
The following article was published in SQUAT Birth Journal 
Fall 2013 as a follow-up to the workshop “The Midwife As 
Abortion Provider” at SQUATFest in San Francisco in 
August, 2013. It was published in three parts. 

This  work explores  the potential combination of two 
particularly controversial topics: out-of-clinic 
abortion provision and homebirth midwifery. This 
exploration is  at once political and deeply personal. 
It has  taken me years  of research to feel comfortable 
asserting these basic positions: that just as  babies  can 
be born safely and beautifully at home, many 
abortions  can be completed effectively and 
respectfully at home, and that homebirth midwives 
are well poised to expand their scope of practice to 
include home abortion provision. This  could help 
close a glaring gap in our care and support of 
women seeking alternative methods  of abortion in a 
safe and healthy way. 

I posit that midwifery care is  not complete if it does 
not include a full scope of reproductive care, and the 
time is  now, more than ever, to assert this. Our 
country faces  new and inventive restrictions  on 
abortion every year, limiting access  and choice to 
many of its  citizens. Exploring the option of 
expanding midwifery scope of practice could open 
up alternatives  for care in more communities  across 
the country as  well as  greatly expand the number of 
quality abortion providers. The drive and desire for 
home and alternative abortion providers  may be 
underground, may only be heard as  a whisper, but it 
is  present. If it was  a supported option, many 
women would choose to have their abortions  at 
home with a midwife, just as  many choose to  have 
their babies  at home with a midwife. It is  a natural 
extension. A midwifery student myself, I am actively 
aware that the politics  and policies  shaping 
midwifery practice in the US currently will directly 
affect how I practice as  a midwife in the future. It is 
important to  me that my passions  for reproductive 
justice play a key and critical role in the midwife I 
become, and I feel  a responsibility to the midwifery 
community to express  my own vision for expanded 
midwifery scope of  practice.

When I was  twenty-one, I chose to end a pregnancy 
at home, with a combination of methods, and 
without skilled attendance. I was  living in a country 
where abortion was  illegal, and though I had been 
able to  access  care from a gynecologist, no records 
were kept of my appointments, and medical follow-
up would have been difficult. Ironically, I was 
studying with a midwife at the time, a women’s 
reproductive health care specialist, but was  advised 
against and did not feel I could tell her about my 
situation. Though in possession of midwifery 
textbooks, I could find very little written on what to 
expect with an abortion. It was  painfully clear to me 
that abortion had no place in local  midwifery care (a 
detailed version of the story appeared in the 
Summer 2013 issue of SQUAT Birth Journal, titled 
“Konotine”). It hurt me personally that I could not 
turn to my most trusted community for help with 
something that seemed so obviously within their 
scope of expertise. The modern divorce of abortion 
care and midwives  has  left home abortions 
underground and unsupported. To me, this  was, and 
is, unacceptable.

Home abortions  are some of the oldest forms of 
fertility management. They have existed for 
thousands  of years, and are ever-present today. 
Secret, safe and effective methods  have been handed 
down and developed through generations  and 
remain prevalent today. What we lack today in many 
communities  are easily accessible, knowledgeable, 
skilled providers  that can open up home options 
with expanded safety and success. While some 
providers  must exist, they are often so far 
underground they are difficult to find when needed. 
In the push to normalize abortion into legal modern 
medicine, its  rich history of options  and choices  of 
providers and methods were swept under the rug.

Women seek out-of-clinic abortions  for a myriad of 
reasons  that are rarely acknowledged. When 
alternative abortion methods  are discussed in 
popular society at all,  they are discussed as 
something women are forced into as  a result of 
political agendas  that have made access  to abortion 
clinics  and providers  hard to  come by. This is what 
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happens when women don’t have access to clinics, news 
stories  warn attached to images  of women being put 
on trial after their self-induced abortions  were 
discovered and prosecuted. While I acknowledge 
that geographical access 1 plays  a part in women’s 
decisions  to  terminate pregnancies  at home with 
alternative methods, this  is  only one reason, and 
certainly not the main reason. What popular society 
is  so uncomfortable with and has  yet to explore in 
public discussion is  the woman who chooses  an 
alternative method of abortion intentionally, even 
when she has ready access to clinics and medical providers. 

Plenty of people with access  to  abortion clinics  still 
choose home abortion methods. They may do so 
because they feel uncomfortable in medical settings 
physically, emotionally, spiritually, and/or 
philosophically. They may do so because clinics 
require certain tests  and procedures  they are 
uncomfortable with. They may do so because they 
have received less-than-compassionate care at clinics 
in the past for previous  abortion or other fertility 
care. They may do so because they don’t trust 
providers  to  be knowledgeable and sensitive about 
their specific bodies  or needs 2. They may do  so 
because they use holistic medicine for all their other 
health concerns  and don’t see why abortion should 
be any different. They may do so because medically 
attended abortions  in the United States  are 
incredibly expensive, at about $500 cash minimum. 
In truth, the reasons  women may choose to end a 
pregnancy at home are strikingly similar to the 
reasons women may choose to birth at home. 

There is  little to no public or medical support for 
out-of-clinic abortions, and this  decision is  often 
portrayed as  irresponsible and unnecessarily risky. 
Those deciding to end their pregnancies  and 
intentionally pursuing a home abortion often do so 
in an isolated and underground way. This  leaves 
those consciously pursuing a home abortion with 
few options for care or monitoring. 

Many women inducing abortions  at home 
unattended would choose compass ionate, 
knowledgeable home care if it were available. 
Almost every woman I know who self-induced her 

abortion has  lamented a lack of solid, trustworthy 
information on how to safely and effectively 
terminate a pregnancy at home and would have 
appreciated sound guidance from those with 
intimate knowledge of the female reproductive body. 
Many who do terminate successfully would 
appreciate someone with experience and knowledge 
to sit with them through the process  and monitor 
vital signs, blood loss, and wellbeing. Many could 
benefit from nutritional advice, emotional and 
spiritual  care, even physical support. Just because 
they chose a method of abortion outside the 
societally accepted norm does  not mean they don’t 
deserve trusted home health care, from, say, 
someone like a midwife. 

About a year ago, I was  contacted by a dear friend 
of mine, a doula, herbalist, and a mother. She texted 
very early in the morning to ask if I knew where she 
could get an abortion in Seattle without getting an 
ultrasound. Her inquiry piqued my interest and we 
met up for a walk along the beach to discuss 
abortion methods  and procedures  in the Seattle 
Area. She explained that she had homebirth 
midwifery care for the pregnancy and birth of her 
daughter, and had refused most testing including 
ultrasound. She rarely accepted medical  testing and 
never had x-rays  or ultrasounds  anywhere near her 
body. She was  baffled why she could not access  an 
abortion, especially the early, medical abortion she 
was  seeking, without blood testing and ultrasound. 
She pointed out very poignantly that when she was 
pregnant and intended to keep the child, with 
midwifery care she had a multitude of options, the 
ability to accept and refuse anything done to her 
body during the pregnancy and had choices  in 
providers  and settings  for birth. She found providers 
that respected the sacred transition and gave her 
space for making her own decisions. Now that she 
was  pregnant and didn’t want to keep the child, she 
had really only one option: go to a clinic, consent to 
everything, and do whatever they said to get care. 
She was  told she should just be grateful to be getting 
care and not be so specific in her desires  for 
treatment. 

1 The Guttmacher Institute reports as many as 87% of counties in the USA have no abortion clinic, and about 35% of women 
aged 15-44 in the country live in those counties.  [Jones RK and Kavanaugh ML, Changes in abortion rates between 2000 and 
2008 and lifetime incidence of abortion, Obstetrics & Gynecology, 2011.]

2 Trans* folks in particular may feel unwelcome in clinics that are “women-centered”, or may not trust that their bodies will be 
understood and respectfully cared for. 
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This  seemed totally backwards  to us, and we were 
determined to find her alternative care. She had 
tried herbs, but they hadn’t worked nor had they felt 
right to her. We called every clinic in Washington, 
Oregon, Idaho, Montana, and British Colombia to 
see if they would accept a patient who would not 
consent to ultrasound. None would. Then my friend 
asked specifically about midwives. In our research, 
preliminary legislation allowed Certified Nurse 
Midwives  to prescribe the abortion pill in WA state. 
We called every CNM in the Seattle Area. They all 
had the same answer: they could, but they don’t. We 
called out-of-hospital midwives  looking for 
menstrual extractions  but got no responses. Here we 
were, in a major city known for its  alternative 
medicine, and could not access  skilled out-of-clinic 
abortion attendance. If it was  available, we couldn’t 
find it. She ended up in a clinic, ended up with 
ultrasounds  and blood tests, and a medication 
abortion. While grateful for the pregnancy to be 
over, this  was  certainly not the experience she had 
hoped to  have. Her initial description to me had 
been wanting to honor and end the pregnancy as 
sacred. She intended to keep the tissue and bury it in 
a small box in her garden. She wanted a provider 
that would work within her realm of medicine, who 
would honor and support her desire for a unique, 
personal experience.  

The connection between midwifery, home birth, and 
home abortion seems  clear when thought of as  a 
continuation on the same spectrum of supported 
pregnancy care. Still, this  connection is  not obvious 
to the majority of people in the abortion advocacy 
and provision communities, nor is  it in the midwifery 
community. Part of this  is  because of the language 
being used to describe and talk about midwifery and 
midwifery care. Midwives, along with doulas  and 
other support people often self-identify as 
“birthworkers”. While a much more significant 
amount of time is  spent on prenatal and postpartum 
work, the entire definition of the craft has  become 
focused on the moment of birth.  This  often leaves 
pregnant women who will  not be giving birth 
(whether by abortion, miscarriage, still birth, etc.) 
feeling isolated from the midwifery community, like 
there is  no explicit or implicit place for them. 
Although unintentional, a large portion of women 
who are pregnant and don’t plan to parent would 
not think of midwifery care as  an option for their 
situations, even when it very well  can be. Midwives 

have a set of skills  that could be deeply desired and 
appreciated by women choosing to, or otherwise 
naturally ending pregnancies. A lot of work toward 
integrating and expanding a broader range of 
services  into midwifery care could be done by simply 
redefining midwifery care in the community as  care 
for pregnant women (of all types), or more generally, 
care for reproductive health. Not so much emphasis 
needs  to be placed on the moment of birth, but 
rather on the holistic reproductive care offered by 
midwives, in general. Sure, “reproductive health 
care worker” doesn’t quite have the same ring to it, 
but it is  a much more accurate and inclusive 
reflection of the current and potential  scope of 
midwifery care.

Homebirth midwives  should consider expanding 
their scope of practice within their individual 
communities  because it shows  a true commitment to 
continuity of care. By providing care for all 
pregnancy outcomes, we are acknowledging that not 
every woman who finds  herself pregnant will give 
birth, but all deserve quality, personalized care. The 
Guttmacher Institute estimates  over 61% of women 
seeking abortions  in the United States  are already 
mothers  of one or more children, and an even 
greater majority will go on to have children after 
their abortion3. Our community is  not full of women 
who have babies and women who have abortions. They are 
our same clients, just at different times  in their lives. 
Offering comprehensive reproductive health care, 
regardless  of a woman’s  choices  around her various 
pregnancies  shows  commitment to  true continuity of 
care, a cornerstone of midwifery practice in the 
United States. 

Molly Dutton-Kenny, CPM is a homebirth midwife and 
educator practicing in North  America. She is also an Editor for 
SQUAT Birth Journal, where this work was originally 
published. 

3 Jones RK and Kavanaugh ML, Changes in abortion rates between 2000 and 2008 and lifetime incidence of abortion, Obstetrics 
& Gynecology, 2011
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