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The history of birth culture in the UK 

The first organisations to campaign for improvements in maternity care were established in 
the UK in 1960.  I hope to show you how care has changed in the UK over the last 50 years 
and much of this presentation relates to AIMS activities, but I must stress that none of these 
changes were achieved by any one organisation alone, every lay organisation to a greater or 
lesser degree contributed to the changes that have taken place, indeed, there has never been 
any change for the better  that has occurred in maternity care that was not precipitated by 
women, and when the midwives joined in too more effective change occurred.  AIMS was 
founded as a result of this letter written by our late President and published in a national 
newspaper. 
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• In hospital mothers put up with loneliness, lack of sympathy, lack of privacy, lack of 
consideration, poor food, unlikely visiting hours, callousness, regimentation, lack of 
instruction, lack of rest, deprivation of the new baby, stupidly rigid routines, 
rudeness, a complete disregard of mental care or the personality of the mother.”  

• Sally Willington, Letter to The Guardian, 1 April, 1960  

One of the early campaigns was to have husbands accompany their wives for the birth.  But 
the attitude was very much that you will do as you are told and the hospital staff will decide. 
For example: 
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• The response to a question raised at an National Childbirth Trust antenatal class 

• You are allowed to be with your wife as long as hospital policy and procedure allow.  
If you are asked to leave the room, do as you are told.  There is probably a good 
reason.  

• (Clark S, 1978).  

The doctors ruled and woe betide any woman who questioned them. 
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Numerous reasons were given for keeping the husbands out. 
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• ‘I hope this trend [for husbands to be present] will be short-lived.  Psychological 
satisfaction is all very well but physical safety must come first.’  

• Prof McClure Brown, reported in AIMS Newsletter, March 1974  

The attitude was very much one of 'we know best, and you are just an ignorant little woman'.  
That attitude was encouraged by the doctor's union which made this statement: 
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• 'The Union does not consider that a maternity patient need give her written consent to 
any operative or manipulative procedures that are normally associated with 
childbirth.‘   

Medical Defence Union, 1974 

Indeed, in some hospitals it was printed on the inside cover of the case notes.  It was only 
after its legality was challenged by AIMS that it disappeared.  It highlighted the fact that only 
pregnant women and the insane had few rights to determine what happened to them.   
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• One woman was so concerned to avoid an episiotomy that she wrote in indelible ink 
on the inside of her thigh ‘NO EPISIOTOMY’.  The Ward Sister, who promptly 
rubbed it off with alcohol remaking brusquely, ‘This is a hospital, love’. 
(Northampton) (AIMS,  1983).  

In 1983, AIMS published a booklet designed to inform Members of Parliament of the 
problems in maternity care and it contained this statement: 
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• A woman admitted to hospital for maternity care has fewer rights than any other sane 
patient entering a British hospital. 

Denial of Parents Rights in Maternity Care, AIMS, 1983 

I need to go back now to 1960 when Professor Normal Morris published this document.  It 
emphasised the need to improve the way many women were treated in childbirth. 
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• Human Relations in Obstetrics 

• A document that emphasised the need for improvements in the way in which some 
mothers were treated during childbirth. 

• Professor Norman Morris, 1960  

During the 1970s AIMS pressed the Department of Health to re-print and up-date it, and in 
1976 we received this letter: 
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• You asked us to consider a revised publication of this document.  We have given this 
some thought and agree that it could be usefully revised and reissued and we will be 
looking into this further in the coming months.’ (Dept of Health letter, AIMS 
Quarterly Newsletter, October, 1976)  

Two years later we discovered why there was no progress: 
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• Two years later, after more pressure a Department of Health official revealed that: 

• the RCOG had refused to be “dictated to by a bunch of civil servants” and were 
unco-operative  

So, we kept pushing for change. 
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• In 1981, in order to resolve the impasse the Ministry  announced that a Maternity 
Services Liaison Committee would be appointed, and AIMS immediately asked for at 
least two lay representatives.  

That committee then produced a series of three documents – 
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• Maternity Care in Action – A Guide to good practice and a plan for action. 

• (1982 - 1985) 

• Maternity Services Liaison Committees were established in most hospitals designed to 
encourage lay people and professionals to discuss and recommend best practice  

No matter how many worthy documents are produced attitudes are often hard to change and 
as you will see from this slide, parents have taken to the streets to demand change.  
Sometimes, they are successful, sometimes not. 
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The first large demonstration took place on the 4th April 1982 when 5,000- 6,000 people 
protested about a women's right to have freedom of movement and to use upright positions 
instead of lying down during labour and for birth.  Isn't it interesting that the majority of 
women are still giving birth on their backs? 

Following the first demonstration AIMS, the Society to Support Home Confinement, and the 
Birth Centre organisation met to decide what to do about whose women who were being 
given episiotomies and drugs that they did not want.  It was decided to launch the Maternity 
Defence Fund in order to sue the medical profession for assault.  It provoked a huge debate, 
about a woman's right to determine what they will or will not allow. (AIMS Journal, Autumn 
1982, p1 and 2 

Back in 1975 the Association of Radical Midwives  invented the 'Letter to the Midwife' to 
help women make clear what they would like to happen during the birth, in 1979 this was 
developed by Sheila Kitzinger who then called it  a Birth Plan.  These were enthusiastically 
taken up by many women but, over time, they were shown to have some significant adverse 
effects.  A study by Jones and colleagues concluded that: 
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• ’patients presenting with birth plans appeared to provoke varying degrees of adverse 
reactions from both attendant medical and midwifery staff.’   

• Jones MH, Barik S, Mangune HH et al (1998).  Do birth plans adversely affect the 
outcome of labour?  British Journal of Midwifery, Vol 6, No1, p38-41. 

Over the years attitudes have changed, and the buzz word at the moment is 'informed 
consent'.  In other words the right of the woman to be given accurate information so that she 
can make an informed decision.  Unfortunately, it is often the case that some practitioners 
think that informed consent is repeatedly giving women the same information until she agrees 
to what is recommended.  If they persist in declining the treatment the staff revert to 'Waving 
the Shroud' in other words, if you do not agree your baby will die. 

Five years ago, the National Institute for Clinical Excellence decided to make clear precisely 
what women's rights were. 
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• ‘A pregnant woman is entitled to decline the offer of treatment such as caesarean 
section, even when the treatment would clearly benefit her or her baby’s health.  
Refusal of treatment needs to be one of the woman’s options.’ 

• (National Institute for Clinical Excellence (NICE)  132, 2012) 

It is, however, still and ongoing issue.  In the UK we have a highly centralised maternity 
care system, with some very large maternity units (over 8,000 births a year), In 1993 a 



Parliamentary Enquiry into Maternity Care concluded that the present hospital centred 
system: 
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Assumes a pathological approach to pregnancy 

• Confuses responsibilities 

• Increases costs 

• Limits choice for women 

(Winterton, N 1992).   
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• The Government’s response to The Winterton Report was to produce Changing 
Childbirth which then focused on ‘women’s choice’ most of the changes that 
Winterton recommended were quietly ignored.   

Those who choose to birth at home have the biggest battles as even today fewer than 2% of 
women give birth at home, even though a British midwife is expected to attend when called.  
The 1970 Peel Report led to a drive to encourage all women to birth in hospital, what it 
actually said was:  
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• The Peel Report (Ministry of Health, 1970) recommended that ‘sufficient facilities 
should be provided to allow for100% hospital delivery’.  

• No evidence was provided showing that this would improve outcome, and no women 
were asked if they wanted 100% hospital delivery  

After years of consumer challenge to the view that women and babies were safer birthing in 
hospital a study was undertaken which showed that 
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• The safest place for a fit and healthy woman to give birth is at home or in a free-
standing midwifery unit 

• (Birthplace in England national prospective cohort study, (2011).  

Or, to put it another way: 
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• The most dangerous place for a fit and healthy woman to have a baby is in a large, 
centralised obstetric unit 
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• Adverse outcomes for the babies by Place of Birth  per 1,000 

•                                      OU    AMU    FMU    Home 

• First  baby                     5           5          5           9  

•  Second, 3rd or 4th        3           2          3           2 
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• Because adverse outcomes were so small the researchers had to group together the 
following collection of outcomes in order to be statistically relevant: 

• Intrapartum stillbirth and neonatal death 

• neonatal encephalopathy 

• meconium aspiration syndrome 

• brachial plexus injury 

• fractured humerus or clavicle 

• A total of 250 such incidents among 64,538 births between April 2008 and 2010  

This is what the author of that research has said: 
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• ‘women are safer having their babies at home or in midwifery units, but there is no 
evidence about whether there is an increased risk of stillbirth or neonatal death for 
the baby because the incidence of this is so small we would need a much bigger study 
than the 65,000 women in this study in order to be able to detect a difference. ‘  

• Professor Peter Brocklehurst  

Now look at the huge differences in interventions depending on where the woman gives 
birth: 
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• Maternal interventions  by Place of Birth  % 
•                                      Obs.               Freestanding 
•                                      Unit                   Midwifery                     Home 
•                                                                   Unit 



• Caesarean                  11.1                       3.5                                 2.8 
• Episiotomy                 19.3                       8.6                                 5.4 
• Syntocinon                 23.5                       7.1                                 5.4 
• Normal birth              57.6                     83.3                              87.9 
• Pain relief in water      9.1                     45.7                              33.3 
• BirthPlace Study 
• http://www.nets.nihr.ac.uk/__data/assets/pdf_file/0006/84948/SDO_FR4_-08-1604-

140_V04.pdf 
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• Outcomes for women will have an effect for the rest of their lives, on their ability: 
• to feed and look after their babies,  
• to become pregnant again,  
• to have another safe and low risk pregnancy and birth.  

These adverse outcomes included not just instrumental, surgical births and episiotomies, 
but blood transfusions and general anaesthetics. 
 
Too often the trauma women suffer is not recognised or understood, dismissed,  or 
trivialised.  Because of the helpline and website that AIMS provides we detect trends in 
maternity care earlier than many professionals.  Some years ago we were contacted by a 
woman whose care was so traumatic she was having flashbacks.  It took over two years for 
her to be able to tell us about her experience, other than in short statements and eventually 
she explained that her nightmares about the birth took the form of her placenta creeping up 
inside her body and when it reached her throat to choke her she woke up.  We explained that 
her placenta which, despite having had three children, she had never seen, was not a 
malignant organ.  It was a benign and life-saving organ.  I suggested to her, in an effort to 
deal with her trauma, that her mind had developed this as a manifestation of the threatening 
behaviour of the doctor who attended her.  He had been charming, until he discovered that 
she had a black husband and from that moment his attitude changed.  Unfortunately, he was 
on duty when the woman went into labour and he arrived in the room and goose-stepped 
back and forth across the bottom of her bed, impatient for her to birth her baby.  He lost 
patience and was determined to deliver the baby by forceps.  As he tried to apply the 
forceps she said NO and pushed herself up the bed, the staff then grabbed her and dragged 
her back down the bed and the doctor tried again and again.  In the end, in fury, he hurled 
the forceps across the room and stormed out saying 'then deliver this baby yourself'.  She 
did deliver the baby herself and after my suggestion of the possible cause of the nightmares 
she never had another one.  She decided to sue the doctor for assault.  She spent a day in 
court being forced to recount and re-live her trauma.  The doctor was found not guilty.  We 
had supported her throughout her case but in the end we felt that we should not have done 
so as it was so traumatic for her and said so.  Her response was: 'On no, I am pleased that he 
has had to stand up in court and answer for what he did, even though he was acquitted.'  
We believe that when we support a women to take the action that she  wants the outcome is 
invariably beneficial for her. 



 
In 1981 I was contacted by a woman who said that she was conscious during a caesarean 
section.  (AIMS, 1985).   This was at a time when most caesareans were done under a 
general anaesthetic.  She had been conscious and in pain from the first incision to the last 
stitch, but she could not move or alert the staff to her trauma.  I said it was important to see 
if anyone else had had a similar experience, as I had never heard of it before, and I was the 
first person to believe her account.  She found another woman who, a few weeks later had 
had a similar experience.  She too had been told that it could not happen, she had dreamed it 
and that it would never happen to anyone else.  She was furious and decided to sue.  She 
was awarded substantial damages and when it came to court the newspapers had a frenzy of 
interest.  I managed to persuade one newspaper to ask if anyone else had had a similar 
experience they could contact me - 76 women did so.  I managed to arrange a meeting with 
a consultant anaesthetist so that the women could share their stories and support each other, 
26 women did so.  AIMS found that eight of the women had been attended by the same 
anaesthetist who had come from overseas and instead of being properly familiarised with 
the equipment, that he had never seen before, had been given a manual and told to get on 
with it. 
 
The experience a women has giving birth lasts their whole lives and for those who have 
traumatic births there are some who found that the trauma is far too much for them to bear, 
and they commit suicide.   Indeed, some years ago a women rang me to say that she had 
locked herself in a toilet and was about to cut her wrists when her 2 year old daughter 
banged on the door saying 'Mummy, Mummy, what are you doing?'  She could not go 
ahead with it. 
 
Some years ago AIMS asked the Confidential Inquiry into Maternal Death to investigate 
maternal deaths up to 5 years after the birth, because women will hang on for the sake of 
their children until they can stand the misery no longer.  Until that time suicide was reported 
by the way in which women committee suicide - hanging, drowning, cutting their wrists etc. 
When this issue was investigated they found that maternal suicide up to one year after birth 
was the leading cause of maternal death (CMACH, 2004).   In the last enquiry it was the 
second leading cause after infection. 
 
Many of our large centralised obstetric units have caesarean section rates over 20%, and 
some are over 30%.  This is despite the World Health Organisation statement that: 
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• There is no health improvement for either mother or baby when caesarean section 
rates exceed 10% 

• (WHO, 1985)  
•  

Our Government has, finally, woken up to the fact that the majority of women are not able 
to birth in peace, or have normal physiological births, and that the levels of intervention are 
very costly in terms of the future health of women and babies and the financial burden 



inappropriate care causes.  The Department of Health, therefore, published last year  a paper 
'Better Births, a five year plan to improve outcomes in maternity care in England'.  
(National Maternity Review, 2015), They have established a National Transformation 
Board which has users of the services on it and  is driving change with the objective that 
more fit and healthy women will give birth in small, free-standing, midwifery units and at 
home. 
 
50 years ago the drive was to get women into hospital for birth, without any evidence, 
whatsoever, that it would improve outcomes.  50 years on, there is now a drive to encourage 
them back to the community and their own homes because the research shows, without any 
argument, that those are the places where women and babies are safer.   
 
The challenge now is to overcome 50 years of propaganda that has hard-wired the 
population into believing that they are safer birthing in hospitals.  Hospitals are places for 
women and babies who have problems, and they certainly save many of their lives, but a 
price has been, and is being, paid by fit and healthy women and babies who have suffered 
avoidable, or preventable, interventions that would never have been needed had they 
received appropriate care from well educated, supportive, midwives who provide continuity 
of care either at home or in small free-standing midwifery units. 
 
Beverley A Lawrence Beech 
Hon Chair, AIMS 
5th February, 2017 
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