Waterborn babies were generally in 
good condition, although it was noted that babies’ wellbeing could 
be compromised if a woman labouring in water became overheat-
ed. One recommendation was that pool temperature should be 
below 35 ºC (95 ºF) in the fi rst stage of labour, and 35 to 37 ºC 
(95 to 98.5 ºF) at the time of birth. The labouring woman’s tem-
perature should be checked regularly.3

Women often experienced rapid progress after entering the 
water, especially if they entered the pool when labour was well es-
tablished. They also had little need for intervention or pain relief; 
had fewer episiotomies or serious tears; and were more satisfi ed 
with their experience than mothers birthing on land. 

UK consumer activist and author Beverley Beech points out 
that the staff who are most opposed to the use of water, because 
of the theoretical risks, may be the fi rst to suggest other labour 
interventions such as epidural pain relief and routine electronic 
monitoring, which have been shown to pose real risks for mothers 
and babies.
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Jacob’s birth
I was drawn to water during my fi rst two pregnancies, but only 
seriously considered using a tub in labour for Jacob’s birth – my 
third at home. I wanted my older children Emma (then four) and 
Zoe (two) to be present for the labour and birth, along with a good 
friend to care for them: add in the doctor, the midwife and Nicho-
las, my partner, and the room was very full. I fi gured that using a 
birth pool would allow me some private space, and help me to be 
less concerned about my surroundings, especially if I laboured in 
the daytime.

The tub I hired from my midwife had been especially made 
from hollow metal pipes (actually, car exhaust pipes) that fi tted 
together, with a liner that was laced over the frame. It was quick to 
set up and not too high so that I could step into the pool relatively 
easily. We had a practice run to see how many tanks of hot water 
would be needed to fi ll it and how long it would take, allowing for 
time for the hot water tank to reheat (three tanks, and about four 
hours). During the practice run I managed to cook the waterbed 
heater that kept the tub warm onto a piece of foam, and I had to 
buy a new heater! The tub, set up and ready to be fi lled, kept vigil 
in our back room as I went one, then two, then three weeks past 
my original expected date.

Labour started for me at one in the morning and I woke Nich-
olas to fi ll the tub around two-thirty. This labour was very slow 
and gentle from the start and I spent time both in and out of the 
water. I found that I couldn’t sway my hips as well in the tub – at 
least not without causing a tidal wave – but I certainly relished the 
water as I rested between contractions. Other women have found 
that the water gives them an increased mobility that encourages 
movement. Zoe, who was naked from early on, spent much of 
early labour trying to get in with me and then contented herself 
with fl oating her dollies in the water.

We had the tub in our family room, and Nicholas had thought-
fully grown some beautiful cinerarias in the adjoining garden, 
which I could see through the window. My task in this labour was 
to slow down and go with the gentle pace. Getting out and walking 
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around didn’t speed labour up for me, as it does for some women 
after a few hours in the tub.

When the contractions became strong, later in the morning, 
I found the water soothing and supporting. I had a feeling that 
this baby would be born in the water but it was important to me 
that I was not fi xed on this idea. I remembered how critical it 
had been to me to have my feet on the earth, and allow gravity to 
help me give birth to my second baby Zoe, who was born poste-
rior (face up). In most centres, around two-thirds of women who 
labour in the water feel the need to get out of the tub to deliver 
their babies.

At transition, before the urge to push was strong, I felt the 
reality of this baby; that I would soon be holding him in my arms. 
I felt a wave of fear followed by a strong connection and commit-
ment. Michel Odent calls this “physiological fear”, as this emotion 
often parallels the release of the fi ght-or-fl ight hormones that give 
us the power to push our babies out in the second stage of labour.4 
As my baby’s head came lower, we saw a mass of white in the wa-
ter; the soft creamy vernix that covered his skin was fl oating out 
as I pushed. 

I was kneeling, supported by the side of the tub, as he was 
born. It was around midday. Chris, my midwife, caught him in the 
water and passed him to me. In contrast to other waterborn babies 
he cried quickly and vigorously. In the exhilaration of the moment 
we didn’t think to check his sex and we had another wave of joy 
when we discovered, some minutes later, that we had a son.

I stood up out of the water to deliver the placenta in ease and 
comfort. Odent advises this, and points out that allowing water to 
enter the uterus (and placental site after the placenta is birthed) 
could theoretically be risky.5 There have been no problems re-
ported worldwide, so far; however, some centres routinely advise 
women to leave the water after delivery. This may also help the 
midwife to assess the new mother’s blood loss, which can be dif-
fi cult in a pool. 

We chose not to cut the cord (a practice known as lotus birth), 
and so we fl oated Jacob’s placenta in an ice-cream tub until I was 
ready to get out, about an hour after the birth. Before this, Emma 
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and Zoe climbed in and said hello to their new brother. After the 
birth, we siphoned the water onto the garden, which made clean-
ing up very easy.

Water was a wonderful resource for Jacob’s birth, giving me 
privacy in labour and soothing me in birth. Water immersion in 
labour is, for many women, an excellent alternative to conven-
tional forms of pain relief.6 Waterbirth provides a safe, satisfying 
and gentle start for mother and baby.

A previous version of this article was published in Australia’s Parents Pregnancy 
magazine, winter 1999. This version updated March 2005.
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G IVING birth to Emma, my fi rstborn, was a pivotal experience 
in my life. Not only did she initiate me into motherhood; she 

also taught me how immense and exciting birth can be, igniting an 
enduring passion for birth and mothering.

Emma was conceived in March 1990, a few months after 
Nicholas, my beloved, and I were married. This was our exact in-
tention. I was challenged by nausea right through my pregnancy 
– in retrospect I think that my busy working life was a major factor 
– but it didn’t stop me from relishing my pregnancy and the amaz-
ing changes that my body was going through. I was also nourished 
by my ongoing yoga practice, and I read every book I could fi nd 
by Sheila Kitzinger, whose gentle approach to birth was inspiring 
and easy to absorb.

We chose to give birth at home, and found a midwife and 
doctor to help us without diffi culty. I had attended many women 
in hospital during my training as a GP (family physician), and 
had also been privileged to support two friends giving birth at 
home, and I had seen a huge difference in the quality of experience 
between hospital and home birth. Also, Nicholas’s sister Sue (who 
features in the story) was a homebirth midwife, and we were lucky 
to be infl uenced by her wisdom and experiences.

Emma’s Birth ~ 
sweet and oceanic
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Another major infl uence for me was my on-going commit-
ment to Jungian psychotherapy, where I had the opportunity to 
explore, at a deep level, my attitudes towards mothering; my early 
experiences of being mothered; and my relationship with my own 
mother. Working with my therapist on these issues during my 
pregnancy, often through dreams, brought me to a place of ease 
and helped me to make the transition to motherhood smoothly 
and gracefully.

I was certain of the time of Emma’s conception and knew, 
without an ultrasound scan, that she was due in early December. 
In late October we were surprised to discover that our baby was 
already deeply engaged – her head was very low in my pelvis – and 
we wondered if we might have an early birth. I fi nished work in 
early November, expecting to have a month of resting and nest-
ing… but this was not to be.

The weekend that Emma was born, around four weeks be-
fore her due date, Nicholas’s sister Sue (the midwife) was staying 
in Melbourne, where we lived. (She was en route from her home 
in New Zealand to Hobart, an hour south by plane, where John, 
their father, was ill with cancer.) On that Sunday morning I was 
enjoying a leisurely back-yard chat with Sue about birth. She told 
me that, in her experience, having a lot of support people at the 
birth could make the labour slower. This was important informa-
tion; I already had four friends, plus my sister from New Zealand, 
enlisted as support people, although with the proviso that I might 
not call them all. Around the same time I began to notice that my 
usual pattern of mild tightenings was more pronounced, and that I 
had a little red discharge. In the afternoon, as we drove Sue across 
town to her friend’s place, I timed my contractions – they were 
regularly ten minutes apart and on arrival I had a more obvious 
show of blood.

Sue suggested that we abandon our plan for a walk on the 
beach and have a quiet night instead. Back home I settled myself 
on the sofa, discovering that whenever I walked about the contrac-
tions became stronger. Nicholas cooked me a delicious plate of 
scrambled eggs and we talked about calling Chris, our midwife. 
I was reluctant – in denial, really – but eventually it became clear 
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that we needed to talk to her. She came around about ten pm, ex-
amined me, and told me I was in early labour. Even though it was 
obvious to everyone else, I was still shocked to hear this. She ad-
vised us to have an early night and call her in the morning, when 
she expected labour to get going properly.

At ten-thirty Nicholas and I were lying in bed together, com-
ing to terms with this new development. I still had baby clothes to 
wash and sort, and hadn’t put the second coat of paint in the spare 
room… but here was our baby, eager to come. So, as I lay down on 
the bed, Nicholas sorted the clothes and we realised that nothing 
else mattered. Our task was to accept this time, this labour, in the 
present moment.

With this surrender, labour really began for me. At fi rst I 
found that moving around during contractions was most helpful; 
hanging off the wardrobe door felt good too!

I used the clock to help me in early labour, discovering 
that the most challenging part of my contractions lasted only about 
half a minute; after this, my body would come down off the wave, 
and I used my yoga training for deep relaxation in between. At the 
peak, breathing, and later, sound were my allies. As labour strength-
ened, I rocked and circled with my pelvis, moaning and moving 
in synchrony.

It was a sweet and intimate space; the house was dark and 
quiet and, although I didn’t want Nicholas to touch me (I found it 
too distracting), I felt held by his love and presence. There was an 
oceanic feeling; I felt like I was riding the waves, challenged but 
exhilarated as I came down each time. At one point Nicholas had 
tears in his eyes: “It’s hard to see you in so much pain,” he said. 
“I’m fi ne,” I replied, “I get a good break in between, and I can re-
ally relax.”

After a few hours, I said, “We need to call Chris.” Nicholas 
was reluctant: “We are having such a beautiful time with the two 
of us…” I agreed, but my instinct was still to call her. 

He also called Sue, again rather reluctantly but I was sure that 
I wanted her. In the half hour or so that it took for Chris to arrive, 
I began to feel a catch in my throat and a mild urge to push with 
each wave. Nicholas began to move the furniture around, as we 
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had planned, putting our bed into the lounge, which could be eas-
ily heated for the birth. 

A little after two in the morning, Chris walked down the cor-
ridor and Nicholas said, “She’s pushing.” Chris turned around and 
went back out to get her birth equipment! By this time I was on all 
fours on the bed. I knew that my baby would be born soon, and I 
held some fears. She was early and little: would it be all right? I still 
remember the reassurance that I felt as I looked into Chris’s eyes: I 
trusted her and knew that everything would be OK.

The pushing was the least enjoyable part of this labour for me 
– the rock-hard feeling of her head in my vagina, which I wanted 
to hold against – but every fi bre of my body was pushing and 
pushing with each wave. Like the ocean, my body’s instincts were 
immense and unstoppable.

My baby’s watery sac was bulging and I agreed for Chris to 
break it. Soon after, she suggested that I roll onto my side, which 
felt good. I wanted things to be fast and they were. Within a few 
pushes, her head was born – face-up (posterior) to our surprise. 
Nicholas took a few amazing photos as her body was born. At the 
same time, Peter Lucas, our doctor, arrived, which was wonderful 
timing. It was two-fi fty am. Chris caught her and put her on my 
belly, warm and wet. We discovered her sex straight away: “Oh, 
Emma!” I said. She was tiny and scrawny, like a little bald rabbit. 
We covered her – the hat we had was several sizes too big – and I 
held her tenderly. After fi ve or ten minutes, her cord had stopped 
pulsating and Chris clamped and cut it. Her placenta came easily, 
12 minutes after her birth and just before Sue arrived. 

I was elated, amazed, and a bit shocked; it had been so fast 
and unexpected. We made phone calls a few hours later, waking 
my mother in New Zealand, who said sleepily: “That’s nice dear.” 
When I rang her back later that day, she told us she hadn’t believed 
me! Although small – in fact, at 5 lb 1 oz (2,250 g), the smallest 
baby that either Chris or Peter had attended at home – Emma was 
alert and fed well. 

In the days that followed we lavished our special care on her, 
checking her temperature regularly and dutifully recording her 
feeding and eliminating patterns. Her fi rst pee, 12 or so hours after 
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birth, was especially important as it indicated that she was being 
well fed from my early milk and didn’t need supplementary feed-
ing. Later she became moderately jaundiced and we used home 
phototherapy – a few minutes in the sun, and sleeping her under 
the window.

Sue provided wonderful support and breastfeeding help, and 
Chris or Peter visited us twice daily for a week. Also friends (and 
the birth supporters whom we hadn’t called) brought us meals and 
did our shopping. Emma and I stayed cocooned at home, ven-
turing tentatively out to the corner store a week later with her 
snuggled in the front carrier. The shopkeeper said, “I thought you 
had a doll in there!” Nicholas had two weeks off work, and we had 
a peaceful and nourishing new-family baby moon.

When Emma was three weeks old my sister Louise arrived 
as planned (for the birth), giving us lots of help and support. She 
was luckily staying when Nicholas was suddenly called to be with 
his dying father, and later helped me to fl y over to Tasmania for 
the funeral. It was a blessing for Betty, Nicholas’ mother, to have 
her newest grandchild in her arms and there was a rightness to it 
for us too. As we had written in our wedding ceremony, we were 
“…part of the endless cycle of birth and death which, with its joys 
and sorrows, involves all of us.”

I have many things to be grateful for in Emma’s birth. I es-
pecially appreciate my carers – midwife extraordinaire Christine 
Shanahan and the wonderful Dr Peter Lucas – who trusted that, 
early as we were, birth and baby would still be safe at home. I 
know, from my training and experiences in hospital obstetrics, 
how differently we would have fared in hospital. 

I am grateful also for the help and support of friends and fam-
ily, who formed an outer circle which held us at this time. I am 
thankful too for the synchronicity that put Emma’s birth several 
weeks ahead of Nicholas’ father’s death, and that gave me my sis-
ter’s support at that diffi cult time. Finally, my deepest gratitude 
goes to Emma herself who, in her soul’s wisdom, chose us as her 
parents and gave us a sweet and oceanic birth that set us joyfully 
on the path to parenting.

Posted at www.birthlove.com – This version updated March 2005.



54

Faith in a creative, fulfi lling, desired end – sustained faith – 
literally draws from the [Universe] all the necessary ingredi-
ents, all of the details, and then inserts into [physical life] the 
impulses, dreams, chance meetings, motivations or whatever 
is necessary so that the desired end falls into place as a com-
pleted pattern.1 

T HE night that Maia, my fourth baby, was born, I was cooking 
soup for dinner. I leaned over in the pantry for ingredients 

and – pop! – fl oods of clear fl uid, and the smell of babies and birth.
Two photos of our family at dinner are the only pictures that 

we have from Maia’s birth. Each of us wears the expression of 
that night’s experiences. I look like I am in a state of total bliss. 
My beloved, Nicholas, looks proud. Nine-year-old Emma looks 
excited; four-year-old Jacob looks uncertain; and six-year-old Zoe 
radiates blessings.

Maia’s birth was to be witnessed only by the family. I had a 
strong feeling from the start that this was what my baby wanted. 
Nicholas had not been entirely comfortable with this option; like 
myself, he was trained in GP (family physician) obstetrics, and was 
very aware of the possible complications and of his responsibili-
ties. However, toward the end of the pregnancy he accepted my 
wishes, and we stopped arguing about medical versus alternative 

Maia’s Birth ~ 
a family celebration
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responses. He simply prepared his medical kit – IV fl uids and Syn-
tocinon (Pitocin) in case of bleeding – and I prepared my box of 
homeopathics and herbs for my baby and myself.

Along with the decision to give birth without assistance, I 
committed myself to being optimally prepared on every level. My 
body was well nourished and I practised yoga and meditation dai-
ly. I had regular massage, osteopathic and cranio-sacral treatments, 
and later in my pregnancy shiatsu, which revitalised and balanced 
my body wonderfully. In my daily yoga practice I worked with 
pain, stretching into tight and painful areas and fi nding the bliss 
at the centre. I wondered how it would be in this labour – could I 
fi nd the ecstasy at the heart of giving birth? 

I opted against medical care or tests – even blood pressure 
tests – in this pregnancy. I trusted my body and my baby to tell 
me, through feelings, dreams, and impulses, what was needed. 
Through my meditation I developed a series of affi rmations, one 
for each level of my body, which I used in the last months. In the 
fi nal weeks, it was only the last affi rmation that I needed: I totally 
surrender and trust.

That night, as my labour deepened, I moved into our bath-
room where I had my trusty yoga mat on the fl oor to protect me 
from the cold tiles. My expansions (not contractions) were very 
close together. I couldn’t even get back to our adjoining bedroom 
to read the birth blessings sent to me by my women’s circle in Mel-
bourne, or to gaze at the birthing mandalas (pictures based on a 
circle) which the children had coloured so exquisitely in my preg-
nancy. No time either for music, dancing, essential oils, or water. 
As my friend Davini wished for me, this birth was to be “simple 
and present”.

By this time I was standing, moaning and circling my pelvis 
with each expansion. Then a new space opened up for me, and for 
the remainder of my labour I was looking into the eyes of my be-
loved, telling him: “I love you, I love you, I love you, I love you…” 
peaking and subsiding with each wave.

After an hour or so, I felt a familiar catch in my throat – a feel-
ing that the urge to push was close. “This baby will be born soon,” 
I said. Nicholas fi lled the tub and woke Emma and Zoe. As he 
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left again to wake Jacob I had a sudden desire for water. I jumped 
into the bathtub, fi nding a beautiful position in the triangle of the 
tub; upright and kneeling with my feet supported on the sides as 
I pushed. 

I felt every centimetre of my baby descending, and I could hold 
the growing pressure in my vagina without contracting against it. 
In this way, progress was very quick; two or three pushes, and not 
even a strong stretching feeling. I said, “I’m crowning.” One more 
push and, “Here’s the head.” Yet strangely I had no feeling of my 
push fi nishing easily at the baby’s neck.

We were in candlelight and I was tucked into the darkest cor-
ner of the bathtub. Nicholas had a torch ready and he shone it into 
the water to check the baby. “It’s a foot!” he said. I turned, baby still 
half in my body, and saw a left leg waving in the water. Nicholas 
leant down – I still don’t know how he did it without getting wet 
– and freed the other leg, which was straight against her belly, held 
only by the foot.2

I asked Nicholas to feel the cord – she was born past her 
umbilicus by now. “It’s not pulsating,” he said. We both knew 
what this meant; our baby would need to be born quickly, as the 
cord was being compressed between her head and my pelvic 
bones, cutting off her blood supply. “I’ll stand up,” was my instinc-
tive response.

Standing with ease, I leaned forward, my hands supporting 
her slippery little legs and bottom. Without waiting for the next 
wave, I pushed. Out came her chest, arms spilling out, cord tum-
bling and tangled, then fi nally, with one push, her head. 

I scooped her up into my arms, to the warmth of my heart. 
She was like a little bundle of kelp: fl oppy, blue, and not breath-
ing. (The children said later: “We thought she was a dead baby.”) 
“We love you, baby, we love you!” they cried, calling her in. After 
20 or 30 seconds – it seemed longer, but Nicholas was watching 
her closely – she opened one eye, squeaked, and took a breath, 
pinking up straight away.

From blue kelp to pink fl esh, here was our little breech 
mermaid, born tail in the water and top out! Emma and Zoe both 
saw deep blue and pink – her colours – surrounding her at birth, 
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and Jacob saw “Blue, pink, purple, yellow, and orange”. Emma 
had the important job of recording the time of birth – 10:48 pm, 
26 July 2000.

Nicholas helped me out of the tub and back to the bedroom 
and I lay on the bed, skin to naked newborn skin, all of us in 
the purest bliss. The children were very keen to know her sex 
but Nicholas and I needed a bit of time to recover, which we did 
with joyous laughter. After a few minutes, we pulled back the 
towel to see that our baby was, as we had guessed, our own girl – 
Maia Rose! 

I put her to my breast – her eyes were open now – and she 
suckled straight away. Zoe went to get our friend Suzanne, who 
was sleeping over with her two children. She had heard the whole 
process from the other end of the house, including our laughter, 
which told her that all was well. She helped with the children and 
with cleaning up, and prepared us a beautiful plate of fruit, along 
with the juice that I hadn’t had time to drink in labour. I sat up 
after half an hour or so – it was getting a bit uncomfortable – and 
squatted to deliver Maia’s placenta.

We didn’t cut Maia’s cord, as we had chosen lotus birth (as 
we had for Zoe and Jacob) where baby, cord, and placenta remain 
whole and attached until natural separation. My perineum was to-
tally unscathed – I have been blessed this way with all of my births 
– and I bled barely at all. My body felt amazing.

“Perfect!” said Nicholas: “An evening birth, then a full night’s 
sleep.” Well, almost!

In the days that followed, I was respectful of the enormous 
opening that my body had been through, and I stayed in bed, in 
a quiet space, with my baby. Maia’s cord came away, without any 
fuss, on her third evening. It was seven days before I even left the 
bedroom and I didn’t go past the letterbox or in a car for a full six 
weeks. Nicholas had arranged one month off work to care for our 
household, which he did beautifully. As well as this, friends and 
neighbours brought meals and fl owers, and gave practical help. 
We were fully nourished and our community shared in the magic 
of birth and baby.
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Maia’s birth blessed our household for this time and beyond. 
The love that I had felt pouring through my body as I birthed 
her continued to radiate and fi ll us all; we were truly “in love” for 
weeks afterwards.

As Maia has grown, I have seen, as with my other children, 
the imprint of her character on her birth. At four, she is a strong, 
lively girl: passionate, energetic, and loving. Her birth, too, was 
strong and passionate, and she was born in the sun-sign Leo; sign 
of drama, courage, and love. 

Maia’s birth continues to be a source of gratitude, inspiration, 
and nourishment for me in all facets of my life. Her birth was a 
major opening that has transformed me, making me the mother 
that Maia needs me to be, as well as deepening my understanding 
of, and commitment to, gentle and instinctive birth. 

A previous version of this article was published in Midwifery Today Birthkit, 
winter 2001. An expanded version is posted at www.sarahjbuckley.com
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W HEN I became pregnant with my fi rst child in 1990 my 
partner Nicholas and I, both GPs (family physicians), made 

a rather unusual decision. We decided to have our baby at home.
This was perhaps even more unexpected for me: my father 

was qualifi ed as a specialist obstetrician (Ob/Gyn) and my child-
hood had been dominated by his frequent calls to the maternity 
wing of our local hospital in regional New Zealand.

My paternal grandfather, ‘Buck’ Buckley, had also attended 
birthing women, and his skills with rotation forceps, in the pre-
caesarean days, had been legendary. Buck had attended labouring 
women in the country on horseback, and we have a famous family 
story about his wife (my paternal grandmother) shocking my ma-
ternal grandmother by not waiting up for him when he was away 
at a birth. He came home two days later! My mother was a nurse, 
and two of my three siblings also worked in the medical area.

On the other side, Nicholas’s sister worked as a homebirth 
midwife in New Zealand, and we had been heavily infl uenced by 
her beliefs and experiences. We had also supported two friends 
giving birth at home (one in New Zealand; one after we moved to 
Australia) and we observed that their experiences were richer and 
more satisfying than those of the women whom we had attended 
during our six-month training in GP (family medicine) obstetrics, 

Homebirth in Australia ~ 
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a few years earlier. (We had been fortunate, though, training in the 
same hospital where I was born and where my father still worked 
– most of the women birthed without major intervention, and the 
only epidural I saw was administered to the chief midwife, who 
was attended by the chief obstetrician).

Even though we chose homebirth from our hearts, we had a 
lot of questions for our carers. For example, could they respond 
to emergencies such as haemorrhage? Could they stitch a tear at 
home? What if our baby was not breathing at birth? All these pos-
sibilities were fresh in our minds from our training and we decided 
to have a doctor attend because we felt that his extra skills could, 
in some situations, avert a transfer to hospital. I wasn’t hospital-
phobic, but I knew that, being a doctor myself, I would be treated 
differently in hospital. Some of my medical friends had been badly 
neglected, especially after the birth – perhaps the staff were embar-
rassed or expected them to know everything already. I knew that 
my medical and obstetric knowledge was, at best, a minor advan-
tage, and I asked my midwife to treat me the same as her other 
fi rst-baby clients.

I thoroughly enjoyed this fi rst pregnancy, despite constant 
nausea – perhaps heightened by working two jobs and not resting 
enough – and I fi nished work looking forward to a month of rest-
ing and nesting. However, our baby had different ideas and Emma 
was born three days later, after a short, intimate, and amazingly 
easy labour. (See “Emma’s Birth”, chapter 7.) I was so pleased to 
have the support of both my midwife (who arrived as I was starting 
to push) and doctor (who walked in as she was emerging), because 
she was small as well as early, and required our devoted and special 
care in the early weeks. I knew also that, had I birthed in hospital, 
both Emma and myself would have been treated as high risk, and 
she would have spent many hours under the lights for jaundice. At 
home she lived in our arms, and enjoyed home phototherapy in 
the sun on our front porch.

After the exhilaration of Emma’s birth, we had no doubts 
about homebirth for our second and third children, Zoe and Jacob. 
Again we chose Christine Shanahan as our midwife and Dr Peter 
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Lucas, with whom we had become better acquainted in the years 
since Emma was born. 

Giving birth to Zoe and Jacob, born barely two years apart, 
brought me new realisations. Intellectually I could compare my 
experiences at home with standard hospital practices, and I knew 
that what were minor problems at home would have created major 
worries and confl icts in hospital – an anterior lip (a front rim of the 
cervix that was slow to lift) with Zoe, where (very loud) sound was 
my ally; and being three weeks “overdue” with Jacob.

On an emotional level, I appreciated the space and support 
that I had for each journey to new motherhood. This journey 
was particularly challenging for me with Zoe, but birthing her 
without drugs or interventions kept my issues simple and focused, 
rather than overlaid with birthing trauma, as they could have 
been in hospital. I was also blessed, at this time, to fi nd a beau-
tiful women’s circle, with Shivam Rachana and her Women’s 
Mysteries workshops, in which to explore my path as woman and 
mother. Through this work, I have come to realise that birth, and 
being born, is not just an isolated event. Birth sets a blueprint for 
our lives, and gentle birth makes gentle people, which creates a 
gentle society. 

In these years, I also began my involvement in birth politics, 
forming a lobby group when Dr Peter Lucas was called before the 
medical board and his registration was threatened. This was no 
co-incidence – he was the only doctor attending homebirths in 
Melbourne, a city of three million people. When he was suspend-
ed from practice for four months, I stepped into both his family 
and homebirth practices, bringing Zoe, then four months old, 
to both clinic and births. Fortunately she was a very relaxed 
baby, and came along for the ride, but I was very relieved 
when Peter came back from his compulsory holiday! After this, 
I continued to work at his clinic, bringing Zoe (and later Jacob) 
to work with me. I enjoyed the homebirth-minded clientele, and 
Peter enjoyed my support in what was a diffi cult climate for him 
as a homebirth doctor.

Just before Jacob turned two we moved from Melbourne to 
Brisbane, 2,000 km north. With three children, my enthusiasm 
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for family medicine had waned, and this move – for Nicholas, a 
new job as associate professor in developmental disability – gave 
me a reason to take a break from medicine. But not, of course, 
from birth: I became involved with the local homebirth group, the 
Home Midwifery Association, and I began to write about preg-
nancy, birth, and parenting for the local newspaper as well as for 
a national parenting magazine. I certainly did my share of “nak” 
(nursing at keyboard) and loved discovering the worldwide web. 
Writing had always been a joy to me, and it has been wonderful, 
although challenging at times, to be able to do all my writing and 
research from home.

My fourth baby, Maia Rose, was born in Brisbane in 2000, and 
this time I chose to have no midwifery attendant. This was a very 
personal decision, which has deepened my passion for birth and 
my trust in our female bodies. (See “Maia’s Birth”, chapter 8.) 
With this experience, I have felt the awakening power of birth, 
more potent for me than any spiritual or shamanic practice, and 
realised how much we have given away through accepting medi-
calised birth. Maia’s birth continues to inspire me in my writing, 
and has taught me, at a cellular level, that birth is about love 
and ecstasy.

I have the deepest gratitude that we made that primary 
decision, and chose homebirth for our fi rst baby. I see how a medi-
calised birth would have been a transgression on the soul of our 
new family, and I feel grateful to have avoided it each time. For me, 
mothering is a big enough job without birth trauma in the family. 
Homebirth is rare and endangered in our culture, as outlined be-
low – yet I see that the preservation of homebirth is vital to all of 
us. Homebirth mothers, families, and attendants hold the experi-
ence of birth as a sacred journey, and the knowing that birth has 
the power to awaken and heal. 

Political perspectives
When I lived in New Zealand (NZ), up until 1987, homebirth was 
uncommon but not unknown; around one percent of births over-
all. In the small NZ city where I did my GP (family physician) 
training, there were at least three doctors attending homebirths. 
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Australia, as I came to realise, is more conservative in birth. 
Not only is the homebirth rate lower but, in every state, homebirth 
midwives are unsupported (or even harassed) by the system and 
there are still only a handful of doctors Australia-wide who openly 
support or attend homebirths. Independent midwives – around 
80 Australia-wide – have been further threatened in their viability 
by the withdrawal from the market of the company who provided 
their indemnity insurance, leaving them personally vulnerable 
to litigation. 

Another impediment for Australian families considering 
homebirth is the cost (around A$2,500), which is borne entirely 
by the birthing family. Health insurance is optional in Australia 
(we have a public hospital system that is free to all) and a few 
insurance companies will reimburse private midwifery costs, 
but the fi nancial benefi t is marginal. In contrast, all women who 
choose hospital birth, even in the private sector, have at least some 
government reimbursement through Medicare, the Australian 
national healthcare system. Homebirth is available free to women 
in NZ and the UK and is covered by some health care providers in 
the US. (See “Choosing Homebirth”, chapter 18.)

In Australia, as in many countries, there is only one kind of 
offi cially recognised midwife; one who has trained as a nurse, then 
as a midwife and who is registered by one of the state nursing 
councils – equivalent to the US certifi ed nurse-midwife (CNM) 
and the UK registered midwife. In most states, there is legislation 
forbidding anyone but a registered midwife from attending a wom-
an in childbirth, although the actual wording and its interpretation 
vary. This has shifted in the last few years, as our new “direct en-
try” midwives have graduated. These midwives have studied solely 
midwifery for four years, and include many with a real calling to be 
“with women” (the original meaning of the word midwife) in birth. 
There are also lay (traditional or apprentice-trained) midwives in 
every state, with most practising underground, even though na-
tional homebirth fi gures, collected from 1985–90, attest to the 
safety of their practices. 

Even our registered midwives are poorly supported when they 
work independently of the hospital system. Here in Queensland, 
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the nurses’ council has investigated almost all of our registered 
homebirth midwives, with some of our most experienced mid-
wives being taken out of practice. Some of these investigations 
have centred around the midwives’ support for informed choice 
and for “high-risk” women who choose homebirths; for example 
women with breech babies and previous caesareans, whose only 
other choice is a caesarean in hospital.

The situation for homebirth and genuine midwifery in Aus-
tralia is obviously dire, but this adversity has also served us. All 
around Australia, consumer groups have become active and or-
ganised, and are now pushing for implementation of the National 
Maternity Action Plan (NMAP)1, which calls for continuity of 
care with a community-based midwife as a choice for all preg-
nant women Australia-wide, whether birthing in home or hospital. 
There is a popular model for community midwifery in one state, 
Western Australia, which has been running successfully for over 
seven years. 

Birth and her sequelae – breastfeeding and mothering – have 
occupied me intensely for more than 14 years. My passion has 
grown (so much that I am on the computer half of the day, as my 
children remind me!) and I feel that positive change is inevitable. 
There has been a resurgence of the feminine at every level of 
society, and I believe the current medical backlash in birth is 
actually refl ecting the death throes of an outmoded way of think-
ing and behaving. 

Men and women, mothers and babies, midwives and doctors 
– we are all awakening together.

First published in Midwifery Today, issue 66, summer 2003. This version 
updated March 2005. (For more about homebirth, see chapter 18, 
“Choosing Homebirth”.)
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I N western cultures, normal birth has been in steep decline in 
recent years.

Women who give birth normally – that is, without surgical 
intervention, use of instruments, induction, epidural or general 
anaesthetic – are now in the minority in the UK1 (where these 
fi gures are collected) and caesarean rates are upwards of 25 per-
cent in many developed countries, including here in Australia.2 In 
some places, pregnant women are said to be abandoning vaginal 
birth in favor of planned caesareans. Of those women who do give 
birth vaginally, very few experience a normal birth. For example, 
an increasing number of women are choosing epidural pain relief, 
which, according to the World Health Organization, will transform 
their labour from a physiological event to a medical procedure.3

The validity of normal birth is also under attack from some 
quarters of the medical profession. In 2004 two UK obstetricians 
opined, in The Observer, that natural birth was riskier than drink 
driving.4 Recent articles in major journals have offered support 
for a randomised controlled trial of vaginal birth versus elective 
caesarean for low-risk women,5–7 and a 2002 Canadian confer-
ence was dedicated to the theme “Choosing Delivery by Cesarean: 
Has its Time Come?” And while many obstetricians are happy to 
agree to a medically unnecessary caesarean, with well-documented 
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risks,8 there are few doctors worldwide who will support a woman 
if she wishes to give birth without medical intervention.

As a doctor trained in GP (family physician) obstetrics, and 
the mother of four children, all born without medical interven-
tion, I know that birth can be inconvenient, painful, messy, and 
challenging. I also know that giving birth can be a source of great 
pleasure, and that the rewards of normal birth are long-lasting. 
The following is a representative, but not comprehensive, list of 
the rewards that normal birth continues to offer to twenty-fi rst 
century mothers and babies.

First, a woman who has given birth under her own steam 
gains an immense sense of personal accomplishment. Many wom-
en, myself included, feel, “If I can do this, I can do anything.” 
I believe that these feelings are part of our evolutionary blueprint 
for birth, giving a new mother the confi dence that she needs to care 
for her baby. This euphoria is reinforced by a cocktail of hormones, 
including oxytocin, beta-endorphin, noradrenaline and prolactin, 
which all peak most dramatically after a normal birth.9

Conversely, research shows that medical interventions will in-
terfere with the hormonal orchestration of birth, and will reduce 
the postnatal levels of these euphoric hormones. For example, 
women who give birth with an epidural have lower postnatal peaks 
of oxytocin,10 beta-endorphin,11 and noradrenaline,12 than women 
who give birth normally; both animal13 and human research14, 15 
suggest that this may have an impact on early mothering.

Second, normal birth gives an ideal start to the mother–baby 
relationship. When a mother has received no pain killers, her baby 
will be naturally alert and will display the full range of early breast-
feeding and attachment behaviours, such as breast massage and 
early suckling.16 The mother will also be alert, and able to hold 
her baby immediately. The early days with my own babies have 
been easy and pleasurable, partly because we have been free from 
the need to recover from drugs or procedures used during labour 
and birth.

Third, we know that early events can affect our offspring life-
long; I believe that this applies to the way that babies are born. 
In my experience, babies given a gentle start are generally calm 
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and easy to mother throughout infancy. Conversely, research has 
suggested that babies exposed to higher levels of epidural drugs 
are less alert on the fi rst day of life, and more irritable and diffi -
cult to settle throughout the fi rst six weeks,17 which is the limit of 
studies to date. As Murray et al. highlight, fi rst encounters with a 
disorganised baby can shape long-term maternal expectations and 
mother–baby interactions.14

Primate studies have also suggested that offspring exposed to 
analgesic drugs (opiates, epidurals) in labour may display abnor-
mal neurobehavioural (brain-behaviour) maturation in infancy.18 
Such studies remind us that we need to look long-term to ensure 
that, as the Cochrane database researchers state, “…any interfer-
ence with the natural process of pregnancy and childbirth should 
also be shown to do more good than harm.”19

Finally, neither normal birth nor medicalised birth can guar-
antee a good outcome. I have chosen one set of risks and rewards 
because I believe that normal birth has evolved, over millennia, 
for long-term reproductive success. The drugs and procedures of 
medicalised birth are, in contrast, very new and their long-term 
implications are poorly understood.

I also see parallels between our current enthusiasm for in-
tervention in birth, and the enthusiasm with which the medical 
profession, to its shame, has promoted breastmilk substitutes. Both 
involve an assumption that we can improve on nature, but neither 
has been based on an understanding of the complex physiology, 
endocrinology, and psychology of these highly evolved processes, 
nor of the long-term implications of such interference.

Just as we are now discovering the comprehensive benefi ts of 
breastfeeding, so may we, in the coming years, come to appreciate the 
biological intricacy, and the evolutionary wisdom, of normal birth.

Submitted to British Medical Journal October 2004; unpublished.
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Y OU’VE never received bad news from the doctor’s surgery 
before, and this was even worse because it was about your 

unborn baby. Your doctor was kind and gentle, and there must 
have been a lot of talking, as you were in there for over 30 min-
utes, but all you can remember is a creeping numbness, a fog that 
thickened around you, and the words “blood test”, “high risk” and 
“Down syndrome.”

That evening you try to retrieve some detail for your partner, 
but today is still foggy, and you have little memory of the pre-test 
counselling that the doctor said she gave you before the test. The 
number one in 300 comes to mind, but this doesn’t make sense: 
how can there be all this worry over such a small number?

Eventually you fi nd the brochure in your bag. Your doctor 
called it invasive testing, and said it was the next step, if you want 
to take it. Here it is called amniocentesis, which means taking 
a sample of your baby’s waters. “Poor baby,” you tell your belly 
as you absorb the information, “the test might kill you, or else 
you might have Down syndrome. Then we would have to choose 
whether or not to get rid of you.”

That night you dream of a fi eld of babies: perfect pink chubby 
babies, skinny grey babies with horrible deformities, Chinese ba-
bies, African babies, Romanian babies, and they all want to come 
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home with you. In the morning you can hardly remember how it 
felt to simply enjoy your pregnancy. Your belly has become a heavy 
weight that you fi nd yourself supporting as you go through that 
diffi cult day.

Welcome to the brave new world of prenatal diagnosis, where 
we are given information that is unprecedented in human history, 
and choices that can be as painful as they are complex.

Prenatal diagnosis – the detection of abnormalities of babies 
still in the womb – is driven by the increasing expertise of medical 
technology but it is clearly sanctioned by our society; the major-
ity of people in Australia support abortion when there is a major 
abnormality1 and legislation has been passed to enable this in most 
developed countries. It seems that we have decided, collectively as 
well as individually, that we want to avoid the diffi culties of raising 
children with disabilities and especially, in our society, with intel-
lectual disabilities.

However, for prenatal diagnosis to contribute to this end, 
some of us must choose to terminate our wanted pregnancies.

Pandora’s box
Prenatal diagnosis can open a veritable Pandora’s box for the 
woman and her family, and also raises wider, profound ethical and 
philosophical questions. For example, how can we call ourselves a 
tolerant and inclusive society – a society that celebrates difference 
– when we have an entire industry directed towards eradicating 
babies who have obvious differences? And our values are por-
trayed very starkly when we specifi cally target babies with Down 
syndrome; a condition that is not usually fatal, but is associated 
with intellectual disability and with characteristic physical features 
that our society does not recognise as beautiful.

Some of the personal impact of prenatal testing is illustrated 
in the story above. Whether this baby is affected (a one-in-300 
chance, in this scenario) and aborted; is affected and kept (perhaps 
one in ten affected babies2); miscarries as a result of the procedure 
(about a one-in-100 chance with amniocentesis) or is unaffected 
(299 chances out of 300 before amniocentesis) – the mother has 
been through a diffi cult process.
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Most women who opt for these tests are unaware that they are 
entering an emotional minefi eld, with consequences that may last for 
years. Many are also unaware that the tests that they are accepting will 
not detect all, or even most, abnormalities in their unborn babies.

Recent Australian research also shows that the majority of 
pregnant women are not well informed before or after they un-
dergo tests for prenatal diagnosis.3, 4 A UK survey has suggested 
that health professionals involved in antenatal care are not well in-
formed,5 and Australian6 and Canadian health professionals7 have 
also been shown to have a variable knowledge of these complicat-
ed issues. A US survey found that more than one-third of primary 
care physicians admitted to being biased when counselling women 
with a prenatal diagnosis of Down syndrome.8

Screening versus diagnostic tests
Our mother-to-be has accepted a screening test for her baby. Like 
one in 20 of the women who opt for second trimester maternal 
serum screening (STMSS) – a blood test at 15 to 18 weeks – 
she received a positive screening result, with all the anxiety that 
accompanies this news.

However, only around one in 50 women who test positive will 
actually have an affected baby; the remaining 49 have had what is 
called “false positive” results. As well as this, with a detection rate 
of 60 to 70 percent, STMSS will fail to detect around one in three 
babies with Down syndrome. Detection rates for spina bifi da, the 
other major condition that may be discovered with STMSS, are 
around 70 percent, which means that, similarly, one in three af-
fected babies will not be detected with this test.9

Why is this widely used test so inaccurate? The major reason 
is that it is not a diagnostic test – that is, it can’t give a defi nite diag-
nosis for the baby. It is a prenatal screening test, designed to give an 
indication of risk so that the next step – a diagnostic (and invasive) 
test of the baby’s cells by amniocentesis or chorionic villus sam-
pling (CVS, see below) – can be targeted to women who are more 
likely to be carrying an affected baby.

Limiting these diagnostic tests is desirable because they carry 
their own risks, especially of causing a miscarriage. Termination 
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can also be risky for the mother, especially after three months 
because it involves either inducing labour with drugs or the more 
diffi cult “dilate and evacuate” procedure.

These prenatal screening tests have been promoted as a 
“no-risk” test to women (especially younger women) who may not 
consider themselves likely to have a baby with Down syndrome, 
and may not consider invasive testing, because of the risk of mis-
carriage. For example, women aged under 35 have a generally low 
chance of giving birth to an affected baby, but, because the major-
ity of babies are born to these younger women, they will also give 
birth to the most babies with Down syndrome.

Screening tests can tell an individual woman whether she has 
a higher-than-average chance of carrying an affected baby, and she 
can be offered a diagnostic test when her risk is over one in 250 to 
300. This is approximately double the normal risk, as approximate-
ly one in 600 women overall carry a baby with Down syndrome. 
In this way, screening tests increase the overall numbers of Down 
syndrome babies detected and aborted because around 70 percent 
of Down Syndrome babies are born to women under 35.

Several studies have found that serum-screening tests are more 
likely to be false positive in specifi c situations. Researchers have 
found, for example, that women who are vegetarian,10 smokers,11 
from different ethnic groups,12 and/or who have had a false posi-
tive result in a previous pregnancy,13 require adjustment of their 
serum markers to avoid an excess of false positive results. Mothers 
who carry a female baby are also more likely to receive a false posi-
tive test result.14

Overall, however, the most common reason for inaccurate test 
results, including false positives, is an error in dating the pregnan-
cy. Accurate dating is important, because levels of the hormones 
that are tested depend on the age (gestation) of the baby. Between 
20 and 40 percent of women with screen-positive results will be 
found to have normal levels when their pregnancy is more accu-
rately dated by ultrasound scan.15

There are two other screening tests that are increasingly used 
to detect babies with Down syndrome. The fi rst is an earlier blood 
test, performed at around 10 weeks and known as fi rst trimester 
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maternal serum screening (FTMSS). FTMSS analyses different 
components of the mother’s blood and has, in some studies, given 
as accurate results as STMSS, although it cannot detect defects like 
spina bifi da.

The second early prenatal screening test is a specialised ultra-
sound, which measures the thickness of the skin fold at the back of 
the baby’s neck at 10 to 13 weeks. This is known as known nuchal 
translucency (NT) testing. Babies with Down syndrome (and sev-
eral other less common abnormalities) are likely to have a thicker 
skin fold at the back of the neck (nuchal fold) at this particular 
time in pregnancy. As with all screening tests, most babies who test 
positive on NT will actually be normal.

Early detection, early relief?
These new, early tests are believed to benefi t women because the 
whole process (screening, diagnosis, and possibly termination) can 
then take place at an earlier stage of pregnancy, perhaps even be-
fore the woman has shared her news. CVS, as a diagnostic test, can 
be performed from ten weeks, and a termination, if chosen, can 
also be done at this earlier stage of pregnancy.

However, because of the complexity of these procedures and 
the time needed to make these major decisions, many women who 
have had a FTMSS do not actually have a termination until after 
16 weeks.16

The complexity of prenatal screening is increasing, because 
researchers are looking at different combinations of FTMSS, ST-
MSS and NT. Currently the best fi gures for detection of Down 
syndrome are produced through two-step integrated testing (IT), 
which detects over 90 percent of affected babies with a false-posi-
tive rate of 2.6 percent.17 Integrated testing involves FTMSS at ten 
weeks, NT at 10 to 12 weeks, then the 14-week STMSS. When all 
these results are back (a long wait), the woman will receive her risk 
estimate and she can then decide whether she wants to proceed 
with amniocentesis.

The UK Government has pledged to make this test available, 
funded by the National Health Service, to all UK women in 2007,18 
and it is very possible that Australia may follow suit. The recent 
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joint statement by the Royal Australian and New Zealand College 
of Obstetrics and Gynaecologists and the Human Genetics Society 
of Australasia also notes the higher detection rates with combina-
tion tests, but currently recommends that women are counselled 
individually about the most appropriate test or tests.19 In the US, 
the Preventive Services Taskforce currently recommends STMSS 
for all low-risk pregnant women who have access to counselling, 
and invasive testing for women over 35 or at high-risk of carrying 
a baby with Down syndrome.20

These complex and prolonged testing regimes are argued to 
be cost-effective, based on the premise that money will be saved 
through aborting babies with Down syndrome, who are estimated 
to cost an extra US$677,000 (adjusted to 2002 fi gures) for life-long 
care.2, 21 In the US, it is said to be cost-effective to spend more than 
US$2.5 billion annually to detect and abort around 7,500 babies 
with Down syndrome by offering FTMSS and NT to all pregnant 
women.22 In the UK, where this testing is funded by the state, 
Alfi revic and Nielson ask:

What is the importance of establishing top quality Down’s 
syndrome screening programmes, relative to other priorities 
in the maternity services – notably tackling inequalities and 
ensuring that all women in labour have enough midwives to 
meet their needs? 23

Ultrasound and nuchal translucency
Nuchal translucency (NT), as noted above, measures the thickness of 
the skin fold at the back of the baby’s neck at 10 to 13 weeks. NT is a 
very specifi c test, and requires a trained operator and dedicated equip-
ment, including a sophisticated computer programme to analyse the 
data, which includes the mother’s age and the baby’s exact gestation.

Like the serum screening tests, NT gives an estimate of risk 
of Down syndrome rather than a defi nite diagnosis. NT detects 
around 60 to 70 percent of babies with Down syndrome, with 
a fi ve percent false positive rate. An increased NT measurement 
may also indicate other less common abnormalities such as tri-
somy 18 (Edwards syndrome), trisomy 13, and heart defects. 
However, because NT is performed while the baby is still small 



PRENATAL DIAGNOSIS – TECHNOLOGICAL TRIUMPH 
OR PANDORA’S BOX?

77

and undeveloped, NT cannot be expected to diagnose abnormali-
ties of the body, gut, kidneys, heart, and spinal cord, and an 18 to 
20-week scan would still be necessary for this reason.

NT uses ultrasound, which has not, I believe, been adequate-
ly shown to be safe for our offspring long-term. Recent research, 
which compared multiple scans with single scans in pregnancy 
and followed the offspring until eight years of age, has produced 
some reassurance, but, as the researchers state, “…our results 
do not lessen our need to undertake further studies of potential 
bio-effects of prenatal ultrasound scans.”24 Ultrasound machine 
output intensities continue to increase, even since this study was 
conducted, and questions about non-right handedness associated 
with ultrasound exposure have not been resolved. (For more infor-
mation on ultrasound, see chapter 12.)

Diagnostic and invasive testing: amniocen-
tesis and chorionic villus sampling (CVS)
Amniocentesis and CVS are invasive tests because they involve in-
vading the pregnant mother’s womb to take a sample of her baby’s 
amniotic fl uid and developing placenta (respectively) to test for 
genetic abnormalities. Because of this, both tests carry risks to the 
baby and, to a lesser extent, to the mother.

Amniocentesis is usually performed at 15 to 16 weeks. In am-
niocentesis, around one to two tablespoons (15–30 mL, ½–1 ounce) 
of the baby’s amniotic fl uid is taken with a needle under ultrasound 
guidance and the baby’s cells, which are fl oating in the fl uid, are re-
moved and grown in the lab. The baby’s chromosomes, which are 
part of the core (nucleus) of the cell, are tested for abnormalities, 
including Down syndrome.

Results are usually available in about two weeks, although 
new gene technologies (still too expensive for routine use) can re-
duce the waiting time to a few days. Amniotic fl uid can also be 
tested for alpha feto-protein (AFP), which indicates neural tube 
defects (NTDs) in the baby’s brain and spinal cord, including spina 
bifi da. AFP is a simpler test, and results are usually available within 
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a day or two. If AFP levels are high, a detailed ultrasound is recom-
mended to give more information.

Amniocentesis is recognised to cause miscarriage in between 
one in 50 and one in 200 pregnant women overall, and this 
miscarriage can occur up to three weeks, or even later, after the 
procedure. In one study involving women under 35, the majority 
of procedure-related miscarriages occurred after 28 weeks.25

More experienced operators tend to have lower miscarriage 
rates. One large study indicated that the risk of miscarriage might 
be higher among older women, among women who have expe-
rienced bleeding in the pregnancy, and among women who have 
had more than three previous early miscarriages or abortions and/
or a late miscarriage or abortion.26 In this study, women over 40 
had a risk of miscarriage after amniocentesis of around fi ve per-
cent, while those over 40 who had also experienced bleeding had 
a 10 percent chance of miscarriage. Women over 40 with previous 
miscarriages or abortions, as above, had a 20 percent chance of 
miscarriage after the procedure.

It is noteworthy that, with STMSS and follow-up amniocen-
tesis, approximately one normal baby will miscarry for every one 
to two aborted babies who would have otherwise been born with 
Down syndrome.2

Leakage of the amniotic fl uid through the vagina (even though 
amniocentesis is performed through the mother’s abdomen) will occur 
for about one in 100 women. Although it is rare, the amnio centesis 
needle can scrape or even penetrate the baby, and the sequelae of 
this, which may be severe, may not be detected before birth.27

Studies have suggested that newborn babies who have been 
exposed to amniocentesis and CVS may have impaired lung growth 
and development,28, 29 and that babies born after early amniocen-
tesis (10 to 13 weeks) are more likely to have breathing diffi culties 
and to require intensive care treatment after birth.30 A large Euro-
pean study has found that amniocentesis for prenatal diagnosis may 
increase the risk of premature birth,31 and the good quality medi-
cal evidence concludes that amniocentesis may also cause very low 
birth weight in around one in 200 babies.32 Ironically, prematurity 
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and very low birth weight are major risk factors for physical and 
intellectual impairment, including cerebral palsy.

Amniocentesis is also invasive for the mother, involving pen-
etration of her uterus. Possible complications include infection of 
the baby and fl uid (chorioamnionitis), which will usually cause 
miscarriage. More severe infections can cause septic shock and se-
rious illness, which can, very rarely, be fatal.33

CVS involves taking a sample of the baby’s developing pla-
centa under ultrasound guidance, either via the mother’s abdomen 
or vagina, at around 11 to 12 weeks. CVS is a newer test and has 
extra risks, compared to amniocentesis. First the miscarriage rate 
from the procedure is higher – between one in 25 and one in 100 
overall.34, 35 Diffi culties with the procedure and/or with lab analysis 
are more common with CVS than with amniocentesis, occurring 
between 2.2 and 10 percent of procedures9 and a repeat CVS (or 
amniocentesis at a later time) may be necessary. Repeated testing 
increases the risk of miscarriage.

It is also possible that the cells removed by CVS are reported 
as normal when the baby actually has an unusual (and usually 
milder) mosaic form of Down syndrome. Alternatively, the baby 
may be unaffected yet have mosaic cells on CVS. Mosaicism affects 
around one percent of CVS test results.9

CVS was designed so that women could have this diagnostic 
test early in pregnancy, when a termination, if chosen, is more 
straightforward. However, the disadvantage of this earlier diagno-
sis is that some affected babies would have naturally miscarried 
within a few weeks. This is especially true for Down syndrome ba-
bies, for whom one in four (25 percent) will miscarry between 10 
and 14 weeks, and another one in four (23 percent) will miscarry 
before the end of pregnancy.2 Research has recently suggested that 
those Down syndrome babies who are detected prenatally may 
miscarry at a higher rate (50 percent overall) than Down syndrome 
babies who are not detected on prenatal screening.36

CVS may also cause damage to the baby. Early studies have 
suggested that babies exposed to CVS before 10 weeks may have 
a small but increased risk of limb deformities (CVS is now per-
formed at 11 to 12 weeks), and other studies have noted increased 
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numbers of CVS babies with clubfoot and malformations of the 
jaw and gut, as well as haemangiomas (strawberry birth marks).37

One small study has reported an increased risk of high blood 
pressure and pre-eclampsia (toxemia) later in the pregnancy when 
the baby’s placenta has been penetrated with CVS (which is a nec-
essary part of the procedure) or amniocentesis.38 Mothers who 
have an Rh-negative blood group should receive anti-D after am-
niocentesis or CVS to prevent blood incompatibility problems in 
future pregnancies.

Another irony of both amniocentesis and CVS is that both 
procedures involve ultrasound, giving the mother the opportunity 
to see her baby, yet at the same time she is expected to consider 
abortion. As one mother shared, “I was simply able to see her, rein-
forcing the love that they told me was for the wrong baby.”39

Brave new world
Against these very quantitative analyses, Elkins and Brown argue:

…individuals with Down syndrome have come to be recog-
nised, over the last three decades, as bringing a valuable quality 
of life into our society. They are well known for the joy and love 
they bring to their families. They remind us that the defi nitions 
of normalcy are artifi cial and fragile… In short, individuals 
with Down syndrome teach the rest of us how to cope, to grow, 
to overcome and to understand humility, gratitude and joy.40

In the research and published material about prenatal diagno-
sis, the perspectives of those affected by conditions such as Down 
syndrome have rarely been considered. Most of the prenatal di-
agnosis information leafl ets, designed to help prospective parents 
decide about testing, paint a very negative and outdated view of 
Down syndrome.41, 42

Alderson examines our presumptions about the value and 
quality of life with Down syndrome through her interviews with 
fi ve affected adults.43 Her interviewees show insight and enjoyment 
of life; sensitivity to social prejudice; and painful awareness of the 
issues around testing and selective abortion for Down syndrome 
babies. There is more excellent and realistic literature written by 
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parents, carers and individuals with Down syndrome, some posted 
on the Internet, such as Kingsley and Levitz;44 and Slater.45

A recent paper suggests deeper ethical issues for us all to 
consider. Reynolds sent a questionnaire comprising 19 clinical 
scenarios, including prenatal testing for Down syndrome (which 
was not identifi ed as such), to 40 randomly chosen UK research 
ethics committees.46 More than half of the respondents expressed 
the opinion that prenatal screening for a condition with the clinical 
features of Down syndrome was unethical. When it was disclosed 
that confi rmatory testing could cause miscarriage in normal ba-
bies, only 14 percent remained in favour of screening.

Diagnosis and counselling
After so many decisions and tests, you might hope that the results 
from amniocentesis or CVS would be clear and the decision, what-
ever it is, would be straightforward. Unfortunately, this is often 
not the case. For all the babies with a straight diagnosis of Down 
syndrome, there are as many again with other chromosomal ab-
normalities, many of which carry an uncertain outcome.

For example, around one third of abnormalities reported in-
volve the sex chromosomes, which can give subtle or unknown 
levels of abnormality.9 Rothman, who conducted extensive inter-
views with women who had experienced prenatal diagnosis, notes 
that parents can be incapacitated by ambiguous diagnoses.47 Other 
research shows that many women will choose to terminate their 
pregnancy, rather than live with such uncertainty.48

New gene technologies such as FISH, mentioned above in re-
lation to quicker testing times, are less likely to give ambiguous 
diagnoses, as they test for a narrow and specifi c range of condi-
tions; such tests will not, for example, detect sex chromosomes 
abnormalities, but are equally accurate in testing for Down syn-
drome. It may be preferable to choose these methods, if available, 
for the analysis of cells obtained by CVS or amniocentesis.

Obviously there is a great need for high-quality counselling 
both before and after testing. Specialised genetic counsellors are 
the appropriate professionals, and a counselling session – ideally 
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provided to all women considering testing – is recommended for 
those with positive screening or diagnostic tests.

Genetic counsellors are, however, a part of the industry of 
prenatal diagnosis, whose purpose is to reduce the number of 
live-born babies with Down syndrome. This may make it diffi cult 
for them to provide impartial information. One analysis of all the 
written information provided by carers and counsellors in the UK 
showed very little information about, and a negative attitude to-
wards, people with Down syndrome. This complaint is echoed in 
a survey of 141 US mothers who chose to continue their affected 
pregnancy.49 Thornton notes, “High uptake of prenatal blood tests 
suggests compliant behaviour and need for more information.”50

Termination after prenatal diagnosis
Prenatal diagnosis, and the industry that supports it, is based on 
the premise that the majority of women with affected babies will 
decide to terminate their pregnancies. Although women may con-
sider this when they are choosing whether to have the screening 
test, they are unlikely to realise (or to be told) exactly what this 
entails until they actually confront this situation for themselves.

Early termination, involving a straightforward curette (scrap-
ing or suction to remove the lining of the womb and baby), is only 
possible up to around 14 weeks, which will be hurried if a woman 
has had her CVS at 11 to 12 weeks and then a two-week wait for 
results. Later termination may involve induction of labour, which 
can be as long and diffi cult as a full-term labour, and the baby may 
be born alive but unviable. Alternatively, saline may be infused 
into the amniotic fl uid or a lethal injection may be administered to 
ensure that the baby is stillborn.

In one study, average time from induction to delivery for a 
mid-pregnancy termination was 18 to 30 hours, depending on the 
method of induction.51

Some centers offer a “dilate and evacuate” termination when 
the pregnancy is around 14 to 18 weeks, which involves a general 
anaesthetic for the mother, while the surgeon extracts the unborn 
baby (fetus) in pieces.
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If termination is considered after amniocentesis at 15 to 16 
weeks plus two weeks for results, not only will the mother be feel-
ing her baby moving, but, by 20 weeks, the baby is only a few 
weeks away from the time when it could survive with intensive 
care – around 24 weeks. Furthermore, babies born after 20 to 24 
weeks may require death certifi cation, naming, and a funeral, de-
pending on legislation in the place of birth.

Early termination has been the goal of prenatal diagnosis pro-
grams, with the presumption that it will be less traumatic for the 
mother. However, while termination for fetal abnormality in the 
fi rst trimester is medically less complicated than later in pregnan-
cy, there is little evidence that the distress for the woman is any 
less.52 Some women interviewed by Rothman felt that seeing the 
baby afterwards, which is only possible after a late termination 
involving an induced labour, was (or would have been) helpful in 
their grieving process.47

One post-mortem survey found an error in one baby out of 
128 diagnosed by amniocentesis or CVS, and three normal babies 
among 215 aborted because of abnormal ultrasound results.53 And 
while termination is regarded as the end of the process of prena-
tal diagnosis, UK research shows that at least a quarter of women 
who undergo later termination are signifi cantly distressed two 
years later.54

Eve’s apple: the consequences of knowing
Pregnant women are the target, and supposed benefi ciaries, of this 
large and increasingly complex industry, yet there is surprisingly 
little written about their experiences and opinions. Technological 
obstetrics makes the assumption that more knowledge is better, 
but, like Eve’s apple, the knowledge that we gain through prenatal 
diagnosis can cast us from our pregnant paradise, with major and 
long-lasting sequelae for mother, baby, and family.

Research suggests that most women around the world have 
a diffi cult time making sense of this complex area, especially the 
crucial distinction between screening and diagnostic tests. Perhaps 
this refl ects the difference between our intellectual understanding 
of, and our emotional reaction to, a positive screening test.
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For example, Santalahti reports the experiences of a 34-year-
old health professional:

…her fi rst thought on learning her positive result was “disas-
ter.” That evening she was unable to sleep, and felt like crying 
desperately. The next day she described herself as being “out 
of control”. Simply having technological information did not 
prevent a strong emotional reaction.55

Another woman in her second pregnancy
…described the four weeks of waiting as the most diffi cult of 
her life. She was nervous, tearful and hypersensitive, and she 
decided to abort the fetus if it was abnormal... serum screening 
had struck her down… she could not believe in a healthy baby 
before she held it in her arms.56

Other women have described their reactions to a positive 
screening result:

I was totally shattered, frightened out of my wits.57

And
I said to the midwife who told me the results: it’s all gone wrong, 
its all gone wrong. I don’t want to know about it anymore.57

Many mothers still remain anxious even when the results 
are reported as normal. One mother, who said that she had been 
“totally reassured” by a normal amniocentesis result, asked for a 
paediatrician to check her baby for Down syndrome immediately 
after the birth.39

For the women whose babies are found to be abnormal, the 
decision becomes, as Rothman calls it, “the tragedy of her choice”47 
– to terminate a wanted pregnancy or to continue with the knowl-
edge that her baby will be affected, and with the possibility of a 
stillbirth or a child with a life-long disability. Research indicates 
that maternal grief may be the same, whether a baby with a lethal 
abnormality is aborted or stillborn.58, 59

One has to wonder at the sequelae for the ongoing mother–
baby relationship, when mothers have experienced this degree of 
“false positive” stress over the wellbeing of their baby. Ordinarily, 
such anxiety would mobilise a mother’s protective instincts, and she 
would draw closer to her baby. However, this protective instinct 
is diffi cult to express when the mother is also considering abortion, 
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and she is likely to protect herself through emotionally distancing 
from her baby and her pregnancy – to “not want to know about 
it anymore” as the woman above states – at least until reassuring 
results are received.

Some women report that this distancing has affected their 
relationship with their children long after birth, and this anxi-
ety and/or detachment, based on fear of abnormalities, can recur 
in subsequent pregnancies.60 As midwife Anne Frye comments, 
“Nature never intended that parents would have such informa-
tion, pregnancy as a time of unconditional attachment is severely 
disrupted by the technology available today.”61

This diffi cult emotional situation, which pulls women in two 
directions, is echoed in the literature of prenatal diagnosis, which 
refers, for example, to “therapeutic termination” of babies with 
abnormalities, as though the abortion is curing an illness, rather 
than enacting a socially sanctioned form of eugenics.

When parents make the decision to terminate, often they de-
scribe it as being in their abnormal baby’s best interests, which may 
be true in a society that is so bent on eradicating individuals with 
conditions such as Down syndrome. As one woman said “I didn’t 
want to give up my baby, yet I had to because I knew what the 
future held for all of us if I kept her.”39

Ironically, the stress that prenatal screening and diagnosis gen-
erates may create further risks to mother and baby. Research into 
the long-term effects of pregnancy stress concludes

…pregnant women with high stress and anxiety levels are at 
increased risk for spontaneous abortion and pre-term labour 
and for having a malformed or growth-retarded baby…62

According to these authors (and the many papers that they 
review) offspring whose mothers were stressed in pregnancy may 
have delayed development, with alterations in brain and hormone 
systems, as well as increased susceptibility to stress life-long. Even 
more worryingly,

Huizink63 has demonstrated that maternal stress in the fi rst half 
of pregnancy is an important predictor of problematic infant 
behaviour. This was found especially for pregnancy-specifi c 
anxieties such as fear of the baby’s health and fear of (pain dur-
ing) delivery.64
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One also wonders about the effects of prenatal diagnosis on 
the child themselves. Are we, at some level, accepting the view 
that our children are commodities that we can subject to a quality 
control test and reject if faulty? How will our children feel if they 
discover that our acceptance of them was so conditional? How 
will these experiences affect our subsequent role and expectations 
as parents?

Prenatal diagnosis is also said to benefi t women through 
forewarning of their baby’s abnormality. This may be true for 
some women,65 but others may resent their loss of enjoyment of 
pregnancy. Discovering the baby’s problems during pregnancy is 
also a very different experience to discovering this at birth, when 
Mother Nature hormonally primes new mothers to fall in love with 
their babies. Some parents have also appreciated the opportuni-
ty to recognise their baby’s disability themselves, even days after 
the birth.66

This chapter has focused mainly on the experience of women 
whose screening result is positive, especially false positive. How-
ever, the promise of prenatal diagnosis – to prevent the birth of 
babies with abnormalities – also has an infl uence on those who 
receive a “false negative result” – that is, their test is normal but 
they give birth to an affected baby.

In one study, parents of Down syndrome babies who had been 
misdiagnosed as normal had more problems adjusting, including 
more feelings of stress, blame, and anxiety, than those who did not 
have a test.67 Such parents are increasingly litigating for “wrongful 
birth”, with a number of cases in many countries in recent years. 
Such litigation further pressures both carers, for whom non-direct 
counselling is already challenging,68 and their clients towards rou-
tine testing.

A further irony is that most women choose to have prenatal 
screening in order to receive reassurance that their baby is healthy. 
Yet, for all the stress, time, and money that are consumed by the 
prenatal diagnosis industry, neither these, nor any other pregnancy 
tests currently in use, can tell us with certainty that our babies are 
normal and healthy. Major conditions such as cerebral palsy and 
autism cannot be detected by any existing method, and physical 
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abnormalities involving the heart and kidney, some of which are 
severely disabling, are also unlikely to be picked up through pre-
natal screening.

The trick of technology
Prenatal diagnosis represents incredible and continuing advances 
in technology, yet there is a sleight of hand – a trick, perhaps – that 
is being played on pregnant women. We are told that prenatal di-
agnosis will increase our choices, but, as these tests become more 
available, women are feeling that they have less choice to refuse 
the testing. We are already, through social attitudes, individually 
responsible for our children’s development, and now we are also 
becoming responsible for producing a healthy baby at birth. As 
one woman comments,

I knew it was my responsibility to make sure I was not going 
to give birth to a handicapped child. But that meant taking the 
risk of losing a healthy baby. I am responsible for that too.69

Finally, as we look more deeply, the parallels between 
prenatal diagnosis and medicalised childbirth become increas-
ingly obvious. Both industries are centred on high technology, 
and its superior knowledge, and both consider women’s own 
feelings and instincts about their body and their baby to be of 
lesser importance.

Women who choose either path are at risk of a cascade of 
intervention – from induction to caesarean or from screening to 
abortion – with pressure to conform to medicalised ideas of “the 
right decision” at each point. As one woman notes, “...once you’ve 
got onto the testing trap you have to get to the end.”39

Where does this end take us, as individuals and as a society? 
Does prenatal diagnosis represent liberation or the beginning of 
a slippery slope towards selecting babies on the basis of socially 
acceptable characteristics? How will the “new genetics” impact 
prenatal diagnosis, with the huge amount of information that will 
soon become available about our unborn babies? And does it, as 
Rothman suggests, make every woman feel that her pregnancy is 
“tentative” until she receives reassuring news?
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The answers to these and other questions are as yet unknown, 
but what is certain is that this technology will become more so-
phisticated in the coming years, and our choices more complex. 
Mother Nature, like many women who are enrolling in these tests, 
does not know whether to laugh or cry.

First published in byronchild, Sept 2004, number 11. Also published, in edited 
form, in MIDIRS Midwifery Digest, March 2005, vol 15(1), pp 7–14. This version 
updated May 2005.
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W HEN I was pregnant with my fi rst baby in 1990, I decid-
ed against having a scan. This was a rather unexpected 

decision as my partner and I are both doctors and had even 
done pregnancy scans ourselves – rather ineptly, but sometimes 
usefully – while training in GP (family physician) obstetrics a few 
years earlier.

What infl uenced me most was my feeling that I could lose 
something important as a mother if I allowed someone to test my 
baby. I knew that if a minor or uncertain problem showed up, 
which is not uncommon, I would be obliged to return again and 
again and that, after a while, I might feel as if my baby belonged to 
the system and not to me.

In the years since then I have had three more unscanned 
babies and have read many articles and research papers about 
ultrasound. Nothing I have read has made me reconsider my deci-
sion. Although ultrasound may sometimes be useful when specifi c 
problems are suspected, my conclusion is that it is at best ineffec-
tive, and at worse dangerous, when used as a screening tool for 
every pregnant woman and her baby.

Ultrasound Scans ~ 
cause for concern

12
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History of ultrasound
Ultrasound was developed during World War II to detect enemy 
submarines, and was later used in the steel industry. In July 1955 
Glasgow surgeon Ian Donald borrowed an industrial machine and, 
using beefsteaks for comparison, began to experiment with the 
abdominal tumours that he had removed from his patients. He dis-
covered that different tissues gave different patterns of sound wave 
“echo”, leading him to realise that ultrasound offered a revolution-
ary way to look into the mysterious world of the growing baby.1

This new technology spread rapidly into clinical obstetrics. 
Commercial machines became available in 19632 and by the late 
1970s ultrasound had become a routine part of obstetric care.3 
Today, ultrasound is seen as safe and effective, and scanning has 
become a rite of passage for pregnant women in most developed 
countries. Here in Australia, it is estimated that 99 percent of ba-
bies are scanned at least once in pregnancy, usually as a routine 
prenatal ultrasound (RPU) at four to fi ve months. In the US, where 
this cost is borne by the insurer or privately, around 70 percent 
of pregnant women have a scan,4 and in European countries, it is 
estimated that 98 percent of pregnant women have an ultrasound, 
usually once in each trimester (third) of pregnancy.5

However, there is growing concern as to its safety and useful-
ness. UK consumer activist Beverley Beech has called RPU “The 
biggest uncontrolled experiment in history” 6 and the Cochrane 
Collaboration – the peak authority in evidence-based medicine 
– concludes,

…no clear benefi t in terms of a substantive outcome measure 
like perinatal mortality [number of babies dying around the 
time of birth] can yet be discerned to result from the routine 
use of ultrasound… For those considering its introduction, 
the benefi t of the demonstrated advantages would need to be 
considered against the theoretical possibility that the use of 
ultrasound during pregnancy could be hazardous, and the need 
for additional resources.7

The additional resources consumed by routine ultrasound 
are substantial. In 1997, for example, the Australian Federal Gov-
ernment paid out A$39 million to subsidise pregnancy scans; an 
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enormous expense compared to the A$54 million paid for all other 
Medicare obstetric costs,8 and this fi gure does not include the ad-
ditional costs paid by the woman herself. In the US, an estimated 
US$1.2 billion would be spent yearly if every pregnant woman had 
a single routine scan.

In 1987, UK radiologist HD Meire, who had been performing 
pregnancy scans for 20 years, commented,

The casual observer might be forgiven for wondering why the 
medical profession is now involved in the wholesale exami-
nation of pregnant patients with machines emanating vastly 
different powers of energy which is not proven to be harmless 
to obtain information which is not proven to be of any clinical 
value by operators who are not certifi ed as competent to per-
form the operations.9

The situation today is unchanged on every count.

What is ultrasound?
The term “ultrasound” refers to the ultra-high frequency sound 
waves used for diagnostic scanning: these waves travel at 10 to 20 
million cycles per second, compared to 10 to 20 thousand cycles 
per second for audible sound.2 Ultrasound waves are emitted by 
a transducer (the part of the machine that is put onto the body), 
and a picture of the underlying tissues is built up from the pattern 
of echo waves that return to the transducer. Hard surfaces such as 
bone will return a stronger echo than soft tissue or fl uids, giving 
the bony skeleton a white appearance on the screen.

Ordinary scans use pulses of ultrasound that last only a frac-
tion of a second, with the interval between pulses being used by 
the machine to interpret the echo that returns. In contrast, Doppler 
techniques, which are used in specialised scans, fetal monitors and 
hand-held fetal stethoscopes (sonicaids) use continuous waves, 
giving much higher levels of exposure than pulsed ultrasound. 
Many women do not realise that the small machines used to moni-
tor their baby’s heartbeat are actually using Doppler ultrasound, 
although with fairly low exposure levels.

More recently ultrasonographers have begun using vaginal 
ultrasound, where the transducer is placed high in the pregnant 
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woman’s vagina, much closer to her developing baby. This is used 
mostly in early pregnancy, when abdominal scans can give poor 
pictures. However, with vaginal ultrasound there is little inter-
vening tissue to shield the baby, who is at a vulnerable stage of 
development, and exposure levels may be high. Having a vaginal 
ultrasound is not a pleasant procedure for the woman; the term 
“diagnostic rape” was coined to describe how some women experi-
ence this procedure.

Another recent application for ultrasound is the nuchal trans-
lucency (NT) test, where the thickness of the skin fold at the back 
of the baby’s head is measured at around three months. A slight 
increase in the thickness of the nuchal (neck) fold makes a baby 
more likely, statistically, to have Down syndrome. When the baby’s 
risk is estimated to be over one in 250 to 300, a defi nitive test 
(amniocentesis or chorionic villus sampling) is recommended.

Around 19 out of 20 babies diagnosed as high risk by nuchal 
translucency will not turn out to be affected by Down syndrome, 
and their mothers will have experienced several weeks of unneces-
sary anxiety. A nuchal translucency scan does not detect all babies 
affected by Down syndrome. (See chapter 11 for more about pre-
natal testing.)

Information gained from ultrasound
Ultrasound is mainly used for two purposes in pregnancy – either 
to investigate a possible problem at any stage of pregnancy, or as a 
routine scan at around 18 to 20 weeks.

If there is bleeding in early pregnancy, for example, ultrasound 
may predict whether miscarriage is inevitable. Later in pregnancy, 
ultrasound can be used when a baby is not growing, or when a 
breech baby or twins are suspected. In these cases the information 
gained from ultrasound can be very useful in decision-making for 
the woman and her carers. However, the use of routine prenatal ul-
trasound (RPU) is more controversial, as this involves scanning all 
pregnant women in the hope of improving the outcome for some 
mothers and babies.

Routine prenatal ultrasound, also known as a morphology 
scan, is designed to check the size and integrity of the baby. The 
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timing of routine scans (18 to 20 weeks) is chosen for practical 
reasons. It offers a reasonably accurate due date – although dating 
is most accurate at the early stages of pregnancy, when babies vary 
the least in size – and the baby is big enough to see most of the 
abnormalities that are detectable on ultrasound. However, at this 
stage, the expected date of delivery (EDD) is only accurate to a 
week either side of the given date, and some studies have suggest-
ed that an early examination, or calculations based on a woman’s 
menstrual cycle, can be as accurate as RPU.10, 11

And while many women are reassured by a normal scan, RPU 
actually detects only between 17 and 85 percent of the one in 50 
babies that have major abnormalities at birth.12–15 A study from 
Brisbane, Australia, showed that ultrasound at a major women’s 
hospital missed around 40 percent of abnormalities, with most 
of these being diffi cult or impossible to detect.16 Major causes of 
intellectual disability such as cerebral palsy and Down syndrome 
are unlikely to be picked up on a routine scan, as are heart and 
kidney abnormalities.

When an abnormality is reported, there is a small chance 
that the fi nding is a false positive, where the ultrasound diagnosis 
is wrong and the baby is, in fact, healthy. A UK survey showed 
that, for one in 200 babies aborted for major abnormalities, the 
diagnosis on post-mortem was less severe than predicted by 
ultrasound, and the termination was probably unjustifi ed. In this 
survey, 2.4 percent of the babies diagnosed with major malforma-
tions, but not aborted, had conditions that were signifi cantly over 
or under-diagnosed.17 There are also many cases of error with more 
minor abnormalities, which can cause anxiety and repeated scans, 
and there are some conditions which have been seen to spontane-
ously resolve.18

As well as false positives, there are also uncertain cases, where 
the ultrasound fi ndings cannot be easily interpreted, and the out-
come for the baby is not known. In one study involving women 
at high risk, almost 10 percent of scans were uncertain.19 This can 
create immense anxiety for the woman and her family, and this 
worry may not be allayed by the birth of a normal baby. In the 
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same study, mothers with uncertain diagnoses were still anxious 
three months after the birth of their baby.

These uncertainties include the so-called “soft markers”; 
conditions that do not cause problems, but which are sometimes 
linked with more serious diagnoses such as Down syndrome. 
These include choroid plexus cysts in the brain, echogenic bowel 
and heart foci, short femur, short humerus and pyelectasis of the 
kidney. Around one percent of babies, for example, have a choroid 
plexus cyst but only one in 150 of these babies will have a chromo-
somal abnormality such as Down syndrome.20 Some experts have 
suggested that soft markers should only be disclosed to women at 
high risk of abnormality.21

In some cases of uncertainty, the doubt can be resolved by 
further tests such as amniocentesis. In this situation, there may 
be up to two weeks wait for results, during which time a mother 
has to decide if she would terminate the pregnancy if an abnor-
mality is found. Some mothers who receive reassuring news have 
felt that this process has interfered with their relationship with 
their baby.22

As well as estimating the EDD and checking for major ab-
normalities, RPU can also identify a low-lying placenta (placenta 
praevia), and detect the presence of more than one baby at an 
early stage of pregnancy. However, 19 out of 20 women who 
have placenta praevia detected on an early scan will be needlessly 
worried; the placenta will effectively move up, and not cause prob-
lems at the birth. Furthermore, detection of placenta praevia by 
RPU has not been found to be safer than detection in labour.18 
No improvement in outcome has been shown for multiple preg-
nancies either;7 the vast majority of these will be detected before 
labour, even without RPU.

The American College of Obstetricians, in their guidelines on 
routine ultrasound in low-risk pregnancy, conclude,

In a population of women with low-risk pregnancies, neither 
a reduction in perinatal morbidity [harm to babies around the 
time of birth] and mortality nor a lower rate of unnecessary 
interventions can be expected from routine diagnostic ul-
trasound. Thus ultrasound should be performed for specifi c 
indications in low-risk pregnancy.23
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Biological effects of ultrasound
Ultrasound waves are known to affect tissues in two main ways. 
First, the sonar beam causes heating of the highlighted area by 
about one degree Celsius (1.8 °F). This is presumed to be non-sig-
nifi cant, based on whole-body heating in pregnancy, which seems 
to be safe up to 2.5 ºC (4.5 ºF).24 Doppler scans, which use con-
tinuous waves, can cause more signifi cant heating, especially in 
the baby’s developing brain.25

The second recognised effect is cavitation, where the small 
pockets of gas that exist within mammalian tissue vibrate and then 
collapse. In this situation

… temperatures of many thousands of degrees Celsius in the 
gas create a wide range of chemical products, some of which 
are potentially toxic. These violent processes may be produced 
by micro-second pulses of the kind which are used in medical 
diagnosis…24

The signifi cance of cavitation effects in human tissue remains 
uncertain.

However, a number of studies have suggested that these effects 
may be of real concern in living tissues. The fi rst study suggesting 
problems was a study on cells grown in the lab. Cell abnormalities 
caused by exposure to ultrasound were seen to persist for several 
generations.26 A more recent study involving newborn rats, who 
are at a similar stage of brain development to humans at four to 
fi ve months in utero, showed that ultrasound can damage the my-
elin that covers nerves,27 indicating that the nervous system may 
be particularly susceptible to damage from this technology.

Another animal study published in 2001 showed that ex-
posing mice to dosages typical of obstetric ultrasound caused a 
22 percent reduction in the rate of cell division, and a doubling 
of the rate of apoptosis (programmed cell death) in the cells of 
the small intestine.28 Other researchers have found that a single 
ten-minute ultrasound exposure in pregnancy affects the locomo-
tor and learning abilities of mice offspring in adulthood, with a 
greater effect from longer exposure time.29

Experts in this area have expressed concern, especially in 
relation to exposure of the developing central nervous system, 
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whose tissues are sensitive to damage by physical agents such as 
heat and ultrasound. Barnett notes that heating of the baby’s brain 
is more likely after the fi rst trimester (three months), as the baby’s 
bone is more developed, and can refl ect and concentrate the ul-
trasound waves.25 Barnett warns, “When modern sophisticated 
equipment is used at maximum operating settings for Doppler ex-
aminations, the acoustic outputs are suffi cient to produce obvious 
biological effects.”30

Mole comments:
If exposure to ultrasound… does cause death of cells, then the 
practice of ultrasonic imaging at 16 to 18 weeks will cause loss 
of neurones [brain cells] with little prospect of replacement 
of lost cells… The vulnerability is not for malformation but 
for maldevelopment leading to mental impairment caused by 
overall reduction in the number of functioning neurones in the 
future cerebral hemispheres.31

Recent research has found that ultrasound can induce bleed-
ing in the lung. The American Institute of Ultrasound in Medicine 
(AIUM) recently concluded,

There exists abundant peer-reviewed published scientifi c re-
search that clearly and convincingly documents that ultrasound 
at commercial diagnostic levels can produce lung damage 
and focal haemorrhage [bleeding] in a variety of mammalian 
species… The degree to which this is a clinically signifi cant 
problem in humans is not known.32

Human studies
Studies on humans exposed to ultrasound have shown that possible 
adverse effects include premature ovulation,33 miscarriage or pre-
term labour,18, 34 low birth weight,35, 36 poorer condition at birth,37 
perinatal death,38 dyslexia,39 delayed speech development,40 and 
less right-handedness.41–44 Non right-handedness (left-handedness 
and ambidexterity) is a consistent fi nding in many studies and is, 
in other circumstances, seen as a marker of damage to the develop-
ing brain.45 One Australian study showed that babies exposed to 
fi ve or more Doppler ultrasounds were 30 percent more likely to 
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develop intrauterine growth retardation (IUGR) – a condition that 
ultrasound is often used to detect.36

Two long-term randomised controlled trials in Sweden and 
Norway compared exposed and unexposed (or less exposed) 
children’s development at eight to nine years old, and found no 
measurable effect on growth, development and learning.46–51 
However, as above, there was more non-right handedness in the 
offspring.41, 43, 44 It is diffi cult to gain reassurance from these trials 
because, for example, in the Swedish study, 35 percent of the sup-
posedly unexposed group actually had a scan,41 and in the major 
branch of the Norwegian trial, scanning time was only three min-
utes.44 And, as the authors note, intensities used today are many 
times higher than in 1979–81.

A more recent randomised trial, comparing outcomes after 
single and multiple pregnancy (Doppler) scans, has produced 
some degree of reassurance, fi nding no differences in the learning 
and motor functions of offspring followed to eight years old.52 This 
study did not, however, include a group of unexposed children 
so we do not know whether these children’s outcomes are actually 
normal. It is also noteworthy that almost 45 percent of the “single 
scan” group received two or more scans.36 The researchers state, 
“…our results do not lessen our need to undertake further studies 
of potential bioeffects of prenatal ultrasound scans.”53

A recent summary of the safety of ultrasound in human 
studies, published in May 2002 in the prestigious US journal 
Epidemiology suggested:

Continued research is needed to evaluate the potential adverse 
effects of ultrasound exposure during pregnancy. These studies 
should measure the acoustic output, exposure time, number 
of exposures per subject, and the timing during the pregnancy 
when exposure(s) occurred.54

These authors concluded: “Until long-term effects can be eval-
uated across generations, caution should be exercised when using 
this modality during pregnancy.”55
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Ultrasound exposure and dose
As these authors imply, we need to know the exposure involved 
in all studies of ultrasound but this is not easy to measure because 
there is a huge range of output, or dose, possible from a single 
machine. Ultrasound machines can give comparable pictures us-
ing a lower, or a 5,000 times higher, output and, because of the 
complexity of machines, it has been diffi cult to quantify the output 
for each examination.57

Furthermore, the incredibly fi ne details that we are now see-
ing on scans come at the cost of substantial increases in output. 
Recent changes to US FDA regulations now allow operators to use 
ultrasound machines at very high outputs, exposing unborn ba-
bies to intensities up to eight times higher than previously allowed, 
provided the output is displayed on the machine.57

This new regulation gives operators a worryingly high de-
gree of self-regulation, and its success in protecting unborn babies 
from harm depends on an appreciation, by each operator, of com-
plex biophysical interactions (which are not well understood) 
and of the risk–benefi t involved in every examination.58 Such 
expectations may not be realistic; in Australia, the UK, US, and 
most other countries, ultrasonography training is voluntary, even 
for obstetricians, and the skill and experience of operators varies 
widely. It also seems that few operators are aware of research fi nd-
ings such as those mentioned above.

If you choose to have a scan, I recommend that you copy 
“My Baby’s Ultrasound Exposure Record” and ask the doctor who 
orders your test, as well as the operator who performs the test, to 
fi ll in the details and to sign it. This will give you a record of your 
baby’s exposure and will also raise awareness, in both doctor and 
technician, of the dosage that is used on your baby.

As the AIUM noted in 2000,
... the responsibility of an informed decision concerning pos-
sible adverse effects of ultrasound in comparison to desired 
information will probably become more important over the 
next few years.59
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Women’s experiences of ultrasound
Women have not been consulted at any stage in the development 
of this technology, and their experiences and wishes are presumed 
to coincide with, or be less important than, the medical informa-
tion that ultrasound provides. For example, supporters of RPU 
presume that early diagnosis and termination is benefi cial to the 
affected woman and her family. However, the discovery of a major 
abnormality on RPU can lead to very diffi cult decision-making.

Some women who agree to have an ultrasound are unaware 
that they may get information about their baby that they do not 
want, as they would not contemplate a termination. Other women 
can feel pressured to have a termination, or at the least feel some 
emotional distancing, when their baby is diagnosed with a possible 
abnormality.22

Furthermore, there is no evidence that women who have cho-
sen termination for a baby with a lethal abnormality are, in the 
long term, psychologically better off than women whose babies 
have died at birth; in fact, there are suggestions that the opposite 
may be true in some cases.60 And when termination has been cho-
sen, women are unlikely to share their story with others and can 
experience considerable guilt and pain from the knowledge that 
they themselves chose the loss.61

When a minor abnormality is found – which may or may not 
be present at birth, as discussed above – a woman can feel that 
some of the pleasure has been taken away from her pregnancy. 
And, as noted in chapter 11, the process of prenatal diagnosis can 
cause harm to the baby if it generates a high degree of anxiety, and 
high levels of stress hormones, in the mother, especially in the fi rst 
half of pregnancy.62

Women’s experiences with ultrasound, and other tests used 
for prenatal diagnosis such as amniocentesis, are thoughtfully 
presented in the book The Tentative Pregnancy by Barbara Katz 
Rothman.63 The author documents the heartache that women can 
go through when a diffi cult diagnosis is made; for some women, 
this pain can take years to resolve. These issues are further ex-
plored in chapter 11, “Prenatal Diagnosis”.
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My Baby’s Ultrasound Exposure Record

The following procedure requires the use of ultrasound:

 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

This is necessary to obtain the following information:

 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

To my knowledge, there is no current alternative method available to 
obtain this information that carries less risk to 

 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . (mother’s name)

Signature . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Date . . . . . . . . . . . . . . . . . 
(doctor or midwife)

The ultrasonographer is asked to specify:

Manufacturer and model of ultrasound equipment . . . . . . . . . . . . . . . . . 

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Date of last calibration . . . . . . . . . . . . . . 

Type or combination of types of ultrasound used   . . . . . . . . . . . . . . . . . . 

Intensity of exposure (W/cm sq or mW/cm sq)   . . . . . . . . . . . . . . . . . . . . 

Time commenced   . . . . . . . . . . . . . . Time Completed . . . . . . . . . . . . . . 

Duration of exposure   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Name of hospital or clinic   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Carried out by   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Qualifi cations   . . . . . . . . . . . . . . . . . . . Position . . . . . . . . . . . . . . . . . . . . . . . 

Signature . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Date . . . . . . . . . . . . . . . . . 

Adapted with permission from Beech B A L and Robinson J. Ultrasound? 

Unsound!, Association for Improvements in the Maternity Services, Surbiton, UK.
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To my mind, ultrasound also represents yet another way in 
which the deep internal knowledge that a mother has of her body 
and her baby is made secondary to technological information that 
comes from an expert using a machine; thus the cult of the expert 
is imprinted from the earliest weeks of life.

Furthermore, by treating the baby as a separate being, ultra-
sound artifi cially splits mother from baby well before this separation 
is a physiological or psychic reality. This further emphasises our 
culture’s favouring of individualism over mutuality and sets the 
scene for possible – but to my mind artifi cial – confl icts of interest 
between mother and baby in pregnancy, birth, and parenting.

Conclusions and recommendations
I would urge all pregnant women to think deeply before they 
choose to have a routine ultrasound. It is not compulsory, despite 
what some may say, and the risks, benefi ts, and implications of 
scanning need to be considered by each mother for herself and her 
baby, according to their specifi c situation.

If you choose to have a scan, be clear about the information 
that you do and do not want to be told. Have your scan done by 
an operator with a high level of skill and experience (usually this 
means performing at least 750 scans per year), and say that you 
want the shortest scan possible. Ask them to fi ll out “My Baby’s 
Ultrasound Exposure Record”, or give you the information, and 
to sign it.

If an abnormality is found, ask for counselling and a second 
opinion as soon as practical. And remember that it’s your baby, 
your body, and your choice.

First published in Nexus magazine, vol 9, no 6, Oct–Nov 2002. This version 
updated March 2005.
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T HE term “undisturbed birth” came to have great meaning for 
me when I gave birth to my fourth baby, unassisted (and 

unexpectedly breech) at home.1 It describes well this beautiful 
experience, which awakened me anew to the ecstasy of birth, and 
I realised that the process of birth can be very simple if we can 
avoid disturbing it. Comparing this birth to my three previous 
midwife-assisted home births, and to home and hospital births 
that I had attended, I saw also how ingrained is our habit of dis-
turbance and that our need to “do something” so often becomes 
self-fulfi lling in the birth room.

I realised that birth is also very complex, and that the process 
is exquisitely sensitive to outside infl uences. The parallels between 
making love and giving birth became very clear to me, not only 
in terms of passion and love,2 but also because we need essential-
ly the same conditions for both experiences: to feel private, safe, 
and unobserved. Yet the conditions that we provide for birthing 
women are almost diametrically opposed to these; no wonder 
giving birth is so diffi cult for most women today.

What disturbs birth?
As I imply, anything that disturbs a labouring woman’s sense of 
safety and privacy will disrupt the birth process. This defi nition 

Undisturbed Birth ~
Mother Nature’s blueprint 

for safety, ease, and ecstasy
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covers most of modern obstetrics, which has created an entire in-
dustry around the observation and monitoring of pregnant and 
birthing women. Some of the techniques used are painful or un-
comfortable, most involve some transgression of bodily or social 
boundaries, and almost all techniques are performed by people 
who are essentially strangers to the woman herself. All of these 
factors are disruptive to pregnant and birthing women.

Underlying these procedures is an ingrained distrust of wom-
en’s bodies, and of the natural processes of gestation and birth. 
This attitude in itself has a strong nocebo, or noxious, effect.

On top of this is another obstetric layer devoted to correcting 
the “dysfunctional labour” that such disruption is likely to produce. 
The resulting distortion of the process of birth – what we might 
call “disturbed birth” – has come to be what women expect when 
they have a baby and perhaps, in a strange circularity, it works. 
Under this model women are almost certain to need the interven-
tions that the medical model employs, and to come away grateful 
to be saved, no matter how diffi cult or traumatic their experience.

These disturbances are counterproductive for midwives also. 
When a midwife’s time and focus is taken up with monitoring and 
recording, she is less able to be “with woman” – the original mean-
ing of the word midwife – as the guardian of normal birth.

When a midwife’s intuitive skills and ways of knowing are 
increasingly sacrifi ced to technology, more and more invasive 
procedures will be needed to get information that, in other times, 
her heart and hands would have illuminated. And when a woman 
misses out on the ecstasy of birth, so does her midwife, which will 
infl uence her job satisfaction as well as her future expectations 
of birth.

Undisturbed birth
However, our women’s bodies have their own wisdom and our 
innate system of birth, refi ned over 100,000 generations, is not so 
easily overpowered. This system, which I am calling undisturbed 
birth, has the evolutionary stamp of approval not only because it 
is safe and effi cient for the vast majority of mothers and babies, 
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but also because it incorporates our hormonal blueprint for ecstasy 
in birth.

When birth is undisturbed, our birthing hormones can take 
us into ecstasy – outside (ec) our usual state (stasis) – so that we 
enter motherhood awakened and transformed.

This is not just a good feeling; the post-birth hormones that 
suffuse the brains of a new mother and her baby also catalyse pro-
found neurological (brain) changes. These changes give the new 
mother personal empowerment, physical strength, and an intui-
tive sense of her baby’s needs,3 and prepare both partners for the 
pleasurable mutual dependency that will ensure a mother’s care 
and protection, and her baby’s survival.

Undisturbed birth represents the smoothest hormonal 
orchestration of the birth process, and therefore the easiest tran-
sition possible; physiologically, hormonally, psychologically, and 
emotionally, from pregnancy and birth to new motherhood and 
lactation, for each woman. When a mother’s hormonal orchestra-
tion is undisturbed, her baby’s safety is also enhanced, not only 
during labour and delivery, but also in the critical transition from 
womb to world. Furthermore, the optimal expression of a woman’s 
motherhood hormones will ensure that her growing child is well 
nurtured, adding another layer of evolutionary fi tness to the pro-
cess of undisturbed birth.

Undisturbed birth does not mean unsupported birth. Some 
anthropologists believe that human females have sought assis-
tance in birth since we began to walk on two legs. The change 
in our pelvic shape that accompanied our upright stance added 
uniquely complex twists and turns to our babies’ journeys during 
birth, making assistance more necessary than for other mammals.4 
It does mean having supporters whom we have specifi cally chosen 
as our familiar and loving companions, who are confi dent in our 
abilities, and who will intervene as little and as gently as possible.

Undisturbed birth does not imply that birth will be pain-free. 
The stress hormones released in birth are equivalent to those of 
an endurance athlete,5 a fact which refl ects the magnitude of this 
event, and explains some of the sensations of birth. And like a 
marathon runner, our task in birth is not so much to avoid the 
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pain – which usually makes it worse – but to realise that birth is 
a peak bodily performance, for which our bodies are superbly de-
signed. Undisturbed birth gives us the space to follow our instincts 
and to fi nd our own rhythm in an atmosphere of support and 
trust, which will also help with the release of our birth hormones, 
aiding us further in transmuting pain.

Undisturbed birth does not guarantee an easy birth. There are 
many layers, both individual and cultural, that can impede us at 
birth, and we must also consider that birth has been signifi cantly 
disturbed in our culture for many generations. But when we ap-
proach birth with the intention of minimum disturbance, we are 
optimising the functioning of our birth hormones. This, coupled 
with our unparalleled levels of hygiene and nutrition, gives us a 
better chance of an easy and safe birth than almost any of our 
foremothers, from whom we have also inherited, through evolu-
tion and natural selection, the female anatomy and physiology that 
gives birth most easily and effi ciently.

The hormones of birth
The hormonal orchestration of birth to which I refer is exceedingly 
complex. Despite a great amount of research over the last 50 years, 
involving both humans and other mammals, many fundamental 
processes are still not understood. For example, we still do not un-
derstand what causes the onset of human parturition (childbirth), 
although recent research implicates a substance secreted into the 
amniotic fl uid by the baby’s mature lung.6

In this paper, I will be primarily discussing the hormones 
oxytocin; beta-endorphin; the catecholamines, adrenaline and 
noradrenaline (epinephrine and norepinephrine); and prolactin. 
As the hormones of love; transcendence; excitement; and mother-
ing, respectively, these form the major components of an ecstatic 
cocktail of hormones that nature prescribes to aid birthing moth-
ers of all mammalian species.

Levels of these hormones build during an undisturbed labour, 
peaking around the time of birth or soon after for both mother 
and baby, and subsiding or reorganising over the subsequent hours 
or days. An optimal hormonal orchestration provides safety, ease, 
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and ecstasy during this time for mother and baby. Conversely, 
interference with this process will also disrupt this delicate hor-
monal orchestration, making birth more diffi cult and painful, and 
potentially less safe.

All of these hormones are produced primarily in the middle or 
mammalian brain, also called the limbic system. For birth to pro-
ceed optimally, this more primitive part of the brain needs to take 
precedence over our neo-cortex – our new or higher brain – that 
is the seat of our rational mind. This shift in consciousness, which 
some call “going to another planet”, is aided by (and also aids) the 
release of birthing hormones such as beta-endorphin, and is in-
hibited by disturbances such as bright lighting, conversation, and 
expectations of rationality.

If we were to consider giving birth as the deepest medita-
tion possible, and accord birthing women the appropriate respect, 
support, and lack of disturbance, we would provide the best 
physiological conditions for birth. Alternatively, we can consider 
the parallels between birth and sexual activity, which involves an 
almost identical pattern of hormone release. In birth, as in love-
making, we need to feel safe and private so that we can let down 
our guard, let our hormones fl ow and reap the rewards of the 
processes – which include, in both situations, an ultimate dose of 
hormonal ecstasy.

Mother Nature’s pragmatic and effi cient principles dictate 
that these hormones should also help the baby at birth, and this 
is being increasingly confi rmed by scientifi c research. This hor-
monal interdependence contradicts the oft-repeated medical 
response to natural birth as the mother prizing her experience over 
her baby’s safety, and underlines the mutual dependency of mother 
and baby, even as they begin their physical separation.

Oestrogen and progesterone

In our current understanding, the prime movers – the hormones 
that are involved in setting the scene, which includes activating, 
inhibiting, and reorganising other hormone systems – are the 
sex steroids progesterone and oestrogen, of which there are three 
distinct types. In pregnancy, progesterone production by the 
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placenta increases 10 to 18 times, while placental production of 
oestriol, the dominant type of pregnancy oestrogen, rises more 
than 1,000 times.7

These hormones are thought to play a critical but complex 
role in the initiation of labour, most likely through changes in 
their levels and/or ratios, or perhaps through their effects at a local 
(paracrine) level within the expectant mother’s uterus.8

Oestrogen also increases the number of uterine oxytocin re-
ceptors9 and gap junctions (connections between muscle cells)10 in 
late pregnancy, effectively “wiring up” the uterus for co-ordinated 
contractions in labour. Oestrogen and progesterone together also 
activate opiate pain-killing pathways in the brain and spinal cord 
in preparation for labour.7

Oxytocin

Oxytocin has been called the hormone of love because of its con-
nection with sexual activity, orgasm, birth, and breastfeeding. In 
addition, oxytocin is produced in social situations such as sharing 
a meal11, making it a hormone of altruism, or, as Michel Odent 
suggests, of “forgetting oneself”.12

Oxytocin is made in the hypothalamus, the nervous system’s 
primary communicator with the endocrine (hormone) system. It 
is then stored, and released in pulses from the posterior pituitary, 
the master gland of the endocrine system, into the bloodstream. 
Pulses occur every three to fi ve minutes, becoming stronger later 
in labour. Levels are diffi cult to measure in the human because 
of its pulsatile pattern of release and because, in pregnancy, the 
placenta makes a specifi c enzyme to metabolise (break down) 
oxytocin. Its half-life (the time taken to reduce blood levels by 
half) has been variously estimated as three and a half minutes,13 
10 to 12 minutes,14 and 15 minutes.15

The number of oxytocin receptors in a pregnant woman’s 
uterus increases substantially late in pregnancy, increasing her 
sensitivity to oxytocin. Circulating levels do not actually rise until 
late in labour, as noted below.16 Receptors are most dense in the 
woman’s fundus (the top of her uterus),14 which helps to co-ordi-
nate effi cient contractions in labour.
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Oxytocin is thought to be the prime initiator of the rhythmic 
uterine contractions of labour, although it is not the only hormonal 
system involved – mice who have had their oxytocin gene inacti-
vated are still able to deliver, but not breastfeed, their young.17 It 
has been hypothesised that prostaglandins, which are produced 
locally in the uterus, take over this uterotonic (causing contrac-
tions) role later in labour.13 Oxytocin has also been shown to have 
a pain-killing effect in rats and mice.18

The baby also releases large amounts of oxytocin from the pi-
tuitary during labour, and there is some evidence that this oxytocin 
may be transported back through the placenta into the mother’s 
circulation.13, 19 Oxytocin is also produced by the placenta and fetal 
membranes, as well as being present in amniotic fl uid.13 Some re-
searchers have therefore suggested that fetal oxytocin may directly 
stimulate the mother’s uterine muscle, and that this may be impor-
tant in the process of labour.20

Oxytocin catalyses the fi nal powerful uterine contractions that 
help the mother to birth her baby quickly and easily. At this time, 
the baby’s descending head stimulates stretch receptors in a wom-
an’s lower vagina, giving positive feedback to pituitary oxytocin 
neurons (brain cells) and releasing oxytocin in large quantities.21 
This is also known as the Ferguson refl ex. When the labour has 
been undisturbed, this effect is amplifi ed by adrenaline/noradrena-
line, as noted below, producing a more powerful mechanism called 
the fetal ejection refl ex.22

After the birth, ongoing high levels of oxytocin, augmented 
by more pulses released as the baby touches, licks, and nuzzles the 
mother’s breast,23 help to keep her uterus contracted and so protect 
her against postpartum haemorrhage. Skin-to-skin and eye-to-eye 
contact between mother and baby help to optimise oxytocin re-
lease.24 Oxytocin levels peak with the delivery of the placenta and 
subside over about 60 minutes.25

Newborn oxytocin levels peak at around 30 minutes after 
birth26 so that during the fi rst hour after birth, both mother and 
baby are bathed in an ecstatic cocktail of hormones, including oxy-
tocin, the hormone of love. Newborn babies have elevated levels 
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of oxytocin for at least four days after birth,26 and oxytocin is also 
present in breastmilk.27

Oxytocin is also involved with the olfactory system (smell), 
which is known to play an important role in mammalian birth. 
In labour, stimulation of the olfactory sense augments oxytocin 
release, and after the birth, smell is thought to be important in 
the establishment of mothering behaviour.7, 28 For example, one 
study found that monkeys delivered by caesarean rejected their 
offspring unless the babies were swabbed with secretions from the 
mother’s vagina.29 Newborn babies are attracted to the smell of 
amniotic fl uid (which is soothing30) and of their mother’s nipple,31 
which may help them with breast attachment. The large number 
of human genes that are involved with smell – one to two percent 
of the total32 – suggests that smell is of evolutionary importance in 
mother–infant bonding in our species.

As well as reaching peak levels after birth, oxytocin is secreted 
in large amounts in pregnancy, when it acts to enhance nutrient 
absorption, and conserve energy by making pregnant women 
more sleepy.33 The well-documented suppression of the hypotha-
lamic-pituitary-adrenal (HPA) stress pathway during pregnancy 
and lactation, which makes pregnant and breastfeeding mothers 
more relaxed, more resistant to stress and experience more posi-
tive mood states, may be due, at least in part, to oxytocin.7

Animal studies have shown that the effects of oxytocin, admin-
istered to a caged animal, also extend to its untreated cagemates.34, 35 
It seems likely that there is an olfactory or pheromonal transmission 
(via hormone-like substances that act outside the body) involving 
oxytocin. This transmission may also explain the positive emo-
tions that birth helpers often feel when attending a woman who is 
birthing with peak levels of oxytocin.

During breastfeeding (lactation), oxytocin mediates the 
milk-ejection, or let-down, refl ex and is released in pulses as the 
baby suckles. During the months and years of lactation, oxytocin 
continues to act to keep the mother relaxed and well nourished. 
Key oxytocin researcher Kerstin Uvnas Moberg calls it “…a very 
effi cient anti-stress situation, which prevents a lot of disease later 
on.”33 From her research, mothers who breastfed for more than 
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seven weeks were calmer when their babies were six months old, 
than mothers who did not breastfeed at all.

The oxytocin system has also been implicated in aggres-
sive-defensive behaviour in lactating females,36 although opiate 
mechanisms are also known to be involved.37

Other studies indicate that oxytocin is also involved in cogni-
tion, tolerance and adaptation, and researchers have recently found 
that oxytocin also acts as a cardiovascular hormone, with effects 
such as slowing the heart rate and reducing blood pressure.38

Another researcher has ascribed a “relaxation and growth re-
sponse” to oxytocin release, contrasting this physiologically with 
the body’s fi ght-or-fl ight stress response.39 Other research sug-
gests that the female response to stress is marked by a “tend and 
befriend” pattern, which may be mediated by oxytocin.40 Malfunc-
tions of the oxytocin system have been implicated in conditions 
such as schizophrenia,41 autism,42 cardiovascular disease,43 and 
drug dependency,44 and it has been suggested that oxytocin may 
mediate the antidepressant effect of drugs such as Prozac.45

Beta-endorphin

Beta-endorphin is one of a group of naturally occurring opiates 
(drugs derived from the opium poppy), with properties similar to 
pethidine (meperidine, Demerol), morphine, and heroin, and has 
been shown to work on the same receptors of the brain. It is secret-
ed from the pituitary gland under conditions of pain and stress, 
and high levels are present in pregnancy, birth, and lactation.

Beta-endorphin acts as a natural pain-killer, causing an in-
creasing tolerance to pain in pregnant rats.46 (It is thought to be 
the hormone that allows, for example, an injured sportsperson to 
ignore the pain on the sports fi eld.) Beta-endorphin also suppress-
es the immune system, which may be important in preventing a 
pregnant mother’s immune system from acting against her baby, 
whose genetic material is foreign to hers.

Like the addictive opiates, beta-endorphin reduces the effects 
of stress and induces feelings of pleasure, euphoria, and depen-
dency or, with a partner, mutual dependency. Beta-endorphin 
levels increase throughout labour,47 when levels of beta-endorphin 
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and CRH (another stress hormone) reach those found in male en-
durance athletes during maximal exercise on a treadmill.5 Maternal 
levels peak at the time of birth and subside slowly, reaching nor-
mal levels one to three days after birth.48 Such high levels help a 
labouring woman to transcend pain, as she enters the altered state 
of consciousness that characterises an undisturbed birth.

The baby also secretes beta-endorphin during labour from the 
fetal pituitary49 as well as directly from placental tissue and mem-
branes,50 and levels in the placenta at birth are even higher than 
those in maternal blood.51 Kimball speculates that early cord cutting 
may “…deprive mothers and infants of placental opioid molecules 
designed to induce interdependency of mothers and infants.”52

Beta-endorphin has complex and incompletely understood 
relationships with other hormonal systems.46 For example, high 
levels of beta-endorphin inhibit oxytocin release. It makes sense 
that, when pain or stress levels are very high, contractions will 
slow, thus “…rationing labour according to both physiological and 
psychological stress.”53 Beta-endorphin may also be involved in 
preventing premature birth by inhibiting the action of oxytocin 
before labour begins.54 Beta-endorphin facilitates the release of 
prolactin during labour,55 which prepares the mother’s breasts for 
lactation and also aids in lung maturation for the baby.56

Beta-endorphin is also important in breastfeeding. Levels peak 
in the mother at 20 minutes57 and beta-endorphin is also present 
in breastmilk,58 inducing a pleasurable mutual dependency for 
both mother and baby in their ongoing relationship.

Catecholamines

The fi ght-or-fl ight hormones adrenaline and noradrenaline (epi-
nephrine and norepinephrine) are part of the group of hormones 
known as catecholamines (CAs), and are produced by the body in 
response to stresses such as hunger, fear and cold. Together they 
stimulate the sympathetic nervous system for fi ght or fl ight.

Catecholamine levels rise during a normal labour;59 research 
suggests that adrenaline levels are more responsive to psychologi-
cal stresses such as pain and anxiety, with noradrenaline increasing 
in response to the physiological work of labour.60
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Very high adrenaline levels in the fi rst stage of labour will in-
hibit oxytocin release, therefore slowing or even stopping labour. 
Adrenaline also acts to reduce blood fl ow to the uterus and pla-
centa and therefore to the baby. This makes sense for mammals 
birthing in the wild, where the presence of danger would activate 
this fi ght or fl ight response, inhibiting labour and diverting blood 
to the major muscle groups so that the mother can fl ee to safety. 
In humans, high levels of adrenaline have been associated with 
longer labour and adverse fetal heart rate (FHR) patterns, which 
indicate that the baby is low in oxygen (hypoxic).60

After an undisturbed labour, however, when the moment of 
birth is imminent, these hormones act in a different way. There is 
a sudden increase in CA levels, especially noradrenaline, which 
activates the fetal (or fetus) ejection refl ex (FER). The mother ex-
periences a sudden rush of energy; she will be upright and alert, 
with a dry mouth and shallow breathing and perhaps the urge 
to grasp something. She may express fear, anger, or excitement, 
and the CA rush will produce, in concert with oxytocin, sev-
eral very strong contractions, which will birth her baby quickly 
and easily.22, 61

Some birth attendants have made good use of this refl ex when 
a woman is having diffi culties in the second (pushing) stage of 
labour. For example, one anthropologist working with an indig-
enous Canadian tribe recorded that when a woman was having 
diffi culty in birth, the young people of the village would gather 
together to help. They would suddenly and unexpectedly shout 
out close to her, with the shock increasing her catecholamines and 
triggering her fetal ejection refl ex, giving a quick birth.22

After the birth, the new mother’s CA levels drop steeply. 
If she is not helped to warm up, the cold stress will keep her 
CA levels high, which will inhibit her oxytocin production. High 
CA levels are associated with an increased risk of postpartum 
haemorrhage.62

Noradrenaline, as part of the ecstatic cocktail, is also impli-
cated in instinctive mothering behaviour. Mice bred to be defi cient 
in noradrenaline will not care for their young after birth unless 
noradrenaline is injected back into their system.63



UNDISTURBED BIRTH – MOTHER NATURE’S BLUEPRINT FOR SAFETY, 
EASE, AND ECSTASY

121

For the baby, too, labour is an exciting and stressful event, 
refl ected in increasing CA levels. In labour these hormones 
have a very benefi cial effect, protecting the baby from the effects 
of hypoxia (lack of oxygen) and subsequent acidosis by redistribut-
ing cardiac output (blood supply)64 and by increasing the capacity 
for anaerobic glycolysis (metabolism of glucose at low oxygen 
levels).65

The baby also experiences a marked surge in CA hormones, 
especially noradrenaline, at the time of birth, probably triggered by 
pressure on the baby’s head.66 This plays a very important role in 
the baby’s adaptation of extra-uterine life. It aids newborn metabo-
lism by increasing levels of glucose and free fatty acids,67 which 
protect the brain from the low blood sugar that can occur (because 
the baby loses the placental supplies of glucose) in the early new-
born period.68

In addition, catecholamines enhance respiratory (breathing) 
adaptation to life outside the womb by increasing the absorption of 
amniotic fl uid from the lungs and stimulating surfactant release.65 
(Surfactant is essential for smooth infl ation of the newborn lungs.) 
CAs also: assist with the necessary newborn shift to non-shivering 
thermogenesis (heat production); 69 increase cardiac contractility; 
stimulate breathing; and enhance responsiveness and tone in the 
newborn.65

High CA levels at birth also ensure that the baby is wide-eyed 
and alert at fi rst contact with the mother. The baby’s CA levels also 
drop steeply after an undisturbed birth, being soothed by contact 
with the mother, but remain elevated above normal for the fi rst 
12 hours.70

Prolactin

Prolactin is known as the mothering (or nesting) hormone, and 
is released from the pituitary gland during pregnancy and lacta-
tion. Prolactin is named for its well-known “pro-lactation” effects, 
preparing a pregnant woman’s breasts for lactation and acting post-
natally as the major hormone of milk synthesis and breastfeeding.

Prolactin’s milk-producing (lactogenic) effect is blocked dur-
ing pregnancy by high levels of progesterone, produced by the 
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baby’s placenta. When progesterone levels drop with delivery of 
the baby’s placenta, prolactin can begin stimulating milk produc-
tion. All mammalian species also produce a placental hormone 
with lactogenic effects – in the human this is human placental lac-
togen (hPL). Human placental lactogen, like prolactin, increases 
throughout pregnancy and also helps to organise the expectant 
mother’s brain for maternity.71

Prolactin is an important hormone in reproduction; mice bred 
with abnormalities in prolactin release are unsuccessful in repro-
duction and lacking in maternal behaviour.72 In all mammalian 
species, prolactin is thought to play a major role in maternal be-
haviour through its actions on the nursing mother’s brain.71

The mother’s prolactin levels rise progressively during preg-
nancy, but decline during labour, reaching the lowest point when 
her cervix is fully dilated. Prolactin then rises again steeply, peak-
ing in the moments after birth73 (perhaps due to stimulation of 
the mother’s cervix during delivery74) and declining again in the 
following hours.

During lactation, prolactin levels are directly related to the 
suckling intensity, duration, and frequency,71 although prolactin 
levels actually peak at night.75 After a nursing episode, breastfeed-
ing mothers are calmer, with an elevation in mood and increased 
resistance to stress: these effects are likely to be due to the peaks of 
oxytocin and prolactin, both stress-reducing hormones.76

There are more than 300 known bodily effects of prolactin,72 
including: induction of maternal behaviour; increase in appetite 
and food intake; suppression of fertility; stimulation of motor and 
grooming activity; reduction of the stress response; stimulation of 
oxytocin secretion and opioid activity; alteration of the sleep-wake 
cycle and increase in REM sleep; reduction in body temperature; 
and stimulation of natural analgesia.71 Prolactin, along with growth 
hormone (GH), is one of the hormones of growth and lactation 
(HGL) and, as such, has a crucial infl uence in the development 
and function of the immune system.77

This spectrum of prolactin effects has been called the “mater-
nal subroutine” (MS) and is associated psychologically with the 
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perceived need to take care of a child. For example, elevations of 
prolactin can be triggered by surrogate maternity.78, 79

Prolactin is also a hormone of submission or surrender. In 
some studies of primate troupes, the dominant male has the lowest 
prolactin level,80 while other troupe members have higher prolactin 
levels and are more subordinate and obedient.12 In the breastfeed-
ing relationship, these prolactin effects may help the mother to put 
her baby’s needs fi rst.

Animal studies show that prolactin release is also increased by 
carrying infants,81, 82 and its association with paternal nurturing83 
(including in humans84) has earned it the added title “the hormone 
of paternity”.85 Human studies have shown that, just before the 
birth, fathers-to-be have elevated prolactin levels, which parallels 
the rise of prolactin in their partners.84 Those new fathers with 
higher prolactin levels are more responsive to newborn cries.86

Prolactin levels also peak following male and female orgasm, 
and levels remain elevated for around an hour afterwards.87 Pro-
lactin reduces sex drive, which may explain the usual post-coital 
drop in desire,87 as well as the lowered libido among people taking 
antidepressants and antipsychotic drugs,88 which increase prolac-
tin levels, and among breastfeeding women.

The baby produces prolactin in utero, and prolactin is also 
present in breast milk, with a signifi cant amount being transferred 
intact into the newborn circulation, at least in the rat.89 Accord-
ing to one researcher, “… there is evidence that prolactin plays an 
important role in the development and maturation of the neonatal 
[newborn] neuroendocrine [brain-hormone] system.”90 This may 
partly explain the enhanced IQ and brain development of breast-
fed babies.91

Impact of obstetric procedures
Induction and augmentation 
with synthetic oxytocin

Induction can be a useful and even life-saving intervention in com-
plicated pregnancies. However, our current rates of induction, and 
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the use of oxytocic (“fast labour”) drugs to speed up labour, known 
as augmentation, stimulation or acceleration, are extreme.

The most commonly used drug for induction and augmenta-
tion is synthetic oxytocin, known as Syntocinon or Pitocin (US). 
In Australia in 2002, more than 25 percent of birthing women 
had their labour induced, and another 20 percent were augment-
ed during labour, almost all with this drug.92 In the US in 2002, 
44 percent of women reported that their care-givers tried to induce 
labour; almost one-fi fth for solely non-medical reasons. Syntoci-
non was reportedly used for 85 percent of these inductions, and 
also administered to the 55 percent of women overall who reported 
that their labours had been augmented.93 In the UK94 and Canada,95 
20 percent of women in both countries had their labour induced 
during 2002–3 and 2003–4 respectively.

As with all medical interventions, the balance between benefi t 
and risk becomes weighted towards risk when powerful drugs and 
procedures are used on essentially healthy individuals. Drugs used 
for induction and augmentation can cause extra risks for mothers 
and babies because they produce an abnormal labour. These drugs 
will also interfere with the orchestration of the mother’s ecstatic 
hormones – and possibly with the brain-hormone system of her 
baby as well.

Synthetic oxytocin is administered intravenously (IV) in la-
bour, and acts very differently to a labouring woman’s intrinsic 
oxytocin, which is largely released from her middle brain. Firstly, 
the uterine contractions produced by IV Syntocinon are different 
to natural contractions – possibly because it is administered con-
tinuously rather than in a pulsatile manner96 – and this can cause 
detrimental effects to the baby in the womb.

For example, Syntocinon-induced contractions can occur too 
close together, leaving insuffi cient time for the baby to recover 
from the reduced blood fl ow that occurs when the placenta is com-
pressed with each contraction. Syntocinon also causes the resting 
tone of the uterus to increase.97 Such over-stimulation (hyperstim-
ulation) can deprive the baby from the necessary supplies of blood 
and oxygen, and so produce abnormal FHR patterns, fetal distress 
(leading to caesarean section), and even uterine rupture.97
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Birth activist Doris Haire describes the effects of Syntocinon/
Pitocin on the baby:

The situation is analogous to holding an infant under the sur-
face of the water, allowing the infant to come to the surface to 
gasp for air, but not to breathe.98

With this loss of blood and oxygen, the baby will be at risk, as 
the US Pitocin package insert warns, of fetal heart rate abnormali-
ties (bradycardia, premature ventricular contractions and other 
arrhythmias – all signs of fetal distress); low fi ve-minute Apgar 
scores (signifying poor condition at birth); neonatal jaundice; neo-
natal retinal hemorrhage; permanent central nervous system or 
brain damage and fetal death.98

For example, in a US hospital using low or high-dose proto-
cols for induction with Syntocinon (Pitocin), 42 and 55  percent of 
induced women respectively experienced hyperstimulation (usu-
ally remedied by turning down the infusion rate), and three and six 
percent respectively required a caesarean for fetal distress.99 A Swed-
ish study showed an almost three times higher risk of asphyxia for 
babies born after augmentation with Syntocinon,100 and in a study 
in Nepal, where monitoring is not optimal, induced babies were 
fi ve times more likely to have signs of brain damage at birth.101

Although Syntocinon stimulates uterine contractions, this 
has minimal effects on the dilatation of a labouring woman’s 
cervix, compared to a normal labour.102 This creates the possibil-
ity of a “failed induction” where – despite the presence of regular, 
and sometimes very painful, contractions – labour does not prog-
ress, the woman’s cervix fails to dilate, and a caesarean section 
becomes necessary.

Furthermore, oxytocin, whether synthetic or not, cannot cross 
from the body back to the brain through the blood–brain barrier. 
This means that when it is administered in any way except directly 
into the brain, it can cause effects on the body but it cannot act as 
the hormone of love. It can, however, interfere with natural oxy-
tocin effects.

For example, there is ample evidence that women who labour 
with a Syntocinon infusion are at increased risk of postpartum 
haemorrhage.103–105 Recent research indicates that this is because 
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prolonged exposure to synthetic oxytocin in labour, for induction 
or augmentation, leads to a dramatic reduction in the numbers of 
oxytocin receptors in the labouring woman’s uterus.106 This makes 
her own postpartum oxytocin release ineffective, and her uterus 
less likely to contract effi ciently in the crucial minutes after birth.

We do not fully understand, however, the psychological, or 
psychoneuroendocrine (mind-brain-hormone) effects of interfer-
ence with the oxytocin system at the time of birth.

In one study, women whose labours were augmented with 
Syntocinon did not experience an increase in beta-endorphin levels 
in labour,107 indicating the complexities that may result from inter-
ference with any of the hormonal systems of birth. Such hormonal 
disruption may also explain the fi ndings, in some observational 
studies, of a reduced rate of breastfeeding following induced la-
bour.108–110 (This has occurred even among women who intended 
to breastfeed110 and when controlling for other variables associated 
with low breastfeeding rates.108) An induced or augmented labour 
is also more stressful for the mother: stress in labour has been 
linked with a reduction in breastmilk production.111

Other research has suggested that oxytocin may pass through 
the placenta to the baby unchanged,19, 112 which implies that the 
fetal oxytocin system may also be disrupted by administration of 
synthetic oxytocin in labour. Prairie voles that were exposed to a 
single dose of synthetic oxytocin a few hours after birth showed 
abnormalities in sexual and parenting behaviour in adulthood.113 
This raises the possibility of signifi cant long-term effects from peri-
natal hormone exposure.

There have been few direct studies, animal or human, of the 
effects of induction and augmentation on the offspring. Observa-
tional studies have shown differences in newborn resting brain 
activity114 and in neurological development at age two months115 
compared to babies born after spontaneous delivery, but other re-
searchers have found no difference at 30 months (for induction 
using prostaglandins)116 and fi ve years of age.117

The hypothesis that induction may predispose to neurobe-
havioral abnormalities such as autism has been proposed,42, 118, 119 
because interference with the oxytocin system has been implicated 
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in autism in animal120–122 and human studies.123–125 There is some 
evidence, from epidemiological (population-based) studies that 
induction may be a risk factor,126 but case-control comparisons 
thus far have not supported this hypothesis.127–128 It is likely that 
conditions such as autism have many causative factors,129 although 
this may include, especially for vulnerable individuals, exposure to 
Syntocinon in the perinatal period (around the time of birth).

Note also that, under western obstetric care, synthetic oxy-
tocin is also routinely administered to the mother as her baby is 
being born, as part of the active management of third stage. If 
oxytocin can cross the placenta, the majority of newborn babies 
will be exposed to this substance, with unknown psychoneuro-
endocrinological effects.130 (See chapter 15 for more detail about 
management of the third stage.)

Opiate painkillers

Pethidine (meperidine, Demerol) is the usual opiate administered 
in Australian and UK labour wards. In Queensland, Australia in 
2001, around 40 percent of labouring women used this drug.131 In 
the US, other opiates such as nalbuphine (Nubain), butorphanol 
(Stadol), alphaprodine (Nisentil), hydromorphone (Dilaudid), and 
fentanyl (Sublimaze) have been traditional mainstays of labour an-
algesia. Opiate painkillers are reportedly still given to up to 50 
percent of women labouring in some US hospitals,132 despite the 
increasing popularity of epidural analgesia, which may also con-
tain opiates as discussed below.

Opiates are simple to administer, which partly accounts for 
their popularity. In many places the midwife or obstetric nurse can 
prescribe and inject these drugs during labour. However, studies 
have questioned their effi cacy, with some research showing that 
opiates produce excessive sedation and little pain relief.133 Studies 
show an overall reduction in pain of about 20 percent with these 
drugs.133–135

All opiates used in labour can cause side effects, such as ma-
ternal nausea, vomiting, sedation, pruritus (itching), hypotension 
(low blood pressure), and respiratory depression. For the baby, 
these drugs can cause FHR abnormalities, respiratory depression, 
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impaired early breastfeeding and altered neonatal neurobehaviour 
(behaviour refl ecting brain function),136 largely due to the sedating 
effects and their ready passage through the placenta.

Use of these drugs will also reduce a labouring woman’s own 
opioid hormone production,137 which may be helpful if exces-
sive levels are inhibiting labour. However, the use of pethidine 
has been shown to slow labour in a dose-response way.138 In one 
randomised trial, morphine administered in labour directly 
reduced oxytocin release,139 which is consistent with research 
showing that, within the mammalian brain, opiates reduce the 
release of oxytocin.140

Given that the release of opiates within the brain is connected 
with maternal behaviour, it is not surprising that animal research 
has found that these substances (given, in these studies, after the 
establishment of lactation) can disrupt various aspects of early 
mothering.141–144

Again, we must ask, “What may be the effects for mother and 
baby of labouring and birthing without peak levels of these hor-
mones of pleasure and transcendence?” Some researchers have 
nominated our endogenous opiates as the reward system for re-
productive acts. That is, the endorphin fi x keeps us making babies, 
having babies, and breastfeeding.12, 145 Anecdotally I notice that 
women who have pleasurable experiences of birth and breastfeed-
ing tend to have larger families. On a global scale, countries that 
have embraced the obstetric model of care, which prizes drugs and 
interventions above birthing pleasure and empowerment, have ex-
perienced steeply declining birth rates in recent years.

More serious are the implications of Swedish research into the 
use of opiates at birth,146 recently repeated in a US study.147 In 
the fi rst study, researchers looked at the birth records of 200 opi-
ate addicts born between 1945 and 1966, and compared them to 
their non-addicted siblings. Offspring whose mothers used anal-
gesia in labour (opiates, barbiturates, and nitrous oxide gas) were 
more likely to become addicted to drugs (opiates, amphetamines) 
as adults, especially when multiple doses were administered. For 
example, when a mother had received three doses of any of these 
drugs in her labour, her child was 4.7 times more likely to become 
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addicted to opiate drugs in adulthood. This fi gure was replicated 
almost exactly in the US study.

Animal studies suggest a mechanism for such an effect. It 
seems that, as with the research on oxytocin and prairie voles 
quoted above,113 drugs and hormones administered in the perina-
tal (late pregnancy and early newborn) period can cause effects in 
brain structure and function in offspring that may not be obvious 
until adulthood.148–152

For example, Csaba and colleagues have found that, among 
rats, adult behaviour (and especially reproductive behaviour) be-
comes abnormal after a single perinatal exposure to substances 
including beta-endorphin153 and serotonin154 (another natural 
brain chemical).

In one of their studies, changes in brain chemistry after a single 
dose of beta-endorphin administered in late pregnancy persisted 
through three generations,155 and these researchers summarise:

Perinatally, the fi rst encounter between the maturing receptor 
and its target hormone results in hormonal imprinting, which 
adjusts the binding capacity of the receptor for life. In the pres-
ence of an excess of the target hormone or foreign molecules 
than can be bound by the receptor, faulty imprinting carries 
life-long consequences.150

Along with the possibility of hormonal imprinting, there 
are also potential toxic effects from any drugs that the baby is 
exposed to during labour and birth. Researchers warn, “During 
this prenatal period of neuronal [brain cell] multiplication, mi-
gration, and interconnection, the brain is most vulnerable to 
irreversible damage.”156

Epidural and spinal drugs

Epidural analgesia uses several types of drugs, administered via 
a catheter (tube) into the epidural space around the coverings of 
the spinal cord. Traditionally, epidurals have used local anaesthet-
ics, all cocaine derivatives – bupivacaine (Marcaine/Sensoricaine); 
ropivicaine (Naropin); lidocaine (Xylocaine) – which numb the 
motor as well as sensory nerves, making lower-limb movement 
impossible. More recently these have been used in lower doses 
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and/or combined with low-dose opiates, reducing the motor block 
(paralysing) effect and producing a “walking epidural”. Epidural 
drugs may also include catecholamines, such as adrenaline.

Spinal analgesia involves a single dose of an opiate drug, 
sometimes with a local anaesthetic, injected through the cover-
ings of the spinal cord. Spinal analgesia is usually short acting, 
unless given as a combined spinal-epidural (CSE), when an epidu-
ral catheter is also put in place.

Epidural pain relief has major effects on all of the above-
mentioned hormones of labour. Epidurals inhibit beta-endorphin 
production48, 157, 158 (as do spinals159) and, therefore, also inhibit 
the alteration in consciousness that is part of a normal labour. 
Their popularity may partly refl ect our lack of understanding of 
the physiological process, and of the need for labouring women to 
shift their state of consciousness. (Most modern birth settings are 
also lacking the experience, training, and environmental facilities 
to accommodate this most basic requirement for birth.)

When an epidural is in place, the oxytocin peak that occurs at 
birth is also inhibited, because the stretch receptors of a birthing 
woman’s lower vagina, which trigger this peak, are numbed. This 
effect probably persists even when the epidural has worn off and 
sensation has returned, because the “proprioceptive” nerve fi bres 
involved are smaller than the sensory nerves and therefore more 
sensitive to drug effects.160 A woman labouring with an epidural 
therefore misses out on the fi nal powerful contractions of labour 
and must use her own effort, often against gravity, to compensate 
this loss. This explains the increased length of the second stage of 
labour and the extra need for forceps when an epidural is used.161

The use of epidurals also inhibits catecholamine release for 
mother162, 163 and, to a lesser extent, for her baby.164 This may be 
advantageous for the mother in the fi rst stage of labour; close to 
the time of birth, however, a reduction in CA levels will likely 
inhibit the fetal ejection refl ex and prolong the second stage. The 
health of the newborn may also possibly be affected by a reduction 
in catecholamines under epidural. For example, some studies have 
shown alterations in lipids and blood glucose levels for epidural 
babies.165, 166
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Release of the uterine-stimulating prostaglandin (PG) F2 
alpha is also adversely affected by epidurals. Levels of this hormone 
naturally rise during an unmedicated labour, consistent with its 
presumed role as the major mediator of uterine contractions later 
in labour. However, in one study, women with epidurals experi-
enced a decrease in PGF2 alpha, and a prolongation of labour.167 
In this study, average labour times were increased from 4.7 to 
7.8 hours.

All of these hormonal disruptions explain some of the most 
recognised sequelae of epidurals on the processes of labour. Ac-
cording to recent reviews, epidurals lengthen labour (by an average 
of 26 minutes in fi rst stage and 15 minutes in second stage168); 
double the chance of oxytocin augmentation;168, 169 double the need 
for instrumental delivery; 169 double the risk of a severe perineal 
tear (third or fourth degree); 168 and increase the risk of caesarean 
by 1.5 times.161 In six of nine studies reviewed in one paper, less 
than half of women who received an epidural had a spontaneous 
vaginal delivery.161

Note that most of the comparison groups used in these studies 
involve women who have used opiate drugs, which also disrupt 
the hormonal processes of labour, although to a lesser extent. It 
is likely that a comparison with women using no drugs in labour 
would have found even more signifi cant effects.

Drugs administered by epidural enter the mother’s blood-
stream within minutes and go straight to the baby at equal, and 
sometimes effectively greater, levels than in the mother.170–171 Al-
most all will take longer to be eliminated from the baby’s immature 
system after the cord is cut. For example, the half-life (time for 
blood levels to fall by half) of bupivacaine is 2.7 hours in the adult, 
but around eight hours in the newborn baby.172

Studies using the comprehensive Brazelton Neonatal As-
sessment Scale (NBAS) have found defi cits in newborn abilities 
consistent with toxicity from these drugs.161

Epidural anaesthesia used for caesareans has also been associ-
ated with more acidemia (acid blood levels) in healthy newborn 
babies compared to general anaesthetic, an indication that epidur-
als can compromise fetal blood and oxygen supply.173, 174 This effect 
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is probably due to the well-recognised drop in maternal blood 
pressure that epidurals cause.161

Another indication that epidurals may have unintended side 
effects for mothers and babies comes from French researchers 
who gave epidurals to labouring sheep.175 The ewes failed to dis-
play their normal mothering behaviour; this effect was especially 
marked for the ewes in their fi rst lambing that were given epidur-
als early in labour. Seven out of eight of these mothers showed no 
interest in their offspring for at least 30 minutes.

Some studies indicate that this disturbance may also apply to 
humans. Mothers given epidurals in one study spent less time with 
their babies in hospital, in inverse proportion to the dose of drugs 
they received and the length of the second stage of labour.176 In 
another study, mothers who had epidurals described their babies 
as more diffi cult to care for one month later.177 Such subtle shifts 
in relationship and reciprocity may refl ect hormonal dysfunctions, 
and/or drug toxicity, and/or the less-than-optimal circumstances 
that often accompany epidural births: long labours, forceps, and 
caesareans.

Incredibly, there has been a lack of high-quality research on 
the long-term effects of epidurals on breastfeeding.161, 178 There is 
evidence that babies born after epidural have diminished suckling 
refl exes and capacity,179 consistent with drug-related neurobehav-
ioural defi cits as noted above. A recent study showed that, for 
healthy full-term babies born vaginally, being exposed to an epidu-
ral reduced their chance of being fully and successfully breastfed 
before hospital discharge.180 A large Australian study of fi rst-time 
mothers found that those who used epidurals breastfed for a short-
er duration, compared to women who used nil or another form of 
analgesia.181 (For more about epidurals, and the impact on breast-
feeding, see chapter 14.)

Caesarean surgery

In the western world we are experiencing an epidemic of caesar-
eans, and we have somehow come to believe that this is a safe 
– and perhaps even safer – way of delivering our babies. Medical 
studies do not support this assertion. Caesarean surgery involves 
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major abdominal surgery and increases the risk of maternal death 
overall by about four times,182 and, for elective surgery on a healthy 
mother and baby, by around three times.183

Mother’s and baby’s health may also be compromised, and risk 
of death increased, in all subsequent pregnancies because of an in-
creased risk of ectopic pregnancy; placental abnormalities such as 
placenta praevia and placenta accreta;184 unexplained stillbirth;185 
and rupture of the uterus, even with a repeat elective caesarean.186 
The caesarean rate in Australia in 2002 was 27 percent92 and in the 
US in 2003, 27.6 percent187 – the highest level on record.

With a caesarean, there is an absent or curtailed labour and the 
maternal hormonal peaks of oxytocin, endorphins, and catechol-
amines are absent or reduced. The normal multi-phasic pattern of 
prolactin secretion is abolished in elective caesarean.188

Studies of babies delivered by elective caesarean also show 
signifi cantly lower levels of oxytocin,189 endorphins,50 catechol-
amines,190 and prolactin.188, 191 Some of the well-documented risks 
of caesareans may be due to these hormonal defi cits – particularly, 
for the baby, to absence of the catecholamine surge. This means 
that babies born after caesareans are at increased risk of respiratory 
(breathing) compromise192, 193 for up to a week after birth,194 as 
well as low blood sugar67 and poor temperature regulation.195

Brain oxygenation is lower immediately after caesarean versus 
vaginal birth,196 possibly because of the lack of blood redistribu-
tion from the catecholamine surge and/or the loss of the placental 
transfusion with caesarean delivery.130 (See chapter 15, “Leaving 
Well Alone”, for more about the placental transfusion.) These 
changes may explain the slower neurological (brain and nervous 
system) adaptation after birth in caesarean babies,197–199 which may 
in turn explain the caesarean baby’s delay in adapting to a diurnal 
(day–night) pattern of sleep.200

Recent research has found many more differences in the phys-
iology of caesarean newborns. These include differences in levels 
of the hormones of calcium metabolism,201 renin-angiotensin (fl u-
id and blood pressure regulating) hormones,202–204 human atrial 
natriuretic peptide (a hormone produced by the heart),205 proges-
terone,206 the muscle enzyme creatinine kinase,207 dopamine (a 
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brain chemical) pathways,208 nitric oxide synthesis209 (which helps 
with lung maturation);210 the insulin-like hormone IGFBP-1,211 
melatonin,212 thyroid hormones (which decrease during labour 
and surge in the hours after birth),213 and liver enzymes.214

In the immune and blood systems, caesarean babies have de-
pressed neutrophil function215 and survival;216 fewer neutrophils, 
lymphocytes and natural killer cells (all white cells that fi ght in-
fection);217 less IgG (a type of immunoglobulin or antibody);218 
different phagocyte function (a white cell that ingests bacteria 
– this difference persists for six months);219 lower hematocrit (re-
fl ecting fewer red cells);220 less erythropoietin (a substance that 
signals red cell production);221 decreased transfer of antibodies 
against Herpes simplex through the placenta;222 less activation of 
monocytes (white cells that make antibodies);223 decreased abil-
ity of monocytes to make cytokines (which kill foreign cells);224 
down-regulated lymohocyte adenoreceptors;225 changes in coagu-
lation factors226 and lower levels of leukotrienes (which mediate 
infl ammation and healing).227

Gut function also differs for caesarean babies, whose stomachs 
are less acid after birth;228 and who secrete less of the gut hormones 
gastrin;229 and somatostatin.189 Caesarean babies have an altered 
bowel fl ora (types of “friendly bacteria” present in the intestines) 
compared to vaginally-born babies, which persists for at least six 
months, and possibly life-long.230 This bowel fl ora abnormality 
(which occurs because the caesarean baby is not exposed to the 
mother’s bowel fl ora at birth) may explain the increased suscepti-
bility of premature caesarean babies to newborn gut infections,231 
and possibly the increased risk of asthma232, 233 and allergies234 (in-
cluding food allergies234) for caesarean offspring in later life.

The processes of labour and birth are recognised to produce 
oxidative stress for the baby,235 which is heightened when the new-
born is suddenly exposed to the oxygen-rich environment after 
birth. Term labor triggers an increase in antioxidants in the baby’s 
blood that may act to protect against this sudden hyperoxia (high 
levels of oxygen).236 (Also see chapter 15, “Leaving Well Alone”, for 
information about the antioxidant properties of bilirubin.)
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Another protective system is the transfer of tryptophan from 
mother to baby during labour, which is used by the baby to make 
kynurenine. This substance protects the newborn’s vulnerable 
brain against, for example, seizures and brain damage due to low 
oxygen levels. This transfer is reduced for caesarean babies.237

Many of these differences may be due to a reduced activation 
of the baby’s stress hormones with caesarean delivery (especially 
elective caesarean): in a normal labour, the baby’s stress hormones 
are thought to activate many of the hormonal and metabolic sys-
tems described above. In more simple terms, we could say that 
the processes of labour and birth are designed to fully awaken the 
baby, and prepare for life outside the womb.

These stress hormones – which include cortisol, ACTH (which 
releases cortisol from the adrenal) and AVP (arginine vasopres-
sin, previously known as antidiuretic hormone, ADH), as well as 
beta-endorphin and the catecholamines238 – follow the hormonal 
pattern described above for vaginally-born babies; they are elevat-
ed in labour, peak at birth and slowly decline. Levels in caesarean 
babies are reduced overall and the pattern may also be different; 
for example, beta-endorphin levels are elevated at birth but are 
maintained or continue to rise in the following hours,239 perhaps 
refl ecting that the caesarean baby lacks the normal preparation for 
birth, and so is maximally stressed in the hours afterwards.

After a caesarean, mothers and babies are usually separated 
for some hours (which may be another reason for stress in a caesar-
ean newborn), so the fi rst breastfeed is usually delayed. Both will 
also be affected to some extent by the drugs used in the procedure 
(epidural, spinal, or general anaesthetic) and for post-operative 
pain relief.

The maternal consequences of such radical departures from 
our maternal blueprint are suggested in the work of Australian re-
searchers who interviewed 242 women in late pregnancy and again 
after birth. The 50 percent of women who had given spontaneous 
vaginal birth experienced, in general, a marked improvement in 
mood and an elevation of self-esteem after delivery. In compari-
son, the 17 percent who had caesarean surgery were more likely 
to experience a decline in mood and self-esteem. The remaining 
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women had a forceps or vacuum delivery, and their mood and self-
esteem were, on average, unaltered.240

Another study looked at the breastfeeding hormones prolactin 
and oxytocin on day two, comparing women who had given birth 
vaginally with women who had undergone emergency caesarean 
surgery. In the caesarean group, prolactin levels did not rise as 
expected with breastfeeding, and oxytocin pulses were reduced 
or absent. In this study, fi rst suckling had been at 240 minutes 
average for caesarean babies, and 75 minutes average for babies 
vaginally born. The authors of this study believe that these differ-
ences may be partly explained by the delay in the fi rst breastfeed, 
and conclude,

These data indicate that early breastfeeding and physical close-
ness may be associated not only with more interaction between 
mother and child, but also with endocrine [hormonal] changes 
in the mother.241

The possible effects of these hormonal changes on breastfeed-
ing are explored in a recent study of 185 new mothers and babies. 
The study found that healthy, breastfeeding, caesarean babies had 
a signifi cantly lower breastmilk intake for the fi rst six days, com-
pared to babies born after a normal birth, even when controlling 
for the mothers’ previous birth and breastfeeding experience, and 
for delay in fi rst feeding.

These researchers found that only 20 percent of caesarean 
babies had regained their birth weight by day six, compared to 
40 percent of babies in the normal birth group.242 The authors 
conclude that there is a lag in “breastmilk transfer” (BMT) after a 
caesarean. Other research has shown that early and frequent suck-
ling in the hours after birth positively infl uences milk production 
and the duration of breastfeeding.243, 244

Many other studies have shown signifi cantly reduced breast-
feeding rates after caesarean surgery,245 which may refl ect all of 
the above effects. These fi ndings also highlight the extra assis-
tance that caesarean mothers and babies may need in establishing 
breastfeeding.

These caesarean studies not only indicate important links 
between birth, hormones, and breastfeeding, but also show how 
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an optimal birth experience is designed to enhance the long-term 
health of mother and baby. For example, successful and long-term 
breastfeeding confers advantages such as reduced risk of breast 
cancer and osteoporosis for the mother, and increased intelligence, 
reduced risk of diabetes, and less obesity long-term for the child.246

The connections between events at birth and long-term health 
certainly deserve more study.247 But, we cannot afford to wait many 
years for researchers to prove the benefi ts of an undisturbed birth. 
Perhaps the best we can do is to trust our instincts and vote with 
our birthing bodies, choosing (and supporting) models of care that 
increase the chances of undisturbed – and therefore safer, easier 
and more ecstatic – birthing.

Early separation
There are many animal studies that show that removing newborns 
from their mothers has negative effects on maternal-infant care 
and on the growing offspring. For some species, there is an invio-
lable need to lick and smell the offspring; without this, attachment 
will not occur. There seems also to be a critical period for mam-
mals – the fi rst hour or so after birth – when this process is most 
easily disrupted.

Human studies also support the importance of not disturbing 
this early contact. Swedish researchers noted that if an infant’s lips 
touched the mother’s nipple in the fi rst hour of life, the mother 
kept her infant with her for an extra 55 minutes every day com-
pared to mothers who did not experience suckling until later.248

Early breastfeeding also confers a lifelong benefi t to the baby’s 
gut system. Klaus quotes the research of Uvnas-Moberg,249 who 
has found that

… when the infant suckles from the breast, there is an out-
pouring of 19 different gastrointestinal hormones in both the 
mother and the infant, including insulin, cholesystokinin, and 
gastrin. Five of these hormones stimulate the growth of intes-
tinal villi in the mother and the infant. As a result, with each 
feeding, there is an increased intestinal surface area for nutrient 
absorption. The hormonal release is stimulated by the touch of 
the mother’s nipple by her infant’s lips. This increases oxytocin 
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in both the mother’s brain and the infant’s brain, which stimu-
lates the vagus nerve, then causes the increase in the output of 
gastrointestinal hormones. Before the development of modern 
agriculture and grain storage 10,000 years ago, these responses 
in the infant and mother were essential for survival when fam-
ine was common.250

Undisturbed early contact, especially skin-to-skin, fulfi ls the 
newborn’s physical needs, giving effi cient temperature regulation, 
easy access to the mother’s breast, and less crying than babies 
wrapped and placed in cots.251 One study showed that newborns 
who experienced “kangaroo care” – that is, uninterrupted skin-to-
skin contact with the mother – in the fi rst hour after birth were 
less stressed and more organised in their behaviour, cried less, and 
slept longer, compared to babies who were routinely separated.252

Researchers have also identifi ed a separation distress call in 
the human neonate, equivalent to that in other mammalian spe-
cies. This cry, which is almost certainly genetically encoded, signals 
the newborn’s need for close body contact with the mother after 
birth and ceases at reunion. The authors note, “These fi ndings are 
compatible with the opinion that the most appropriate position 
of the healthy full-term newborn baby after birth is in close body 
contact with the mother.”253

There are also good reasons for continued contact between 
mother and baby, if the baby is distressed at birth. For example, 
the baby can be resuscitated with the cord intact, which gives 
the advantage of an ongoing supply of blood and oxygen to sup-
port this transition. (For more about this, see chapter 15, “Leaving 
Well Alone”.)

Beyond the early hours, there is a vulnerable period of several 
days when attachment is still developing; separation at this time 
also has negative long-term consequences for mammalian species. 
For example, researchers found that infant rats removed for fi ve 
hours a day in the fi rst week of life had increased responsiveness 
to stress in adulthood, associated with alterations in HPA (stress) 
hormone regulation.254

In humans, extra contact “allowed” in hospital decreases 
the risks of abandonment, abuse, neglect, and failure to thrive in 
childhood. These benefi ts have been noted in many hospitals that 
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have adopted the WHO Baby-Friendly Hospital Initiative, which 
includes early contact and routine rooming-in for mother and baby 
(rather than putting the baby in a nursery).255

For example, abandonment was reduced in one hospital in 
Thailand from 36 per 10,000 down to one per 10,000 after be-
coming “baby-friendly”.256 In an earlier study, a US hospital found 
substantially less “parental inadequacy”, as well as improved child 
development, for those high-risk mothers randomly allocated to 
rooming-in with their babies.257

In another study, mothers who had experienced extra early 
contact with their babies spoke differently to their children at 
two years of age, using more questions, adjectives, and words per 
proposition, along with fewer commands and content words.258

The wisdom of undisturbed mother–baby contact after birth 
is well described by Joseph Chilton Pearce in his book Evolution’s 
End: Reclaiming the Potential of Our Intelligence.3 According to Pearce, 
when the newborn baby is in skin-to-skin contact, at the mother’s 
left breast (which is where new mothers in all cultures instinctively 
cradle their babies) and in contact with her heart rhythm, “…a cas-
cade of supportive, confi rmative information activates every sense, 
instinct, and intelligence needed for the radical change of environ-
ment… Thus intelligent learning begins at birth.”259

For the mother also, “A major block of dormant intelligences 
is activated… the mother then knows exactly what to do and can 
communicate with her baby on an intuitive level.”260 Such intuitive 
capacities are sorely needed in our human culture, where we are 
heavily reliant on outside advice from books and experts to tell us 
how to care for our babies.

Researchers are increasingly ratifying Pearce’s assertions, al-
though this area is still poorly researched. Lin states, “Parturition 
[birth] plays a critical role in the full expression of maternal be-
havior in postpartum females, yet the precise mechanism remains 
unclear.”261 Animal research is consistent with the hypothesis that 
the processes of birth activate areas of the brain involved in mother-
hood via the peaks of hormones such as oxytocin, catecholamines 
and prolactin.261–263
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Suggestions for undisturbing birth

For women
• Take responsibility for your health, healing, and wholeness before and 

during the child-bearing years

• Choose a model of care that enhances the chance of a natural and 
undisturbed birth; ideally homebirth, birth centre and/or one-on-one 
midwifery care

• Arrange support according to your individual needs — trust, a loving 
relationship, and continuity of care with support people are important

• Consider having an advocate at a hospital birth; ideally your own private 
midwife or doula, who can help to protect your birthing space and also 
support your partner, if present

• Also note all of the recommendations below

For carers
• Ensure an atmosphere where the labouring woman feels private, safe, 

and unobserved, and free to follow her own instincts

• Reduce neo-cortical (higher-brain) stimulation by keeping lighting and 
noises soft, and reducing words to a minimum

• Cover the clock and any other technical equipment

• Avoid procedures (including obvious observations) unless absolutely 
necessary

• Avoid talking to the labouring woman unless absolutely necessary

• Avoid drugs unless absolutely necessary

• Avoid caesarean surgery unless absolutely necessary

• Keep lighting low during birth, and for the hour following

• Facilitate an undisturbed atmosphere of quiet and calm for mother and 
baby for at least an hour after birth

• Faciltate skin-to-skin contact between mother and baby for at least the 
fi rst hour. Bathing and washing are unnecessary at this time

• Facilitate breastfeeding soon after birth, ideally allowing the baby to fi nd 
the nipple and attach without disturbance

• Don’t separate mother and baby for any reason, including resuscitation, 
which will be more effective with the cord still attached
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Pearce believes that the stress caused to the newborn by early 
separation – which violates an ancient and evolutionary expec-
tation of uninterrupted maternal care – can cause permanent 
damage, both psychological and neurological, by elevation of the 
baby’s stress hormones. As noted above, the principles of hor-
monal imprinting would support this assertion. Further, modern 
concepts of neurological development highlight the plasticity of 
the developing brain; as Shore states, “Early interactions don’t just 
create a context; they directly affect the way the brain is wired.”264

Breastfeeding: a second chance
It is noteworthy that breastfeeding involves three of the four 
ecstatic hormones of labour and birth: oxytocin, beta-endorphin, 
and prolactin. When birth has been diffi cult or disturbed; when 
mother and baby have been separated; or when the mother has 
missed her ecstatic hormonal cocktail, she can use breastfeeding and 
skin-to-skin contact with her baby to stimulate these hormones, 
which will help her to fall in love with her baby, and vice versa.

Constant or near-constant contact between mother and baby 
(ideally using a sling or baby carrier in the day and co-sleeping at 
night) will also optimise these pleasurable hormones, which pro-
tect both mother and baby from stress, as noted above.

When the baby’s breastfeeding behaviour and/or nipple attach-
ment is suboptimal, which may be due to separation in the hours 
after birth, some midwives have suggested using skin-to-skin con-
tact in a bath to re-enact the time after birth,265 allowing the baby 
to use the amazing primitive refl exes (present for the early weeks) 
to crawl up the mother’s body, fi nd the nipple, and self-attach. 266

Undisturbing birth
How can we avoid disturbing the process of birth, and align our 
practices with our evolutionary blueprint? This can seem diffi cult 
in a culture where birth has been disturbed, one way or another, 
for many generations. Yet it is really very simple. If we were to pro-
vide conditions of privacy, and a sense of safety for birth – which, 
as Jeannine Parvati Baker reminds us, “… is orgasmic in its es-
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sence”267 – most women would experience a spontaneous, ecstatic, 
and relatively easy birth.

Dutch professor of obstetrics, G Kloosterman, offers a suc-
cinct summary, which would be well placed on the door of every 
birth room:

Spontaneous labour in a normal woman is an event marked by 
a number of processes so complicated and so perfectly attuned 
to each other that any interference will only detract from the 
optimal character. The only thing required from the bystand-
ers is that they show respect for this awe-inspiring process by 
complying with the fi rst rule of medicine – nil nocere [Do no 
harm].268

First published in Journal of Prenatal and Perinatal Psychology and Health 
17(4), summer 2003, pp 261–288. This version updated March 2005.
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T HE fi rst recorded use of an epidural was in 1885, when New 
York neurologist J Leonard Corning injected cocaine into the 

back of a patient suffering from “spinal weakness and seminal in-
continence”.1 More than a century later, epidurals have become the 
most popular method of pain relief (analgesia) in US birth rooms. 
In 2002, almost two-thirds of labouring women reported that they 
were administered an epidural, including 59 percent of women 
who had a vaginal birth.2 In Canada, around half of women who 
birthed vaginally in 2001–2 used an epidural,3 and in the UK, 21 
percent of women had an epidural before or during delivery in 
2003–04.4

Epidurals involve the injection of one or more drugs into the 
epidural space – the space around (epi) the tough coverings (dura) 
that protect the spinal cord and cerebrospinal fl uid. Epidurals are 
also sometimes called peridurals or extradurals. 

The drugs conventionally injected into the epidural space 
– including bupivacaine (Marcaine), ropivacaine (Naropin), and li-
docaine (Xylocaine) – are all derivatives of the cocaine that Corning 
originally used. These drugs work through their local anaesthetic 
effect, numbing the nerves that are exiting the spinal cord through 
the epidural space. In the case of a labour epidural, the nerves that 
are numbed are those that provide sensation and motor function 

Epidurals ~
risks and concerns 

for mother and baby
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to the lower part of the body. A conventional epidural can stop the 
pain of contractions in labour by numbing the sensory nerves, but 
will also, to some extent, numb (block) the motor nerves, making 
the recipient unable to move the lower part of their body. Women 
given conventional epidurals will therefore usually be unable to 
walk during labour, or to push their baby out at birth. 

More recently, obstetric anaesthetists (anesthesiologists) – the 
specialists who administer epidurals – have been experimenting 
with lower strengths of local anaesthetic drugs, and with combi-
nations of local anesthetics and opiate pain killers (drugs similar 
to morphine and pethidine) to reduce the motor block, and to 
produce a so-called walking epidural. For the same reasons, anaes-
thetists have begun to use spinal analgesia for labouring women, 
where drugs are injected right through the dura and into the spinal 
(intrathecal) space, which contains the spinal cord and cerebrospi-
nal fl uid.

Spinals have been used successfully for many years in the op-
erating theatre; however, they provide only short-term pain relief 
(an hour or two at most), which is usually insuffi cient in labour. 
(It is not considered safe to re-inject into this delicate space, nor 
to place an indwelling catheter (tube) for further administration of 
drugs, as occurs with an epidural.) To prolong the pain-relieving 
effect for labour, spinals are now being combined with epidurals as 
a combined spinal epidural (CSE), where ongoing pain relief can 
be administered via the epidural catheter, which is put in place 
with the same injection that administers the spinal. 

Epidurals and spinals – sometimes collectively called regional 
or neuraxial analgesia – offer labouring women the most effective 
form of pain relief that is available, and women who have used 
these analgesics rate their satisfaction with pain relief as very high. 
However, satisfaction with pain relief does not equate with over-
all satisfaction with birth,5 and epidurals are also associated with 
major disruptions to the processes of birth. These disruptions can 
interfere with a woman’s ultimate enjoyment of, and satisfaction 
with, her labour experience, and may also compromise the safety 
of birth for mother and baby. 
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For example, when an epidural is in place, continuous moni-
toring of the baby’s heart rate (electronic fetal monitoring, EFM) is 
necessary, because epidurals can cause abnormalities in the baby’s 
heart rate (fetal heart rate, FHR) that signal that the baby has insuf-
fi cient supplies of oxygen (fetal distress). Women using an epidural 
also require intravenous (IV) fl uids to counteract the drop in blood 
pressure that epidurals cause in all women, and also in case drugs 
are needed to treat fetal distress. The need for EFM monitoring 
(usually with a monitor strapped to the labouring woman’s belly) 
and IV fl uids will usually confi ne a woman with an epidural to 
bed. When an epidural is in place, a catheter is often needed to 
pass urine, because the nerves to the bladder are also numbed.

A woman labouring with an epidural is very likely to require 
synthetic oxytocin (Syntocinon, Pitocin) to speed up (augment, 
stimulate) her labour, which will be slowed by using an epidural. 
She is also more likely to need instrumental assistance (forceps, vac-
uum) to give birth, which increases her chance of a major tear, and 
of resulting damage to her pelvic fl oor. She also may have a higher 
chance of having a caesarean, especially with her fi rst baby. 

The baby may also be affected by these procedures; by the drugs 
administered via epidural; and by the disruption to the processes 
of birth. Incredibly, there has been a lack of high-quality research 
on the impact of epidurals for the baby, both in the womb and 
postnatally, and on the effect of epidurals on breastfeeding success.

Epidurals and the processes of labour
Labour hormones

The processes of labour and birth are complex and exquisitely 
orchestrated. This orchestration is thought to originate in the la-
bouring mother’s middle brain, through her production of birthing 
hormones such as oxytocin, beta-endorphin, adrenaline and nor-
adrenaline (epinephrine and norepinephrine) and prolactin. As 
the hormones of love, pleasure and transcendence, excitement, 
and tender mothering respectively, these hormones form an ec-
static hormonal cocktail that catalyses the processes of labour and 
produces, in the minutes after birth, feelings of love, pleasure, ex-
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citement and tenderness as mother and baby meet for the fi rst 
time.6–8 (For more about the hormonal orchestration of labour, see 
chapter 13, “Undisturbed Birth”.) Epidurals interfere with all of 
these hormones, which may explain their negative effect on the 
processes of labour. 

For example, oxytocin is the hormone that naturally causes a 
woman’s uterus to contract (uterotonic) in labour. Epidurals lower 
the mother’s release of oxytocin,9 or stop its normal rise during 
labour.10 The effect of spinals on oxytocin release is even more 
marked.10 Epidurals also obliterate the maternal oxytocin peak 
that occurs at birth11 – the highest of a mother’s lifetime – that 
catalyses the fi nal powerful contractions of labour, and helps 
mother and baby to fall in love at fi rst meeting. Another important 
uterotonic hormone, prostaglandin F2 alpha, is also reduced in 
women using an epidural.12

Beta-endorphin is the stress hormone that builds up in a 
natural labour to help the labouring woman to transcend pain. 
Beta-endorphin is also associated with the altered state of con-
sciousness that is normal in labour, and helps the mother-to-be to 
follow her own instincts and intuition in birth. Epidurals reduce 
the labouring woman’s release of beta-endorphin.13, 14 Perhaps the 
widespread use of epidurals refl ects our diffi culty with supporting 
women in this altered state, and our cultural preference for labour-
ing women to be quiet and acquiescent.

Adrenaline and noradrenaline (epinephrine and norepi-
nephrine, collectively known as catecholamines, or CAs) are also 
released under stressful conditions, and levels naturally increase 
during labour.15 At the end of an undisturbed labour, a natural 
surge in these hormones gives the mother the energy to push her 
baby out, and makes her excited and fully alert at fi rst meeting 
with her baby. This is known as the fetal ejection refl ex.16 

However, labour is inhibited in the earlier stages by very high 
CA levels, which may be released when the labouring woman feels 
hungry, cold, fearful, or unsafe.17 This makes evolutionary sense: if 
the mother senses danger, her hormones will slow or stop labour 
and give her time to fl ee to fi nd a safer place to birth.
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Epidurals reduce the labouring woman’s release of CAs,18, 19 
which may be helpful if high levels are inhibiting her labour. How-
ever, a reduction in the fi nal CA surge (fetal ejection refl ex) may 
contribute to the diffi culty that women labouring with an epidural 
can experience in pushing out their babies, and the increased risk 
of instrumental delivery (forceps and vacuum) that accompanies 
the use of an epidural, as noted below.

Prolactin, the mothering hormone, is also involved in the 
ecstatic hormonal cocktail, reaching peak levels in the minutes 
after birth. Prolactin is the major hormone of breastmilk synthesis, 
and its secretion is stimulated by beta-endorphin.20 This implies 
that decreases in beta-endorphin, as caused by epidurals, may 
also interfere with prolactin. As noted below, there is evidence 
that epidurals have a negative impact on breastfeeding and breast-
milk production.

Birth interventions

These hormonal deviations translate into major disruptions for the 
labouring woman. As the World Health Organization comments, 
“… epidural analgesia is one of the most striking examples of the 
medicalisation of normal birth, transforming a physiological event 
into a medical procedure.”21

Epidurals slow labour, possibly through the above effects on 
the labouring woman’s oxytocin release, although there is also evi-
dence from animal research that the local anaesthetic drugs used in 
epidurals may inhibit contractions by a direct effect on the muscle 
of the uterus.22

Such tocolytic (labour-slowing) effects translate into a fi rst 
stage of labour that is, on average, 26 minutes longer in women 
who use an epidural, and a second (pushing) stage that is 
15 minutes longer.23 Loss of the fi nal oxytocin peak probably also 
contributes to the doubled risk of an instrumental delivery – vacu-
um or forceps – for women who use an epidural,23 although other 
mechanisms may be involved.

For example, the motor block caused by a conventional epi-
dural paralyses the labouring woman’s pelvic fl oor muscles, which 
are important in guiding her baby’s head into a good position for 
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birth. When an epidural is in place, the baby is four times more 
likely to be persistently posterior (POP, face up) in the fi nal stages of 
labour – 13 percent compared to three percent for women without 
an epidural in one study.24 A POP position decreases the chance of 
a spontaneous vaginal birth (SVD); in one study, only 26 percent of 
fi rst-time mothers (and 57 percent of experienced mothers) with 
POP babies experienced a SVD; the remaining mothers had an in-
strumental birth (forceps or vacuum) or a caesarean.25 

Anaesthetists have hoped that low-dose or CSE will increase 
the chances of a spontaneous vaginal birth, but the improvement 
seems to be modest. In one study, (known as COMET – Conven-
tional Obstetric Mobile Epidural Trial), 37 percent of women with 
a conventional epidural experienced instrumental births, com-
pared with 29 percent of women using low-dose and 28 percent of 
women using CSE.26 

Other centres have attempted to increase the rate of spontane-
ous vaginal birth by allowing the epidural to wear off late in labour. 
A recent review concluded that this policy is associated with more 
pain (possibly worsened because the labouring mother’s beta-en-
dorphin levels have not built up), but there is not enough evidence 
to suggest that it is useful in avoiding instrumental delivery.27

The impact of an instrumental delivery is substantial for both 
mother and baby. For the mother, instrumental delivery increases 
her risks of episiotomy and tears to her vagina and perineum, and 
of major tears that can damage her anal sphincter. Two studies 
have shown that severe perineal lacerations are around twice as 
common after epidurals.28, 29 

After an instrumental delivery, women report more sexual 
problems, perineal pain and urinary incontinence, compared to 
women who have had a spontaneous birth.30–32 For example, an 
Australian population survey of women six to seven months af-
ter birth found that, compared to women who had spontaneous 
vaginal births, women who had instrumental deliveries were four 
times more likely to have perineal pain; twice as likely to have 
sexual problems; and almost twice as likely to experience urinary 
incontinence.31
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For the baby, instrumental delivery can increase the short-term 
risks of bruising, facial injuries, displacement of the skull bones 
and cephalohematoma (blood clot in the scalp).33 The risk of in-
tracranial haemorrhage (bleeding inside the brain) was increased 
in one study by more than four times for babies born by forceps 
compared to spontaneous birth,34 although two studies showed no 
detectable developmental differences for forceps-born children at 
fi ve years old.35, 36 Another study showed that, when women with 
an epidural had a forceps delivery, the force used by the clinician 
to deliver the baby was almost doubled, compared to the force 
used when an epidural was not in place.37 

Epidurals also increase the need for Syntocinon (Pitocin) 
to augment labour, probably due to the negative effect on the 
labouring woman’s own oxytocin release, and subsequent slowing 
of labour. Women labouring with an epidural in place are almost 
three times more likely to be administered Syntocinon.23 The com-
bination of epidurals and Syntocinon, both of which can cause 
FHR abnormalities and fetal distress, markedly increases the risks 
of operative delivery (forceps, vacuum or cesarean delivery). In an 
Australian survey, up to two-thirds of fi rst-time mothers who were 
administered both an epidural and Syntocinon had an operative 
delivery.38

The impact of epidurals on the risk of cesarean is contentious, 
with studies suggesting no increased risk23 and a 50 percent in-
creased risk.39 The risk is probably most signifi cant for women 
having their fi rst baby, who, according to one study, may be three 
times more likely to have a caesarean.40

Note that the studies used to arrive at these conclusions are 
mostly randomised controlled trials (RCTs), where the women 
who agree to participate are randomly assigned to epidural or 
non-epidural pain relief. Non-epidural pain relief usually involves 
opiates such as pethidine (meperidine), which can itself signifi -
cantly impact labour and birth for mother and baby. Many of these 
studies are also fl awed from high rates of crossover – women who 
were assigned to non-epidurals but who ultimately had an epidu-
ral, and vice versa. Also, note that there are no true controls – that 
is, women who are not using any form of pain relief – so we cannot 
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know the impact of epidurals on mothers and babies compared to 
birth without analgesic drugs from these studies.

Epidural techniques and side effects
The drugs used in labour epidurals are powerful enough to numb 
and usually paralyse the mother’s lower body, so it is not surprising 
that there can be signifi cant side effects for mother and baby. Side 
effects range from minor to life threatening and depend, to some 
extent, on the specifi c drugs used.

Local anaesthetic drugs depress the electrical conduction of 
nerve impulses, leading to numbing at the site of injection, making 
them useful for dental procedures and minor skin surgery. When 
injected via epidural, these drugs numb the nerves as they exit the 
spinal cord. Opiate drugs injected into the epidural space act on 
opiate receptors in the spinal cord (as does a labouring woman’s 
own beta-endorphin release).

However, any epidural drug will also enter the mother’s 
blood stream within minutes, generating possible whole body 
(systemic) effects for the mother. Epidural drugs also cross the pla-
centa, creating potential side effects for the baby. As Golub notes, 
“Probably the most widespread exposure of the developing brain 
to central nervous system active agents occurs at birth.”41

Opiate drugs administered via spinal also act on spinal re-
ceptors, and have been shown to move rapidly upwards in the 
cerebrospinal fl uid to the brainstem (lower brain),42 where they 
can cause breathing (respiratory) problems, as noted below, by 
depressing the brainstem respiratory centre.

Many of the epidural side effects mentioned below are not 
improved with low-dose or walking epidurals, because women 
using these techniques may receive the same total dose of local 
anaesthetic, especially when continuous infusions and/or patient-
controlled boluses (single large doses) are used.26 The addition of 
opiate drugs in epidurals or CSE can introduce further risks, such 
as pruritis (itching) and respiratory depression, mentioned above. 

Further, the ability of women with a “walking epidural” to 
actually walk will be compromised by the presence of an IV and 
monitor, and the need for constant one-to-one caregiver support 
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while walking. Some studies show that women using a walking epi-
dural may have impaired balance43 and circulatory adjustments.44

Maternal side effects

The most common side effect of epidurals is a drop in maternal 
blood pressure. This effect is almost universal, and usually pre-
empted by administering IV fl uids before placing an epidural. Even 
with this “preloading”, episodes of signifi cant low blood pressure 
(hypotension) occur for up to half of all women labouring with an 
epidural,45, 46 especially in the minutes following the administration 
of a drug bolus. Hypotension can cause complications ranging from 
feeling faint to cardiac arrest,47 and can also affect the baby’s blood 
supply, as noted below. Hypotension can be treated with more IV 
fl uids and, if severe, with injections of adrenaline (epinephrine).

Some researchers believe that the hypotensive effect of epi-
durals and spinals may be caused by the sudden relief of pain, 
which disrupts the labouring mother’s balance of CA hormones. 
These hormones help to maintain and equalise the mother’s blood 
pressure and heart rate, as well as infl uencing the strength of her 
contractions. A shift in CA hormones can also cause her uterus 
to contract too strongly (hyperstimulation). Hyperstimulation re-
duces the baby’s supplies of blood and oxygen, and can lead to 
fetal distress.

Other common side effects of epidurals include: inability to 
pass urine (and requirement for a urinary catheter) for up to two-
thirds of women;46 itching of the skin (pruritis) for up to two-thirds 
of women administered an opiate drug via epidural;45, 46 shivering 
for up to one in three women;48 sedation for around one in fi ve 
women;46 and nausea and vomiting for one in 20 women.46

Epidurals can also cause a rise in temperature in labouring 
women. Fever over 38 ºC (100.4 ºF) during labour is fi ve times 
more likely overall for women using an epidural;23 this rise in 
temperature is more common in women having their fi rst baby 
and more marked with prolonged exposure to epidurals.39 For ex-
ample, in one study, seven percent of fi rst-time mothers labouring 
with an epidural were feverish (febrile) after six hours, increasing 
to 36 percent after 18 hours.49 
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The cause of this fever is not known although various expla-
nations have been proposed. These include: a direct effect on the 
woman’s heat-regulating system; infection of the uterus and mem-
branes (chorioamnionitis) and a false effect, because most trials 
compare women having epidurals with women administered opi-
ate drugs, which reduce temperature.50 Maternal fever can have a 
signifi cant effect on the baby, as noted below.

Opiate drugs, especially administered as spinals, can cause 
unexpected breathing diffi culties for the mother, which may 
come on hours after birth and may progress to respiratory arrest. 
DeBalli comments: “Respiratory depression remains one of the 
most feared and least predictable complications of … intrathecal 
[spinal] opioids.”51 

Many observational studies have found an association between 
epidural use and bleeding after birth (postpartum haemorrhage, 
PPH).52–57 For example, a large UK study found that women were 
twice as likely to experience a PPH if they had used an epidural in 
labour.52 This may be related to the increase in instrumental births 
and perineal trauma (causing bleeding) or may refl ect some of the 
hormonal disruptions, as noted above.

An epidural gives inadequate pain relief for around 10 percent 
of women;45 and the epidural catheter needs to be reinserted in 
about fi ve percent.58 For around one percent of women, the epi-
dural needle punctures the dura (dural tap); this usually causes a 
severe headache, which can last up to six weeks, but can usually be 
treated by an injection into the epidural space.59, 60

More serious side effects are rare. If the epidural drugs are 
inadvertently injected into the blood stream, local anaesthetics can 
cause toxic effects such as slurred speech, drowsiness and at high 
doses, convulsions. This occurs in around one in 2,800 epidural 
insertions.58 Overall, life-threatening reactions occur for around 
one in 4,000 women.47, 58, 61, 62 Death associated with an obstetric 
epidural is very rare,63 but may be caused by cardiac or respiratory 
arrest, or by an epidural abscess that can develop days or weeks 
afterwards.

Later complications include weakness and numbness in four 
to 18 per 10,000 women, most of which resolve within three 
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months.47, 61–64 Longer term or permanent problems can arise 
from: damage to a nerve during epidural placement; from abscess 
or haematoma (blood clot) which can compress the spinal cord; 
and from loss of blood supply to the spinal cord, which can lead 
to paraplegia.47

A recent review found some evidence that women who had 
used an epidural were more likely to experience urinary retention 
in hospital, and stress urinary incontinence in the fi rst year after 
birth. This may be related to the longer labours and higher rates of 
instrumental delivery associated with epidurals.39

Side effects for the baby

Some of the most signifi cant and well-documented side effects for 
the unborn baby (fetus) and newborn derive from effects on the 
mother. These include, as noted above, effects on her hormonal 
orchestration, her blood pressure and her temperature regulation. 
Drug levels in the fetus and newborn may be even higher than the 
mother’s drug levels,65 which may cause directly toxic effects.

FHR changes

For example, epidurals can cause changes in the fetal heart rate 
(FHR) that indicate that the unborn baby is lacking blood and 
oxygen. This effect is well recognised soon after the administration 
of an epidural (usually within the fi rst 30 minutes), can last for 
20 minutes, and is particularly likely following the use of opiate 
drugs administered via epidural and spinal. In these situations, the 
fetal heart rate can drop to very low levels (fetal bradycardia). 

This fetal bradycardia (and other FHR abnormalities) may re-
late to the sudden drop in maternal CA hormones, which can cause 
hypotension and uterine hyperstimulation, as noted above.66 Drug 
toxicity may also contribute to the FHR effects: Capogna notes that 
FHR abnormalities peak at the same time as maternal drug levels,66 
and Hill proposes that high doses of local anaesthetics may cause 
spasm in the uterine arteries, impairing the blood supply to the 
uterus and baby.67
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Note that the use of pethidine (meperidine) for labour analge-
sia can also cause FHR abnormalities. This makes the real effects 
of epidurals on FHR hard to assess because, in almost all ran-
domised trials, epidurals are compared with meperidine and other 
opiate drugs.

Studies looking at FHR abnormalities after the administration 
of spinal opiates have found that 10 to 15 percent of babies develop 
FHR changes,66 and one in 28 develop a signifi cant bradycardia.68 
Most of these changes in FHR will resolve spontaneously, with a 
change in position or, more rarely, may require drug treatment.69 
More severe changes, and the fetal distress that they refl ect, may 
require an urgent cesarean. 

Capogna notes that the supine position (lying on the back) 
may contribute signifi cantly to hypotension and FHR abnor-
malities when an epidural is in place:66 one researcher found that 
the supine position (plus epidural) was associated with a signifi -
cant decrease in fetal cerebral oxygenation (oxygen supply to the 
baby’s brain).70 

Effects from maternal fever

The baby can also be affected by an epidural-induced rise in 
the labouring mother’s temperature. In one large study of fi rst-
time mothers, babies born to febrile mothers, 97 percent of whom 
had received epidurals, were more likely to be in poor condition 
(low APGAR) at birth; to have poor tone; to require resuscita-
tion (11.5 percent versus three percent); and to have seizures in 
the newborn period, compared to babies born to afebrile (not 
feverish) mothers.71

The authors of this study express concerns about these effects 
and note that, in primate studies, maternal hyperthermia (high 
temperature), even without infection, can cause low oxygen and 
low blood pressure in the unborn baby as well as signs of poor 
condition (acidosis) at birth. They note further, “Other animal 
studies have demonstrated that an increase in brain temperature 
of even 1°C or 2°C increases the degree of brain damage result-
ing from an ischemic insult” (acute lack of blood). One researcher 
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has noted a ten-times increased risk of newborn encephalopathy 
(brain damage) in babies born to febrile mothers.72

Maternal fever in labour can also directly cause problems for 
the newborn. Because fever can be a sign of infection involving the 
uterus, babies born to febrile mothers are almost always evaluated 
for sepsis (infection). Sepsis evaluation involves prolonged sepa-
ration from the mother, admission to special care, invasive tests 
and most likely administration of antibiotics until tests results are 
available. In one study of fi rst-time mothers, 34 percent of epidu-
ral babies were given a sepsis evaluation compared to 9.8 percent 
of non-epidural babies.71 

Drugs and toxicity

These effects on the baby are likely to be increased where other 
drugs and interventions are used although, incredibly, this has not 
been well studied. 

In older studies, babies born to women who were induced 
with Syntocinon and also received an epidural were mildly 
hypoxic (lacking in oxygen) at birth,73 and mothers who received 
(intravenous) prostaglandin induction along with an epidural had 
an extremely high incidence of hyperstimulation, and their babies 
had some severe, although temporary, FHR abnormalities. The au-
thors comment, “… the combined application of an intravenous 
prostaglandin and continuous epidural analgesia should not be in-
troduced into obstetrical practice.”74 There are no similar studies, 
to my knowledge, using modern vaginally administered prosta-
glandins, which are commonly used with epidurals.

There are also few studies of the condition of epidural babies 
at birth, and almost all of these compare babies born after epidu-
rals with babies born after exposure to opiate drugs, which are 
known to cause drowsiness and diffi culty with breathing. These 
studies show little difference between epidural and non-epidu-
ral (usually opiate-exposed) babies in terms of APGAR score and 
umbilical cord pH (both of which refl ect the baby’s condition at 
birth).39 However, a large population survey from Sweden found 
that use of an epidural was signifi cantly associated with a low 
APGAR score at birth.75
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There are also reports of drug toxicity from epidural drugs, 
especially opiates,76 which are administered via epidural at similar 
doses to those given parenterally (by injection into muscle or vein). 
These drugs will enter the mother’s and then the baby’s circulation 
within minutes. Opiate overdose can make the baby unresponsive 
and not breathing at birth. Newborn opiate toxicity seems more 
likely when higher dose regimes are used, including those where 
the mother is able to self-administer extra doses, although it also 
seems that there are wide differences in individual sensitivity.76

It is also important to note that a newborn baby’s ability to 
process and excrete drugs is much less than an adult. For example, 
the half-life (time to reduce drug blood levels by one-half) for the 
local anaesthetic bupivacaine (Marcaine) is 8.1 hours in the new-
born, compared to 2.7 hours in the mother.77 As well, drug levels 
may not accurately refl ect the baby’s toxic load because drugs may 
be taken up from the blood and stored in newborn tissues such as 
brain and liver (or bound to blood proteins)65 from where they are 
more slowly released. This is especially likely for drugs such as the 
opiate fentanyl, which are very fat-soluble (lipophilic).78 

A recent review also found higher rates of jaundice for epi-
dural-exposed babies, which may be related to the increase in 
instrumental deliveries or to the increased use of Syntocinon.39

Neurobehavioural effects

The effects of epidural drugs on newborn neurobehaviour (behav-
iour that refl ects brain state) are controversial. 

Older studies comparing babies exposed to epidurals with un-
drugged babies have found signifi cant neurobehavioural effects, 
whereas more recent fi ndings from randomised controlled trials 
(which compare epidural- and opiate-exposed newborns) have 
found no differences. However, these older studies used the more 
comprehensive (and diffi cult to administer) Brazelton Neonatal 
Behavioural Assessment Scale (NBAS, devised by paediatricians) 
whereas more recent tests have used less complex tests, especially 
the Neurologic and Adaptive Capacity Score (NACS, devised by 
anaesthetists ) which aggregates all data into a single fi gure and 
which has been criticised as insensitive and unreliable.50, 79, 80



GENTLE BIRTH, GENTLE MOTHERING

172

For example, all three studies comparing epidural-exposed 
with unmedicated babies, and using the NBAS, found signifi cant 
differences between groups.39 

Murray compared 15 unmedicated with 40 epidural-exposed 
babies, and found that the epidural babies still had a depressed 
NBAS score at fi ve days, with particular diffi culty controlling their 
state. The 20 babies whose mothers had received oxytocin as well 
as an epidural had even more depression of NBAS scores, which 
may be explained by these babies’ higher rates of jaundice. At 
one month, epidural mothers found their babies “… less adapt-
able, more intense and more bothersome in their behaviour.” 
These differences could not be explained by the more diffi cult 
deliveries and subsequent maternal–infant separations associated 
with epidurals.81

Sepkoski compared 20 epidural babies with 20 undrugged 
babies, and found less alertness and ability to orient for the fi rst 
month of life. The epidural mothers spent less time with their 
babies in hospital, which was in proportion to the dose of bupiva-
caine administered.82 Rosenblatt tested epidural babies with NBAS 
over six weeks and found maximal depression on the fi rst day. 
Although there was some recovery, at three days epidural babies 
still cried more easily and more often, and aspects of this problem 
(“control of state”) persisted for the full six weeks.83

Although these older studies used conventional epidurals, the 
total dose of bupivacaine administered to the mothers (mean doses 
61.6 mg;81 112.7mg;82 and 119.8mg83 respectively in these stud-
ies) was largely comparable to more recent low-dose studies (for 
example, 67.5mg;65 91.1mg;84 101.1mg26).

These neurobehavioural studies highlight the possible impact 
of epidurals on newborns and on the evolving mother–infant rela-
tionships. The researchers have emphasised, in their conclusions, 
“The importance of fi rst contact with a disorganized baby in shap-
ing maternal expectations and interactive styles…”85 

Animal studies

Animal studies suggest that the disruption of maternal hormones 
caused by epidurals may also contribute to maternal–infant dif-
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fi culties. Researchers who administered epidurals to labouring 
sheep found that the epidural ewes had diffi culty bonding with 
their newborn lambs, especially those in fi rst lambing with an epi-
dural administered early in labour.86 This effect was substantially 
reversed when these ewes had oxytocin administered directly into 
the brain,87 implying that disruption of the oxytocin system may 
account for these epidural maternal–infant effects.

There are no long-term studies of the possible effects of epi-
dural analgesia on exposed human offspring. However, studies on 
some of our closest animal relatives give cause for concern. Golub 
administered epidural bupivacaine to pregnant rhesus monkeys at 
term, and followed the development of the exposed offspring to 
age 12 months (equivalent to four years in children). She found 
that milestone achievement was abnormal in these monkeys; at 
six to eight weeks they were slow in starting to manipulate, and 
at 10 months the increase in “motor disturbance behaviours” that 
normally occurs was prolonged.88

The author concludes, “These effects could occur as a result 
of effects on vulnerable brain processes during a sensitive period, 
interference with programming of brain development by endog-
enous [external] agents or alteration in early experiences.”41

Breastfeeding

As with neurobehaviour, effects on breastfeeding are poorly 
studied, and more recent RCTs comparing exposure to epidu-
ral and opiates are especially misleading, because opiates have a 
well-recognised negative effect on early breastfeeding behaviour 
and success.89–93 

Epidurals may affect the experience and success of breast-
feeding through several mechanisms. First, the epidural-exposed 
baby may have neurobehavioural abnormalities caused by drug 
exposure, which are likely to be maximal in the hours follow-
ing birth. This is a critical time for the initiation of breastfeeding. 
Recent epidural research has found (rather obviously) that the 
higher the baby’s neurobehaviour (NACS) score one hour after 
birth, the higher their score for early breastfeeding behaviour.94
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In another study, the baby’s breastfeeding abilities – as mea-
sured by the Infant Breastfeeding Assessment Tool (IBFAT) – were 
highest amongst unmedicated babies, lower for babies exposed 
to epidurals or IV opiates and lowest for babies exposed to both. 
Infants with lower scores were weaned earlier although overall, 
similar numbers in all groups were breastfeeding at six weeks.95

In other research, babies exposed to epidurals and spinals 
were more likely to lose weight in hospital, which may refl ect poor 
feeding effi ciency.96 Other research has suggested that newborn 
breastfeeding behaviour and NACS score may be normal when ul-
tra-low dose epidural is used, although even in this study, babies 
with higher drug levels had lower neurobehaviour (NACS) scores 
at two hours.97 

Second, epidurals may affect the new mother, so that breast-
feeding is more diffi cult. This is likely if she has experienced a 
long labour, an instrumental delivery, or separation from her baby, 
all of which are more likely following an epidural. Hormonal dis-
ruptions may also contribute, as oxytocin is a major hormone of 
breastfeeding.

Baumgarder found that babies born after epidurals were less 
likely to be fully breastfed on hospital discharge; this was a spe-
cial risk for epidural babies who did not feed in the fi rst hour 
after birth.98 A Finnish survey records that 67 percent of women 
who had laboured with an epidural reported partial or full for-
mula-feeding in the fi rst 12 weeks compared to 29 percent of 
non-epidural mothers; epidural mothers were also more likely to 
report having “not enough milk”.99 Australian researchers found 
that epidural fi rst-time mothers weaned their babies earlier than 
mothers who had used alternative labour analgesia.100 An observa-
tional US study also found earlier weaning by epidural mothers,101 
although other US research did not concur.102 (The latter hospital 
had policies that were strongly supportive of breastfeeding – in-
cluding not separating mothers and babies after birth – and an 
exceptional rate of breastfeeding in all groups: over 70 percent at 
six weeks. This study highlights the positive effects of breastfeed-
ing support for epidural mothers).
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Two groups of Swedish researchers have looked at the subtle 
but complex breastfeeding and pre-breastfeeding behaviour of un-
medicated newborns. Righard has documented that, when placed 
skin-to-skin on the mother’s chest, a newborn can crawl up, fi nd 
the nipple and self-attach. Newborns affected by opiate drugs in 
labour or separated from their mothers briefl y after birth lose much 
of this ability.89 Ransjo-Arvidson found that newborns exposed to 
labour analgesia (mostly opiates, but including some epidural-
affected newborns) were also disorganised in their pre-feeding 
behaviour – nipple massage and licking and hand sucking – com-
pared to unmedicated newborns.91

Satisfaction with birth
Obstetric care providers have assumed that control of pain is the 
foremost concern of labouring women, and that effective pain 
relief will ensure a positive birth experience. This belief has re-
sulted in the development and promotion of obstetric techniques 
that very effectively relieve pain, but these developments have not 
necessarily lead to improvements in overall satisfaction with the 
experience of birth.

In fact, there is evidence that the opposite may be true. Several 
studies have shown that women who use no labour medication are 
the most satisfi ed with their birth experience at the time,103 at six 
weeks,104 and one year after the birth.105 In a UK survey of 1,000 
women, those who had used epidurals reported the highest levels 
of pain relief but the lowest levels of satisfaction with the birth, 
possibly because of the higher rates of intervention. The authors 
conclude, “This survey shows that epidural analgesia does not 
confer an improved maternal experience even when technically 
satisfactory and giving good analgesia.”106

A recent review of satisfaction after childbirth found that per-
sonal expectations; support from caregivers; the caregiver–patient 
relationship; and involvement in decision-making are the most 
important factors in determining satisfaction with the experience 
of childbirth.5 Note that, contrary to medical belief, women with 
high expectations are more likely to be satisfi ed. The reviewer also 
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notes that the highest rates of dissatisfaction are among women 
who had an emergency caesarean or an instrumental birth.

Finally, it is noteworthy that caregiver preferences may dictate, 
to a large extent, the use of epidurals and other medical procedures 
for labouring women. Klein found that women under the care of 
family physicians with a low mean use of epidurals were less like-
ly to receive monitoring and Pitocin (Syntocinon), to deliver by 
caesarean, and to have their baby admitted to newborn special 
care.107

Summary and conclusions
Epidural analgesia offers the most effective form of pain relief, and 
its use is widespread. However, epidurals, spinals, and combined 
spinal-epidurals also cause major disruptions to the processes 
of birth, increasing the chances of slower labour, augmentation, 
instrumental birth, and possibly caesarean, and causing signifi -
cant unwanted effects, which include dissatisfaction with the 
birth experience. 

Other possible side effects for the mother include low blood 
pressure, itching, shivering, fever, sedation, need for urinary cath-
eter, postpartum haemorrhage, and breathing diffi culties. For the 
baby, risks include abnormal FHR (suggesting lack of blood or 
oxygen), toxic effects from drugs, sepsis evaluation, and jaundice.

There is also evidence that epidurals cause subtle neurobe-
havioural effects, which may have ongoing negative effects for the 
newborn, the infant–mother relationship, and for breastfeeding. 
These important areas urgently need more high-quality research. 

In conclusion, epidurals have possible benefi ts, but also sig-
nifi cant risks, for the labouring mother and her baby. Women who 
wish to avoid the use of epidurals are advised to choose carers, and 
models of care, that promote, support, and understand the prin-
ciples and practice of natural and undisturbed birth.

An edited version of this article was published in Mothering, November–
December 2005, issue 133.
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P REGNANCY and birth have become medicalised to an extreme 
extent in the twenty-fi rst century. This medicalisation has be-

come so ingrained in our culture that we have forgotten the more 
simple way of birth of our ancestors; a way that has ensured our 
survival as a species for millennia, and that is genetically encoded 
in our bodies.

Our genetic code for birth is rich and accurate, and has 
evolved to refl ect the most effi cient and effective means of human 
reproduction, including optimal outcomes for mother and baby 
in the short, medium and long term. These outcomes are medi-
ated by the mother’s hormones and instincts, which infl uence 
her emotions and behaviours, from preconception (with her choice 
of mate) through to pregnancy, birth and mothering. Above all, 
this code, and the events that it triggers, is directed towards the 
formation of a secure bond between mother and offspring. This 
bond ensures optimal nourishment, care, and protection for 
the growing baby – who is the most immature and incapable 
of any species – and is, historically and still today, the basis of 
human survival.

Although well intentioned, modern obstetrics has not hon-
oured this genetic code. In the rush to protect mothers and babies 
from misfortune and death, obstetrics has ignored the powerful 
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infl uences of the birthing mother’s hormones, emotions, and in-
stinctive behaviours, even as researchers struggle to understand 
their complexity. 

This culturally unprecedented neglect of the emotional and 
instinctive aspects of pregnancy and birth has major consequences 
for mothers and babies. During the third stage of labour, when 
mother and baby meet for the fi rst time, the gap between our in-
stincts and genetic code, and our culture’s usual birthing practices, 
is especially wide. 

At a time when Mother Nature prescribes awe and ecstasy, we 
have injections, examinations, and clamping and pulling on the 
cord. Instead of body heat, skin-to-skin contact, and the baby’s in-
nate instinct to fi nd the breast, we offer separation, wrapping, and 
outside assistance to “attach” the baby. Where time should stand 
still for those eternal moments of fi rst contact as mother and baby 
fall deeply in love, we have haste to deliver the placenta and clean 
up for the next case.

Medical management of the third stage – the time between 
the birth of the baby and delivery of the placenta – has been taken 
even further in recent years with the popularity of “active manage-
ment of the third stage”. While much of the activity is designed to 
reduce the risk of maternal bleeding (postpartum haemorrhage, 
PPH), which is certainly a serious event, it seems that, as with the 
active management of labour, the medical approach to labour and 
birth may actually lead to many of the problems that active man-
agement is designed to address.

Active management also creates specifi c problems for mother 
and baby. In particular, active management can lead to the depri-
vation of up to half of a newborn’s expected blood volume. When 
active management is used, this extra blood, intended to perfuse 
the newly functioning lungs and other vital organs, is discarded 
along with the placenta. Possible sequelae include breathing dif-
fi culties and anaemia, especially in vulnerable babies; long-term 
effects on brain development are also very plausible.

The drugs used in active management have well-documented 
and potentially serious risks for the mother, which are further ex-
plored here. Active management poses other risks to the baby, as 
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noted below, and we do not know the long-term effects of the 
drugs used in third stage, which may cross the placenta and reach 
the baby at an extremely vulnerable stage of brain development.

Hormones in the third stage
As a mammalian species – defi ned by our mammary glands and 
the milk that they produce for our young – we share almost all 
features of labour and birth with our fellow mammals. We also 
have in common the complex orchestration of labour hormones, 
produced deep within our middle (mammalian) brain, which co-
ordinate these processes and ultimately ensure the survival and 
wellbeing of mother and baby.1

For example, the hormone oxytocin causes the uterine con-
tractions that signal labour, and helps us to enact our instinctive 
mothering behaviours. Endorphins, the body’s natural opiates, 
produce an altered state of consciousness and aid in transmuting 
pain; and the fi ght or fl ight hormones adrenaline and noradrenaline 
(epinephrine and norepinephrine, also known as catecholamines 
or CAs) give us the burst of energy that we need to push our babies 
out.1 These hormones continue to play crucial roles for mother 
and baby during the third stage. 

At this time, the new mother’s uterus continues to contract 
strongly and regularly under the continuing infl uence of oxytocin. 
Her uterine muscle fi bres shorten (retract) with each contraction, 
leading to a gradual decrease in uterine size, which helps to shear the 
baby’s placenta away from its attachment site. Effi cient uterine con-
tractions are also necessary to slow bleeding from the placental site, 
which is initially a large and raw surface. These contractions cause 
a tightening of the interlacing muscle fi bres in the new mother’s 
uterus (also called living ligatures), which seal off the maternal 
blood vessels and stop bleeding. Third stage is complete when the 
birthing mother delivers her baby’s placenta. 

For the new mother, the third stage is a time of reaping the 
rewards of her labour. Mother Nature provides peak levels of oxy-
tocin, the hormone of love, and endorphins, hormones of pleasure, 
for both mother and baby. Skin-to-skin contact and the baby’s fi rst 
attempts to breastfeed further increase maternal oxytocin levels,2 
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strengthening the uterine contractions that will help the baby’s pla-
centa to separate and the mother’s uterus to contract down. In this 
way, oxytocin (and the mother–newborn interactions that cause its 
release) act to prevent haemorrhage, as well as to establish, in con-
cert with the other hormones, the positive fi rst impressions that 
will help to develop a secure bond between mother and baby. 

The fi ght-or-fl ight (CA) hormones are also important at this 
time. These hormones are normally produced under conditions 
of fear, stress, anxiety, hunger, and cold when they divert blood to 
skeletal muscles, heart, and lungs to prepare the body for fl ight or 
fi ght. If the mother is fearful or anxious in labour, she will release 
these hormones, which will reduce the blood supply to her uterus 
and baby, and also reduce her oxytocin release, slowing or even 
stopping her contractions.

During an undisturbed birth, however, the mother’s CA levels 
will naturally and substantially increase with the transition from 
fi rst to second (pushing) stage, giving her the extra strength that she 
needs to be upright and to push her baby out. This large increase 
in CA hormones also causes the fetal ejection refl ex: high CA and 
oxytocin levels that create several strong contractions that help her 
to give birth quickly and easily. High CA levels also ensure that 
mother and baby are wide-eyed and alert at fi rst contact. 

Within minutes of birth, the new mother’s CA levels start to 
decline and, at these lower levels, revert to their original negative 
infl uence on oxytocin. A warm and calm atmosphere is needed to 
keep CAs declining and oxytocin levels unopposed.

If the new mother feels cold or fearful her CA levels will re-
main elevated, which will oppose her oxytocin release and therefore 
reduce the ability of her uterus to contract and stop bleeding at 
this critical time. She may shiver, giving warning of this danger, 
and requiring urgent action to warm her up. Elevated CA levels at 
this time have been linked with a higher risk of PPH3, 4 and, in one 
small study, women with lower oxytocin levels were more likely to 
have third-stage problems.5 

The new baby also enjoys peak hormone levels in the 
minutes after birth, including oxytocin, beta-endorphin and cat-
echolamines. As with the mother, the reduction of CA hormones 
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post-birth is vital. If these hormones are not soothed by contact 
with the mother, the baby can go into a state of stress-induced 
shock, which, according to author Joseph Chilton Pearce, will pre-
vent the activation of the specifi c brain functions that are Mother 
Nature’s blueprint for this time.6 

Michel Odent notes that almost every existing culture has 
rituals that disturb the early postnatal time – most often by 
separating mother and baby – and he believes that such rituals 
have predominated because they instill aggressive, and there-
fore more dominating and successful, traits in the offspring and 
culture. For example, Spartan warriors-to-be were apparently 
thrown on the fl oor after birth.7 One must wonder about the 
effects, on the newborn male and on our society, of the postnatal 
ritual of circumcision.

Animal studies show that separation from the mother in the 
early postpartum period is associated with abnormal stress re-
sponses in adulthood,8–10 although this has not been scientifi cally 
researched in humans. Pearce believes that the separation of moth-
er and baby after birth is “… the most devastating event of life, 
which leaves us emotionally and psychologically crippled.”11 

One might also wonder whether the modern epidemic of 
stress (a term that was invented by researchers in the 1950s) and 
stress-related illness in our culture is a further outcome of current 
third-stage practices. It is scientifi cally plausible that our entire 
hypothalamic-pituitary-adrenal (HPA) axis, which mediates both 
short-term fi ght-or-fl ight reaction as well as long-term stress re-
sponses and immune function, could be permanently mis-set by 
the continuing high stress hormone levels that ensue when new-
born babies are routinely separated from their mothers. 

Carter comments, “There is increasing evidence for tuning or 
programming of neuronal [brain/nerve] systems by early experiences, 
in some cases by endogenous [internal] or exogenous [external] 
hormones.”12 This concept of vulnerability, in early life, to perma-
nent mis-programming of central nervous system function because 
of experiences that are outside our genetic blueprint, is supported 
by Csaba’s work on hormonal imprinting (see chapter 13, “Undis-
turbed Birth”).
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Other research has suggested that contemporary tragedies such 
as suicide, drug addiction and violent criminality may be linked to 
problems in the perinatal period such as exposure to drugs, birth 
complications and separation from or rejection by the mother.13–16

With these understandings, the role of birth attendants in the 
hours following birth becomes clear. This role is to ensure unhur-
ried and undisturbed contact between mother and baby; to adjust 
the temperature to ensure warmth for mother and baby; to facilitate 
skin-to-skin contact, mutual gaze, and early breastfeeding and pre-
breastfeeding behaviour, with no other expectations for mother or 
baby; and to not remove the baby for any reason. These measures 
can also include sensitively practiced observations, resuscitation 
(which can be done next to the mother or, for a baby with an intact 
cord, on the mother’s thigh) and other safety measures. 

Such priorities are sensible, intuitive and safe, and help to 
synchronise our hormonal systems with our genetic blueprint, giv-
ing maximum success and pleasure for both partners at this critical 
beginning of child rearing.

Placental transfusion and the baby
Adaptation to life outside the womb is the major physiological task 
for the baby in the third stage. In the mother’s womb, the won-
drous placenta fulfi ls the functions of lungs, kidney, gut, skin, and 
liver for our babies. Blood fl ow to these organs is minimal until the 
baby takes a fi rst breath, at which time huge changes begin in the 
organisation of the circulatory system.

Within the baby’s body, blood becomes diverted away from the 
umbilical cord and placenta over several minutes and, as the baby’s 
lungs fi ll with air, blood is sucked into the pulmonary (lung) cir-
culation.17 Mother Nature ensures a reservoir of blood in the cord 
and placenta that provides the additional blood necessary for the 
perfusion of these pulmonary and organ systems; this is known as 
the placental transfusion. 

The transfer of this reservoir (transfusion) of blood from the 
placenta to the baby happens in a stepwise progression. With each 
of the mother’s third-stage contractions (which are as powerful as 
those during labour), blood enters the baby, and between contrac-
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tions, as the mother’s uterus relaxes, some blood returns to the 
placenta. Crying slows the baby’s intake of blood, which is also 
controlled by constriction of the vessels within the cord,18 both of 
which imply that the baby can regulate the transfusion according 
to their individual need. 

Gravity will affect the transfer of blood, with optimal transfer 
occurring when the baby remains at, or slightly below, the level 
of the uterus, until the cessation of cord pulsation signals that the 
transfer is complete.19 This process, sometimes called physiologi-
cal clamping, typically takes three minutes but it may take longer, 
or alternatively may be complete in only one minute.20

This elegant and time-tested system, which ensures that an 
optimum, but not a standard, amount of blood is transferred, is 
rendered inoperable by the current practice of early clamping of 
the cord, which usually occurs within 30 seconds of birth.

Early clamping and the baby
Early clamping has been widely adopted in western obstetrics 
as part of the package known as active management of the third 
stage. Active management includes the use of an oxytocic agent 
– a drug that, like oxytocin, causes the uterus to contract strongly 
– usually given by injection into the mother’s thigh as the baby 
is born. Active management also includes early cord clamping and 
controlled cord traction; that is, pulling on the cord to deliver the 
placenta as quickly as possible.

Active management proponents have believed that if the cord 
is not clamped before the oxytocic effect commences, the baby is 
at risk of having too much blood pumped from the placenta by 
the stronger uterine contractions. This area has been poorly stud-
ied. One older study using the ergot drug methylergometrine has 
suggested that use of an oxytocic will shorten the baby’s placental 
transfusion from three minutes to one minute, but, in this study, 
blood and red cell volumes, as measured by radioisotope, were 
equivalent for babies with and without oxytocic exposure.21 In 
contrast, Dunn’s research indicated that babies whose mothers re-
ceived ergometrine, with cord clamping at three minutes, received 
an average of 37 mL in excess of the normal placental transfusion, 
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as measured by residual placental blood volume.22 More research 
is obviously needed in this area. 

And while the aim of active management is to reduce the risk 
of haemorrhage for the mother, “… its widespread acceptance was 
not preceded by studies evaluating the effects of depriving neo-
nates [newborns] of a signifi cant volume of blood.”23

Usher estimated that early clamping deprives the baby of 54 
to 160 mL of blood,24 which represents up to half of a baby’s total 
blood volume at birth. Average placental transfusion is 100 mL 
(3½ oz, or almost half a cup), and an average newborn’s total blood 
volume is around 300 to 350 mL. Morley comments,

Clamping the cord before the infant’s fi rst breath results in 
blood being sacrifi ced from other organs to establish pulmo-
nary perfusion [blood supply to the lungs]. Fatality may result 
if the child is already hypovolemic [low in blood volume].25

Peltonen recorded an early-clamped newborn’s heart function, 
as the baby took a fi rst breath.26 This fi lm showed that, for several 
cardiac cycles after the fi rst breath, the baby’s left heart had insuf-
fi cient blood. Peltonen concludes:

It would seem that the closing of the umbilical circulation [cord 
clamping] before the aeration of the lungs has taken place is a 
highly unphysiological measure and should be avoided.27

Caesarean babies
Where the baby is lifted well above the uterus before clamping 
– for example during caesarean surgery – the mother’s uterus is 
unable to pump blood against the uphill gradient, and the baby’s 
blood may even fl ow back to the mother’s uterus with gravity. Cae-
sarean babies are therefore especially liable to receive less than 
their expected blood volume. The consequence of this may be an 
increased risk of respiratory (breathing) distress. Several studies 
have shown that respiratory distress can be eliminated in caesar-
ean-born babies when a full placental transfusion is allowed.26, 28 

UK paediatrician Peter Dunn recommends that the cord of 
caesarean babies remains unclamped, and that, after removal from 
the mother’s uterus, the baby and conjoined placenta remain level 
until the cord stops pulsing in fi ve to 10 minutes.29 The naked 
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baby and (wrapped) placenta could also be placed on the mother’s 
chest. Morley has similar recommendations for caesarean babies.30 
Other researchers have hung cesarean babies’ placentas above 
them like a transfusion bag until the cord stops pulsating.28 

Reduced iron stores and other early 
clamping sequelae 
The baby whose cord is clamped early also loses the iron contained 
within that blood; early clamping has been linked with an increased 
risk of anaemia in infancy. A recent review suggests that delayed 
cord clamping reduces the risk of anaemia by 15 percent at two 
to three months for babies in both developing and industrialised 
countries, with more benefi ts for infants of anaemic mothers.31 The 
30 to 35 mg of additional iron in an average placental transfusion 
is equivalent to the amount of iron in 100 litres of breastmilk.32

These sequelae of early clamping were recognised as far back 
as 1801, when Erasmus Darwin wrote: 

Another thing very injurious to the child is the tying and 
cutting of the navel string too soon; which should always be 
left till the child has not only repeatedly breathed but till all 
pulsation in the cord ceases. As otherwise the child is much 
weaker than it ought to be, a part of the blood being left in the 
placenta which ought to have been in the child.33

In one study, premature babies who experienced a delay in 
cord clamping of only 30 seconds showed a reduced need for 
transfusion, less severe breathing problems, better oxygen levels 
and indications of probable improved long-term outcomes com-
pared with those whose cords were clamped immediately.34 

Premature babies whose cord clamping is delayed also gain 
protection from intraventricular haemorrhage (IVH),35 a form of 
bleeding in the brain that is not uncommon in this group. The 
reduced risk with delayed clamping may refl ect the fact that early 
cord clamping causes a sudden (but transient) increase in the baby’s 
blood pressure,36 which may particularly affect the premature baby’s 
immature brain. As below, the early-clamped baby may subse-
quently suffer from insuffi cient blood to supply the brain. Reduced 
cerebral (brain) blood fl ow is a further risk factor for IVH.37
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One must also wonder about the effects of the deprivation of 
a signifi cant amount of blood on the newborn baby’s brain. Some 
have suggested that some of our children’s developmental prob-
lems, such as cerebral palsy,38 autism39 and learning diffi culties,40 
may be related to the practice of early cord clamping, which has 
only been widespread in the last 50 years or so.41

Mercer and Skovgaard also document the elegant unfolding 
of the newborn’s lungs that occurs at birth, and that ensures a 
safe transition to breathing.42 This unfolding requires an adequate 
blood (and red blood cell) volume, which comes from an adequate 
placental transfusion. Their paradigm also explains the wet lungs 
that are more likely for caesarean babies, who are deprived of their 
full placental transfusion, and is another powerful argument for 
leaving well alone in the third stage.

Polycythemia and jaundice
Some studies have shown an increased risk of polycythemia (more 
red blood cells in the blood) and jaundice when the cord is clamped 
later. Research shows that late clamped newborns may have up 
to 60 percent increased red cell volume (RCV) compared to early 
clamped babies.43 Polycythemia may be benefi cial because more 
red cells will be able to carry more oxygen to the newborn’s organs 
and tissues. The higher levels of protein contained in this blood 
is also advantageous in drawing fl uid from the newborn lungs by 
colloid osmotic pressure (COP), and so preventing wet lungs.42 

The idea that polycythemia will cause the blood to become 
too thick (hyperviscosity syndrome), which is often used as an 
argument against delayed cord clamping, arose from two old and 
poorly validated trials involving small numbers of babies, some of 
whom were premature.44, 45 This fi nding has not been substanti-
ated in more recent high-quality research.46 It is also illogical, as 
a healthy newborn can easily compensate by dilating the blood 
vessels to accommodate higher viscosity blood.46, 47 As with all 
mammalian species, our babies’ circulatory systems are designed 
to balance this normal adjustment to life outside the womb. 

Jaundice is almost certain when a baby gets his or her full 
quota of blood and is caused by the breakdown of red blood cells 
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to produce bilirubin, the pigment that causes the yellow appear-
ance of a jaundiced baby. Physiological jaundice – that is, jaundice 
due only to the normal breakdown of excess red blood cells – is 
present in almost all human infants to some extent, and may be 
prolonged by breastfeeding (breastmilk jaundice). 

Our understanding of jaundice has expanded recently, with 
bilirubin – which has been called a “born-again benignant pig-
ment”48 – now recognised as an important anti-oxidant, more 
powerful than vitamin E.49 Bilirubin may have a critical role in 
protecting the newborn baby from oxidative stresses associated 
with adjustment to signifi cantly higher oxygen levels outside the 
womb. An older study has also found that bilirubin has antibiotic 
properties suffi cient to kill the pneumococcal bacteria.50

A recently published 15-year follow-up of babies with severe 
jaundice – bilirubin levels much higher than would be present in 
physiological jaundice – concluded:

Neonatal bilirubin levels seem to have little effect on IQ, defi -
nite neurologic abnormalities, or hearing loss. Higher bilirubin 
levels are associated with minor motor abnormalities, but the 
clinical importance of this fi nding is limited by the weakness 
of the association, the mild nature of the abnormalities, and the 
lack of evidence that they are prevented by treatment.51

Studies do not show an excess of severe jaundice in babies 
who have had late clamping.

Early cord clamping carries the further disadvantage of depriv-
ing the baby of the oxygen contained in the placental blood, which 
Mother Nature provides to tide the baby over until breathing is 
well established. In situations of extreme distress – for example, 
if the baby takes several minutes to breathe – this reservoir of 
oxygenated blood can be life saving. Standard practice is to cut 
the cord immediately if resuscitation is needed, but resuscitation 
can be performed on the mother’s thigh with the baby’s placental 
circulation still intact. Garrison, a family physician from Canada, 
reports resuscitating a newborn who was unable to breathe for sev-
en recorded minutes (due to thick meconium), and who survived 
without disability with an intact cord and placental circulation.52

When the cord is intact and the placenta still in the moth-
er’s womb, any drug given to the mother can pass to the baby, 
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even during third stage. Garrison reports a positive use for this 
conduit.52 He notes that naloxone (Narcan) – which is sometimes 
administered to a newborn baby to counteract the sedating ef-
fects of opiate drugs such as pethidine (meperidine), given to the 
mother in labour – can alternatively be administered effectively 
intravenously (IV) to the mother in third stage, fl owing to and 
waking up the baby in a matter of seconds.

Synthetic oxytocin and the baby
The baby exposed to active management may also be affected by 
maternal administration of synthetic oxytocin during the third 
stage. Carter administered a single dose of synthetic oxytocin to 
prairie voles within 24 hours of birth and found disturbances 
in adult sexual and parental behaviour. She suggests that small 
amounts may cross the human placenta, or alternatively there may 
be indirect effects,53 and cautions:

The assumption that perinatal oxytocin manipulations are 
without effect is largely untested, although the small but 
growing literature in animals suggests that this may be an 
invalid assumption.54 

A fi nal consideration is the possibility that, as Edwards cau-
tions, “… though very rare, injections can be mixed up.”55 There 
are case reports of oxytocic drugs being accidentally given to new-
borns instead of Vitamin K.56, 57

Cord blood banking
The recent discovery of the amazing properties of cord blood, and 
in particular the stem cells contained within it, heightens the need 
to ensure that a newborn baby gets the full quota intended by 
Mother Nature. Newborn stem cells are unique to this stage of de-
velopment, and will migrate to the baby’s bone marrow soon after 
birth, transforming themselves into various types of blood cells. 
(In contrast, stem cells obtained from embryos retain the ability to 
transform into almost any body cell type.)

Cord blood harvesting, which involves collecting the baby’s 
placental transfusion, requires early clamping – ideally within 
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30 seconds of birth – so that an adequate number of stem cells is 
obtained. Delayed cord clamping, which allows this blood to be 
transferred to the baby, as above, is likely to lead to an inadequate 
volume of blood harvested. 

For example, in one study, the average volume of cord blood 
was reduced from 75 mL, collected when the cord was clamped at 
30 seconds after birth, to 39 mL collected when clamping occurred 
30 to 180 seconds. A low-volume collection indicates insuffi cient 
stem cells to be usable for transfusion.58 Public cord blood banks 
usually discard collections below 40 mL,59 with overall one-third to 
one-half of collections discarded, mostly because of low volume.60 
Private banks, which are paid by parents to collect and store their 
baby’s blood, do not generally discard the collections, and some 
may have a policy to accept lower volumes.

Some centres collect residual blood from the baby’s placenta 
after it is delivered, although this is usually less than the blood 
obtained from the cord straight after birth, and still requires early 
cord clamping,58 depriving the baby of the placental transfusion. 
A cord blood collection of 100 mL is equivalent to the loss of 
1.5 litres (2 ½ pints) of adult blood,61 or two to three times the 
volume of a usual adult blood donation. 

Clinicians have expressed concern about the effects of this loss 
of haematopoietic (blood-making) stem cells, as well as the effects 
of early cord clamping, on the newborn.62 The American Academy 
of Pediatrics states:

If cord clamping is done too soon after birth, the infant may 
be deprived of a placental blood transfusion, resulting in lower 
blood volume and increased risk of anemia in later life… There 
may be a temptation to practice immediate cord clamping ag-
gressively to increase the volume of cord blood that can be 
harvested for cord blood banking. This practice is unethical 
and should be discouraged.63

In many hospitals, altruistic cord blood donation is being pro-
moted to fi ll public cord blood banks for the future treatment of 
children with leukaemia. In the US, public cord blood banks sell 
cord blood for transplantation to matched recipients for US$15,000 
to $20,000, which is usually covered by health insurance. 
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In places, private cord-blood banks are persuading parents 
to pay large sums of money (US$600 to $1,700 initially plus an 
annual fee of around $10064) to store their baby’s blood for future 
use, although the chance of the blood being useful for the child (or 
family) is very remote.65 

For example, the likelihood of low-risk children needing their 
own stored cells (autologous transfusion) has been estimated at 
1 in 20,000,66 and cord blood donations are likely to be ineffective 
for the treatment of adults,67 because the number of stem cells is 
too small. 

Autologous cord blood may be unsuitable for children who 
develop leukemia because it may contain pre-leukemic changes, 
and may increase the risk of relapse.66 Autologous cord blood 
cannot cure inherited conditions such as thalassemia and bone 
marrow failure.66 According to Fisk, autologous cord blood is only 
suitable for children who develop solid tumours, lymphomas or 
auto-immune disorders (where the body starts to attack itself): all 
other uses are speculative.66 

By one estimate, at least 13,600 cord blood units have been 
stored in private blood banks since 1998, but only seven autolo-
gous units have been used, and another 16 have been used for 
sibling transplants,64 some of which may have been specifi cally set 
up after an older sibling developed a disorder treatable with cord 
blood. According to the Boston Globe in 2004, Corcell, one of the 
largest private cord blood banking companies, had not shipped a 
single unit in seven years of operation.68

Cord blood banks use emotive advertising with very improba-
ble scenarios – for example, implying that banked cord blood may 
help to treat the child if they develop conditions such as stroke and 
Alzheimer’s disease in old age. This is extremely unlikely, given 
that cord blood is currently inadequate for adult treatment, and 
that private companies (who are not regulated at present) may not 
have the storage standards necessary to ensure prolonged viability 
of stem cells.68 Public banks report that cord blood can be stored 
for 15 to 20 years.69

It is also highly likely that other sources of stem cells, and oth-
er therapies, will be developed in the coming years. For example, 
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South Korean researchers were recently able to clone embryonic-
type stem cells using adult skin cells, giving a perfect match for 
transplantation.70 

Private cord blood banking is not recommended by the Amer-
ican Academy of Pediatrics,71 has been highlighted as a source 
of serious ethical concern in the European Union, and has been 
banned in Italy.66 

The International Federation of Gynaecology and Obstetrics 
(FIGO) Committee for the Ethical Aspects of Human Reproduc-
tion and Women’s Health concluded, in 1998:

The information mothers currently receive at the time of re-
questing consent (for the collection of umbilical cord blood) 
is that blood in the placenta is no longer of use to the baby 
and this ‘waste blood’ may help to save another person’s life. 
This information is incomplete and does not permit informed 
consent. Early clamping of the umbilical cord following vagi-
nal delivery is likely to deprive the newborn infant of at least 
a third of its normal circulating blood volume, and it will also 
cause a haemodynamic disturbance. These factors may result 
in serious morbidity [illness]. For consent to be informed, the 
harmful effects of early cord clamping should be disclosed and 
the mother assured that the collection of cord blood will not in-
volve early clamping. In summary, permission to collect blood 
from the cord for banking should not lead to clamping the cord 
earlier than 20–30 seconds after delivery of the baby.72

In summary, private cord blood banking involves taking the 
blood that is needed by the baby at birth, and paying thousands 
of dollars to store it away, with a very remote chance of later use 
by that child or the family. Public cord blood banking is perhaps 
more justifi able and more likely to be used, but both involve the 
loss of up to one-half of the newborn’s blood volume, with nega-
tive sequelae that may be very signifi cant.

Active management and the mother
Active management (oxytocic, early clamping and controlled cord 
traction) represents a further development in third-stage interfer-
ence, which began in the mid-seventeenth century, when male 
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birth attendants began confi ning women to bed and cord clamping 
was introduced to spare the bed linen.73

Pulling on the cord was fi rst recommended by the Frenchman 
Mauriceau in 1673, who feared that the uterus might close before 
the placenta was spontaneously delivered.73 In fact, the bed-bound 
horizontal postures increasingly adopted under medical care 
meant that spontaneous delivery of the placenta was less likely: an 
upright posture, which women and midwives have traditionally 
used, encourages the placenta to fall out with the help of gravity.

The fi rst oxytocic to be used medically was ergot, derived 
from a fungal infection of rye. Ergot was used by seventeenth- and 
eighteenth-century European midwives; its use was limited, how-
ever, by its toxicity. It was refi ned and revived as ergometrine 
(ergonovine, US) in the 1930s, and by the late 1940s some doctors 
were using it preventatively, as well as therapeutically, for postpar-
tum haemorrhage.73 

Potential side effects from ergot derivatives include a rise in 
blood pressure, nausea, vomiting, headache, palpitations, cerebral 
haemorrhage, cardiac arrest, convulsion, and even death. Ergot de-
rivatives should not be administered to any woman who already 
has high blood pressure.

Ergot derivatives (ergotamine, ergonovine, Ergometrine, 
Ergotrate) may have other unwanted effects, including suppres-
sion of prolactin, the hormone of breastmilk synthesis. According 
to Jordan, 

… intravenous ergotamine 500 mcgms for management of the 
third stage gave a statistically signifi cant increase in the num-
ber of women supplementing and ceasing breastfeeding by one 
and four weeks postpartum, mainly because lactation was in-
adequate for the infants’ needs.74 

She warns, “Midwives need to consider that syntometrine 
[which combines ergometrine with Syntocinon/Pitocin] may 
adversely impact on breastfeeding.” According to Hale, the er-
got derivative methylergonovine (methylergometrine, MEM, 
Methergine) may not have this effect.74 

Synthetic oxytocin, known as Syntocinon or Pitocin (US), 
mimics the effects of natural oxytocin on the uterus, and was fi rst 
marketed in the 1950s. Synthetic oxytocin has largely replaced er-
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gometrine for use in third stage, although the combination drug 
syntometrine is still used in the UK and in other places for severe 
haemorrhage. Syntocinon causes an increase in the strength of con-
tractions, whereas ergometrine causes a large continuous (tonic) 
contraction, which signifi cantly increases the chance of trapping 
the placenta. Ergometrine may also interfere with the process of 
placental separation, increasing the chance of partial separation.75

In recent years misoprostol, a synthetic prostaglandin, has also 
been researched for use in the third stage. Misoprostol is cheap and 
can be given orally, which makes it attractive for low-resource set-
tings. Evidence suggests that it is less effective as a preventative 
than other oxytocic drugs, with more side effects such as nausea, 
vomiting, diarrhoea, fever and shivering.76 However, it may be a 
useful drug for emergency treatment of PPH, and less misoprostol 
is transferred to breast milk compared to ergot derivatives.77 More 
research is obviously needed before this new drug is recommend-
ed for widespread use.

Active management trials
Active management has been proclaimed “… the routine man-
agement of choice for women expecting a single baby by vaginal 
delivery in a maternity hospital”,78 largely because of the results of 
the 1998 Hinchingbrooke trial79 comparing active and expectant 
(non-active, or physiological) management. 

In this trial, which involved only women at low risk of bleed-
ing, active management was associated with a rate of postpartum 
haemorrhage (blood loss greater than 500 mL or around 17 fl  oz) 
of 6.8 percent, compared with 16.5 percent for expectant manage-
ment. Rates of severe PPH (blood loss greater than 1,000 mL) were 
low in both groups: 1.7 percent active and 2.6 percent expectant.

The authors note that, based on these fi gures, 10 women 
would need to receive active management to prevent one PPH. 
They comment, 

Some women … may rate a small personal risk of PPH of 
little importance compared with intervention in an otherwise 
straightforward labour, whereas others may wish to take all 
measures to reduce the risk of PPH.80 
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Reading this paper, one must wonder how it is that almost one 
in six women bled after physiological management, and whether 
one or more components of western obstetric practices might ac-
tually increase the rate of haemorrhage. 

Botha, who attended more than 26,000 Bantu women over 
the course of 10 years, reports, “… a retained placenta was seldom 
seen … Blood transfusion for postpartum haemorrhage was never 
necessary.”81 Bantu women deliver both baby and placenta while 
upright and squatting, and the cord is not attended to until the 
placenta is delivered by gravity. 

PPH and the mother
Some evidence shows that clamping the cord, which is not prac-
tised by indigenous cultures (or obviously by other mammals), 
contributes both to PPH and retained placenta by trapping extra 
blood within the placenta. This increases placental bulk, which the 
mother’s uterus cannot contract (and retract) effi ciently against, 
and which can lead to increased blood loss.82 The maternal effects 
of cord clamping are the subject of a forthcoming Cochrane Col-
laboration review.83

Other western practices that may contribute to PPH include 
the use of oxytocin for induction and augmentation of labour,84–87 
epidural pain relief,88–91 episiotomy, perineal trauma, forceps de-
livery, caesarean and previous caesarean, which increases the risks 
of placental problems such as placental abruption, and placenta 
accreta.92–94

Gilbert notes that PPH rates in her UK hospital more than 
doubled, from fi ve percent in 1969–70 to 11 percent in 1983–5, 
and concludes, 

Changes in labour ward practice over the last 20 years have 
resulted in the re-emergence of PPH as a signifi cant problem.91 

In particular, she links an increased risk of bleeding to the fol-
lowing: induction using oxytocin; forceps delivery; long fi rst and 
second stages (but not prolonged pushing); and epidurals, which 
increase the chances of a long second stage and forceps, as well 
as reducing the oxytocin peak at birth.95 The prolonged use of 
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synthetic oxytocin during labour (for induction or augmentation) 
has been shown to desensitise the labouring mother’s uterus to the 
effects of oxytocin by reducing her oxytocin receptor numbers.96

As noted, western practices neither facilitate the produc-
tion of a mother’s own oxytocin, nor pay attention to reducing 
catecholamine levels in the minutes after birth, both of which can 
be expected to physiologically improve the new mother’s contrac-
tions and therefore reduce her blood loss. The routine practice of 
separating mother and baby deprives the mother of important op-
portunities to increase her natural oxytocin release.

It is also interesting to note Logue’s fi nding of a signifi cant dif-
ference in PPH rates according to the practitioner.97 In the hospital 
that she surveyed, PPH rates varied between 1–16% for midwives 
and 1–31% for registrars. She notes that doctors and midwives who 
were considered to be “heavy handed” had much higher rates.

Early clamping and the mother
Clamping the cord can have other detrimental effects. Immediate 
clamping traps the placental transfusion – around 100 mL of blood 
– in the baby’s placenta, which is then squeezed by the mother’s 
uterus during third stage contractions. With this extra volume, even 
the pressure of a normal contraction may force a signifi cant amount 
of blood back through the placental barrier (which usually keeps 
mother’s and baby’s blood separate) and into the mother’s blood 
supply.98, 99 This is called a fetomaternal haemorrhage (FMH).

A fetomaternal haemorrhage allows the baby’s blood, which is 
immunologically different to the mother’s, into her bloodstream, 
where her immune system can recognise it as foreign and form 
antibodies to destroy it. This occurs mainly when an Rh-negative 
mother (a mother whose blood does not contain the RhD factor) is 
exposed to the blood of her Rh-positive baby (whose blood has the 
RhD factor) via FMH. This will cause the mother to make antibod-
ies against the RhD factor (sensitisation).

If this FMH occurs in third stage, this will not harm the new-
born baby. However, these antibodies can be reactivated if the 
mother has a subsequent pregnancy with an Rh-positive baby. 
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These antibodies can pass through the placenta to her Rh-positive 
baby, destroying blood cells and causing anaemia or even death.

Major blood group reactions between Rh-negative mothers 
and their Rh-positive babies can be very effectively prevented by 
the routine use of anti-D products such as Rhogam but, because 
they are pooled blood products, these products carry the potential 
risk of transmitting as yet unrecognised infections. 

The use of oxytocic drugs, either during labour or in third 
stage, has also been linked to an increased risk of FMH and blood 
group incompatibility problems,100, 101 because the stronger uterine 
contractions can cause microfractures in the placental barrier.100 
Cord traction has been shown to damage the delicate placental 
vessels, producing an increased FMH risk.102 Recent case reports 
have noted fetomaternal haemorrhage during pregnancy (which 
can cause signifi cant harm to the baby) with the use of oxytocin 
stress test103 and with oxytocin induction.104

Avoiding active management is therefore likely to reduce the 
risk of FMH and Rh sensitisation. Rh sensitisation is also less likely 
if mother and baby are incompatible in ABO blood groups105 (for 
example, mother O, baby A, B or AB; Mother A, baby B; mother B, 
baby A) because the mother has preformed antibodies and her im-
mune system may destroy the baby’s cells that enter her circulation. 
However, a moderate risk of sensitisation exists (possibly around 
10 percent106) and probably even under ideal circumstances. For a 
more detailed discussion, see Sara Wickham’s excellent writing.106, 107 
Note that mechanisms of FMH at delivery have been poorly re-
searched since the widespread use of anti-D after birth.

Cord traction carries other potential hazards. When the baby’s 
placenta is not yet separated, strong cord traction can actually pull 
off the cord, making placental delivery more diffi cult and surgery 
for removal more likely. Cord traction is also a painful procedure 
for the new mother. Strong cord traction can also rarely cause an 
inversion of the new mother’s uterus, producing a state of pro-
found maternal shock.

The World Health Organization, in its 1996 publication 
Care in Normal Birth: A practical guide, considers these risks and 
concludes: 
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In a healthy population (as is the case in most developed coun-
tries), postpartum blood loss up to 1,000 mL may be considered 
as physiological and does not necessitate treatment other than 
oxytocics… 108

In relation to routine oxytocics and controlled cord traction, 
WHO cautions: 

Recommendation of such a policy would imply that the ben-
efi ts of such management would offset and even exceed the 
risks, including potentially rare but serious risks that might be-
come manifest in the future.109 

Recent developments in 
third stage management
In the last fi ve years there have been some welcome developments 
in the thinking and practice of third stage. US authors Morley,30 
Mercer42, 46 and others have published papers that have deepened 
our understanding of neonatal physiology during third stage, and 
of the risks of early clamping for the baby. 

In the UK, the infl uential Cochrane Collaboration, the best 
source of evidence-based medicine, has reviewed the literature on 
early versus delayed umbilical cord clamping in preterm infants, 
and concluded: 

Delaying cord clamping by 30 to 120 seconds, rather than early 
clamping, seems to be associated with less need for transfusion 
and less intraventricular haemorrhage.35

The Canadian Pediatric Society has also recently recommend-
ed delayed cord clamping to reduce the need for blood transfusions 
in premature babies.110 

The Cochrane Collaboration has published a recent review 
of the use of oxytocin for prevention of bleeding in the third 
stage and, although noting a decrease in PPH, has suggested that 
“… there is not enough evidence about adverse effects. More re-
search is needed.”111 A Cochrane review of maternal and neonatal 
outcomes in relation to the timing of umbilical cord clamping in 
full-term infants is pending.

It is also heartening to read the recent joint statement by the 
International Confederation of Midwives and the International 
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Federation of Gynaecologists and Obstetricians, as part of the Safe 
Motherhood project.112 This statement advocates routine active man-
agement, but, in a major shift for ICM/FIGO, now recommends that 
the baby’s cord should not be clamped until pulsation has ceased. 

Choosing a natural third stage
A woman’s choice to forego preventative oxytocics, to clamp late 
(if at all), and to deliver the placenta by her own effort, all require 
forethought, commitment and the selection of birth attendants 
who are comfortable and experienced with these choices. 

A natural third stage is more than this, however. We must 
ensure respect for the emotional and hormonal processes of both 
mother and baby, remembering how unique this time is. Odent 
stresses the importance of not interrupting, even with words, and 
believes that the new mother should feel unobserved and uninhib-
ited in the fi rst encounter with her baby.4 

This level of non-interference requires skill, experience, and 
confi dence, as well as support from mentors and institutions. 
However, as I argue, attention to these non-medical elements is 
essential for a safe natural third stage. 

Lotus birth, in which the placenta remains attached to the 
baby until the cord separates naturally, gives us another way to 
“slow the fi re drill” after birth, as Canadian midwife Gloria Le-
may puts it,113 and allows our babies the full metaphysical, as 
well as physical, benefi t of prolonged contact with the placenta. 
Like a good midwife, lotus birth secludes mother and baby in the 
early hours and days, ensuring rest and keeping visitors to a mini-
mum.114 (For more about lotus birth, see chapter 5, “Lotus Birth 
– a ritual for our times”.)

Third stage represents the fi rst meeting between mother and 
baby, creating a powerful imprint upon their relationship. When 
both are undrugged and quiet, fully present and alert, new poten-
tials for love and trust are invoked for mother, baby, family and the 
world we share.

Previous versions of this article have been published in Rachana S (ed), Lotus 
Birth (Yarra Glen, Australia: Greenwood Press, 2000), and in Medical Veritas 
2005, 2(2), 492–9. This version updated May 2005.
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Suggestions for a natural third stage

For the mother
• Choose carers who have skills, confi dence, and trust in the natural 

processes of birth and third stage

• Enjoy an undisturbed birth (see chapter 13)

• Ensure a warm (even hot) room immediately after birth

• Follow suggestions for the carer as below

For the carer
• Arrange resuscitation facilities that can be brought close to the mother 

after birth

• Delay cord clamping, ideally until the baby’s placenta is delivered (or 
longer). Or, in order of increasing benefi t to baby and mother:

– until the baby takes a fi rst breath

– until 30 seconds after birth

– until 3 minutes or so after birth

– until the cord stops pulsing

• If the baby does not breathe, or is ‘fl at’ at birth, do not clamp the cord. 
The baby needs the placental transfusion, which can supply essential 
oxygen for several minutes, protecting brain and organ systems. The 
baby can almost always be resuscitated on the mother’s thigh. 

• Facilitate uninterrupted skin-to-skin contact between mother and baby, 
ideally for the fi rst hour after birth. An undrugged baby can fi nd the moth-
er’s nipple and attach in this time.

• Allow at least half to one hour for the mother to deliver her baby’s pla-
centa. A longer interval is likely to be safe, if there is no bleeding.

• Allow the mother to deliver the placenta by her own effort. The mother 
can squat, cough, and/or blow into the neck of a bottle, if necessary.

• The cord can be cut after placental delivery, if desired. Clamping is likely 
to be unnecessary at this stage. Parents may wish to observe their 
baby’s reaction to handling the cord in making this decision.

• If necessary, and a delay is safe, oxytocics are better given after delivery 
of the baby’s placenta.

• If a caesarean is necessary, keep the newborn baby’s body close to, or 
slightly below, the level of the mother’s uterus immediately after delivery. 
Keep the cord unclamped; baby and joined placenta can be cared for on 
the same level (mother’s chest, resuscitation trolley) until pulsation stops. 
Support skin-to-skin contact between mother and baby.
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In 2002, a pregnant woman in Brisbane, Australia – a mother of 
three, including naturally born twins – was refused the option of a 
vaginal breech birth in hospital, and told she could only have her 
baby by caesarean. She sought a midwife to assist her and gave birth 
successfully at home. Her picture – glowing with new motherhood, 
holding her healthy, happy baby – appeared in the Brisbane Courier 
Mail newspaper a few days later. 

In the media furor that followed this event, I was interviewed 
for television and I also wrote this article, which I have updated with 
new research fi ndings. My interest in natural breech is personal as 
well as political, as my fourth baby was born easily and unexpect-
edly breech at home (see chapter 8, “Maia’s Birth”).

A S a GP (family physician) I am aware that breech birth is more 
complicated than for head-down babies, but I do not believe 

that this justifi es coercing all women with breech babies into major 
abdominal surgery. The opinion that vaginal breech birth is “as 
dangerous as giving a child a ball to play with in a busy street”, 
as suggested by one Brisbane obstetrician, is not only inaccurate 
in terms of risk but ignores the complexity of the decision. In this 
situation, as in much of pregnancy and birth, there are risks on 

Breech Choices
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both sides and no obstetrician or midwife can guarantee a perfect 
outcome for any mother or baby.

Doctors have justifi ed their refusal to offer this mother a vagi-
nal breech birth with reference to the Term Breech Trial (TBT), a 
large international study that showed increased risks for women 
birthing breech babies vaginally under study conditions, com-
pared to women having a planned caesarean.1 

Conditions in this study were highly medicalised – for ex-
ample, almost two-thirds of women were administered drugs to 
induce or speed up their labours. Many practitioners experienced 
with breech birth would see this as dangerous, putting the baby 
at extra risk of fetal distress. Around half of the participants who 
planned to give birth vaginally had an epidural or spinal. As the 
World Health Organization notes, an epidural transforms labour 
from a physiological event into a medical procedure.2

Women in this study were also disadvantaged by a lack of 
the most basic physiological requirements for successful birth. For 
example, neither privacy nor choice of position for labour and 
birth were considered important in this study, and women were 
not offered continuity of carer (having the same care giver during 
pregnancy, birth, and postnatal), which is associated with better 
condition of babies at birth, among other benefi ts.3

The TBT has also been criticised for including, in the fi nal 
analysis, several babies whose poor outcome was unrelated to vag-
inal breech birth. These included two babies who probably died 
before being involved in the study (one of whom was a twin – twins 
were supposed to be excluded – and one of whom was actually 
head-down) and one baby who possibly died from a congenital 
abnormality (babies with lethal congenital abnormalities were sup-
posed to be excluded). Two healthy babies who died at home after 
hospital discharge were also included. Although inclusion of these 
babies is scientifi cally correct, a further analysis excluding these 
babies would have been important.

Even with these provisos, however, the TBT actually shows 
that the risk of a poor outcome for this Brisbane mother and her 
baby were very low. With a well-positioned baby – frank breech, 
with straight legs – a skilful attendant, and a smooth and drug-
free labour and birth, she had over 97 percent chance of a good 
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outcome for herself and her baby. (In the TBT, good outcome 
means mother and baby are alive and well for the fi rst four to six 
weeks after birth.) If she had chosen a caesarean, her chance of this 
outcome would have been a little higher – 98.5 percent – but in 
weighing up this risk, this experienced mother no doubt consid-
ered other factors about caesarean birth. 

For example, recovering from major abdominal surgery is not 
easy while caring for a new baby – and this mother had three other 
young children as well. After a caesarean, she would have had a 
one-in-fi ve chance of an infection, which could have delayed her 
recovery even more. She would also have been likely to lose more 
blood, and to have more ongoing fatigue – up to four years later, 
according to some research – than after a vaginal birth.4 Some 
mothers have reported diffi culty in bonding with their baby after 
a caesarean, with comments such as: “I wasn’t even sure if it was 
my baby.” The risk of postnatal depression is increased, and the 
chance of successful breastfeeding is decreased after a caesarean, 
both of which can impact long-term on the mother–baby relation-
ship, as well as on the health of both.4

This mother would also have had a small, but statistically sig-
nifi cant, increase in her risk of dying after a caesarean compared to 
a vaginal birth5 and, once her uterus had been cut, she would have 
been labelled “high risk” in every subsequent pregnancy because of 
an increased risk of death for herself and her baby – even with another 
elective caesarean. (See also chapter 17, “Caesareans – the risks”.)

In contrast, in choosing a natural birth, she gave her baby 
the advantage of initiating her own labour at the time when she 
was ready – as research has shown, even with ultrasound dating, a 
signifi cant number of caesarean babies are delivered prematurely.6 
During labour, her birth hormones helped her baby’s lungs to pre-
pare for breathing – caesarean babies have an increased risk of 
breathing diffi culties partly because they lack this hormonal prep-
aration. These same hormones also naturally protected her baby 
from low oxygen levels and fetal distress as her labour progressed. 
Her baby was no doubt alert and in good health at birth; thanks 
again to the hormones and processes of natural birth.7 

This mother would also have been thinking of long-term im-
plications when she made this decision, an aspect that is not often 
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considered in the medical context, where the outcome of birth is 
usually assessed by how many babies are alive (and, in the TBT, 
healthy) for the fi rst week, or weeks, after birth. There are very few 
studies of the long-term health outcome for children born by cae-
sarean. However, several studies show an increased risk of asthma 
in adulthood8–10 – in one study by three times10 – highlighting that 
caesarean birth is a major deviation from the natural process for 
babies as well as for mothers. 

Ironically, 18 months after this mother’s home breech birth, the 
TBT researchers published their two-year follow-up study, which 
showed no difference between the caesarean and vaginally born 
children, in terms of death and delayed development, at two years 
of age.11 This turn-around in outcome was mainly because most of 
those vaginally born babies who had appeared very unwell after 
birth had recovered, with no lasting disabilities. As Kotaska has 
highlighted, the use of a short-term combined end point (death 
or apparent compromise at four weeks of age) seems to have been 
misleading in this study.12 

Unfortunately by 2004, when this follow-up study was pub-
lished, many hospitals around the world had already adopted a 
policy of routine caesarean delivery for breech birth,13 and there 
has not been, in most places, a review of policy. This is despite 
much international criticism of the study, and of the impact that it 
has had on women carrying breech babies.14, 15 

While the baby’s breech position made this situation unusual, 
this woman’s story is familiar to many pregnant women and their 
carers, in countries where doctors are using the evidence from 
scientifi c studies to give advice on birth choices. This is a wel-
come development when the information given is accurate and 
unbiased, and when both mother and caregivers are applying the 
principles of informed choice, well stated by Grose:

Informed choice is a process involving the provision of accurate 
and understandable information about treatment alternatives. 
The woman should then be given the time she needs to make 
her own decisions. Informed choice is not interchangeable with 
“informed consent”, nor does it mean that consumers should 
comply with hospital policy because well-qualifi ed people laid 
down these policies.16
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The woman can then take her rightful place at the centre of the 
decision-making process, also taking her rightful share of responsi-
bility. This also benefi ts medical and other carers, who are currently 
shouldering an excessive responsibility for birth outcomes.

However, it appears, from women’s reports, and from the se-
quelae of research such as the TBT, that the process of informed 
choice is poorly understood or implemented in many parts of the 
world. For example, most women carrying breech babies are now 
told that they must have a caesarean, and are given very limited in-
formation about the risks and benefi ts of caesarean versus vaginal 
breech birth. 

In other situations, women have felt coerced into accepting 
interventions such as induction and epidurals without being ad-
vised that these procedures carry risks. Like the mother in this 
story, many women who question their doctor’s advice receive an 
exaggerated and emotive response such as being told, “Your baby 
will die if you don’t accept my advice.” 

This mother eventually found the care that she wanted and 
her good outcome – a happy mother and a healthy, happy baby 
– was not accidental. It is shameful, however, that her choice for 
vaginal birth was not respected in the hospital system, where she 
originally preferred to birth her baby. 

I encourage mothers with breech babies to research all of their 
options; there are still many birth attendants (mostly older ob-
stetricians and midwives who practised in the low-caesarean era) 
who are skilled in assisting with vaginal breech birth, and there are 
many resources available to help with decision-making.17–20 

I believe that it is every woman’s right to choose the birth she 
wants for her baby and herself – whether vaginal or caesarean; 
high-technology or low-technology – and that no-one can make 
a decision that is as trustworthy and far-sighted as that of a well-
informed mother. 

This article was submitted to the Courier Mail, June 2003 but not published. 
This version updated May 2005.
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C AESAREAN SURGERY is very new in human history. This operation 
can be a necessary and life-saving intervention for mother and 

baby, but its current overuse is of major concern. This information 
was written to dispel the myth that caesarean birth is safer than 
normal birth, and to balance the arguments for routine caesareans 
in, for example, vaginal birth after caesarean (VBAC) and breech 
pregnancies.

Worldwide increases in caesarean rates

Worldwide, caesarean rates have been increasing substantially in 
the last decades.

• The 2002 Australian rates are 27 percent overall, com-
pared to 19 percent in 1993.1 

• The US fi gures for 2003 are 27.6 percent,2 UK 23 percent 
in 2003–4,3 and Canada 22.5 percent in 2001–2.4 

• “There is no justifi cation for any region to have a higher 
rate [of caesareans] than 10–15 percent.” (World Health 
Organization)5

• The full cost of a caesarean in Australia is approximately 
A$4,500 compared to A$1,700 for a normal birth.6 

• The estimated cost for a caesarean in the US is US$3,000 
more than vaginal birth, by 1986 fi gures.7

Caesareans ~ the risks

17
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Risks to the mother

High caesarean rates make birth more dangerous, not safer, for the 
following reasons:

• The risk of the mother dying after caesarean surgery is 
four times higher than after vaginal birth, even consider-
ing maternal health conditions.8, 9

• The risk of the mother dying after elective (non-emer-
gency) caesarean is two in 10,000 – four times higher 
than normal vaginal birth.9 

• Twenty to 40 percent of women have complications 
post-operatively – uterine, wound, or urine infections are 
most common.10–13

• “Serious infections such as pelvic abscess, septic shock and 
pelvic thromboembolism [blood clot] are not rare.”14 

• Up to one in 10 women have a surgical laceration (cut) to 
their uterus.13

• An Australian study showed a six times increased risk of 
postnatal depression three months after an emergency 
caesarean.15 This may be due to early separation of moth-
er and baby.16

• After a caesarean, women are less satisfi ed with their birth 
experience; less confi dent with their babies; more fatigued 
(up to four years after); more likely to be re-hospitalised, 
and less likely to breastfeed.17–19

• Short-term pelvic fl oor function is mildly affected by 
normal birth but signifi cantly affected by forceps or vac-
uum delivery.20 Pelvic fl oor training during or after birth 
can signifi cantly improve this in the short and medium 
term.21 

• Large population studies have shown that caesareans do 
not signifi cantly protect the mother’s pelvic fl oor in the 
long term.22

Risks for future pregnancies

The mother also suffers signifi cant risks in all her future pregnan-
cies, including:

• Reduced fertility.23–25
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• Increased risk of ectopic (outside the uterus) pregnancy.26, 27

• Increased risk of unexplained stillbirth: around twice as 
common in the pregnancy following a caesarean fi rst birth.28

• Increased risk of rupture of the uterus before or during 
labour (around one in 200, or 42 times normal29, 30), 
and two to four times higher when labour is induced 
or augmented.29

• Risk of placental problems (placenta praevia or low-lying 
placenta; placental abruption where placenta separates 
early; placenta accreta, where placenta won’t separate) all 
increased by two to four times.31, 32 All are potentially life 
threatening and also increase the risk of the baby dying.

• Seven to 15 times increased risk of emergency hysterec-
tomy after birth, for the above reasons.33, 34

• Increased risk of bleeding after birth, severe anaemia, 
blood transfusion, repeat caesarean, and infection, for all 
the reasons mentioned.

Risks to the baby

“Non-emergency” babies born by caesarean are exposed to a num-
ber of risks and unnecessary interventions:

• Caesarean babies miss the labour-induced activation of or-
gan and hormone systems, including thyroid,35, 36 adrenal,37 
kidney,38 lung,39 gut,40 blood41 and immune system.42, 43 

• Changes in the immune system last at least six months,44 
and changes to the gut fl ora (friendly bowel bacteria) are 
permanent.45

• Loss of placental transfusion, which may contribute 
to breathing diffi culties and other problems after birth. 
(See chapter 15, “Leaving Well Alone”.)

• Five times increased risk of needing intensive care treat-
ment after birth.39

• Increased risk of prematurity; even with ultrasound 
scans, around 10 percent of babies are born more than 
two weeks early.46

• Increased risk of breathing diffi culties after birth: minor 
problems around six percent compared to three percent 
vaginal delivery, even when born at term.46, 47 
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• With caesareans, 1.6 percent of babies require a machine 
for severe breathing diffi culties compared to 0.3 percent 
vaginal births.39

• Persistent pulmonary hypertension, of which 40 to 60 
percent of affected babies die, can affect up to three to 
four per 1,000 elective caesarean babies, compared to 0.8 
per 1,000 vaginal births.48 

• One to two percent risk of surgical laceration (cut) during 
the operation.49, 50

• Risks to the baby in all pregnancies following a caesarean 
include: increased risk of prematurity, low birth weight, 
poor condition at birth, and death, for the reasons men-
tioned above.

Better outcomes?

A number of studies question whether caesareans provide better 
outcomes.

• Over-use of obstetricians at birth. “Having a highly trained 
obstetrician surgeon attend a normal birth is analogous 
to having a pediatric surgeon baby-sit a healthy two-
year-old.”51

• Countries with high numbers of obstetricians caring for 
healthy women have high caesarean rates, but no better 
outcomes (Australia, Canada, US, Greece).7 

• Low-technology models of care (midwifery, birth centre, 
homebirth) are at least as safe, involve fewer interven-
tions and have lower caesarean rates, typically below 
10 percent.52–55 

Reasons for unnecessary caesareans

• Maternal request is a very uncommon reason for caesar-
eans. Surveys internationally fi nd that one to two percent 
of pregnant women request a caesarean without medical 
reason.56

• Women preferring caesarean typically have had a caesarean 
or an “awful” or “unpleasant” prior birth, and nominated 
“safety for the baby” as a major reason.57
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Psychological outcomes

• Vaginal delivery is associated with peak levels of at least 
four feel-good hormones, which contribute to mother–
infant bonding as well as safety for mother and baby.58

• In animal studies, these hormones catalyse instinctive 
mothering behaviours.

• Caesarean mothers have a different hormonal pattern 
three days after birth, which implies longer-term effects 
on this delicate system.59

• An Australian study shows that after a vaginal birth, 
women generally experience an elevation in self-esteem. 
After a caesarean, women are more likely to have a loss of 
self-esteem.60

• “We do not yet know the subtle but long-term effects of 
depriving the baby of the full processes of labour.”61 

This information was written as a background briefi ng for Queensland 
Members of Parliament on behalf of the Maternity Coalition. This version 
updated May 2005.
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T HROUGHOUT human history, women have always given birth 
in a familiar place, with familiar and trusted companions. 

Globally most babies are still born at home, and even in wester-
nised countries, homebirth was the norm until 50 years ago. Many 
of our grandparents would have been born at home, and even 
some of our parents – including my own father.

A brief history of hospital birth
The move from home to hospital began in the eighteenth centu-
ry, when male midwives – the equivalent of today’s obstetricians 
– needed a captive population to practise their skills in childbirth, 
and began offering free hospital care for poor (and sometimes 
homeless) women. The fi rst lying-in hospital was established in 
Dublin in 1745, and lying-in hospitals were subsequently estab-
lished in other parts of Europe and the US.

Hospital birth under the care of the male midwives was ini-
tially exceedingly dangerous. As Da Costa records, 

… the crowding of patients, frequent vaginal examinations and 
the use of contaminated instruments, dressings and bed linen 
spread infection in an era when there was no knowledge of 
antisepsis.1 

Choosing Homebirth
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This new disease – “childbed fever” – killed, for example, 
13 percent of women under the care of doctors in the Vienna Ly-
ing-In Hospital in 1846, compared to two percent of women under 
the care of midwives.2 Its contagious nature was identifi ed by Ig-
naz Semmelweis in Vienna, Thomas Watson in London and Oliver 
Wendall Holmes in Boston, but there was strong resistance to the 
idea that childbirth fever could be due to doctor’s negligence of 
hygiene. It was not until the end of the nineteenth century that the 
need for attention to basic antisepsis was appreciated, and became 
part of routine care.1

Although the mortality for women giving birth in hospital 
is now equivalent to home birth, there remain increased risks of 
infection – especially antibiotic-resistant infection – for mothers 
and babies in hospital. In addition, there are other major iatro-
genic (doctor-caused) risks in hospital that can make homebirth 
a good choice.

Birth interventions and 
homebirth safety
Perhaps the major risk of birth in hospital is the risk of unnec-
essary intervention. As described in chapter 13, “Undisturbed 
Birth”, medical interventions have been shown to interfere with 
the delicate hormonal orchestration of birth for mother and baby, 
with unknown long-term sequelae. Caesareans increase the risk 
of maternal death, even among healthy mothers (see chapter 17, 
“Caesareans – the risks”), and a traumatic birth can make the 
transition to motherhood more diffi cult and painful for mother 
and baby.

In the US, the 2002 Listening to Mother survey by the Maternity 
Center Association found “virtually no natural childbirth” among 
the 1,583 mothers surveyed.3 Around one-half were induced, two-
thirds of women had an epidural administered and one-quarter 
gave birth by caesarean. In Australia a 1997 survey of fi rst-time 
mothers giving birth in hospital found that only nine out of 237 
had no medical procedures during labour and birth.4 
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In comparison, women who plan homebirth have, in most 
reported studies, around 70 to 80 percent chance of giving birth 
without intervention. Caesarean rates for women who plan to give 
birth at home are generally fi ve to 10 percent.5–8 Because of the low 
use of drugs (most homebirth practitioners do not carry any pain-
relieving drugs), home-born babies are generally born more alert 
and in better condition than those born in hospital. Offi cial US 
fi gures give the out-of-hospital birth rate (including birth at home 
and in freestanding birth centers) as one percent.9 

In terms of outcomes for mothers and babies, most studies of 
planned homebirth show perinatal mortality fi gures (the numbers 
of babies dying around the time of birth) that are as least as good as 
hospital, with lower rates of complications and interventions. 

For example, Johnson and Daviss’ recent landmark study of 
over 5,000 US women intending to deliver at home under the care 
of certifi ed professional midwives (CPMs, also called direct entry 
midwives) showed equivalent perinatal mortality, with rates of in-
tervention that were up to 10 times lower, compared to low-risk 
women birthing in hospital. Rates of induction, intravenous drip 
(IV), rupture of membranes, fetal monitoring, epidural, augmenta-
tion, episiotomy, and forceps were each less than 10 percent, and 
3.7 percent of women required a caesarean.8 

In a Cochrane review of the safety of homebirth, the best evi-
dence states:

There is no strong evidence to favour either home or hospital 
birth for selected low-risk pregnant women. In countries where 
it is possible to establish a home birth service backed up by a 
modern hospital system, all low-risk women should be offered 
the possibility of considering a planned home birth…10

In the Netherlands, where around one-third of babies are born 
at home under the care of a midwife, outcomes for fi rst babies have 
been shown to be equivalent to, and outcomes for second or sub-
sequent babies have been shown to be better than, those of babies 
born to low-risk women in hospital.11 

UK statistician Marjory Tew has analysed some of the largest 
data sets of home and hospital birth in the Netherlands12 and the 
UK (before the advent of hospitalisation).13 Her conclusion, ac-
cepted by UK Government policy makers, is that birth at home or 
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in small GP units is safer than birth in obstetric hospitals for moth-
ers and babies in all categories of risk.14 She also concludes that 
modern obstetric interventions, applied to the whole birthing pop-
ulation, have made birth more dangerous, not safer.15 Her book, 
Safer Childbirth? A critical history of maternity care, documents the 
mistruths that were used to promote a shift from home to hospital 
birth in the UK in the 1950s to 1980s.14 

Why homebirth?
Homebirth is often an instinctive choice, although this instinct 
may also be backed up by good-quality information and research.

Some women choose homebirth because of a previous nega-
tive experience in hospital, or because they have witnessed (or 
heard stories of) bad experiences. 

Others come to homebirth because they have heard positive 
homebirth stories or even, like my partner and me, have had the 
privilege of supporting their friends birthing at home.

Others may want to make choices that are very diffi cult to im-
plement in hospital, such as vaginal birth after caesarean or natural 
breech birth, and some families want their children, or other family 
members, to be more involved than is possible in a hospital birth 
room. Some homebirthers have been born at home themselves.

Women who choose homebirth tend to be older and better 
educated than the general population and include many health 
professionals – including midwives and a few doctors, such as my 
partner and myself.

Homebirthers are generally trusting of their bodies and of 
the natural processes of birth, and tend to be self-reliant and 
self-responsible in other aspects of their lives. The experience of 
giving birth in one’s own time, in one’s own space, also reinforces 
these attitudes, giving the new mother a solid confi dence in her 
abilities and those of her baby, and laying a fi rm foundation for 
pleasurable mothering. 

For the homebirth father, being fully present and involved at 
the birth of his child can be a life-changing event. The father’s ex-
perience is usually very different at a hospital birth, where he may 
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be treated as peripheral, or may be conscripted by hospital staff to 
persuade his wife to agree to interventions.

Making an uncommon choice
Homebirth is still a minority choice in western countries. Couples 
who choose homebirth may encounter negative attitudes from 
friends, family, doctors, and media, many of whom are unaware 
of the good outcomes associated with homebirth. It may also be 
diffi cult to fi nd a carer, especially outside metropolitan areas, and 
in some places, including here in Australia, homebirth may be an 
expensive choice, with all costs borne by the family. 

However, the one-on-one midwifery care that most women 
will receive through choosing homebirth is – as the Chief Medi-
cal Offi cer of Health in Brisbane told us – the “Rolls Royce” of 
maternity care, shown to give as good or better outcomes and 
higher rates of satisfaction than care from a doctor or obstetri-
cian.16 A midwife who provides this type of care becomes intimate 
and knowledgeable about the woman and her family, building a 
trusting relationship that will provide real support through labour, 
birth, and early parenting. Many midwives create their own birth-
ing community, formally or informally, where expectant and new 
mothers can meet and socialise. 

Outside such supportive circles, however, homebirthers may 
encounter negative attitudes towards their informed choice. It may 
be useful to remember that these anxieties are often expressed by 
people who have a genuine and appropriate concern for the fam-
ily’s welfare, such as prospective grandparents. Sometimes it may 
be useful to engage in dialogue and education to counter these 
anxieties, and at other times it may be better to save energy and 
remain confi dent internally. Sometimes keeping plans undisclosed 
may be the best option, especially around people who are likely to 
share their horror stories of birth.

Homebirth in other countries
The Netherlands has the highest rate of homebirth in the western 
world, which is consistent with its philosophy of protecting low-
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risk women from unnecessary interventions.17 In the Netherlands, 
specialist obstetric care is only provided by the state to women who 
need it, whereas midwifery care (for home or hospital birth) is free 
to every pregnant woman. The Netherlands has some of the lowest 
rates of intervention (especially caesareans and epidurals) in the 
western world, with good outcomes for mothers and babies.

Midwifery care for homebirth is also provided free in the UK, 
although, in the public system, women are not able to choose their 
own midwife and may not have the same carer in pregnancy and 
birth. Some mothers report that there are biases against homebirth 
within the system, although homebirth has been recognised at a 
governmental level (by the Changing Childbirth Report) as a valid 
option. One UK survey found that, given a free choice, 22 percent 
of women would opt for homebirth.18

In New Zealand, there has been a renaissance of midwifery 
care in the last 15 years, which increased the homebirth rate to 
an estimated 13 percent in 1998,19 although rates vary widely be-
tween regions. Women can choose their own midwife, who will 
care for them at home or in hospital and is paid by the government. 
Nationwide, outcomes for mothers and babies have continued to 
improve with this model of care. 

There has also been a resurgence of midwifery care and home-
birth in Canada, with the fi rst training and recognition of midwives, 
whose practice was previously illegal, in 1999. Midwifery care is 
also increasing in the US, with the number of births attended by 
midwives (mostly in hospital) increasing from one percent in 1975 
to 8.1 percent in 2002.9

Setting up a homebirth
How do you go about organising a homebirth? This varies from 
country to country, but generally your fi rst task will be to fi nd 
a midwife.

In some places, midwives may work with obstetricians 
(Ob/Gyns) or GPs (family physicians), and in other places, they 
will work independently. To fi nd an independent midwife, you 
can look in the phone book under medical, birth or childbirth 
services. Also search the Internet and look at the websites listed 
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Questions to ask your midwife
• What training and experience do you have?

• What is your basic philosophy of birth care?

• What prenatal care do you provide?

• Do you work with other midwives? Am I likely to meet them or to have 
them care for me during labour?

• What back-up arrangements do you have?

• What care and observations will you do during labour?

• What equipment do you carry? 

• What assistance can you give if labour is diffi cult or prolonged?

• Are you experienced and trained in resuscitation of mother and baby?

• Can you suture (stitch) tears at home?

• What happens if I need to transfer to hospital?

• What postnatal care do you provide?

• What are your rates of transfer to hospital, of interventions and of com-
plications such as perineal tears and postpartum haemorrhage?

• Do you have children yourself and, if so, what was your experience 
of birth?

• Do you offer any alternative skills such as herbs, homeopathy, and/or 
acupuncture?

Consider, too, how fl exible and accommodating your interviewees seem: 
your situation may change or you may change your mind about various as-
pects of your care later in pregnancy, and it is good, in any planning for birth, 
to keep your options as open as possible. 

You can get a sense of how calm, confi dent and non-judgmental the 
midwife is, and how much she allows the interview to focus on you and your 
needs. This tells you that she will stand back during labour, allowing you 
and your labour to take centre stage, although she will be observing you 
and attending to your care. Some of the best midwives may seem quiet and 
unassuming at fi rst meeting.
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at www.sarahjbuckley.com. Even better, ask around for personal 
recommendations or look for a local homebirth group who can 
give you more advice and a list of names.

In places like the UK, you usually need to go through a doc-
tor, or the supervisor of midwives at your local health care trust, to 
book for a homebirth, unless you are engaging your own indepen-
dent midwife. It may be useful to take your partner or a friend with 
you to the interview, if this feels a little intimidating.

When you fi nd a prospective midwife – or hopefully a list 
of prospective midwives – consider asking the questions on the 
previous page by phone or, ideally, in person. Your gut feeling 
about the midwives you interview may be as important as the 
information they give you.

A homebirth support group
Attending a homebirth support group, or just getting together with 
a few experienced homebirth mothers, is one of the best ways to 
prepare for homebirth. You can share stories of birth, ask ques-
tions and, most importantly, have the experience of being with 
mothers and babies, which has sadly become uncommon in 
our culture.

If there is no local group, you could consider starting up a 
homebirth support group yourself. Choose one day per month 
that suits you, and ask local midwives to get the word out for you. 
Our local (Brisbane, Australia) homebirth support group always 
begins with an introduction around the circle, then we ask one 
mother to share her birth story. After this, we have a general dis-
cussion, especially inviting questions from new members, and we 
fi nish with a short evaluation from everyone. After the meeting 
we enjoy a shared lunch, with plenty of time to chat and pass the 
babies around! 

Homebirth and the sacred cycle
Birth is not an isolated event in our lives, but rather a part of our 
feminine sexual cycle. As mothers, we move from menstruation 
to conception, pregnancy, birth, postnatal, and breastfeeding, 
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and then back to menstruation. When this cycle is honoured as 
a life-giving continuum, each of these experiences can be deep 
and satisfying.20

Homebirth ensures that these sacred events stay within our 
own space, keeping the circle whole and inviolate. Homebirth can 
bless our homes and our families many times over, creating a won-
drous atmosphere in the early weeks and months, and giving us 
memories and experiences that can sustain us – mothers, babies, 
fathers, and children – for a lifetime.

This article is adapted from the Homebirth Fact Sheet, fi rst published as a 
brochure by the Home Midwifery Association, Queensland (Australia) 2003.
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T HE day you bring your baby home from hospital is momen-
tous. She’s fallen asleep in the car, and you carry her into the 

nursery. It’s freshly painted with a beautiful new bassinet, and a 
rocking chair for nighttime feeding. You put her down ever so gen-
tly, breathing a sigh of relief; it’s been a big day and you’re dying for 
a cuppa. Her eyes open a little. By the time you’re at the door she’s 
whimpering and, before you even get the kettle on, she’s crying.

You pick her up. Maybe she’s hungry? She falls asleep as you 
feed her, and the scene is replayed. You can’t fi gure it out. Maybe 
you’re not wrapping her up enough? (But then there’s the fear of 
SIDS.) Maybe you’re not burping her properly? Maybe she’s having 
the wrong sort of milk, or not enough, or too much…?

In a few days’ time you begin to worry that you might be 
spoiling her, as you’ve been warned, by picking her up straight 
away, but when you delay it takes hours of pacing the fl oor at night 
to settle her and you’re desperate for some peace and quiet. Your 
partner is sleeping in the spare room because he’s back at work by 
now, and needs a bit of sleep. She still wants to feed all the time, 
and you haven’t even had time to hang out yesterday’s washing.

But it’s a strange thing. After a few weeks you fi nd yourself 
becoming adept at housekeeping – or at least putting on the kettle 
– one-handed. And the hours in the rocking chair are a dreamy and 

Attachment Parenting ~ 
an introduction

19
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increasingly delicious time, when there’s only you and her, and the 
bliss on her face as she falls asleep, drunk with milk, makes you 
ignore the perils of feeding her to sleep. You’ve even had her in bed a 
few times, though you haven’t told anyone, and you managed to catch 
up on some sleep as well; and your parenting manual, which warns 
against these things, is gathering dust under the bed somewhere. 

You’re not living in a cave, but you’re discovering the wisdom 
of stone-age parenting.

Since humans have been on this earth, we have reared our 
babies in this way, and it has worked because it is what babies, 
and their mothers, are adapted to; hormonally, physiologically, 
and developmentally. We are not a “caching” species, designed for 
long absences from our mothers in nests and burrows; such ani-
mals do not cry (or they would attract predators) and their milk 
is extremely high in protein and fat to sustain the young for long 
periods. We are in every way much closer to the continuous-feed-
ing, carrying mammals,1 as were our stone-age ancestors, and our 
babies remind us of this when they cry to be carried, to be fed 
frequently, and to be nestled up against our bodies in sleep.

In fact continuous carrying (usually in specially designed 
slings and carriers), frequent and extended breastfeeding, and 
mothers co-sleeping with their babies are the norm in most non-
western cultures, as they were in our culture 150 years ago.2, 3 
US paediatrician and author Dr William Sears has coined the phrase 
“attachment parenting”,4 which describes both the style and the 
outcome, when babies are cared for in this way. Attachment, for 
a baby, means security and love. In attachment parenting we trust 
the messages that our babies give us, and attend to their needs 
until they are settled. Contrary to ideas of spoiling, research has 
shown that babies whose cries are quickly attended to are more 
contented and cry less as they grow older.5

In a society that is obsessed with individualism and inde-
pendence, ideas that are completely foreign to small babies, it is 
reassuring to know that developing a secure attachment with your 
baby in infancy leads to emotional security and independence in 
later years. And those years arrive sooner than you’d dream of, as 
you’re feeding your baby to sleep, again, at four am.
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An edited version of this article was published in the Courier Mail, Brisbane as 
‘Don’t be fooled by the manual’, 17 June 1998. This version updated May 2005.
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E MMA, my fi rst-born, was 14 months old. I had enrolled in a 
course, and, with the feeling of my life opening up again, had 

begun to wean. It was at that time, a junction between two worlds, 
that I read a book called Mothering Your Nursing Toddler.1 

Starting with the assumption that extended breastfeeding 
is satisfying for both mother and child, the author, Norma Jane 
Bumgarner, writes of the security, confi dence, and self-esteem that 
we can give our children when we allow them to nurse and wean 
according to their own schedule. With this new information, and 
a glad and open heart, I recommitted to breastfeeding and I went 
on to nurse Emma for three more years. The ease and pleasure 
of extended breastfeeding continued with Emma’s three younger 
siblings, who also breastfed to around four years of age.

These four unique but overlapping experiences have shown 
me the benefi ts of an extended nursing relationship; my children 
have displayed a physical resilience and emotional independence 
that comes, I believe, from the access to loving arms and the 
secure base that breastfeeding provided. Over the years, I have also 
learned about the more tangible advantages of extended breastfeed-
ing, which is becoming more commonplace as women rediscover 
the pleasures of devoted mothering in their children’s early years.

Extended Breastfeeding ~ 
the gift of a lifetime

20
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Breastfeeding is well accepted in Australia, with around 
80 percent of babies starting out on the breast. By three months, 
54 percent are still feeding and this has dropped to 32 percent by 
six months,2 and 23 percent by 12 months.3 In the US, 70 per-
cent of mothers initiate breastfeeding, 33 percent of babies are still 
breastfed at six months and 20 percent at 12 months.4 In the UK, 
61 percent of mothers initiate nursing, 21 percent are nursing at 
six months, and 19 percent at nine months.5 

As these fi gures show, breastfeeding a toddler is still uncom-
mon in most western countries, but there has also been a recent 
increase in community awareness and professional support for 
prolonged breastfeeding. The American Academy of Pediatrics 
now recommends breastfeeding for at least 12 months,6 and the 
World Health Organization recommends that, for optimal growth, 
development, and health, breastfeeding should continue for up to 
two years or beyond.7 The American Academy of Family Physi-
cians states, “Breastfeeding beyond the fi rst year offers considerable 
benefi ts to both mother and child, and should continue as long as 
mutually desired.”8

Extended breastfeeding also has strong historical and cross-
cultural support. Mothers in most traditional cultures breastfeed 
their babies into at least the second year, as did most mothers in 
western Europe until this century.9 Even in medieval times, the 
dangers of early weaning were understood, and sickly infants, 
twins, and males were breastfed longer than the usual one to two 
years.10 Katherine A Dettwyler, associate professor of anthropology 
and nutrition at Texas A&M University, estimates (from anthropo-
logical data) that the natural age for weaning is between four and 
six years.9 

Extended breastfeeding continues to offer signifi cant benefi ts 
for modern mothers and babies. Babies who are breastfed through 
the fi rst year of life have fewer illnesses, both minor and major,11, 12 
and a lower chance of death,13 which extends to at least three years 
of age.14 Breastfeeding gives young children protection from deaths 
due to SIDS and injuries, as well as infections.13 The American 
Academy of Family Physicians states, “If the child is younger than 
two years of age, the child is at increased risk of illness if weaned.”8
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The benefi ts of breastfeeding increase with duration,13 and the 
disease-protective effects actually increase as weaning approaches. 
Some have called this increased concentration of antibodies, as 
breastfeeding declines, the “parting gift” to the baby, ensuring on-
going good health and strong immunity.15, 16

Breastfeeding into the second year also gives a strong ben-
efi t in terms of nutrition. Research from Kenya, where the nursing 
mother’s nutrition was judged to be marginal, has estimated that 
breastmilk can supply up to one-third of a toddler’s daily energy 
needs, as well as two-thirds of fat requirements, 58 percent of vi-
tamin A requirements, and almost a third of calcium needs.17 A US 
study shows that breastfeeding through the fi rst year has an ongo-
ing dietary benefi t, giving a better food intake, and less need for 
maternal persuasion to eat well, in the second year.18 

Extended breastfeeding also has physical benefi ts for moth-
ers, partly through the release of hormones in her body as she 
nurses. Prolactin, sometimes known as the mothering hormone, 
has been shown in humans and animals to have a relaxing effect 
on the mother, and to enhance her mothering abilities and desire 
for contact with her young.19 Oxytocin, which is responsible for 
the let-down refl ex during breastfeeding, has been called the love 
hormone because it brings feelings of calm and connectedness.20, 21 
Breastfeeding also releases beta-endorphin, a hormone of pleasure, 
for both mother and baby, and this hormone may be important in 
delaying the return of fertility in breastfeeding mothers.22

As well as these immediate benefi ts, the nursing mother also 
receives protection against pre-menopausal breast cancer (more 
so with prolonged nursing);23 ovarian cancer; and osteoporosis.24 
One study estimated that our current high rates of breast cancer in 
western countries would be reduced by almost half if we increased 
our lifetime duration of breastfeeding.23

As a GP (family physician), all of these benefi ts impress me, but 
as a breastfeeding mother, the best aspects of extended breastfeed-
ing have been the relationships with my nurslings. Breastfeeding 
has helped me to stay connected and in love; relaxed and open, 
and reminded me that, as big as my nurslings may sometimes 
seem, they are in reality still young, with strong needs for nurture. 
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Through extended breastfeeding, we can promote health and hap-
piness in our families, and give our children the gift of a lifetime.

An edited version of this article was fi rst published in the Courier Mail (Brisbane, 
Australia), 7 May 1998, as “Breastfeeding and Bonding”. This version updated 
March 2005.
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Bees, baboo, boobies
These are the words that my four children have used for my 
breasts, and for their experiences of breastfeeding. 

Blissful, breast-full, intense, addictive
These are some of my experiences during my 14 years of 
breastfeeding.

Healthy, holistic, healing
These are just some properties of the liquid love that my breasts 
have generously produced, day in, day out, for my nurslings, 
and that every breastfeeding mother and baby enjoy.

M Y FIRST CHILD, Emma, was born in 1990, and my youngest 
child, Maia, is now almost weaned. Over this time – my 

“breastfeeding career” – I have discovered more about breast-
feeding, and learned that it is actually designed to be blissful and 
addictive, and to reward both partners, through the fl ow of the 
hormones of love, pleasure, and tender mothering, with each 
nursing episode.

First nursling
My story of breastfeeding begins with my birth in New Zealand in 
1960. This era was a very low point for breastfeeding, and neither 

Bees, Baboo, Boobies ~ 
my breastfeeding career

21
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my three siblings nor I were breastfed. My mother was told that 
her ample breasts couldn’t make enough milk, although I am sure 
that, given the right support, she could have breastfeed as easily as 
her own mother, my grandmother, who nursed each of her three 
children for nine months. 

When I became pregnant for the fi rst time (then living in 
Melbourne, Australia), I had few concerns about breastfeeding; I 
simply presumed that it would be smooth and easy for me. Later 
in my pregnancy, I had a vivid dream that my baby was skinny in 
my womb but fattened up quickly on my breast. This was an accu-
rate premonition; Emma was born at home after a short and sweet 
labour, one month early and weighing only 5 lb 1 oz (2,250 g). 
(See “Emma’s Birth”, chapter 7.) Her prematurity and low birth 
weight gave my partner Nicholas (also a GP/family physician) and 
myself a beautiful opportunity to devote ourselves to her wellbe-
ing, and she fi lled out within a few weeks, just as I dreamed. 

Breastfeeding Emma was an unexpected pleasure for me; 
holding her close by day and snuggling up with her for those long, 
milky nights. I returned to work part-time when she was four 
months, leaving her in Nicholas’s care. I learned the art of express-
ing, and of building up my milk to make it easy. For example, I 
would feed from one breast all night and express the other side 
in the morning. After a few months, Emma decided that she pre-
ferred to wait for my return, which I appreciated, being heavy with 
milk after a fi ve-hour separation. I found expressing my milk to be 
rather a chore – luckily I was able to avoid it with my subsequent 
babies, who came to work with me. 

Emma’s fi rst year came and went, and my contemporaries were 
weaning their babies. I enrolled in a women’s health course and felt 
my focus begin to shift, all the while slowly cutting down Emma’s 
feeds. At this time, the idea of feeding a two-year-old was strange 
to me, and Nicholas thought it was absolutely warped (although 
his mother had breastfed him until he was 18 months, in 1958!). 

However, my revelation was soon to come. When Emma 
was 14 months old, I came across a book, Mothering Your Nursing 
Toddler1 at our local breastfeeding group. Here was one of the 
clearest expressions of what I wanted for my child – an inner sense 
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of security, loving relationships, and good health – and it was as 
simple as continuing to breastfeed. Enthusiastically, I opened my-
self back up to Emma, and breastfed her right through my next 
pregnancy. When Zoe was born, I tandem fed and I fi nally weaned 
Emma when she was just over four – around the same time that I 
conceived my third child.

Second and third nurslings
Breastfeeding Emma through my second pregnancy was not always 
easy. My nipples were very sensitive, although this eased around 
20 weeks. It was diffi cult, but necessary, to cut down on Emma’s 
feeds, and I noticed how much more solid food she ate; obviously 
she had still been substantially nourished through her fi ve or six 
daily breastfeeds.

Zoe’s birth was my most diffi cult. Like Emma, she was born 
posterior (facing up) and I had several challenging hours at the end 
of my labour. (Zoe later told me that she hadn’t wanted to come 
out!) Zoe was a very easy and content baby who lived in my front 
carrier – her outside womb – for quite a few months. Breastfeed-
ing was again easy; Emma, at two years and 10 months, was old 
enough to wait her turn, and I appreciated her help with my over-
abundant supply in the early days. I noticed with surprise that my 
toddler was gentler in her feeding than my chomping newborn.

When Zoe was just 14 months, I unexpectedly conceived 
again, while on a family holiday in Tasmania. It took me a while to 
realise that I was pregnant – I was sure that my delayed period was 
due to intensively breastfeeding Zoe, who had been sick with ear 
infections, fevers, and vomiting for the whole holiday.

I continued to nurse Zoe throughout this third pregnancy, 
supporting my body with traditional Chinese medicine and good 
nutrition. Towards the end of my pregnancy, when I really need-
ed some space, I stopped nursing Zoe at night and she moved to 
sleeping in another bed with Nicholas and Emma. Zoe had just 
celebrated her second birthday, and Emma was not yet fi ve, when 
they saw their brother born – a beautiful waterbirth in the sun-
shine of our back room, overlooking the garden. (See chapter 6.)
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Having three babies close together, and breastfeeding so in-
tensely, was a big challenge for my body, and I learned a lot about 
looking after myself through this experience. One of the most 
nourishing rituals that I began was taking an afternoon rest. This 
hour or two in bed (or at least with my feet up) has given me 
a physical rest, and sometimes sleep too, and has also quietened 
the house down. My children, if too old to sleep, could play with 
special toys, listen to tapes, or read books in bed with me. My 
afternoon rest kept my life simple by ensuring that major outings 
were confi ned to mornings, and also gave me the energy that I 
needed to get through the evening shift. 

Having a regular massage also became a habit, and a wonder-
ful way of thanking my body for the intense hands-on mothering 
that I have given to my children.

Jacob was another easy-going and delightful baby, who 
was adored by his big sisters. Feeding him was pleasurable, but 
I was stretched in feeding Zoe as well, and often had to refuse 
her requests for “bees”. When Jacob was around fi ve months, Zoe 
stopped asking for regular breastfeeding, although I still nursed 
her occasionally until she was about four. This was sad for me, but 
I really needed to look after myself at this time. 

I had an ideal job to go back to, working with a homebirth 
GP (family physician) and his wife: I was able to choose my own 
hours, I could bring Jacob to work with me, and I was blessed with 
a wonderful carer for Zoe. However, work became less and less 
attractive because of the organisation and shift in consciousness 
that I needed to make to be a good medical practitioner. I eventu-
ally went back to one half-day per fortnight when Jacob was nine 
months old, taking him with me, and I was relieved when our plan 
to move interstate allowed me to stop working altogether when he 
was around 20 months. 

In transit
We moved from Melbourne to Brisbane just before Jacob turned 
two, taking a month’s camping holiday in the process. I spent most 
of the transition time feeding and carrying him, and it wasn’t until 
we settled into our new home that I could prise him off my breast. 
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After this I also stopped feeding him overnight (when he under-
stood “no baboo until morning”), and later he moved in to sleep in 
a double bed with his sisters.

The next year was one of the most diffi cult times for me as a 
mother. We settled on the outskirts of Brisbane, where I had no 
friends or acquaintances, and I was at low ebb physically, after 
eight years of continual breastfeeding (and three pregnancies as 
well). I was lucky to fi nd some wonderful natural health practi-
tioners, who helped me to rebuild my body with good nutrition 
and well-chosen remedies. (I took a lot of homeopathic sepia – the 
remedy for worn-out bodies!) Slowly I found my community of 
like-minded mothers and families, and regained my vitality.

Jacob’s late toddler age was replete with negotiation around 
“baboo”, and my rule was “Baboo in the morning, baboo at rest 
time, baboo at sleep time” – a theme that I later repeated with Maia. 
Breastfeeding has, for me, naturally subsided as my nurslings have 
grown, due partly to their increasing interest in the outside world 
and partly to my own need to reclaim my space (and my breasts).

I was committed to breastfeeding Jacob until he was four, and 
continued to nurse him happily twice a day or so. Going away for a 
day or two wasn’t diffi cult, as we were both easy and fl exible about 
it. A few months before his fourth birthday, Jacob announced, “You 
can stop giving me baboo now, Mummy.”

“Ok,” I said, “but what if you change your mind?” 
“Just say no,” he advised me. 
So the next time he asked, I did this, to which he replied, “I 

didn’t mean it, Mummy!”
His fourth birthday was my limit, although there were maybe 

one or two breastfeeds afterwards. I was also turning my atten-
tion to having another baby. One month after Jacob’s weaning, 
I conceived my fourth child, Maia Rose, which delighted the chil-
dren, especially Jacob, who told me: “Good mummy for having 
another baby.” 

Fourth nursling
Maia’s was a very enjoyable pregnancy. We were all in a blissful 
state; the only tensions arose from negotiations between Nicholas 
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and me about my desire for an unassisted birth. (See “Maia’s birth”, 
chapter 8.) I enjoyed having a break from breastfeeding and began 
to wonder if I really wanted to go back to it. But after an ecstatic 
birth and beautiful baby, of course I loved every minute. 

The early weeks with Maia were also blissful. I rested a lot 
– in fact, I didn’t leave the bedroom for a week, or the house for 
a whole six weeks. I was blessed with a lot of household support, 
and I allowed myself to be fully nourished. I knew, from experi-
ence, that this nourishment and rest would keep me centred for 
the whole of the following year.

I did have some challenges at this time with baby Maia, who 
was unsettled at irregular times. I fi nally fi gured out, with some 
help, that I had an oversupply problem; that is, my milk was 
letting down too quickly and in too big volumes for Maia’s new-
born digestive system. Once I adjusted my feeding techniques 
– feeding her in an upright position was especially effective – it 
settled down.

After this, breastfeeding was easy and enjoyable. I began prac-
tising elimination communication (not using nappies/diapers) 
with Maia, which added another dimension to our relationship, 
and increased my intuitive connection with her. (For more about 
this, see chapter 24, “Mothering, Mindfulness and a Baby’s Bot-
tom”.) She was very much an “in-arms” baby, and I barely put her 
down for the fi rst six months. I carried her in my traditional Asian 
front carrier in the day, and nestled up with her for daytime and 
nighttime sleeps. 

I stopped feeding Maia overnight at around two years of 
age, as I had with Jacob, and began to limit her daytime feeds to 
three or four. Our afternoon rests were simple, as she was usually 
keen to “have boobies, go sleep” after lunch. Her nighttimes have 
also been easy because our family members have all gone to bed 
together at around 8.30 pm.

Now, at four and a half, Maia continues to nurse occasionally, 
usually at sleep times, when she often has her hand on my breast. 
We still co-sleep and Maia has an acute awareness of my presence 
(or absence) at night, as she did as a baby. Our ongoing connection 
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continues to nourish me, and keep me in a heartful space, echoing 
the bliss I felt carrying and nursing her in the early months.

For me, breastfeeding has been meditative as well as pleasur-
able, and has contributed immensely to the mindfulness of my 
mothering. Breastfeeding has kept me soft, present, and surren-
dered, and at times of stillness I have consciously experienced the 
dissolution of my self, as “my heart melts, and fl ows into my baby 
as breast milk”, as Jeannine Parvati Baker so eloquently says.2 

My breasts have been all kinds of shapes and sizes over the 
years, and now, towards the end of my breastfeeding career, they 
are different again. They are softer and stretchier – more relaxed, as 
Emma kindly observed, especially my well-loved nipples. My breasts 
have been a source of pleasure and nourishment for my children, 
and through them I have also been pleasured and nourished. 

Breastfeeding reminds us of the universal truth of abundance: 
the more we give out, the more we are fi lled up, and that divine 
nourishment – the source from which we all draw – is, like a 
mother’s breast, ever full and ever fl owing.

This article was fi rst published as “My Breastfeeding Career” in The Mother 
(UK) 2004, No 10, pp 48–9. This version updated May 2005.
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IMAGINE this. Your baby is two weeks old, and you have fi nally 
settled her to sleep for the night in her cot, in the nursery next 

to your room. You are awakened from a short but deep sleep by 
distressed crying, and you stagger out of bed. You turn on the lamp 
and pick her up. She is red-faced and too loud for that time of the 
morning, and her crying has awoken your partner, whom you can 
hear sighing loudly next door.

After a few minutes, you calm her and persuade her to breast-
feed. Eventually, just as you are about to nod off yourself, she falls 
off the breast contentedly. Slowly and carefully – you are more 
awake now, appreciating the delicacy of this manoeuvre – you 
slide her into the cot. Only two steps away from the door – and 
she bleats. As you turn the door handle, she cries softly, and then 
increasingly loudly. Your partner, angel that he is, comes in bleary 
eyed and offers to walk the corridor with her, which he does for 
15 minutes before putting her gently back in her cot.

“Welcome to parenthood”, your friends say, but you can’t ac-
cept that, or the bone-aching tiredness. Then one day you discover 
that you can actually nurse her lying down. The next day, as you 
feel her nestling up against you on the sofa, you begin to wonder if 
you could feed her like this in bed at night. Your partner is scepti-
cal, and you don’t tell anyone else. After a few nights, you realise 

The Cosiness of 
Co-sleeping
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that, if your baby starts the night with you, you don’t actually need 
to get out of bed at all. Your partner is pleased to be hardly dis-
turbed, because you attend to her before she cries, and you feel 
decidedly brighter in the morning too.

Congratulations. You have rediscovered co-sleeping.
For millions of years of human evolution, mothers and babies 

have slept together. For our ancestors, who lived outside in the 
wild, co-sleeping was essential for survival. In modern times, co-
sleeping continues to provide a perfect nighttime environment for 
our babies, through the warmth of our bodies; our vigilance even 
in deep sleep (actually, a breastfeeding, co-sleeping mother spends 
less time in deep sleep); the easy access to our breast; and the syn-
chronising of sleep cycles.

These benefi ts are confi rmed by the elegant research done by 
James McKenna, professor of anthropology at University of Notre 
Dame, Indiana. McKenna and colleagues invited 35 mother–baby 
pairs into a sleep research laboratory and monitored their over-
night sleep patterns as they slept together or in separate rooms.1 
They found that, not only did co-sleeping pairs get into the same 
sleep cycles, but that babies who co-slept experienced more fre-
quent low-level arousals, triggered by the mother’s movements, 
and spent less time in deep sleep.

As a researcher in SIDS, Prof McKenna believes that these 
low-level arousals, which do not actually awaken either partner, 
give the baby practice in arousing and may lessen a baby’s sus-
ceptibility to some forms of SIDS, which are thought to be caused 
when a baby fails to arouse from deep sleep to re-establish breath-
ing patterns.

Professor McKenna speculates that our young are not devel-
opmentally prepared to sleep through the night in a solitary bed, 
involving, as this does, long periods of deep sleep, which is not a 
normal pattern for young babies.

Videos taken during the study showed that co-sleeping mothers, 
even in deep sleep, were obviously aware of their baby’s position, 
and moved when necessary to avoid over-laying. At no time in the 
study did co-sleeping mothers impede the breathing of their babies, 
who had higher average oxygen levels than solitary sleepers. 
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Professor McKenna’s theories, which support the evolution-
ary wisdom of co-sleeping, are supported by international studies, 
as well as by research in western countries. For example, studies 
show that some of the lowest rates of SIDS are found in cultures 
where co-sleeping is predominant.

On a world-wide basis, co-sleeping is still very much the 
norm.2 Even in western cultures, bed sharing between mother and 
nursing baby (usually up to two years old) was standard practice 
up until around 150 years ago. Older children would co-sleep with 
siblings, with a member of the extended family or, for the upper 
classes, with a servant or nursemaid.3

The 1800s saw the rise of the child-rearing expert, usually 
male, who emphasised self-reliance from an early age, with strict 
guidelines for breastfeeding, toilet training, and sleep. Newborns 
were expected to sleep with their mother, but they were to be re-
moved to an unshared room before the age of one.3

With the industrial revolution in the late 1800s, the extended 
family began to splinter. The mother became solely responsible for 
the house and children, and this was easier if her children required 
less of her time. The rise of the germ theory, where the public were 
warned not to breathe the air of another, led to a further emphasis 
on separate sleeping.3

Later this century, smaller and increasingly affl uent families 
began to build houses with separate sleeping quarters, so that 
each child could sleep alone. The myth arose that “cot-death” was 
caused by mothers over-laying and smothering their babies; this 
misinformation further frightened mothers away from co-sleeping.3

Thankfully, there has been a recent turn-around, and many 
parents now feel more comfortable about sleeping with their 
babies. Books such as Tine Thevenin’s classic, The Family Bed3 
have helped to dispel some of the myths around co-sleeping. The 
most stubborn concern, that of safety, has also been addressed, 
with recent western studies showing that co-sleeping does not 
increase SIDS risk unless co-sleeping parents smoke or use alcohol 
or drugs.4 

However, our soft western bedding may offer more hazards 
than sleeping surfaces in other cultures. Co-sleeping parents need 
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to ensure that their baby’s face or head does not become covered 
by bedding (pillows or quilts can cause problems); that the baby 
cannot sink into an overly soft mattress (water beds are not recom-
mended); and that the baby does not become entrapped, especially 
in a face-down position.4–6 (See also “Ten tips for safe sleeping” on 
the following pages.)

Co-sleeping is safe, satisfying and pleasurable; and it is fun 
to wake up to a cute smile in the mornings. Co-sleeping does not 
guarantee unbroken sleep, but co-sleeping mothers in McKenna’s 
studies slept as many hours, in total, as solitary sleepers. Person-
ally, I have found that waking several times from light sleep, in 
synchrony with my baby, is less tiring than the panic of being wo-
ken, even once, from deep sleep, by my baby crying in another 
room.

I have particularly enjoyed the nighttime intimacy with my 
second and subsequent babies, for whom daytimes are shared with 
siblings. I have also made a conscious effort to relax and to stop 
counting the night wakings, knowing that it passes in its own time. 
Through watching my children, all now happy, confi dent and in-
dependent people, I have learned that satisfying my babies’ needs 
is an investment that pays rich dividends in the years to come.

This article was fi rst published in the Newsletter of Nursing Mothers of Australia, 
vol 35, no 3, winter 1999, as “Cosleeping”. This version updated May 2005.
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Ten Tips for Safe Sleeping
Whether your baby sleeps in a cot, bassinet, crib, “side car”, or co-sleeps 
next to you in bed – there are some general principles that will make your 
baby’s sleep as safe as possible. These apply to all babies under one.

1. Put your baby on the back or side to sleep
Babies are more at risk of sudden infant death syndrome (SIDS) when they 
sleep prone, or face down. A baby in the prone position can’t get rid of 
body heat as effi ciently, and can’t kick off excess bedding. Both factors can 
contribute to overheating, a risk factor for SIDS. “Back to back” campaigns 
in many countries have reduced the number of babies dying of SIDS by up 
to 60 to 70 percent. 

If you choose the less-advised side position, make sure your baby’s 
lower arm is well forward, because you want to prevent your baby from 
rolling onto the tummy. A co-sleeping baby will almost always sleep on their 
side or back, facing the mother.

2. Keep your baby’s head uncovered during sleep
Babies are safest without soft bedding items around them. This includes pil-
lows (no child under one needs a pillow), quilts/doonas/duvets/comforters 
(blankets are safer), cot/crib bumpers (not recommended) and soft toys, all 
of which can end up over the baby’s head. 

Sheets need to be tucked in fi rmly, or fi tted snugly so that they can’t 
come loose.

Babies in a cot/crib are safest tucked in fi rmly with their feet at the 
very bottom. Co-sleeping babies also need to be kept from slipping under 
the bedding. 

Waterbeds and beanbags are not safe places for sleeping babies, who 
can slip into a soft pocket of bedding. Firm mattresses are recommended 
wherever your baby sleeps.

3. Avoid entrapment hazards
A small baby can become wedged in a gap and suffocate. This hazard ap-
plies to the gap 

• between a mattress and the side of a cot/crib (Australian stand-
ards allow a gap no greater than 25 mm (one inch))

• between the mattress of an adult bed and the wall or adjoining 
furniture

• between the mattress and head or foot boards and railings
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• between a mattress and bed guard rail (bed guard rails are not 
recommended for children under one, but I highly recommend the 
simple “Humanity Family Bed co-sleeper” for a safe guard system 
– see references). 

An adult mattress may be safer on the fl oor well away from walls, 
but always ensure that the baby cannot become trapped or injured if they 
roll off. 

Also ensure that bedding is fi tted fi rmly, and unable to come loose. 
Loose bedding can cover and suffocate.

4. Avoid strangulation hazards
Check your baby’s sleep environment for long strings or ties. This also 
applies to mobiles hung over cots. It is recommended that co-sleeping 
adults prevent entanglement and/or strangulation by tying up their hair if it is 
longer than waist-length. As above, cot/crib bumpers (with or without ties) 
are not recommended.

5. Dress your baby appropriately for the room temperature
It is important to avoid both over- and under-heating. 

In winter, your baby does not need both very warm clothing and very 
warm bedding. A solitary sleeping baby can be dressed in a one-layer “blan-
ket sleeper”, and securely tucked into bedding appropriate to the season. 

A co-sleeping baby will be kept warm by body contact and also does 
not need more than one layer of clothing. A cotton singlet or T-shirt, long 
or short sleeved according to the climate, and a nappy/diaper, is usual-
ly suffi cient. Natural fi bre (cotton, wool, hemp, silk) clothing and bedding 
is recommended. 

Also ensure that the room is not over-heated or too cool. Consider 
whether the heating, bedding and clothing would add up to a comfortable 
sleeping temperature for you.

6. Keep your baby smoke and drug free
This means avoiding smoking during pregnancy as well as after birth. Stud-
ies show that babies born to mothers who smoked in pregnancy have an 
increased risk of SIDS, and it is recommended that these mothers do not 
co-sleep with their babies. 

After birth, keep cigarette smoke away from your baby at all times. For 
mothers who cannot quit, cutting down will reduce the risk to some extent. 
Babies are also generally safer from SIDS if the father does not smoke, but 
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co-sleeping next to the mother, with a smoking father in the same bed, has 
not been shown to increase the risk of SIDS.

It is also important that co-sleeping parents are not under the infl uence 
of drugs or alcohol. These can make them sleep too deeply, and increase 
the risks of overlaying. 

7. Do not put your baby to sleep alone in an adult bed
Adult beds have entrapment hazards, as noted above, as well as the danger 
of suffocation from soft bedding. Your baby is safer sleeping alone in a cot/
crib or in a secure place on the fl oor, away from pets and small children. It is 
also considered dangerous to sleep a baby next to a sibling or young child 
who might roll onto them. 

Cultures with low SIDS rates incorporate baby sleep-time into fam-
ily life, for example sleeping babies in a family room, rather than isolating 
them at sleep-time. Most babies will sleep happily with a large amount of 
noise and activity around them. (Consider how noisy and active it was in 
your belly!)

8. Ensure that older babies in cots/cribs cannot climb 
or fall out

Once your baby can sit, lower the mattress if adjustable. Once they can 
stand, put the mattress at the lowest level and ensure that there are no aids 
to escape – that is, items they can stand on or pull down into the cot/crib.

Measure your child standing against the side rail – when they are taller 
than three-quarters of the height, they have outgrown the cot/crib.

9. Do not put your baby to sleep on a sofa or chair
Not only is this dangerous in terms of falling off, but babies can become 
entrapped in the gaps of a sofa or chair. 

Also check your baby’s pushchair, carriage, or stroller if they are sleep-
ing without adult supervision. Babies can become entrapped or suffocated 
while sleeping in these, which are not designed for unsupervised sleep.

10. Breastfeed your baby
In some studies, breastfeeding has been shown to give added protection 
against SIDS. Breastfed babies are more easily roused from active sleep 
(when pauses in breathing, which can lead to SIDS, are common). Breastfed 
babies also have more mature brain development, possibly because of the 
benefi cial fats in breastmilk. 
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Breastfeeding and co-sleeping are also an ideal combination, because 
co-sleeping babies nurse more often but with less effort on the mother’s 
part. This extra breastfeeding provides more nourishment for the baby and 
benefi ts the mother by delaying the return of her fertility, acting as a natural 
birth control mechanism.

First published in Natural Parenting no 4, Spring 2003. This version updated 
May 2005.
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A S A GP (family physician), writer on pregnancy, birth, and par-
enting, and currently full-time mother of four, I have many 

concerns about the standard advice that many parents are being 
given about young children and sleep. 

I was particularly concerned by the suggestions in the article 
“How Does Your Child Sleep?” endorsed by Queensland Health 
and published in Playtimes, the offi cial newspaper of Playgroup 
Queensland (Australia).1 Similar advice can be found in Richard 
Ferber’s book Solve Your Child’s Sleep Problems,2 and in Toddler Tam-
ing, written by Australian paediatrician Christopher Green.3

These controversial methods, designed to make babies and 
young children sleep through the night, advise parents to leave 
children alone to cry for increasing periods, sometimes called “con-
trolled crying”. Both Ferber and the Playtimes article also suggest 
shutting crying children in their bedrooms for prolonged periods, 
so that they learn to go to sleep alone.

There are many aspects to consider when we are offered 
such advice.

First, while sleep can be a very diffi cult issue for families with 
small children, I would caution parents to think carefully before 
adopting a regimen that involves ignoring the cries of a distressed 
child, for however long. This does not produce a loving and trust-
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ful parent–child relationship, and I wonder how many of us would 
want our partners or friends to treat us this way if we were alone 
at night and feeling upset and frightened. We can also consider 
that, as adults, very few of us sleep alone, and that being left alone 
at night can feel life threatening for a baby or small child, as out-
lined below.

Second, we can ask: Is this approach fundamentally gentle 
for our night-waking children and ourselves? Parenting in western 
countries is not easy – most of us are living in nuclear families and 
are rearing children in isolation, but we have enormous expec-
tations of our children and ourselves. As well, the child-rearing 
responsibilities borne by parents, especially mothers, are often 
overwhelming. Parents now also need to perform daily tasks that 
require us to be alert, such as driving a car or working in techni-
cal areas. Being fatigued from night waking can be diffi cult for all 
these reasons, and so we may feel that the answer to our problems 
is to use methods such as controlled crying to manipulate our ba-
bies’ sleep, so that we ourselves can sleep through the night.

However, a more gentle approach would involve adapting to 
our baby’s needs, rather than expecting our baby to fi t into our 
(rather hectic and over-scheduled) western lifestyle. We can choose 
to simplify our lives for the brief time that our children are young, 
reducing our outside commitments and ensuring that we take the 
opportunity to rest when our baby sleeps. 

Another advantage of choosing to rest with our babies is that 
young babies, who wake the most frequently at night, will usu-
ally also sleep the most during the day. Generally our children’s 
daytime sleeps decrease in parallel with their night wakings, so 
that we need less rest ourselves as our children become older. I 
remember sleeping for most of the morning with my fi rst baby; 
with subsequent children I would rest (and sometimes sleep) in 
the afternoons while my toddler and baby slept next to me. 

I also believe that night waking with our babies may be ben-
efi cial to us as mothers. I fi nd that, if my life is not too full, being a 
little tired can make me pleasantly dreamy, and can keep me more 
right brained – that is, not analytic or logical, but more grounded 
in my emotions – which is the space that my children also inhabit. 
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In this state, my focus stays within my family, on our common 
needs and interests, and I am less likely to attempt tasks or make 
major commitments that will take me away from my children. 

Third, we can consider why methods such as controlled cry-
ing are attractive to stressed families. Many babies (and older 
children) are still wound up and tense at sleep-time, and this may 
be compounded by their parents’ attempts to get them to sleep 
independently. Allowing a child to cry at sleep-time, which most 
parents are reluctant to do during the day, may allow the child to 
release tension, although with the real risk of losing trust if the 
child is left isolated and alone. Certainly these approaches are pref-
erable to dangerous practices such as shaking or hitting a baby or 
child, which can happen when families are desperate or in crisis.

An alternative approach, however, and one that circumvents 
controlled crying, as well as the rocking, walking, patting and so 
on that some parents fi nd themselves committed to, is to allow our 
child to release tension with crying, but in our arms rather than 
alone in a room. As an adult I know that a good cry, with loving 
support, clears my feelings and relaxes me, and this is true for our 
children. For more about this approach, see the work of Aletha 
Solter and Aware Parenting4–6 – her work is a perfect and heartful 
adjunct to attachment-style parenting, and very useful when sleep, 
and diffi culties falling asleep, are issues. (For more about this ap-
proach, see chapter 26, “Gentle Discipline”.)

Fourth, we may notice, as parents, how strong and infl uen-
tial our own memories and experiences of childhood are. We can 
use these memories to deepen our understanding of and commit-
ment to gentle parenting. For example, as children many of us 
may have been locked in our rooms when we were upset, angry, or 
crying, and this experience can revisit us when we try to do things 
differently with our children. I remember that one of my fi rst 
responses to Emma’s rages was to shut her in her bedroom but 
when I realised how bad that felt for me, I locked myself in there 
with her!

Later I realised that my urge to shut away my angry child re-
fl ected my own discomfort with anger, and I also connected this 
with my parents’ diffi culty with my anger. I realised that I could 
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use these times, with awareness, to learn to connect with my child, 
even when angry, and, more profoundly, I could begin to love my-
self, even when I am angry. To be with anger, and remain open 
hearted and loving, is an incredible skill, which I am still learning. 
As Aletha Solter wisely writes, “Children are most in need of loving 
attention when they act least deserving of it”,7 and I would add, 
“adults too”!

Fifth, when we consider our options around sleep, we need 
to consider the intrinsic needs of our babies, who require our con-
stant care and attention, day and night, because of their extreme 
immaturity. Unlike other mammals, they cannot keep themselves 
warm, move about, or feed themselves until relatively late in life. 
This makes the mother–infant relationship crucial to our off-
spring’s survival, and our children have developed behaviours and 
expectations to ensure that they get the special care they need in 
babyhood and beyond.

The safest place for a baby is in its mother’s arms. This has 
been the time-tested way of mothers looking after their offspring, 
and it is still true today, with sudden infant death syndrome (SIDS) 
being the leading cause of death in young babies. It applies equally 
at night, when sleeping with the mother, also called co-sleeping, 
gives the baby protection, temperature regulation, emotional reas-
surance, and breastmilk. It’s a perfect system, and what babies are 
born to expect.

The mother also receives rewards – nature always supplies 
rewards to encourage us. Co-sleeping gives us less disturbed sleep, 
because our sleep cycles become synchronised, and our babies will 
wake to feed when we are both in light sleep. We can do more 
breastfeeding for less effort, and therefore maximise the contracep-
tive effect.

We will also benefi t from the extra doses of two breastfeed-
ing hormones. Oxytocin, the hormone of love, is stimulated by 
both breastfeeding and skin-to-skin contact, and keeps mother 
and baby soft and loving with each other. Endorphins are the hor-
mones of pleasure, making mother and baby relaxed and sleepy 
– just right for night feeding. No wonder co-sleeping mothers and 
babies wake up with a smile! 
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Worldwide research confi rms the safety of co-sleeping, as long 
as parents are not smokers, very overweight, or under the infl u-
ence of drugs or alcohol, and attention is given to avoiding the 
suffocation hazards that go with our soft western bedding.8

Finally, we can consider that our standard approaches to sleep 
– expecting our children to sleep alone from a very early age – are 
very specifi c to our western culture, and refl ect our cultural belief 
that children will not become independent unless we force them. 
In fact, research shows that the exact opposite is true. According 
to clinical psychologist Paul Klein, “Research… confi rms that in-
dulgence of early dependency needs leads to independence”,9 and 
“A mother’s reliability and receptivity promote trust and emotional 
stability in her child.”10 In other words, when we treat our children 
with love and respect for their needs, day and night, we plant the 
seeds for a lifetime of happiness – and relaxed sleep.

Co-sleeping arrangements
Our family has found co-sleeping to be a perfect solution for 
nighttime parenting. We have co-slept with our four babies from 
birth, but, in my experience, the benefi ts of co-sleeping do not end 
with babyhood.

My older children are equally sweet and cuddly at night, and 
sharing sleep into the pre-school and school years has its own re-
wards. For example, sleep becomes a time to share intimacy and 
loving feelings, especially when the day has been gruelling or con-
fl ict has arisen. There is nothing as sweet as lying next to my child 
as he or she drops into dreams (and often we do this at the same 
time). We have never had the bedtime battles or night terrors that 
are considered normal in our culture – remember that, in global 
terms, our culture is totally abnormal in not sharing sleep between 
family members. 

Every co-sleeping family that I have met has their own unique 
arrangement. When I fi rst wrote this article in 2001, our mid-
dle children were sleeping together in a double bed. Our eldest 
child Emma (aged ten), who had previously slept with her sib-
lings, had graduated to her own bed and bedroom. We continued 
to lie down to settle Zoe (eight) and Jacob (fi ve) in their double 
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bed, although Zoe told us that she could put herself to sleep, and 
Jacob often joined us in the dark hours. My youngest child Maia, 
at 15 months, was still falling asleep most nights with Mother Na-
ture’s best toddy, breastmilk.

The years since then have brought some changes. At around 
age ten, Zoe decided that she wanted her own bed and bedroom, 
and so Jacob came back to join us in our king-sized bed. At this 
point, we turned it around to make it six-foot-six wide and six feet 
long. With four, and sometimes fi ve, in our family-sized bed, we 
also added another single bed alongside, giving us a reasonable 
amount of space each, especially with little Maia sleeping very close 
to me. Some nights, though, Nicholas (who is a big man) would 
move away in the night to a double bed in the guest room. (Extra 
beds are useful for many purposes in a co-sleeping household!)

Recently Jacob has reclaimed his room, moving in a single 
bed and even sleeping there occasionally. I have to say that we 
miss having him sleep with us. Maia, age four and a half, is still 
co-sleeping, and occasionally breastfeeding at sleep-time. In my 
experience, co-sleeping is even more enjoyable when my children 
sleep soundly all night! 

My older children, who are very confi dent and sociable, have 
never had problems with different routines when they sleep over 
with their friends. Why would they, when sleep has always been 
easy and pleasurable for them?

Since my fi rst baby, I have also gained more confi dence and 
experience with co-sleeping. From our family’s experience I can 
say that some of the things that are put forward to discourage 
co-sleeping strike me as ludicrous. For example, it has been said 
(including in the earlier mentioned article) that if we cuddle or 
nurse our baby to sleep, they may awaken later and “… may not be 
able to go back to sleep because their environment has changed.”1 

Ferber makes a similar statement about falling asleep with a 
pillow.2 As an adult, I seldom remember how I got to sleep, but I 
would certainly awaken if I were alone and afraid, or uncomfort-
able because I had lost my pillow. It seems to me that our babies 
simply want to be close to us at sleep-time because it is pleasur-
able, comfortable, and biologically adaptive, and it works. 
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More gentle approaches to sleep
A family bed might not suit everyone, but I feel that it is important 
to consider that, through millions of years of human evolution, 
our children have been hard-wired to protest when left alone at 
night. A child who was left alone at night in the wild, and who 
was not successful in attracting parental attention and care, would 
probably not have survived until the morning. Our babies and 
small children therefore feel, at a deep instinctive level, that to 
sleep alone is life threatening, and their cries refl ect this. (To put it 
another way, the monsters that our children see under their beds 
are real, although possibly extinct by now!)

When we expect our children to sleep alone all night, there-
fore, we are stretching their biological capabilities and there is a 
good chance they will not comply. If this happens, we can choose 
not to shut them away in their bedrooms, but to take their fears 
seriously and work to fi nd loving, gentle, and co-operative solu-
tions. There are many different possibilities.

Some families have invited an older child back into their 
bedroom, and found that a dose of co-sleeping, or even sleeping 
on the fl oor (in what Emma called a “nest”) is all that is needed. In 
many families, as in ours, one parent lies down with the younger 
child or children until they fall asleep, giving reassurance at the 
time when it is most needed. Sitting quietly or meditating next 
to them also works well at this time, and I am less likely to fall 
asleep myself.

When one of our children awakes in the dark hours, we have 
often gone into the child’s bed – double beds work best for obvious 
reasons – and fallen asleep until morning. When I have been busy 
with a young baby, Nicholas has taken on this role. If a child is sick 
or needs extra care, having him or her in our bed, an arm’s length 
away, feels good. Needing an extra dose of Mummy or Daddy is a 
good enough reason most of the time, and I notice that sleeping 
together promotes family harmony in a subtle and beautiful way.

As parents, we are in it for the long haul. Ferberizing, con-
trolled crying and the like are short-term solutions that can, I 
believe, be detrimental in the long term. Our children will out-
grow their dependency needs – including the need for company at 
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sleep-time – in their own time, and our job is to provide the love, 
reassurance, and guidance that maximises growth and happiness 
in both the short and long term.

As one !Kung mother from the African desert responded, upon 
hearing that Dr Spock advocated ignoring our children’s cries: 

Doesn’t he understand that he’s only a baby and that’s why he 
cries? You pick him up and comfort him. When he’s older, he 
will have sense and he won’t cry any more.11

I hope that we as a culture can come to our senses and treat 
our children lovingly day and night.

This article was fi rst published in Playtimes, the magazine of the Queensland 
Playgroup Association (Australia), May 2002, in response to a previous article 
on children’s sleep, and also published in Natural Parenting, no 2, autumn 
2003. This version updated May 2005.
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I S IT REALLY possible to raise a baby without nappies/diapers? Can 
our babies actually communicate their elimination needs? 

Well, how do you know when your baby needs to breastfeed? 
Perhaps you recognise a certain gesture or cry. Perhaps your 

baby is restless, fi st or fi nger sucking, or has a newborn’s blind 
rooting behaviour. Maybe you also consider when your baby last 
fed, and whether they might have a special need for the breast 
because of tiredness, teething, or being in an unfamiliar environ-
ment. As well, you might think about your infant’s activity level, 
the weather, his or her routine, your routine, and many other fac-
tors that you instinctively take into account when you interpret 
your baby’s signals.

And when you offer your breast, you will usually get a “Yes” 
from your baby, but sometimes they will decline, or be only half 
interested, whether or not you are reading the signals correctly.

However, gradually and gently, you and your baby learn to fi t 
together, communicating with each other and having a mutually 
satisfying breastfeeding relationship – not to mention saving on all 
the cost and activity that formula feeding can imply.

Now imagine the same process, but with a focus on what 
your baby produces, rather than what they take in. This is elimi-
nation communication (EC) – also known as elimination timing 

Mothering, Mindfulness 
and a Baby’s Bottom ~

an introduction to raising your 
baby without nappies/diapers
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(ET), natural infant hygiene (NIH), and infant potty training (IPT), 
among other names – in which we learn to communicate with our 
babies about their elimination: peeing and pooing (pooping).

Just as our babies know their own bodies, and their needs 
for food and breast, they also know the bodily sensations that go 
with the need to pee and poo, and they can, and usually do, com-
municate these needs. They tell us through body language, noises 
(from the bottom end as well as the top), fussiness, and also by 
the subtler, psychic communications that result from the intimate 
sharing of body space between mother and baby.

And if we pick up these signals, we can process them just as 
we do with breastfeeding, taking into account other factors and 
arriving at our interpretation of whether baby needs to eliminate. 
Then we have the opportunity to respond, and to offer a solution 
matched exactly to this baby’s need. We can hold our babies in a 
position, and in a place, that facilitates their act of elimination. We 
can also feel, as with breastfeeding, the satisfaction of consciously 
fulfi lling our babies’ needs from our own resources.

Sometimes we will misinterpret the signals, or may not be 
getting a clear message, just as with breastfeeding. And our babies 
will sometimes generously allow us to feed them – and toilet them 
– according to our needs, if we are going out, going to sleep, etc.

Like breastfeeding, EC has a powerful impact on our relation-
ships with our babies, opening up new levels of communication 
and understanding, as well as keeping us fi nely tuned to their 
wavelength. EC highlights the mutuality that is, I believe, what 
our babies most need from us as mothers, and which can be lost or 
diluted in modern child-rearing practices.

This is not a method of early toilet (potty) training, as some 
have misinterpreted. Rather, it is an enlightening process for baby 
and mother (and possibly other carers) that makes conventional 
toilet training unnecessary, because our babies have never learned 
to ignore their body’s signals. Neither is EC a way of making babies 
control their bladder or bowels prematurely, coercively, or trau-
matically. It does, however, dissolve the illusion that children have 
no control over elimination until the toddler years. 
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EC is also what the global majority of mothers and babies 
regard as normal. Very few women worldwide have the resources, 
facilities, or need for nappies/diapers. EC parallels the activities of 
other mammalian mothers, and seems to be as close to our genetic 
imprint as we can get.

Why elimination communication?
I came to choose EC with Maia Rose, my fourth baby, after learning 
about the possibility through several sources. I had read a letter 
to Mothering magazine in 1998 written by Rosie Wilde (who set 
up the fi rst EC website) describing her positive experiences using 
elimination timing with her son.1 Elsewhere, I had read that Afri-
can women cue their babies by making a “psss” noise when they 
pee, and I started doing this with Maia when she was newborn. 
A friend pointed me towards the website when Maia was three 
months, and, inspired, I held her over the laundry sink for the fi rst 
time. I made the familiar “psss” noise, and, to my amazement, she 
peed straight away. 

In my daily practice of EC, I had a lot of support from Emma 
(then ten), Zoe (seven) and Jacob (fi ve) who told me how much 
they disliked sitting in wet or soiled nappies/diapers as babies. 
Some believe that we set up our society for sexual problems by en-
couraging our babies to dissociate, or switch off, from unpleasant 
sensations in their genital areas. 

EC has also made a beautiful contribution to my experience of 
mindfulness in my mothering. Like breastfeeding, EC has kept me 
close to my baby, physically and psychologically, ensuring that I 
remained present to my baby’s needs, and providing very immedi-
ate and practical feedback when I was not tuned in!

As well as these advantages, EC has given us less washing and 
less waste, and a better time for Mother Earth. And it’s been fun! 
After three babies in nappies/diapers, I have been constantly de-
lighted at Maia’s ability to communicate her needs, and to keep 
telling me until I understood. I was also blessed with more of her 
skin to stroke, especially at sleep time, and of course – no nappy/
diaper rash.
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How does it work? 
I’ve come to the conclusion that probably all babies signal their 
elimination needs from an early age, but because we’re not listen-
ing for it, we can misinterpret it as tiredness, needing to feed, or 
just crankiness – especially if our baby is in a nappy/diaper, and we 
don’t observe the connection with eliminating. 

In the fi rst few months, I learnt Maia’s signals by carrying her 
around bare-bottomed (usually with a cloth under her), and ob-
serving her closely. This was fairly easy for me, as it was summer 
and she was very much in arms in her early months. I discovered 
that she would squirm and become unsettled when she needed to 
eliminate, sometimes with low-level crying, especially if it took me 
a while to “get it”. 

At other times, it was more psychic, and I found myself 
heading for the laundry sink, where she usually eliminated, with-
out really thinking. When I was distracted, or delayed acting on 
my hunch, I sometimes got peed on. (However, she almost never 
peed on me when I carried her in a sling.) Her signal for poo was 
usually noisy wind, and sometimes she’d pull off the breast as a 
means of signalling that she needed to go. She didn’t want to sit in 
her own poo!

Learning Maia’s daily pattern was also useful. She usually 
pooed fi rst thing in the morning, and, as a baby, tended to pee 
frequently (about every 10 minutes) in the fi rst few hours after 
arising. (Nicholas found this really tricky when he was caring 
for her in the morning.) I noticed that she would also pee about 
10 minutes (that’s mama minutes, not clock minutes) after breast-
feeding or drinking. She would almost always pee on awaking, 
which seems true of older children too; I think it is the need to 
eliminate that actually wakened her. 

In her fi rst year, we used the laundry sink by preference. I’d 
hold her upright by her thighs, with her back resting on my belly. 
A small plastic bucket with a conveniently concave lip was also 
useful from the early days;2 I’d sit down and hold it between my 
thighs, holding Maia above it. The “blue bucket” – now a family 
icon – has been very well travelled, and was also invaluable for 
nighttime eliminating in the later months. As she got older and 
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heavier, I found that sitting her on the toilet in front of me worked 
well – sometimes we’d have a “double pee”, which was always suc-
cessful if nothing else worked! Along with the position, I cued her 
with my “psss” noise; and sometimes at the sink, when I thought 
she had a need but was slow to start, I’d run some water as well. 

After three months or so of doing this, I became more certain 
of my interpretation and I would sometimes gently persist, even 
when she seemed reluctant. Usually I was on track, but it’s a fi ne 
line; with EC it’s vital to have cooperation, and not a battle of wills, 
which can sometimes develop around toileting issues. EC is more 
a dance of togetherness that develops, as with breastfeeding, from 
love and respect for each other. 

On a practical level
I used cloth nappies/diapers when we were out and about, and 
peed her as much as I could. Mostly the nappies/diapers stayed 
dry, but I didn’t expect to be perfect in these, or any, circumstanc-
es. We used toilets or took the bucket (or another plastic container 
with a tight lid) in the car. When we missed a pee, my reaction 
was, “Oh well, missed that one.” On hot days, I just laid a nappy/
diaper on the car seat; if it wasn’t convenient to stop, I’d say to her, 
“Sorry Maia, you’ll have to pee on the nappy, and I’ll change it as 
soon as we stop.” 

Maia didn’t like to be disturbed at night in the early months, 
so I’d lay her on a thick cotton blanket and just let her pee. 
I changed this whenever I woke up. Or I’d wrap a cloth nappy/dia-
per loosely around her bottom and change it when wet. I found 
that, as with naps, she usually peed on awaking and then would 
want to nurse. 

Around six to seven months, Maia went “on strike” (a well-
recognised phenomenon in EC) coinciding with teething and 
beginning to crawl. She stopped signalling clearly and at times 
actively resisted being peed. I took it gently; offering opportunities 
to eliminate when it felt right and not getting upset even when, 
after refusing to go in the laundry sink, she peed on the fl oor. 
Even on bad days, though, we still had most poos in the bucket or 
the toilet. 
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At nearly ten months, we were back on track. I noticed that as 
she became more independent and engrossed in her activity, she 
was not keen to be removed to eliminate, so I started to bring a 
receptacle to her. She preferred a bowl or bucket on my lap, and 
later we began to use a potty: I initially held her while she used it. 
At nighttime, I started sitting her on the blue bucket (and attached 
to my breast at the same time – tricky to lie down afterwards and 
not spill the bucket!). When I was less alert, she peed on a nappy/
diaper or blanket underneath her.

Nappy/diaper free!
There was a marked shift soon after she began walking at 12 months, 
and by 14 months, to my amazement, Maia was out of nappies/
diapers completely. She now was able to communicate her needs 
very clearly, both verbally and non-verbally, and her ability to hold 
on was also enhanced. When she needed to eliminate, she said, 
“pee” or headed for the potty – we had several around the house. 

Nicholas was so delighted when she fi rst did this that he 
clapped, and so she would stand up and applaud herself after-
wards. She began to be very interested in the fate of her body 
products, and joined me as we tipped it onto the garden or into 
the toilet. She even began to get a cloth and wipe up after herself!

With this change, I stopped using nappies/diapers altogether, 
and switched to trainer pants for going out.2 Dresses are great too, 
for outings with bare-bottomed girls in warm summer months. By 
around 16 months, Maia was totally autonomous in her day-time 
elimination. She could tell us her needs in plenty of time to get to 
the toilet, or could take herself to the potty. 

I did fi nd that when we were out of our usual situation – for 
example, visiting my family overseas – that she needed more help 
with her elimination, and it felt good to be able to use EC to tune 
in more deeply with each other. I also found that I was more alert 
to her needs when we were travelling, so our fl ight (about four 
hours from Australia to New Zealand) involved many trips to the 
toilet, but we arrived with a dry nappy/diaper!
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Nighttimes
Nights continued to be busy through Maia’s second year, with lots 
of nursing and peeing but, unless she was unwell or I was very tired, 
we had very few misses, and sitting up at night to pee her seemed 
to me a small effort in return for the benefi ts we were reaping. 

I used a hot-washed (and therefore shrunken and felted) 
woollen blanket with a towel on top under the sheets to protect 
the mattress, and if we had a mishap, I just covered the wet patch 
with a cotton blanket until the morning. Some EC mothers report 
that their babies stop peeing at night, even in the fi rst year, or 
have a predictable pattern (for example not peeing after midnight). 
Knowing that this was around the corner for us was heartening. 
Some EC babies are happy to be in nappies/diapers at night, but 
this wasn’t right for Maia and me.

When Maia turned two, I began to wean her from night feeds, 
and so her overnight peeing diminished signifi cantly. By two and 
a half, we would get through most nights without the blue bucket. 
Nappy/diaper-free days were very easy, and it was delightful to see 
her peeing her dollies with the “psss” noise! 

Learning more
Throughout my EC time with Maia, I learned a lot from talking 
with other mothers, from the EC email list and from reading and 
re-reading the beautiful book Diaper Free! The Gentle Wisdom of 
Natural Infant Hygiene by Ingrid Bauer.3 It seems that our 14-month 
shift is a usual pattern, and that at some time in the second year, 
things fall into place and the baby becomes fully continent, albeit 
with possible lapses now and again due to changes, illnesses etc.

Ingrid Bauer writes of four tools that we can use to practise EC 
(a term she coined) with our babies. The fi rst is timing – that is, 
guessing when your baby needs to pee or poo according to feeding, 
sleeping, interval since last pee, their usual routine etc. Second, we 
can learn our baby’s signals, noises, and body language, realising 
also that whatever signal we respond to will be reinforced, thus 
creating a unique language for each mother and baby pair. Third, 
we can be open and trusting of our intuition and our psychic con-
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nection to our baby. EC is a particularly beautiful way to tune into, 
and develop trust in, this level of communication, and our babies 
will respond happily when we follow our intuition. Alternatively, 
when we fail to act on our hunches, we can get very tangible con-
sequences!

Fourth – and this was the point I learned about fi rst – we can 
cue our baby through position, sound, and movement so that our 
baby learns to release their pee and poo in the appropriate place 
– bucket, sink, toilet, nappy/diaper, garden etc. Different cultures 
use some or all of these cues; we used a “psss” noise and a sup-
ported squat.

I have also learned from Diaper Free some of the physiology 
of EC, which is totally counter to what I was taught at medical 
school, where it was asserted that babies do not have sphincter 
control until close to the second birthday. Obviously the paedia-
tricians didn’t consult the global majority of mothers and babies! 
What interests me is that with EC, which must be our evolutionary 
norm, babies begin with releasing their bladder and bowel before 
they learn to hold on. This makes EC very convenient because, 
when co-operative, a baby can empty even a small amount from 
their bladder and, for example, I could know that we were starting 
a car-trip with minimal chance of Maia needing to pee for at least 
half an hour or so.

Wider perspectives
I wonder also about the mind-body implications of this subtle dif-
ference to conventional toilet training. I have witnessed the ease 
with which Maia can let go of her pee and poo, and I feel that this 
process may help her in letting go on an emotional level as well. 
I can also feel, in my mothering, the beauty of supporting her in 
her eliminative functions, which many of us feel shameful about 
and would prefer to deny – hence nappies/diapers, which hide the 
eliminating act itself.

For me, the beauty of elimination communication has been 
in the process, not in the outcome, however remarkable or con-
venient. (Although it’s been great to do less than a full load of 
washing each day for a family of six!) Using EC has taught me 
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that mothers and babies are connected very deeply – at a gut level 
– and that babies (and their mothers) are much more capable and 
smart than our society credits.

I have experienced EC with only one baby, starting at a young 
age. Many women in many places have done it differently; starting 
from birth or with an older baby; making less or more use of nap-
pies/diapers; taking a long time or a short time to catch on; doing 
EC part-time or full-time; having their babies naked or wearing 
snow-suits; and some women have even begun work outside the 
home and trained their baby’s caregivers in EC. (This is actually 
not so radical; in many cultures the baby’s grandmother teaches 
EC, as part of caring for the baby while the mother works.)

If you feel drawn to EC, I encourage you to have a go. Look 
on the Internet4 – it’s all I needed to get started, and is also a great 
source of ongoing support. Consider also Ingrid Bauer’s com-
prehensive book, as well as talking to other mothers, especially 
women from countries such as India and China. Laurie Boucke’s 
excellent book, Infant Potty Training,5 has an extensive section on 
EC-type practices in other cultures. Although it can be more com-
plex for older babies, some of whom may have already learned 
to ignore their body’s signals, others may welcome the chance to 
communicate their elimination needs.

In our society, mothering is often seen as a chore – a time in our 
lives when we are unintellectual, and unproductive. Dealing with 
our children’s elimination products is perceived as particularly 
onerous, and big business has capitalised on this, making millions 
of dollars and tonnes of waste, by manufacturing disposable nappies/
diapers. These attitudes sadden me – how awful for our children 
to be seen as the cause of bad feelings and unsanitary waste. 

There is, however, a radically different point of view, shared by 
many in other cultures, that sees mothering as a women’s spiritual 
practice, and our babies as our teachers. We have the opportu-
nity in mothering, as never before, to practise devotion, awareness, 
selfl essness, and unconditional love through our daily mothering 
tasks. Our intellectual capacities may (or may not) be diminished, 
but our hearts and instincts can bloom, and we can practise the 
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mindfulness that allows us to be totally in the present – in love 
with our babies and children – which is where they are.

Blessed be the babies!

Previous versions of this article have been published in byronchild no 4, 
December 2003, pp 23–5; The Mother (UK) issue 3, autumn 2002, pp 32–3; 
and Natural Parenting no 1, summer 2002, pp 20–22. This version updated 
May 2005 for www.mothering.com. 
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I HAD BEEN practising yoga for almost ten years when I gave birth 
to my fi rst child, and I was never more grateful for the gifts that 

yoga had brought me.
During Emma’s birth I was able to ride the waves of labour 

with grace, and to sink into total relaxation in between. The soft-
ness and openness of my body – another gift from my dedicated 
pregnancy practice – also contributed to a sweet and oceanic 
labour and a joyful birth. (See chapter 7 for Emma’s birth story.) 
My recovery after Emma’s birth was amazingly swift, and I was 
back on my yoga mat within a few weeks. Again, I credit yoga, at 
least in part, for this welcome bonus.

My gratitude for yoga continues, fourteen years and three 
more babies later. I see yoga as a wonderful blessing for women, 
especially during our years of childbearing and intense mother-
ing. For me, yoga and motherhood are complementary spiritual 
practices, both of which have required – but also have deepened 
my experiences of – devotion, discipline, detachment, surrender, 
peacefulness, and of course, love.

My story
My interest in yoga began when I took a year’s break from medical 
school in my early twenties. I was fortunate to learn Iyengar yoga 

Yoga and Motherhood ~ 
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as my fi rst practice. Initially yoga was a physical experience for 
me, and very much complementary to my other physical activi-
ties; running, swimming, and cycling. In the following years, as 
I worked as an intern, and then GP (family physician), yoga (of 
many styles) continued to nourish and relax me.

I was living in Melbourne when I became pregnant with Emma, 
and I continued my regular classes with my teacher Barbara Brian, 
whose balanced and satisfying teaching style was easily adapted for 
my pregnancy. At home, I constructed my own practice based on 
Barbara’s Gita-style routine1, with input from books on pregnancy 
yoga and active birth. Yoga gave me the opportunity to sink deeply 
into my pregnant body, and was a perfect balance to the more in-
tellectual birth preparation that I was doing through my reading. 
After Emma’s beautiful birth, I returned to classes with renewed 
enthusiasm, and with support from my loving partner Nicholas.

During my second pregnancy, two years later, I developed 
problems with my sacro-iliac joint. Following the advice of a chi-
ropractor, I agreed to stop my yoga practice, which seemed to be 
aggravating my problem. (In retrospect, I probably only needed 
to modify my practice, avoiding twists and strong back bends). 
Although I did not practise beyond four months, my yoga training 
was still invaluable in Zoe’s birth, which was my most challeng-
ing. Through several hours of intense pain, my faith in my body 
remained strong, and I was eventually rewarded with the joy of 
another natural birth at home.

With two young children, my physical asana practice was 
on hold, but I was fully engaged in bhakti yoga – the yoga of devo-
tion – with my little ones. For me, new motherhood is an exquisite 
as well as a busy time. I see that my babies, and all babies, hold 
divine light and love in a very pure way, and are very generous in 
sharing their bliss, if we can tune into it. My most simple mother-
ing acts – holding, breastfeeding, and settling my baby to sleep 
– can be fi lled with grace, keeping me in love, which is where my 
children are.

Zoe was only 14 months, and I was still totally mothering – 
breastfeeding, carrying, and sleeping with her – when I conceived 
my third child. With some mixed emotions, including fear, I was 
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very grateful to come back to yoga, which gave me the space and 
time to sink deeper, to fi nd my surrender to what is, and to tune 
in to my growing baby.

The pregnancy yoga class that I attended at Mangala studios in 
Melbourne, where my girls were enjoying children’s dance classes, 
was exquisite. Our time began with a long meditation, often silent, 
and we did our postures by candlelight. My home practice – which 
often included a toddler – was also important in helping me to 
nourish and connect with my body, and my growing baby.

Again, my yoga practice bore fruit with Jacob’s labour and 
birth. As I went one, and then two weeks overdue, my yoga kept 
me calm and tuned in to my baby, and I knew, in a very bodily way, 
that he was fi ne. My labour was slow and gentle this time, teaching 
me to go with the fl ow and to trust my own timing, and that of my 
baby. Jacob had taught me these same lessons with his unexpected 
conception, and they were ongoing themes for me in the next few 
years. After ten hours of labour, Jacob was born gently into the 
water, surrounded by love, and witnessed by his amazed sisters, 
Emma (four) and Zoe (two). (See chapter 6, “Jacob’s Waterbirth”.)

Life was very intense with three small children, but my house-
hold tasks – my karma yoga – kept me centered and focused on 
the family. The joy of Jacob’s birth, and of all my babies’ births, 
continued to nourish me through the fi rst year and beyond, and 
I was also fortunate to fi nd a gentle Satyananda yoga class in my 
neighbourhood. The breathing (pranayama) and relaxation (yoga 
nidra), which were emphasised equally with the postures (asana), 
suited my postnatal body perfectly.

The gifts of yoga
After each of my births, my body has been transformed: less armoured 
and able to hold more softness and more love, which is a perfect state 
for new motherhood. These changes have been long lasting, and I 
have naturally softened my yoga practice to honour this shift.

I also found spiritual nourishment during this time through 
the work of Jeannine Parvati Baker, a US-based yogini, midwife, 
and mother of six. Jeannine describes her own path as “household-
ing” – practising yoga and family life as a pathway to enlightenment 
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– and she writes (and speaks) eloquently about the spiritual work 
of parenting. Jeannine also wrote the fi rst-ever book on pregnan-
cy yoga, Prenatal Yoga and Natural Childbirth, published in 1974.2 
From her work as mother and traditional midwife, Jeannine has a 
beautiful understanding of the spiritual and ecstatic dimensions of 
birth and mothering, which has matched my experiences exactly.

Over the next few years, Nicholas changed jobs and we moved 
north to Brisbane, where I took a break from my work in medical 
practice. I was blessed to fi nd Yoga in Daily Life (YIDL), with their 
welcome approach to families. It was beautiful to take Jacob, then 
three, and his sisters to the Saturday morning classes, and later on 
retreats with Swamiji (Paramhans Swami Maheshwarananda), the 
YIDL founder and guru. I also recommitted myself to vegetarian-
ism, from which I had lapsed for some years, feeling that my body 
needed intense nutrition to provide for my babies.

My spiritual path expanded again when I consciously con-
ceived my fourth baby Maia Rose in 2000. My yoga and meditation 
practices were at the core of my preparation for her birth, and I 
was very much guided from within. Yoga became an exquisite ex-
perience, as I worked deeply with my body to fi nd the surrender, 
the bliss, in the midst of pain and tightness. My daily meditation 
was also crucial. In the last few months I meditated with a specifi c 
phrase at each chakra (energy centre), and breathed into the words 
until I felt bliss rising through my body. My highest words, which 
became my sankalpa, my spiritual vow, for the birth, were “I totally 
surrender and trust.”

Through my preparation, which also included an excellent 
diet and various natural therapies, I knew that I could birth this 
baby gracefully, and without outside help. Maia was born at home, 
ecstatically and easily, and surrounded by her loving family, with 
the added surprise that her unexpectedly breech birth gave us all. 
(See chapter 8 for Maia’s birth story.) With Maia, we chose lotus 
birth, as we had for Zoe and Jacob; this involved leaving her cord 
uncut and allowing her placenta to separate in its own time. (More 
about lotus birth in chapter 5.) Through this beautiful ritual, we 
gave her a gentle transition from womb to world and honoured her 
placenta – her tree of life.
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Through motherhood and through yoga, I have come to ex-
perience myself less as an individual and more as part of a greater 
whole. With four children, the yoga that I seek now is very much 
family yoga. Zoe, my most keen yogi, now aged 11, accompanies 
me to our occasional Saturday morning YIDL classes or alterna-
tively – and more practically, with a busy family life – my asana 
practice takes place on our back porch, with the birds and trees.

We have also been fortunate to discover the wonderful Ananda 
Mela, festival of bliss, held each January in Stanthorpe, Queensland 
(Australia). At the Mela, all of our family is nourished through six 
days of yoga, meditation, music and kirtan (devotional dancing), 
not to mention the sumptuous vegetarian food!3 The Ananda Mar-
ga chant, Baba nam kevalam – “love is all there is” – is often chanted 
around our table at dinner.

Refl ections on yoga and motherhood
Motherhood, as I imply in my story, is so much more than the 
physical acts that I do to care for my children. Similarly, yoga is 
more than the asanas, the physical postures; “Yoga is trying to be 
the state of yoga,” as Yoga master Desikachar tells us.4 Both yoga 
and motherhood are essentially spiritual practices, and both can 
bless us with bliss and fulfi lment when we surrender to them. 
This includes accepting their ongoing challenges, and agreeing to 
practise on every level with discipline and dedication.

For example, I have noticed that early pregnancy, which has 
stopped me (rather unwillingly) in my tracks each time, also gives 
me wonderful teaching about discipline and dedication. When I 
experience extreme nausea and fatigue, I must become the fol-
lower – the root meaning of disciple – of my body, feeding my body 
what I need to eat, resting a lot, and accepting the necessary help. 
For many of us, especially busy mothers, it can be more diffi cult to 
discipline ourselves to rest than to activity, and it can also be chal-
lenging to feel our vulnerability and to welcome practical support. 
The tumult of early pregnancy also gives me an appreciation of the 
enormity of bearing another child, and the impact that it will have 
on my life, as well as the opportunity to fully accept and dedicate 
myself to this task.
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For me, birth is also a time of spiritual teaching and awaken-
ing, and yoga has been a great ally in this process. Yoga has given 
me an inner space and an outer practice, as well as a taste of the 
bliss that is possible when I fully surrender to the elemental (and 
unpredictable) forces of labour and birth.

Like yoga, birth is about getting out of the way, shedding 
what needs to be shed, and allowing our selves (and our egos) to 
dissolve. Sometimes it is an ecstatic dissolution, and sometimes 
the process is very painful. As with any spiritual path, the more 
awareness we bring, the more we reap from our experience. Jean-
nine Parvati Baker describes this beautifully during the birth of her 
sixth baby:

By saying “yes” down to the boneseed of my soul, I was open-
ing like the shutter of a camera to let the light in, to give light, 
to give forth light in the form of this baby.5

After birth, as described above, we are invited into the realms 
of bhakti yoga, the yoga of devotion, and again given an oppor-
tunity to experience bliss and surrender. I experienced this most 
exquisitely with my fourth baby, with whom I felt totally in love as 
I held her in the early months. My constant devotion to my baby, 
who was literally in arms, day and night, for the fi rst six months, 
kept my heart “open to the Divine in every moment” and was truly 
a “heartfulness practice”, which is how yoga teacher Shiva Rea 
describes the yogic practice of ishvara pranidhana – surrender 
to the Divine.6

Breastfeeding can be another intense practice in surrender, 
particularly in the early weeks, when we seem to do little else. 
Breastfeeding has also taken me into deeply meditative and loving 
states, especially when I keep my focus inward, on my breath and 
my baby.

With my older children, again I experience myself as a dis-
ciple – a follower – and student of their perfect teaching. Like my 
yoga practice, my children take me into the tight, infl exible parts 
of myself and ask me to fi nd the softness and surrender.

For example, Maia, my fi eriest child, has brought me beau-
tiful teaching about anger, and about how to be with my own 
anger. First I learned to be with her as she raged, and to hold 
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her lovingly – this was very challenging for me. (See chapter 26, 
“Gentle Discipline”, for more about supporting Maia’s emotional re-
lease.) However, now when I get angry or stressed, she looks at me 
sweetly and says, “I love you, Mummy”. Her love for me, and her 
acceptance of my anger, is an exquisite and profound experience.

I experience my children as my teachers, but I am theirs also, 
as Guruprem (Swami Gurupremananda Saraswati) reminds us in 
her wonderful book on yoga and motherhood, Mother as First Guru.7 
When she was six, Emma told me this story: “We were all up in the 
stars together, and we decided that you would go down fi rst and 
be our mummy.” Emma’s words have reminded me many times of 
the equality of spirit and soul between mother and children.

I also appreciate the learning that yoga and motherhood have 
given me about detachment. Just as I have learned to smile while 
in the midst of diffi cult and painful postures (well, at least some-
times!), I have become more easily detached and non-judgmental 
in my mothering. I fi nd that, from this position, I can be accept-
ing and loving of, yet still unencumbered by, my children’s actions 
and emotions. This is a very sturdy place from which to love and 
mother, and I pray that my detachment will become even sturdier 
through my next 14 years of mothering.

Finally, peacefulness is an attribute that we may not naturally 
associate with mothering. Surely family life is guaranteed to dis-
rupt our peace! Yet it is a quality that we can aspire to, and that 
our children will naturally seek in us. As one grown child put it, 
“I think it’s really important for the mother to be steady in herself. 
That makes the kid much safer as he wobbles away.”8

When we experience ourselves as bringers of steadiness and 
stillness into the family, we know we are mothering effectively. It 
is hard to imagine a more effective way to cultivate personal peace 
and stability, and therefore family peace and stability, than through 
yoga and meditation.

Zoe’s prayer
It is almost 30 years since Jeannine Parvati Baker fi rst wrote about 
the wonderful gifts that prenatal yoga can bring to birth and moth-
ering. Now we have many, many mothers (and mothers-to-be) 
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who are also keen devotees of yoga. My prayer is that we, as indi-
viduals and as a culture, will reap what these mothers are sowing 
and that the qualities of yoga – the “yoga of yoga” – will reach a 
critical mass in our culture.

Perhaps then we will be closer to fulfi lling the wish that Zoe 
wrote on a prayer fl ag when she was fi ve: “I wish that everybody in 
the whole universe has peace in every way.”

First published in Australian Yoga Life, no 7, November 2003, pp 25–9. This 
version updated May 2005.

References

1. Wood L, Lucas D. Yoga for You: Gita yoga in theory and practice. Mel-
bourne: Dolphin, 1994.

2. Baker JP. Prenatal Yoga and Natural Childbirth. 3rd edn. Berkley: North 
Atlantic Books, 2001.

3. Ananda Mela. www.anandamela.com.au
4. Thornley J. Kausthub: The third generation. Australian Yoga Life 

2001(3):77.
5. Baker JP. Prenatal Yoga and Natural Childbirth. 3rd edn. Berkeley CA: 

North Atlantic Books, 2001, p 87.
6. Rea S. The Practice of Surrender. 2002. www.yogajournal.com/

wisdom/776_4.cfm
7. Sarasvati SG. Mother as First Guru: Swami Gurupremanada Sarasvati, 

2001.
8. Lesser E, Rechtschaffen D. Run away Bunny! Parenting Teens as a Spiri-

tual Path. Mothering 2003(118):28–35.



290

E MMA, my sunny, sweet fi rst child, was 20 months old and we 
were sitting on the sofa together, having tea with our neigh-

bour, who was planning her fi rst pregnancy. Emma had never 
really used the word before, and I had wishfully thought that we 
would avoid it altogether: I don’t even remember the question that 
I asked her, but her response was sudden and shocking. It was the 
biggest “No” I had ever heard. I was visibly shaken and unsure 
how to respond. My neighbour retreated – although she may have 
been a bit put off, she did eventually have a baby – leaving me 
trying to fi gure out what was wrong, and how I could avert the 
next “No”.

As you may guess, Emma’s “No” continued, stronger than 
ever, and I became concerned, angry, and fi nally desperate. I con-
sulted my women’s circle and my wise teacher Rachana, who had 
supported many families through the early years of parenting. She 
reassured me that I wasn’t doing anything wrong. Indeed, Emma 
was just doing what I had allowed her to do thus far, which was to 
express herself loudly and clearly, except that this time, it was her 
own will that she was expressing.

Somewhat reassured, although still perturbed when it actually 
happened, I sought the book that Rachana recommended – Parent 
Effectiveness Training (PET) by Thomas Gordon,1 and read it cover 

Gentle Discipline

26



GENTLE DISCIPLINE

291

to cover. Yes! This book excited and inspired me, and I still know 
many passages off by heart. This was about discipline in the true 
sense of the word – being a parent that my children would want 
to follow – and parenting with integrity, sincerity, compassion, and 
(best of all) inconsistency.

PET remains my all-time favourite parenting book, and its 
principles are still guiding me as Emma enters her teenage years. 
This article on gentle discipline is very much infl uenced by PET, 
and also by other aspects of parenting and discipline that I have 
been blessed to learn from my four children, and from other wise 
parents and writers, over the last 14 years.

What is discipline?
The word discipline comes from the Latin disciplina, meaning 
instruction or teaching. This defi nition tells us that discipline is 
much wider than the problems that we might have with certain 
behaviours, and includes all that we, as parents, are teaching 
our children.

One way to look at discipline, from this wider perspective, 
is as the stage setting for family life, in its many facets. Family 
life can involve exuberant joy; tragedies and tears; zany humour; 
and roaring rage – and that’s even before breakfast! But if we have 
a stable and loving setting, the ups and downs of family life can 
pass over us more gracefully, and we can weather the unavoid-
able storms without long-term damage. When we become skilful 
at handling confl ict, we may also fi nd that, after the storm is over, 
we can actually emerge with more love and more understanding in 
our relationships, and in our family.

The teaching that we gain through discipline is not all one-
way. We may see ourselves as the authorities in the family (whether 
because of our physical bulk, our vast life experience, or merely 
because we are the parents!) but we will often be brought down to 
size by our children, who will certainly do their share of instruct-
ing us. Perhaps the most useful attitude we can take is openness 
and curiosity, remembering that every situation is new for both 
of us, and that even the youngest child will have feelings (and 
perhaps helpful suggestions) that we need to consider.
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We can remember too that our children are disciplining us 
– training us, if you like – so that we can be the parents that they 
need us to be, for their own beautiful unfolding. 

Loving relationships
Loving relationships are, for me, the cornerstone of discipline. 
When we have a loving relationship, both parent and child will 
want to give their best to each other. A loving relationship also 
helps to build resilience when tensions arise, because both child 
and parent will know that, underneath the confl icts, they do love 
and care about each other, and that they will eventually be recon-
nected in a loving way again.

Our relationships involve all that has happened between us, as 
well as the feelings and actions that are happening right now. My 
belief is that our relationships with our children begin at concep-
tion, and that we can begin to nurture a loving relationship from 
this time. Allowing ourselves to be well cared for during pregnan-
cy, and giving our babies a gentle birth, will set us gracefully on the 
road to parenting, and will also help us to respond from our heart 
during our children’s early years.

We can also build loving relationships with our babies through 
attachment parenting – carrying our babies, breastfeeding, co-
sleeping and other practices that allow for a close attachment 
between mother and baby – because these are the expectations 
that our babies have developed through evolution. (See chapter 19 
for more on attachment parenting). These behaviours also promote 
security, trust, and emotional wellbeing for both mother and baby. 
As William and Martha Sears (who coined the phrase “attachment 
parenting”) note, “The deeper the parent–child connection, the 
easier discipline will be.”2

If your relationship has been diffi cult in the past, or there is 
trauma for either of you in your relationship, please acknowledge 
this, and trust that healing is possible. There may be a need for 
some gentle intervention such as homeopathy, osteopathy, or cra-
nio-sacral therapy to help your child heal from trauma (physical or 
emotional) at birth or in early childhood.
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Alternatively, you can use the ideas in Aletha Solter’s books2–5 
and give your child the support to clear the trauma him or herself. 
I believe that we are all essentially self-healing, and that, if we lis-
ten with our hearts and instincts, our children will tell us how best 
to help them through their diffi culties. Sometimes the diffi culties 
we experience with our children may be related to our own trau-
mas, past and present. (See “More on diffi cult behaviours” below 
for more about healing ourselves as we parent.)

It is also very useful to maintain our relationship awareness 
when problems arise. When we are having a so-called discipline 
problem, we may withdraw from our child, either physically or 
emotionally, because we don’t like what they are doing. However, 
it is more effective to use our loving relationship positively, and to 
deliberately draw closer when there are problems. This will help 
our child feel reassured and reconnected, and the situation will be 
easier to deal with.

I learned this from my fi ery youngest child, Maia, and we de-
veloped a habit of going onto “the mat” (a large, soft, gym-style 
mat) together when she was overcome with anger. I would hold 
her while she raged and cried, and I could see her working through 
her emotions, and fi nally coming back to herself and to me. Now 
that she is four, we don’t use the mat very often, but I have learned 
that moving in closer to an upset or angry child (of any age) and 
reassuring them with my presence is much more compassionate, 
as well as more effective, than moving away. (You can read more 
about this approach in “Emotional expression” below and in Ale-
tha Solter’s book, Tears and Tantrums.) 

Loving relationships with our children also require an ongo-
ing commitment. We may say that we love our children, but, being 
very practical creatures, our children actually need us to show them 
our love. This may be easy for us, or it may be very challenging, 
especially if we did not receive demonstrations of love in our own 
upbringing. With very young children, the most effective way to 
show love is to be available physically, and to give lots of hugs and 
holding. Breastfeeding our babies is also important, as it not only 
demonstrates love, but actually makes love; both mother and baby 
get a dose of oxytocin, the hormone of love, with each breastfeed.
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For older children, another useful approach is described in 
the Five Love Languages books by Gary Chapman.6 Chapman has 
concluded that we do not all feel loved through the same actions. 
Instead, some people feel loved when they receive compliments; 
others through physical contact such as hugs; others through re-
ceiving gifts; others through having things done for them; and 
others through spending time with their loved ones. Any of these 
actions will help to fi ll up our children’s “love tanks” (and our 
own), but we will be most effective when we use each other’s in-
dividual love language. On a personal note, I fi nd that I need to 
make an extra effort when my children’s love languages are differ-
ent from my own.

Last not least, remember that relationships, even with the 
smallest of children, involve a two-way reciprocity. We can build 
up our relationships through supporting our children to show 
their love and appreciation, and by accepting their gifts – whether 
verbal, physical, material etc – with grace. For example, when I 
need help, I often ask my children, “Will you do something nice 
for me?” They may respond negatively (which I can usually accept) 
but more often they are keen to help me, and I then tell them what 
I need. This interaction keeps the love fl owing between us, and 
ensures that I don’t get to feel resentful about the things I do for 
them. (Perhaps you can tell that my primary love language is hav-
ing people do things for me!)

Setting an (imperfect) example
No matter what we say, or the values we talk about, our children 
will always be most infl uenced by what we actually do. To be an ef-
fective parent, we really need to walk our talk. This is perhaps the 
scariest part of being a parent, and we are reminded of this every 
time we see our worst habits mirrored back to us, sometimes by 
children who can’t even talk!

Setting an example means being the best that we can be at 
the time, and using our role as parents to consciously teach our 
children some of our values. It also means working to become 
aware of the more negative attitudes that we may demonstrate 
unconsciously. Again, we can consider ourselves blessed by our 
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observant children, who will usually remind us when our actions 
and our stated values are inconsistent. If we can be accepting and 
open to their feedback, we gain the sort of honest and real disci-
pline (teaching) that comes from a spiritual master, which is what 
I believe our children essentially are for us.

Setting an example also means recognising when we make mis-
takes and admitting it to ourselves and to our children. Admitting 
our mistakes and apologising are very important because, when 
we admit that we are not perfect, we give our children permission 
to be imperfect. We are also teaching our children an important 
aspect of self-esteem: that we actually don’t have to be perfect to 
be worthy of love, from others or from ourselves.

Finally, when we admit our mistakes, we willingly give away 
some of our power, and we show that we are human after all. We 
may lose authority, in the strict sense, but we gain authenticity as 
well as our children’s love and true respect. It is also very sweet to 
be forgiven by our children, who are often so much kinder to us 
than we are to ourselves.

The wisdom of inconsistency
As parents, we are told that it is important to be consistent. For 
example, if we allow our children to open up all the puzzle boxes 
and spread them out on the fl oor one day, we should allow them to 
do the same thing the next day. However, if we think about it from 
our own perspective, we have to admit that some days we are more 
tolerant to disorder and some days we need more tidiness around 
us. If we allow our children to do things because of our notions of 
consistency, we could end up feeling resentful or overwhelmed by 
what we have allowed our children to do, based on these ideas. 

We might also believe that we need to treat our children con-
sistently – that is, all the same – but again, this can be unhelpful. 
For example, if my children all asked to take something of mine 
to school, chances are that I would say “Yes” to those who have 
looked after things that I have loaned them in the past, and “No” 
to others, who I know haven’t taken care of my things. If I try to 
be consistent, and say, “Yes” to everyone, I am risking damage, 
as well as missing an opportunity to teach my children about 
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responsibility. If I say “No” to everyone, I am also not teaching re-
sponsibility, nor allowing the rewards of trustworthiness.

Consistency between parents (and other carers) is also artifi -
cial and, to my mind, unnecessary. Our children know that we will 
respond differently because we are different people. While I think 
that it is important to not let our children manipulate our differ-
ences, I also believe that we can have different attitudes, thresholds, 
and responses, yet still parent together with ease.

Perhaps the most compelling reason to be inconsistent is that 
we are more real and honest when we are inconsistent. Personally, 
I have even broken prior arrangements with my children because 
I value honesty, and because I know that sometimes I need to put 
my own needs fi rst. (In other words, “If Mama ain’t happy, ain’t 
no-one happy”!)

When I am inconsistent, or break a prior arrangement, I 
always explain my situation, and I ask my children to be under-
standing and forgiving. Sometimes we will be able to negotiate a 
compromise or other solution, and sometimes there will be disap-
pointment and tears. At other times they will say, “Yes, you are 
right Mum, it’s not the right thing to do.” In following my own in-
stincts and needs, I am also teaching my children to follow theirs, 
rather than getting caught up in external situations and demands, 
and what we think others expect of us (which is often mistaken).

Active listening – the language 
of acceptance
Listening skillfully and lovingly is a powerful tool for healing. We 
have all, hopefully, had the experience of sharing our problems 
with another person, and felt relief and healing through simply 
being heard. With our children, too, listening may be all that is 
required in many situations.

The most powerful and effective listening that we can do 
is what has been called “active listening”, because this involves 
actively communicating love and acceptance to the speaker, as 
well as trusting that the person can handle their own feelings 
(with support if necessary). Thomas Gordon calls active listening 
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“the language of acceptance”, and says that, when used by a par-
ent, it fosters catharsis (emotional release); helps our children to 
accept their own feelings; and promotes a warm relationship.1

The fi rst thing we can do, as active listeners, is to draw close. 
For young children, we may need to get down to their level physi-
cally, while older children may be more comfortable with a little 
space around them. Active listening works well with teenagers 
when travelling in the car. We also need some time and a relaxed 
attitude so that we can be truly present with our child; it’s hard to 
give our full attention when we are hurried. I fi nd that I can be 
more available to my children when my own needs are met. (See 
“Being a self-centred parent” below for more about this aspect of 
discipline.)

We also need an attitude of acceptance towards our child. This 
may be diffi cult at times, but it may help to remember how much 
you love your child, or to recall a particular time when you felt 
especially loving towards them. Openness and warmth are impor-
tant, so that we can accept whatever our child communicates, and 
accept the feelings behind the communication. Sometimes we may 
need to remind ourselves that, as adults, we can take a wider per-
spective, including the knowledge that our child’s emotions are 
transient and, no matter how powerful, they will pass eventually. 
We also need to remember that our children are separate people to 
us, with their own experiences and feelings, but with the ability to 
know what is best for themselves.

At its most simple, active listening may be simply hearing 
what the child is saying and refl ecting it back, with acceptance and 
compassion. For example, when our children hurt themselves, of-
ten all they need is an acknowledgment of the injury (“Oh, that 
looks really sore.”) and a hug. We can’t make it better for them but 
we can trust them to cope with their own feelings, and to ask us 
for the comfort that they need.

When our children’s needs are more complex, we can use 
the same basic skills – refl ecting and acceptance – to draw out the 
issue that is bothering them, and that may not be obvious. For 
me, it’s a bit like a treasure hunt; we are both seeking the central 
issue or expression that will bring resolution and at the same time 
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gaining understanding. To fi nd this treasure, we need to suspend 
our own judgments, preconceptions, and habitual reactions (usu-
ally this means working hard to keep our mouths shut and our 
hearts open), and listening with a minimum of responses. And 
sometimes the solution (or treasure) may be elusive, yet somehow 
the process of active listening seems to dissolve the issue, and it 
may be all that is needed. My interpretation of this is that active 
listening may start a process for the child, so that they can reach 
their own resolution at a later time, or in some other way.

On a practical level active listening involves a lot of listen-
ing, and some refl ecting back. For example, I might say, “So you 
don’t like it when Jacob pulls a face at you?” Active listening also 
involves using neutral but encouraging words and noises such as 
“Uh-huh”, “Really?” and “Mmm”. I fi nd that the more neutral my 
language is, the more my children will share with me. My favourite 
word here is “tricky”, which can mean diffi cult or bad, but doesn’t 
have an emotional overtone.

Active listening also involves using feedback, where we check 
with the speaker whether we have understood their communica-
tion. For example, here is a conversation that I recently had with 
Jacob, aged eight:

J: “I don’t want to go to school any more.”
Me: “You’re not enjoying school at the moment.”
J: “No. Jack is sick and James won’t play with me, he always 

plays with the little kids.”
Me: “That sounds tricky.”
J: “Yes. And I was in the sandpit all by myself for about two 

hours and no-one came along.”
Me: “You were feeling lonely.”
J: “Yes. But then Max and Martin came and we talked a bit.” 
Me: “Hmmm…”
J: “And then we played a bit.”
Me: “So it got better?”
J: “Yes. I guess it was OK. I hope Jack gets better soon.”
You can imagine that if I had over-reacted when Jacob said, 

“I don’t want to go to school any more,” we could have had a major 
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argument, I wouldn’t have heard what his real problem was, and as 
a consequence he might not have shared his next problem with me.

I have also found that the better I get at active listening; the 
more richly I am rewarded for my efforts. Active listening, allows 
me glimpses into my children’s world – how they see and expe-
rience their own lives, and the world around them – and I feel 
very privileged when they trust me enough to share this. You can 
get some excellent coaching in active listening by reading Parent 
Effectiveness Training.

Caring for the carer
One of the biggest lessons that I have learned as a mother is that 
I need to care for myself well if I want to care for my children 
well. It’s obvious really: when we are stressed, we can’t give our 
best and, in a family setting, things can slide from bad to worse 
very quickly.

Like our love languages, we all have different things that refi ll 
our nurturing tanks. As a triple Taurean I can’t survive for long 
without a massage, and I use my regular massage to consciously 
thank every part of my body for all that it has done for me and my 
family. Time out is also important to me and I love a long bath, a 
good book or magazine, and time to keep in touch with myself 
through my journal.

But caring for myself doesn’t always mean taking time out. 
There are also nourishing rituals that I can weave into my fam-
ily life, such as using essential oils (lavender always relaxes me), 
listening to soothing music (or sometimes dancing to exciting mu-
sic), walking with my family in nature, or simply sitting down for a 
few minutes with a cuppa. Cooking and eating my favourite foods 
nourishes me, as well as my family.

When I have been in especially intense situations, such as 
when my partner goes away, I have found it useful to write a list 
of things that will nourish me, so that I remember to keep my 
mothering tanks full. Similarly with food: a list of nice and healthy 
pick-me-ups is great, especially for a busy breastfeeding mother 
who may not remember what she likes or needs to eat! I also like 



GENTLE BIRTH, GENTLE MOTHERING

300

to have on-hand a list of friends whom I can call for support, or 
who have offered help, for when I need it.

I suggest that we all prioritise our own self-care, as parents, 
and make a list of at least seven things that nourish us. We can post 
it somewhere visible and make sure we do at least one thing for 
ourselves every day!

Being a self-centred parent
When Emma was a baby, I worked hard to be “The Perfect Moth-
er”. My version of “The Perfect Mother” involved fulfi lling all of my 
child’s needs (often ignoring my own), and never saying “No”. The 
attachment parenting that I did with Emma was wonderful, and 
involved a lot of devotion, but I was in real danger of being an un-
selfi sh and emotionally unreal mother with a selfi sh, spoilt child.

Emma’s fi ery “No” certainly challenged me to be more real, 
and as each child has come along, I have also learned to be more 
self-centred in my parenting. With four children, I have reached 
a better balance between meeting my own needs and those of my 
family, and that balance involves approaching situations from a 
more self-centred perspective.

Being a self-centred parent is not a popular image. Our culture 
still expects us to be martyrs for the sake of our children, yet this 
is not healthy for us, nor for our children, who can only learn that 
it’s OK to get their needs met at the expense of others – an attitude 
that seems to be growing in our society. Being a self-centred parent 
teaches my children to be respectful of my needs, and the needs 
of others, and gives us both good practice with saying “No”. Being 
self-centred has made me a much stricter mother, in many ways, 
compared to my early mothering years, but my children are not 
selfi sh and spoilt, and are in fact more fl exible and accommodating 
than I could have imagined.

Being a self-centred parent also helps me to keep my boundar-
ies as clear as possible. In the language of PET, it helps me to know 
when the problem belongs to me (and I need to take action) and 
when it belongs to my child (who needs to take action, with my 
support if necessary).
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For example, if my children leave their rooms untidy, my self-
centred response is “How does this affect me?” If it has no real 
impact, then it is their problem, and they can live with the con-
sequences, if any. If, however, I feel that I don’t want to go in to 
put their washing away because I might trip over, or because I just 
don’t like the mess, I could tell them, “I don’t like going into your 
bedroom, so I am not going to put your washing away. You will 
have to collect it yourself from the laundry.” In this way, I have 
owned my part of the problem, and trusted my child with the deci-
sions and actions (or inactions) that affect them.

Self-centredness also saves us from the resentment that can 
come when we over-stretch ourselves in fulfi lling our children’s 
needs. This is not uncommon for attachment parents, especially 
for those who did not get their needs met as children, and who 
therefore can overcompensate with their own children. If you have 
diffi culty with saying “No” to your children, as I did, this may be 
an issue that you need to look at.

Sometimes I lose my self-centeredness or I am unsure what is 
the right decision: do I go out of my way to do what my children 
want, or do I say “No” and live with their disappointment or anger 
(which is usually short-lived, in my experience)? At these times, I 
make my decisions based on how I imagine I will feel afterwards. 
If I think that, for example, tidying my children’s room, reading yet 
another book, or breastfeeding my toddler, will leave me feeling 
tired or resentful, this gives me the extra resolve to say “No”. Feel-
ing resentful and blaming our children for what we have agreed to 
do for them is not healthy for either of us!

I leave some fi nal words on self-centred parenting to Rachana, 
my wise teacher who has taught me so much about motherhood. 
As well as introducing me to PET, Rachana gave me a mother-
ing mantra – a phrase that helps me to centre and come back 
to myself when things are diffi cult. The mantra is: “Because I 
love myself…”

This mantra reminds me that the core of my mothering is my 
self, and that the more I love myself, the more I am available to 
love and care for my children. Because I love myself… I can be 
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loving and truly in love with my children, my family, my friends, 
and the world that we all share.

Putting gentle discipline into practice
Now that we have laid some strong foundations for gentle disci-
pline through loving relationships; through active listening; and 
through being a self-centred, inconsistent, and imperfect parent 
(!), we can begin to build some skills and habits that will support a 
thriving and loving family life – and help us with discipline too.

Negotiation

Emma (14) is setting the table and she wants to sit next to her 
father. Jacob (nine), who actually doesn’t have the right to decide 
who sits where (which goes with the task of setting the table), 
complains that he wants to sit next to Dad. He comes to me saying, 
“It’s not fair…”

I ask, “Can you work it out?” and they argue heatedly. Eventu-
ally they agree, with a little input from me, that Jacob can sit next 
to Dad, if he fi nishes Emma’s job for her, which also includes help-
ing with dinner.

In our family, we call this “working it out” or “doing a deal”; 
other people might call it win–win. It means that two people (or 
more) can come to an agreement whereby all are happy, and none 
consider that they have been disadvantaged.

This approach may take some practice and a lot of faith, espe-
cially at the start, but it is another aspect of discipline that is vital, 
I believe, if we want a happy and harmonious family life. As with 
active listening, we need to trust that our children can devise their 
own solutions, although they may need help, especially in the be-
ginning, to negotiate with each other.

As with active listening, the role of the parent in “working it 
out” is to listen and refl ect back what the children are saying, and 
to support those who are less articulate. For example, this might 
be our conversation in the above example:

Jacob: “I want to sit next to Daddy…”
Emma (interrupts): “But it’s not his night, he can’t decide!”
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Me: “Yes, you are right, it’s your night to decide.”
Emma: “Yes, it’s my night – see, Jacob!”
Jacob: (scowls).
Me: “Is there a way you can work it out?”
Emma: “No.”
Me: “Maybe Jacob could help you.”
Emma: “No.”
Me: “Is there any deal you could do?”
Emma: “No!” (Then thinks:) “Maybe Jacob could fi nish my 

job and I could go back on MSN (email)?”
Me: “Do you have [computer] time left?”
Emma “Yes, ten minutes. How about that, Jacob?”
Jacob: “Yeah, maybe.”
Me: “Jacob, would you agree to help Emma if she lets you sit 

next to Dad?”
Jacob: “I guess so.”
Emma: “And I want him to help with the salad too.”
Me: “What do you think about that, Jacob?”
Jacob: “Yeah, OK.”
The role of the parent may include: suggesting some win–win 

alternatives if necessary; reminding participants of the family’s 
commitment to working it out; and having faith in the process, 
even when it seems impossible. As I mentioned in relation to ac-
tive listening, sometimes no solution is reached, but the process 
can still be very helpful: a solution may come later, or else the ten-
sion may be diffused and the issue may simply evaporate. In other 
situations, I will repeatedly ask: “How can we work it out?”, which 
helps to remind us all of our commitment to negotiation.

When things are diffi cult, or issues are complex, we might re-
fer things to the family meeting, which is our weekly (or so) time to 
organise and discuss issues pertaining to family life. At family meet-
ings, we can also decide rules and consequences such as the one 
above: whoever sets the table gets to choose where everyone sits.

Win–win also applies to us as parents. For example, if Zoe 
wants me to sew something for her, I can ask her to help with 
another of my jobs, or to do me another favour. We can trade as-
sistance (as above); favours (for example, she gave me a massage 
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in return for helping her with a job); or material things (which 
sometimes has included money changing hands), as long as both 
parties are happy. This is also a very useful skill when teenagers 
ask to be driven places. For me, such a win–win deal is very differ-
ent to bribes or rewards, which imply an imbalance in power and 
outcome, or an element of control and manipulation by those on 
one side, usually the parents.

If the deal that the children have worked out between them-
selves seems unfair to me, I might point out the disadvantages, as 
I perceive them, to the person involved. I can even ask the other 
person directly about their motivation, so that the deal is obvious 
to all parties. However, in this process, I need to fundamentally 
trust the children’s own judgment about what is right for them. If, 
after a while, someone is unhappy about what they agreed to, then 
they have learned more about what they want for next time!

Negotiation is possible even with young children. Just today 
Maia, aged four, asked if she could help me (with packing up to 
go camping) in return for going to the toilet with her (which she 
can actually do by herself). “Working it out” equips children with 
excellent negotiation skills and, perhaps more importantly, they 
develop the creativity and confi dence to reach a happy solution, 
without exploitation or hardship for anyone involved.

Praise, rewards and punishments

In our culture there has been a welcome shift away from parent-
ing using physical punishments, and it is no longer acceptable 
(and in some places actually illegal) to use brute force to discipline 
children. However, we have not lost the mind-set attached to this 
behaviour, and it is still widely believed that discipline is only pos-
sible using punishments and rewards.

My beliefs and experiences contradict this rather pessimistic 
view of parenting. I believe that it is possible, and in fact much 
more effective, to parent without punishment or rewards. Like 
Thomas Gordon, author of Parent Effectiveness Training, I believe 
that using punishments (and even rewards) produces an exagger-
ated and unnecessary power imbalance between parent and child. 
In effect, the parent becomes the police, with the child at risk of 
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becoming resentful, defi ant, rebellious, retaliating, deceitful, over-
ly submissive, and/or withdrawn, just as many adults are in the 
face of overblown authority fi gures.

Gordon also points out that eventually the parents will run 
out of authority and will lose the ability, for example, to send a 
child who is bigger than themselves to their room for “time out”. 
Like Gordon, I wonder if some of the diffi culties that we encoun-
ter with our children in the teenage years may refl ect a rebellion 
against our over-use of authoritarian techniques and punishments, 
earlier in childhood.

Parenting without punishments may be easy to understand, 
but what about rewards? “Surely,” many people ask, “rewards will 
help my child to behave well and help me to avoid the need for 
punishment.” This is a more complex issue but my own feeling is 
that when we offer children rewards, we are presuming that they 
need external forms of motivation to do “the right thing”. In my 
experience this is not only untrue, but also rather disrespectful to 
children who are intrinsically self-motivated and will always have 
good reasons for their behaviour, if we look deeply enough. (See 
also “More on diffi cult behaviours” below).

Another problem with using rewards is that they can actually 
create a dependence on such motivation. Even praise, if used as a 
reward rather than as a genuine expression of a feeling, can, I be-
lieve, create a need in the child for ongoing praise and instill a need 
to please others. Alfi e Kohn, author of Punished by Rewards: The 
Trouble with Gold Stars, Incentive Plans, A’s, Praise, and Other Bribes7 
quotes research that has found that children who are praised in 
one task will stumble over the next unpraised task, which they do 
less well than children who were not praised.

This does not mean that we can’t say nice things to our 
children, but I feel that there is a difference between words that 
genuinely express our appreciation, and words that are designed 
to elicit or reinforce specifi c behaviours, or to discourage other 
behaviors.

Another way to look at it is to consider how it would be to 
receive rewards or praise from our partner or friend, when we did 
what they considered to be “the right thing”. After a while, it might 
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wear thin and we might start to doubt the genuineness of their 
words. In fact, we might even begin to suspect that our partner 
actually wanted to control our behaviour in an underhand sort of 
way, which is how our children can experience praise and rewards. 
It is far better, I believe, to be open and honest about what we want 
from our children and why, and to negotiate from that position, 
with faith that we will be able to work it out between us.

Putting it into practice

Parenting without punishment or rewards sounds good, but 
how do we do it, especially in the heat of the moment, or when 
confl ict arises, and we really want our child to change their behav-
iour NOW?

Let’s look at an example that will probably be familiar, at least 
in terms of the feelings that arise, and our urge to do something.

Your older child has a new bike, and the younger child now 
wants to ride it, or maybe just to push it around. A physical fi ght 
has ensued and both are crying and still angry with each other.

First, if the situation is very heated and the children are be-
yond reason, I recommend that any negotiation or discussion be 
delayed until everyone has cooled down. For this to happen, you 
may need to allow the children emotional expression, as outlined 
below, and in fact this may be all that is needed if the real need was 
for emotional release.

Whenever discussion becomes possible, I recommend that 
the parent involved make an effort to keep a neutral position. This 
means not making a premature judgment about a situation and, 
in our example, not taking sides even if it seems that one child 
has hurt the other. This doesn’t mean not comforting a hurt child 
– in fact these issues are usually best resolved with the children 
physically close to us. At this stage we can use active listening 
and ask each child to tell their side of the story without interrup-
tion. We can use feedback to help the child to clarify their feelings; 
for example, “So you felt angry because he wouldn’t give you the 
bike back?”

Along with this, we can encourage our children each to share 
their feelings, whether by word or action. This may involve some 
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active emotional release, as below, especially in young children, or 
there may be words that will help a child to express their emotions. 
Again, active listening, our language of acceptance, is a great tool 
for helping our children to express themselves, and our patience 
and loving intent to help is often all that is needed to reach a reso-
lution through telling the story.

After we have heard the story, or stories (which may not be 
consistent), it is still important not to make judgments about the 
behaviour, unless it is extreme. If it is extreme, sharing our own 
emotional reaction – for example, admitting, “I felt scared that you 
would hurt your brother, because you are so much bigger” – will 
be more effective than blaming or punishing.

Remember also that, in heated situations, anger may arise (our 
own or our children’s) but it may actually be a cover for deeper 
(also called “primary”) feelings such as fear, jealousy, embarrass-
ment, disappointment or grief. Identifying the primary emotion, 
in our children and ourselves, can point us in the right direction 
towards resolution.

By this time, hopefully the issue will be much cooler, and ne-
gotiation, if appropriate, will be possible. As above, my favourite 
phrase here would be, “How can we work it out?” If you feel that 
further action is necessary to avert a repeat of the situation, I again 
recommend an explanation of your own feelings and fears, fol-
lowed by open discussion and negotiation.

For example, you could say, “I am worried that you might hit 
your sister again over her bike. How can we work it out?” Maybe 
the children can negotiate with each other to share at particular 
times, or “do a deal” with each other, as described above. As I 
mentioned in relation to negotiation, even young children are 
very inventive and fl exible, and very capable of reaching win–win 
agreements.

Pre-verbal children may be able to “work it out” through agree-
ing (or not) with the suggestions that we make, for example “How 
about I fi nd a bike your own size to play with?” It is also possible 
that, as parents, we need to add other options; in this scenario, the 
younger child may actually be tired and need to be put to sleep, or 
at least kept close by.
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When the problem is a more straightforward misdemeanour – 
in other words, our child has done something that they wanted to 
do, but we didn’t want them to do – I recommend a similarly neu-
tral attitude (or at least as neutral as we can manage at the time). As 
above, jumping in with blame, anger, judgment, and punishment 
will make it harder to understand the child’s motivation, and will 
not help to build trust. In this, we can simply state the problem, 
and share what we didn’t like about it.

For example, if my child has taken a book from my bedroom 
and left it lying on the fl oor, I could say, “I didn’t like you taking 
my book, as it is precious to me and I don’t want it to get lost or 
damaged.” Similarly, we can ask (or try to fi gure out, if the child 
is pre-verbal) what was good about this action for the child, who 
obviously had some reason to act in this way.

Aletha Solter has a useful list that we can use in this situa-
tion. She suggests we ask ourselves fi rst “Does my child have a 
legitimate need?” for example for sleep, food, or attention. Second, 
we can ask if our child is acting this way because they lack infor-
mation; in the above example, my child may not understand the 
difference between their own books and my books. Third, we can 
consider that our child may be feeling upset for another (possibly 
unrelated) reason or may have an accumulation of stress and may 
need emotional release.

If we fi nd the behaviour very puzzling, or repeated, we 
can look more deeply, as outlined below. (See “More on diffi cult 
behaviours”.)

Consequences and feedback

This is another rather controversial area in parenting today. There 
is a move towards using consequences as a means of discipline, 
and some writers differentiate between “logical” and “natural” con-
sequences. Personally I fi nd this distinction a little confusing, and I 
suspect that “logical consequences” may be used as another means 
of punishment. However, I do believe that it is important that chil-
dren experience the real consequences of their behaviour. For me, 
a better way to look at it is to say that we can help our children 
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with their choices by helping them to get feedback, either while 
decision-making or after the event.

For example, today Maia and I bought a shower cap and she 
wanted to wear it into a shop. I told her, “Yes, that’s fi ne, but peo-
ple might look at you as though you look funny.” She decided to 
take the risk and the woman who served us told her she looked 
cute! Similarly, if my teenage daughter decides to go out dressed in 
a very short skirt, I can tell her the reaction she might get, giving 
her more information to base her decisions on. If I feel strongly 
about it, I might advise her not to do it and she will often (but not 
always) take my advice.

With younger children, we may need to provide very tangi-
ble feedback rather than just words. For example, when we want 
our child to understand the concept (and the word) “hot”, we can 
touch their fi nger against something that feels hot (but obviously 
won’t hurt them). Personally I found this very useful when my 
toddler began struggling against being “clicked up” in a vehicle 
child restraint. I decided to let her feel why we use the restraint 
and to understand what it means to “go bang”. I drove slowly in 
our driveway, with her protesting and unrestrained, and stopped 
suddenly so that she was propelled a short distance out of her seat 
and fell back with a bang. After this, she could understand that if 
she wasn’t clicked up she might “go bang”, and she was usually 
happy to comply.

I believe that exposing her to the reality of the situation 
was helpful, but, as with all aspects of parenting, we can choose 
our own level of comfort. I have allowed my children to take 
risks that other parents may be uncomfortable with, provided 
that we are both fully informed and I feel that I can trust their 
judgment. This philosophy has been successful so far, with no 
broken bones and few signifi cant mishaps. I also notice that my 
children are very responsible, perhaps because I have allowed 
them to take more responsibility. You can read some interesting 
cross-cultural perspectives on allowing risks in childhood in The 
Continuum Concept.8

Feedback, as above, can be a useful learning tool after an 
event. I encourage my children to refl ect on their decisions and 
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learn from both their successes and mistakes. For example, if 
Jacob spends his pocket money on a cheap plastic toy, which breaks 
fairly quickly, I might remind him next time he is considering 
buying similar toys. Here again, I make an effort to keep my posi-
tion neutral, so that I’m not imposing my own opinion or judgment, 
and giving him the space to come to his own conclusions.

Feedback might also include sharing how I feel, and the ef-
fect that their behaviour has on me, and on my willingness to help 
them. Perhaps this is close to the idea of “logical consequences”, 
but my view is that if I do lots of things for them, I expect them 
to reciprocate and to help me to the best of their abilities. For ex-
ample, I need them to help by “clicking up” in the car even when 
they are tired and hungry after school. If they help me, then I am 
more willing to take them places, have friends over, and arrange 
activities at a later time. Conversely, if they refuse to help me, I 
might also refuse to help them with their activities. For me, this is 
part of being respected for my role and appreciated for the things 
I do, which I believe is important for all parents.

More on diffi cult behaviours
At times, all children behave in ways that we fi nd diffi cult or even 
strange. As well as doing our best to react in a loving and non-
judgmental way, as described above, we can also use these times to 
fi nd out more about our children and how they see their world.

One approach that I have found very helpful, in response to 
such behaviour, is based on the work of Melbourne child psycho-
therapist Ruth Schmidt Neven, who suggests that we ask ourselves 
these questions when we want to understand our child (and their 
behaviour) more deeply:

• Why now?
• What is the child trying to tell me?
• What was happening for me when I was this age?

I suggest that we add another question:
• What is happening in the rest of the family or environment?
Using these questions helps us to see the situation more wide-

ly. When we ask “Why now?” we can begin to see the world from 
our child’s perspective, at their age and stage, and to realise, for 
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example, that they may be having a major adjustment to the ar-
rival of a sibling. In my fi rst example, my children may be arguing 
about positions at the table because they are hungry, or perhaps 
because they haven’t seen much of their father for a few days.

The second question, “What is the child trying to tell me?” 
helps us to see the behaviour as a means of communication (rather 
than as a plot to annoy us), and to understand more of our child’s 
world. It also helps us to appreciate that the behaviour may be the 
only language that a small child has, or may be an expression of 
something that is otherwise diffi cult to communicate.

Through asking the third question, “What was happening 
when I was this age?” we can realise that there are often uncanny 
parallels between our own childhoods and those of our children. 
For example, I have found myself experiencing more confl ict 
when my children reached age four. Looking back, I can see that 
this was a diffi cult time in my own childhood as well. I have also 
known friends who went through major relationship problems 
when their same-sex child was the same age as they were when 
their parents separated.

This parallel-parenting phenomenon, which I have observed 
many times, does not have a logical explanation. My own belief is 
that life is kind to us, and gives us the opportunity to re-experi-
ence and resolve issues from our own childhood as we go through 
those years with our own children. The key for us, as parents, is to 
be aware and to give ourselves some space to really feel our own 
feelings that are triggered by our child’s behaviour. To put it more 
positively, “It’s never too late to have a happy childhood.”

Finally, we can ask, “What is happening in the rest of the fam-
ily or environment?” This helps us to realise that our children are 
very sensitive creatures, and very attuned to their emotional envi-
ronment. Stresses that are not conscious, or not discussed, are, in 
my experience, particularly liable to be picked up and acted out 
by our children.

An example using this approach is the recent behaviour of 
my son, Jacob. I noticed that he was very irritable towards the end 
of the summer holidays, and was irritating his younger sister and 
making her squeal. I pondered these questions, and came to realise 
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(after he returned to school and everyone told him how much he 
had grown) that he was having a growth spurt. I asked if he was 
hungry and he said, “Yes, all the time!” Together we found foods 
that would be good to fi ll him up.

I also considered that he might be refl ecting our family’s shock 
at coming home, after a holiday fi lled with friends and freedom, to 
the confi nes of our nuclear family. I also wondered if, as discussed 
in part one, his love tanks may not be full, and that he might need 
some dedicated gift-giving to let him know how much we value 
him, and went out of my way to buy him a thoughtful gift.

Whether I was right or not, he was much happier after I took 
those actions. If I had branded his behaviour as diffi cult, and 
moved towards punishing him, I would have missed the opportu-
nity to get to know him better, and our relationship may have lost 
some trust.

Emotional expression
This is another potentially challenging aspect of parenting, because 
our culture is not comfortable with open expression of emotions, 
especially anger. Whether it is our partner, our child or even we 
ourselves who experience this strong emotion, our reaction is usu-
ally to prevent its expression, by one means or another.

However, emotional expression is a healthy and necessary 
part of life. In our culture we have sadly lost the skill to encourage 
healthy emotional expression, so that it can be an act of release, 
rather than something that is suppressed or judged and that can 
cause ongoing tensions (as well as emotional eating, smoking, 
alcohol abuse, and other addictions). Dealing with our children’s 
emotional release can be very challenging, but strong emotions, 
like violent weather, will always pass, and when they do, we will 
be rewarded with a clear and bright child – and perhaps even 
a rainbow.

How does this work? Put simply, we agree to be present for 
our child’s emotional storm, either holding the child or staying 
close by, until it has passed. For a small baby, this might involve 
holding them while they cry, without trying to stop the crying 
(presuming that there isn’t a physical problem that needs atten-
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tion). With a toddler, we can hold them securely, ensuring that 
they don’t hurt themselves – or anyone or anything else – and 
allow them to physically express their rage. This might involve 
kicking and screaming, so we need to also ensure that we are not 
hurt in the process.

With an older child, we may simply be sitting close by, at their 
level, being emotionally present and giving the message that we 
love them and care about them, even when they are angry. This is 
a very powerful message, and one that will be internalised, so that 
our child will learn to be compassionate with themselves and oth-
ers when they are angry.

I have found this invaluable with my fourth child, as I men-
tion above, and wish I had known more about it when Emma, my 
equally fi ery fi rst, was a toddler. Even my more placid children 
have benefi ted from this approach: as Aletha Solter – whose work 
is dedicated to this form of release and healing – reminds us, we 
all have frustrations and diffi culties that need healthy release. If we 
do not allow our children (and ourselves) some form of release, 
we will build up stress and tensions, which can affect our physical 
and mental wellbeing. These techniques are especially useful when 
there have been major changes, traumas, or stresses in the child’s 
or family’s life.

Other forms of release that children, and many adults, 
naturally use include imaginative play, laughing, and rough-and-
tumble play. If you suspect that your child has some pent-up 
feelings, you can safely and easily encourage them into a game that 
includes these elements. You might even have fun, and lose some 
tensions yourself!

I highly recommend that you read some of the books and 
articles in the resources section before you decide either way about 
these techniques. They may seem radical in our culture but have 
the capacity, I believe, to create powerful and loving reconnections 
between parents and children.

Cooling off
As I imply above, it is not only our children who will get emotion-
ally heated in the course of family life. All parents, at some times, 
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will become angry, frustrated, overwhelmed, indignant, and gen-
erally cranky, as my children sometimes describe me. If we accept 
that this is a normal part of parenting, our responsibility shifts to 
the way that we manage our heated emotions. 

Although all of this can be immensely challenging, I also be-
lieve that this is part of what makes parenting such a profound 
spiritual practice. Our children will always push us to our limits, 
and our goal is to be constantly moving beyond this. As my friend 
and mentor, Jeannine Parvati Baker, says, “Our children make us a 
whole lot better than we ever wanted to be.”

One tool that I have found very useful in this is Heartmath.9 
Heartmath offers some very simple, well-researched tools for cool-
ing down, which centre upon reconnecting with our hearts in the 
heat of the moment. Other tools that I have found useful include 
time out for myself in my bedroom, or a walk up our long drive-
way. All of these help me to reconnect with myself and see the 
bigger picture. I notice also that the wider the perspective I am 
able to have on the situation, and the more I can connect with 
my heart, the less my anger impacts on my children. In fact, they 
laugh at me sometimes, and I do too!

Raising gentle children 
We are all trying to be the best parents we can and, as every parent 
knows, this is easier some days than others. As described, being 
an imperfect parent is normal and perhaps even necessary: when 
we stuff up, lose the plot, or act in ways that we later regret, we 
get the opportunity to apologise to our child and to learn from our 
mistakes. This keeps us both humble and human to our children.

Gentle discipline, by my own defi nition, has the aim of being 
both loving and effective in the short, medium and long terms; 
this applies to ourselves as well as our children. Through our own 
self-love, and acceptance of our imperfections, we teach tolerance, 
acceptance and honesty. By our sincere commitment to our chil-
dren, and to gentle parenting, we can contribute towards gentle, 
loving, and effective approaches in family life, and in our society 
as a whole.
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