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Abstract 

Background:  About 1.6% of planned births in the United States occur out of hospitals. Studies indicate that planned 
out-of-hospital birth (OOHB) is safe and satisfying for women; however, there is great variation among ethnic groups, 
and Black women are underrepresented. A recent phenomenon is the choice to have an unassisted birth (UAB) with 
no midwife or other professional maternity care attendant. The purpose of this study is to fill a gap in understanding 
reasons for choosing OOHB or UAB for two clinically important sub-groups of women: Black women, and women 
who have experienced childhood physical or sexual abuse.

Methods:  This study recruited 18 women who had an OOHB or UAB and who identified as either Black or survivors 
of trauma to participate in in-depth qualitative interviews concerning their choice to give birth out of hospital. A 
grounded theory approach was utilized that involved a discursive process of data collection, coding textual passages 
to identify focused themes, memo writing to document analytic decision-making, and eventual conceptual modeling.

Results:  All 18 participants endorsed a history of trauma. Focused coding to identify inherent concepts led to the 
emergence of a theoretical model of the arc of decision-making around choice of place of birth and birth attendant, 
or lack thereof. Women may choose OOHB or UAB because of a previous trauma, or because they feel discriminated 
against by healthcare professionals, either because of skin color, age, pregnancy, weight, or some other health condi-
tion. Women may choose OOHB or UAB because it affords more control during the process of giving birth.

Conclusion:  Previous trauma and experiences of discrimination were influential factors for women in the study 
sample in their choice of birthplace setting and choice of provider. These findings can inform clinical understanding 
for birth professionals, including doctors, midwives, doulas, nurses, social workers, and psychologists, and contributes 
more broadly to the national conversation about birth choices in the USA.

Keywords:  Out of hospital birth, Community birth, Unassisted birth, Freebirth, Respectful birth, Traumatic birth, 
Sexual abuse survivors, Health disparities, Black maternal health

Plain English Summary 

This study shares information from qualitative interviews with Black women and women who are survivors of abuse 
regarding their choice to have a planned out-of-hospital birth, or to choose an unassisted birth (UAB) with no midwife 
or other professional birth attendant. Black women are less well represented among those who choose OOHB, and 
little is known about the reasons that they may choose OOHB. Previous studies show that women who have experi-
enced childhood physical or sexual abuse may prioritize having a sense of control and autonomy during their birthing 
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Introduction
About 1.6% of births in the United States are “commu-
nity births” that occur out of hospitals, including births 
in a residence (i.e., home births), freestanding birth 
center, clinic, doctor’s office, or other location [1]. A tiny 
percentage of these are planned unassisted births. Why 
women choose community birth has been somewhat 
studied; however, most women included in such stud-
ies have been highly educated, married, and white [2]. 
More unassisted births (UABs) occur to Black women 
than white women [3], but there are no published qual-
itative studies of out of hospital birth (OOHB) or UAB 
that include Black women’s voices. Previous studies indi-
cate that women may choose OOHB for a sense of con-
trol, especially after experiencing previous trauma [4]. 
The present study aims to investigate the OOHB deci-
sion-making of two clinically important and understud-
ied subgroups of women: Black women and women who 
have experienced childhood trauma.

Choosing community birth: black women and women 
survivors of childhood abuse
The experiences of Black women are noticeably absent 
from the literature about community birth. One of the 
few qualitative studies considering why women choose 
attended OOHB included a participant sample which 
was 87% white [5]. Studies on planned community birth 
in the Netherlands and Canada do not discuss ethnic-
ity-related disparities in experience or access [6, 7]. An 
integrative review of twenty-one research-based papers 
examined reasons that women choose place of birth, but 
never touched on the relevance of personal demographic 
factors [8]. How racial identity and experiences of dis-
crimination influence women’s decision-making about 
place of childbirth has not been addressed.

Also missing are the voices of women survivors of 
abuse. Stress has long been known to adversely affect the 
physiological processes of labor [9]. Women who are of a 
racialized minority may experience greater stress in the 

hospital setting. It is not known if they might have bet-
ter psychological and/or physiologic outcomes if out-of-
hospital models of care were more widely available in 
the United States, as they are in many nations with bet-
ter maternity outcomes (e.g., Canada, Northern Europe). 
Quantitative data indicates that women with previous 
trauma have worse perinatal outcomes, and that stress 
system dysregulation may mediate these adverse out-
comes [10–12]. Systemic racism and discrimination have 
been studied as unavoidable traumas for people of color 
in the United States with known impacts on health out-
comes, including disproportionate risk for posttraumatic 
stress disorder (PTSD) in pregnancy [13], and adverse 
birth outcomes [14]. As such, highlighting the reasons 
that trauma survivors and Black women choose commu-
nity birth is important.

Unattended OOHB and UAB
Although planned OOHB has been shown to be safe in 
multiple studies, especially when guidelines for hos-
pital transfer are well-developed [15, 16], OOHB has 
generated much controversy. One reason is that some 
authors cite birth certificate data that do not differenti-
ate between planned or unplanned OOHB. Studies that 
do differentiate between planned and unplanned out-
of-hospital births reveal that unplanned out-of-hospital 
births are known to result in worse outcomes than either 
planned, attended community births or hospital births 
[17, 18]. Giving birth without trained attendants inten-
tionally (UAB) can appear a provocative choice; popular 
media has often painted these women as incompetent 
and irresponsible [19].

Although the literature suggests that planned unas-
sisted births are on the rise [20], we do not know the 
percentage of unattended OOHB births that are inten-
tionally planned, or the reasons women have for mak-
ing this choice. While the statistics on planned, attended 
OOHB are available and positive in terms of safety, there 
are no statistics about the relative safety of intentionally 
choosing to give birth with no attendant.

experiences; however, little is known about their specific choice for OOHB. Our study recruited 18 women who had 
an OOHB or UAB and who identified as either Black and/or survivors of trauma to participate in in-depth interviews 
concerning their choice to give birth out of hospital. Through qualitative research methods, we analyzed transcripts 
of these interviews and developed a theoretical model about women’s decision making related to OOHB or UAB. 
We found that women may choose OOHB or UAB because of a previous trauma, or because they feel discriminated 
against by healthcare professionals, either because of skin color, age, pregnancy, weight, or some other health condi-
tion, and that choosing OOHB or UAB allowed them to have more control during the process of giving birth. Under-
standing the role that previous trauma and experiences of discrimination play in birthplace choice may help birth 
professionals to consider bodily autonomy, physical and emotional safety, anti-racism, and independence as impor-
tant factors in their clinical interactions with birthing women.



Page 3 of 13Sperlich and Gabriel ﻿Reproductive Health           (2022) 19:43 	

There is no data to portray how demographic charac-
teristics might influence the choice for UAB. For OOHB 
more broadly, researchers have found that there was a 
clear relationship between birth attendant and ethnicity; 
nurse-midwives and other midwives almost exclusively 
attended community births to white mothers [21]. Over-
all, midwives attended 43.4% of all community births, 
however, they attended less than 6% of community 
births to Black mothers; instead, physicians (52.0%) and 
“other” (unspecified) persons (42.3%) attended almost all 
(94.3%) of these births [21]. Black women are more likely 
to give birth out of hospital without a professional atten-
dant than are white women; discrepancy exists between 
birth certificate reports and prospective study reports 
(Declercq, personal communication). Since physicians 
generally do not attend planned OOHBs in the United 
States, a possible explanation is that this statistic reflects 
births that happened quickly at home or in route to the 
hospital and are thus classified as being attended by a 
physician when they arrive at a hospital. A contribut-
ing factor to this may be the disparity in pre-term birth 
rates for Black women in the United States [22, 23]. 
Risk selection is another factor that may lead to fewer 
midwife-attended community births with Black women. 
Community-based midwives usually refer women with 
risk factors to hospital-based care. Some risk factors, 
such as hypertension and gestational diabetes, are known 
to occur at higher rates among Black women than among 
white women [22], so this could help explain a portion of 
this community birth stratification by skin color [21, p. 
477].

Choice of provider and place of birth may also be influ-
enced by women’s previous experiences of trauma; quali-
tative studies to date have shown that for survivors of 
trauma, birthing choices are informed at least in part by 
the perceived control a survivor may have over her envi-
ronment and experience [24, 25], and that the choice to 
birth unassisted may also be in part influenced by previ-
ous unacceptable obstetric care in hospital settings [26].

More information is needed to better understand how 
situated racial identities and past negative experiences, 
trauma, and discrimination may be contributing to birth 
choices that trauma survivors and Black women are mak-
ing. This article presents findings from in-depth inter-
views with women who have chosen community birth, 
including unattended birth, and provides evidence of 
decision-making regarding their birth choices. It does not 
shed light on the relative safety of UAB, but instead pro-
vides insight into lived experiences and social determi-
nants of health that affect a woman’s choice of birthplace 
and whether or not to hire a trained birth attendant.

Materials and methods
Sampling method
A convenience sample of women who self-identified as 
survivors of trauma and/or Black and who were either 
interested in OOHB and/or achieved OOHB were 
recruited to participate in qualitative interviews. Sam-
ple recruitment began with contacting past participants 
to the University of Michigan STACY study. The STACY 
study obtained a waiver of documentation of written con-
sent from University of Michigan IRBMED and used a 
phone consent process to recruit a total of 1581 women. 
These participants were asked about their willingness to 
be contacted for future participation in follow-on studies 
during the first phone interview.

Our study obtained separate approval from University 
of Michigan Health Sciences and Behavioral Sciences 
Institutional Review Board to expand the study beyond 
the STACY project. Women who had indicated they 
desired OOHB (whether or not they achieved OOHB) 
were recruited to participate in qualitative interviews. 
Two women were interviewed from the STACY study; 
both women had in fact achieved OOHB. After that, 
recruitment followed standard anthropological "snow-
ball" sampling. We also distributed fliers to southeast 
Michigan locales frequented by childbearing women, 
such as community centers, social service agencies, and 
grocery stores. One of our first interviewees recruited 
via snowball sampling indicated she had given birth out 
of hospital unattended and provided us with information 
leading to an online listserv. This listserv, led by Laura 
Caplan Shanley, serves women interested in unattended 
OOHB, a phenomenon often referred to as “freebirth.” 
We contacted Ms. Shanley, and she distributed our flier 
to the listserv. This led to the recruitment of the remain-
der of the 16 women interviewees, who were recruited 
from 2009 to 2011.

After initial phone or Internet contact and screening 
to verify a history of trauma and/or self-identified race/
ethnicity, each participant was mailed a hard copy of 
our IRB-approved informed consent agreement. Once 
the agreement was returned, interviews were scheduled 
in person at the participant’s home, at a coffee shop, at 
our office, or via phone, responsive to the participants’ 
choice. Although participants had the option to waive 
audiotaping, all 18 participants agreed to be audiotaped. 
Subject identifiers were stored separately from the inter-
view data, and each participant was invited to provide a 
pseudonym by which to be identified. Study participants 
who completed interviews were compensated $40 for 
their time.
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Interview protocol
Interviews lasted between one to two hours in length. 
The interviews included open-ended questions and 
assessment for trauma, via the Life Stressor Checklist 
(LSC); the LSC assesses for 29 potential trauma expo-
sures including behaviorally-specific inquiry into child-
hood and adult physical abuse and sexual abuse [27]. 
As the study progressed, questions related specifically 
to understanding unattended/unassisted OOHB were 
added. Main areas of interest covered during the inter-
views were how and why women chose OOHB, whether 
their past experiences were contributing factors, and if 
so, how. For example:

1.	 Did you “choose” to give birth there, or did it “just 
happen”?

2.	 Why did you make that choice?
3.	 Is there anything from your past that influenced your 

decision of where to have your baby?
4.	 Many women have fears about having their first 

baby—did you? Did your fears influence your deci-
sion?

5.	 What informed your decision to have unassisted 
childbirth this time around?

Data analysis
Our study sought basic information about the deci-
sion-making process concerning OOHB and UAB. We 
employed a grounded theory approach [28] with the hope 
that by exploring the participants’ shared lived experi-
ences we might uncover insight into an initial theory 
regarding OOHB/UAB decision-making. We followed a 
sequenced approach [29] that included beginning with 
a broad focal area, delaying literature review until later 
in our research, conducting simultaneous data collec-
tion and initial analysis, conducting constant compari-
son of data, codes, and memos, theoretical sensitivity to 
emergent themes that correspond to broader literature 
findings, and theoretical sampling also respondent to 
saturation of categories and theory development (in this 
case, shifting from looking exclusively at OOHB and 
including UAB [29]. Because such an approach assumes 
no a priori judgment about findings, it involves a discur-
sive process of data collection, theory generating, and 
memo writing to reach conclusions [30]. Basic proce-
dures included a process of open coding, whereby tran-
scripts of interview or other textual data were coded into 
major categories, axial or selective coding (also called 
“focus coding”) to identify core phenomena of central 
focus, memoing or writing down ideas about theory 
emerging from the data, and conceptual modeling/theory 

generation [30, 31]. The researchers independently open- 
and focus-coded the interview narratives, and subse-
quently discussed any discrepant interpretations until 
consensus was achieved prior to theory generating.

Results
Table  1 provides information about the self-identified 
race/ethnicity, number of live births, place of birth, 
and history of lifetime traumatic exposures of the 
interviewees.

An emergent model
Four key themes coalesced into a simple model of a 
trajectory from negative past experiences to a period 
of reflection on these experiences, to enacting differ-
ent choices, and ultimately reflecting on these choices 
(Fig.  1). The first key theme was that of previous nega-
tive experiences with pregnancy, birth, and other medical 
healthcare. This included connections between previous 
trauma/posttraumatic stress and current health seek-
ing, previous negative pregnancy and birth experiences, 
previous negative healthcare experiences, experiences of 
cultural discrimination and racism, a lack of alliance with 
healthcare providers, and a sense of discontinuity of care.

The second emergent theme was about reflecting on 
and critiquing previous care received or extant models 
of care. This theme related to the ways in which women 
sought to educate themselves about pregnancy and birth, 
expressions of the need for control and safety, and con-
scious critiques of the medical model of care.

The third key emergent theme related to the ways in 
which women enacted an out-of-hospital birth plan, 
including unassisted birth. This included introspec-
tion about relationships to existing systems of care, and 
the influence of obstacles on choices regarding care. 
The fourth key theme related to women’s reflections on 
their birth choices. These included stories of positive 
birth experiences, instances of posttraumatic growth and 
empowerment, and the incorporation of a new narrative 
about their choices and experiences.

Previous negative experiences/disrespectful care
All the women in this study discussed previous negative 
experiences related to trauma and/or disrespectful care. 
Women shared about previous life trauma and result-
ing posttraumatic stress. These previous life traumas 
included healthcare-related trauma that occurred during 
previous pregnancies, labors, and other healthcare expe-
riences, as well as discrimination and cultural trauma.

Previous trauma and posttraumatic stress
Women in this study self-identified as women of 
color (eight out of eighteen) and/or women who had 
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experienced sexual abuse (eleven out of eighteen). 
Women for the most part did not choose to elucidate 
their history of abuse, although they did speculate about 
ways in which having a history that includes sexual abuse 
and symptoms of posttraumatic stress might affect their 
birth care:

I was afraid that with my history, that if she said 
the wrong word at a very vulnerable time during the 
birth that I would’ve had a flashback or something. 
(Nightsong)

Ophelia related what sharing her history of abuse with 
her midwife looked like, and how that related to the con-
cept of control:

I think the sexual abuse that I’d experienced as a 
child, I needed, part of me, because my midwife 
asked me, “What do you want us to do?” And I said, 

“I need to do it myself. That’s how I’m going to feel in 
control.”

For Sally, her past trauma contributed to a sense of 
wanting a birth experience that was just between her and 
her husband (unattended):

With that first pregnancy, it’s just kind of a lot. I 
think too maybe, when it comes down to maybe hav-
ing traumatic experiences, that maybe would weigh 
on my decision to have it just be my husband and 
myself. (Sally)

Previous negative pregnancy and birth experiences
Twelve out of eighteen of the women in this study related 
stories about previous negative reproductive healthcare 
experiences, some of which were endorsed as traumas by 
the participant, and reflected on how those experiences 

Table 1  Information about participants: ethnicity, number of live births, birth places, and lifetime trauma exposure

Pseudonym Ethnicity Total # of live 
births

Hospital births Planned Out of 
hospital births

Un-assisted 
births

Lifetime 
trauma 
exposures

Natalie White 4 2 2 2

Renee Black 5 3 2 18

Ophelia Black 4 2 1 1 15

Angelina Black 2 1 1 9

Maggie White 2 2 5

Julianna White 3 1 2 9

Sally Black 7 4 3 15

Jay Black 2 1 1 20

Cara White 1 1 17

Sophia White 1 1 12

Dana Black 5 4 1 9

Nicole Latinx 2 1 1 9

Rhiannon White 1 1 5

Nightsong White 2 1 cesarean 1 (VBAC) 11

Mariah Black, mixed-race 1 1 7

Gracie White 2 1 1 14

Greta White 1 1 3

Garden Lady White 1 1 10

Fig. 1  Model of decision making



Page 6 of 13Sperlich and Gabriel ﻿Reproductive Health           (2022) 19:43 

shaped their thinking about subsequent birth experi-
ences. Renee and Julianna described this in relation to 
vaginal examinations during prenatal care:

At the OB, she would examine me and then she 
would ask her students in there, and there’d be like 
12 of them and I’d just be frozen. And I just feel like, 
nobody should...I understand that people need to get 
their experience, but why do there have to be 12 of 
you? You all don’t have to be in my vagina. (Renee)
It left me feeling like I had been raped, really. With 
a sense of like, “I had just been taken advantage of.” 
Even though he was perfectly professional. I’m sure, 
you know, it was his business. It left me with a feeling 
of “I’d just been molested” feeling. I remember what 
it felt like to feel like that, and that’s what it felt like. 
So I never went back to him. (Julianna)

Ophelia described a previous birth experience, “My 
first one, they held my hands down and wouldn’t let me 
touch her. It was a traumatic birth in a lot of ways.” Jay 
also described a previous birth experience:

They held my legs together for 25 minutes while she 
was completely coming out of me. It damaged part of 
her brain. After he (the doctor) got there and just cut 
me, and then after she was born, he started stitch-
ing me up without any Novacaine and I said, ‘You’re 
going to have to stop because I can feel all of this.’ 
And I really wanted to have a home birth after that! 
(Jay)

Previous negative healthcare experiences
Several women related instances of negative experi-
ences interfacing with healthcare providers that did not 
involve birth itself. These included a car accident, ter-
minal cancer care of a child, emergency room care for a 
multiple sclerosis relapse, and other events. Garden Lady 
recounted her story of being in a motor vehicle accident:

I’d been in a car accident... [I had] whiplash, and it 
was really not fun, and I’ve got this calcified knot in 
my neck. And so I went in and I was like, “You know, 
this is really bad. It really hurts. I’d really like to deal 
with this somehow.” And she [a doctor] reached back, 
“Oh no, you’re fine.”... I was just so stunned. Wow, it 
doesn’t exist. Yeah, I was just like, ok, um. I need to 
find another doctor now.

For Sally, a previous negative experience with the medi-
cal community was a four-year period spent interfacing 
with hospital personnel while her daughter was dying 
from brain cancer. She recounted that she was

[…] kind of on hospital overload, I think, and just 

overwhelmed with watching her go through can-
cer and the different medications and just different 
things and different practices at the hospital that we 
just weren’t pleased with and the way things went.

In addition to dealing with medications and proce-
dures, Sally and her family also experienced financial 
hardship which led to the experience of feeling discrimi-
nated against based on socio-economic status:

It crippled us, emotionally, financially, everything. 
We ended up having to go on public services, having 
to get MediCal, different stuff. When we got on Med-
iCal, we got treated like we were on MediCal. Let’s 
just put it like that. Literally. We felt like they didn’t 
care. We felt like they had no sense of ownership for 
our daughter’s care or her outcome…(Sally)

Cultural discrimination
In addition to medical care that felt disrespectful or even 
traumatic, many participants related that they felt dis-
criminated against because of their young age, skin color, 
weight, or socioeconomic status, or intersecting aspects 
of their identity. Here are two stories from Renee and 
Angelina, both of whom are Black, that exemplify these 
experiences, though this was a pervasive theme across 
accounts:

I wear head wraps and one day my head wrap came 
off and she said, “Oh, you look like the Bride of 
Frankenstein.” I have pretty nappy hair and I don’t 
appreciate the comments about my hair. …and 
not even that she was intending to be disrespectful, 
because she thought it was a joke, but she couldn’t 
understand the connotation of what that means 
because she wouldn’t understand my background. 
(Renee)
I had a horrible, horrible MS [multiple sclerosis] 
attack. My doctor was out of the state. So I went to 
the doctor that was on call for her. I was going blind, 
I couldn’t feel anything from the waist down, I was 
incontinent. He (the doctor) told me, “It’s obviously a 
back injury because you’re not a small woman.” And 
I said, “Why am I going blind? Is fat growing over my 
eyeballs? Why am I going blind?” (Angelina)

Lack of alliance/discontinuity of care
Some women reported experiencing a lack of alliance 
with their care provider, or instances of discontinuity of 
care, regardless of previous negative healthcare interac-
tions or discriminatory or insensitive care experiences. 
As Dana said, these women described feeling like “the 
person in the patient is forgotten.”
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[…] the best prenatal care that I received to date, 
there’s always been just a disconnect between myself 
and the care providers. Sometimes it’s like […] yeah, 
a disconnect between myself and the care providers. 
(Renee)
She was a nice enough lady, and she came recom-
mended from a friend of mine. I just felt like, she just 
wasn’t connecting – we weren’t connecting. (Mariah)
I knew that it would be the luck of the draw as to 
who would actually be there and it might not neces-
sarily be that one of seven, or nine, that we’d really 
bonded with. So that was my whole worry. (Natalie)
And sort of feeling like, “Why are we coming in 
here?” We could just have robo-midwives, you just 
walk in and step on a scale and pee in a cup and just 
leave. (Garden Lady)

Reflection and critique of care
Those previous negative experiences (birth or non-birth-
related) led these women to seek out new information 
and engage in a process of discernment about what was 
right for them for future birthing experiences. This edu-
cation and discernment process also strengthened their 
critiques of the medical model. Out of this process, 
women made the decision to give birth outside of a hos-
pital either with a homebirth midwife or unassisted (by 
choice or because of obstacles to hiring a midwife).

Self‑education
Women engaged in an extensive process of educating 
themselves about the birth process and their range of 
options. These included engagement with popular media, 
online sources, and print materials.

Internet interactions Many women spontaneously criti-
cized mainstream books and media representations of 
birthing women. They perceived that the media creates a 
cultural message that birth is a painful emergency. Night-
song describes the way she educated herself before her 
first birth:

I was, unfortunately like so many women out there 
today are, pretty clueless about how birth really 
works. I thought I was informed, but I wasn’t in the 
least bit informed. I went the hospital birthing class 
and the hospital breastfeeding class - neither one of 
which were really helpful. I thought they were. Look-
ing back - not in the least. (Nightsong)

Not surprisingly, women turned to the Internet, seek-
ing educational and inspirational stories, articles, and 
videos. They also turned to online discussion forums, 
such as the one associated with Laura Shanley, author 
of Unassisted Childbirth, published in 2016 [32], where 

stories about UAB are posted, questions are answered, 
and extensive “how-to” knowledge is shared.

Dana describes how interactions in an online parenting 
forum changed her birth trajectory. She had three vagi-
nal births in hospitals and then gave birth to her fourth 
child, who had spina bifida, by cesarean. She intended to 
give birth to her fifth child vaginally in a hospital. Around 
36  weeks of pregnancy, her doctor ordered an ultra-
sound. The ultrasound technician did not think there was 
anything unusual about her baby’s size. Dana describes 
the interaction with her obstetrician after that:

“So everything looks good?” She said, “Yeah, it looks 
like you have a big baby with a BIIIIG head!” And 
she really just emphasized that and at that point, I 
was still like, “This is just weird. Why is she acting so 
weird?” I happen to be a member of a natural par-
enting forum...Someone had said to me, “Had you 
ever given thought to the fact that she might trying to 
convince you [that] you had a big baby, to try to con-
vince you that the c-section is a better route to go?” 
And it was at that time that I thought, “You know 
what – that makes sense.” I put all the puzzle pieces 
together and I felt like that was right on. It was at 
that moment in time that I lost complete confidence 
in her caring for me...I thought, “This is not what I’m 
doing. I’m not having a c-section.” I’m not having a 
c-section. She’s not pushing me into having a c-sec-
tion.

Reading Scholarly reading also played significant roles 
in the self-education process for women:

I just read a lot! (…) I was reading studies, reading 
journals, like when I could get Midwifery Today. If 
I go to my library then I have access to J-Stor. I read 
old scholarly works. Different things like that really 
influenced the perception that I had of birth, and the 
perception that I had on the role of the woman. That 
all influenced how I felt about my birth. (Renee)
I feel like I read! Gosh! I had a reading list, I remem-
ber. It had like a dozen books on it. I read them all. I 
read The Thinking Woman’s Guide to Giving Birth. I 
think that was probably a pivotal point. And so my 
mistrust for the whole process around mistreating 
women in pregnancy and birth began from my per-
sonal experience there and was reinforced through 
all my reading and research. That decision [to give 
birth outside of a hospital] was made after doing a 
lot of reading and research. (Natalie)

Other experiences also contributed to these women’s 
growing sense that the medical model was not right for 
them. For example, Jay worked as a doula and the expe-
rience of accompanying women during hospital births 
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made her realize that achieving an unmedicated birth 
with few interventions was quite difficult in the hospi-
tal setting. Instead of being able to concentrate on con-
tractions and physical sensations, Jay says that, “You just 
have to be on your toes and really working hard to get 
the birth plan that you want.” Rhiannan related the story 
of witnessing a friend give birth by herself because labor 
was too fast to get to the hospital. And Sally began to 
pursue a degree in Naturopathy.

Alternative medicine Twelve out of eighteen partici-
pants expressed a general preference for alternative or 
natural medicines and practices. These included prefer-
ences for natural and organic foods, herbal medicines, 
and vitamin supplements. Participants also shared that 
they used alternative healing methods like massage ther-
apy or chiropractic care.

Control, safety, and conscious critique of the medical model
Previous experiences and self-education existed in a syn-
ergistic relationship with the emergence of these women’s 
critiques of the medical model. As women critiqued the 
medical model, they were often able to explain to them-
selves why previous experiences had felt so negative. 
Much of their critique focused on the issue of “safety” 
and feeling unsafe in the care of medical professionals 
or in the hospital environment. Every interviewee made 
comments that critiqued the dominant model of care 
and many explicitly connected “feeling safe” with making 
one’s own choices (“control”) about birth. For example:

[…] it bothers me a lot, I’m actually in school to be a 
nurse right now, it bothers me so much to know that 
there’s so many women that could have a birth that 
they may want more than another and they’re not 
getting it because they’re not educated – they don’t 
know they have a choice. (Dana)
I feel very strongly that women need to give birth 
where they feel safest. Or where they feel like they 
can relax the best. So if that’s the hospital, then go to 
the hospital. I think that probably the most impor-
tant thing is to figure out where you feel safe...I think 
that the best thing that I learned from this is that my 
intuition and my instinct is good. I know things. I’m 
not stupid because I don’t have a medical degree. I 
can do this just fine. And I can learn things and...I 
don’t always need some expert to tell me what to do. 
(Greta)
All the people just coming in. All of the sudden 
there’s all these people coming in and out and in and 
out and in and out. And that’s not very conducive to 
feeling safe and relaxed. (Gracie)
The only real fear that I had was giving birth in a 
hospital. Giving birth itself? No. Giving birth in a 

hospital? I was terrified of that. (Rhiannan)

Critiques of the medical model, coupled with a desire 
for more control over their own experiences, led these 
women to decide they wanted something different from 
the mainstream biomedical approach to childbirth.

Enacting choice
Relationship to the existing systems: in‑system, in‑between 
systems, out‑of‑system
Some women came out of this period of research and 
discernment hoping to give birth in a hospital but with 
more control. Others knew, based on their research and 
critique of previous care, that they wanted to give birth 
outside the hospital-based system. A few knew that they 
preferred an unassisted birth. Women had to balance 
their own desires with those of their partner and, occa-
sionally, extended family members. Although some were 
sure they wanted an unassisted birth, others found them-
selves betwixt and between systems, with one foot in the 
hospital system and another outside. As they attempted 
to enact their choices, some ran into obstacles such as 
financial barriers, lack of available midwives in their area, 
or interactions with care providers that gave them pause.

Maggie is an example of someone who knew that she 
did not want a hospital birth after a negative hospital 
miscarriage experience:

[…] after the miscarriage, it was totally solidified. 
There was no way you could pay me enough money, 
or compel me forcibly enough, to have a baby in a 
hospital.

However, she did not immediately know what she did 
want:

Well when we found out that we were pregnant with 
K--, I just kept going over in my head, I can’t pos-
sibly go back to these midwives who were the only 
midwives in the area. There’s no one else who would 
deliver at home. I refuse to deliver in the hospital 
and so at that point, what we’re going to do is just be 
pregnant for nine months and see if something turns 
up. What turned up was Laura Shanley’s book. I was 
like, “Oh, look at that. People aren’t just crazy and it 
happens.” So that was then how it became solidified. 
(Maggie)

Influence of obstacles on choices
Sally and Angelina also knew that they did not want to 
give birth in a hospital. They first attempted to hire 
homebirth midwives, but finally gave birth unassisted:

Ultimately with her [Sally’s daughter] passing away 
that year and for us to really want it to be like a very 
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close family experience for the birth, and me want-
ing to have my other children involved and things 
like that, things that I just knew they weren’t going to 
do at the hospital period, made me want to have a 
homebirth. (Sally)

Obstacles to a homebirth midwife-attended birth led 
Sally to choose an unassisted birth, as she explains here:

We were going to have a midwife. There’s really only 
one that was available in my area and she’s like 
almost two hours away. For the price, because I was 
already seeing my OB [obstetrician] for my regular 
visits, and what we would have had to pay for her 
to just come and strictly do the delivery only, and we 
didn’t mesh well with her personality-wise that well 
either, we just decided to go ahead and try the unas-
sisted home birth.

Angelina worried that she would not achieve the birth 
she wanted with the homebirth midwife she originally 
hired:

[…] my daughter’s birth really tainted me because 
I didn’t want anyone to give me permission to do 
something or not do something. Period. I wanted to 
be completely in control. And I didn’t want someone 
saying, “No, I have to put my hand in your vagina 
first and make sure that you can push or lay down 
to push.”
I started feeling really strongly that I wanted the first 
person that touched our baby to be my husband. 
Period. I didn’t want it to be a midwife, I didn’t want 
it to be someone else. I asked the midwife…how she 
felt about that and she said, “Well, I have to be there 
and I have to be checking things during your labor. I 
have to be there and I might have to catch the baby. 
You don’t know what will happen.” It just felt wrong 
to me. It just felt really important to me to have my 
husband catch the baby. So that’s when we decided 
not to do homebirth midwives... when we left, we sat 
and looked at each other across the table at lunch. 
And I said, “Unassisted?” and he said, “Yeah, unas-
sisted.” And that was it!

Renee, like one other woman in our study, was unable 
to find a local homebirth midwife to attend her. She says:

It’s hard to find a homebirth midwife, and then the 
lay midwife that I did find, her philosophy was in 
line with mine. She was like, “I’m on hiatus from 
doing births, but you can have an unassisted birth 
and I’ll help you. I’ll give you information.”

Gracie told us that she had bowed to her partner’s 
wishes for their first child’s birth, which she described as, 

“suction, forceps, suction, forceps, finally pulled, yanked 
out with forceps,” because he

[…] at that point, was not totally supportive of the 
idea of not having a hospital birth anyways. I mean, 
even if we could have (financially). So the fear of 
what might happen, all of the complications and 
whatever.

But, going into her second birth experience, she says,

I think I didn’t care what people thought the second 
time. The first time I was weighing in, thinking like, 
“Maybe they’re right. Maybe it is really too danger-
ous. And maybe it is a crazy idea.” My family thought 
it was a crazy idea. [The second time], I knew that it 
was going to be different. That it had to be different. 
That this was my opportunity, and it was going to be 
different.

Whether women ultimately made the choice to birth 
within the hospital system, or to go outside the system, 
considerable discernment was evident related to deci-
sion-making and choosing birthplace and providers (or 
lack thereof ). Renee is conscious of this process and its 
implications:

As long as being an adult means making deci-
sions and then also dealing with the consequences 
of whatever decision that you make and as long as 
you’re making an informed decision and you have 
weighed the consequences then you know, you have 
to do what you feel is best for you.

Reflecting on choice
Women overwhelmingly described their community 
births, including their unassisted births, as positive expe-
riences that generated posttraumatic growth, healing, 
and feelings of empowerment. This contrasted sharply 
with the tone and content of stories about mainstream 
hospital births that they had seen or experienced. Many 
women spontaneously described these births in spiritual 
terms.

Positive experiences
The examples of Jay, Ophelia, Gracie and Sally show how 
positive these stories were:

(I) had such a great time with it, I thought, “Oh, let’s 
do this again.” (Jay)
[…] the birth itself was incredible. It really was. I got 
to catch my own baby in the pool at home. (Ophelia)
I had no idea I was having the baby. If you had told 
me that I was giving birth at that moment, I would 
never had guessed. I mean, I felt funny. And so three 
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pushes and the baby came out. And my instant reac-
tion was, “Oh my gosh! I have to do that again!” 
I mean that was such a different experience. I was 
just like that was awesome and the very best thing 
that’s ever happened and I have to do it again. I’m 
not going to, but that was my feeling. (Gracie)
This… birth, it’s just like we knew what to do. We 
were, front to back, we knew exactly what to do and 
how to do it, and it was just perfect. It was literally 
just perfect. (Sally)

Posttraumatic growth Not only were these birth experi-
ences positive, but women also described them as healing 
(in relation to their previous traumas). They saw that they 
had new reactions, feelings, and thoughts about previous 
sexual abuse and traumatic births:

I knew from the moment my husband and I first 
had sex after the baby was born, the birth itself 
healed me from sexual abuse. It was amazing! It 
was clear as day for me. Of course, I love my (first 
child) beyond words, but the birth itself, how trau-
matic that process was -- it almost didn’t matter 
because the second birth healed me from the first 
birth. Beyond that, the second birth healed me from 
my sexual abuse. I had always had problems during 
sexual intercourse with just being able to relax, and 
it always took a long time for my husband to be able 
penetrate and that kind of thing, and from the very 
first time we made love after my son’s birth, there 
was no problems at all and there hasn’t been since. 
(Nicole)
I didn’t know that I had fears to confront for real. 
After I gave birth, especially like this last time, I 
knew, this is strange, but I knew that I had lost fears. 
I felt absolutely fearless about my ability to get my 
grown woman on. To be a grown woman and do 
what I have to do. (Renee)

Empowerment In addition to noting these instances 
of what might be described as posttraumatic growth, 
women attributed new feelings of empowerment to their 
birth experiences:

The empowerment through giving birth on my own 
terms has definitely spilled over to all aspects of my 
life, for sure. I am clearly a different person. Through 
that, and that I was a few years ago after giving birth 
and I would not be that same person in the positive 
aspects if I had given birth [differently]. (Natalie).
I would recommend her to, if she was a spiritual per-
son to see birth as a spiritual journey and to see it 
as an evolution of herself as a woman. That labor, 
thinking about labor and delivery, not that labor 
and delivery that it’s not only a chance for you to 

meet your child, but it’s a chance for you to get to 
know a facet of yourself that you wouldn’t otherwise 
know. (Renee)

Incorporating a new narrative Similar to the sentiment 
expressed by Natalie about feeling like a different per-
son, others also expressed ways they were incorporating 
a new empowered narrative about themselves based on 
their experiences giving birth:

Since I’ve given birth, when I think of my body, I 
think whole, capable -- capable is a good word -- 
and strong. How empowering birth is. Homebirth 
is unmedicated and you’re in a loving environ-
ment, surrounded by encouraging people. You feel so 
powerful and so, kind of like an Earth Goddess. It’s 
something that can’t be replicated. (Rhiannan)
I just always heard before I birthed the first time 
that it was this painful, awful thing. It was some-
thing you have to go through in order to have a child 
and it was terrible and tragic and it was Eve’s sin 
that caused all of this. I remember as a child want-
ing children – I always wanted to be a mom but I 
was always terrified of actually giving birth. Now of 
course, that’s another great learning that came from 
this – that it doesn’t have to be that way. And it’s 
only that way if you let it be that way. Like I said, in 
fact, it can be a completely empowering, wonderful, 
best experience of your life kind of thing. And it truly 
was. The day I gave birth to my son was the best day 
of my life. (Nicole)

Discussion
When a woman in the United States suggests she is con-
sidering a community birth with a trained midwife, she is 
likely to encounter strong pushback from family, friends, 
and colleagues based on commonly held beliefs about 
“safety” and “risk.” Women are told they are “selfish” and 
“naïve” (https://​www.​thegu​ardian.​com/​comme​ntisf​ree/​
2011/​nov/​27/​barba​ra-​ellen-​birth-​maril​yn-​monroe). Even 
more attacked are women who plan unattended births. 
The story of “unattended births” has often been told 
through a “monster mother” lens [19, 33], and is tinged 
with judgment and moralizing, as authors wonder, “How 
could she put her baby so at risk?” This paper, following 
Greenfield, Jomeen, and Glover, 2019 [4], invites new 
interpretations. It codifies a process of decision making 
that may seem intuitive to many birth professionals, but 
which has, to our knowledge, never before been modeled. 
The stories reveal previous troubling medical care pat-
terns, which demand closer attention.

In 2010, Bowser and Hill [34] identified seven cate-
gories of disrespectful and abusive care. One aspect of 

https://www.theguardian.com/commentisfree/2011/nov/27/barbara-ellen-birth-marilyn-monroe
https://www.theguardian.com/commentisfree/2011/nov/27/barbara-ellen-birth-marilyn-monroe
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disrespect that is applicable to the women in our study 
is the abrogation of women’s right to make decisions 
about their own bodies in labor, delivery, and post-
partum. Since then, at the global level, the connection 
between disrespectful care, undesirable outcomes, and 
future avoidance of care has been well-studied (e.g., 
[35], page S50).

The theoretical lens of “disrespectful care” shines a light 
on the unequal power dynamic between medical profes-
sional and birthing woman. As Metzl, Kirkland, and Kirk-
land wrote in 2010 [36], “health is a concept, a norm, and 
a set of bodily practices whose ideological work is often 
rendered invisible by the assumption that it is a mono-
lithic, universal good” (p. 9). They point out that when 
people act against hegemonic, biomedical definitions of 
health (for example, by smoking) they are judged to be 
bad people. However, they also note that when doctors, 
patients, and policymakers talk about health, “they are 
not all talking about the same thing” (p. 9). In particular, 
when birthing mothers who have experienced trauma, 
abuse, or discrimination refer to “safety,” they probably 
have very different concepts in mind than their medical 
providers. Medical providers may also be unaware that 
Black women report experiencing racial discrimination 
and unfair treatment in healthcare (and other settings) 
during pregnancy, which places them at increased risk 
for prenatal depression [37].

Though many out-of-hospital midwives and mothers 
may have, themselves, experienced strong cultural appro-
bation for their non-mainstream birth choices, they may 
be skeptical about the unassisted or “freebirth” move-
ment. In the dominant birth narrative, medical emergen-
cies that can occur during labor, birth, or the immediate 
postpartum period are so risky that the only rational 
choice is to give birth with a trained medical professional. 
Women who reject such help, in this interpretation, may 
be seen as selfish, uneducated, and/or making unin-
formed or unwise choices.

Our research challenges this. In its place, we offer 
an understanding of the pathway to unassisted birth, 
grounded in women’s own stories, that implicates the 
biomedical model of American hospitals (and, some-
times, homebirth practice). The women in this study took 
their decision to give birth outside of a hospital and/or 
unassisted extremely seriously and were well-aware of 
how counter-cultural their choices were. Their descrip-
tions of research and self-education matches the findings 
of Jackson, Dahlen, and Schmied in 2010 [38], who found 
that “in pursuing the best for themselves and their babies, 
women who birth outside the system spent a lot of time 
and energy considering the risks and weighing these up” 
(p. 566). Another study of women who had previously 
experienced traumatic hospital births also found that 

these women, in subsequent pregnancies, spent a lot of 
time gathering information [4].

Contrary to mainstream depiction, these women 
describe themselves as educated and well-informed. In 
fact, they may see women who follow obstetric advice 
blindly, without doing their own research, as uneducated. 
Researchers in Canada found, similarly, that women who 
made alternative birth choices (including hiring a doula 
in a hospital or giving birth outside of a hospital) felt they 
were judged as “deviant,” but utilized information man-
agement techniques to “present themselves as responsi-
ble, competent mothers” [39].

For all of the participants, previous negative experi-
ences played a pivotal role in their decision to give birth 
outside a hospital, with or without assistance. Instead 
of feeling safe inside a hospital with medical caregiv-
ers, these women felt unsafe and unsupported. This 
was true at the physical and the emotional level. Physi-
cally, women in this study were uniformly clear that they 
wanted physiologic births, which is difficult to achieve 
in the United States. Generally, they wanted to maintain 
control of who touched them, when they were touched, 
and in what ways. Emotionally, women desired to give 
birth in conflict-free, supportive environments in which 
their bond with their baby was respected. Fears that 
medical interventions would happen without consent 
(or through coercion), that they would be separated from 
their babies, or that caregivers would be “cold” or “clini-
cal” (all elements identified in the “disrespectful care” 
literature) underline these women’s sense that hospital 
birth is “riskier” than caregivers think it is. Recently, a 
large quantitative study of 2700 birthing women in the 
US found that one in six women reported experiencing 
caregiver maltreatment, including verbal abuse, stigma, 
and discrimination [40]. It also included being ignored 
when requesting help.

Asking for help and being ignored stands in bas relief 
to another aspect of maternity care, which is choice con-
cerning the provision of medical interventions, which are 
ubiquitous and may be hard to refuse. Recent research 
found that women who declined intervention, especially 
women of color, were more likely to experience discrimi-
nation [41]. Conversely, provision of care for pain may be 
denied to women of color based on racial bias [42]. These 
experiences of discrimination and racism in medical set-
tings are common and likely influence healthcare seeking 
in general.

Women in our study began to see their desire to avoid 
unnecessary medical interventions and to be in charge of 
their own bodies (for example, how many people viewed 
their naked body and the occurrence of vaginal exams) as 
sites of struggle. As Natalie says, “Yeah, it was a leaning-
towards-natural-birthing-in-the-hospital initially. Which, 
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as we began to explore what the obstacles were for that 
and what challenges we’d be facing, we realized we were 
arming ourselves for battle.”

Avoiding unwanted interventions seemed nearly 
impossible in the hospital setting. When Mariah says, “I 
just really didn’t want a male doctor there and I didn’t 
want a c-section and that was about it” to describe 
her “freebirth” choice, she is implying that she would 
not have full control over those choices in a hospital. 
Women who had previously given birth were especially 
aware that it can be hard to advocate for oneself in labor. 
These themes were consistent with the findings evident 
in a 2016 review of fifteen articles about birth outside of 
medical systems [43], in which women describe viewing 
the hospital as “a dangerous place” and “feeling that true 
autonomous choice is only possible at home” (p. 61).

As we analyzed these stories, the pattern of negative 
experiences, subsequent research, and out-of-the-main-
stream decision-making, became clear. Their jubilance 
and sense of triumph at accomplishing birth on their 
own terms was palpable. These positive experiences led 
to posttraumatic growth and enhanced self-confidence, 
which other researchers have also noted (e.g., [44]).

Limitations of this study include the fact that this 
model is not the only model that could explain commu-
nity or unassisted birth choices. Women who have not 
experienced previous negative interactions with medical 
care providers, who have not experienced discrimination, 
or who have not been exposed to trauma may also choose 
community or unassisted birth, but for different reasons. 
In addition, in these stories, all the mothers and babies 
were free from medical complication. Their reflections 
might have sounded quite different if there had been a 
serious complication. Another limitation is that this is 
a small sample of women who were motivated to share 
their intentional and positive experiences of unassisted 
birth.

Conclusion
Our qualitative research showed that previous trauma 
and experiences of discrimination were influential fac-
tors for women in their choice of birthplace setting and 
choice of provider. Given the ubiquity of racism, gender 
discrimination and sexual abuse in modern society, and 
reports of disrespectful care in medical settings, this 
research should underscore the necessity of trauma-
informed, antiracist, culturally congruent, and respectful 
medical care at all levels, especially in the reproductive 
health context. Learning from mothers who have rejected 
the healthcare system as a safe system in which to give 
birth can help all of us reflect on and improve care.

This study reframes the social discourse around what 
makes a “good mother.” We think opening the definition 

of “good mother” to include women who have chosen 
UAB allows a focus on women as autonomous and logi-
cal decision makers who are capable of making nuanced 
decisions, rather than passive “patients” who must lis-
ten to medical advice. We invite medical care providers 
and policy makers to consider bodily autonomy, physical 
and emotional safety, anti-racism, and independence as 
equally important factors in high-quality parturient care.
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