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Abstract
2000 was a breakthrough year for Polish midwifery. It saw a reform of the national health service and the onset 
of the social campaign “Give Birth Like a Human Being”. After 10 years, we can see that the changes have ruined 
a well-functioning, generally available, free and efficient system of health care for women (day clinics for women 
and pregnancy pathology clinics). As a result, there has been an increase in the number of cases of cervical cancer 
and in our hospital, the number of caesarean sections in 2009 was four times the number in 1992. Both the length of 
waiting lines to be admitted to the hospital and the wait time for an operation have increased. An improvement in 
the kind of equipment used by hospitals – which would have taken place anyway as a consequence of the economic 
growth of Polish society and the advances in technology – has in many cases been an excuse for the commercializa-
tion of maternity services, which does not always reflect a higher level of service and better attention to the needs of 
women giving birth. Some examples of commercialization are paid 3D/4D USG, paid childbirth classes, paid family 
births and paid water births. In an insufficiently legally regulated system of health care, the fear of a lawsuit and 
criminal prosecution leads to an indifferent, commercialized attitude to a woman giving birth and to the increase 
in the number of caesarean sections. The business of obstetrics is being born. Although the number of deliveries 
has decreased dramatically, women giving birth are a source of income for other wards of gynecological hospitals, 
because the NFZ (Polish National Health Service) often refuses to pay for gynecological operations and preventa-
tive and diagnostic examinations, although it cannot refuse payment for the deliveries themselves. The aim of this 
article is to help physicians and midwives realize that the ways of conducting deliveries and the care of women 
giving birth should be shaped by long-term education of medical personnel and not by press campaigns, even if 
the latter are undertaken in good faith. Also, no improvement of maternity care is possible without an improve-
ment in the freedom and legal safety of practicing the medical profession – both by obstetricians and by midwives. 
The followers of Sheila Kitzinger accept, uncritically, all kinds of press campaigns, like “Give Birth Like a Human 
Being”, and all the settings for pregnancy and conducting delivery, as if these could replace proper maternity care, 
resulting from the application of state-of-the-art medical knowledge. Pregnancy and delivery become an extra in 
life, rather than a natural event. Women giving birth need support, and that is why we have been struggling for 
years for a system where one midwife takes care of one woman giving birth, and first of all for fully professional 
personnel and appropriate equipment. It must be remembered that whatever good there is in maternity care now, 
it is the result of a long-term effort of the Polish medical profession, and not the outcome of some media campaign. 
There is no doubt about it that at a time when the advances in technology have moved obstetricians and midwives 
further away from the patients, all medical personnel present at a birth require special training in interpersonal 
communication and medical consultancy (Adv Clin Exp Med 2011, 20, 4, 513–520).
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Streszczenie
2000 rok był przełomowy dla polskiego położnictwa ze względu na wprowadzenie reformy służby zdrowia oraz 
społecznej akcji „Rodzić po ludzku”. Po 10 latach okazało się, że zrujnowano dobrze funkcjonujący, powszechnie 
dostępny, bezpłatny i wydolny system opieki nad kobietami (poradnie K, poradnie patologii ciąży). Wpłynęło to na 
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Historical Introduction
Modern obstetrics owes much to the discov-

ery of ergotoxine, derived from ergot in 1906, the 
extract from the posterior lobe of the pituitary 
gland, causing uterine contractions. This not only 
opened up new possibilities in the field of hemor-
rhage control in the third stage of labor, but also in 
the induction of labor and strengthening contrac-
tions during labor. These preparations were used 
until the isolation of oxytocin by Kamm in 1928, 
which began to be widely used in 1948 in the form 
of a drip infusion. Further research was awarded 
with the Nobel Prize in 1954 for the synthesis of 
oxytocin by Boissonnas. Studies on ovarian hor-
mones started in the 1920s lasted until 1956. In 
the 1960s prostaglandins used for labor induction 
were discovered, and the introduction of tocolytics 
brought hope of reducing infant mortality caused 
by preterm birth. In this context, one should not 
forget the names of the prominent Polish scientists, 
Ludwik Hirszfeld, who discovered blood groups, 
and Henryk Zborowski, whose work paved the 
way first for diagnosis, and ultimately for neonatal 
hemolytic disease prevention which is used today. 
Progress in gynecology has also been based on 
observing and describing the cyclical changes in 
the endometrium and the development of meth-
ods for early pregnancy diagnosis – the biological 
pregnancy test created by Selmar Aschheim and 
Bernhard Zondek (who proved the effectiveness of 
methods for early confirmation of pregnancy used 

in ancient Egypt). In the 1950s, the oral contracep-
tive pill was developed, which became available in 
the U.S. in 1959. The last decades of the twentieth 
century were a period of intense development of 
laparoscopic techniques in gynecology. The most 
important achievements of gynecologic oncology 
so far are the cytological screening test and the use 
of cytostatic drugs [1, 2].

Advances in science have launched unprec-
edented progress in medicine – new technologies, 
highly specialized equipment, the availability of 
modern procedures and a wide variety of drugs 
have opened up new opportunities in the care of 
women in high-risk pregnancy, pathological child-
birth and the subsequent puerperium, and in re-
ducing infant mortality.

The achievements in science have been ac-
companied by intense development of the health 
care system. A network of hospitals and clinics 
was created and the need for the training of medi-
cal staff resulted in an increase in the number and 
level of qualifications of medical staff [3]. The Safe 
Motherhood Initiative (SMI) started with educa-
tion as a strategy for achieving safe motherhood 
all over the world [4]. 

After the Second World War, under the so-
cial health services, birth centers were created in 
Poland in which women could bear children un-
der the care of a midwife, in conditions similar to 
those in hospitals in terms of equipment and level 
of hygiene (which was of great importance in the 
war-devastated country) but still allowed uncom-

zwiększenie liczby kobiet chorych na raka szyjki macicy, a w naszej klinice czterokrotnie wzrosła liczba cięć cesar-
skich (między 1992 a 2009 r.). Wydłużyły się kolejki do przyjęcia do szpitali i czas oczekiwania na operacje. Poprawa 
wyposażenia szpitali położniczych, która i tak musiałaby nastąpić w związku z poprawą kondycji finansowej pol-
skiego społeczeństwa i postępem technicznym, stała się w wielu szpitalach dodatkowym motorem komercjalizacji, 
nie zawsze zaś wiąże się z rzeczywistą poprawą jakości usług i większą dbałością o faktyczne potrzeby rodzących. 
Przykłady komercjalizacji usług: odpłatne badania USG 3D/4D, odpłatne szkoły rodzenia, odpłatne porodówki 
rodzinne czy porody w wodzie. Strach przed procesami karnymi oraz cywilnymi w niedostatecznie uregulowa-
nym prawnie systemie opieki zdrowotnej staje się źródłem obojętnego, skomercjalizowanego traktowania rodzącej 
oraz zwiększenia liczby cięć cesarskich. Rodzi się biznes porodowy. Mimo że drastycznie zmniejszyła się liczba 
porodów, rodzące pacjentki są źródłem utrzymania dla innych oddziałów szpitali ginekologicznych, ponieważ za 
operacje ginekologiczne, profilaktykę i badania diagnostyczne Narodowy Fundusz Zdrowia często odmawia zapła-
ty, a za porody nie może. Artykuł ten ma na celu uzmysłowienie lekarzom i położnym, że sposoby prowadzenia 
porodu i opieki nad rodzącą powinny być kształtowane przez długofalowo wypracowywane właściwe zachowania 
i szkolenia personelu, a nie przez, choćby w najlepszej wierze podejmowane, akcje prasowe. Wreszcie, że nie jest 
możliwa pełna poprawa jakości opieki nad rodzącymi bez poprawy swobody i bezpieczeństwa wykonywania zawo-
du. Zwolennicy i naśladowcy Sheili Kitzinger przejmują bezrefleksyjnie wszelkie akcje „Rodzić po ludzku” i całą 
oprawę prowadzenia ciąży i porodu, jakby one mogły zastąpić opiekę wynikającą ze stosowania aktualnej wiedzy 
medycznej. Ciąża i poród stają się dodatkiem do życia, a nie naturalnym wydarzeniem. Rodzące kobiety potrzebują 
wsparcia i dlatego od lat walczymy o to, żeby jedna położna opiekowała się jedną rodzącą, a przede wszystkim 
o profesjonalny personel i należyty sprzęt. Dlatego przypominamy, że to, co jest dobrego w opiece nad rodzącymi 
jest rezultatem wysiłku środowiska medycznego i odbiciem długiej drogi przebytej przez polskie położnictwo, a nie 
sukcesem jakiejś doraźnej akcji medialnej. Nie ma wątpliwości, że w czasach, gdy postęp techniczny oddalił położ-
ne i położników od pacjentek, cały personel medyczny uczestniczący w porodzie wymaga treningu z komunikacji 
interpersonalnej i poradnictwa medycznego (Adv Clin Exp Med 2011, 20, 4, 513–520). 

Słowa kluczowe: poród naturalny, opieka położnicza, interwencjonizm położniczy, komercjalizacja usług położni-
czych, wskaźnik cięć cesarskich.
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plicated births to proceed at their own pace and 
in a place that felt like home [5]. Thereafter, the 
profession of rural midwife was no longer needed 
and it has gone down in the history of obstetrics. 
Normal deliveries were received in birth centers, 
and the harder ones were sent to the nearest hos-
pital [6]. The development of medical technology 
has saved the lives of many women giving birth 
and newborns who were born prematurely or sick 
and would not survive without hospital care.

The dynamic development of obstetrics has 
brought a collection of rules, developed in 1970 in 
Dublin and known as the “active management of 
labor”, that were intended to reduce the rates of 
caesarean sections, which included strict diagnos-
tic criteria for labor in which the artificial rupture 
of the membranes was performed routinely at the 
beginning. Those rules described all stages of child-
birth in a fixed time frame, a strictly defined pace 
of cervical dilation and duration of labor contrac-
tions, where the slightest deviation required spe-
cific medical intervention. “Active management 
of labor” quickly gained popularity in the medical 
environment as a convenient and time-saving ap-
proach for medical personnel. Contrary to initial 
assumptions, it became a routine procedure, ac-
cording to which every delivery was supposed to 
be conducted [5, 7].

The so-called Dublin standards adopted in 
most delivery rooms resulted in “taking away la-
bor from a woman” [ 8] and the total control of 
labor by medical personnel, changing the act of 
birth into a complex, multi-step, self-expanding 
medical procedure – as one intervention usually 
led to another, resulting in the so-called “cascade 
of intervention”. Doctors began to perceive each 
birth as a threat; as such it could take place only in 
hospital. As a result, in many countries including 
Poland, home births became illegal. Small birth 
centers were closed. Also in Poland, a well-func-
tioning network of birth centers was closed down, 
leaving women with no choice [7].

The bold and noble aim of ensuring the safety 
of women and newborns resulted in the incapaci-
tation of patients. As a consequence, women de-
livered children in gigantic hospitals, on closed 
wards, deprived of contact with their loved ones 
and became, of necessity, passive objects of medi-
cal action. Home births were perceived as a so-
cial pathology. “It was at that moment when the 
woman in labor was eliminated from the game. 
Childbirth started being regarded as a process of 
releasing a child from a woman’s body” [5], which 
for many women turned out to be a traumatic ex-
perience. There was also a significant increase in 
cesarean sections after the use of electronic moni-
toring [9].

The World Health Organization recognized 
the problem and in 1985 issued a document meant 
to protect women against the excessive medical-
ization of birth, entitled “Pregnancy is not a dis-
ease” [5]. However, in many countries it caused no 
significant changes. WHO recommendations were 
considered impossible to achieve under Polish 
conditions (especially in the political system where 
the government “frowned upon” all individuality 
in general) and as such they were ignored. The 
Polish maternity care system is described as Model 
4 of care: all women give birth in a comprehensive 
essential obstetric care facility with the help of pro-
fessionals [10].

In 1994, a public campaign to improve condi-
tions for childbirth called “Give Birth Like a Hu-
man Being” began in Poland. From its start, it 
evoked strong emotions and protests in the medi-
cal environment, because for the first time doctors 
and midwives were under public scrutiny on such 
a large scale. Obstetricians saw the campaign as an 
attempt to undermine their authority. During the 
two years of the campaign, almost 15,000 women 
responded to the appeal. Their feeling of injustice 
helped them break the taboo and talk about their 
most intimate experiences, revealing a frightening 
reality [5, 7].

From the first moment in the hospital, what 
most filled women with fear was first, isolation 
(women were separated from their family, the 
mother from the child) and then, the atmosphere 
of absolute obedience to rigor, hospital policies 
and procedures. In return, they had a lack of in-
formation and respect, rough treatment, humiliat-
ing procedures (shaving or enema), and perhaps 
worst of all, invoking a sense of guilt and shame. 
Every time a patient tried to resist it, the question 
was repeated: “Do you want to harm your child?” 
[7, 11].

Tangent to that, although cesarean sections 
in term may be protective for the development of 
neonatal encephalopathy, it has not been proven 
to be protective of long-term neurological injury 
in the form of cerebral palsy [12].

In those days, no one talked openly about the 
rights of the patient (and even human rights), but 
similar treatment as experienced by women in de-
livery rooms was found probably only in closed 
psychiatric wards, whose patients were dangerous 
to themselves or their environment.

According to Joanna Podgórska, “the symbol 
of hardshell obstetrics was the gynecologic chair, 
in which the woman was lying on her back, but-
tocks raised slightly higher – the position most 
comfortable for staff and the worst for women” 
[5]. In this matter, of course, the women had no 
choice. All deliveries had to take place in a lying 
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position, which, according to the Brazilian obste-
trician Roberto Caldeyro Barcia, “except for hang-
ing by the feet, is the worst possible position for 
birth” [13].

The campaign triggered a response. Hospitals 
began to open up, allowing the presence of a family 
member at birth (although not everywhere), end-
ing the separation of mother and child, protecting 
a woman’s right to privacy and dignity.

In Western cultures in the twentieth century, 
especially in urban communities, a gradual disap-
pearance of family ties was noted (mainly due to 
changes in family patterns – from multigenera-
tional into single-generation, often devoid of roots 
by acts of war and resettlement). Therefore special 
educational institutions for mothers and fathers 
were created. The first childbirth schools were or-
ganized in Poland in 1956–1957 in Cracow, Lodz, 
Wroclaw and Szczecin. Their major task was to 
prepare both parents for childbirth and parent-
hood [3].

In 2000, the campaign was launched again. 
A comparison with 1994 showed a significant im-
provement in the conditions under which women 
gave birth. Unfortunately, in the later years it be-
came clear that the joy was premature [5, 7]. Cur-
rently, what we need most in the area of medical 
education is better training in interpersonal com-
munication and counseling skills.

The 21st Century  
– a Return  
or Commercialization?

According to the WHO, about 80% of all de-
liveries should have the form of natural childbirth, 
requiring no medical intervention. In Poland, ac-
cording to data collected by the “Give Birth Like 
a Human Being” Foundation they make up about 
10% [5, 7, 14].

In the First Clinic of Gynecology and Obstet-
rics in Wroclaw, the rate of cesarean sections grew 
from 12% in 1992 to almost 50% in 2009. At the 
same time the number of Pap smears in this clinic 
reduced by about 72%. 

In the United States, in 2003, the percentage of 
cesarean sections reached about 30% [15]. In Eng-
land, in 2008, unadjusted rates of cesarean sections 
among the National Health Service trusts ranged 
from 13.6% to 31.9% [16]. In 1981 in the United 
States, this rate was about 18% and in Czechoslo-
vakia 5% (similar to the rate of cesareans in our 
clinic) [17, 18]. Obviously, there is a problem with 
unnecessary birth interventions. However, anyone 
trying to establish how many of those cesarean sec-

tions are actually medically necessary will find that 
it is impossible to recover that information from 
medical data. Thus, there is a need for the medi-
cal community to consider the appropriateness of 
such a rise in the number of cesareans [17].

Case-mix analysis comparison with a stan-
dardized population and a comparison of stan-
dards demonstrated that the low rate of cesarean 
sections was not connected with the lower preva-
lence of risks factors. The study providing this data 
took place in New Mexico, where there is a high 
prevalence of gestational diabetes and preeclamp-
sia [19].

“Many obstetricians sincerely believe that, if 
there is any possibility of a problem or an adverse 
outcome, it is safer (legally) to have a cesarean 
birth than to risk a bad outcome and a subsequent 
lawsuit” [20]. This indeed seems to be a ruling 
principle in our medical practice, although it is 
difficult to determine if hospitals receive any ad-
ditional profit from cesarean section, as it involves 
additional costs. It is obvious that, from the social 
and human point of view, an unnecessary surgical 
birth is questionable. It increases the cost of medi-
cal care (making all taxpayers contribute to these 
births) and the risk of infection. Also, the parents 
are deprived of a unique human experience and 
may lead to poorer parenting behavior. Women 
who deliver by cesarean section have more nega-
tive perceptions of their birth experience and their 
infants. They are also at a higher risk of postpar-
tum mood disturbances [21].

This increase in cesarean section rate is not 
fully justified by medical or demographic changes 
[9, 22]. The results of surveys conducted in 2005 by 
the Foundation showed that “many changes were 
only cosmetic in nature – it was the same hardshell 
just repainted in pastel colors.” Unfortunately, the 
mentality has not changed. In too many hospitals, 
the staff still seems not to notice that the woman 
giving birth is not the object but the subject. The 
rest is the result of it [23].

Nowadays, patients’ rights are openly discussed 
and it should be admitted that, apart from excep-
tional situations, in most hospitals and almost 
all departments they are observed. Still, there are 
a number of obstetric units where these rights are 
violated. “Every tenth patient describes her stay in 
the delivery room as an extremely humiliating and 
traumatic event” [5], during which she encounters 
callousness or thoughtlessness that violates her 
intimacy. Women giving birth are not asked for 
permission if other people (e.g. students) are to 
be present during an examination or at childbirth. 
Women do not have their patient’s rights respect-
ed, especially the right to informed consent. The 
decision to intervene in the course of labor is made 
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by the doctor at his own discretion, often without 
informing the patient of its essence. It is not the 
question of fully justified intervention in states of 
emergency but dictated by routine, rules accepted 
generally in the department, or worse, lack of time 
or patience of the doctor on duty, such as rupture 
of fetal membranes, use of oxytocin, or perineal 
incision, although it has been clinically proven 
that those procedures do more harm than good [5, 
24, 25].

“Only one in ten hospitals offers women the 
freedom to choose position during childbirth. The 
rest of them permit it in the first stage, and then 
the patient must lay in a delivery bed” [5]. It does 
not have to be the result of ill will. Very often it is 
dictated by the lack of skills necessary to examine 
the patient or receive delivery in a different posi-
tion.

Consequently, a woman giving birth is still 
forced to assume the lying position, in which the 
child is born “uphill”, against the law of gravity, 
and the mother cannot make use of all the pos-
sibilities that her body offers to help her [26, 27], 
although the advantages of the vertical position at 
birth have been proven beyond a reasonable doubt 
[3, 28].

As had been proved by clinical studies, the 
standing position improves blood flow and, con-
sequently, the effectiveness of contractions which 
in turn, very importantly, results in a better oxy-
genation of the fetus. Labor in the vertical position 
lasts shorter, and allowing gravity to assist in the 
process requires much less effort than giving birth 
in the supine position. In addition, labor pain is 
not so strong and, even with epidural anesthesia to 
relieve pain, much lower doses of analgesic drugs 
are needed than in the case of women who give 
birth in the supine position. The vertical position 
during contractions reduces the duration of the 
second stage of labor. The woman spontaneously 
adopts the most comfortable position, which al-
lows her to efficiently use her own capabilities to 
gently bring her child into the world. Infants born 
in such a position are in a better condition after 
birth (e.g. they have higher Apgar score) [8, 29]. 
Mothers who gave birth-in-awareness have im-
proved self-confidence as well as the strength to 
face the hardships of motherhood and the faith 
that they can handle any adversity [23].

This also applies to the treatment of the new-
born. Medical personnel do not ensure the well-
being of the new human being, in most cases 
limiting his or her contact with the mother imme-
diately to several minutes after birth, and in 20% 
of cases, preventing it completely (the newborn is 
taken away from his/her mother immediately after 
birth to be weighed, measured and cleaned). Only 

27% of hospitals allow for unrestricted contact. 
Frederick Leboyer, in his book “Birth Without 
Violence”, focuses on the experiences and psyche 
of the child during birth. The over-medicalization 
of the natural act causes birth to become a trau-
matic experience for the child, which only deepens 
the accompanying stress, adversely affecting his or 
her further life. Although the rooming-in system, 
when the child is placed in one room with his or 
her mother, has become the hospital norm, too 
commonly the importance of the first moments 
after birth is underestimated. Much has to change 
in this area, and the medical personnel must fi-
nally notice that, in addition to the uncontested 
needs of women giving birth, the emotional needs 
of the newborn child should also be met [8, 24, 
29]. Clearly, childbirth educators have a chance to 
create concepts of natural birth among class par-
ticipants [20].

In the United States, as early as at the beginning 
of the twentieth century, the first units specializing 
in the care of premature infants were created in 
which the basic principle was to reduce necessary 
procedures to a minimum. Years of experience 
have shown that, among the children born prema-
turely, those that have the greatest chance of sur-
vival and recovery are the ones who are ensured 
peace, comfort and gentle, loving care.

In Poland, especially in recent years, there 
has been tremendous progress in the field of neo-
natology, making it possible for children born 
prematurely to survive, even with very low birth 
weight, as well as to treat disorders and birth 
defects at a very early stage, even already in the 
womb [30]. The newborn in these wards has the 
status of a patient, who enjoys all patient rights. 
Increasing awareness at the turn of the century 
means that in recent years more and more young 
people prepare for parenthood in birth schools. 
They want to enjoy the right to choose the place 
and circumstances in which their offspring come 
into the world. The primary objective of the school 
is to prepare parents to give birth in a conscious 
and active way, mainly natural childbirth, but the 
training includes many variants of its course (ce-
sarean section, childbirth with anesthesia), so that 
parents understand what may happen and then 
consciously participate in activities. Natural child-
birth is also a cooperative harmony of both parents 
at birth. Particular attention is paid to prepare the 
father for active participation in childbirth, which 
consists of a permanent presence with the women 
giving birth, observing contractions coming and 
assisting in proper breathing [3, 29].

In the era of commercialization of health care 
services when demand shapes supply, many cen-
ters have been created that meet the standards of 
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the “Give Birth Like a Human Being” campaign, 
and hospital wards have been modernized. There 
are already many clinics in which the essence 
of care for women and neonates is well under-
stood, where the woman finds appropriate condi-
tions for the natural, individual rhythm of birth. 
In a friendly atmosphere, surrounded by people 
who she loves, under a discreet midwife provid-
ing care without interfering unnecessarily, she has 
a unique opportunity to know herself and discover 
her potential, hidden capacity. Under conditions 
that ensure comfort and safety, she has a chance to 
test her endurance for pain – the only positive pain 
in her life – and to experience the deepest feelings 
accompanying the miracle of birth [23].

Such centers already exist, although even mod-
ern facilities, which theoretically offer ample op-
portunities, too often turn out to just use marketing 
tricks designed to attract “customers”. In fact their 
services are subject to so many conditions that the 
patients have no chance to use them, e.g. bathtub 
for water births is often only a prop, as its use is too 
demanding and awkward for the staff. Everything 
depends on the people who work in the company 
and their commitment, empathy, wisdom, skills 
and friendly attitude to the future parents [8, 23].

These changes also offer an opportunity for 
midwives to recover their professional identity. 
Once they had high social status, as in ancient 
times they served as respected, independent pro-
fessionals, providing care for women throughout 
their reproductive life cycle, playing an important 
social role throughout recorded history, regardless 
of culture and time. This high social status was tak-
en away from them, reducing them the role of pas-
sive assistants of doctors, expected to mainly carry 
out orders. Now this status has a chance to return 
to its baseline. Of considerable importance is the 
fact that in the 21st century as a result of adapting 
the education system to the requirements of the 
European Union, university training of so-called 
middle medical personnel, including midwives, 
has been restored.

But paradoxically, as a result of health policy 
in recent years in many institutions, “Giving Birth 
Like a Human Being” standards have become 
“paid, above-standard service”, causing backward-
ness of the perinatal care system [7].

One alternative may be home births. In some 
countries, such as the Netherlands and Great Brit-
ain, they are popular. In the Netherlands, which 
has the lowest maternal mortality rate in the world, 
they represent one third of all births [3, 26]. In Po-
land, they have strong supporters as well as hot op-
ponents. Although perfectly legal, they are seen as 
if they were associated with health hazards, lack of 
responsibility and secrecy.

Perinatal care in Poland still only slightly 
meets the real needs of women [5, 7]. It is better, 
but far from ideal. “Hardshell is still holding on 
tight” [5]. One can only hope that it will not need 
to wait until the “old generation die out, that this 
transformation may be fully carried out” [5]. It 
is imperative to understand the cultural and so-
cial context governing the delivery of any type of 
health care and that recognition of the role of tra-
ditional midwives should be increased as long as 
women continue to seek their services [31].

History is always written from scratch. Al-
though it is based on facts, it is primarily an inter-
pretation, and as such is sometimes subjective, that 
is – not error-free. However, for fear of a mistake, 
one should not abandon the interpretation, and 
can rely on the words of the great Polish historian 
Joachim Lelewel, cited by Edmund Waszyński: 
“Write what you can and do not worry, another 
man is to come and will add more.” [2].

The clinician’s role should be to provide the 
best, evidence-based counseling possible to the 
pregnant woman and to respect her autonomy 
and decision-making capabilities when consid-
ering the course of delivery, position in vaginal 
delivery, place of delivery and her accompanying 
family and friends. It is necessary to enhance the 
position of the midwife in Poland. From the mid-
wives’ perspective, many women receive cesarean 
sections due to pseudo-problems. The reduction 
of cesareans may be accelerated by the greater use 
of midwives and out-of-hospital birth settings, as 
American data has shown [32].

Devoid of reflection and openness to change, 
with the immutable persistence in the canon of 
views and stereotypes, which today seems to be 
a revealed truth to the authorities, the next genera-
tion often viewed as a symbol of shame, underde-
velopment, even barbarism, we must be aware that 
as our generation evaluated the attitude of nine-
teenth-century “gods of medicine”, who were too 
arrogant to admit their human fallibility, putting 
the lives of countless victims on the altar of their 
presumption, so the next generation can see us.

Conclusions
History consistently proves that “the truth of 

yesterday may not apply today”. Only the spiritual 
and ethical values remain unchanged, the rest re-
quires verification, although once it was significant 
progress [33].

Therefore, we must not cling to the truths of 
today, not allowing even a margin of error. Ac-
cording to Leszek Kołakowski, “you cannot ever 
be consistent to the end, because every uncom-
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promising consequence sooner or later leads to 
crime.” Also, one should give himself the right to 
change views when he sees that a new thing is bet-
ter, does no harm, and is consistent with the ethics 
of the profession [23].

From the origins of humanity in all cultures, 
women have given birth in their chosen places, 
surrounded by loved ones who supported them 
and helped them. They adopted a convenient posi-
tion for themselves at birth, were active and did not 
lose close contact with the child. For thousands of 
years they perceived childbirth as a normal func-
tion of the body. Their knowledge about it came 
from the act of observation and participation in it 
from an early age.

Motherhood gives a woman a unique oppor-
tunity to know herself, discovering her potential, 
hidden capacity. The mother discovers her own 
strength, patience and knowledge available to her 
from the beginning of the world. The midwife 
does not interfere unnecessarily, but accompanies 
the mother and supports her [23].

No matter what happens in the world at large, 
women will continue to give birth to children and 
await kindness and good care for themselves and 
their unborn children. Women around the world 
want to be treated with respect, empathy, sensi-
tivity and equality [34]. Low levels of early infant 
mortality can be achieved in some populations de-
spite a low rate of cesareans [18, 35].

History has shaped the profession of obstetri-
cian such that they are professionally prepared for 
pathological childbirth. They are accustomed to 
act and not wait, therefore there are so many pro-
cedures carried out without the need. Midwives 
assisting in deliveries called for a doctor only in 
complex cases. The doctor came to perform cer-
tain actions, the midwife was present with the 
woman all the time to support her physically and 
mentally. “No wonder that in the opinion of these 
men, childbirth was extremely dangerous and life 
threatening – they did not have the experiences of 
hundreds of normal deliveries which did not re-
quire intervention such as midwives did.” 

One could say that the history of childbirth 
has almost come full circle and now we are close 
to a return to nature, giving back childbirth to the 
woman.

Midwives need support if they are to practice 
autonomously in an environment that facilitates 
equality of care for women and job satisfaction 
for midwives. All groups of medical staff need 
more training in interpersonal communication 
and counseling skills, which is a challenge to the 
medical education system [36, 9]. In the absence 
of a coordinated strategic vision, practitioners find 
it difficult to prioritize care and target resources 
to disadvantaged clients [37]. The medical care of 
the woman giving birth has to be appropriate and 
sensitive to individual needs.
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