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The demedicalization of 
childbirth 
Petra ten Hoope·Bender 

Constant monitoring of the 
fetal heart rate, routine 
intravenous infusion and 
routine pain relief should not 
be applied to all births 
regardless of the situation. 
They should be used in a 
manner that tailors them to 
the needs of each woman and 
each birth. 

Without birth there can be no 
life. Birth is a natural 
process and for most of 

human history it has been allowed to 
take place without too much interfer
ence. However, as mankind's med
ical knowledge has increased, so, it 
seems, has the need to interfere with 
the natural process of birth. 

In the past many women and 
their babies died in childbirth. As in 
the animal world, human birth was 
ruled by the law of "survival of the 
fittest". Eventually research and the 
development of drugs and operative 
techniques gave us more insight into 
the forces at work when birth takes 
place. So as we began to understand 
the importance of hygiene, prenatal 
care and risk assessment for increas
ing the rate of survival , the rate of 
our interventions also increased. 
Childbirth came to be seen no longer 
as a natural process that could take 
care of itself but as the procedure of 
getting a child out of a woman as 
fast as possible with minimal risk to 
both. 

A health worker measures the blood pressure of a pregnant woman . Prenatal core and risk 
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Of course some interventions 
have enormously increased the rate 
of mother and child survival. In 
developed countries childbirth is no 
longer the number one cause of 
death for women. With routine 
intervention, however, the woman 
and her child have often seemed to 
lose their individuality. Procedures 
necessary to monitor the pregnancy 
and labour of women at high risk 
have been applied to all women, 
regardless of risk or of the true need 
for them. Women have had the 
control over their bodies and what 
goes on inside them taken away with 
the explanation "We know what 's 
best for you". Fortunately more and 
more women and health care 
providers have become aware of this 
tendency and are now trying to 
correct it. 

Weighing the evidence 

To support the move towards indi
vidually tailored care, WHO has 
prepared a document on what is 
normal in birth.* First, all the avai l
able evidence on the effect of proce
dures used during birth was collated. 
This provided a good starting point 
for discussion of the need for such 
procedures in all births. In early 
1996, a group of six midwives and 
six gynaecologists from around the 
world met at WHO headquarters in 
Geneva to weigh the evidence. 

Their very diverse medical, 
cultural and social backgrounds 
proved vi tal to the outcome of the 
meeting. During the week they 
spent together it became clear that in 
different parts of the world people 
use different standard procedures for 
different reasons , and they often do 
not realize that the need for and the 
value of such procedures change 
from woman to woman. Constant 
monitoring of the fetal heart rate, 
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routine intravenous infusion, restric
tion of food and fluids, and routine 
pain relief should not be applied to 
all births regardless of the situation. 
They should be used in a manner that 
tailors them to the needs of each 
woman and each birth. 

Guided by the principle that, in 
normal birth , there must be a valid 
reason for interfering with the natural 
process, the group assessed the many 
procedures and interventions used in 
childbirth and classified them in four 
categories. The first category is 
practices that are demonstrably 
useful and should be encouraged. 
These include technical practices 
such as monitoring of the fetal heart 
rate and ascertaining the correct 
moment to start pushing, but also 
cover issues such as freedom in 
position and movement in birth, 
women 's choice of place of birth, the 
need for affectionate support during 
labour and birth, and the obligation 
to inform and explain as much as is 
needed. 

The second category consists of 
practices that are clearly harmful or 
ineffective and should be eliminated. 
It includes, among other things, the 
routine use of enemas, routine intra
venous infusion and routine use of 
episiotomy. Category three concerns 
practices for which insufficient 
evidence exists to support a clear 
recommendation either way, and 
which should be used with caution 

until further research clarifies the 
issue. The fourth category includes 
those practices that are frequently 
used inappropriately, such as the 
restriction of food and fluids during 
labour, epidural pain relief and the 
liberal use of drugs to augment 
labour. 

While working through these 
recommendations and the text of the 
background paper that supports 
them, the members of the group had 
to keep in mind that they were dis
cussing births that follow uncompli
cated pregnancies and are normal 
when they start. However, many 
women who have been categorized 
as "high risk" in pregnancy go on to 
have a perfectly normal and uncom
plicated birth. Consequently the 
recommendations should also apply 
to them. 

One of the important conclusions 
drawn by the group is that the mid
wife is the health worker who is best 
qualified to take care of normal 
pregnancy and birth in the most cost
effective way. This responsibility 
includes assessing the risk of compli
cations and recognizing these com
plications promptly. Also, women 
who are taken care of by persons 
who are qualified to carry out med
ical interventions are more likely to 
undergo these interventions than 
women who are cared for by mid
wives. This seems an odd statement 
but, as midwives are experts in 

Health care providers are more and more aware of the need to tailor their care to the individual 
patient. Photo WHO/H. Anenden. 
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normal birth, their continuous emo
tional and physical support can result 
in shorter labour, significantly less 
medication and fewer medical inter
ventions such as caesarean section, 
forceps delivery and epidural anal
gesia. However, these effects are 
greatest when there is continuity of 
care- that is , when the woman 
giving birth knows and trusts the 
health professionals taking care of 
her. 

A document that gives guidelines 
and recommendations that apply to 
all normal births in all countries of 
the world is by nature not specific. 
However, this document, having 
categorized the various practices, can 
be applied to a variety of national 
and local situations. The report 
represents an enormous challenge for 
all, as habit and tradition need to be 
re-evaluated, but it is a firm step on 
the way to the demedicalization of 
childbirth. • 

* Care in normal birth: a practical 
guide. Document WHO/FRH/MSM/ 
96.24, available from Division of 
Family and Reproductive Health, 
WHO, 1211 Geneva 27, Switzerland. 
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