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When a Mother Wants to Deliver
with a Midwife at Home
Edmund G. Howe

ABSTRACT
In this special issue of The Journal of Clinical Ethics, different
views on both the ethical desirability of women delivering in hospitals or at home with midwives are discussed. What careproviders,
including midwives, should recommend to mothers in regard to
the place of giving birth is considered. Emotional concerns likely
to be of importance to mothers, fathers, midwives, and doctors
are also presented. Finally, possible optimal approaches at the
levels of both policy and the bedside are suggested.
This special issue of The Journal of Clinical Ethics (JCE) involves the question of whether pregnant
women should deliver with a midwife at home and
how careproviders should advise them when they
make this choice.1 These questions are pressing.
More than 99 percent of mothers in the U.S., for example, now deliver in hospitals, and, of these, more
than 90 percent undergo “interventions” while in
the hospital, but there is some evidence that 50 percent of the women don’t want these interventions!2
Challenges to the present system are, therefore, increasing. Elizabeth Bogdan-Lovis, Charlotte de Vries,
and Raymond de Vries are the guest editors of this
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special issue of JCE. In their article, “Ethics and the
Architecture of Choice for Home and Hospital Birth,”
for example, they write that when they first proposed
this topic to JCE in 2011, they couldn’t have predicted the present “currency” of the issue.3 BogdanLovis and de Vries believe the core change needed
is for clinicians to find a way to “respect a woman’s
wishes while upholding their professional commitment to provide competent care.”
Frank A. Chervenak, Laurence B. McCullough,
Amos Grünebaum, Birgit Arabin, Malcolm I. Levene,
and Robert L. Brent, in “Planned Home Birth in the
United States and Professionalism: A Critical Assessment,” state that mothers should deliver only
in hospitals, if they can, since there—and only
there—will newborns who need immediate emergency care receive it.4 Further, these authors believe
that careproviders should strongly recommend delivery only in hospitals to their patients, and, if they
don’t, they should not regard themselves as professionals. These careproviders include midwives,
some of whom deliver infants at home.
“In-hospital birthing” is the model that is currently most highly recommended for delivery in the
U.S. The authors in this issue of JCE present differing perspectives on the comparative pros and cons
of delivery at home—an alternative that challenges
the standard model’s presumptive place as the “standard” or preferable choice for women.
Bogdan-Lovis, de Vries, and de Vries did not
invite Chervenak and colleagues to write their piece
for this issue, JCE did, as we sought to present both
“sides,” and the best possible balance. Who, then,
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is right, and why? I will not answer these questions
here, but instead highlight some particularly deep
feelings that those who participate in delivering
children are likely to have. Whether they are consciously aware of their feelings or not, these feelings may affect them throughout their lives.
I will begin by reviewing conflicting views on
how to resolve some of these questions, and I will
describe some additional factors that decision makers may want to consider. Then, I will discuss the
strong emotions that mothers, fathers, midwives, and
doctors may have. To close, I will discuss some possible goals that policy makers and careproviders may
pursue.
A core issue is the extent to which the infants’
interests alone should determine the relative “status” of delivery in the hospital versus at home, although, as the articles in this issue of JCE make clear,
it is greatly open to debate what an infant’s best interests are, and even whether they can be validly
determined and compared. A primary position is that
the autonomy of the mother, as well as her own interests, warrant moral weight. Bogdan-Lovis, de
Vries, and de Vries and the authors they invited to
contribute to this special issue all support, in one
way or another, the possibility that home births may
rightly serve broader interests than those of just the
infant. They propose that respecting a mother’s autonomy and interests to a greater extent may contribute to mothers and physicians having a more collaborative, trusting relationship than mothers may
experience now.
The core question that this controversy raises is
highly paradigmatic of moral enigmas that occur in
other medical contexts. Thus, while these considerations are of the utmost importance in this context,
they are also far reaching, and involve three widely
present, critical moral questions. First, when “evidence” in assessing outcomes may not be definitive
or conclusive, and when competing treatment options may be clinically supportable, when, and how
can, and should individual patient choices be buttressed, respected, and enabled? Second, how should
this analysis and answer be altered—if at all—when
the interest of an additional party also is at stake (in
this case, the infant, who cannot speak)? Third, when
should patients make choices that are at odds with
“best” medical practices?
Taking all of these considerations together, then,
this special JCE issue, in addition to pursuing the
“in-the-hospital-versus-at-home” question, identifies the three open questions above, and suggests
ongoing and future challenges for research and clinical practices.5
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DIFFERENT VIEWS
There are different views on how the presently
available empirical data regarding infants born at
home versus the hospital should be best interpreted.
There also are different views on the extent, if any,
to which a mother’s autonomy and interests should
“count” in making decisions about childbirth. I will
review these next.
The Interests of Infants
When needed, emergency care is quickly available to infants who are born in a hospital. The need
for such care may arise even when a pregnancy has
been low risk. Examples are cord prolapse, postpartum hemorrhage, and shoulder dystocia. 6
Whether infants born at home or at the hospital face
more risks, overall, is a question, nonetheless, that
is still open. Howard Brody and Carol Sakala point
out in “Revisiting ‘The Maximin Strategy in Modern Obstetrics,’ ” for instance, that infants may be
harmed when born in a hospital.7 For example, they
may be born by cesarean section (CS), which may
cause childhood type 1 diabetes, asthma, and obesity, possibly because CS may impair an infant’s
immunological function. When, on the other hand,
a woman delivers at home, an infant is more likely
to have a “physiologic” or natural birth, which can
create, Brody and Sakala report, a “beneficial cascade.” An infant born in a hospital is more likely to
be premature, to weigh less at birth, and to require
ventilatory assistance. How the net risks compare
for an infant born in a hospital and an infant born at
home isn’t settled. Some experts say more studies
are needed. Others say that studies won’t show
which infant group faces greater risks. There may
be, they say, too much selection bias. Women who
want a home birth may, for instance, have better
nutrition and stronger emotional support; birth certificates may not distinguish between high-risk, unplanned, and unassisted home births and planned
home births; and it may be impossible to determine
whether the transfer of an infant to the hospital occurred before or during labor.8 The risks to infants
must, in any case, be calculated over years; for example, an initial CS may make CS for a subsequent
delivery necessary. Thus, even if the first CS is beneficial, subsequent CSs may cause the net effect of
all to be harmful.
The Interests of Mothers
Other experts hold that the interests of the mothers should count, if not prevail. For instance, Howard
Minkoff and Jeffrey Ecker suggest, in “A Reconsid-
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eration of Home Births in the United States,” that
even if the relative risks to infants born at home are
as much as three times as great as for infants born in
a hospital, the absolute risk involved is as small as
one in one thousand.9 They assert that since this is
such a low absolute risk, mothers’ interests warrant
moral weight.
Mothers who give birth in a hospital face physical risks, as Mary Regan and Katie McElroy state in
“Women’s Perceptions of Childbirth Risk and Place
of Birth.”10 In hospital births, invasive interventions
such as epidural anesthesia, intravenous infusion,
oxytocin, and intrauterine pressure catheters are
over utilized, and each of the interventions has its
own risks and morbidities. Each intervention may
also, these authors relate, contribute to the “escalating incidence of surgical birth.” This poses the risks
to infants just considered above.
In addition to the risks posed by these interventions, the needs and wants of a woman concerning
childbirth must be considered. A mother’s “right”
to choose how she will deliver her baby is greatly
important, since it involves her own body. Even more
important may be the meaning that women feel in
giving birth. The birth event may have unique and
extraordinary meaning because it is the beginning
of a woman’s relationship with her child. Experiencing greater comfort at this time may be quintessential, and may be no small part of why many
women want a midwife to attend them, and/or to
deliver at home. Judith A. Lothian, in “Being Safe:
Making the Decision to Have a Planned Home Birth
in the U.S.,” gives an example illustrating how midwives may help mothers achieve greater meaning
and comfort during their pregnancy.11 Lothian quotes
a mother, speaking of her midwife: “She listens. I
can call her anytime. . . . I never worry that I am
bothering her.” Another mother relates how this may
happen during labor: “Instead of requiring me to ask
permission of others (to take a drink, take a walk
. . . ), my permission was asked (to check the baby’s
heart tones, to listen to her lungs . . . ) . . . .We made
decisions based on how my daughter and I were
doing, not out of fear of what could possibly happen.”12 Another woman succinctly captures and
conveys what a midwife offered to her: “Sophia told
me to ‘open like a flower’ . . . ,” she recalls.13
Some women may, on the other hand, experience childbirth as traumatic. Regan and colleagues
state, in this regard, “Studies report that women feel
violated by their birthing experience and some even
suffer from post-traumatic stress syndrome.” Since
some women may have this response, careproviders should design, and consider taking, initiatives
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to prepare women for what may occur, so it is not so
new and traumatic, and routinely look for post-traumatic stress syndrome later. If, in anticipating childbirth, while giving birth, or after delivery, a woman
shows signs of exceptional stress, careproviders may
recommend counseling. This is important to not only
the woman but to her infant, because if a woman is
post-traumatically stressed, the child most likely will
be, too. I think here of a woman who was traumatized to this extent by giving birth. While ostensibly
“asleep” due to general anesthesia, she reported that
she was actually under-anesthetized, such that she
felt and remembered her pain. Subsequently she
would lash out at her children, which she had not
done before, and her children then lashed out at each
other and at their friends. It is not so surprising, then,
in light of these relative pros and cons, that Lothian
reports that some mothers choose home birth “specifically” to increase their and their baby’s safety.
In light of these most important concerns, both
when mothers don’t give birth in hospitals and when
they do, it is of little surprise that profound differences presently exist in regard to how this decision
should be made. There are, for example, conflicting
views in regard to what the empirical evidence indicates, and even whether empirical evidence
should or should not suffice in decision making at
both the policy and patient care level. When it comes
to decision making and sorting through applicable
information, De Melo-Martin and Intemann found,
“more data in itself is unlikely to change the value
assumptions that each side relies on to interpret the
data . . . attention to the value judgments that underlie such research is also essential.”14
For those who place greatest or exclusive weight
on the outcomes of infants in making this decision
(whether to give birth only in a hospital or not), the
interpretation of the data now available, and even
perhaps of future data, no matter how validly obtained, is not clear cut. Even when researchers do
not have biases, the ways in which they interpret
the data are often open to debate. Similarly, clinicians’ interpretations of the same data may differ
profoundly. Thus, throughout medicine, there are
often best-clinical practices, representing the most
current state of the art, arrived at on the basis of
experts’ consenses, even though, individually, the
experts may disagree.
In contexts in which people have strong views,
these problems are likely to be exponentially increased because, as Kahneman and others have
shown us so clearly,15 our emotions may limit not
only how we interpret data, but even, in some contexts, what we are able to see—literally! The blind-
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ness that we may have regarding data that we don’t
expect to see, or with which we disagree, is literal,
not simply metaphoric. (Spoiler alert: readers who
want to experience this blindness for themselves
should watch this video before they read on: http://
www.theinvisiblegorilla.com/gorilla_experiment.
html.) Such blindness is exemplified by a research
project in which study participants viewed a short
film of people passing a basketball back and forth.
During the film, a person in a gorilla suit walks
through their basketball game. After viewing the
film, participants were asked what they saw. About
half of the participants did not notice the gorilla.16
Emotional Autonomy
But is it enough to value mothers’ feelings? Or
should we assign these feelings greater than usual
moral weight? Sjöblom, Idvall, and Rådestad assert
that most mothers “see quantitative risks as important,” but mothers may place moral weight also on
“other sources of knowledge” such as “instinct, intuition, and embodied knowledge that is not intellectual.” 17 We could accord exceptional moral
weight to mothers’ feelings. Such greater weight
might not prevail to the extent that it alone determines an outcome, but it may at least serve as a “tie
breaker.” This may be particularly important in considering place of birth, since views are as divided as
they are.
Why might it make sense to accord greater
weight to mothers’ preferences? One consideration
is that mothers often say they would give their life
for their child—and many would if they could. (Of
course fathers feel this way too.) One example of
this, looking to earlier practices, is that of mothers
who wanted to have fetal surgery when their fetus
had a spinal defect. Surgeons would say no, because
they viewed the risk to the mother, relative to the
gains for her fetus, to be too great. With newer technologies, such surgery has become less risky for the
mother, and so surgery is now routinely performed,
as it is beneficial for the fetus: a spinal opening will
get worse if it is left alone, since the spinal cord will
remain susceptible, to a greater extent, to further
damage during gestation.18
We already give exceptional moral weight to
parents’ views when we allow them to choose for
their child, under certain circumstances. For example, when a child is so severely ill that there is
no good ethical reason to maintain the child’s life,
the decision on how to proceed is most often given
to the parents. We also accord greater than usual
moral weight to the feelings of a patient’s loved ones.
A patient may be kept on a ventilator, for example,
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even after brain death, so that loved ones coming
from far away can see the patient in this state. The
feelings of many individuals may be flooded at times
of birth and death. At these times, the feelings can
become who the individuals are. These feelings may
or may not be the most rational. Consider these examples involving birth and death that I heard from
a pathologist colleague of mine.
A mother delivered a stillborn baby who was
greatly disfigured. He was so disfigured, in fact, that
the staff chose not to let this mother see him. She
grieved, badly, for a year. Then she learned that a
picture of her baby had been taken and existed in
the pathologist’s report. She requested a copy of the
picture. When she saw it, her grief went away.
An adult woman died when her camp stove exploded. Her face was literally “blown off.” The staff
didn’t let her father see her like this. He, like the
mother of the stillborn baby, grieved badly, until he
learned, like the baby’s mother, that there was a
photo of his child in the pathology report. The father requested a copy of the photo. When he saw it,
his grief, too, was relieved.
Feelings work like this, and the feelings of these
two parents were extreme. Yet if only the “usual
moral weight” given to parents’ feelings had been
extended to them, both would have continued to
deeply grieve. In unusual cases like this, it may be
better for careproviders (and others) to give the feelings of patients’ loved ones exceptional weight. Giving loved ones what we might call “emotional autonomy” is in sharp contrast to the conventional
practice of denying an individual’s autonomy when
her or his emotions are so strong that they impair
the individual’s capacity for adequate cognitive autonomy. Even if we granted a person emotional autonomy, how might we decide whether to assign a
greater moral weight to that person’s feelings?
An example of a criteria that might be used is to
assess the person’s proclivity for denial. An example
from my own life involves a denial of dying. A person very dear to me was dying, and he knew death
was near. He said, “I sometimes can’t remember what
I just said. This bothers me.” His memory, not his
dying, seemed to be primarily on his mind. My denial, however, was far greater: when he then asked
to shake my hand, I did, perfunctorily. It did not
occur to me that the reason he wanted to shake my
hand was to say “Good-bye.” How much we deny
may reflect how much we feel. I should add that
this person, very dear to me, may not have wanted
me to shake his hand while showing full awareness
that it could be the last time. He may have not wanted
me to look with this sadness into his eyes.
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EMOTIONS THAT PEOPLE MAY FEEL

In our discussions about childbirth, it is principally the mothers’ feelings that are at stake, but the
wellbeing of their newborn is at stake, too. Who will
speak for the newborn? It may be that all of the
people involved in childbirth do: the mother, the
father, the careproviders. The differences in their
views may not reflect their differing values regarding children, but rather reflect different notions of
what is best for children.
Parents
Both parents may feel very strong emotions. This
may, however, cause more rather than fewer problems.
Mothers
Mothers’ feelings for their child may be unparalleled in their intensity. Mothers may also have
other feelings that are of concern, and these feelings
may leave the women more vulnerable to doing what
others, seen as being in authority, want. Especially
if stressed, mothers may, in the short run, overvalue
what a perceived authority wants.
Impaired capacity to assert themselves. Often
women aren’t treated equally in our society. Many
studies report that persons who have less status may
be more vulnerable to not fully expressing what they
need.19 This effect may underlie some of the pain
and trauma that some women report experiencing
so often in hospitals, and, indeed, whether their
doctors are men or women. In this context, our
society’s warped views may be internalized. Lothian
offers a poignant, piercing example: one mother says,
“I consider myself independent, a tough lady, but
in those [doctors’] offices I, like I lose all my power.
I want to cry instead of standing up and saying I
don’t want you to do that to me.”20
The desire for immediate relief from fear. In all
contexts, some people may be willing and able to
give up immediate smaller gains for greater future
gains. This difference is commonly referred to as
the capacity to “defer gratification.”21 When the
emotion felt is fear, however, some people bear it
less well than others, and some individuals may
want relief that is immediate.22 Mothers may feel
exceptionally fearful when they are delivering a
child for the first time or when they have had a negative experience previously. They may, for these or
other reasons, be more vulnerable to wanting the
greater control and comfort they can have delivering at home with a midwife, although they might, if
feeling less stressed, choose to deliver in a hospital.
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It is unclear whether babies will do better at home
or in a hospital. Still, if mothers know that they felt
fearful and chose to deliver at home with a midwife
out of a need for emotional relief, this knowledge
may leave them more likely to blame themselves if
something goes wrong at home that might have been
prevented in a hospital.
All careproviders, accordingly, should obviously
seek to help mothers not have undue fear, to the
degree that this is possible. As importantly, but perhaps less obviously, midwives who recognize this
may take exceptional measures to help insure that
mothers who deliver at home won’t feel such guilt
and regret. Midwives can inform a woman that even
though she may feel fearful and has made choices
to try to alleviate her fear, there are other sound reasons to choose to deliver at home. Thus, if the
woman later happens to be among the rare group
whose child does poorly, it is important that she be
able to recall that her choice to deliver at home made
sense for reasons other than trying to deal with fear.
More generally, if a woman delivers at home and
has “bad results,” she will be vulnerable to being
second-guessed by other people who may think that
she was not able to delay her own increased comfort or relief from fear for nine months, for the sake
of her child. Even if others don’t second-guess the
mother, she may second-guess herself, for these and
other reasons. Careproviders—in this context most
likely midwives—might be able to prevent some of
this pain by alerting women ahead of time about the
risk second-guessing.
Midwives also could make it clear that a decision to have a child at home may be “scientifically”
justifiable, or even preferable, based on the evidence
presented in some of the articles in this issue of JCE.
For example, as particularly Brody and Sakala’s
piece documents, there are serious risks in choosing either the hospital or the home setting.23 Midwives also could quote Minkoff and Ecker, who
write, “The goal in such conversation is to educate,
not to make women feel guilty about what some may
perceive to be a riskier choice. Regret is possible
regardless of choice: a woman who has an uncomplicated low-risk hospital birth may, in retrospect,
wish she had chosen a home delivery, while another
who had a complication at home may wish she had
opted for hospital birth.”24
Grief and guilt. The risk most feared is, of course,
that a baby might die or undergo severe harm due to
delivery at home. Fortunately, these are fears that
most mothers who choose to deliver at home won’t
experience. The most devastating emotion, in addition to regret, is guilt, although, as the articles in
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this special issue point out, having feelings of guilt
would not be based on reality.25 Grief from an infant’s
death may be profound,26 but may be still greater
when accompanied by guilt. People have an almost
irresistible urge to blame themselves when a calamity occurs, so long as there is any plausible way, that
they could have prevented it. I think of examples
from my own practice. For example, a mother called
her teen-aged daughter but hung up after just a few
rings. She did not know, when she hung up, that her
daughter would take her own life soon after the
phone stopped ringing. “If I had just hung on for
another ring!” the mother cried. In another example,
a man would visit his mother in the hospital after
she’d had a stroke. One night, shortly after he left
for the night, she died. “I should have stayed!” he
cried. “If only I’d stayed another half-hour, I could
have been with her.”
Fathers
Fathers can be immensely beneficial to women
while they are giving birth.27 While some assert that
biological fathers should have a say in numerous
aspects of what happens to their fetus and baby, I
shall not focus on that here.28 Fathers who are present
during childbirth may, though, cause some women
stress.29 A father may, for instance, insist that his
partner deliver in the hospital when the woman
wants to deliver at home. Most notably, some midwives have established training centers that enable
them, with the mothers’ permission, to invite fathers
in and then put them at ease to the greatest extent
possible.30
This, of course, adds some questions. For example, should fathers share what they feel during
delivery? Because it is the mothers, not the fathers,
who are doing the delivering!31 There are, however,
sometimes very substantial gains when mothers have
the baby’s father with them during delivery. It may
enhance fathers’ bonding with their child, and this
greater bonding may be particularly crucial should
the two partners later separate.32 If the mother and
father disagree on whether the mother should deliver at home, and the child dies or has severe special needs, it may prove fatal to their future relationship. The parents may not be able to overcome
the disagreement and/or the loss, and this may harm
their child. Such a rift may occur even when both
partners believe that there should be no blame. Either partner may find that the mere presence of the
other evokes constant memories and associations of
the birth and the child that are just too painful to
bear. Our capacity to transcend such feelings may
be limited.
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Careproviders
Parents are not alone in being vulnerable to experiencing profound grief. Careproviders may feel
unbearable pain as well. Feelings may affect midwives and doctors differently, for reasons I shall
outline below. The differences may affect what midwives and doctors do, and may bear, as well, on what
mothers choose.
Midwives
Midwives may experience as much or more
agony as any careprovider when an infant is born
dead or with severe special needs. Their agony may
be greater if they generally tend to feel increased
empathy for others.33 They may have one advantage,
though, if they know they will assist a mother to
deliver at home: they will know in advance that there
are limits to what they can do if a complication occurs. Midwives know and accept, for example, that
advanced technology won’t be available at home.
They can thus anticipate these risks emotionally as
well as cognitively. This may help them prepare for
the possible pain, much as adult children may be
able to emotionally and cognitively prepare for the
death of a parent as they age. Our minds may prepare us in this way, outside our control, even though
we might not want to prepare if we could choose.
For example, as this happens, we may feel more distant from our aging loved ones. Midwives also may
know—and know well—what they have to offer, and
they may have already come to terms, cognitively,
with the gains from home birth relative to the risks.
Doctors, in contrast, may have emotional difficulty
in not doing all that is possible.
But midwives have an additional source of
chronic stress, and, one might say, emotional pain
that doctors lack. As one midwife tersely notes, “we
stand insignificant and socially marginalized in a
culture that has passed us by in favor of technologically managed birth.”34 This pain may be exemplified by the following uncommon, but specific, example. As a registered midwife in New South Wales
was delivering a baby, an emergency occurred and
she used a “vacuum cup” to extract the baby, thereby
saving the baby’s life. The midwife had been trained
to do this, although she was not credentialed to do
this. She had, indeed, done it 30 times previously.
But her professional Standards Committee then reprimanded her, and placed new “conditions” on her
registration. The dean of an Australian nursing
school, also a law professor, had this advice for midwives, in response: “make sure you understand the
purpose of any continuing professional education
program you participate in. . . . ”35
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Doctors
Doctors may be as vulnerable to feelings of fear
as midwives are. Their fear may affect them in a different way, however, because they are credentialed
to use technological interventions. As a result, they
may feel afraid to not use interventions if their use
could prevent harm to the babies they deliver. If they
choose to do less than they could, and harm ensues,
they may feel guilty throughout the rest of their lives.
Doing all they can in this way may extend to their
believing that they should, as strongly as they can,
recommend to mothers that they not deliver at home,
as Chervenak and colleagues do.36
This is not to say that making such a “strong
recommendation” is justifiable or preferable. That
is, all of the articles presented in this issue of JCE,
taken together, might be construed as suggesting that
the current state of the art is what, in research, would
be called clinical equipoise. Clinical equipoise is a
concept that is most often used in research contexts,
and refers to situations in which clinicians are divided in regard to which one of two or more treatments is best for patients. If there is no agreement
among physicians on which treatment is best, participants in research can enter studies in which they
may, usually, on a random basis, receive any of the
treatments offered in the study. Use of the phrase
“clinical equipoise” indicates that clinicians do not
know, at this time, which of two or more treatments
is best. In the situation at hand, if doctors do not
believe that there is clinical equipoise, they may be
more fearful of not strongly recommending a birth
in the hospital.
Doctors’ emotional reality may not align with
this. They may feel highly reluctant to accept what
they see as more-risky outcomes. Like mothers, they
have a wide range of choices, and the accompanying greater feelings of fear that come with them.
There also may be psychological factors that affect
and possibly limit doctors’ capacity to objectively
assess competing realities. Here I will focus on two.
Doctors’ aversion to loss. First, doctors may be
unduly loss averse. They may, as is the case for many
among us, so strongly fear a loss that they will do
all that they can to prevent it, even when the cost is
giving up far greater, and highly disproportionate,
gains.37 Examples may be insisting on and strongly
recommending that all mothers deliver in the hospital.
Doctors’ vulnerability to being overly influenced
by data and images. Second, doctors may be unduly influenced by data and images. This may compound their risk of making biased judgments due to
being loss averse. An instance in which this affected
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practice most notoriously occurred not long ago,
when orthopedic surgeons inferred from images of
protruding spinal discs that the discs were the likely
cause of patients’ back pain. Thus, surgeons operated and “corrected” the discs until studies indicated that the surgical patients didn’t do better than
other patients.38 An over-reliance on data and images, in addition to being loss averse, may be reasons that doctors choose to do CSs as often as they
do, notwithstanding the objections voiced by mothers, such as those reported in articles in this issue of
JCE. Yet, as in all questions regarding physicians’
choices with their patients, doctors’ concern for their
patients may play the far greatest contributory role.
Most, if not all, after all, chose to become doctors to
help people.
Some persons believe and assert that, instead,
doctors make decisions, especially in obstetrics,
mostly to protect themselves from legal suit. Surely,
to some degree, this is true.39 In my psychiatric practice, I certainly do. When treating patients, as I come
near the margins of the standard of care guidelines,
my fear increases, not because I think that what I
am doing in not best for a patient, but because of my
fear of negative repercussions, such as a suit. An
example is whenever I do something that is literally
in a “black box warning” in the Physicians’ Desk
Reference (PDR). A warning placed in a black box
in the PDR indicates that a particular practice is especially risky. This occurs, for instance, when I prescribe an anti-psychotic drug for an elderly patient,
especially when the patient has dementia. When a
patient has dementia, he or she may become so aggressive that a caregiver can’t care for the patient at
home. It may be that only these medications enable
patients to remain calm enough to continue to live
at home and, thus, continue to have the quality of
life that they cherish. Yet antipsychotic drugs increase the risk that patients will have a serious sideeffect such as a stroke, or even die. For this reason
there is a “black box warning.” If these drugs are
prescribed, doctors should proceed much more carefully, which they view as being at their own peril.40
To assume that physicians act as they do primarily
for this reason is, I believe, generally wrong and
short-sighted. For example, in the above situation, I
will worry more when I prescribe these drugs, although there is no legal risk. Many people, including patients, presume that doctors leave their feelings for their patients at the hospital or clinic when
they come home—that they can “compartmentalize”
their feelings. Can they?
A study of oncologists found that grief was “pervasive in their lives.” The “most striking finding”
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was, in fact, “how poorly” compartmentalization
works.41 This failure of doctors to “contain” their
most loving emotions may be greater when the patient is a child.
For example, Danielle Ofri, MD, describes the
experiences of “Eva,” a pediatrician.42 When Eva was
a resident, a baby was born with Potter syndrome,
and the parents, who knew about the outcome before the birth, asked not to see the infant. (Babies
with Potter syndrome almost always die within minutes of being born.43) Eva was asked to remove the
baby from the room. She wrapped the baby in a blanket and took her to a “cramped room,” alone, where
she “was consumed with” immense sadness for the
baby girl. Eva rocked her back and forth. “I love you,
baby,” she whispered, “I love you.” The baby died.
Eva “stuffed the whole thing way down” in her “consciousness,” and continued to do so throughout her
residency. At the end of her residency, a four-yearold boy was brought in, unconscious, and even
though this was a tragic case, Eva didn’t feel “even
a twinge” of emotion. Her “armor had solidified.”
But later, watching a lighthearted Hollywood movie,
even though it was a comedy, when a child lay in
deep water and was sinking, Eva uncontrollably
sobbed. “It was exactly like the post-traumatic stress
experienced by war veterans.” For years afterward,
her nerves continued to clench whenever her beeper
went off.44
This doctor’s post-traumatic stress reaction was
like that of some mothers who have a bad experience in a hospital, as some articles in this issue of
JCE describe.45
POSSIBLE SOLUTIONS
In light of these different contentions, and particularly the deep feelings that some individuals
have, what might we best do, at the policy level and
at the bedside? Surely it is possible to avoid some of
the tragedy and sadness described here. Mothers and
babies have bad effects from CS. Babies have problems that are not treatable outside hospitals. Mothers feel traumatized. Mothers and fathers feel guilt.
Midwives feel and are marginalized. Doctors feel
grief and alone, and, sometimes, hostility, as well.
Policy
Mothers may want to be delivered by midwives
at home. Doctors may want to be able to do all they
can. Might better processes possibly allow all to do
and feel better? Might, for example, contexts be established so that mothers and fathers, midwives, and
physicians could meet all together, as equals, to forge
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somewhat better end results? This, in fact, has been
done. In Nebraska, a medical practice has been established in which careproviders, at all “ranks,” get
together to seek, as a group, optimal results. They
all share all of their thoughts, regardless of their different “status.” All of those present are expected,
first, to share each and every concern, and to be nonjudgmental. Moreover, and, indeed, most impressive
to me, they are expected, when speaking, to look
each other in the eye. They have found that this
dynamic works.46 Working together like this, midwives could give mothers and, indeed, doctors maximal support, and doctors could supervise and intervene, to a greater extent, when and as needed. Doctors might, with midwives’ help and influence,
choose to respond in some different ways.47 Mothers, and fathers, might make different choices as
well.
Infants experience a variety of problems during
birth, throughout the world.48 In some places, doctors and midwives, once viewed as “outsiders,” have
succeeded in working together harmoniously and
effectively. Midwives have come to function, and
indeed feel as, equals, too.49
Careproviders’ Responses “at the Mothers’ Bedside”
What, then, should careproviders recommend
now? They could all recommend strongly, as Chervenak and colleagues urge, that all mothers deliver
in the hospital. Alternatively, careproviders could
simply share the current view of the American Congress of Obstetrics and Gynecology (ACOG), that
while delivering at home, in their view, isn’t preferable, it is still reasonable and, thus, acceptable. The
basis for strongly recommending against home birth
or the basis for the ACOG’s approach may or may
not be true, as the articles in this issue of JCE might
challenge. But it is generally the standard of care for
careproviders to share the truth, as they see it, with
their patients—and it is often most effective. An
example is when patients smoke. When careproviders tell patients, unequivocally, how smoking may
harm them, it may help patients to find a way to not
smoke. But in one study, careproviders were able to
counsel a much greater percentage of patients who
smoked, by approaching the patients before they
were discharged from a hospital—a captive audience, as it were.50
In every clinical context, however, careproviders might do well to consider the connotative effect
of what they say, as well as what is “the truth.” This
is because expressing some truths in some contexts
may have the opposite effect than the speaker intended. For example, this might happen if carepro-
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viders recommend to mothers—weakly or strongly—
that they shouldn’t deliver at home. Such negative
responses often occur.51 Such a negative response
may be more likely when the careprovider’s advice
is emotionally driven.52 That has been found to be
the case in other contexts.53
Mothers’ negative responses to careproviders
telling them what they should do may, surprisingly,
be exacerbated by what the women are experiencing biochemically. De Dreu, in “Oxytocin Modulates
Cooperation Within and Competition Between
Groups: An Integrative Review and Research
Agenda,” reports that the hormone oxytocin, which
is present in greater amounts during pregnancy, may
not only increase bonding; it may increase a tendency to react defensively when we find another to
be threatening.54 In this context, some women may
respond in a way that is, without question, bad for
their baby: they may refrain from visiting a maternal health center altogether.55 Also, careproviders
who tell women what to do might evoke “greater
guilt” in women who deliver at home and have a
“bad result.” Further, careproviders who tell women
what to do might have this effect on all women who
choose to deliver at home. The women might echo
what a careprovider has said to them: “This is not
something I should do,” even while they go ahead
and do it. Thus, this approach could greatly impair
the beauty women are otherwise hoping to feel in
giving birth. In their article, Minkoff and Ecker ask
whether careproviders should discuss with mothers their “moral duty of beneficence” to their infant.
Doing this may increase the mothers’ awareness of
their duty, but, at the same time, may add to any
guilt they might feel.
A different approach, using the principles of
“motivational interviewing,” has been successful in
reducing the rate at which a fetus could be harmed
by its mother’s use of alcohol: women of childbearing age substantially reduced their consumption of
alcohol and substantially increased their use of effective contraception.56 This may be most instructive—this approach is wholly different from and
mutually exclusive with telling patients what to do.
In this approach, careproviders encourage patients
to explore their ambivalence regarding a particular
course of action by asking open-ended questions,
listening, and reflecting what they have heard, and
then inviting patients to consider with them what
they consider to be the relative pros and cons. In
this process, there is no “expert,” although the careproviders, of course, give patients all of the information they request. Through such discussions,
mothers may be able to see something they didn’t
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see before, and they might, in response, by themselves, change their mind.
How might a careproviders use this approach
when a woman is trying to decide whether to deliver in a hospital or at home? A careprovider might
say, if the policy of the ACOG remains as it is, “The
present consensus among some leading medical
experts is that it is okay for mothers to deliver at
home, and the experts also express a preference
based on the risks. There are different risks either
way. Would you like to discuss what you see as the
relative pros and cons for you?” A careprovider can
go one step further, and add, for a woman who wants
to deliver at home, that because the risk is immediate, rather than long term, if the baby has a bad result, the woman may be more vulnerable to feeling
guilt.
Pregnant women should understand that leading experts, at this time, see delivering at home as
reasonable. Thus, if they feel guilt at any time, they
should know that this guilt is not based in reality.57
Indeed, if a bad result were to occur, women should
regard this, both now and afterwards, as a risk and
decision that they share with their careprovider and
these foremost experts. This converts the mothers’
decision to a shared choice. As Sherwin Nuland, a
noted surgeon and author has said, it is most important for careproviders to convey to their patients that
“they’re both enmeshed in a journey they’re taking
together.”58
CONCLUSION
In regard to questions involving where and how
mothers will deliver their baby, mothers, fathers,
midwives, and doctors all have especially deep feelings. This makes sense. Babies’ and mothers’ wellbeing is at stake. Here I have summarized different
views and these persons’ strong, different feelings. I
have also proposed that, from the standpoint of
policy, midwives and physicians may be able to
work together to a much greater extent than they do
now. Clinically, it is mothers who will and must, in
the end, make these decisions. To the degree that
they have “bad feelings” during that process, their
decision making is likely to be impaired.59 It is most
critical, especially for this reason, for all careproviders to find ways to support mothers as richly as
they can. Midwives may be now setting the paradigmatic example.60
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