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ABSTRACT

This research explored the ethical nature of the mother-midwife relationship in order
to refine our understanding of the place of ethics in the context of everyday midwifery

practice — the practice of ‘being with woman’ in childbirth.

The ethics explicitly available to midwives are derived from practices such as moral
philosophy and bioethics, whose ethical frameworks are reductionist in their exclusion
of context and relationship. Given that the midwifery profession is currently
promoting a model of practice built on partnership and relationship, existing codes
and frameworks are examined for their adequacy. An assumption of the study was that
a distinctive midwifery ethic was implicitly available in the lived realities and shared

engagement of mothers and midwives, embedded in practice.

Conceptual theoretical research methodology facilitated exploration of the taken-for-
granted assumptions of established theory, official policies such as Codes, and the
profession’s literature. Feminist-constructivist theory formed the epistemological
basis for gaining insight into the implicit ethics of midwifery. Personal narratives of
mothers and midwives were analysed and interpreted for meaning, and transcripts
returned to participants for validation. These constructed meanings were then
compared and contrasted with those explicit in Codes and current literature. The

central theme to emerge from the narratives was the use and abuse of power in



relationships. Other major themes were institutional dominance consistently used to
describe the status quo, values conflict especially linked to workplace/service provider
versus personal/professional midwifery ethics, and the ethical adequacy of'a ‘being
with woman’ relationship. Findings indicate that midwifery does need a different ethic
to that of bioethics and problem-solving principlism, and that such a new ethic would
look like those promoted by feminist-virtue ethics. The latter not only redress the
politics of the existing hegemonic maternity services system, but they also place
women’s concerns central to practice and deliberation. The aspirations, values and
lived reality of mothers and midwives, and the commitment of the professional-friend
midwife to the particularity of the birthing woman, are the focus of a reconstructed
ethic for midwifery practice, an ethic which reunites morality and personal interest.

Implications and recommendations are discussed.
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SECTION A

THE RESEARCH BACKGROUND

Section A explains the research background and sets out the overall travel plan. The
point of departure is my own narrative: the story of how I came to be in this ethical

space, and of how my journey on the present exploratory research began.

The ontological, epistemological and methodological orientation of the project is
introduced, my personal and professional stance is discussed, and the research
problem is articulated. In this section, I describe what the study aims to achieve, state
the question it seeks to answer, and outline its limitations. Specific terms used within

the dissertation are defined for clarity and consistency.
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Research Background

Chapter 1

THE RESEARCH BACKGROUND

1.1 INTRODUCTION

My interest in this area of research, as a midwife and a nurse academic, is to learn
about what ethically matters to mothers and midwives, and what is ethically at stake in
the mother-midwife relationship within the practice of midwifery. How have mothers

and midwives experienced ethical concerns and conflicts within midwifery practice?

1.1.1 Looking for the billabong: How | came to be in this

ethical place

I pondered the question of whether or not bioethics was providing an adequate ethical
response for mothers and midwives. If it was not, what if any, might be the
alternatives? Were there ethics other than those we had been taught - was there a
billabong of ethics? For me the billabong represents a pool or body of knowledge
about different ethical orientations and theories, from which one might choose the

most appropriate ethical response for the given situation.
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In 1996 I set about -

LOOKING FOR THE BILLABONG
Jfrom Practice Estate, via Academia through the Bush
The story of my early travels as an Australian Midwife and PhD candidate

Once upon a time, as I was walking along Bioethics Road, on the boundary of Practice
Estate and Academia in Professionalism, I found a small pebble in my shoe. I had
been aware of it for some years but in the past three years it had become more
uncomfortable. When I removed it and looked closely, it had a name. It was called

‘Ethics-in-Midwifery-Practice’.

It seemed different to the other stones in the vicinity. It seemed to have a lot of
flexibility depending on the context and the individual holding it. Yet, it remained a
pebble - albeit more like the Ethics-in-Practice stones than the Western-Philosophy-
Ethics stones. I was very interested in finding more pebbles similar to mine because |
felt sure that if more of these ‘Ethics in Practice’ sorts of pebbles were brought
together they would help me learn more about my pebble — ‘Ethics in Midwifery

Practice’.

With each step I took, the discomfort left by that pebble prompted me. What had
shaped and developed the nature of ‘this’ pebble so that it looked a little different
from other Ethics pebbles? What, if any, was the importance and influence of the

practice environment on the ethical decision-making of midwives?

By this time I was convinced such a thing existed; that there was a bank of pebbles

similar to mine; that the ethics which midwives use in midwifery practice were not
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those of mainstream bioethics. The question was how could I find this bank of pebbles
and who would help me on my journey? I also felt sure that if I could find the
‘Billabong of Ethics-in-Practice’ I would find the stones of the various ‘territories’

and practices, and recognise ‘my’ pebble’s representatives.

I chatted with several nursing, midwifery and philosophy colleagues in search of this
billabong - this pool of thought and practice. My question seemed so basic that at first
I was hardly game to ask it. I was surprised and somewhat distressed to find that no
one seemed to know of it. Indeed, I wondered whether it was simply a vivid dream I
had had whilst attempting to teach the subject of ethics to tertiary nursing students.
The advice from colleagues was gently firm - a deeper knowledge of bioethics would
resolve my dilemma. So the issue and I were dismissed. I had followed the
suggestions and advice of these colleagues in that I walked further along mainstream
modernist Bioethics Road, hoping to find the signpost to the billabong. Alas, I still
could not find the right road. Sometimes I would imagine I had caught a glimpse of
the billabong through the trees but then again it seemed safer and more sensible to

stay within the built-up area and not venture through the unknown bush.

One day when I thought it was in sight I decided to throw my pebble towards it. Sadly
it landed on the road. Again no billabong. It was only a mirage. Although my pace

slowed from time to time, I walked on ahead to pick up my pebble again.

I was afraid of looking silly with this proposal. Who did I think I was, persisting with
one pebble? A small dirt track led off at a sharp angle to Bioethics Road so I stood

there at the junction for some time discussing my travel plans. I wrote words in my



5
Research Background

unsealed dirt track, cleared the words from the dirt with my sole and wrote yet another
set of words. Eventually, general questions and direction emerged. Some of the
questions were ‘What is the contextual nature of ethics in midwifery practice? What
do the stakeholders of maternity services consider to be ethical midwifery practice?
How do midwives respond when they are faced with an inner values conflict as the

result of a decision made by another?’

So I planned to ask mothers and midwives if they would tell me in detail, about a
clinical situation in which they personally were involved and which they considered

involved ethics and midwifery.

I continued walking along this path, chatting to various people and reading various
literature - for nearly 12 months until early morning, and just as the sunrise broke
through so too did the billabong come into view. There IS a Billabong of Ethics and
there is a variety of ‘Ethics types’ and ‘territories’ within this pool of thought and
practice. One type, modernist-principlism, I quickly recognised, noting both its public
and private spheres; the feminist ethics whilst less familiar was easy for me to relate to
with its caring and woman-centred characteristics, and its criticism of how the
dominant paradigm effectively silences the vulnerable and disempowered. Another
type, unfamiliar to me, also held great appeal and that was postmodernism. It was

similar in many aspects to feminism.

I was encouraged. I looked around the water’s edge for where it was lapping on the

Midwifery Practice pebbles. Disappointed, I noticed what I had suspected at the
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beginning of my journey. All of the ‘Ethics-in-Midwifery-Practice’ pebbles were on

the bank. No one, it seemed, had thrown any into the Ethics billabong.

No wonder my colleagues on Bioethics Road knew nothing of ‘my’ side of the
billabong. Our unsealed road was seldom used and easily overlooked when travelling
at high speeds on their sealed road. Also trees and reeds had grown up around the
edges of the stones of modernism, obscuring the far banks where the stones of
postmodernism, feminism, nursing and midwifery were situated - where they were

embedded in context.

It was very quiet and a little scary being there seemingly all alone, but I so much
wanted to throw my ‘Ethics-in-Midwifery-Practice’ pebble into the water. This would
require courage - not only for this early part of the journey because I risked losing my
pebble, but also for the future when findings would be viewed by others and the

ripples felt.

By ‘feeling the ripples’ I mean that I was criticising the traditional basis of biomedical
ethics — normative theory and principlism. The principlist approach to ethics does not
accommodate everyone as its universal principles claim. Rather it legitimises the
privileged white male dominance within institutionalised health care. Questioning the
appropriateness for midwifery practice, of these long-held traditions of abstract
universalism which guide deontology and utilitarianism, therefore, was certainly
risky. Yet I took heart knowing that in the past 15-20 years postmodernists and
feminists have criticised this traditional approach to bioethics, and contemporary

philosophers support critical examination of traditions, claiming that:
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... away of seeing the world is given by tradition, but since traditions change it must be
possible to see the world in different ways ... [tradition does not deny creativity or
change, indeed] they are made possible by tradition ... what we see depends, quite
literally, on the way we have been taught to see ... Seeing depends on a way of seeing
which is acquired from others, and ways of seeing are the property not simply of
individuals but of communities which have traditions and histories (Langford 1985 pp.8,

13)- communities I suggest, such as midwives.

As a midwife myself, I am embarking on an examination of ethics in midwifery
practice from within the practice, by analysing the experiences of childbearing women
and other midwives. This ‘internal criticism’ raises two philosophical issues. If the
tradition is a conservative tradition then the tradition is accepted by the practitioners
and the profession as the best way to do things, so no change is possible or likely. I
am hoping this is not true for midwifery. The second is the question of how it is
possible to have critical traditions (that is, traditions which allow criticism from

within) if tradition itself provides the only guide to practice.

In reply to the second issue, practice and tradition can be criticised and developed
from within by its own practitioners on the basis of 'personal vision'. Our personal
vision develops as we acquire a way of seeing from the tradition, and generally accept
what the purpose of the tradition is and ought to be. So that while we are inducted into
the practice by others, the individual innovation can move the practice forward - and
for my research that tradition is the moral tradition of midwifery. I am also suggesting
that the moral tradition of midwifery ought to be constructed on the values and beliefs
of childbearing women and midwives. Midwifery ethics ought not be determined
solely by ‘outside experts’ such as philosophers who are not only outside the practice
but are also mostly male. The former aspect excludes the thoughts and values of

‘clients’ and midwives, and the latter excludes the thoughts and values of women.
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When the moral tradition of midwifery is determined by the many individuals and
practitioners within the practice, according to the traditions and shared social values of
the practice, it is embedded and embodied. This raises questions such as: What is the
ethical nature of the mother-midwife relationship? - within our health care contexts?
Should it not be woman-centred? Is it a partnership? Do we need an ethic for

midwifery practice that is different from current mainstream ethics?

For this latter part of my journey I have been camped alongside Bioethics Road, on
the margin of Practice Estate and the scrub, gathering more pebbles from the
Midwifery Practice bank. After examining their individual stories for context and
character I aim to analyse the relationship between them, including my own pebble.
Hopefully, from this, I can contribute at least one valid version of 'Ethics in
Midwifery Practice' to the billabong and who knows, Practice Estate may expand right

up to this side of the billabong in years to come.

1.1.2 The metaphor

Based on personal experience as a midwife and active involvement in the midwifery
discourse, my metaphor is that of journey; in particular the journey of childbirth.
Literature reviews and research data for the present project later confirmed this was a
metaphor common to mothers and midwives. My metaphor is not so much about a
swagman and a billabong as it is about the fact that taking a journey is something one
must do for oneself — someone else cannot do it for you, they can do it ‘with’ you. The

metaphor in this dissertation concerns the process of discovery and uncertainty, and
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the impact of experiences associated with that journeying, some of which are unique
to the individual and others are shared in common with companion travellers.

Pregnancy, birth and the early weeks of a baby’s life can be seen as a journey. The midwife
provides a map for the woman if she needs one, warning her at the same time that the journey
includes uncharted landscapes for which there can be no planning. She points out the signposts
for various alternative routes and warns of hazards to avoid or obstacles that can be
circumvented or surmounted. Most importantly, she puts the woman in touch with other
women who have recently explored the same terrain, as well as those who will be making
similar journeys and may wish to share resources and support each other along the way. The
midwife may be there for a part of the journey if it is particularly rocky, for she usually knows
the terrain well ... The midwife knows that, for most of the journey, the woman will manage
with the support of her chosen travelling companions, so she gives these people various tools
that may be useful along the way (Leap 2000 pp.15-16).

The metaphors used by the informants of this research will also be identified because
firstly, metaphors convey new insights by using a comparison and can convey a truth
not yet recognised or acknowledged by a particular profession. Secondly, moral
metaphors are culturally determined, highlighting certain features of experience while
suppressing others. For instance, advocacy metaphors conceal potential moral
conflicts, suggesting that the advocate act unilaterally instead of cooperatively thus
implying that other health care practitioners somehow do not act in the patient’s ‘best
interests’. Academic metaphors which espouse rational decision-making (problem-
solving) as a resolution to ethical dilemmas obscure moral reality and only partly
acknowledge the realities of competing values such as power, in the clinical setting.
The consequences of these metaphors are only seen in retrospect but because moral
metaphors can be the basis of moral and social action “we need to look beyond them
... to understand [them] and how they relate to the time in which we live” (Wurzbach

1999 p.98).

The purpose of this study is to illuminate and inform midwifery practice of its

distinctive ethical nature. By utilising information from mothers and midwives,



10
Research Background

including their metaphors, it sets out to show how insights into the mother-midwife
relationship might help to relocate the ethical response of midwives from that of other
practices and orientations to that of one which is embedded in midwifery practice. The
study seeks to refine our understanding of the ethical nature of the mother-midwife
relationship and identify which aspects are seen as important in demarcating a

midwifery ethic.

1.2 WAYS OF SEEING: WAYS OF ACTING

1.2.1 The social construction of our world

The way we see or interpret our social world determines how we are and act (our
‘being with’) in that world. The being of persons as persons is only possible through
how they see themselves and others see them (Langford 1985). As humans we make
sense of our world through our knowledge and understanding of concepts, and
through our beliefs. These are the terms of reference for our learning including our
ethical learning. For the purposes of the present research, orientation or ‘way of
seeing’ is defined as our knowledge and interpretation of a particular field. Because
our world as we see and understand it is a social construct, prior knowledge and
socialisation into particular fields, such as a professional practice, are integral to any
decision and response that we make about the appropriate way in which to behave in

certain situations. “Training in ethics is as much about learning to think in a particular
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analytical way as about identifying what may or may not be moral in any given

circumstance” (Pritchard 1996 p.194).

If one accepts the definition of midwife as that of ‘being with woman’ during
childbearing, then the concept of our orientation becomes crucial not only for how
midwives are socialised into their practice, but also for how midwives see the
childbearing woman and how they see themselves as the midwife — their ‘being with’
and ‘being for’ in that practice. Tension and conflict may arise, for instance in clinical
decision making, when practitioners view childbirth and their role in that process from
differing philosophies of care (Way 1998), from different ‘gazes’. For example, from
a feminist and a woman-centred midwifery view childbirth is seen as a normal life-
and-physiological ‘experience’ rather than merely a high-risk, physical ‘problem’ or

‘event’ as the medicalised approach suggests.

1.2.2 The nature of ‘practice’

The practice is the locus from where the power flows. The dynamics of power gives
rise to and expresses the ethics. Practices are settings defined by power and
relationships, and the role is articulated around certain notions of power, for example
one is entitled to do ‘x’ and has certain obligations to others. Role can only be
understood in the context of power (Thompson, Melia & Boyd 1994). Given that the
nature of a practice is the basis for its ethics (Walker 1993) the midwife’s
interpretation of her role in childbirth will determine her ethical approach to and

relationship with the mother — and of course other stakeholders such as the woman’s
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family, other midwives, the medical and allied health professionals, and the employer.
Inherent in the role of midwife is the ethical orientation of both the individual
practitioner and the profession within which she practices. When we enter a practice
we adopt the ethics of that practice as part of the commitment (Isaacs 1998b;Toulmin
1986;Pritchard 1996). It is important therefore, that the ethics espoused by the
profession resonate with the ethics of the lived reality within the practice. Western
thought tends to view the world in terms of continuity, generality, and logical features,
such as ‘all women’. This approach links ethics to philosophy. Perhaps a parallel way
of approaching ethics for the practice of midwifery is to consider the ‘particularity’ of
the practice. This latter approach is ontological rather than logical; it focuses on lived

reality not matters of logic.

In conclusion, because our 'ways of seeing' determine to a large extent, the way we
practice, and because when we are inducted into a practice we are taught our ways of
seeing within that practice, a major requirement of this research will be to examine the

underlying assumptions and values - the concepts - of midwifery practice.

1.3 NATURE OF CONCEPTUAL THEORETICAL
RESEARCH

The beginning premises of this study are that

1. adistinctive midwifery ethic is not explicitly available,
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2. the ethics explicitly available to midwives are dependant upon or derived from

existing practices and discourses of moral philosophy, medicine and nursing,

3. the nature of midwifery practice is different from the practices of moral
philosophy, medicine and nursing, and thus the existing ethical frameworks from

those other practices are not adequately responsive to midwifery practice,

4. adistinctive midwifery ethic is implicitly available in the lived realities and shared

engagement of mothers and midwives, and

5. listening to the voices of mothers and midwives will provide an initial mapping

strategy for the development of such a distinctive midwifery ethic.

The research approach therefore, was determined by two main factors. Firstly, it was
necessary to adopt a methodology which would facilitate exploration of the taken-for-
granted assumptions and ‘ways of seeing’ of (i) the established theory, (ii) official
policies such as Codes, and (iii) the profession's literature, and conceptual theoretical
research does that. Secondly, the feminist-narrative and interpretive constructivist
framework best maintain my epistemological position for this study. Listening to the
voice of the ‘other” which in this instance are childbearing women and midwifery
practitioners, focuses the research outcome on the collective interests of those women

and situates emerging theory within the practice of midwifery.

For that reason, this study has two orientations. They are (i) articulating and
deconstructing existing frames of ethical response, and (ii) reconstructing an ethic for

midwives based on the mothers’ and midwives’ own voices and lived reality.
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In the former, I will identify the assumptions, difficulties and influences of the
existing ethical frameworks and bring these aspects out into the open for discussion:
that is, make them ‘visible’ according to feminist theory. Conceptual theoretical
frameworks are implicit in research questions and answers but are frequently taken-
for-granted and left unstated. They often shape the research outcome. To identify
these conceptual theoretical frameworks for ethics and midwifery, the study will
critically analyse the contents of relevant documents. This ‘internal criticism’ will
examine the ethical orientation of professional Codes, educational programs for
practice preparation, and papers published by the people in the nursing and midwifery
practices. It will also identify the conceptual theoretical frameworks implicit in the

questions of current research.

The analysis seeks to explain what the documents mean and imply, what implications
flow from the position that people adopt, and how coherent this is in relation to other
midwifery concepts and practice. It will attempt to identify the conceptual frameworks
used and the taken-for-granted nature of the ‘ways of seeing’ stemming from
expertise, and discuss the importance of critically questioning our patterns of thinking:
investigating whether or not there is coherence when they are transposed across

practices.

In the second orientation, theory is embedded in the emic views of practitioners and
childbearing women. Holistic philosophies propose a pluralistic view of knowledge
and a reality which can be understood only within the natural context of the knower’s

world (DePoy & Gitlin 1994).
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1.4 SITUATING THE RESEARCHER

1.4.1 Midwifery practice in Australia from 1970s to 1990s: a

personal perspective

The following are my personal values and beliefs about midwifery practice, in
Australia in the past two decades — the duration of my own involvement as a

midwifery practitioner, educator and administrator.

1.4.11 Professionalisation

Midwifery is a profession in that it has its own body of knowledge. It can be argued
though, that it is not a profession because it does not have independence of practice. It
has a degree of self governance and accountability but the independence of practice
remains a major area of political and professional dominance by the medical
profession and to a lesser extent, the nursing profession. Recently the Australian State
registers of midwives were abolished (for example, Nursing Act 1992 Qld). In place of
registration there is an endorsement of midwifery qualifications on nursing practice
registers. Historically, self governance and accountability of midwifery decreased
worldwide with the ascendancy of medicine and the medicalization of childbirth, but
midwives who are registered to practice within their country are still an authorised
exception to the drug laws of most Western countries, enabling them to carry
‘dangerous’ and ‘restricted’ drugs. Subsequent also to a worldwide consumer protest
in the 1980s, against the medicalisation of childbirth and more particularly, the lack of

active involvement of parents in their own childbirth, mothers appear to be more
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‘involved’ in their birthing and the amount of medical intervention is said to have
decreased. Midwives could begin to regain their traditional skills and their place of
being ‘with woman’ rather than concentrating on technology for instance. However,
with the exception of home birth and community based midwifery practice, the
‘autonomy’ or self-determination of midwives and midwifery in Australia, I believe,

is still not a reality.

The development of professional Codes of Ethics, Standards for Practice, and
accreditation of independently practicing midwives for practice within hospitals are
further indicators of the professional status of midwifery. Similarly, practitioners are
prepared in educational programs developed, conducted and evaluated by midwives,
and curriculae are accredited by midwives. This is evidence of some self-governance
and accountability by the practice/profession. These educational programs and

curricula are recognised by the Australian education, health and legal systems.

1.4.1.2 Philosophical foundations

Philosophically, midwifery is primarily concerned with childbearing women, their
babies, and the usually normal physiological process yet life-crisis of childbirth. The
prime concern of midwives is with the wishes, needs and wellbeing of the
childbearing woman, the short- and medium-term wellbeing of the unborn fetus and
newborn baby, the wellbeing of that woman’s family and adjustment to the new
family situation, and a duty to self, clients, employer and other professionals. The

practice and profession of midwifery is appropriately female dominated.
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1413 The practice

Midwifery practice is concerned with assisting the woman to deliver herself of her
baby, safely. It involves the competence of the midwife to assess and assist the
physiological process of childbirth, to identify divergence from ‘expected’ or
anticipated progress, and to professionally negotiate the interventions that are
necessary and agreed to, with and by the woman. Information-giving and advice for
the woman; and for other health professionals is also an integral part of the midwife's
role. Although the midwife should be negotiating primarily for the woman and baby,
sometimes she acts as an advocate for midwifery or medical professionals, for
example in the 'public' arena. Midwifery practice needs to be flexible and based on the
woman's wishes and response to the birthing process. It aims for minimal intervention
which involves patience, compassion, skilful assessment and practice, communication
with the woman, her family and medical officers, and maximum ‘control’ of the

experience by the woman (via support person when necessary).

My research is focusing on the mother-midwife relationship and the ethical nature of
this relationship. It is not primarily concerned with the doctor-midwife relationship.
However, the latter influences the former when there is significant imbalance of
power. For example, if, because of medical/institutional dominance, it may mean that
the midwife is either unable to advocate adequately on behalf of the childbearing
woman or relinquishes to another midwife the care of that woman because of doctor-
midwife conflict. I believe such power imbalance is ethically wrong for the
childbearing woman’s well-being, the midwife’s personal well-being and the practice

of midwifery as a profession.
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1.4.2 Medicalisation of birth and the role of midwives

a process which has been called ‘the medicalisation of life’ (Illich 1977). According to Illich's
analysis, doctors and other health professionals have effectively become the priests of modern
society, presiding over and controlling all the crucial rites of passage from birth to death
(Thompson, Melia & Boyd 1994 p.72).

Individuals differ in their interpersonal relationships, experience and expertise, and
the following comments refer directly to the institution of medicalised childbirth and
less frequently to the nature and character of individual practitioners within that

system.

Midwives in Australia who work in hospital labour wards are duty-bound to comply
with the doctor’s orders when caring for childbearing women. Especially when the
woman is within the ‘Private Health Care’ system and is employing the services of a
‘Private’ obstetrician, the labour ward midwife is often expected to carry out the
obstetrician’s written and verbal orders regardless of whether the midwife
professionally judges those orders inappropriate in a particular situation. Questioning
the doctor’s orders is not only unacceptable but it often results in punishment for the
midwife and sometimes for the childbearing woman. The emphasis of ‘so-called’
midwifery practice in this private sector is on recording observations, reporting to the
doctor and asking for further instruction regarding care of the woman, preparing the
equipment and area for the doctor to deliver the baby and suture the episiotomy, to
receive the baby (which includes any airway aspiration, weighing, administering of
routine drugs, entering the birth in the register), to clear away the equipment, and to
wash and make the new mother comfortable. The reality of midwifery practice within

this system is more accurately described as ‘obstetric assistant’ or ‘obstetric nurse’.
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There is minimal opportunity for the midwife to utilise professional skills and
judgment based on her/his expertise and evidence-based practices, such as supporting
the woman’s body to birth (drug free if possible but not to the detriment of her or her
baby), maintaining an intact perineum when possible, and placing the birthing woman

at the centre of choice and ‘control’.

Within the ‘Public Health Care’ system, the midwife exercises more professional
judgment but is still subservient to medical officers; consultant obstetricians, registrars
and residents. Consultant obstetricians and registrars come and go from the clinical
practice area throughout their working day whilst the midwife is in attendance
continually during hers. The experienced midwife often has the responsibility of
teaching both student midwives and student doctors the knowledge and skills of birth
attendants. With increased medicalisation, midwives increasingly lost the non-
interventionist skills of ‘normal” midwifery practice and teaching increasingly focused

on the science and technology of medicalised childbirth.

Midwives working in a Birth Centre attached to a public hospital system consult with
obstetricians and paediatricians but practice more independently. They exercise their
professional midwifery judgment, and their practice is directed by the normality of
birth as a spiritual and physiological experience within a social context rather than

‘routine’ medical intervention for a high-risk event.

The midwife who operates a private, community-based midwifery service enterprise,
practises very independently, usually in partnership with one or more other midwives.

She obtains the services of a doctor, usually a general medical practitioner, as a ‘back-
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up’ if complications arise and medical expertise is needed. This midwife is
responsible for assessment and professional judgment during the antenatal, birth and
postnatal periods. As previously mentioned, some drug administration is permissible
by Law in Australia, but mostly the home birth/independent midwife’s practice
emphasises the non-interventionist skills outlined above, with the birthing woman

being at the centre of choice and ‘control’.

1.5 RESEARCH PROBLEM

Midwifery is currently promoting a partnership model of practice; a partnership built
on the relationship between the childbearing woman and the midwife practitioner
(Guilliland & Pairman 1995). Until now midwifery has officially adopted mainstream
health care ethics which historically, are based on bioethics and Western moral
philosophy. The moral philosophical approach adheres to normative theory and
universal principlism (Maclntyre 1984;Veatch 1989;Johnstone 1994) which
deliberately ignore context and relationships in their quest for generality and objective
decision-making. Bioethics with such a framework, therefore, appears to be an

inappropriate guide for a partnership model of midwifery practice.

Secondly, despite much discussion in the literature and amongst practitioners about
the theory-practice gap in midwifery education, what is lacking in the discourse on
ethics and midwifery are the voices of childbearing women and midwives, in the
context of the mother-midwife relationship. Mavis Kirkham (2000 p.xiii) as the editor

of The Midwife-Mother Relationship, writes
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If midwifery is conducted in and through the relationship between the woman and the
midwife, it is strange that this is, to my knowledge, the first book on that relationship.
However ... it becomes clear that the organisational context of midwifery care has served to
divert midwives from this fundamental relationship.

This lack of input and investigation represents a serious gap in knowledge required for
identifying the ethical nature of the mother-midwife relationship and through that an

appropriate ethical response to 'being with' woman in midwifery practice.

1.6 AIM OF THE STUDY

To address the problem, the present research aims to examine the ‘experience’
narratives of childbearing women and midwives in order to refine our understanding
of the place of ethics in the context of everyday midwifery practice - the practice of

'being with woman'. The study looks at

* how mothers and midwives give meaning to a concrete situation and why they

respond to it through a specific action,

* how mothers and midwives give meaning to ethical conflicts and subtle tensions

which exist in the mother-midwife relationship within midwifery practice,
* how relationships emerge according to the midwife’s approach, and
* how the discipline of midwifery conceptualises ethics in practice; that is, theorise

by reflecting on the established theory, actions, attitudes and ethical judgments of

practitioners and clients, and the ethical justifications they give for these.
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1.7 RESEARCH QUESTION

What insights do mothers’ and midwives’ narratives of the ethical aspects
surrounding childbirth give into the ethical nature of the mother-midwife
relationship and therefore into the nature of a distinctive ethical response for

midwifery practice?

1.7.1 Thesis statement

If the aim of a practice is a shared tradition and the nature of a practice is the basis for
its ethics, then concepts, values and beliefs that demonstrate the shared tradition of
what ethically matters to both mothers and midwives during childbirth reflect the
ethical nature of the mother-midwife relationship, and thus the nature of a distinctive

ethical response for midwifery practice.

1.8 DEFINITIONS AND LIMITATIONS OF THIS
RESEARCH

1.8.1 Definitions

Midwife
Midwifery practice has been broadly defined according to linguistic derivations of the
term midwife: that is, midwife in Anglo-Saxon meaning ‘with woman’ and ‘comare’

in the old Italian meaning ‘with mother’ (Donnison 1988 p.11).
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The international definition of a midwife is:

A midwife is a person who, having been regularly admitted to a midwifery
educational programme, duly recognised in the country in which it is located,
has successfully completed the prescribed course of studies in midwifery and
has acquired the requisite qualifications to be registered and/or legally licensed
to practice midwifery.

Sphere of practice of a midwife is:

She must be able to give the necessary supervision, care and advice to women
during pregnancy, labour and the postpartum period, to conduct deliveries on
her own responsibility and to care for the newborn and the infant. This care
includes preventative measures, the detection of abnormal conditions in
mother and child, and the procurement of medical assistance and the execution
of emergency measures in the absence of medical help.

She has an important task in health counselling and education, not only for
patients but also within the family and the community. The work should
involve antenatal education and preparation for parenthood and extends to
certain areas of gynaecology, family planning and child care.

She may practice in hospitals, clinics, health units, domiciliary conditions or in
any other service.

Definition adopted by the International Confederation of Midwives (ICM),
Federation of International Gynaecologists & Obstetricians (FIGO), World
Health Organisation (WHO) and Australian College of Midwives Incorporated
(ACMI). Adopted at the 2™ Biennial General Meeting, National Midwives’
Association (now ACMI), 2/81. Reviewed 6/89 (ACMI philosophy and
position statements).

In accord with the international definition, this study uses the term ‘midwife’ to

describe a practitioner whose role enables her/him to exercise professional midwifery

judgement and a degree of independent practice in caring for childbearing women.

The term ‘obstetric nurse’ refers to the health care professional whose scope of

practice is limited to assisting medical personnel in the practice of obstetrics and

whose role constrains her/him from exercising professional midwifery judgement.
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Ethics

Each participant defined for herself, what constituted 'ethics' in midwifery practice.
For the researcher, the terms ethics and morals are being used interchangeably
throughout this research, in accord with the original Greek and Latin meanings
(Veatch 1989;Johnstone 1994;Thompson, Melia & Boyd 1994;Jones 1994;Bandman
& Bandman 1995)

Contrary to popular nursing opinion, there is no philosophically significant difference
between the terms ‘ethics’ and ‘morality’ (Ladd 1978, p. 400) ... ‘ethics’ coming from
the ancient Greek ethikos (originally meaning ‘pertaining to custom or habit”), and
‘morality’ coming from the Latin moralitas (also originally meaning ‘custom’ or
‘habit’). Bioethics, in essence, is a subclass of ethics, which, in turn, is a branch of
philosophy. Medical ethics and nursing ethics, on the other hand, are distinctive
specialized fields of inquiry naturally born of the practices of medicine and nursing
respectively (p. 37-8) ... Western moral philosophy ... illuminate[s] what we ought to
do by asking us to consider and reconsider our ordinary actions, judgments and
justifications’ (Beauchamp & Childress 1994 p.xii).

“[‘Ethics’ and ‘morals’] originally meant much the same thing, ‘ethics’ coming from
Greek and ‘morals’ coming from its Latin equivalent. Both words referred to the
general area of the rights and wrongs, in theory and practice, of human behaviour. In
everyday usage moral and ethical can still be used more or less interchangeably, but a
distinction has grown up between the two terms in more formal usage. Morals (and
also morality) now tends to refer to the standards of behaviour actually held or
followed by individuals and groups, while ethics refers to the science or study of
morals - an activity, in the academic context, also often called moral philosophy”
(Thompson, Melia & Boyd 1994 p.3).

In this research however, ‘ethics’ does not refer only to moral philosophy but in a
broader and applied sense includes the ethics of the professional practice and
practitioners. Neither is the research limited to ‘morals’ meaning the values and
beliefs of the individual childbearing woman or midwife. Rather, in seeking stories
about the ‘ethical” aspects surrounding childbirth I am wanting to hear the voices of
mothers and midwives in the context of their interaction, to extrapolate ethical
nuances and, from these, attempt to construct the ethical nature of their relationship. A

knowledge of the ethical nature of the mother-midwife relationship may help to
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identify some of the characteristics which are important for a distinctive ethical

response for midwifery practice.

What is meant by 'relationship'

Relationship in the present research refers to the connection between one person
and another or others; for example, between mother and child, or mother and
midwife: "A connection or association; an emotional association between two

people" (The Australian Oxford Dictionary 1999, p. 1134).

Mother-midwife relationship

This research is primarily interested in the mother-midwife dyad relationship but
acknowledges that there is a triad of ‘others’ such as family and support persons,
medical and allied health practitioners, and employers who influence the dyad.

From the organisational viewpoint, the midwife-mother relationship is the medium
through which the service is provided ... For the service user, the relationship is about
feeling safe and able (Kirkham 2000 p.227).

The mother-baby relationship is also a major focus of the present research. The
present research interprets that the midwife-baby relationship generally exists through
the mother-midwife relationship unless the baby’s physical condition requires a
decision in which the mother is unable to participate because of her physical or mental
status. The midwife-baby relationship in the latter circumstance would operate via the
baby’s father or next-of-kin, in consultation with medical and allied health

professionals.
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Moral relativism
“all moral beliefs are relative, relative either to the individual or his culture"

(Thompson, Melia & Boyd 1994 p.54).

Casuistry

the study of cases and precedents - can be helpful in ethics as it is in law, but does not decide
things for us ... [it] is an attempt to help us bridge the gulf between the universal and the
particular, between moral absolutes and the relativities of everyday life, general moral rules
and specific problems in concrete cases. Historically, casuistry in ethics evolved with attempts
of confessors to deal with the problems presented to them by penitents in the confessional ...
The debate about the need for casuistry has revived in the past decade (Jonsen & Toulmin
1988) (Thompson, Melia & Boyd 1994 p.85).

Power, Trust, inclusion, role flexibility and inquiry

For employees to engage in ethical reflection, the conditions of power, trust, inclusion, role
flexibility and inquiry must be present. Workers should have the right to receive relevant
information, to be free to say what is needed to be said about an issue (power), and to be free
to disagree with one another in order to increase their understanding of issues (trust) (Olson
1998 p.346).

This reflects the researcher’s interpretation of power and trust, during childbirth in

particular.

Personal Values: Justice: Supremacy

Justice has many interpretations, but for the purposes of this research it is not merely
the balancing of economic cost-benefit. It refers more so to a relational concept and

social construct.

personal values are not merely cognitive beliefs but include an emotional or affective
component and are enacted in everyday life in multiple arenas. In this way, they also come to
constitute one’s identity [and] help to build a moral vocabulary by which we evaluate
ourselves and others as praiseworthy or blameworthy. They shape how we participate in the
world at multiple levels from intimate to associate to citizen ... [and are] informed by
emotions [which] provide the link between personal values and justice because they assume a
critical role in the evaluative structures of the self as well as social organizations ... Personal
values are understood not as arbitrary preferences, but, rather, as reflective of our
commitments ... Justice is a relational concept binding together people from different social
positions within a certain social order ... supremacy does imply the negation of the
perspectives of others. To be supreme is to stand outside the relational configuration of justice
and to demonstrate an unwillingness or inability to get the big picture, to negotiate a new
moral space (Liaschenko 1999 p.35).
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Tradition and shared tradition

The term ‘tradition’ refers “more generally, to any settled manner of doing things ...
What a tradition gives [to the practitioner] is a way of seeing the world ... ways of
seeing must be acquired from and are therefore shared with others [shared tradition]”

(Langford 1985 p.8).

1.8.2 Limitations of the research

The nature of the research means that no generalisations can or should be made from
the findings. The narratives detail the personal experiences of a small number of
mothers and midwives and are intended to provide insight only, into the ethical nature
of the mother-midwife relationship. However, concepts and values identified by
informants in the present research are echoed in other current midwifery research as
noted herein, and therefore, may be acknowledged as commonly shared traditions of
childbearing practices. The present research is also confined to an Anglo-celtic

framework of theory and practice.
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SECTION B

HOW EXISTING ETHICAL FRAMEWORKS HAVE
DIRECTED ETHICS FOR MIDWIFERY

The following section examines familiar territory; the historical development of
contemporary midwifery ethics and the influence on practice of medicalised health
care. Traversing bioethics turns out to be a false trail given that the aim of my journey
is to discover the ethical nature of the mother-midwife relationship and an adequate
ethical response for midwifery practice. The trail leads through medicalisation and
situations stripped of context. Instead of identifying relationships experts direct the
stranger past dilemmas, towards principles that are abstract from lived reality.
Codification of practice has developed around those principles to ensure standards and
provide consumer charters, but many of the codes only explain why action should be
taken; they do not offer strategies for how one might approach a practice or behave

when one comes across human engagement.
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Chapter 2

ON THE BEATEN TRACK - MAINSTREAM
ETHICS, MEDICALISATION AND MIDWIFERY

2.1 INTRODUCTION

Given that the nature of a practice is the basis for its ethics (Walker 1993), I begin this
chapter by outlining what I believe to be the nature of midwifery practice thereby
situating myself as both researcher and midwife within this discussion — establishing

my point of departure for this journey.

I will then note the present lie of the land for midwifery ethics. Because the ethics for
midwifery practice are currently based on the ethics of other practice areas such as
moral philosophy, medicine and nursing, the first assumption drawn for this research
(see chapter one) is that a distinctive midwifery ethic is not explicitly available. The
next step in my journey therefore, is to explore how the ethics of those other practices
have directed ethics for midwifery. To this end, the second part of this chapter will
investigate the questions, “What are the mainstream ethical frameworks available to

midwives?’ and ‘Why would midwives be turning to these ethical frameworks?’
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Chapter seven will discuss whether or not the ethics discourse in midwifery - that tract
of land with other pebbles similar to mine - parallels these mainstream frameworks or
whether we might need to check our course and travel in another direction to reach the

billabong.

2.2 THE NATURE OF MIDWIFERY PRACTICE

If the aim of a practice is a shared tradition and the nature of a practice is the basis for
its ethics, then concepts, values and beliefs that demonstrate what ethically matters to
both mothers and midwives during childbirth will reflect the ethical nature of the
mother-midwife relationship, and thus the nature of a distinctive ethical response for

midwifery practice.

Practices such as moral philosophy, medicine and the curative-based areas of nursing
are different in nature from midwifery practice, and therefore ethics derived from
those practices are not appropriate for midwifery practice. Science, technology and
objective decision-making form the basis of medicalised health care practice which is
largely interventionist and problem-oriented with a utility focus. Ethical decision-
making within such practice surrounds dilemmas and a ‘dilemma’ is defined as being
a choice between two equally undesirable alternatives — often unresolvable
(Thompson, Melia & Boyd 1994 p.5), often in life-threatening situations. Everyday
ethical midwifery practice is not based on dilemmas and life-threatening situations.
There is more to it than that. There is ethical practice prior to the point of any

dilemma and in addition to any dilemma.
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The nature of midwifery practice is similar to that of mainstream Western medicine
and the curative areas of nursing in that it is a profession of skill and expertise. It
differs from them in that childbirth is primarily ‘creative’ not ‘curative’; not a health
‘problem’ affecting the ‘patient’ or a condition that needs prophylaxis, treatment
and/or counselling. It is acknowledged that family planning techniques can often
prevent unwanted pregnancies, pharmacology controls coexisting medical conditions,
surgical intervention rescues mother and baby from complications of birth, and
counselling enables mothers to restore their mental health postnatally. However,
generally childbearing is a creative, ‘normal’ life experience for both the childbearing
woman and the baby who is being born. So too, I propose, are its ethics concerned
primarily with ‘ordinary’, everyday practices and only less frequently with dilemmas.
Unlike health ‘problems’, in most cases childbirth when left to progress without
medical science and technology does not deteriorate to a state of ill-health and
possibly death of the patient. Usually childbirth progresses towards the creation of a
new life, a ‘beginning’ process, and the purpose of midwifery practice is to assist a
healthy, able woman with ‘her’ birthing process. The achievement of childbirth ought
to be accompanied by a positive mental state with the mother ultimately retaining her
self-determination, and the midwife sharing power and co-dependence from time to
time during the process. Childbirth ought not be seen as an ‘end’, or the fixing of a
'problem' and 'doing for' the unable patient; that is more akin to the traditional
‘empathetic-expert’ approach towards the ill and dying. The way we see our practice

and its purpose determines how we practise it — our ‘being with woman’.



32
Mainstream ethics, medicalisation and mildwifery

Another feature of childbearing which is integral to the ethics of the practice is that of
relationship. Childbirth is not concerned with ‘the’ patient. For the midwife there is a
triad between mother, baby and herself but there is an inseparable diad between the
mother and her baby — some argue that the mother’s prime relationship is with the
baby whilst the midwife’s prime relationship is with the mother (Guilliland &
Pairman 1995). There are two (or more with multiple pregnancy) individuals directly
involved in the birthing process; that is, the mother and the baby. Then there is the
mother-midwife relationship. The problem with a medicalised approach to childbirth
is that it either infers the fetus is a parasite which is disease-related terminology or sets
up the mother and baby as adversaries of each other, as a ‘problem’ to be fixed. With
illness, disease, and other actual or potential health problems it is only the one
person’s body that is directly involved. The relationship for the health professional in
the latter situation is first and foremost a diad between two people, the practitioner and
the patient or client, unlike the triad of mother, midwife and fetus/baby. Significant
‘others’ are involved in a supportive way and colleagues with each other, but the focus
for the health professional in the curative or ‘problem’ situation involves the health-
related-problem and the patient’s body, Both patient/client and nurse/doctor of the
diad have their prime focus on the aspect of ‘combating’ the ‘enemy’ which is one's
actual or potential health problem. The patient-problem ‘connection’ is adversarial.
This patient does not develop a bond or sense of ‘being part of’, and ‘being
responsible for, for a life time’ their actual or potential health problem in the same
way that a childbearing woman does with her baby. The baby is not her enemy and the
mother is not aiming to combat it — quite the reverse — she wants to protect and help

her baby to grow and develop. As Ellie, one of the mothers interviewed, said
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They brought me the baby and said feed the baby which I was only too willing
to do. All mothers in that state would get out on a flag pole if they told them
that the milk was actually located at the end of the flag pole six flights up and
they had to crawl out there and get the milk and retrieve it. So, you feed the
baby, you are utterly desirous of feeding the baby, you’d do anything for the
baby, you’d die for the baby at this stage.

It is this special relationship between mother and baby, and the relationship between
mother and midwife that I believe forms the distinctive nature of midwifery practice.
To apply the dualism of positivist ethical decision-making to mother and baby,
categorising them as adversaries, as two separate individuals who compete against
each other for survival is to offer an inaccurate and inadequate ethical response not
only to the mother-midwife relationship but also to the mother-baby relationship.
Firstly, it creates a tension that is potentially a dilemma for the midwife by posing the
inappropriate question of ‘with whom does my first duty lie, who is my
client/patient?’ The midwife does have a close relationship with the baby but rather
than being in opposition with the mother-midwife relationship, the baby-midwife
relationship exists ‘through’ the mother-midwife relationship. Secondly, separation of
mother and baby as two ‘patients’ and having expert health professionals claim prime
responsibility for each fails to acknowledge at that pregnancy-birthing stage, the
existence and primacy of the mother-baby relationship, and denies the childbearing
woman an active role in 'her' birthing of her baby. It disrupts at that very early stage,

the effective establishment of the mother-baby relationship.

Furthermore, although childbirth is a critical life experience for the woman, the baby
and her family, it is essentially a ‘normal’ life process. To label the healthy members

of this duo as patients is to, linguistically and conceptually, falsely categorise
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childbirth as a medical illness or disease condition. The way we see our social world
depends on what we are taught to see. If we are taught to see a physically tired, less
agile pregnant woman as needing to be hospitalised, ‘cared for’ in bed, and treated by
experts with surgery and medication to ‘get over’ and 'be saved' from this high-risk,
life-threatening episode then our ‘gaze’ of childbirth will be that of illness and injury,
death and disease, fear and feebleness. It is medicalised. This way of seeing becomes
the childbearing woman’s gaze too when it is the only practice available to her. As
Erving Goffman ( 1961 cited in Symonds & Hunt 1996 p.13) said in relation to the
institutionalisation of human behaviour in mental hospitals, once a label has been
given, a person’s subsequent life and actions are interpreted by others within the light

of that definition.

2.3 THE INFLUENCE OF MORAL PHILOSOPHY, AND
NURSING ETHICS

2.3.1 Moral philosophy and mainstream ethical frameworks

available to midwives

Which ethics are accessible to midwives? On the beaten track, Bioethics Road, only
two signposts are encountered. The first directs the traveller to continue forward,
towards the mainstream ethical discourse comprised mainly of normative theories.
This main road, Bioethics Road, takes the problem-solving approach of moral

philosophy, principlism and reflection from moral philosophy as adopted by
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Bioethics. The second signpost stands a little distance further along where a side road
branches off the main road. The side or ‘service’ road follows the traditions of
professional practice with their accumulated wisdom and knowledge of practice, and
the application of Codes of Practice, as in Nursing ethics. This side road arcs around
to rejoin the main Bioethics Road, in as much as Codes themselves draw on ethical

principles and act as a set of ‘rules’ to guide practitioners in their decision-making.

2.3.1.1 Western moral philosophy, the Church, and midwifery
What has shaped and developed mainstream ethical frameworks? Firstly, the problem-
solving approach of Western moral philosophy has its origins in ancient Greece with
philosophers such as Socrates, Plato and Aristotle all of whom lived circa 5" century
BC. Its nature has remained essentially unchanged in that as a branch of philosophical
inquiry, these ethics seek rational clarification and justification of what is deemed
morally acceptable behaviour, and ask why a particular act is considered right or
wrong (Johnstone 1994 p.39). Another orientation described in the ethics discourse is
‘common-sense ethics’ which is derived from habit, custom, convention, and
tradition, and which justifies action or behaviour on the basis that it has always been
so. Because this latter approach lacks the critically reflective moral schema of
philosophical inquiry it is regarded as suitable only for social schema and is given no
ultimate moral authority in deciding complex matters (Weber 1964, cited in Johnstone

1994 p.40).

After the fall of the Roman Empire, circa 4 century AD (www.romanempire), the

main source of knowledge about the human body was the Church, and the religious
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demands were that science and medicine should not challenge Christian biblical

teachings (Davis 1995).

In the middle ages (14" 17" century), women who were identified as witches were
considered evil and were burnt alive at the stake. The Church believed that the power
of all witches was derived from their sexuality, having had sexual intercourse with the
devil. The devil always acted through the female. The European ‘witch craze’ began
in feudalism and lasted into the ‘age of reason’. It was a campaign of terror directed
by the ruling class against the female peasant population because witches represented
a political, religious and sexual threat to the Protestant and Catholic churches, and the
state. Superstition therefore, linked midwives to power and evil because of their
‘magic’ herbs and intimate involvement with reproduction (Ehrenreich & English
1973 p.7). The Church controlled the licensing and behaviour of midwives, and
supported witch hunts for them, whilst at the same time scientific and rational thought
was providing prestige to male medicine (Donnison 1988). Much later, in America it

was a similar story.

In 1910, about 50 percent of all babies were delivered by midwives — most were blacks or
working class immigrants. It was an intolerable situation to the newly emerging obstetrical
specialty: For one thing, every poor woman who went to a midwife was one more case lost to
academic teaching and research. America’s vast lower class resources of obstetrical ‘teaching
material” were being wasted on ignorant midwives (Ehrenreich & English 1973 pp.33-34).

The proclaimed modern approaches of Western moral philosophy continue to promote
the superiority of (male) intellect and the inferiority of (‘feminine’) experience and
feeling, of ‘so called’ objective science versus skilled practice and wisdom gained
from experience. Deontology with its teachings of reason from Immanuel Kant (1734-

1804) is an ethic of moral duty also espoused by theologians. Utilitarianism, the main
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teleological theory with its teachings from Jeremy Bentham (1748-1832) and John
Stuart Mill (1806-73) (Johnstone 1994) is compatible with the outcome emphasis of
science. The theories differ in that ‘duty’, ‘obligation’ and ‘rights’ form the basis of
the deontological argument and the consequences of one’s action in balancing the
greatest amount of pleasure (good) against the greatest amount of pain (evil) is the
basis of the utility argument for the latter (Singer 1994;Veatch 1989;Johnstone
1994;Beauchamp & Childress 1994). Whilst these main theories reject each other’s
arguments of why one ethically ought to do ‘x’, the superiority of intellect over
feelings and of mind over body, are integral to both. Another commonality is the

absence of female values and thought.

With Capitalism and Protestant reformation, the power shifted from the Church to the
state and economic organisation. Faith was superseded by rational, logical 'truth’
demonstrated with scientific experiments. Nature could be controlled and mastered

(David & George 1988, cited in Davis 1995).

Today, the Church, Western moral philosophy, and medical science are closely linked.
“[for deontologists] A ‘rights’ claim involves the protection of one’s own interests
whereas a ‘duty’ claim is based more on the consideration of another’s interests ... [for
teleological theorists though] duties are primarily concerned with avoiding intolerable
results ... [and are] more morally compelling than are obligations” (Johnstone 1994
p-85). Deontologists say that one ought to take a particular action because of the
inherent ‘goodness’ in the action, because it is one’s moral duty, a stance frequently

followed by theologians. These rule-based ethics are concerned with antecedent
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grounds for moral action, with the means used to promote others’ well-being,
whereas, utilitarianism focuses on goals, outcomes and the effects of actions
(Thompson, Melia & Boyd 1994) - also a basic tenet of science. People’s collective
and overall interests take precedence for utilitarians, rather than the particular welfare
of individuals, but “because rational persons are the best judges of their own best
interests individual independence and freedom of choice are essential elements of the
theory” (Johnstone 1994 pp.86-7). The sacrifice of the individual is justified by the
greater good it produces. ‘Public’ debates over sanctity of life versus quality of life,
and the woman’s right to decide what happens to her own body versus the fetus’ right
to life, continue unresolved in most Western countries. Such debates, however, occur
at the wider societal level and do little to guide the everyday practice of midwifery.
The ethics of the “particular’ and the personal tend to be relegated to the ‘so called’

‘private’ sphere, and thus are excluded.

More recently, Beauchamp and Childress proposed that health care practice
should reflect the four primary ethical principles of respect for autonomy, non-
maleficence, beneficence (including utility) and justice, plus derivative
principles such as veracity, fidelity, privacy and confidentiality (Childress 1983,
cited in Childress. In Veatch 1989 p.32). Using these universal principles one
can decide objectively, on the right or wrong ethical ‘action’ to take on this
occasion and for other same or similar ‘issues’. This approach does not conflict
with the Church, deontologists or utilitarians because whilst it allows for the
Golden Rule of ‘do unto others as you would have them do unto you’ that rule

is viewed only as a necessary principle not a sufficient principle (Childress
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1989. In Veatch p.32). The normative principles approach uses a set of what
are claimed to be universally applicable principles as ‘rules’ to guide or
‘prescribe’ behaviour, and these form the basis of professional codes of
practice. This leads into the matter of professional codes of practice and the

codification of practices.

2.3.1.2 The emergence of professional Codes

As late as the 1980s, a popular worldwide view of ethics was that moral obligation
and ethical decision-making were relevant for only doctors (Johnstone 1994). When
ethical issues were presented to nurses they were taught from a medical perspective.
When ethical issues were reported by the media, the nursing perspective was often
omitted or represented as the ‘emotional’ aspect of moral dilemmas. However, claims
that nursing practice is devoid of moral complication, that nurses should not presume
they have any independent moral responsibilities when caring for patients and that
nurses are not required to make independent moral judgments in the nurse-patient
relationship, are misleading (Johnstone 1994). A similar claim is made by the present
discussion, in relation to midwifery ethics being subsumed under the umbrella of

either ‘medical’ or ‘nursing’ ethics.

As a result of atrocities during World War 11, the Nuremberg Code of 1947 and the
Human Rights Declaration of 1949 were established. Intense focus was directed at the
ethical and unethical practices associated with medical practice and research into
humans. Essential considerations were the requirement for informed consent,

confidentiality, justice, and a cost-benefits analysis regarding an acceptable upper
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limit of harm. Controversial areas were and still are, highly risky research, vulnerable
participants, and the use of deception for example, in clinical trials (Isaacs 1999).
Such focus highlighted the ethical agenda in nursing too and in 1953 the International

Council of Nurses (ICN) first adopted a code of conduct.

Despite such documents, practices in some hospitals and clinics, caused great concern
not only at national level but also among individual nurses (and midwives) who were
not able to defend patients’ rights and who wanted to know to whom to report these
matters. Events in a New Zealand hospital in the 1980s, are well documented
examples. Women were unconsenting subjects in medical experiments when cervical
cancer was randomly treated and not. Fetal cervixes were collected from stillborn
baby girls for histological studies without parental consent, and female babies were
subjected to vaginal swabbing not only without parental consent but also
unnecessarily because the nurses were not informed that the research had been
discontinued. Another disturbing practice revealed through the same inquiry, was that
of encouraging medical students to practice invasive techniques such as vaginal
examinations on anaesthetised women (Johnstone 1994 pp.12-22). There emerged a
growing need politically, practically and legally, for the professional bodies to provide
guidelines for nurse practitioners on ethical conduct, and in 1993, the Australian
Nursing Council Incorporated, the Royal College of Nursing Australia and the
Australian Nursing Federation published the ANCI Code of Ethics for Nurses in
Australia. The Code is complementary to the ICN Code for Nurses, 1973. Similarly,

in 1995 the Australian College of Midwives Incorporated (ACMI) published a Code
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of Ethics for midwives (Appendix No. I) which was adapted from the International

Confederation of Midwives (ICM) Code of Ethics, 1993.

2.3.2 Why midwives would be turning to mainstream ethical

frameworks

I believe that midwives have turned to mainstream ethics for four reasons: political
dominance by men and medicine, the route by which midwives enter their practice,
the widespread influence of logico-empirical science and medicalisation of health

care, and the influence of the workplace in reinforcing the status quo.

A brief review of history will demonstrate the political dominance by men and
medicine. Historically and politically the practice of midwifery has been subject to the
same sort of oppression as have women generally, and their voices have not been
heard. From early times male moral philosophy dominated ethics and socially
controlled moral behaviour, and in the 19™ century male dominant medicine began to
influence philosophy (Toulmin 1986), and control nursing. Australian nursing and
midwifery were eventually developed on the basis of English Florence Nightingale
traditions. “Migrating nurses replicated patterns of training and practice in Australia”
(Barclay 1989 p.123). Nightingale was dubbed ‘the lady with the lamp’ reflecting the
repressive notions of 19" century ladylike behaviour and ‘feminine mystique’
(Kingston 1975 p.81). However, prior to the arrival of those nurses, nursing in

Australia was considered as immoral as prostitution.
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In the early days of the new penal colony of Australia, nurses were domestic servants
in hospitals and infirmaries which were similar to gaols and insane asylums. Most
hospitals were charitable institutions for contagious diseases and epidemics (Kingston
1975 p.81). The majority of women giving birth were either convicts or prostitutes,
with the convicts’ pregnancies often resulting from sexual abuse during transportation
and after arrival (Summers 1981, cited in Barclay 1989 p.124). These women could
not afford midwifery or medical services and in any case they were regarded as not
respectable. So it was the ‘accidental midwife’ who served women during this convict
era. After this came the ‘Aunt Rubina’ period — an experienced married relative
arrived before the baby was born and stayed some weeks (Thornton 1972, cited in
Barclay 1989 pp.123-4). Only the destitute convict or single government employee
went to hospital because most preferred to be ill or confined at home (Thornton 1972,
cited in Barclay 1989, p.127). By the 1880s the midwife was an institution in the
colony. Bush midwives and Aunt Rubinas were considered women of high integrity,
valuable friends, rich in common sense, experience, kindness and with skilful hands:
having families of their own allowed them to share the problems, concerns and joys of

the families they serviced (Gillison 1974, cited in Barclay 1989 p.129).

Whilst the majority of women were birthing at home with their Aunt Rubinas, nursing
and medical training was being developed around therapeutic care, in hospitals.
Nurses were taught according to the Nightingale philosophy of dedication, rules,
regulations, restrictions and inhibitions — similar to that of a religious order (Kingston
1975). “The Nightingale philosophy of subservience ensured that nurses would not

compete but rather improve the service a doctor could offer” (Barclay 1989 p.136).
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History reveals similar power relationships to those which continue today. In
Australia and England most community midwives were middle-aged to elderly
married women or widows, and mothers, who relied on their work to support their
families (Summers 1997;Mcintosh 1998). This was an unsuitable image for the new
profession of nursing and the obstetric nurse. So “Under the guise of professionalism
and safety, medicine and nursing combined to marginalize the community midwife ...
[firstly] childbirthing with the medical profession was safe, while childbirthing with
community midwives was unsafe” (Annette Summers 1997 p.15). Secondly, the
campaign created an unfavourable physical image of the community midwife. She
was depicted as obese, dirty, drunk, incompetent, garrulous and stupid, and
nicknamed ‘Sairey Gamp’ after the 1843 Charles Dickens character. Sairey Gamp was
everything the Victorian wife should not be and there was dichotomy to her character.
On the one hand she was optimistic, hardworking and able to endure, a good business
woman and totally reliable for her patients. On the other hand, she was an expert in
the sordid ways of the world. “She refused to be subservient to her husband ‘alive or
dead’ and she was economically independent as a midwife who assisted women in the
face of men’s helplessness in this basic life situation. She would not be dominated,

2 9

coerced or ignored or, to put it into her words, ‘impoged upon’ > (Annette Summers
1997 p.16). Eventually the label of the fictitious ‘Gamp’ stuck. Indeed, the medical

profession still revert to the reference when tightening their control over midwifery

practice (Annette Summers 1997).

When the £5 Baby Bonus was introduced into Australia by the Commonwealth

Government in 1912 authorities asserted that it would increase the declining birthrate,
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diminish maternal and infantile mortality, and make childbearing safer for women. In
the nine years following its introduction the birth rate steadily decreased, there was no
substantial reduction in the maternal or infantile death rates, and the number of
women attended in childbirth by a doctor greatly increased — medical attendance was

greater in the State of Victoria despite the Midwives’ Act in Victoria (Kingston 1977).

Midwives were seen as a threat to medical practice because like the optometrist who
was skilful enough to prescribe glasses, midwives were often trained by extensive
practical experience and could provide, in many cases, a superior service than doctors
(Pensabene 1980, cited in Barclay 1989 p.136). “[ A]n effective manner of dealing
with the threat posed by midwives was to increase their links with nursing until
‘incorporation’ occurred” (Barclay 1989 p.136). The first hospital-trained midwives
occurred in Australia in 1862 at The Women’s Hospital in Melbourne (Thornton

1972, cited in Barclay 1989 p.132).

The second reason why midwives would be turning to mainstream ethical frameworks
is the route by which midwives enter their practice. Today in Australia, the pre-
registration nursing course is prerequisite to the post-registration midwifery course.
For example, the Queensland Nursing Act By-Law 1993 (Sections 22 and 23, p. 12),
states that the midwifery course is to be conducted by a school of nursing and for
entry to such a course “A school of nursing may admit a person to a midwifery course
only if the person is a registered nurse”. The specific State Nurses Registration body
places a ‘direct entry’ midwife on the register only after special consideration of the

individual application, and on the basis of restricted practice.
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The influence of nursing ethics on midwifery is that when we enter a practice we
adopt the ethics and traditions of that practice as part of the commitment. Midwives
are inducted into their practice via nursing, and nursing derives its ethics from

bioethics which itself is based on Western moral philosophy.

The third reason is the widespread influence of logico-empirical science and
medicalisation. The influence of medicine and moral philosophy on society has
occurred with the ‘medicalisation of life’ (Illich 1977, cited in Thompson, Melia &
Boyd 1994 p.72). With the medicalisation of life came the medicalisation of childbirth

and thus of midwifery practice.

Midwives commonly attended homebirths in what is now known as the inner Brisbane
arca as late as 1925, and in the near north coast area of South East Queensland in the

late 1920s (Births Deaths & Marriages Registers Queensland ).

During the 1970s until the mid 1980s women in Australia visited a medical officer
routinely 10-12 times during a ‘normal’ pregnancy and were hospitalised for the birth
and immediate postnatal period for usually seven days. Women who had had a
caesarean section birth were hospitalised for 10 days if there were no post-operative
complications. Antenatal care was managed primarily on the basis of medical and
scientific criteria, according to the results of various tests and examinations (urine,
blood, x-ray, liquor, blood pressure, fundal height, mathematically calculated
estimated-date-of-confinement (EDC) and state of uterine cervix). Labour was
monitored with electronic equipment and progress gauged using a standardised

template for acceptable uterine contraction, cervical dilatation and fetal head descent
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over 15 hours. It was often augmented or induced with intravenous medication.
Delivery of the baby was conducted by private obstetricians for private patients, or
supervised medical and midwifery students for public patients. The major public
hospitals were teaching hospitals. Forceps were frequently used in both modes of care.
Mostly women routinely had an episiotomy cut by the accoucheur, and almost always
mothers were lying flat in bed (left lateral during labour until placed in the supine or
dorsal position, or in ‘stirrups’) for the birth. Postnatally, the baby was given to
mother to feed, for approximately 30 minutes every 3 or 4 hours depending on the
hospital protocol for the baby’s body weight. Each mother was required to express her
surplus breast milk, shower and shine a light on her perineum whilst back in bed 3-4
times a day. Family and friends were permitted ‘visiting’ contact with mother in the
evenings, but had to view baby through the glass of the nursery window. The ‘correct’
technique for attaching the baby to the breast was to have the baby awake with the
mouth open but not crying. For detaching, one was to place a clean little finger into
the corner of the baby’s mouth, push down to break the suction, and the baby would
then come off painlessly. Mothers frequently needed physical assistance with these
techniques while they were in hospital. When baby was gaining sufficient weight
mother was told she could bring baby’s clothes to the nursery, sister would dress the
baby ready for discharge and with doctor’s final permission mother could arrange for
someone (usually the baby’s father) to come and take them home. Text books do not
seem to have this ‘local/hospital” detail. Some of these routines and approaches may
be recorded in hospital procedure books, documents that are often replaced and earlier

editions discarded. Institutions are loath to allow access to them too. Much of the
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above-mentioned detail regarding daily procedures therefore, is anecdotal and draws

on my personal experience in Queensland and southern England.

All of this was done with the best of intention. The welfare of the mother and baby
was paramount. Infantile epidemics such as diphtheria, whooping cough and bacterial
gastroenteritis had high mortality rates, so to segregate newborns from everyone
except doctors and gowned nursing staff (midwives were not identified as such
outside the labour wards) who were trained in the art of hand washing was for the
good of everyone. The detrimental affect on mother, baby and family from minimal
contact was considered unimportant, if considered at all, compared with the disastrous
affect of the diseases. The success of restrictive practices was reflected in popular
obstetric texts. Beischer and Mackay (1986 p.119) cite that according to “a recent
regional survey” only 7.1% of post-neonatal deaths were caused by infections.
However, cause-related infant mortality rates are more difficult than total deaths, to
compare across years because of changes in classification systems. "Causes of death
shown for the years 1972 to 1978 are classified according to the Eighth Revision of
the International Classification of Diseases, 1965 (Perinatal Deaths 1982 NSW).
Infectious and parasitic diseases were responsible for 10/1,000 male and 4/1,000
female infant deaths in New South Wales in 1972, and 14/1,000 male and 8/1,000
female infant deaths in 1978. Yet in 1982, using a different classification system, only
3/1,000 male and 0/1,000 female infant deaths occurred from infectious and parasitic

diseases.
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The absolute belief in and dominance of 'the' scientific truth determined the status quo
for childbirthing practices in Australia and the rest of the Western world. It silenced
the voices of the women who were being practised upon. Families too were persuaded
of the benefits of medical science especially as it meant having a safe childbirth and
'getting' a healthy baby. Medical research supposedly showed that pushing on an
intact perineum attributed to urinary incontinence and/or uterine prolapse for the
woman in later life, and it was widely believed that suturing the neat straight edges of
a surgical incision resulted in better healing than a torn perineum. Beischer and
Mackay (1986 p.690) give the advantages of an episiotomy as “The risks of trauma to
the fetal head and fetal hypoxia are reduced by hastening the birth of the baby,
overdistension of maternal tissues is avoided thus minimising the risks of genital
prolapse, and perineal and vaginal lacerations are prevented; these are often more
painful than an episiotomy, and are more difficult to suture”. Subsequent research

however, negates these views:

Six studies were included. In the routine episiotomy group, 73.4% of women had episiotomies,
while the rate in the restrictive episiotomy group was 26.6%. Compared with routine use,
restrictive episiotomy involved less posterior perineal trauma, less suturing, and fewer healing
complications. There was no difference in severe vaginal or perineal trauma, dyspareunia,
urinary incontinence or severe pain measures ... Reviewers' conclusions: Restrictive
episiotomy policies appear to have a number of benefits compared to routine episiotomy
policies (Carroli, Belizan & Stamp 1999 p.).

The increasing influence of medical science and technology is seen also in restricting
the woman’s movements and oral intake. The advice in midwifery texts of the 1960’s
was concerned with the woman’s suffering and comfort, with care being guided by the
woman’s changing responses to the process of childbirth, and with assisting the
woman to ‘deliver herself” of her baby. For example, for the woman to be in bed,

lying on one side meant that the woman was resting and conserving energy:
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When the intensity of the contractions gives rise to suffering, the woman should of course be
in bed so that she can relax and conserve her strength and in order that sedatives may be given
to relieve the pain ... If the woman is well nourished during the early part of labour she will
stand up to it better ... [but] food should not be given when the woman is in strong labour
(Myles 1964 pp.290-1).

On the other hand, twenty years later the medical texts of the 1980’s were directed
towards intervention and outcome. The woman had been replaced with ‘the patient’:
she was not allowed to eat during labour in case she vomited and suffered all the

complications associated with that.

It is now accepted that, once painful contractions are established, little food is absorbed by the
patient. If meals are given, they will either be vomited or will provide a hazard should
anaesthesia be required. In early labour, fluids, barley sugar and puree-type foods may be
tolerated, but thereafter oral intake should be restricted to sips of fluid to keep the mouth
moist. An intravenous infusion should be set up if the end of labour is not in sight by 12 hours.
Two litres of 5% dextrose and one litre of normal saline should be administered over a period
of 18-24 hours (Beischer & Mackay 1978 p.236).

More recently this approach has been challenged. “There is no guarantee that
withholding food and drink during labour will result in an empty stomach when
general anaesthesia should become necessary. No time interval between the last meal
and the onset of labour guarantees a stomach volume of less than 100 ml.” (Enkin et
al. 1995 p.202). Current policy on food and fluid intake during labour in the
Netherlands is that 75% of midwives and obstetricians leave the decision to the

women themselves:

Despite the non-restrictive policy in the Netherlands, the mortality due to the Mendelson-
syndrome is not higher than in countries where a restrictive policy is followed. During normal
labour there are no conclusive reasons for food or fluid-restriction. From a metabolic point of
view it is hypothesized that the intake of energy-rich substrates may have a positive influence
on labour progression (Scheepers, Essed & Brouns 1998 p.37).

To have mother lying on her side in the left lateral position meant that the heavy
uterus would not press on major maternal blood vessels, and maternal hypotension
would be prevented. It also meant that circulation to the placenta would not be

impeded and the optimum amount of oxygen would cross the placenta to the unborn
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fetus. This makes objective scientific sense and may remain true, but as post-
structuralism and feminism argue, there is more than ‘one’ truth. Available data now
cast doubt on the wisdom of the policy to restrict birthing women to bed. The supine
position causes a significant reduction in cardiac output, contraction intensity is
consistently reduced, contraction frequency is often reduced, and the ability of
contractions to dilate the uterine cervix is reduced (Enkin et al. 1995 p.204). Pre-
medicalisation texts, written by midwives, advised that supine and lateral positioning
of the birthing woman in bed impedes labour because of the mother’s inactivity and

the lack of gravitational force on the cervix:

There is a distinct advantage in the assumption of the upright position [for the woman to
‘deliver herself” of her baby]; the foetus sinks into the lower pole of the uterus and by pressing
on the cervical nerve endings stimulates good uterine action. It also facilitates dilatation of the
os. In the erect position the antero-posterior diameter of the pelvic brim is enlarged because a
certain degree of movement takes place at the sacro-iliac joints [Myles, 1964 #92 p.290.

Again, this 1960s woman-centred midwifery advice was superseded during the 1970s
and 80s by the scientific, medicalised approach to birth which had the ‘patient’ in bed,
depersonalised in a hospital gown, and compartmentalised in labour ward until she
and the baby were transferred to the postnatal ward area. The woman had little say in
what happened to her but she willingly relied on medical experts, who knew best, to
‘give her a healthy baby.” Given that the caesarean section birth rate has increased to
more than 20% in Australia (Australian Federal Government Senate Inquiry 1999),
this is what often happened - the woman did not experience birth, rather she was
handed her baby when she awoke from general anaesthesia and abdominal surgery. It
was not until the mid to late 1980s that ‘alternative birthing positions’ were widely
promoted in Australia, often by what had become known as Birthing Centres, and the

woman was once more the focus of the birthing process. Birthing women were
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encouraged to adopt the positions and mobility that were most effective for them.
Unfortunately, many maternity units and many attending professionals continue to

enforce the policy that the woman is lying down in labour (Enkin et al. 1995).

Artificial rupture of membranes (ARM) shortened the labour for most women and was
thought to be better for both mother and baby (Beischer & Mackay 1986) but present
day criticism is that each technological intervention tends to result in needing another
- 'the cascade of intervention' (Wagner 1994). For example, surgical induction of
labour (ARM) frequently leads to medical induction with oxytocin via insertion of
intravenous therapy and/or prostiglandins. Women complain that the artificially
induced contractions are more painful than those that occur naturally, and thus the
incidence of epidural anaesthesia tends to increase with induction of labour. Effective
epidural anaesthesia eliminates all sensation in the pelvic region, not only pain, and
this often necessitates forceps or vacuum extraction of the baby when the mother lacks
the urge to push in coordination with contractions. Etcetera. "[ A]rtificial rupture of the
membranes has been used to augment labour for decades, but whether the procedure
confers more benefit than harm is still undetermined" (Enkin, Keirse & Chalmers

1989 p.207).

Generally, obstetricians in the 1960s and late1970s considered infant feeding and
breast care to be less important than the more glamorous areas of pregnancy, birth,
technology and science. It was left to midwives to deal with babies and breastfeeding,
and even they tended to think of postnatal care as ‘unscientific’ and thus one of the

less important aspects of childbearing. Despite this ascribed lower status, the
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medicalisation of and institutional influence on breastfeeding were evident in policies
and rules. Feeding baby more often than 3™-4™ hourly or longer than 10-15 minutes
on each breast was forbidden because the excessive trauma on the nipples would crack
them and because baby should not be encouraged to ‘play’ at the breast (Beischer &
Mackay 1978). Feeding was work. Medicalisation marginalised breastfeeding. It was
positioned in the ‘private’ arena and subordinated, but it was controlled in the public
arena using the cloak of scientific ‘fact’ to render relationship invisible. ‘Test-
weighing’ the baby involved weighing a clean, dry, wrapped baby prior to breast
feeding and with no alteration to clothing or cleanliness, weigh the baby after the feed:
this gave a mathematical and tangible calculation of the quantity of milk the baby had
drunk (for example, see Beischer & Mackay 1986). Mothers and health care
practitioners alike became consumed with this protocol. ‘Discharges home’ were
delayed or cancelled and mothers were found sobbing because of baby’s insufficient
weight gain.

[When] normal birth moved into hospital the reality behind definitions changed. Previously all
pregnancies were seen as normal until judged otherwise, a judgement usually made initially by
the midwife. The reverse is now true, as all pregnancies are under medical management and
are 'normal' only in retrospect (Kirkham 1986 p.37).

Conducting health care and childbirth according to this strictly objective and
standardised criteria was a worldwide trend based on the belief that science
provided the absolute truth and the subjectiveness of mothers’ knowledge was not
‘legitimate’. As a result, mortality and medically diagnosed morbidity statistics
directed both medicine and politics. Statistical data showed improvements in
maternal and neonatal mortality. In 1898 the Australian infant mortality rate was 1

in 9 births (Deaths 1998 Australia). It dropped markedly between then and 1948
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when the trend began to level out. Infant mortality continued to improve until in
1998 it had declined by 96% over the hundred years. The 1979 maternal mortality
rate from complications of pregnancy, childbirth and puerperium was less than 0.5
(Causes of Death 1979 Australia). The generally accepted explanation for the
declining mortality rate was the use of modern medical practices and scientific
technologies. As technology dominated decision-making more and more,
discussions ensued around the life-saving benefits and economic efficiency of such
advances, and the duty to provide health care to all people in need. The only real
ethical debate was the greatest good for the greatest number versus equity of access

and the obligation of duty.

Childbirth practices and technologies have altered since the 1980s. The postnatal stay
in hospital has been reduced in the past decade from 1-2 weeks to usually 1-2 days
depending on obstetric complications and category of care whether it be private or
public patient status, with or without health care insurance. Earlier discharge from
hospital allows mother and baby to be reunited earlier with their family. Nevertheless,
childbirth today remains medicalised and renders invisible the ethical nature of

everyday practice — that is, the nature of relationships and the imbalance of power.

Because the bioethical approach provides a forum for dealing with ethical dilemmas
surrounding ‘issues’, there is a taken-for-granted assumption that the bioethics of
medicine are appropriate for all health care practices which encounter these ‘issues’,

including midwifery. Moreover, the question that these ethics may not be adequate
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and that midwifery may require its own distinctive ethic for practice, does not even

appear in the mainstream ethical discourse.

This taken-for-granted assumption is reinforced through formal and informal
education. The theoretical instruction on ethics for midwives in midwifery courses is
taken almost entirely from nursing and medical bioethics (Beauchamp & Childress

1994;Johnstone 1994;Thompson, Melia & Boyd 1994;Bandman & Bandman 1995)

. The student/practitioner is presented with the two main theories of utilitarianism and
deontology, and then left to decide which theory s/he mostly agrees with because both
are recognised as legitimate and defendable stances. When other kinds of ethics are

mentioned in texts, they are frequently given little credence.

In conjunction with these theories, practitioners are advised that ethical practice
should be guided by ethical principles that act as a set of rules-of-thumb. Scenarios
depicting extracts from clinical practice are constructed around dilemmas involving
one or more of the ethical principles (autonomy, beneficence and non-maleficence, or
justice), usually in life-threatening situations. Allocation of scarce resources,
balancing the quality of life against the duty to treat, and the greatest good for the
greatest number are common problem-solving exercises intended to develop the
student’s skill of objective decision-making. However, because of the centrality of
objectivity within Western moral philosophy, normative principles alone do not allow
for the inclusion of context, relationship and subjective feelings in ethical decision-
making. Something more is required if the student/practitioner is to consider

‘relationship’ as well as principles. A framework of principles needs to be used as a
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means of actualising relationships in an ethical way. By capturing the practitioner’s
core ethical obligations towards the patient, the profession and society, the

relationship would be utilising the expert’s power ‘for’ the benefit of others.

Finally, the fourth reason why midwives might be turning to mainstream ethics is that
the workplace reinforces the status quo. On successful completion of the course, the
graduate is endorsed to practise midwifery and with the majority of childbearing in
Australia occurring under tertiary level medical supervision, most midwives are
employed as nursing staff, in hospital settings by health care organisations. These
organisations usually have as Board members and senior staff, medical officers who
embrace the Hippocratic Oath (¢.420 BC) (Thompson, Melia & Boyd 1994 p.56) and
either deontological or teleological ethics (Veatch 1989). The workplace ethics for
most midwives in Queensland and Australia therefore, are the frameworks of
normative Western moral philosophy, abstract principlism and dilemmic problem-
solving. These frameworks focus on ‘issues’ not relationships. Because they strive for
objectivity and universalism in decision-making, they necessarily exclude casuistry's
notions of cases and precedents, and context, character and power relationships which

are the focus of feminist ethics - and everyday midwifery practice.

24 CONCLUSION

The conclusion drawn from the above discussion is that a distinctive midwifery ethic
is not explicitly available. The ethics for midwifery practice are currently based on the

ethics of other practices such as moral philosophy, medicine and nursing. It has been
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argued that if the nature of a practice is the basis of its ethics, midwifery needs a
different type of ethic to that of bioethics. The ethical nature of everyday midwifery
practice differs from other health-related practices in its goals as well as its means and
context. Midwifery is not based on dilemmas and life-threatening situations, but rather
on the human, 'natural' and creative life experience of childbirth, and thus bioethics is
not adequate. Ethical midwifery practice exists prior to the point of any dilemma and
in addition to any novel health problem. A further feature of childbearing which is
integral to the ethics of the practice has to do with the nature of its relationships. The
midwife's prime relationship ought to be with the childbirthing woman while the
mother's prime relationship is with her baby. It is through the mother-midwife
relationship that the midwife-baby relationship exists. The midwife has a working
relationship with her colleagues and the mother's significant others, but these are not
her prime relationships. The special relationship between mother and baby, and the
relationship between mother and midwife form the distinctive nature of midwifery

practice.

In response to the question, ‘What are the mainstream ethical frameworks available to
midwives?’ the conclusion is Western moral philosophy and contemporary applied
ethics, doctrines of the Christian church, and the logical-positivist approach of
principles-based, problem-solving bioethics. The superiority of intellect over feelings
and of mind over body, is the basic tenet of both deontology and utilitarianism.
Capitalism and Protestant reformation shifted the power from the Church to the state

and economic organisation. Rational, logical 'truth' replaced faith. In response to
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Second World War atrocities and intensified scientific experimentation, professional

bodies developed codes of practice and the codification of practices began.

The present discussion then examined why midwives would be turning to these
mainstream ethical frameworks. Four reasons emerged: political dominance by men
and medicine, the route by which midwives enter their practice, the widespread
influence of logico-empirical science and medicalisation of health care, and the

influence of the workplace in reinforcing the status quo.
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Chapter 3

THE FALSE TRAIL - A CRITIQUE OF BIOETHICS
AND THE PROBLEM-SOLVING APPROACH FOR
MIDWIFERY ETHICS

3.1 INTRODUCTION

This chapter discusses the inadequacy of traditional biomedical ethics for midwifery
practice. Firstly, I will review the development and criticisms of bioethics, then
present a critique of the problem-solving approach of contemporary Western applied
ethics and bioethics. The critique sets out to identify those underlying assumptions
which are particularly relevant to midwifery practice, and makes them ‘visible’ as
feminist theory encourages. This reflects my personal values, beliefs and choice of
feminist theory for this research, and links my journey of dissatisfaction with the use

of principles-based decision-making for ethics in midwifery to the current study.

As discussed in chapter two, medicalisation of health care has directed the preparation
and practice of nursing and midwifery in recent years, and bioethics has guided their

ethics. Bioethics is based on moral philosophy and gained prominence in relation to
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medical and scientific experimentation. Because medicalisation and bioethics arose
out of modernity, they consider human intellect and reason as being superior to
feelings and personal knowledge. On the other hand, midwifery is a practice

conducted within the context of feelings, experiential knowledge and relationship.

Bioethics as we have known it through logical positivism, aims to objectively identify
and resolve dilemmas or problems, and through rational decision-making take action.
Its problem-solving is based on knowing which is the 'good' and 'right' action to take
in certain circumstances according to a normative theory of values and ethical
principles: theories such as deontology and utilitarianism, and principles such as
universalism, utility, autonomy, justice and beneficence/non-maleficence. Having the
origins of bioethics in modernity and scientific experimentation has meant that the
dominant mode of 'doing' ethics in nursing and midwifery has focused on deciding
which is the ethically right and correct action to take in the presence of a novel
problem or dilemma. Educational texts and literature on ethics in midwifery usually
discuss maternal versus fetal rights to life, and the ethics of using technology in
childbirth. Nurses and midwives are advised as to their hierarchical position in the
decision-making process and their duty of care surrounding the ‘right’ action to take.

The kind of person or interaction required of ethical midwifery practice is not debated.

Dilemmic and problem-solving ethics does not inform midwives or childbearing
women about their roles and characters as moral agents. Yet ethical midwifery
practice mostly involves everyday and ‘ordinary’ human interaction and only less

frequently dilemmas and novel problems. It is this human engagement which is the
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site of ethics for mothers and midwives. A problem-solving approach that uses
normative principles and concentrates on dilemmas tends to ‘objectify’ situations to
‘issues’ and ‘rights’, excluding the nature of engagement between moral agents.
Traditional bioethics does not provide the practitioner or the childbearing woman with
strategies for engagement or inform them about the nature of the mother-midwife

relationship.

Whilst moral philosophy is helpful for understanding concepts such as justice or non-
maleficence, when normative moral theory is adopted as the paradigm of practice it
struggles to take account of the contextual features of situations. The essence of
ethical practice is not determined by identifying which features enter into an equation
- for example, cost and benefit - or by being able to adapt the principles to 'fit'
differing situations. Ethical practice occurs through human engagement, relationships,
and the flow of power within those relationships. For example, Judy a mother
interviewed for the present research said

They were really encouraging him to do whatever he could to help me, and

when I didn’t like him rubbing my back they just said ‘oh that’s fine’ and they

took over. They involved him in things, they asked him if he wanted to, or
myself, if we wanted to cut the cord.

Whereas, Kerry-Anne a midwife participant, described a very different ‘relationship’
between birth attendants and parents. The birthing woman was screaming during the
birth, the obstetrician reprimanded the woman and sent the husband out of the room.

[after the baby was born] I had said something about ‘Will I get her husband?’ So
he stitched her up, then he left the room, and then I went to get the husband.
As the husband walked up the corridor he walked over to the doctor who was
now sitting at the desk writing up the notes, put out his hand and shook hands
with the doctor and said ‘Thanks very much doctor’ and the doctor said to him
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‘She just had to behave herself and once we got her under control she was
okay’. And he said ‘Thank you very much doctor’, and came into the room.

3.2 BIOETHICS -ITS DEVELOPMENT AND CRITICS

Moral philosophers of the early 20" century largely isolated themselves from practical
or applied ethics, concentrating on discerning meanings of terms such as ‘good’ and
‘right’, and remaining at the philosophical and theoretical debate level (Callahan
1988;Singer 1993a;Winkler 1993). Logical positivism divorced theoretical analysis
from factual judgment and factual judgment from value. Moral value was seen as
being generalisable and universal. The individual, isolated moral judgment was seen
as subjective and invalid (Almond 1987). During the 1960’s, public concern arose
about medical technology affecting the beginning and end of life, there was increased
civil disobedience with controversies over the Vietnam War, and business and

corporate ethics grew (Singer 1993a;Beauchamp & Childress 1994; Almond 1995).

The perceived problems with the philosophical approach to bioethics were that it
narrowed the debate to the problem, issue and dilemma. Normative theory did not
provide justification for deciding upon a certain action. It ignored the significance of
context, a criticism which gave rise to casuistry. Virtues of character and the
significance of the role of the moral agent were excluded for the sake of generalisably
‘good’ actions, and finally, the questions of expertise and the use of power in an
increasingly specialised society were not addressed. Contemporary Western applied
ethics set out to redress these deficiencies by applying normative theories to practical

moral problems (Singer 1993a p.517).
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The purported moral decline of Western culture and the demise of religious
convictions, change and uncertainty from increased education, ethical relativism,
medicalisation and advances in medical technology, the allocation of scarce resources,
and more recently the phenomenon of AIDS have all contributed to the development

of bioethics (Lewins 1996), as an emerging discipline.

Biomedical ethics evolved through formal codes of medical and nursing ethics,
research ethics, and reports by government-sponsored commissions. “Health care
professions typically specify and enforce obligation, thereby seeking to ensure that
persons who enter into relationships with their members will find them competent and
trustworthy ... Problems of professional ethics usually arise from conflict of values”
(Beauchamp & Childress 1994 p.7). Furthermore, Beauchamp and Childress (1994)
found that medical codes focused on non-maleficence and confidentiality but few
recognised the implication of other principles and rules. They included secondary
principles such as veracity, respect for autonomy, and justice into their ‘coherence
theory of justification’. Drawing on Rawls’ reflective equilibrium to “match, prune,
and adjust considered judgments so that they coincide and are rendered coherent with
the premises of theory, [they] start with paradigm judgments of moral rightness and
wrongness [ensuring that the patient’s interest is put first in bioethics], and then
construct a more general theory consistent with those paradigm judgments”
(Beauchamp & Childress 1994 p.21). The result is that action-guides are tested for

incoherence.
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Clouser and Gert (1990) argue that because the principles as proposed by Beauchamp
and Childress (1994) lack any systematic relationship to each other they often conflict
with each other, and since they do not originate from a unified moral theory those
conflicts are unresolvable. This is born out in research which shows that although
beneficence usually takes precedence over the other moral principles in bioethical
discussions, for health care practitioners there is often a tension between beneficence
and autonomy, and between justice and beneficence (Robertson 1996b; Woodward
1998). Clouser and Gert (1990)contend that the principles are primarily checklists for
concepts that are worth considering. They do not summarise a theory. In addition,
there are often two or more competing principles involved in a given case, and real
duties that are created by special relationships and roles, are not distinguished from
what is morally required. Each principle includes quite disparate and unrelated moral
matters (a kind of relativism), and rather than being useful guidelines for action they
merely ask the agent to reflect on the relevance of the concept or principle. Custom
and practice often determine how a health care professional is morally required to act,
and an adequate moral theory should set limits on what s/he is allowed to do. For there
to be a coherent whole it is necessary to show not only that consequences and rules
are essential features of morality, but also how these features are related to each other.
“Using principles in effect as surrogates for theories seems to us to be an unwitting
effort to cling to four main types of ethical theory: beneficence incorporates Mill;
autonomy, Kant; justice, Rawls; and nonmaleficence, Gert” (Clouser & Gert 1990

p.223).
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Joan Callahan (1988) argues that in bioethics we ought to seek reflective equilibrium
between our deepest moral convictions and our moral principles so we can compare
that reflective equilibrium to the medical diagnosis. Where there is ‘inconsistency’ a
complex principle or several different principles are required. The inference here is
that establishing such a balance through comparison can solve these ethical problems,
but who is the authority who defines the ethical problem for the practice? Is it the
philosopher or the practitioner? Dare one include the client-patient as one of the

authorities?

3.2.1 Casuistry and context

In the 1960s applied ethics started paying attention to the ethics of medicine (Toulmin
1986), scrupulously analysing particular kinds of cases. Debate redirected analysis to
professions involved in human tasks and duties, and to equity, reasonableness and
relationships - the ethics of Aristotle. A basic presupposition of modern Western
medicine is that mostly, human beings in all cultures share common bodily frames and

physiological functions.

The central subject matter of medicine thus comprises those objective, universal conditions,
afflictions, and needs that can affect human beings in every culture, as contrasted with those
relative, subjective conditions, complaints, and wishes that are topics for anthropological study
in any given culture (Toulmin 1986 p.268).

Thus ‘objective’ standards of good and harm, and practical reasoning about moral
issues were reintroduced. Casuistry claimed however, that to know the situation it was
necessary to understand cases of conscience, cases that address the concrete detail of
actual moral quandaries of real people, and analyse the circumstances of both the

agent and the act. Casuistry therefore, discusses how the circumstances of particular
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cases or precedents of moral perplexity fit general norms, rules, standards, and
principles of morality. Moral discourse talks cases, and cases are the substance of

medicine (Jonsen 1995).

Problems arise not at the level of the principles themselves, but at the point of
applying them (Toulmin 1986). Duties are central. Firstly, moral obligations are not
purely universal. Our position in relation to others means that different people are
subject to different moral claims. Professional affiliations and concerns shape one’s
obligations and commitments. Radical individualism overlooks the interaction of
‘mediating structures’ and ‘intermediate institutions’ such as family and profession, in
the larger scale context of the agent’s action. Secondly, those who undertake a certain
profession are obliged to perform the special duties of their profession as part of that
undertaking. These professional roles and commitments have replaced our communal
roles and commitments (Toulmin 1986;Maclntyre 1984). The concepts of ‘friendship’
or ‘relationship’, and ‘equity’ are closely connected in that we expect markedly
different conduct depending on who is affected and what the relationship is between
the parties. Mothers and midwives in the present research also highlighted the
distinctiveness and ethical importance of a ‘professional friendship’ within the
mother-midwife relationship, compared with an ‘objective’ and what they saw as
impersonal approach of ‘system workers’. Arline, a mother, discussed the character of
the midwife who cared for her during pregnancy and birth, and the importance for her
of a professional friendship.

The fact that I had birthed our first child and she was our midwife and just

through all the antenatal care I respected her professionalism. I respected her
as a midwife and I’'m sure she respected me as a person and as a mother that
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was able to birth, so yeah I think that’s how I come to know that I respect her
judgement because I trust her and that’s because I had formed a relationship
with her which is the key, for me anyway. She’s very professional but very
casual at the same time. You know like yeah we ended up forming a friendship.
We were renovating our house at the time when we were expecting [1% child’s
name] and when we were building this house we were expecting [2™ child’s name]
so she used to come over for a cup of tea and during the time before [2™ child’s
name] was born she met this fellow and was getting married and so it was kind
of like where you catch up and have a cup of tea and a chat and she’d tell me
all the 'goss' about this fellow and so yeah. So that was nice to form a
friendship together.

Pairman (2000) found similar expressions in her research and concluded that although
the professional and friend initially seemed to have different meanings they in fact
meant similar things - it was the setting that influenced the women's descriptions of

the midwife.

Gemma, a midwife, spoke despairingly of what she saw was a trend within the

hospital where she worked.
They can help by not being complicit in it all, and in fact they are complicit in
it all. I mean I just have to walk this place and go down to any woman that’s
having an induction and ask her what she knows about her induction and it
would be very little. And that may be that she doesn’t want to know but mostly
it’s because as ‘system workers’ we 've failed these women ... Well people
employed within large institutions like this one, we tend to get into routines
and just do what we have to do in order to get through the day rather than

actually thinking about the needs of the individual women, and if she’s having
a procedure done what does she understand by that?

Rather than considering it fair to treat everyone equally, in the case of close friends
and relatives it is considered perfectly reasonable and equitable to show a degree of
partiality. So for Toulmin (1986) and writers of applied ethics, the ethical problems of
medical practice and research, and the interaction with law and other professions have
revived ethics. Academic theory is no longer adequate and ethics has to debate

practical, concrete and political issues.
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3.2.2 Quandary or dilemmic ethics

May (1994) refers to case-oriented ethics as quandary ethics; the search for rules and
principles as guidelines for decision-making. This dilemmic approach has dominated
professional ethics because of its intrinsic philosophical and theological prestige, and
cultural convenience. Mass media focus on headliner [or ‘neon’] quandaries and
professional education organises itself around the case study. The approach
emphasises the perplexities that the individual practitioner faces but does not critically
examine systems, institutions, and structures. Practitioners are reluctant to accept
responsibility for a colleague’s behaviour because they are not their colleague’s
keeper, and quandary is intellectually more interesting for ethicists than self-
discipline. May (1994) criticises the reluctance to discipline the bad performer given
the amount of power that professionals wield, and the relations between institutions,
ethos and virtue. Bureaucracies have made society hostage to the virtue of
professionals who work for them, and increased specialisation has meant that fewer
other people know what the expert is up to thus cannot discredit her/him. When
knowledge is power, ignorance is powerlessness. Despite the use of institutional
mechanisms to limit the abuse of specialised knowledge, it is the virtues in those who
wield the power that results in ‘being good’ not simply ‘producing good’ in a utility
way. We habitually learn what we ought to do through experts and powerful role
models. For instance, we can learn that the virtue of behaving benevolently is morally
subordinate to the principle of beneficence according to the professional expert’s
definition of ‘doing good’. Or we can learn the opposite. Rather than ask what one can

do about a problem, it is sometimes more appropriate to ask how does one behave
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toward it. This distinction is seen “between the more glamorous systems of cure and
the humbler action of care ... [when challenged with what we ought to ‘be’, self-
definition] we are not simply agents producing deeds but, in part, authors and co-
authors of our very being” (May 1994 p.78). A virtue is not an inherited temperament.
It is an acquired human quality which enables us to achieve the internal ‘goods’ of a
practice. The lack of it prevents us from achieving those goods. The ‘goods’ that are
external to a practice, such as rewards or results are secondary to the practice
(Maclntyre 1984). May (1994) does not reject principles or ideals. Rather, the
imperative is to approximate the ideal and respect the difficulties of its realisation in
an imperfect world. In that way, virtues reflect commitments to principles and ideals

but also to narratives which are the exemplary lives of others.

Writers such as Bandman and Bandman (1995) also think that rights and virtues fit
together. Given that their structure and functions have been carefully thought through

they are not necessarily oppositional.

3.2.3 Contextualism

Winkler (1993) challenges the adequacy of the whole ‘applied ethics’ model of moral
reasoning, that of a ‘paradigm theory’ of bioethics consisting of three main principles
— autonomy, beneficence, and justice. Applied ethics treats biomedical ethics as if it is
not a special kind of ethics, as if it is governed by the same general normative
principles and rules as are effective in other spheres of human life. Trying to bridge

the gap between the abstractions of normative theory and the complexities of actual
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situations merely leaves the ethicist to ‘broker’ moral options as defined by this or that

theory.

Conversely, bioethics is seen as a theoretical and intellectual discipline whereas
clinical ethics is dominated by people from the medical scientific community,
informed by the realities of actual professional practice, whose activities are centred in
the clinic. Clinical ethics increases clinical detail, decreases philosophical jargon and
offers recommendations that come out of actual practice unlike those of remote
‘biomedical ethics’: the physician must decide moral issues in medical practice.
Despite the espoused differences though, in both applied ethics and clinical ethics,
moral reasoning is oversimplified into the application of principles to concrete issues
of practice. Furthermore, due to the dominance of paradigm theory the practitioner
works and thinks contextually but is surrounded by conferences, classes, and
programs that preach autonomy, beneficence, and justice. Winkler (1993 p.353) asks
to whom do these principles apply, and on what basis; “What must something be like
in order to qualify as a subject of serious moral concern in its own right?" The

standard theory is dependent on some supplementary account of moral status.

Kay is a mother who participated in the present research. The obstetrician who
supervised her pregnancy undoubtedly believed herself to be practising according to
the principles of beneficence and non-maleficence, and affording Kay her autonomy.
There were no serious moral concerns. Lives were not endangered. However, Kay
considered that her wishes were not heard or respected and she was not able to

establish realistic expectations for her birthing experience. Does this kind of
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relationship and lack of engagement qualify as a subject of serious moral concern in
its own right? Kay said
as we [doctor and mother] met throughout my pregnancy I would raise the subject
of wishing to have as natural a child birth as I could manage and the

conversation didn’t develop on that. It was quickly switched to other issues not

related necessarily even to the birth. Very little time was spent discussing the
birth.

Ann, a midwife in a traditional hospital ward told of a young couple who came to the
hospital worried, wanting something done. They felt that something was wrong with
the baby but were told there was nothing wrong and sent home.
I can remember one of the young registrars who was involved came to see me
a bit later and he was a little bit upset by the fact that he couldn’t help these
people because he was told by his consultant that no they weren’t to be
delivered at this stage, that [the policy was] they would reassess them in 10-12
days and then she would come in for an induction at that time. Well that didn’t

happen. The meconium happened before that time so he felt very helpless
because he was governed by another person further up.

Ethical theory and principles may retrospectively explain or justify actions taken, but
interpretation of the contextual features of their engagement with health professionals

is integral to our moral deliberation on the situation.

Applied ethics is deductivist: it is ‘top-down’ in its conception, and mistakenly sees
bioethics as constructing and applying principles to resolve difficult cases. Winkler
(1993) says that rather than adapting the principles to the situation, in practice it
occurs the other way around. We use wide reflective equilibrium and the complex
processes of interpretation to inform our understanding of principles. Instead of a
paradigm theory Winkler (1993 p.344) proposes ‘contextualism’, a dominantly case-

driven model of actual moral reasoning:

moral problems must be resolved within concrete circumstances, in all their interpretive
complexity, by appeal to relevant historical and cultural traditions, with reference to critical
institutional and professional norms and virtues, and by utilizing the primary method of
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comparative case analysis. Applicable moral principles will derive mainly from these sources,
rather than from ethical theory on the grand scale.

Principles do not play a major part in decision making. Interpretation is more
important in moral reasoning. A universally valid ethical theory is inconsistent with
the concept of a social morality; a morality that “serves certain very general ends,
within the context of real time, pervasive uncertainty, and continually evolving
historical circumstance” (Winkler 1993 p.360). Principles are nothing more than
generalisations of decisions made within certain kinds of moral contexts. Finally,
contextualism does not totally deny the normative relevance or importance of moral
principle, but rather than being instrumental in resolving difficult cases, conformity
with the stated principle ‘explains’ the morality of the case. It justifies the moral
conclusion, and gives the reason why the particular case and all relevantly similar

cases, have the moral quality they have; that is, why they are right or wrong.

Lutzen (1997) supports the notion of contextualism and argues that a context-sensitive
approach to the understanding of ethical issues in nursing practice is also needed for
the next millennium. By that she means that the idea of universalism must be

questioned because ethics is an interpersonal activity, set in a specific context.

Similarly, Lewins (1996) criticises the existing approaches to bioethics saying that a
social and contextual model of bioethical behaviour is required. He also suggests that
bioethics needs to incorporate links with other disciplines because to date, bioethics
has focused on codifying and controlling health care practice rather than posing
important questions and generating public discussion of issues. Bioethics and its

current lack of homogeneity can only be explained by examining its social context.
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The lack of cohesion is evident because the academic approach raises questions such
as ‘when does life begin and end?’ - questions that require answers but lack certainty.
Conversely, the imperative approach occurs in actual health care settings and political
circles, and sets out to provide certainty through codification and control of

professional behaviour (Lewins 1996).

In summary, the emerging tensions within the practice of applied ethics are two-fold:
the significance of the embedded nature of relationships, and the implications for
methodology. The embedded nature of relationships highlights the need to recognise
context, the significance of practice, institutional structure, and role relations, and the
link between the virtues and role of the moral agent. The implications for
methodology are the significance of philosophy beyond the moral, the significance of
both empirical and historical social inquiry, and the problem that the traditional
applied ethics model does not address evil (it concentrates on ‘good’) whereas
significantly, social critique does. Traditional models are also inadequate, in not
proposing a transformative response. The altered way of seeing and being is not
available or explained. Lastly, contemporary Western applied ethics does not
recognise justification of the ethical response in practice as distinct from justification

in theory.

The relational ethic of care associated with feminist writers such as Carol Gilligan
(1982) and Nel Noddings (1984) emphasises context, detail and responsibility to
particular others rather than abstract principle and justice. Similarly, ‘virtue ethics’

seeks the good in particular situations and the development of virtues such as personal
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character. Feminist approaches to ethics also analyse the power structures in society
which they claim are incompatible with individual freedom of action, itself a

necessary condition of morality (Tong 1993).

Therefore, the following thesis is drawn from the present discussion. Normative
principles-based problem-solving deliberately ignores context and temporality for the
sake of being ‘objective’. Context and temporality influence relationship. Character
and values, which are dependent upon a relationship, are the focal points of feminist
and virtue ethics. What ethically matters to mothers and midwives involves character
and values, context and relationships. Therefore, feminist-virtue ethics would be a
more appropriate theoretical basis than normative bioethics and principlism, for

teaching and practicing ethics in midwifery.

3.3 A CRITIQUE OF THE NORMATIVE, DILEMMIC/
PROBLEM-SOLVING APPROACH OF BIOETHICS
FOR MIDWIFERY

Echoing the discussion above, contemporary writers also criticise the traditional
biomedical approach to nursing ethics for its “abstraction, focus on universality, and
paucity of terms for describing moral character and the morality of relationships”
(Robertson 1996b p.292). It lacks context and utilises a top-down perspective. The
present study argues that normative theory and dilemmic, problem-solving are seen as

particularly inadequate for ethics in midwifery practice.
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In addition to earlier criticisms of normative theory and dilemmic problem-solving, a
further criticism of bioethics and ethical theory derived from Western moral
philosophys, is that because of their modernity origins they exclude other
epistemologies as not legitimate; for example, women’s ways of knowing and seeing,
and the non-expert’s experience. The following critique identifies those problems and

assumptions that are particularly relevant to feminist ethics and to midwifery.

A principles-based approach to ethical decision-making judges the rightness and
wrongness of acts independently of the particularity of the situation and the moral
agency of the people involved. In doing this, the situation is disembedded (stripped of
context), and the subject is disembodied (depersonalised). Decision-making is based
on abstract, universal principles which do not take account of motivation, changes
over time, events and influences in the past or cultural differences; they subordinate
the means for the ends, and are atemporal and acultural. Experts define ethical
meaning and make the decisions. Moral character such as virtue, and the morality of

relationships are not addressed.

3.3.1 When the situation is disembedded it is stripped of

context.

Narratives gathered from mothers and midwives for the present research demonstrate
that midwifery uses knowledge gained from personal experience, context including
language is important in ethical deliberation, and childbirth is a social construction not
merely a physiological event. They reflect that midwifery has its own way of seeing,

and practitioners are embedded in practice traditions.
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Positivism argues that to strip away the context and subjective experience of a
situation increases the objectivity, validity and reliability of information and therefore,
of decision-making itself. However, ethical deliberations draw on social construction
for meaning. To decontextualise a situation disembeds it from features that have
helped to create its social construction. Features such as the roles and interaction of
moral agents and the importance of the relationships between those indicate the flow
of power between individuals, groups and institutions (Thompson, Melia & Boyd
1994). The epistemology of a practice is defined according to how members
conceptualise their reality and images of the world (Denzin & Lincoln 1994 p.6).
Midwifery practice incorporates information from multiple sources, including
personal experience. To consider only a part of the information available is to offer an

inadequate explanation and ethical response.

Locke proposed that a person is made up of a mind and a body separately, with the
mind being the more important. The mind is like a mirror. External reality imposes
itself directly on the passive mind of the individual, and the mind then rearranges the
‘information’ according to mechanical principles; our ways of seeing therefore, need
not be influenced by social tradition. Langford disagrees claiming that “what we see
depends, quite literally, on the way we have been taught to see” (Langford 1985 p.13).
Examples of socially constructed meanings and taught ways of seeing include
ambiguous images depicted within the same picture on the page, such as the
‘duck/rabbit’, the ‘goblet/two faces’, and the ‘young woman/old woman’
combinations. Members from cultures and societies that do not have these items and

concepts would interpret the images differently. How we interpret our reality and the
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world around us is socially and culturally related. Context is important. Similarly, a
practice such as midwifery is not merely an expression of personal vision. Features of
the practice such as being emotionally supportive of the birthing woman, valuing her
ability to birth her baby and respecting the centrality of the parent-child relationship
rather than the dominance of science, technology and institutional might, may be seen
as subjective features by advocates of logical positivism. Nevertheless, childbirth and
the roles and relationships connected with it are social constructions embedded in
social context, carried out in accordance with social practice. The practice of
midwifery is not only skills and techniques but it is also a way of seeing. The practice
provides the skills and techniques, and a certain way of seeing: the way of seeing
guides and structures the use of those skills and techniques (Langford 1985 p.18). The
individual decides what to do and how to act but the tradition provides the
opportunity, and guides and constrains the action according to its way of seeing and
doing (Langford 1985 p.21). The practitioner is embedded in the practice, and the

practice is embedded in its lived reality and social construction.

I am suggesting that whilst the objective, valid and reliable data may guide some
physiological management or practice decisions it is not adequate in guiding ethical
deliberation and practice. The contextualised situation reads differently and it is the
context which guides ethical practice. An integral part of the context is the language
used. Franco Carnevale (1998 p.509) argues that “bioethics discourse typically
disregards the context from which controversies emerge and the processes that inform
and constrain such discourse ... [and] medical futility was constructed, in part, as a

means of enhancing physician domination of a context wherein medical authority was
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threatened”. Support of constructivism as an alternative approach therefore, stems
from a belief that the public space between us is founded on and shaped by our

language.

Bioethics discourse, Carnevale ( 1998 p.511) says, “typically examines a biomedical
problem from rival moral frameworks, struggling with how to construe and pursue the
good, the discourse itself is infrequently examined”. The political, social and moral
ideology inherent in the discourse and the cultural construction of the debate or
phenomena significantly influence the orientation of the discourse and methodology
of any research. This construction and pursuit of good concurs with previously raised
criticisms of normative theory; that it theorises about the problem, issue and dilemma
without acknowledging the significance of context and role, of virtues, power and
expertise, or the question of interpretation. Research by Robertson (1996b) showed
that both doctors and nurses highly valued a utility-based conception of beneficence
but that interpretation alone was not always adequate. Often the emphasis was on

‘being’ a benevolent practitioner more than on good ‘outcomes’.

Midwives in the present research also emphasised the ‘being with’ role of
practitioners and the ‘being’ experience of birthing women rather than utility-like
‘outcomes’. Describing the environment in which a teenaged mother birthed her baby,
Bev said:

They [hospital midwives] were brilliant. They were very quiet. They were present
but not pushy. They weren't telling her ‘push, push, push’. They were just
there letting her do it the way she wanted. And attentive, present. They were
just very quiet. They hardly spoke and that was what we needed. The focus was
on the mother. All the attention was on her. We were all creating a supportive
environment for her.
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Diane, another midwife described one ethical facet of her practice in relation to
information-giving, epidural pain relief and the birthing woman’s self-determination.

You see I think women make the decision that is best for them, and if it’s not
something that I would do, who’s to say that it would still not be the right
decision for them? Because they know where they’re at now and I don’t. If a
woman is in transition and I’'m sure she’s in transition, I will tell her that and
say look, if you can just hold out for a few minutes I think that things will
change and you’ll probably birth and so I'll try and encourage her and get her
past that sticky point, but ultimately the decision is hers and I may feel a little
disappointed but I have no right to do that because [for instance] maybe I'm
looking at my professional reputation. For her, yeah, have I failed this
woman? If I'd done such and such would it be different, but what’s right to her
at the time? I don’t know what her history is. I know what she’s told me ...
she’s entitled to feel that need and to express that need and go that way and
it’s not for me to say that her position is wrong.

3.3.2 When the subject is disembodied

Disembodiment of the subject occurs with the abstract principles of autonomy and
justice, especially as they are viewed by utilitarianism. When the mind is made
superior over the body and feeling, the subject is disembodied. The principle of
autonomy requires ‘rational’ self-determination. On that basis, if one is deemed
‘irrational’ presumably autonomy is denied. Firstly, this treats ‘rational’ not only as an
absolute and static state, but also as the dichotomy of ‘irrational’. However, many
childbearing women describe moments when they ‘go into themselves’ as they are
birthing their baby, when they become subordinate to the bodily and spiritual
experience, but few would describe themselves as irrational women who should

justifiably be denied autonomy during that part of the birthing process.

Stephen Toulmin distinguishes the ethics of intimates from the ethics of strangers ... the
boundaries of ethics are about these [face-to-face] interactions... The ethics of strangers
appeals to formalised principles of justice, rights, and rules. Such rights and rules develop
adversarial relations that include malpractice suits. We thereby give up the trust we once had
in health professionals (Bandman & Bandman 1995 p.93).
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The bodily experience and feelings are consciously ignored in normative bioethics,
and the midwife is faced with rational-irrational dualism. Another example of this
during childbirth is that the ‘scientific’ proof of the presence or not of physical uterine
contractions dominates labour and birth decisions, and the ‘irrational’ anxiety of the
woman and her support person, for which there is no ‘scientific’ evidence, is
essentially excluded from the decision-making. Midwife Ann’s narrative in the present
research, illustrates how this occurred with the young couple who wanted something
‘done’ but were sent home because mother had no uterine contractions or cervical
dilation and the hospital protocol was to induce labour 10-12 days after the ‘due’
mathematically calculated date. ‘Rational’ science is revered and ‘irrational’
subjective data is treated as a separate ‘issue’, perhaps even relegated to the private
sphere along with human relationships. “Aristotle emphasises that ethics is concerned
both with power and the conditions for human flourishing ... because they enable us
to achieve our personal goals and fulfilment as human beings” (Thompson, Melia &
Boyd 1994 pp.61, 44). Conditions that either enable or constrain human flourishing

are values, power, power-relationships and power-sharing.

In his attempt to uncover the ideological debate in the ‘futility’ of cardio-pulmonary-

resuscitation discourse, Carnevale (1998 p.514) says that

... life derives its value from the projects and endeavours that a person can perform; and
when a person is elderly and institutionalized, we can universally declare that this is not
a life worth maintaining [this argument can also be adopted for the baby who is born
with abnormalities] ... this framework is congruent with the dominant modern western
ideal of life as a project of individual pursuits, centred on rational experience.

Carnevale (1998 p.515) analysed the struggles of people caring for ill children and

found that their struggles were “over differing conceptions of a ‘good enough life’, as
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well as tensions over trust, respect and power among many agents”. Futility discourse

seems to disregard this by inferring that their one view is the most good.

3.3.3 Intellectualist principles are abstracted from practice

and motivation

Jonsen & Toulmin [1988] argue that neglect of practical and applied ethics, of training in
ethical decision-making and problem-solving skills and practice in dealing with real
cases has opened the way to what they call ‘the tyranny of principles’. Pretending that all
moral issues can be settled at the level of theoretical discussion of principles has
encouraged debate to become polarised between antithetical and dogmatically held view
points, or dismissed as simply a matter of personal ‘taste in morals’ (Thompson, Melia
& Boyd 1994 p.86).

Reiterating an earlier comment, Western moral philosophy and normative principles
tend to present moral issues in an adversarial way. Principles-based ethics is presented
as though moral understanding simply requires a commitment to a code of potentially
authoritative rules. Philosophy concentrates on defining specifically moral rules, and
normative principles do not allow for different interpretations of the rules or facts

according to variations in context.

Locke’s practical principles (now called natural laws) are ideas that originate either
directly or indirectly, in experience, and because these practical principles are to be
“discovered by moral sense or reason rather than through the ordinary senses they
may be described as a priori principles ... [thus they and values are presented as
objective]” (Langford 1985 p.27). This infers a faculty of moral sense or reason, just
as there are senses of hearing and seeing. If this were so we would all agree to the
same principles of practice, but it is not possible to identify such a set of practical

principles about which people universally agree. Furthermore, when the way of seeing
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is divorced from practice, practical principles become intellectualist. The mere
perception of injustice, for example, without the desire for justice may not lead the
person to ‘do’ anything about it. The perception without a response produces a gap
between the principles of practice and the practice itself. The strictly objective
argument does not account for how one comes to have such desires and motivation.
Finally, if the practitioner behaves merely on self-interest, as individualism argues,
there is no obvious need for practical principles-based action guides (Langford 1985).

Practical principles by themselves will not effect social change because

a practice has no reality independently of its practitioners: the two are interdependent. Those
who engage in a practice are guided by the way of doing which a tradition provides and the
way of doing in turn exists only in the values and purposes of those guided by it. Thus
practical principles are abstract but only in the sense that they are abstracted from practice
[external to the practice they purport to guide] (Langford 1985 p.35).

The next point of contention is with the principle of utility or greatest happiness.
There is no way of measuring and comparing happiness as defined by different
people: for example, between fast cars and high-fibre diet and fresh air (Langford
1985). Discussion cannot be confined to how given ends are achieved (the means)
without needing to discuss the ends themselves. This leads to a further objection. The
contrast between means and ends is always relative to situations and never absolute.
For example, is hanging the ‘neutral’ means to the execution or is the intention of
hanging the ‘end’ and not simply that the person be executed? Is the medicalisation of
birth and reduction in the mortality-morbidity statistics the ‘neutral’ means to ‘good’
birth for mother and baby, or is the intention of medicalising childbirth and reducing
the mortality-morbidity the ‘end’ and not simply that the mother and baby experience

a good birth.
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Principles-based ethics claims that its universal principles (beneficence, non-
maleficence, justice and freedom of choice/autonomy) are true for all time and people
but critics say that they are atemporal, ahistorical and acultural. They do not take
account of changes over time, events and influences in the past or cultural differences
(Clouser & Gert 1990;Winkler 1993;May 1994). The present discussion argues that
far from being a ‘single event’, ‘issue’ or problem, solvable by using a mathematical
equation to produce a just and ‘good’ outcome, a moral dilemma in midwifery
practice is frequently a narrative of relationships that extend over time (Gilligan

1982).

3.3.4 Ethical ‘good’ is medically defined, decided by experts

and acts as a mechanism for social control

Three assumptions of normative bioethics are particularly relevant to midwifery and
childbirth practices. The meaning of ‘good’ is defined by the dominant medical
profession, frequently on the basis of mortality and morbidity. Decisions are based on
the single ‘objective’ truth arrived at by intellectual reason. Lay knowledge is
denounced and the dominant discourse’s assessment of good more accurately reflects
social acceptance. In other words, the person making decisions is the professional.
Power does not flow equally to and from other key stake-holders such as the woman

who is growing, birthing and mothering the baby, the baby’s father, and the midwife.

The first of these taken-for-granted assumptions embraced by biomedical ethics is that

the dominant medicalised ‘way of seeing’ is the only legitimate interpretation of the
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practice of childbirth. Within that orientation beneficence or 'doing good' is
interpreted as saving lives and non-maleficence is interpreted as not actively or
intentionally doing (physical) harm, that is, threatening life. Non-maleficence is
probably seen as the more important of the two. Codes of Practice and legislation
support this interpretation as the one truth, and this truth is given to midwives as their
mandate. The ‘goods’ and ‘harms’ as interpreted by the ‘other’ - the childbearing
woman and midwife - are given lesser value than the interpretations of the dominant
cultures of medicine and moral philosophy. The questions of ‘good’ for whom, and in

which way, are not open for debate.

The second and related taken-for-granted assumption is the supremacy of deductive
logic, intellectual reason, and medical science in the hierarchical ways of knowing.
Science and technology are superior because they are based on deductive logic and
reason. Knowledge derived from experience, intuition and the shared ethical
understanding of a community (Durgahee 1997) is perceived as inferior. Yet Caroline,
a mother in the present research, illustrates the importance of personal knowledge.
Well I suppose by the time I had fallen pregnant with three of them I wanted
things to be, 1'd really changed my outlook on life. I'd changed my diet, I'd
realised what a healthy, balanced diet can do for a person, and I was
determined that [ wanted it all natural. I don’t like drugs in any way, shape or
form and the fact that I actually wasn’t offered any drugs in any of those
labours is probably — I suppose it’s not really an ethical issue, but to me it is

important that I wasn’t pushed to have an epidural or Pethedine or anything
like that.

The pre-modern subject was situated, contextualised, enmeshed, driven by passions
that needed to be tamed, and ethically responsible for, and to all the people with

whom s/he had relationships (MacIntyre 1966). This had to change with the
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development of Capitalism and the State. Being rational was important in order for the
subject to know and act in one’s own best interests - emotions were subsumed by
reason. Medical science and technology are the domains of doctors. The doctor is
ascribed a different sort of knowledge, a ‘greater’ knowledge and expertise, and hence
authority. The midwife — and arguably the mother - is subordinate to, but also in
alliance with, the doctor when childbirth is medicalised (Kirkham 1986;Donnison
1988;Rothman 1991). The assumption that intellect and science are superior ways of
knowing denies the importance of Lay knowledge - the subjective lived experience of
health care and illness. Yet, as research by Duragahee (1997) and narratives in the
present research demonstrate, the person’s unique experience of [in this instance,

childbirth] is an essential part of ‘ethical” knowledge.

A third taken-for-granted assumption is the ethical ‘goodness’ of the dominant
discourse. This also relates to both the ‘single truth’ concept and the male-oriented
construction of the term ‘good’. According to this assumption, to act upon the
universal principles of beneficence, non-maleficence, autonomy and justice is to be
ethical and ‘good’. A major criticism of that approach is that it categorises the ethical
stance of ‘the other’. To assess only actions, and to assess them on the basis of
universal principles that are interpreted by the dominant discourse, categorises those
who disagree with, or do not act according to, the dominant discourse as ‘bad’
patients, ‘bad’ people, or at the very least ‘not ethical’. Such an orientation treats
inclusiveness merely as social acceptance. The behaviour of those who challenge the

dominant discourse is retranslated into ethical evil.
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3.3.5 Dilemma and problem focused ethics deny prior ethical

practice, character, virtues and relationships

According to mothers and midwives in the present research, virtues that should exist
in the mother-midwife relationship are trust and respect for the birthing woman’s
wishes. That is, ethical midwifery practice establishes a trusting and respectful
relationship between mother and midwife, and the midwife’s character is one of
trusted, professional friend. What it means for midwives to practice ethically,
therefore, seems to exist in the absence of and prior to or after the resolution of any

dilemma or problem.

The problem-solving or applied philosophy approach (Almond 1987) addresses the
‘ethical” only when there is a ‘dilemma’ - a choice between two equally undesirable
outcomes (Thompson, Melia & Boyd 1994 p.5). Even if one concedes to addressing
‘problems’ rather than the unresolvable notion of dilemma, the approach remains
inadequate, particularly for the human and ‘natural’ life process of childbirth.
Beginning ethical deliberation at the point of a problem assumes that there is no
ethical nature to practice prior to that stage. For this reason, the discourses of bioethics
and traditional nursing ethics are not inclusive enough. According to these
approaches, the picture of what it is to be ethical is guided by a set of principles. This
code of steps or rules aims to inform the practitioner as to the right and wrong actions

to be taken regarding the problem or dilemma, and that leaves much unsaid.

A dilemmic and problem-solving approach to ethics does not address the importance

of the moral character of stake-holders, virtues possessed by them, and the morality of
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relationships. When virtues are defined as settled habits and dispositions to do what
we ought to do, then virtues become subordinate to principles; benevolence to
beneficence, respect to autonomy, fairness to justice. However, virtues are not
correlates of principles and rules. Virtues are charity and good faith, caution, humility,
discipline, and bravery, characteristics that supply human strength (May 1994).
Courage, lucidity, prudence, discretion and temperance do not neatly correlate with
principles of action. Moral life does not conveniently organise itself into deeds that
can be performed, issues that can be decided, or problems that can be solved.
Character comes from living. It is an ever evolving and habituated sensitivity. One
knows the right thing to do and becomes the kind of person one is according to moral

virtues learned from living, from one’s lived reality and powerful role models.

When we are vulnerable we depend on relationships with others to help us (Isaacs
1998a), and the flow of power within those relationships reflects the ethical nature of
a practice. In addition, the character and orientation of moral agents and the context of
situations determine the nature of relationships in practice. The principle of autonomy
with its emphasis on ‘rationality’ and individualism, and absolute and dichotomous
meaning, suggests that vulnerability and self-governance cannot co-exist. The person
is either rational or not and therefore entitled or not to her autonomy. The principle
does not inform the practitioner how she should behave when autonomy has or has not

been ‘granted’ or when the birthing woman moves from autonomous to vulnerable.

To illustrate the inadequacy of normative principles for midwifery, it is helpful to

consider the period of time surrounding the birth of the baby and the importance of
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relationship. The childbearing woman may not be able to 'be' autonomous and
communicate independent decisions during all stages of childbirth. For example,
when she is in labour, in pain, is very anxious and worried she is vulnerable and
experiences levels of altered consciousness. Childbearing women need to
communicate their desires and wishes earlier, at a time when they are in a position to
use commonly understood language and act in a more interactive way. Midwives need
to be cognisant of the particular woman’s response to birthing and her ‘birthing
language’. Some mothers in the present research explained that the benefit of having
the same midwife from early in labour until the birth, was that the mother could talk
with the midwife about her wishes and desires, and the midwife would get to know
the mother as she ‘normally’ is, not see her as someone screaming and
‘uncooperative’ in pain. When complications occur, earlier communication may
indeed mean that is when the birthing women can think and act more independently.
Ethical practice for us as midwives, sometimes means that when the woman’s
'independence’ is compromised we need to speak and act on her behalf - according to
her known and expressed wishes not a presumed ‘good’ as defined by the dominant
discourse or a normative principle. Furthermore, self-determination ought to be
negotiated and renegotiated from time to time rather than ‘set’ at one point in time.
Women and midwives enter into a moral relationship together, a relationship that is
mutually dependent at various stages and in various ways. The mother-midwife
relationship with the ‘able’ woman and ‘competent’ midwife is mutually dependent in
a way that is different from the relationship between a health care professional and a

sick person. A dilemmic, problem-solving approach to midwifery ethics fails
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midwives and mothers in their human engagement, a relationship that reflects the

ethics of intimates.

3.4 CONCLUSION

I am rejecting normative bioethics for midwifery because it strongly represents the
(male) moral philosophical approach which is too abstract from mothers’ and
midwives’ lived reality. It does not take account of context, character or relationship,
and allocates the decision-making to the powerful expert. Neither does the dilemmic
and problem-solving approach account for ethical practice in the absence of, prior to

or following resolution of such a problem.

On the other hand, feminist and virtue ethics propose an ethical approach that includes
deliberation of contextual features including the nature of language, the character of
moral agents, and the nature of relationships. This presents a valid and alternative
ethical response for midwifery practice. The feminist writer Rosemarie Tong (1994
p.125) “embrace[s] contextualism because it enables [her] to move between
principles, values, ideals, norms, rules, sensibilities, intuitions, and virtues on the one

hand, and situations on the other, in some sort of reflective equilibrium”.

Furthermore, whilst some researchers deny any gender difference in ethical decision-
making (Norberg & Uden 1995;Kuhse et al. 1997;Franke, Crown & Spake 1997),
others indicate that women concentrate on context, detail and relationship more than

abstract principle and justice when structuring ethical meaning or faced with ethical
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dilemmas (Gilligan 1982;Fry 1989;Lutzen & Nordin 1995;Robertson 1996b;Lutzen,

Everton & Nordin 1997;Poole & Isaacs 1997)

The present study therefore, explores whether or not the ethical nature of the mother-
midwife relationship reflects the nature of a distinctive ethical response for midwifery
practice. An ideological premise is what ethically matters to both mothers and
midwives about ‘being with woman’ during childbirth is best achieved through
interaction between them, in a woman-centred, contextually sensitive relationship that
distributes power equitably between 'able' persons. The individual does matter as do
our responsibilities to particular others and cultural values. Virtues such as character
of moral agents do matter and the midwife’s ethical response to the mother and her
birthing affect the emerging relationship. Objective decision-making and abstract
universalism are not adequately responsive to the ethical nature of this mother-
midwife relationship because they exclude individual experiences in preference for
rationality and generalisability. Alasdair Maclntyre (1985, p.11 cited in Johnstone
1994 p.126) considers that modern moral philosophy “ ‘is in a state of grave disorder’
[largely due to] barren armchair philosophy [and] blind reliance on ideas that have
claimed false independence from the cultural, social and historical milieus in which
they have been generated”. Feminist moral theorists may offer an alternative for an
ethic of midwifery. They consider important the values of sharing, empathy, nurture
and caring, context and situational demands (Grimshaw 1986 p.203; Walker, Urban
1992, p.165 cited in Johnstone 1994 p.117), one’s responsibility to particular others
(Gilligan 1982;Noddings 1984), and the analysis of concrete cases of conscience (Fry

1989) as does casuistry (Toulmin 1986;Toulmin 1992) .



90
Critique of Codes and influences that shape the midwifery ethics discourse

Chapter 4

MIDWIFERY'S DETOUR THROUGH NURSING
ETHICS - A CRITIQUE OF PROFESSIONAL
CODES AND INFLUENCES THAT SHAPE THE
MIDWIFERY ETHICS DISCOURSE

4.1 INTRODUCTION

In chapter two I examined the historical influence that nursing and medicalisation
have had on the educational preparation, practice and ethics of midwifery. In chapter
three I discussed the inadequacy of dilemmic and problem-solving biomedical ethics
for midwifery practice. Based on those earlier discussions, the traditional orientation
of nursing ethics is rejected as inadequate for midwifery practice on two accounts.
Firstly, it emerged largely from bioethics and secondly, the contextual responsibilities
of nursing generally do not parallel those of midwifery. Some of the more recent,
feminist nursing ethics pebbles appear similar in shape to midwifery ethics pebbles
perhaps, but different contexts require different ethical responses, and the medicalised

and hospital-based practice ethics remain ‘ill-fitting’ for midwifery. One aspect of
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difference relates to medicalisation and promotion of 'expert' versus the
implementation of 'autonomy' expected by 'able' childbearing women. Another is the
conflict that practice settings have on the type of relationship between the birthing

woman and the practitioner. Both are illustrated in extracts from the present research.

Megan, a mother, discussed what she experienced as conflicting and ‘campaign-like’
rules rather than practical advice and negotiation from hospital midwives and
breastfeeding consultants when she was trying to establish breastfeeding for the first
time:

For women in that situation, I mean it’s not like they 're dealing with people

who are too sick to make up their own minds or too sick to be unaware of
what’s going on. They re dealing with women who are basically pretty well.

Kerry-Anne, a midwife, compared the difference in nature of practising midwifery in
a birth centre with working in a traditional hospital labour ward, more in the role of an
obstetric nurse. In the birth centre, midwives and women get to know each other over
the duration of the pregnancy. Women are admitted to hospital labour wards once
labour has commenced or if there is a problem, and are in the presence of strangers for
a relatively short period of time.
1 think the trust thing is something that is developed over a period of time,
rather than right there at the time. So the ‘trust’ starts early and that’s where
if someone is going privately to a doctor and they re seeing him every time, |
think that’s when the trust builds up. Whereas I think the midwives in the
labour ward don’t have time to build the trust, but they do ‘rely’ on the

midwife to get the doctor there in time. That'’s the difference. They’re ‘relying’
on the midwife, but they re not really ‘trusting’ her.

In this chapter I do not set out to comprehensively review the nursing ethics discourse.
Rather, I aim to discuss the traditions of professional practice, the impact of

institutionalisation on health care, and the application of a Code of Practice as a recent
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addition to those traditions. Secondly, I will identify the strengths and weaknesses of
Codes as models for ethical responses. Lastly, I will discuss how the ethical discourse
in midwifery has been shaped through educational curricula, the institutional
workplace setting, and text books, journals and conference presentations. These

influences will be examined for their ethical orientation.

4.2 TRADITIONS OF A PROFESSIONAL PRACTICE,
INSTITUTIONALISATION, AND APPLICATION OF
A CODE

The traditions and codes of professional practice develop from what members
consider to be the ‘goods’ or goals of the practice. Whilst the profession influences
and alters the individual who enters it, societal practices influence and alter the goals

and practice of those professions.

Professional affiliations and concerns shape one’s obligations and commitments, and
those who enter a certain profession are obliged to take on the ethics and duties of
their profession as part of that undertaking. Traditionally, the orientation of the
practice of nursing stems from an illness model based on the Nightingale dedication to
rules and regulations (Kingston 1975), and is influenced by institutional values and
goals. A recent addition to professional traditions is the application of codes of
practice, and given the historical influence on nursing of the illness model, nursing
ethics developed from biomedical ethics. Traditionally, the orientation of the practice

of midwifery has been that childbirth is a healthy, human and ‘natural’ life experience
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occurring in a social context and directed by the values and goals of the individual
childbearing woman and her midwife (Annette Summers 1997). However, as
discussed in chapter two, in recent decades childbirth has been medicalised and
midwifery has been subsumed under the umbrella of nursing. Thus midwifery ethics

derived from nursing ethics.

The medicalisation and institutionalisation of health care in the Western world have
directed not only the skills, techniques and philosophical orientation of practitioners
but also the ethics of their practices. In more recent times with the emphasis on
individualism rather than community, our professional roles and commitments have
replaced our communal roles and commitments. The institutionalisation of health care
has impacted on the ethics of professional practice because different rules and
constraints operate in different situations and settings. For example, in primary care or
community settings the rules that define the practitioner’s duties, responsibilities and
arbiters are different from those within hospital situations. Even when the principles
and values of the practices are similar, variation in the exercise of power and
responsibility in those different settings, defines the problems, constraints, rules and
accountability for practitioners (Thompson, Melia & Boyd 1994). In the vast majority
of instances, conception and birth can occur quite independently of the values and
goals of the Health Care institution, and of sophisticated science and technology.
Since the late 1960s in the Western world, with the medicalisation of childbirth,
women have been required to birth in hospitals and the institution has dominated both
the modality and ethics of childbearing practices (Ehrenreich & English

1973;Donnison 1988).
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As discussed in chapter three, biomedical ethics evolved through formal codes of
medical and nursing ethics, research ethics, and reports by government-sponsored
commissions. Historically, the caring professions first develop a Code of Practice and
then formulate their ethics around that (Thompson, Melia & Boyd 1994). They do not
construct their code on an ethical approach derived directly from membership and
client values and beliefs. Nor do they incorporate the reality of the workplace or the
impact of the institution on the individual. They are idealistic. Nevertheless, codes of
practice demonstrate a desire on the part of the profession to self-regulate, and thus
they afford professional status to a practice. The application of codes is aimed at

preventing malpractice such as that which occurred during World War II.

4.3 A CRITIQUE OF ETHICAL CODES

Codes draw on principles-based and problem-solving ethics, and act as a set of rules
to guide practitioners in their ethical decision making. However, as discussed in
chapter three, that approach is acontextual, atemporal, does not take account of
relationship or human engagement, and does not provide a strategy for response. “One
of the problems of a monistic deductive approach is that it does not recognise that
different ethical approaches are suited to differing circumstances ... While a rights-
based approach is appropriate at the policy level it is not as useful in guiding concrete

intervention strategies” (Jordan 1996 p.53).
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4.3.1 Perceived Strengths of Codes

Codes are intended to act as a set of rules-of-thumb to guide practitioners in their
decision making. They make explicit the perceived ‘goods’ or goals of the practice

and thereby provide a forum for debate and confirmation within the profession.

For example, discussions continue on the role and purpose of a professional Code of
Practice. On the positive side, a Code may seek to prevent a decline in standards by
responding to a particular ethical debate, as happened with the Nuremberg Code of
1947, or to cases in practice that have gone wrong. Secondly, codes are seen as part of
the process of claiming professional status for the practice and this has been claimed

as both a strength and a criticism (Thompson, Melia & Boyd 1994;Pritchard 1996).

Furthermore, disagreement centres around whether ethical codes are rules of conduct
or guidelines for responsible professional behaviour (Veatch 1989). Perhaps rights-
based ethics such as those expressed by codes, are best applied at the policy level,
within the ethics of strangers. That is, codes may be more than an expression of
professional consensus. They can have legal standing like the Nuremberg Code, or be
the basis of disciplinary action by the professional regulatory body. Put to that
purpose codes play a significant role in the self-regulation of a profession. Codes have
also been divided into three categories; ‘codes of ethics’, ‘codes of conduct’, and
‘codes of practice’ (Pritchard 1996). According to those categories, a code of ethics
contains broad principles without practice-specific meaning. On the other hand, a code
of conduct specifically guides the behaviour of members of a particular profession,

and is most effective when combined with training in ethical decision making. A code
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of practice resembles a customer charter because it is the professional body’s

warrantee of certain standards of care or service to clients.

Codes convey the rules and requirements of the profession to its members and their
most useful function is to advise, encourage and support members to behave morally
over and above any legal obligations practitioners might have (Pritchard 1996). They
are usually prescriptive in that they spell out the moral standards for professional
conduct, and members are expected to carry out their duties in the best interests of
clients (Thompson, Melia & Boyd 1994;Clarke 1996). The integrity of the practitioner

1s assumed.

Codes tend to justify crisis interventions by carers in terms of their duty to care for the
vulnerable and incompetent and to protect them from harm ... to prevent malpractice and
protect carers from unfair claims or demands being made on them by those for whom they
have provided care (Thompson, Melia & Boyd 1994 p.50).

Some take the endorsement of the benefits of codes a step further, claiming that a
single code for health care is desirable. In an attempt to update medical ethics, the
Tavistock Group is developing a shared code of ethics for everybody in health care,
which they say would be more conducive to cooperative behaviour and mutual respect
(Smith, Hiatt & Berwick 1999). The group’s draft document is primarily constructed
around universal principles which all stakeholders in health care can recognise and
accept as guides to correct action. They argue that separate moral frameworks are
inferior because each discipline seeks to gain the moral high ground. I contend that
this again reduces ethics to right and wrong ‘action’, and positions different

disciplines as adversaries. It is not inclusive of difference.
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4.3.2 Perceived Weaknesses of Codes

Firstly, codes that are meant to reinforce professional and societal values often
highlight the lack of agreement about those same values. For example, pregnant
women and midwives have felt for sometime that the medical profession have
undermined woman’s ability to give birth without technology and intervention, and
this is illustrated in practice when professional judgements take precedence over the

individual’s rights and moral values(Siddiqui 1997 p.98).

The assumption is that Codes represent the collective wisdom of the group that
authored and endorsed them: that is, they express and promote generally accepted
ethical norms (Veatch 1989). However, usually a code is not constructed directly from
the grassroots values and beliefs of the profession’s membership or clients
(Thompson, Melia & Boyd 1994). Constructing codes on a 'top-down', theoretical
basis follows the intellectualist tradition and tends to distance the document from the
practice, even though the individual practitioner can ratify it within her/his own
practice, and the membership can endorse it via a formal voting system. Further,
whilst a code can give coherence to professional behaviour by disclosing the
profession’s values and duties to the public and distinguishing its boundaries of
practice, no code provides moral sensibility or practitioners who will act ethically.
“[E]thical reflection is morally superior to ethical theories ... ethical reasoning cannot
be reduced to the application of norms ... morality requires also personal experience,
habits of virtue and moral sensibility” (Sala & Manara 1999 p.461). These are

features of the ethics of intimates.
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Another criticism is that historically, nursing and therefore midwifery codes have
been based on biomedical ethics, and medical codes have focused on non-maleficence
and confidentiality to the exclusion of other principles such as veracity, respect for
autonomy, and justice (Beauchamp & Childress 1994). Although these other
principles have now been included, professional codes still place most emphasis on
beneficence and non-maleficence. As Toulmin (1986) points out in relation to the
ethics of strangers and intimates, problems arise at the level of applying principles, not
with the ‘universal’ principles themselves, and moral obligations are not universal as
our relationships with friends and relatives demonstrate. In addition, emerging in
response to malpractice, codes have tended to be more reactive than pro-active

(Pritchard 1996).

Recent criticism has been levelled at codes for their idealism and prescriptiveness.
Codes that are idealistic and prescriptive without explaining how the concepts relate
to actual practice do not adequately guide the practitioner in ethical practice. Codes
often do not state how nurses (or midwives) ought to fulfil their moral responsibilities
during day-by-day encounters (Johnstone 2000). Another criticism is that
‘prescriptive’ supposes that there is a definite response to a situation. If that is the
intention then the code standardises behaviour with rules (Clarke 1996).
Prescriptiveness in codes also leads to deceptive simplicity which gives rise to
dangerously simplistic interpretations, especially by those who are morally and
politically naive. Certain types of questions are hidden; for example, ‘how are the
interests of any client to be defined and identified’, “‘what would happen if the

midwife’s interpretation of interest clashed with the obstetrician’s interpretation’, and
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‘whose definition of interests would have priority in the care of the client’ (Clarke
1996). Basing the expected standard for professional practice on idealism means the
individual’s real life practice is compared with the ideal. That does not acknowledge
the real life constraints which make it impossible to achieve the standard, and worse,
the individual is punished for failing to meet the expectation. As discussed in chapter
three, May ( 1994) argues that principles and ideals should be respected but we should
only aim to approximate them and thereby also respect the difficulties of realising
them in an imperfect world. This criticism links the abstraction of contemporary
applied ethics and principles with the abstraction of right and wrong ‘action’ oriented
codes. Just as radical individualism overlooks the interaction of mediating structures
and intermediate institutions (Toulmin 1986), an idealistic code overlooks the

interaction and impact of structures and institutions on the individual's practice.

A final criticism of ethical codes for health carers has to do with prescribed positions
of power. The carer is always referred to as the one in control, relative to the client's
vulnerability. Codes emphasise that ethical practice demands the carer accept

responsibility for the client.

... few have stressed the importance of the commitment the carer must make to return control
to the client as soon as she is again capable of being independent. None of the existing medical
codes stresses that the doctor has a primary moral duty to assist (where possible) the
rehabilitation of the patient. [The ICN & RCN identify the nurse’s responsibility to restore
autonomy to the individual, thus] emphasise a value fundamental to nursing ethics which
appears to arise out of reflection on the distinctive nature of nursing care (Thompson, Melia &
Boyd 1994 p.75).

Whilst I agree with Thompson, Melia and Boyd (1994) that codes ought to focus more
on how the carer can return control to the client/patient as soon as possible, I believe

that codes also need to reposition control and power more equitably between carer and
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client throughout their entire relationship, on a more fluid basis. Since the focus of the
present discussion is on midwifery, this is particularly pertinent. One of the claims of
the present study is that the able childbearing woman ought to have 'retained' control,
not lost it in the first place. In what is a healthy, human and ‘natural’ process the
midwife ought to be working with the woman to 'retain' and ‘maintain’ the woman's
self-determination rather than ‘returning’ control to her. An adequate ethical response
is one that is distinct to the context of different practices and settings. Sometimes the
childbearing woman needs to be ‘looked after’, cared ‘for’ and have things done for
her by someone else, but mostly she does not. Sometimes the unwell or injured patient
does need to at least try to be self-sufficient and independent, but mostly s/he can not
'fix' the health problem without help from science, technology and/or medicine —
western or eastern ‘medicines’. The person with a health 'problem’ is less likely to be
able to 'fix' the health problem her/himself than the childbearing woman is able to
birth her baby herself. An intention of the present research is to examine taken-for-
granted assumptions in the conceptual frameworks of health care, and to critically
question our patterns of thinking: to investigate whether or not there is coherence
when they are transposed across practices. The problem-based orientation of
medicalisation does not seem to be a good ‘fit” for what is a ‘natural’ and creative life
process, childbirth. Whilst some values and principles such as respect for life and
justice, might be universal to the human condition, and others such as beneficence and
non-maleficence might be commonly shared, for instance between medicine, nursing
and midwifery (Robertson 1996b;Woodward 1998), the interpretation and application
of those such as ‘autonomy’ and informed choice reflect the different practice

contexts and the distinctiveness required for adequate ethical responses in them.
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There is a fragile element within the notion we call ‘informed choice’ ... Embracing
uncertainty sometimes brings a sense of calm ... This is not about engendering a passive
fatalism but more about enabling [childbearing] women to learn to trust that they will cope
with whatever comes their way. Working through these issues is particularly important in a
culture that privileges the notions of ‘choice’ and ‘control’ (Leap 2000 p.5).

The unwell patient’s ability to self-determine may be compromised by the illness or
disease itself, quite separately from the institutional influence. The unwell patient
arrives at the situation with reduced ‘autonomy’. Unlike the unwell 'patient,' the
‘well’/’able’ childbearing woman’s ability to self-determine is not reduced because of
her altered condition - that of pregnancy. She arrives at the childbirth situation as an
able, albeit awkward and tired, independent person. In most instances, she remains
capable of making decisions about her birthing. The brief but intense periods of time
during the actual birth when she is less able to linguistically interact with those around
her, reduce her ability to verbalise her wishes through common language. Women
agree that they are vulnerable and susceptible to suggestions during the second stage
of labour. “The women did not equate entering an altered state of consciousness with
being out of control: on the contrary, it was a powerful coping strategy that increased
their sense of being ‘in’ control” (Anderson 2000 p.96). The birthing woman does not
indicate an inability to know and carry out what she wants to do with her own body,
and often what she knows her body needs to do. It is less likely that the unwell
‘patient’ knows in the same way, what her/his body needs to do in relation to the
illness or injury, the health ‘problem’. Mostly, the birthing woman is also able to
position and ‘do with’ her own body that which she feels she can and is ‘right for her’.
It seems that it is when others require her to do otherwise, when others ‘take over’,

that the birthing woman surrenders her self-determination to institutional influence.
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She cannot deal with the huge job of birthing her baby at the same time as she is

required to debate strategies and ward off the assault of powerful experts.

Rather than 'restoring' independence to the individual mother, therefore, after the 'so-
called' high-risk event of birth, ethical midwifery practice and Codes of Ethics for
midwives need to emphasise the ‘retention’” and 'maintenance' of self-determination
for the ‘able’ childbearing woman - the sustainability of her independence throughout

the birthing process.

Pritchard ( 1996) defines the internal goods of a profession as the unchanging ends
whereas the means to those ends alter with scientific and medical advancement. She
identifies the intrinsic ‘good’ of the midwife’s role as ‘skilled mediation’ in childbirth
and argues that if mediation through client choice is the central value to midwifery,
then ‘good’ action is decided by how much a particular circumstance promotes that
value. This is surely also true for practices other than midwifery. Nevertheless, it may
be especially applicable to midwifery given that the majority of childbearing women
are healthy and able to make certain choices. So “in this sense it is argued that client
choice is an ethical option for midwifery and on that basis skilled mediation is an
intrinsic good that helps women have a fulfilling experience of childbirth” (Pritchard
1996 p.192). Strategies of skilled mediation and client choice do appear to constitute

at least a part of the concept of an adequate ethical response in midwifery practice.

Examination of the Australian College of Midwives Incorporated (ACMI) Code of
Ethics (Appendix No. I) shows that the profession does value relationship and the

code does begin to offer strategies for response. For example, section III advises
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midwives to support women in their right to participate actively in decisions, to
empower women to speak for themselves, to work with and liaise with women and the
various personnel, and to support and sustain each other. Its weaknesses, however, are
similar to those of the UKCC Code (Clarke 1996); that the midwife is expected to be
accountable, an advocate and an autonomous practitioner when the employment
conditions do not permit her to be all those things. Section IIIB of the ACMI Code of
Ethics refers to supporting and empowering women. The brief analysis offered in that
document says that the principles and concepts inherent in the section are
accountability, advocacy and autonomy. Firstly, the hospital midwife does not have a
client, a sentiment reflected in Midwife Kerry-Anne’s comparison of birth centre and
traditional hospital midwifery practice quoted earlier. The client belongs to the
consultant and the consultant has the ultimate authority regarding practice decisions.
Secondly, the code assigns midwives with a moral responsibility for clients but if the
midwife tells the woman what happened during certain situations, she risks being

charged with gross professional misconduct.

There is little evidence that the Code of Ethics for midwives in the United Kingdom is
a source of empowerment to practitioners (Clarke 1996). This is also true for Australia
in that neither codes of practice nor legislation enable midwives the right to practice
decisions or mothers the right to procedural and treatment choices within the
medically dominant power differential of an institutional workplace. Furthermore, it is
unjust for midwifery’s governing bodies (for example, the Australian College of

Midwives Incorporated or the State Nursing Councils) to impose the Code’s principles
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on midwives in an environment where the employer prohibits their freedom to act on
them.

Authentic midwifery has become invisible within obstetrics and she is permitted only to
provide midwifery care as it is defined by obstetrics, that is, carry out those routine
observations and monitoring tasks that do not require, and indeed prevent, the establishment of
professional intimacy and responsibility ... The evidence also casts doubt on the assumption
of the UKCC that midwives have the professional, clinical and moral autonomy necessary to
practise as directed by the Code of Professional Conduct (Clarke 1996 pp.216-17).

In summary, I am not rejecting the ethical validity of individual principles such as
beneficence, non-maleficence, autonomy and justice, or the caring aspect of medical
and nursing ethics. Rather, I disagree with the abstraction of principles because of
their inadequacy to address context, historical changes, culture, character and
relationship. Secondly, I disagree with applying the orientation of an institutional
context of practice to midwifery because it sits dysfunctionally with the intensely
personal experience of well-woman-centred midwifery practice. The ethics of
strangers is not helpful for a practice whose members and ‘consumers’ express the
need for an ethic of intimates. The aim, and in some instances the lived reality, of
midwifery at the micro level, according to current literature (see chapter 7), is that of
partnership not patient, friendship not unknown expert within the hospital system, and
individual persons ‘within’ relationship not the powerful professional body with elite
knowledge practising ‘on’ the respectful powerless. It is on these grounds therefore,
that this study set out to examine what women and midwives identify as their ethical
concerns and goals, based on their personal experience. If midwifery is a shared
tradition of woman and midwife then the ethic of midwifery practice ought to be one

based on a consensus of their beliefs and goals rather than the beliefs and goals of
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institutions such as science, medicine and moral philosophy. The latter are not

inclusive enough of women and other ways of seeing.

44 HOW ETHICAL DISCOURSE IN MIDWIFERY IS
SHAPED

The ethical discourse in midwifery is shaped by more than the formal Code. It is
shaped through educational programs, the workplace setting, and professional
meetings. I will examine the relevant literature for ethical orientation, looking at
whether or not the discourse is still based on the contemporary Western applied ethics

framework, and noting the inclusion or absence of women’s voices.

In chapter two, I discussed the first assumption drawn for this research; that is, that a
distinctive midwifery ethic is not explicitly available. My second assumption for the
present research is that frameworks of bioethics and traditional nursing ethics are
inappropriate guides for midwifery practice because they are not adequately
responsive to the ethical nature of the mother-midwife relationship - to the concerns of
mothers and midwives in the context of their lived reality. The people who have
shaped the ethical agenda for health care are those with elite knowledge and power.
Often they have been from outside the particular practice. Traditionally, bioethics
have been determined by practitioners from moral philosophy and medicine. Because
post-second-World-War nursing ethics and thus midwifery ethics emerged from
bioethics, some of the first formally documented approaches and codes for ethics in

midwifery were also shaped by those outside the practice and not by midwives or
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childbearing women (Thompson & Thompson 1986;Thompson & Thompson 1991,
see too chapter 2). Presenting 'the ethical' based on moral philosophical reason, masks
the crucial influence of power and renders the voices of the disempowered invisible.
When the ethical is defined by 'so-called' objective acts, relationships and in particular

power relationships, are ignored and obscured.

The present study proposes that accessing the lived experiences of mothers and
midwives is critical to repositioning the ethical response of midwifery. Until recently,
the discourse on ethics in midwifery (curriculae, texts, journals, and conference
presentations) has excluded the voices of some key stake-holders. By excluding the
voices of mothers and midwives the discourse does not speak to them, as one might
expect it would if it were reflecting midwifery practice as a partnership built on

relationship.

Studies specifically investigating the ethical nature of the mother-midwife relationship
from the point of view of these two groups, were not located in midwifery or nursing
journals. Instead, until 1996 when the initial review was conducted, the literature on
midwifery and ethics focused around three main areas: educational curriculae and
their ethical components (what and how to teach and learn ethics), the role and
function of Institutional Ethics Committees (IECs), and health care practitioners’
decision-making including the conflict that exists between the workplace, ethical

principles and personal-professional ethics.
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The following discussion will concentrate on (i) educational curriculae and their
ethical orientation, (ii) the workplace setting and institutional influence on midwifery
practice, and (iii) the ethical orientation of text books, journals and conference

presentations.

4.4.1 Educational curricula and their ethical orientation

When midwifery is seen as an extension of nursing, nursing ethics are presented as
equally applicable to midwifery. This is evident in many graduate diploma midwifery
programs conducted within nursing faculties. Such programs frequently do not devote
time to the area of ethics and those that do, do not present ethics in any midwifery-
specific way. Ignoring the distinctiveness of ethical responses in different practices
and contexts, and omitting ethics from postgraduate programs assumes not only that
nursing ethics are equally applicable to midwifery but also that the only 'legitimate’
ethics which midwifery practitioners use are those from their undergraduate nursing

orientation.

Research indicates that post-basic nursing education, experience and the practice
setting do influence the ethical response of nurses (Lutzen & Nordin 1995). Firstly,
those nurses who had undertaken a post-basic psychiatric nursing course focused on
patients’ feelings and reflected on values underpinning actions. Secondly, “nurses
who had not specialised in psychiatric care were more dependent on the knowledge
and advice of the physician” (Lutzen & Nordin 1995 p.48) and therefore, their study
concluded that (i) education increased self-confidence and independent decision-

making, (ii) experience as mental care workers appeared to increase awareness of the
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moral implications of one’s actions, and (iii) the influence of the setting was not
unexpected in that nurses who cared for patients in a hospital setting needed more
help from the medical staff (for example, medication issues) than nurses in

community clinics where they made more independent decisions.

Later Lutzen, Evertzon, and Nordin (1997) compared results of their survey of
psychiatrists with nurses’ responses from the earlier study. They relate Gilligan’s
theory to the results of their own study; that “when faced with a conflict, women are
more likely to ask the question, ‘how shall I respond?’ rather than ‘what is the right
action?’ There was a significant difference (p< 0.001) between males and females
when structuring moral meaning. Females saw that rational thought was “aimed at
making sense of seemingly contradictory moral principles and the need to justify the
actions taken by means of objective facts” (Lutzen, Everton & Nordin 1997 p.479)
Their research indicates that (i) the question of right or wrong 'action' depends on the
situation within a specific context, and (ii) whilst context does influence moral
sensitivity, ‘moral sensitivity’ itself is temporal and not constant, is developed by
experience, and increases with age regardless of the type of clinical practice. Such
findings lend support to the claims that what we see depends on what we are taught to
see, virtues are acquired, and sensibility is habituated from living life. Experience,
socialisation, and training will increase our sensitivity, especially when the
'measurement’ of that response is based on what the practice considers to be its
intrinsic 'goods'. Similarly, the context determines the action because the practice
provides the way of seeing, the skills and the techniques, and the way of seeing guides

the practitioners' use of skills and techniques. This also supports the claim that
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different contexts require different ethical responses. Just as results from research
conducted in nursing contexts cannot be applied in their entirety to midwifery
contexts, neither can nursing ethics be transposed in their entirety to midwifery
practice. The specificity of a midwifery context requires separate research, and I

contend, a specific ethical response in practice.

4.4.2 The workplace setting and institutional influence

I was concerned about her and I wanted her to be seen by a doctor. According
to her, her dates and my calculation she was 37 weeks pregnant. So we went to
the antenatal clinic and we were seen by a specialist obstetrician. We went
into this room and he sat at the desk and faced the wall, she sat at one end of
the desk and I sat at the other end of the desk. He turned away from me and
towards her. Without looking at her he picked up her notes and went through
it, found an ultrasound report and said ‘we haven’t been seeing much of you’
and without waiting for her to respond he said in a fairly shocked voice,
You're 43 weeks pregnant’. She smiled. ‘I'm 37 weeks’. He said ‘you're 43".
And she was very insistent, ‘no I'm not, I'm 37 weeks pregnant, I'm sure.’ He
said ‘I'’ve got this ultrasound, it was done at 18 weeks, ultrasounds are very
accurate, you MUST be 43 weeks pregnant. And this is very dangerous, very
dangerous to your baby. Your baby could die.’ She’s quite a tough little street
kid kind of person and she’s not easy to intimidate, and again she said, ‘I'm
not 43 weeks’ and he said ‘You have to be admitted to hospital today.’” An
extract relating to ‘autonomy’, paternalism and institutional dominance, from
Bev’s narrative, a midwife practising in a community clinic.

The setting influences the practice as does the institutionalisation of health care
through variation in the exercise of power and responsibility in the different settings

(Thompson, Melia & Boyd 1994).

The majority of midwives in Australia today, work in a hospital setting and practice
under the authority and direction of doctors. The working structure experienced by

midwives is rigid and policy-driven (Clarke 1996). From that point of view they have
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a similar work environment to nurses, and are likely to experience conflicts of values.
Those who claim that the ethics of a practice is influenced by setting attribute such
conflicts to the different intrinsic values or ‘goods’ of each practice (Pritchard 1996),
and to the different conceptions each practice has of ethical decision making

principles (Robertson 1996b).

David Robertson’s (1996b) British study confirmed that doctors and nurses on the
psychiatric ward differed in their conceptions of the principles of beneficence and
respect for patient autonomy. Nurses shared with doctors a commitment to liberal and
utilitarian conceptions of these principles, but also placed much greater weight on
relationships and character virtues when expressing the same principles. Nurses also
emphasised patient autonomy while doctors were more likely to advocate beneficence,
when the two principles conflicted. He found that ‘mainstream, principles-based
health care ethics’ when supplemented by both feminist, relationship-orientated,
ethical theory and character-orientated virtue theory, were together helpful in
describing the ethical talk and actions of the doctors and nurses whom he observed on
the ward. Robertson’s findings reflect the similarity of nursing and midwifery in that
both practices are carried out in the context of relationship. The nature of the mother-
midwife relationship however, may differ from the nature of the patient/client-nurse
relationship, and if this is so then the ‘adequate’ ethical response will be different in

the different practices.

Robertson’s (1996b) results demonstrated that the social context of the ward

influenced ethical patterns. Whilst doctors emphasise clinical problem-solving,
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assessing and maximising patients’ organic functioning, doing research, and the use of
technology and technological explanations, nurses’ priorities are daily care, fostering
patient normality and independence, and social and psychological alternatives. The
ethical case study concluded that in relation to (1) 'justice’, day-to-day resource
allocation within the ward is discussed exclusively along egalitarian lines and is
concerned with the equal worth and entitlement of patients; and (2) 'beneficence', both
doctors and nurses highly valued this utility-based concept but nurses emphasised
being a benevolent practitioner (an idea better described by virtue theory) and
fostering good relationships with patients (a concept elaborated in feminist
relationship theory) rather than merely achieving the utility of good outcomes. “Virtue
and relationship conceptions of beneficence effectively coincided [and] virtue- and
relationship-based conceptions of beneficence were far more often voiced amongst
nurses than doctors” (Robertson 1996b p.295). Both groups are also highly committed
to rights- and rationality-based views of autonomy. However, nurses are strongly
committed to patient autonomy as constituted in relationship (doctors were less so).
This is “consistent with Susan Sherwin’s (1992a) assertion that Gilligan’s relationship
ethics can often be integrated with the principles of more traditional approaches to
health care ethics” (Robertson 1996b p.296). Robertson further discusses the tension
between (1) autonomy and beneficence, (2) justice and beneficence and (3)
beneficence and respect for patient autonomy. He suggests that nurses’ preference for
respecting patients’ autonomy over beneficence when these conflicted, might be
explained by nurses’ closer relationships and greater identification with the patients.
Doctors were more likely to support beneficence at the cost of respect for autonomy.

Bev’s narrative about the obstetrician’s dispute over weeks of gestation seems to
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support this too, however in that obstetric context beneficence clearly only referred to

saving life.

Given that the internal ‘goods’ of the practices differ, “doctors and nurses are likely to
have different priorities from midwives and also from the client” (Pritchard 1996
pp-195-6). For example, autonomy, or self-determination as it is referred to in the
present discussion, is a central value for midwifery. Medicine, nursing and midwifery
may each define it differently. The meaning of autonomy for midwifery needs to be
expanded beyond self interest so that it encapsulates the midwife’s right to practice

decisions and the mother’s right to procedural and treatment choices.

Basing the ethical approach on abstract principles though, leaves much unsaid. Even
when different practices share certain values and perceive certain principles to mean
similar things, variation in the exercise of power and responsibility in those different
settings defines the constraints and conditions of practice; that is the situations, roles,
rules and arbiters (Thompson, Melia & Boyd 1994). Midwives practising
independently in primary obstetrical care in the Netherlands agreed that the setting
influenced their behaviour which in turn shaped their relational care (van der Hulst
1999). Midwives were more informal and interactive with expectant parents during a
home birth than in the hospital, and their relational care was more intense and woman-

centred.

Commonly, codes reflect the Kantian theory that the intention behind the act is more
important than the outcome. End-oriented, business-like management of institutions

conflicts with this ‘means’ orientation of professional codes and practice.
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There are risks in the new corporatist approach to the ethics of organisations, insofar as it may
lead simply to reinforcement of corporate self-interest or may be expressed in closed and
authoritarian institutions. On the other hand, there is a real potential to rediscover an holistic
approach to ethics as an enterprise of the whole organisation, based on equal opportunities
policies and fair and equitable power-sharing between people, in a working community that
sees itself as a moral community (Thompson, Melia & Boyd 1994 p.154).

Thompson, Melia and Boyd (1994) advocate not only that different settings impact on
the overall practice of professions but also that different situations within that practice
require different ethical approaches from the practitioner. Codes characterise the duty
to care, of advocacy. The relevant paradigm is crisis intervention wherein the client is
very dependent and vulnerable. The professional is in control and acts ‘parens patriae’
with beneficence and non-maleficence as the guiding ethical principles. Contractual
ethics regards mutual rights and duties and is based on the paradigm of voluntary
request for help. The client is independent, competent and ambulant, while the
professional offers service and acts in the client’s interest. The relationship is between
the person-with-the-problem and the person-with-the-power-to-help, and is inherently
unequal. Within the relationship the client entrusts her or himself into the knowledge,
skills and resources of the carer and agrees to pay the costs of the commitment. The
carer is involved in direct negotiation with the client about the nature and scope of the
help required and is guided by the principle of justice (universal fairness). Covenantal
ethics promotes an enabling and empowering role. Its paradigm is that of befriending
and mutual partnership. The client is self-directed, seeking support, companionship,
and partnership. The professional promotes the autonomy of the partner and acts
‘parens inter pares’, guided by the principle of respect for a person’s rights.
Thompson, Melia & Boyd (1994) recommend this approach during the continuity of

care for long-term or chronic illness, particularly where there is no hope of cure but
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only amelioration of symptoms, a situation that requires a different kind of
commitment on both sides. The ‘patient’ is competent and consultable, and the
contract-to-care is renegotiated as necessary. The client has a right to know, accept or
refuse the care, and the carer has a duty to clarify what is being offered. Respect for
persons means that the rights and dignity of both the client and the carer are protected.
Based on this interpretation, the covenantal approach to ethics presents a valid

alternative to the abstraction and universalism of normative theories and principles.

The final type of ethics described by Thompson, Melia & Boyd (1994) is that of
charter ethics. In this era of corporate ethics, organisational development and
‘citizen’s charters,’ the charter approach promotes being responsive to public services.
The paradigm is concerned with guaranteeing service standards, quality assurance,
and informing clients who are empowered to claim their rights by pro-active
professional help. The professional is responsible and accountable, acting as the
custodian of public rights. The principle guiding this approach is equity in mutual
rights and duties. The present discussion suggests that such an approach is compatible
with feminist ethics and provides a strategy for making the corporate ethics

compatible with those of midwifery practitioners.

In his critique of Robertson’s research, Gillon (1996) agrees that the four principles
approach is not antagonistic to either virtue ethics or the importance of good
relationships. Rather, he suggests that when it comes to differences in the way
conflicting principles are prioritised in particular cases, the views of the doctors and

nurses themselves on why they gave priority to one rather than another principle
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requires far more study than it is currently obtaining, either philosophically or
empirically. The present research addresses this recommendation in its aim to
examine how mothers and midwives give meaning to a concrete situation, why they
respond to it through a specific action, and how mothers and midwives give meaning

to ethical conflicts and subtle tensions within midwifery practice.

Norberg and Uden (1995) recommend that future research examine how different care
workers alternate between and combine different forms (moral development) and
content (moral orientation) of moral reasoning for real-life situations within various
fields of health care. Whilst the present study is not comparing male and female
responses to ethical reasoning, or the longitudinal aspect of moral development, it
does aim to investigate real-life episodes, the ethical meanings and orientations of
individual mothers and midwives, and to examine how relationships emerge according
to the midwife’s approach, moral orientation. The question of the ethical nature of the
mother-midwife relationship may or may not emerge as different from that of the
nurse-patient relationship. Similarly, in view of the unresolved debate over the
influence of setting, differences between the mother’s relationship with hospital ward
midwives and that of birth centre and independent midwifery practitioners may or
may not be identified. However, it is an assumption of the present research that the
distinctiveness of ethical midwifery practice and the impact of the setting for the
human and ‘natural’ life process of childbirth, plus the midwife’s moral orientation,
role and function during this process, will be demonstrated in mothers' and midwives'

personal narratives if they do exist.
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4.4.3 Text books, journals and conference presentations:

their ethical orientation

As discussed in chapter three, the practitioner works and thinks contextually but due
to the dominance of paradigm theory, s/he is surrounded by conferences, classes and

programs that preach autonomy, beneficence, and justice (Winkler 1993).

Conversely, the voices of women have been largely excluded from the discourse on
midwifery until quite recently. Whilst occasional projects may have addressed
midwifery topics from the childbearing woman’s point of view, it is only since the
mid 1990s that the emphasis in research has been on the importance of women's
experiences of childbearing, for them and midwifery. Recent studies have examined
women’s experiences in relation to their feelings and participation at the birth, their
satisfaction with the care surrounding childbirth and their perceptions of the attending
midwives (Berg et al. 1996;Halldorsdottir & Karlsdottir 1996;Handler et al.
1996;Machin & Scamell 1997;Fleming 1998a;Leach et al. 1998;Collington
1998;Shields et al. 1998;0gden, Shaw & Zander 1998;Ryding, Wijma & Wijma
1998;Hall & Holloway 1998;Morison et al. 1999;Fraser 1999;Salmon
1999;Hildingsson & Haggstrom 1999;Walsh 1999). Chapter eight discusses that
current literature in detail, and in relation to findings from the present research. The
present study contributes to the body of knowledge by adding to that discourse, the
ethical experiences of mothers and midwives during childbirth according to their lived

reality.
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Major text books and discussion papers available in the area of health care ethics
usually discuss the generic topic of bioethics. Where ‘medical ethics’ is specified in
the literature, it always refers to doctors and the practice of medicine. Where medical
ethics also refers to nurses it usually does so as a means of distinguishing between the
different roles of the two professions pointing out the hierarchical responsibility of the
doctor in relation to decision-making with, for instance, life-threatening situations or
sophisticated scientific technology. An exception to this is Robertson (1996b) whose
research compared the approaches doctors and nurses take in everyday patient care,
relative to ethical theories. Similarly, although some authors refer to midwifery within
nursing ethics (Johnstone 1994;Webb & Warwick 1999), and some only to the extent
of using the word ‘midwifery’ in the title (Scheilliing & Drury 1994;Rich & Parker
1995), much that has been written on nursing ethics is specific to nursing and does
not infer or refer to the characteristics of midwifery practice. Midwifery practice and
childbearing are subsumed under the problem-solving, dilemma orientation of

bioethics and moral philosophy.

There is very little written on ethics and midwifery practice, with the exception of
Thompson and Thompson, (1986;1987;1991) and Jones (1994) and Frith (1996). Even
so, such texts tend to differentiate midwifery ethics from those of nursing and medical
ethics on the basis of the ethics of science, technology and reproduction - on ethical
'issues'. The mother-midwife relationship is not identified as an integral aspect of
midwifery ethics. Often when text and reference books discuss childbirth, issues are
raised merely by way of an exemplar for the application of principlism or problem-

solving dilemmic ethics. For example, the case of a mother and unborn baby, and a
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meaningless choice between two lesser evils in a life-threatening situation serves to
illustrate the mother’s (or baby’s) right to autonomy and the midwife’s duty towards
beneficence and non-maleficence for the baby (or mother). This dualistic approach
fails us as midwives, when we seek a sensitive ethical response to the mother (or
partner if the mother’s life is threatened) who is vulnerable and reliant upon her
relationship with us for that very autonomy. It fails us for a sensitive response to the
fact that ethical deliberations have context, extend over time, and are influenced by
events of the past. How do we include factors such as what to say and do next day
when mother and midwife meet again and the mother’s conversation seeks or requires
genetic counselling, and again next year when the mother returns pregnant with her
next child? It is also inadequate in an everyday practice and practical sense. How does
the midwife promote and facilitate the other's self-determination and empowerment

during childbearing? Context and relationships do matter.

Even those books specifically devoted to midwifery, address ethical issues from the
logico-reason basis of moral philosophy. Examples are: the implications of human
reproductive technology and the changing labour markets for midwives and mothers
(Sutton 1996), maternal versus fetal rights (dualism rather than relationship), resource
allocation (comodification of health care), utilitarianism, deontology and principlism
as the basis for objective decision-making, and the use of case studies to demonstrate
that a principle such as confidentiality, accountability, autonomy or consent
legitimises action (Jones 1994). The focus of ethical decision-making in those texts is
on the rightness and wrongness of ‘acts’. Debate does not include the significance of

virtues, the character of the moral agent, the nature of human relationships or the
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context of lived reality. Neither is the ethical appropriateness of the midwife's

'inaction' discussed.

Whilst Frith (1996) focuses on acts and abstract principles to some extent too, she
does emphasise that “the main ethical issues and dilemmas that midwives face in
practice have received relatively little coverage in mainstream ethical literature.
Midwives have had to use textbooks written for other health care professionals”. The
chapter by Heather Lewison (1996) is unique in that it explores ethical issues from the
woman’s point of view and from outside the profession, as a user and representative
for maternity services. Lewison focuses on the principle of autonomy but also points
to the importance of empowering the woman, of greater openness between the
professional and the consumer, and of the midwife knowing the labouring woman and
being ideally placed to check that the woman has understood what is happening and
why. It is important that childbearing women are afforded informed choice not merely
asked to give consent. This suggests that context, character and relationship are
important. Lewison (1996) gives two everyday, examples of conflict during childbirth.
They are (i) where a woman is in labour in hospital and her preferred way of coping
with the pain of labour is to have the constant physical and emotional support of a
midwife [context-specific, case-specific, and relationship oriented] but that is not
possible for various reasons, and (ii) if a labour ward protocol such as routine artificial
rupture of membranes, is inconsistent with research findings which the woman knows
from her reading and attendance at antenatal classes [requiring a partnership response
not a paternalistic reaction]. Neither of these examples constitutes a life-threatening

ethical dilemma. Both typify the less glamorous, 'everyday' situation in which the
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childbearing woman can be rendered invisible and powerless by institutional
influence. Again, the ethically sensitive response to a woman’s concerns during
childbirth involves more than choosing the right or wrong 'acts' as proposed by
contemporary Western applied ethics and bioethics. It involves the ethics of intimates
not those of strangers. The latter approach offers choices that exclude the voice of the
woman’s lived reality, and its use of problem-solving only recognises the ethical in

the presence of a dilemma or problem.

Although contemporary midwifery literature discusses the experiential needs of
childbearing women and the importance of the midwife’s approach to those women,
the ethical orientation of the preparation for, and ongoing discourse on, midwifery
practice remains attached to traditional nursing ethics and therefore, Western (male)
moral philosophy and bioethics. Other orientations such as feminist ethics, virtue
ethics or postmodern ethics go largely unnoticed in relation to childbirth and
midwifery practice. With the exception of Kirkham (1986) who discusses the
appropriateness of feminism for midwifery and childbearing women, and Pinch
(1996) who discusses feminist ethics and bioethics in relation to nurses’ outlook on
reproductive health, the need to apply feminist ethics to childbirth and midwifery

practice is ignored by most of the literature.

To the extent that nursing and midwifery are practised in the context of relationship,
albeit that the nature of the relationship may differ in the different settings, a similar
criticism can be made of the nursing ethics discourse. There is a need to include

context, values and culture, virtues and caring in nursing ethics (Scott 1995;Lutzen
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1997;van Hooft 1999), and to utilise multiple approaches to ethics. For example,
postmodern ethics claims to accept not condemn difference, and unlike the normative
bioethics principles, to recognise that many moral issues in nursing are unsolvable
requiring the nurse to sometimes live with the moral dichotomies that exist between
responsibility to others and personal desires (White 1993). Bowman (1995 p.33)
recommends that nursing students be exposed to both traditional rules and justice-
based ethics, and a feminist care perspective because “Contextual constraints,
professional and organisational expectations or protocols, and perceived
powerlessness often determine how, and to what extent nurses respond to ethical
situations”. In relation to nursing, Holmes (1999) adds to this. Rationality needs to be
displaced with ‘non-rational’ constructs; elements of human experience such as
compassion, love, empathy, sentiment and friendship. Despite the relevance of
feminist and virtue ethics to nursing, and except for Johnstone (1994) “feminist views
go unmentioned [in nursing literature] ... most contributors assume a privileged
position for those versed in moral philosophy (a masculinist enterprise for many
centuries), and explicitly dismiss the moral knowledge and insight of the ordinary
individual ... this could be viewed as reflecting masculine notions of ‘expertise’ ”

(Holmes 1999 p.13).

Nevertheless, it is doubtful that simply redressing this absence of feminist and
postmodern ethics within the current discourse, would make nursing ethics
appropriate for the non-institutional, contextual responsibilities of midwifery practice.
I contend that because the natures of the practices and settings are different, so too is

the nature of an adequate ethical response within them. Practices are settings defined
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by power and relationships, and the practitioner's role is articulated around certain
notions of power (Thompson, Melia & Boyd 1994 p.48; Isaacs 1999). The normative,

universal theory approach appears inadequate.

For example, the nurse is entitled to do “x” and s/he has obligations to certain others
according to the nature of the practice itself. Role can only be understood in the
context of power. For the unwell or injured (incompetent) patient, power relationships
with the practitioner vary between power 'over' in a crisis intervention or emergency
situation, to power 'for' in a therapeutic-consulting contract when nursing care aims to
restore health and autonomy to the individual (Thompson, Melia & Boyd 1994).
Outside of such situations and especially in a community practice setting, the
childbearing woman's relationship with the midwife is more appropriately one of
power 'with' (of partnership) as both mother and midwife work together to ‘retain’ and
‘maintain’ the childbearing woman's self-determination, albeit that she experiences
periods of great vulnerability. Often, the less the midwife ‘does’ during childbirth, the
more we give. “Putting our faith in women gives them powerful messages, especially
during labour where the quiet ‘midwifery muttering’ — “You can do it — when a
woman is saying words to the contrary is often all it takes to get women through the
aptly named ‘transition’ phase of labour” (Leap 2000 p.8). The ethical appropriateness
of this type of 'inaction' from the midwife is, I believe, one of the distinctive features

of the mother-midwife relationship.
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4.5 CONCLUSION

The discussion in this chapter focused on the impact of institutionalisation on health
care, the strengths and weaknesses of Codes, and how midwifery's ethical discourse

has been shaped through education, workplace setting, literature and conferences.

Institutionalisation of health care altered the setting of midwifery practice and
redefined its rules and constraints. Practitioner’s duties, responsibilities and arbiters
are different in hospital situations from those in primary care and community contexts.
Even when practices share similar principles and values, power and responsibility are
exercised differently, problems are defined differently, and constraints, rules and
accountability for practitioners differ in different contexts. Ethical responses need to

be inclusive of difference.

Codes make explicit the perceived ‘goods’ or goals of the practice. They draw on
ethical principles and problem-solving, and guide practitioners' decision making.
However, that approach is not adequate for midwifery because it does not take
account of relationship, recognise that different ethical approaches are suited to

differing circumstances, or provide a strategy for response.

In educational curricula, midwifery is seen as an extension of nursing, and nursing
ethics are presented as equally applicable to midwifery. Programs that do devote time
to ethics subsume midwifery ethics under nursing ethics, and much of the related
literature only nominally includes midwifery. The distinctiveness of ethical responses

in different practices and contexts is ignored. The work environment for most
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midwives in Australia today, is a hospital setting under medical authority and
direction; an environment governed by acontextual, 'strangers' bioethics. Furthermore,
like other health care practitioners, their conferences, classes and programs espouse
the ethics of abstract principles. Yet it seems that midwives work and think

contextually, and require the ethics of intimates.

Finally, it is suggested that although nursing and midwifery may similarly practice in
a context of relationship, the nature of the mother-midwife relationship differs from
the nature of the patient/client-nurse relationship, and if this is so then the ‘adequate’

ethical response will be different in the different practices.
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SECTION C

RE-ORIENTING AN ETHIC OF MIDWIFERY:
MIDWIFERY WAYS OF SEEING [AND ‘BEING’] IN
THE PROFESSION

This section sets out to explore unchartered terrain; the ethical nature of the mother-
midwife relationship. Mothers and midwives tell their personal stories of what it is
ethically like to birth a baby and assist a woman with that experience. The research
methodology is based on feminist-constructivist values and assumptions, and feminist
ethics guides the analysis — our 'course'. The 'course' or meaning is constructed by the
mothers, midwives and researcher, and is checked against the values and

philosophical foundations of midwifery practice, explicit in literature.
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Chapter 5

OFF THE BEATEN TRACK - PHILOSOPHICAL
FOUNDATIONS AND METHOD FOR THE
RESEARCH

5.1 INTRODUCTION

As a feminist midwife I do not seek to confront the system, but to help women to beat their
own paths around and through that system (Kirkham 1986 p.48).

This chapter discusses the study’s philosophical foundations and design. Insight from
feminist constructivist theory provides theoretical perspective, narrative inquiry is the

method of gathering information, and feminist ethics guide analysis.

Firstly, in this chapter I aim to discuss the values and assumptions of feminist theory,
and show how a feminist approach to ethics and research in midwifery practice is
more appropriate than that of Western (male oriented) moral philosophical thought, as
presented in positivism and principles-based ethics. Unlike the latter, a feminist
approach claims that the personal ‘is’ political, renders visible the ways in which
power is exercised to this end, rejects the notion of ‘one truth’, and gives priority to
the ethical and value-laden dimensions of feminist research. Next I will propose that

narrative inquiry is an appropriate method for gathering information on mothers’ and
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midwives’ experiences of ethics in midwifery practice, and detail how the method
used to acquire knowledge in the current research has adhered to the values and

recommendations of feminist-constructivism and narrative inquiry.

I have turned to the epistemology and ontology of feminism and constructivism as
alternative approaches to that of male-dominated, Western philosophy for two
reasons: they are the basis of my own philosophy and they represent what I see as an
appropriate philosophy for midwifery practice — woman-centred partnership. The way
we see or interpret our social world determines the way we see our practice (whether
that practice is midwifery, philosophy or accounting) and how we practice it.
Furthermore, feminists and constructivists agree that language and discourse -
including metaphors - not only reflect social organisation but also construct our
identity and subjectivity (Wurzbach 1999). Linguistic features of mothers’ and
midwives’ narratives such as metaphors and dichotomies will be noted for such
identity and subjectivity. For example, dualisms or dichotomies frequently position
woman opposite to man; woman is a defective version of man and lacks the superior
characteristics of the male. In western thinking, reason is frequently characterised as a
distinctive male capacity whilst emotions, sense perception and the body are typically
coded as female capacities. Associating birth with ‘the primitive’ and ‘the animal’
further subordinates the achievement of childbirth to intellectual pursuits. The bodily
or ‘primary’ attributes are seen as more basic and place the female comparatively

closer to the animal world (Thiele 1989; Bordo 1992).

The binary terms which organize western thought about bodies are those which
organize the differences between the 'animal' and the 'truly human' ... [it is]
reproduction which feminists most often sacrifice in their rush to describe women's
bodies as social construction [therefore] it is surely not surprising that when a midwife
turns academic, she should theorize about reproduction and body in a way that
feminist theorists before and after her have not managed to do (Thiele 1989 pp.7, 10)
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The present project looks at whether the way the midwife identifies with childbirth
affects her practice and relationship with the childbearing woman; that is, if her
theorising about reproduction assigns the process of childbirth a privileged status of
female achievement or the lesser one of an apparently ‘unintellectual’, defective and
base activity which requires medicalising. Do midwives describe women’s bodies in
terms of social construction, endeavouring to demonstrate how ‘equal’ women are to
men, an exercise that tends to perpetuate dualism, or do they celebrate the difference

and uniqueness of female bodies and birth?

Reproduction has a cultural meaning and significance beyond the biological; there are
multiple bodies not only one. Seeing reproduction as a holistic experience rather than
merely an event includes social construction, cultural meaning and historical

variability without making 'biology' redundant.

To the extent that feminist constructivist inquiry requires public scrutiny of the
researcher’s history, values and assumptions, the following self-reflection adds to the
discussion in chapter two. It situates me and my social construction. What is now
known as structuralist feminism (Wearing 1996) first offered me a different 'gaze’
from that of the ‘biological systems and procedures’, the formal nursing and
midwifery education of the 1970s. However, this meant that my new 'way of seeing'
midwifery practice, as needing to be woman-centred, contextualised and relationship-
based, conflicted with how childbirth ‘was’ for the woman and the role of the midwife
within medicalised and disembodied childbirth. In the latter, one was a passive
dependent ‘patient’ and the other the doctor’s subordinate assistant, distanced from

the embodied childbearing woman.
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Whilst the structuralist feminist theories such as liberal feminism, Marxist feminism
and radical feminism raised my consciousness of women’s oppression, it is to post-
structuralist feminism that I now turn for their strategies of resistance (Diamond &
Quinby 1988), celebration of difference (Bacchi 1990;Wearing 1996), and
deconstruction of dichotomies such as sex/gender, mind/body, sameness/difference,
natural/cultural, good/bad (Thiele 1989;Green 1993). For it is not so much that our old
ways of seeing are discarded completely; rather the old and the new merge to form a

different way of seeing, a different orientation.

5.2 VALUES AND ASSUMPTIONS OF FEMINIST
THEORY — EPISTEMOLOGY AND ONTOLOGY

Traditional philosophical discourse in bioethics delineates roles according to gender
(Pinch 1996) and sex. Women’s roles are determined by biology and function (sexual,
procreative, and child-rearing) and men’s roles are those of political and economic
power and authority. Oppression of women, imbalance of power and positioning of
male as the normal and ideal in health care are practices rejected by feminists. These
practices are pivotal to the analysis of bioethical issues because the health care arena
is a microcosm of society. Winifred Ellenchild Pinch (1996 p.56) asks “What
assumptions about gender, biases, or possible discrimination are brought to the ethical
dilemma, its accompanying analysis, and solutions?”” This imbalance of power in a
patriarchal society, of men over women, is based on socially constructed gender
differences (Firestone 1970 & Millett 1971 cited in Wearing 1996). Through
culturally constituted gender roles, men are ascribed the power to define women’s

roles and traits, to place less value on these than on their own, and to assign domestic
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service and infant care to the underclass of women. Woman as 'a sex' is a class.

Human interest, achievement and ambition is then the province of the male.

Within such a patriarchal society, the woman’s body is a receptacle for the male’s
sperm and carriage for the developing child. Women are not supposed to enjoy sex.
Sexual pleasure is solely the male’s domain. As Anne Summers (1994) writes, women
in the colony of Australia fell into two categories — dammed whores or God’s police.
The double standards categorised women into either sex objects or asexual mothers of
children. I argue that remnants of this attitude can be seen in current obstetric practice,
when the importance of the woman’s intact perineum and surrounding nerves and
muscles, is generally ignored. Episiotomy is an agent of social control and its
increased use coincided with the medicalisation of childbirth (Tew 1990;Way 1998).
Sometimes large episiotomies may be performed (often without the woman’s consent)
and cobbled together (rather than skilfully repaired) (Salmon 1999) to heal (often with
extensive scaring and loss of integrity of feeling, and sometimes with medical
injury/illness complications). The woman’s pelvic floor and its sensation seem far less
important in western cultural thought than the cosmetic appearance and sexual allure
of her face and ‘figure’. Diane, a midwife in the present research, describes such a
circumstance. Her narrative demonstrates what she perceived as a more sinister
exertion of power over childbearing women: that which occurred when disruption and
damage to the perineum was used as punishment, to maintain the subservient and
passive role of the ‘patient’ and midwife (the status quo), and to teach the otherwise
autonomous adult woman her place in relation to the expert (male in that particular
instance) health care practitioner. To question medical authority is unacceptable.
When the ‘able’, birthing woman dares to exercise self-determination for her birthing

process she risks being perceived as ‘troublesome’, ‘ignorant’, ‘aggressive’ or
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‘arrogant’ — insulting to the doctor’s superior knowledge and intellect (Kirkham

1986).

Stanley and Wise (1993) argue that rather than ‘going beyond the personal’ which is
to talk of the institution again, feminists need to ‘go back into’ the personal. Everyday
experience is lost in the desire to generalise about things, but everyday experience
needs to be questioned because ‘the system’ exists in the personal, everyday
experiences of individuals. For example, does the concrete experience of oppression
vary for women or is it the same all the time, some of the time, when, and why? These
are relevant questions to explore in the context of this present study. Women’s
experiences of childbirth, their relationships with people surrounding childbirth and
indeed their relationship with their newborn baby seem to go unrecognised in
medicalised birth when experts take over and assume prime responsibility for the

mother’s body and baby.

Feminism exists because women are, and have been everywhere oppressed at every
level of exchange from the simplest social intercourse to the most elaborate discourse
... whether or not we can in fact escape from the structuring imposed by language is
one of the major questions facing feminist and nonfeminist thinkers today (Marks &
de Courtivron 1981 p.4).

Three characteristics that are distinctive to feminist research are (i) issues
considered important are derived from women's experiences, (ii) the research
design provides explanations of social phenomena that women want and need,

and (iii) the researcher is located in the same 'critical plane' (Harding 1987).

The most central and common belief shared by all feminists, whatever our ‘type’, is the
presupposition that women are oppressed [and] ‘the personal is the political’. This
argues that power and its use can be examined within personal life and, indeed, in some
sense that the political must be examined in this way. It also emphasises that ‘the
system’ is experienced in everyday life, and isn’t separate from it ... [thus feminism
argues] systems and social structures can best be examined and understood through an
exploration of relationships and experiences within everyday life (Stanley & Wise 1993
pp-61, 63).
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For Shiela Rowbotham (cited in Stanley & Wise 1993), theory is not some fixed and
removed, universal ‘truth’ but rather it is more like a map, providing pathways and
footholds for women’s liberation. Feminists identify (i) the body as the site of power
and subjectivity, (ii) the significance of local and intimate power ['the personal is
political'], and (iii) the capacity of discourse to produce and sustain hegemonic power.
The intellectual dominance of heterogeneity obscures the dualistic nature of power in
Western culture. Feminism recognises that we do not participate equally, with
individual diversity, in our culture. We are located within structures of dominance and
subordination, some of which are organised around gender. One of the most important
of these is the social construct of male/female duality, and by exposing the 'gendered'
nature of Western thought, feminism has "contributed to intellectually dismantling the
Enlightenment mythology of abstract, universal man and its epistemological corollary

of an abstract, universal reason" (Bordo 1992 p.159).

Feminists also criticise the hierarchical modes that dominate Western society and the
privileged position of the Western masculine elite "as it proclaims universals about
truth, freedom, and human nature" (Diamond & Quinby 1988 p.x). Martha Saunders
(1996) argues that whether 'privilege' comes from maleness, whiteness, class position,
sexuality, age, or any combination of privileged locations, it is difficult for those who
are advantaged to see how taken-for-granted patterns of discourse and behaviour
silence or oppress some members. It is the privileged who benefit from the protection
of 'individual rights'. It is difficult for those who believe in liberal democratic values
and enjoy their benefits to recognise that legitimate practices and social
structures/institutions for example, actively promote the advantages for some
members of society at the expense of others. For that reason, the present research

examines the participants’ discourses for indications of oppression or ‘silencing’ and
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looks to language to assist in the deconstruction of dichotomies and dissolving of

dualisms.

Reproduction is a bio-social process rather than a quintessential biological event
(Thiele 1989). Western [male] thought about bodies is binary in the same way that
differences between 'animal' and the 'truly human' are. According to that type of
dualism, our mind (consciousness, intellect, capacity to communicate) is the 'truly
human' part of us while our body is mundane, burdensome and a barrier to
achievement with its tiredness, toilet needs, headaches, chronic pain, sickness, and
ageing. Its pleasures, such as eating, drinking, having sex, exercising are 'functional'
and doing any of these things to excess is seen as animal-like rather than human.
Along with this mind-body split, Western thought associates women with bodies and
men with minds (Thiele 1989). Another consequence of this mind-body split is that
women are seen to be more biological because women's bodies are more involved in
reproduction. This biological-only gender division fragments the body, privileging
some relations and dismissing others. Reproduction is defined as 'natural' in the
dichotomy of nature/culture. Women are biological and 'reproductive' and thus by
virtue of the dualism, are not cultural; men are cultural. Yet women are not more

biological than men who also have to eat, sleep, defaecate and die (Thiele 1989 p.8).

According to Betsy Wearing (1996), the structuralist feminist theories such as liberal
feminism, Marxist feminism and radical feminism have presented women as
universally oppressed whereas post-structuralist feminists such as Irigaray (1986),
Lloyd (1989), Pateman (1986), Grosz (1986) and Thiele (1989) emphasise resistance
and difference, and deconstruct dichotomies. They resist male domination at the

theoretical level by arguing for 'sexual subversions' of male-stream theory. Male
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theories they say, are remote from women's actual experiences of life. Patriarchal
systems, methods and presumptions are recognised but their dominance and power is
resisted, and they are ultimately transformed ... ['feminist' autonomy is] the right to
choose and define the world for oneself (Grosz 1986, p.195 cited in Wearing 1996). A
major tenet of post-structuralist feminism is that there are differences not only

between men and women but also within and between women.

All women may currently occupy the position 'woman' ... but they do not occupy it in
the same way. Women of colour in a white ruled society face different obstacles than
do white women ... By deconstructing the term 'woman' into a set of independent
variables, this strategy can show how consolidating all women into a falsely unified
'woman' has helped mask the operations of power that actually divide women's
interests as much as unite them (Poovey 1988, p.59 cited in Wearing 1996 p.39).

Structuralist feminists argued for equality via sexual neutrality and an implied
passivity of the body, but that approach reduced politics to gender difference "as if
women's bodies and the representation and control of women's bodies were not a
crucial stake in these struggles" (Gatens 1983 p.156). Thiele (1989) places even more
emphasis on biology and women's reproduction as a complex process not just an
event: it involves menstruation, conception, pregnancy, parturition, lactation and
menopause because these differences are socially interpreted and normatively

organised in each society in the discursive frameworks we use to speak about them.

Pateman (1992 cited in Wearing 1996 p.49) believes that in a patriarchal society both
equality and difference are problematic for women. On the one hand, 'equality’ with
men can be seen as extending the rights of men and citizens to women, making
women like men. On the other hand, equality which encompasses difference is
incompatible with patriarchal citizenship because the latter excludes difference; for
example, motherhood excludes women from employment and war but requires them

to bear future citizens as a political duty. Therefore, Pateman concludes, women's
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subordination is the central issue. While 'equality' can include difference it cannot
encompass 'subordination'. Indeed, on the topic of difference, Scott rejects the binary
opposition of equality and difference, pointing out that if individuals or groups were

identical there would be no need to ask for equality.

Flax (1992 cited in Wearing 1996 p.50) also endorses the importance of difference but
she argues from the stance of social justice: "In contemporary Western culture,
differences appear to generate and are used to justify hierarchies and relationships of
domination including gender-based ones". Domination occurs because of the inability
to recognise, appreciate and nurture differences not sameness. For Flax, the concept of
justice recognises differences and unlike 'equality’, does not have a finite set of rules
instituted once and for all: it bridges the gap between self and other, between

connectedness/dependency and the integrity of each person.

One of Sara Ruddick’s (1987 p.241) claims to difference is that reason is “socially
constructed by those people living at a particular time and that the projects in which
people engage are partly defined by, and in turn demand, distinctive ways of thinking
... There is no ahistorical, asocial privileged vantage from which to assess either the
projects or the constructions of reason that arise from them”. For example, if women
and men engage in different work then they can be expected to think differently.
However, when culturally dominant and pervasive explanations of reason are
inappropriate to women’s lives and when objectivity selects for and rewards
‘manliness’, women’s thinking appears not as reason, but as a deficiency of reason.
This supports a main argument of the current research, that our ways of ‘seeing’
determine to a great extent our ways of acting: that when we enter a practice we are

taught our ways of seeing within the practice and take on the ethics of the practice as
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part of the commitment of entering that practice. Therefore, our ways of ‘seeing’
determine our ways of ‘practice’. Moral reasoning is connected to conceptions of self
and since we understand our selves through our relationships with others, moral

reasoning also connects us with others — it is relational and contextual.

The implications for methodology, of the tension between applied ethics and ethical
practices are the embedded nature of relationships and the significance of philosophy
beyond the moral; that is, of both empirical and historical social inquiry. The
conceptual theoretical frameworks implicit in research questions reflect our ways of

seeing.

Stanley and Wise (1993 pp.56, 58) claim that there is a direct and necessary
relationship between theory and experience. They use ‘practice’ and ‘experience’

interchangeably because they see them as standing for

all things that we say, do, and feel, and have said to us or done to us, in our everyday lives.
[Theory] should be a set of understandings or conceptual frameworks which are directly
related to, and derive from, particular facets of everyday relationships, experiences and
behaviours (p. 57) [whereas grand theory] presupposes that [the individual and the society, the
personal and the structural] are separate ... it is inevitable that the researcher’s own
experiences and consciousness will be involved in the research process as much as they are in
life, and [argue that] all research must be concerned with the experiences and consciousness of
the researcher as an integral part of the research process.

Language is never gender-free. The socially constructed duality of male/female is a
‘discursive formation’ (Bordo 1992) which has profound consequences for the
experiences of those who live them. As Thiele (1989) points out, the binary terms of
western thought about bodies are those which hierarchically organise the differences
between the ‘animal’ and the ‘truly human’, our minds and our bodies, and western
culture associates men with minds and women with bodies. "Women have been
subsumed by the generic masculine, trivialised and degraded through derogatory

metaphors, deprived of access to sacred languages, or silenced altogether" (Diamond
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& Quinby 1988 p.xv). From the post-structuralist feminist perspective therefore,
metaphors and discourse may demonstrate not only the differences between women
and their experiences but also women's resistance (or not) to such oppression during
childbirth. If this is so, a deconstruction of dichotomies may be a strategy for
resistance to that dominance: to celebrate difference as 'distinction' rather than create

oppositional and hierarchical dichotomies and contradictory dualisms.

5.3 FEMINIST APPROACH TO ETHICS AND
CONSTRUCTIVIST RESEARCH IN MIDWIFERY

5.3.1 A feminist approach to ethics in midwifery practice

Cause [ wasn’t just a body coming in to deliver. I already had ideas about
what I wanted — Judy, mother.

1 feel really good about the work I'm doing now, but I still have some feelings
about the way classes may need to be conducted in other areas where women's
experiences may well be different ... It’s difficult isn’t it because you want to
give women the confidence to be able to give birth but you don’t want to see
them completely traumatised when their own dream is just not realised —
Diane, midwife, referring to the potential punishment of women for
challenging the status quo of medicalised childbirth.

Instead of approaching the project or interview as a site of empirical findings that will
correlate with some pre-existing problem in the literature, I wish to consider the lived
reality of mothers and midwives and thus open myself to the ethicality of that reality.
Hearing the experiences of these women and reflecting on their meanings may give
insight into what it ethically means for mothers to engage with midwives during
childbirth and for midwives to be ‘with woman’ in the practice of midwifery. Sharing

some deep structures of that lived reality through narrative inquiry may show the



138
Philosophical foundations and method for the research

ethics surrounding childbirth practices to be gendered. Why is it that despite the
outcome being a live healthy mother and baby, some births leave either the mother,
the midwife, or both, with feelings of conflict? Midwives conceptually understand the
principles of beneficence, non-maleficence, autonomy and justice, yet either struggle
with the tension of which one to apply or are left feeling powerless to improve a
situation in which those principles have been acted upon. Mothers too, relay that
although midwives heeded all four principles they felt disempowered during their
childbearing. Why does the topic of ethics seem remote and unfamiliar to many
midwives? Perhaps the current explicit midwifery ethics are those of strangers and are
not consistent with the implicit ethics of the practice. The explicit ethics may focus on
‘public’ issues and not address the special engagement required during what is a very
intense and intimate human experience for the mother. The implicit ethics may,
therefore, look more like the ethics of intimates. Feminist ethics will be explored for
strategies that would take into account context, relationship and the flow of power

during human engagement.

Western (male) moral philosophy offers normative, ‘universal’ ethics that ‘fit’
everyone and every practice. The problem-solving approach of bioethics claims to
produce an objective ‘single truth’ which is reliable across cases. However, neither
appear adequate for midwifery and childbirth. On the other hand, feminist writers
have presented several alternative ethical approaches. They have shown that even
within Western culture and thinking there is indeed a billabong - a pool of ethics -
when those who are marginalised in hegemonic societies explore their contexts and

what the human condition means for them.
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Each ethical approach within feminism is distinct in its argument but collectively they
share a criticism of power and oppression, characteristics which they claim are central
to the ‘universal truth' ethic of Western male-moral philosophy (Pinch 1996).
Feminist approaches to ethics emphasise that the personal is political, and examine the
ways in which power is exercised to this end. Writers of feminist ethics argue that
what Western moral philosophy ignores and excludes is the personal: the context, the

concrete circumstances of life, and the voices of women.

By definition, midwifery is the practice of 'being with woman' during childbearing, a
creative, natural' life process for both the mother (including but not restricted to her
biological body) and the baby. The process is never the same experience either
between women or for the same woman with subsequent birthing. Therefore, I
suggest, midwifery practice is temporal in nature and very much concerned with
particularity, context and relationship - especially those with women. Its ethics are
concerned primarily with ordinary everyday practices and less frequently with life-
threatening or end-of-life dilemmas, as is usually the concern of normative bioethics.
Traditional Western-world ethics is based on utilitarian and deontological theories,
and principles which are supposedly universal and impartial, and that govern
everyone irrespective of race, class, and gender (Tong 1993;Pinch 1996). Yet these
theories do not address women’s values, and relationship and the particularity of
context are excluded for objectivity and dilemma resolution. It follows then, that if
gender, context and relationship are important influences in constructing ethical
meaning for feminine and feminist consciousness, and if midwifery relationships are
the kind which are in particular, ‘with woman’, midwifery may need a different ethic

from the reductionist, dilemmic and problem-solving types.
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Feminine/feminist and virtue ethics offer alternative approaches. They argue for
analysis of specific, concrete cases of conscience (Fry 1989), for seeking the good in
particular situations and the development of virtues of character (Tong 1998), for
paying attention to context, detail and relationship (Gilligan 1982;Gilligan 1993), and
for one’s responsibility to particular others (Noddings 1984). Concrete diversity,

context and temporal elements are integral to ethics and decision-making.

Rosemarie Tong (1993) asks if it ultimately makes sense to speak of ethics in
gendered terms and decides that only when we understand women's different
approaches to ethics will we know whether or not these new approaches offer better
ways to be moral than the old, traditional ones. Inherent in arguments coming out of
feminism are both the ‘feminine’ and ‘feminist’ approaches to ethics: A ‘feminine’

approach to ethics

at present refers to the search for women’s unique voice and most often, the advocacy of
an ethic of care that includes nurturance, care, compassion, and networks of
communications (Sichel 1991, p.90 cited in Tong 1993) [and] consists of observations of
how the traditional approaches to ethics fail to fit the moral experiences and intuitions of
women (Sherwin 1992a p.42).

A ‘feminist’ approach to ethics

argues against patriarchal domination, for equal rights, a just and fair distribution of
scarce resources, etcetera. (Sichel 1991, p.90 cited in Tong 1993); it applies a
specifically political perspective and offers suggestions for how ethics must be revised if
it is to get at the patterns of dominance and oppression as they affect women (Sherwin
1992a p.42).

'Feminine' approaches are generally interested in care and connectedness whereas
'feminist' approaches examine the ethical implications of allegedly masculine
concepts such as justice and autonomy (Tong 1993). This current research is
influenced by both the notion of connectedness or relationship, and self-determination
(‘autonomy'). In addition, this project incorporates the critical and the post-

structuralist strategies of resistance, celebration of difference, and the deconstruction
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of dichotomies. It examines taken-for-granted assumptions and metaphors within
ethical discourses, and the use of power, including language, to maintain the status

quo in hegemonic systems.

Firstly, I will address context and relationship. Although Aristotle's virtue ethics from
the fifth century BC is one of the traditional ethics, it differs from utilitarianism and
deontology because it focuses on the goodness or badness of people's characters, not
the rightness or wrongness of people's actions (Tong 1993). Sara Ruddick (1987)
distinguishes two kinds of morality; the morality of justice for which the primary
virtue of individuals and institutions is fairness, and the morality of love in which the
primary virtues for individuals and institutions are care and the realistic perception of
needs. Michael Stocker (1987) also draws on the work of Aristotle in relation to duty
and friendship. A practitioner uses the values of the practice. One's training, education
and moral criticism become integral to one’s desires and motivations. These things are
not mere rote copying. They are part of our learning to be ‘good’. One may still want
to be well thought of and to do well but as a midwife one now wants to be well

thought of for one’s midwifery values and standards, and to do well at midwifery.

I also refer to Aristotle with regard to self-determination. The difficult thing about
human activities is prioritising and coordinating them. Aristotle suggests that there are
two types of virtues: intellectual and moral. Practical wisdom refers to intelligence
and the ability to discern while a moral virtue such as courage or justice, activities
which one can perform almost spontaneously, results merely from habit. Through
practical wisdom, intelligence and knowing the right thing to do, we are able to
prioritise and coordinate human activities. We know the means to the desired ends

and we exercise those virtues needed to attain specific internal and general goods, the
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‘ends’ of worthy practices. Without practical reason the person exhibits not virtue but
either its excess or its defect, for example, rashness, cowardice, stingyness or
vulgarity (Tong 1993). Aristotle’s moral virtues include courage, temperance,
liberality, magnificence, pride, ambition, good temper, friendliness, truthfulness,
ready wit, shame, and justice. On the other hand, contemporary ethicists reserve the
term ‘virtue’ for moral virtues only, restricting them to ‘character traits’, such as
honesty, benevolence, non-malevolence, and fairness. Optimism, rationality, self-
control, patience, endurance, industry, cleanliness and wit are non-moral virtues and
as such are gendered psychological traits in contrast to moral virtues which are
ungendered (Tong 1993). Participants in the present research consider character of

person to be an integral feature of the mother-midwife relationship.

Tong (1998) proposes that there are four kinds of virtue ethics: (1) masculinist virtue
ethics, (2) male or masculine virtue ethics, (3) female or feminine virtue ethics, and
(4) feminist virtue ethics. The first distinguishes between the virtues attributed to men
and those attributed to women; temperance, justice and fortitude are appropriate for
men, and patience, docility, and good humour are the virtues of women. This
produces an harmonious whole. The second is derived from Friedrich Nietzsche’s
master and slave morality in which the ‘slave values’ are those that Western culture
associates with women — kindness, humility and sympathy. Maclntyre’s (1984) virtue
ethics are also classified as masculine because care, benevolence, and compassion are
noticeably missing from his list of fundamental virtues. Although Tong (1998 p.146)
agrees that practices and civilised society cannot survive or thrive unless people are
just, courageous, and honest, she criticises Maclntyre for failing to note “that unless

people ‘feel’ something positive towards each other — unless they genuinely care
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about each other — they will have little or no motivation to be co-operative with each

other”.

Nel Noddings’ (1984) relational ethic of care represents the third type, feminine virtue
ethics. It is an interpretive style of reasoning typical of the humanities and social
sciences. The one-caring consults feelings, needs, impressions and a sense of personal
ideal in their motivation to attend to the cared-for in deeds as well as in thoughts. It
“is not about serving one’s own interests. Rather, morality is about serving one’s own

and others’ interests simultaneously” (Tong 1998 p.148).

Critics of ‘care’ ethics say it is a gendered concept because as long as caring continues
to be associated with women it is implicated in the division of labour, in both the
home and public arena (Poole & Isaacs 1997). Other criticisms are (1) the current
conceptualisation of caring is too vague to support any substantial theory of nursing or
the foundation for an ethic of care (see too Allmark 1995;Allmark 1996), (2) caring
leads to exploitation of the caregiver, (3) an ethic of care does not solve ethical
conflicts, (4) caring as the sole basis for a moral decision leads to relativism, (5) a
relational ethic of caring is not just; it is based on partiality or favouritism, (6) the
intensity of caring described by nurse and feminist theorists may not be desired by the
patient nor practical for the nurse, (7) caring may focus too much on the nurse and not
enough on the patient, and (8) if caring is an emotional response, it may hinder health

care professionals’ ability to ‘care for’ their patients (Crigger 1997).

Rosemarie Tong’s (1998 p.150) fourth type of virtue ethics, feminist virtue ethics,
endorses the relational ethic of care but adds that fully authentic caring can only occur

in the absence of domination and subordination, “conditions that increasingly
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characterize the world of medicine”. Furthermore, a feminist virtue ethics of care
requires that health care practitioners do more than their ‘duty’ - when duty means to
work hard to fulfil responsibilities, and adhere strictly to principles - because morality
consists of more than conscientiousness. Practitioners ought to “at least try to develop
caring feelings as well as conscientious desires and empathetic skills” (Tong 1998

p.151).

Not everyone agrees with the suggestion that feminist approaches to ethics should
adopt Aristotle’s virtue ethics. For example, some argue that he positions women
unfavourably (Johnstone 1994). Furthermore, it is debatable that ‘living well’ as
Aristotle puts it, depends on the full use of one’s limbs and one’s senses of sight,

hearing, smell, taste, and touch.

Aristotle had argued that health is a necessary condition of a completely happy life.
Aristotle also held that the good life for humans, which consists in ‘living well,” depends
on the full use of one’s limbs and one’s senses of sight, hearing, smell, taste, and touch.
One appreciates this insight if left with broken or missing limbs, or if one becomes blind
or deaf (Bandman & Bandman 1995 p.7).

An argument can be made for the specific attributes of a life that does not have the

full use of limbs and senses.

Notwithstanding these criticisms, virtue ethics does seem to offer a more adequate
ethical response to the human condition than that of abstract universalism and

decontextualised principlism. For MacIntyre (1984 p.54)

ethics is the science which is to enable men to understand how they make the transition
from the former state to the latter ... [virtues of character] instruct us how to move from
potentiality to act, how to realize our true nature and to reach our true end.

Instructed by such virtues, each human life ought to be seen as a whole but social and
philosophical obstacles prevent that concept of unity. The social obstacles are the

partitions established by modernity: work is divided from leisure, private life from
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public, the corporate from the personal and human life itself has been placed on a
continuum resulting in childhood and old age being separated from the rest of human
life. The philosophical obstacles are (1) the tendency to analyse complex actions and
transactions in terms of simple components, and (2) the tendency to separate the
individual and his or her roles so that life becomes nothing but a series of unconnected
episodes. Yet, the whole is different from the parts. Aristotelian virtues function
within social relationships and when this kind of separation occurs the self no longer
has that arena within which its virtues can function. Neither is there scope for
exercising dispositions and this is important because a virtue is not a disposition that
is successful only in some one particular type of situation, in the same way as a
professional skill is effective. "Someone who genuinely possesses a virtue can be

expected to manifest it in very different types of situation " (Maclntyre 1984 p.205).

Secondly, MacIntyre (1984) argues that it is very natural to think of the self in a
narrative mode and that to understand behaviour (the intelligibility of action) it is
crucial to know the agent's short and long term intention. For example, if the primary
intention in relation to childbirth (that is, the practice orientation or ways of ‘seeing’)
is to deliver live, healthy babies, reduce the perinatal mortality/morbidity statistics and
maintain the professional status of health care practices (all of which would be
applauded by both Western moral philosophers and feminists) and it is only
incidentally the case that in so doing the childbearing woman is enriched and
empowered by the experience, we have one type of behaviour to be explained; but if
the agent's primary intention is to empower a healthy mother to maintain her integrity
of self and body, and support her in achieving her potential, whatever that may be,
through birthing a live, healthy baby, we have quite another type of behaviour to be

explained, and we will have to look in a different direction for understanding and



146
Philosophical foundations and method for the research

explanation. Both intentions have been situated in narrative histories but within
particular settings. Behaviour cannot be characterised independently of intentions and
intentions cannot be characterised independently of settings because settings have a
history and individuals with their histories are situated within those settings. In the
present research, midwife Anne’s personal narrative (see page 70) of parents wanting
to be heard amidst changing hospital protocol illustrates this point. Moreover, changes
that occur through time, to both the individual and the setting, are only intelligible
within the context of the setting and with knowledge of what the shorter and longer
term intentions are - thus this kind of narrative history is "the basic and essential genre
for the characterization of human actions" (Maclntyre 1984 p.208). This complex
sequence of individual actions runs counter to the analytical philosophers' accounts of

human actions as 'a' human action.

Maclntyre also discusses conversation and says that both purposes and speech-acts
require contexts. Linking action with narrative and history involves intelligibility and
each requires the other. He disagrees that narratives falsify human life, that there are
not and cannot be any true stories. Although "the story-teller imposes on human
events retrospectively an order which they did not have while they were lived"
(Maclntyre 1984 p.214), to describe actions allegedly outside any narrative is to
present disjointed parts of some possible narrative. Much like travel notes, 'an' action
is always an episode in a possible history (Maclntyre 1984). What Aristotle,
Maclntyre, Bruner (1986) and constructivists appear to have in common is the notion
that we are only ever co-authors of our own narratives. We are always under certain
constraints. There is more than one 'truth' or 'reality’ which also changes with time,

and both participants and researcher construct reality through their interpretation of
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the situation. That is, to talk about experience is to talk temporally (Clandinin &

Connelly 1994).

Narrative, intelligibility, accountability, personal identity, and the nature of human
action are all involved with each other. "What is good for me' and 'what is good for
persons' are questions that lead to understanding the purpose and content of virtues,
and the place of integrity and constancy in life. Or as Marilyn Friedman (1987 p.199)
says “The ‘You’ dilemma [considering yourself as the person in the situation]
confronts us with the gap between moral reasoning and moral behavior”. Virtues are
dispositions which sustain the relationships required for practices, and the
relationships from the past, present and future. They enable us to achieve the ‘goods’
that are internal to practices as well as overcoming harm, danger, temptation and
distraction. However, traditions that transmit and reshape practices are also influenced
by larger social traditions. Traditions of a practice develop around the pursuit of those
‘goods’ which the practice deems as its purpose or intention. These traditions are
passed on historically and are socially embodied as the reason or basis for the ‘goods’
that constitute the tradition. Traditions are relationship based, therefore, the only way
that tradition could be embraced within the individualism of modernity is as an
adversarial notion because in individualism 'T am what I myself choose to be'. There is
not the commitment to relationship, context and history. Virtues, then, strengthen
traditions because they sustain the ‘good’ of the individual life. They sustain
relationships necessary for achieving the internal ‘goods’ of practices and they sustain
those traditions that give historical context to practice and individual. A benefit of
having a sense of tradition, itself a virtue, is that tradition indicates future possibilities

derived from the past and results in a capacity for judgment (Maclntyre 1984).
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As outlined earlier, an Ethic of Care is proposed by some as being more
representative of women’s moral experiences than the Western male, moral
philosophical theories (Gilligan 1982;Gilligan 1993;Noddings 1984) .
According to Joan Tronto (1993) our current moral boundaries were set in place
from the end of the eighteenth century, when women’s arguments were
contained within a lesser, private, moral sphere through the Kantian distinction
of ‘public’ and ‘private’. Such an ethic separates morality from personal
interest. Whilst agreeing with the values of caring and nurturance, and the

importance of human relationships, Tronto (1993 pp.3, 96) argues that

we need to stop talking about ‘women’s morality’ and start talking instead about a care
ethic that includes the values traditionally associated with women [values such as
attentiveness, responsibility, nurturance, compassion, meeting others’ needs] ... both
Kohlberg’s original argument and Gilligan’s version of an ethic of care basically leave
intact the boundary between public and private life, and between justice and caring. But
as many feminists have noted, the division of public and private life is not a case of
separate but equal spheres; indeed, the public is of considerable more importance than
the private. And since political life is identified with public life, the relegation of caring
to private life means that it is beyond (or beneath) political concern. Hence the radical
potential of Gilligan’s ideas have been contained within current moral boundaries.

Sharon Welch (1985 cited in Saunders 1996 p.21) uses the nuclear arms race to
critique dominant and privileged practices and describes the basis of such practices as
an ethic of control and an ethic of risk. Her ethic of control refers to an immoral
balance of power that ensures absolute invulnerability and ‘security’. In such an ethic
responsibility means ‘doing something’, to act means to determine what will happen

through that single action and to ensure that a given course of events comes to pass.

Participants in the present research describe the midwife in an ethically adequate
mother-midwife relationship, as a professional friend. Diamond and Quinby (1988)
suggest that friendship provides a model for non-hierarchical, reciprocal relations, and
draw on Foucault's proposal that ethics should be grounded in resistance to whatever

form totalitarian power might take, rejecting the notion of a single ethic. Feminist
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analysis of power highlights masculinist power over women and Foucauldian analysis
exposes the effects of normalising power on human subjects. Combining both the
feminist analysis and the Foucauldian analysis allows a better understanding of power
and strategies for resistance. An ethics of activism, for instance, would confront
domination without the smashing and terror so characteristic of masculinist
revolutionary action. It would foster empowerment as well as an awareness of the

limits to human agency.

Why is the labour of childbirth - the hard work of producing a person (not a product)
not valued highly by our Western medicalised childbirth system? Moira Gatens
(1996) argues that Western thought is governed by the dualisms of nature and culture,
body and mind, passion and reason which she says are transposed onto reproduction
and production, the family and the state, the individual body and the body politic.
These political representations of life have constructed some individuals as social
agents and others as passive objects. Both Gatens (1996) and MacIntyre (1984) point
out that the ethical consequences of this are monopolised political right and privilege
accorded to members of the political body with the status of rational rights and
virtues. “[M]oral philosophies, however they may aspire to achieve more than this,
always do articulate the morality of some particular social and cultural standpoint:
Aristotle is the spokesman for one class of fourth century Athenians, Kant ... provides
a rational voice for the emerging social forces of liberal individualism” (Maclntyre
1984 p.268). Martha Saunders (1996 p.20) also draws on the notion of ‘privilege’
(unearned advantage) within power and ethics, and argues that "the value of the work
goes back to the value of the one traditionally performing the work". Privilege
produces value in both an economic sense and in a social/emotional sense. The

argument of the dominant privileged, however, is circular. Work that the advantaged
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prefer to do (for example, technological intervention by those who practice
medicalised childbirth) is work that is socially valued (medical science as opposed to
humanist relationships) and therefore remunerated accordingly, but 'professional’
work has been done only by the privileged. In a capitalist society value always has
economic connotations (Saunders 1996). To eradicate the unjust effects of privilege
therefore, the advantaged people (obstetricians and those in the science-technology
world in this instance) need to scrutinise the ways in which their advantages depend
upon the disadvantaged situations of other groups. For example, white privilege is
based on a racist social system, ‘elite’ medical authority privilege is based on
medicalised childbirth. In other words, Saunders recommends using privilege to

dismantle the structures of privilege.

If childbirth were considered socially valuable work and if midwifery were a valued
profession, both mothers and midwives would be in privileged positions and
therefore, would be in a position to dismantle the privileged institutional structures
which disadvantage childbearing women. However, it is the medical profession that is
privileged in the Western health care system and thus to use privilege to dismantle
such structures would require that privileged medical practitioners and institutional
workers do the dismantling. This is unlikely for two reasons. Firstly, social change
means change for the privileged as well as for the oppressed. Secondly, under the
guise of 'hearing women's voices', the words of childbearing women are often used to
further the work of the medicalised system/institution rather than demonstrate that
women's work in childbirth is valued in itself. Women said that they wanted more
control of their own reproduction - new medically owned and operated technologies
were presented for this purpose. Women said they wanted more control during

childbirth - they have been encouraged to utilise medical and surgical inductions, and
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operative births so that the baby can be born on the couple's planned date within a
shorter period of time and with no or minimal maternal pain intrapartally. Routinely
women are now discharged from hospital within two days of birth so that they can
relax at home and get to know their baby, but the midwifery assistance once provided
in hospital during the first seven to ten days has not been transferred to a community-
based infrastructure. These changes have not transformed women's work in childbirth
to being valued for itself. They have furthered the work of the economically oriented
health care industry and the medicalisation of childbirth. Such attempts at inclusion -
to ‘bring in’ the outsiders — actually reinforce existing power relations, as the

language reflects. Those doing the including retain the power of gatekeepers.

So far I have outlined some of the alternative ethical frameworks proposed by
feminist writers. [ have argued that injustices are related to privilege in a patriarchal
society wherein particular advantages depend upon particular oppressions: "privilege
gets in the way of the achievement of justice, which is not quite the same as saying

that privilege causes injustice" (Saunders 1996 p.20).

Caroline Whitbeck (1989 cited in Tong 1993) believes that we need a non-
oppositional, non-dualistic, non-hierarchical ontology because we understand
ourselves and reality ‘through’ others rather than ‘against’ others. Rosemarie Tong
(1993 p.52) further connects this relational ethic with Confucian ethics describing
how a person is not a self “first’ and ‘then’ a mother, husband (etcetera) — s/he
“becomes a self to the degree that he is good at relating to the other people who
together define him”. Unlike in the economic contractarian ethics, rights then become
secondary, seen merely as claims on society and others if a person meets the

relationship responsibilities.
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Men and women are differentiated on the basis of gender. Biological differences do
exist between men and women and differences also exist within and between women.
Difference though, is insufficient justification for subordination. Rather than
continuing solely with the victim-of-oppression argument therefore, the present
research proposes that to ‘make visible’ the discourse - documents, language and
metaphors - surrounding childbirth may contribute another pathway and more
footholds for women to go around and through the system while maintaining their

integrity and distinctiveness.

The dichotomies of 'normal' and 'abnormal’, ‘natural’ and ‘cultural’ are pertinent to
this research. To continue to defend childbirth as ‘normal, abnormal and potentially
abnormal' - in particular, ‘normal’ only in retrospect (Kirkham 1986) - is in my view,
to construct its social meaning within the medical model and constrict it to the
biological only. There is no such thing as 'normal' vomitus. Likewise, childbirth is in
my view, 'natural' or 'medically assisted": it is not 'normal' and 'abnormal'. A socially
constructed meaning of 'normal/abnormal’ places childbirth along the disease/illness
continuum, with its associated high risk, fear and need for expert control and
intervention. It obscures the power relations 'over' the woman which separate her from
the process and experience. "She is separated as a person, as effectively as she can be,
from the part of her that is giving birth" (Rothman 1991 p.165). The woman is
‘relieved’ of the last week or two of discomfort (or of getting to know her body’s
changes and preparation for birth) with elective induction of birth. She is ‘relieved’ of
painful contractions (or of the deep ‘connection’ with her body to actively birth -
some would say ‘altered conscious state’ (Taylor 1995) ) with medication that blocks
all sensation in the lower body including the urge to push, or with surgical birth.

Finally, she is psychologically and sociologically separated from her birthing body
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with the ‘clinical’ medicalisation of birth through hospital procedures and practices -
of vaginal examinations, medical assessment criteria and standardised time lines for

‘normal’ progress in labour, the ‘expert’s’ control.

Neither is it accurate to assign women to the ‘natural’ and men to the ‘cultural’,
bodies and minds. Virginia Held (1993) distinguishes between natural and human,
claiming that experiences of choice, consciousness and imaginative representation are
distinctly human whereas calcium as a component of bones is not. She argues that the
language of ‘natural’ in that dichotomy, is misleading. Women are distinctively
human and therefore they should insist that childbirth be controlled by those who give
birth; that nature should be respected rather than conquered. The emphasis ought not
to be on the differences between the human and the natural. Rather what needs
stressing is the humanness of choice, consciousness and imaginative representation

and the fact that women can experience these at least as fully as men can.

In structuralist terms childbirth is an event. Whereas, it is common to hear mothers
and midwives who are woman-centred in their approach, refer to childbirth as a
journey and to labour as being hard work. Mothers’ and midwives’ conversations and
stories are based on relationship and particularity. Childbirth is a time when ‘you go
into yourself” or when you do not want others touching you in private places, when
you want them to help you to do what is right for you, to let you do it how you want
to and need to do it. These metaphors are not expressed in abstract theories or
"institutional’ belief systems. The latter seem to concentrate on 'relieving' the
woman/'patient' of the various aspects of childbirth, and on tangible, quantifiable
‘product’ outcomes such as live baby and mother, with mortality statistics being the

guiding principle of practice. In contrast, woman-centred metaphors are relational,
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reflecting context, history and connection with self and body. "We don't just 'fall’
pregnant or 'give' birth or 'have' children, we do so in a process that is multifaceted
and complex [biological, cultural and historical aspects are integrated and mutually

transforming]" (Thiele 1989 p.10).

Feminists have presented not only a sound critique of normative, Western [male]
moral philosophy and principle-based ethics but also an alternative ethic that takes
into account both the individual and the socio-political frameworks and structures.
They are wanting to acknowledge difference, give voice to the disempowered, pay
attention to history, context and character, and include responsibility to 'particular
others' in the public discourse. Feminists oppose subverting these concerns and

relegating them to a socially constructed private sphere.

5.3.2 A feminist-constructivist approach to research in

midwifery practice

A goal of feminist research is the empowerment of women. Consistent with wanting
to give voice to the disesmpowered and acknowledge that women’s concerns are
important and worthy, a feminist approach to research methodology is seen as the best
approach for exploring the ethical nature of the mother-midwife relationship. Firstly,
it hears from the women in those groups what they define as ethical and secondly it

engages them as co-researchers by constructing meaning with the researcher.

Feminists challenge the hierarchy of credibility ideologically and methodologically.

We begin by identifying sexism as an ideology, in the sense that it generalises from the
experience of one section of society, men, to create an explanation of the experience of
both men and women, of the organisation of society as a whole, and of the power
relations within it (Roberts 1981 p.15).



155
Philosophical foundations and method for the research

at the core of feminist ideas is the crucial insight that there is no one truth, no one
authority, no one objective method which leads to the production of pure knowledge ...
feminist knowledge is based on the premise that the experience of all human beings is
valid and must not be excluded from our understandings (Spender 1985 cited in
Reinharz 1992 p.7).

There is no single epistemological or philosophical theory for deciding what kinds of
knowledge are possible, adequate and legitimate for feminist research. "Feminism is a
perspective, not a method ... [and] there are multiple feminist perspectives on social
research methods. One shared radical tenet underlying feminist research is that
women's lives are important” (Reinharz 1992 p.241). Although there is no clear
consensus as to the definition of what comprises feminist research, there do appear to
be boundaries within which feminists consider they can work and still maintain rigour
and integrity (Maynard & Purvis 1994). Whether it be an interpretive, constructivist
or critical approach the process of conducting research is of utmost importance for
feminists, and the commonalities within various approaches to feminist research
concern multiple realities, and the power, politics and responsibility in the research

process.

5.3.2.1 Multiple realities

Firstly, feminist methodology challenges objectivity as the norm. It rejects the notion
of ‘one truth’, asserts that gender asymmetry is a basic feature of social life and gives
priority to the ethical and value-laden dimensions of feminist research. Feminist
arguments of validity acknowledge that the researcher and the researched possess
different kinds and ranges of knowledge, and thus produce different knowledge
(Glucksmann 1994). Because research into midwifery and ethics has not included the
voices of childbearing women and midwives in terms of their relationship, the

different kinds and ranges of knowledge have not been made explicit. A narrative
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research design generates this different knowledge by utilising the oral history
traditions of women - of mothers and midwives. Specifically, this study allows these
two groups to identify and discuss what matters to them in relation to ethics
surrounding midwifery practice. The present project therefore, contributes to the

current thinking of partnership in practice and seeks to situate theory in practice.

Significant imperatives of feminist research are valuing and validation of women’s
experiences, ideas and needs, and identification of the researcher in the research
process. Research in this context is not value free or neutral, nor is it objective.
Feminist research acknowledges the subjective nature of human experience and its
political, social, and economic environments. This study proposes that since the
medicalisation of childbirth in the mid-twentieth century, midwifery has adopted the
normative theories of Western contemporary applied ethics and abstract principlism.
Traditionally and implicitly though, the practice of midwifery ethics is embedded in
context, and embodied in women's lived reality — in women’s not men's constructions

of self and morality.

As human beings we construct our meanings from interaction with others, according
to the context of the situation. Social influence on our ways of seeing and acting in
our world forms part of that context, and thus context is important for both education
and practice. Context is needed for moral practice and ethical decision-making, and

values or virtues are integral to the morality of the context.

5.3.2.2 'Multi-sourced' information
Secondly, researchers using a feminist perspective are committed to multi-sourced

information, visual and linguistic techniques for information gathering, and critical,
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deconstructive analysis of social texts on and about women. They are critical of 'so-
called' objective quantitative research methods and single-truth phrasing of questions
in social surveys, preferring collaborative research strategies (Denzin 1989a).
Gathering information from multiple sources maximises the input into the research
and richness of data. In this present research various documents such as written
histories on midwifery in Australia, educational text books for practice preparation,
journals, conference papers, legislation and Codes, and groups of people with
differing views and experiences are accessed. This multi-sourcing is particularly
useful in the present research which, among other things, sets out to analyse social
constructions of childbirth from both the birthing woman's perspective and the
individual midwife's perspective as a health professional. The institutional or
organisational perspective is revealed through critically analysing professional Codes
of Ethics and the ethical orientation of midwifery educational programs and literature.
Feminists do not naively argue that combining more than one approach will increase
validity and produce a single 'truth'. Information from multiple sources is more likely
to identify distinctions and differences, and these are as illuminating as the
similarities. Those engaged in feminist research report spending a deal of time and
effort trying to write about life in a way that properly reflects the person's experiences
and understanding (Phoenix 1994). Participant’s words are used to illustrate the
researcher’s interpretation and they give feedback on the accuracy of the researcher’s

reporting of situations or conveyed meanings.

5.3.2.3 Power, women and the research/researcher
Whether or not it is possible to break down power and hierarchical relationships in

research is debatable but feminist research aims to empower women. For those who



158
Philosophical foundations and method for the research

inform the research, ‘participants’ or ‘informants’, that means avoiding intrusiveness
and vulnerability of informants, having informed choice and consent, and no hidden
agendas. Research methods that are acceptable for feminists are based on co-
ownership of knowledge generated. This is usually achieved through validation and
feedback loops with informants. Co-control of distribution of such knowledge is
integral to the integrity of the research. Informants need to be assured of
confidentiality, able to withdraw their participation or information at any stage of the

research, and importantly, have an awareness of the political nature of the research.

Reaching conclusions in research is a social process and interpretation is a political
activity that cannot be neutralised. Holland and Ramazanoglu (1994) suggest that the
process of decision-making which produces interpretation needs to be explicitly
explained. Any complexity and contradiction that is beyond the interpreter's
experience should be acknowledged, and the possibility of silences and absences in

the data discussed.

A final aspect of feminist research concerns transformation. Some feminists criticise
some forms of postmodernism for being so far removed from practical concerns as to
imply that social research is pointless (Maynard & Purvis 1994). Transformation
means facilitating social change and empowering participants. These are difficult
activities and egalitarianism in research ought not be mistaken for egalitarianism in
the real world (Glucksmann 1994). Realising the higher value of equality in
participants’ lived reality and women’s real world, requires more than merely
providing equality for women within the research process. Kelly, Burton and Regan
(1994 p.28) speak of consciousness-raising in this context, as "using our experiences

of living as women as a starting point from which to build explanatory frameworks
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which would inform activism ... [and the goal of feminist research] is to create useful
knowledge, knowledge which can be used by ourselves and others to 'make a

difference' ".

If research is to be empowering for informants, then the ethical implications of
‘doing’ feminist research require not only informants’ right to self-determination,
informed consent, privacy and confidentiality, but also that there be no hidden
agendas for informants. The power involved in research is another major
consideration. The researcher should be sensitive to inequity of power in the research
relationship, use of data and the purpose to which it is put both within and outside the
research process, control and ownership of research data and outcomes, and the
collective interests of women. Finally, the researcher needs to recognise the political

nature of research, especially implications for participants (Hall & Stevens 1991).

In common with feminist research, constructivism also rejects ‘one truth’ positivism.
Feminist constructivist thought lies within the interpretive paradigm. It claims that
meaning is negotiated and constructed, individually and jointly through social
interaction, language and the telling of our experiences to others. Feminist
constructivist thought offers contextual, descriptive theory of understanding between
people (Denzin & Lincoln 1994). “Constructivist analysis is concerned about the
social, historical and cultural phenomena that are expressed through the generation of
knowledge” (Carnevale 1998 p.510). Like feminist poststructuralism, constructivism
emphasises the importance of language in shaping experience and aims to openly
negotiate with participants, their meaning and the researcher's understanding. This can
take the form of leading questions and challenges to the participant at interview, to

reinterpret their 'experience' without imposing the researcher's own beliefs and values.
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In the case of the present research, because participants may not have previously
given much thought to any in-depth analysis of the ethical nature of their childbirth
experiences, it was considered that participants may wish to spend more time in
reflection than the interview situation would allow. Participants, therefore, were sent a
copy of the interview transcript with my interpretations, and invited to write
comments as feedback for me. This also allowed for meanings to be validated and
negotiated according to the participant's intention. The response to this follow-up was
very successful. All participants except Madonna, a traditional hospital midwife,
returned transcripts with comments, and many participants had given a lot of thought
to their interview transcripts, writing extended comments. Comments from individual
participants are integral to the process of interpretive constructivism. That is, some
comments agree with the researcher's interpretations, and some comments clarified
that the participant's intended meaning differed from the researcher's interpretation.
Final analysis incorporated these perspectives into eventual meanings for particular

concepts and themes.

Narratives and feedback from these participants point to the importance of
relationship and values, an insight into the ethics of childbirth that is not reflected in
normative bioethical theories. Women’s experiences of ethical practice surrounding
childbirth are not captured in existing conceptual schemes of applied ethics, bioethics
and principlism. The present study explores this apparent gap, and argues that by not
including women’s ways of constituting self and morality at the theoretical
development stage some social, historical and cultural phenomena may be missing
from the bioethics theories (Gilligan 1993). When portraying the lived reality of

women’s lives - “giving voice to women’s perspectives means identifying ways
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women create meaning and experience life from their particular position in the social

hierarchy” (Riger 1992 cited in Schwandt 1994 p.128).

The issue of how meanings and traditions are constructed leads to examination of
discourses. The ‘practice’ of the bioethics discourse itself requires analysis.
Identifying how problems are constructed and negotiated helps us to understand the
complexity of ‘what’s at stake’ in ethical controversies. Studies 'of' bioethics rather
than 'in' bioethics, uncover the traditions that inform and constrain the development of
the practice of bioethics discourse. For example, the following quote reflects the
cultural construction of ethics in clinical medical-care practice: “Among other things,
CPR [cardio-pulmonary resuscitation] is our culture’s desperate dance around the bed
of'a dying loved one. It is brutal, but that is part of the reason it works ... CPR does a

lot of work even when it is futile” (Lantos 1995 cited in Carnevale 1998 p.516).

Feminist constructivist thought proposes careful, public scrutiny of the inquirer’s
history, values, and assumptions, and explores the social construction of the research
encounter. In particular, by using the ‘hermeneutic-dialectic’ process divergent
constructions can be interpreted, compared and contrasted, and synthesised to reach a

consensus of definition (Schwandt 1994) - the goal of constructivist inquiry.

Methodologically, attention is given to the researcher’s self-reflective awareness of
her own constructions, to the social influence of individual constructions, and to the
broader social analysis. Consistent with this and in my role as researcher, I have
documented my own personal and professional values and beliefs from the beginning
of the research process and situated myself throughout. Concepts and themes that are

seen by me as important for either the participant or women generally, are
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distinguished from those that the participants identify as important. The participant-

researcher relationship is discussed separately later.

Similar to a social constructivist approach, feminist standpoints focus on social
constructions of gender, for example, women’s speech and silence (Gall 1991), and
the comparison of women’s discourse about their own reproductive processes and the
dominant discourse of medical science (Martin 1987). Such discourse analysis,
however, does not replace critical social analysis (Schwandt 1994). Whilst the present
study examines the language and metaphors used by informants, it also sets out to
uncover political implications for ethical practice. Politically, the study makes visible
the ethics of the ‘so-called’ private sphere of women's world and by exposing them to

discussion reunites morality and personal interest.

5.4 METHOD OF GATHERING INFORMATION:
PERSONAL NARRATIVES

... deductively modelled theory-and-application in ethics should give way to a narrative
understanding of moral problems and moral deliberation ... Emphasis on narrative as the
pattern of moral thinking is, first, a way of seeing how morally relevant information is
organised within particular episodes of deliberation ... so narratives in moral thinking
come before, during, and after moral generalities (Walker 1993 p.35).

My interest in this topic as a feminist, a midwife and a nurse academic is to hear what
childbearing women and midwives have to say about the context and ethics of their
[birthing-]life experiences. The research asks mothers and midwives to identify and
‘make visible’ the ethical aspects of childbirth practices that matter to them. To this
end, narrative inquiry is an appropriate method for acquiring such knowledge. Women

traditionally use story telling and narratives to demonstrate (i) the importance of
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context and history or tradition, (ii) the aim of a practice as a shared tradition and (iii)

how people give meaning to their experiences.

This section details firstly, the values and assumptions of narrative inquiry, secondly,
the ethical implications of 'doing' feminist research, and thirdly, how the method used
to acquire knowledge from mothers and midwives in this current research has adhered

to the values and recommendations of feminist-constructivism and narrative inquiry.

5.4.1 Values and Assumptions of Narrative Inquiry

Philosophically, narrative inquiry fits well within the feminist paradigm. It allows
personal stories to give meaning to people’s lives (Emden 1998a) and provides
contextual understanding of those lives within a community of life-stories — a
community such as that of childbearing women and midwives. Being a member of
that community facilitated my access to such stories. My personal philosophy also led
me to using the ‘hermeneutic-dialectic’ process within a feminist-contructivist
approach (Schwandt 1994). That is, I believe that the personal is political, that shared
knowledge and negotiated meaning provide consensual understandings, and that the
inquirer’s history, values, and assumptions are integral to the social construction of
the research encounter. In contrast to the positivist approach which deliberately strips
the situation of context, narratives demonstrate the importance of context, relationship
and history or tradition; that is, embeddedness and embodiment. The positivist and
philosophical modes present arguments aiming to convince one of their truth; they
eventually appeal to procedures for establishing formal and empirical proof. On the
other hand, stories convince one of their lifelikeness and establish not truth but

verisimilitude (Bruner 1986). Narratives provide contextual understanding of those
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lives within a community because “tellers and listeners must share some ‘deep

structures’ about the nature of a ‘life’ ” (Bruner 1987 p.21 cited in Emden 1998a

p.31).

Personal values and commitments may matter crucially to individuals as they
maintain their integrity and coherent moral understanding of themselves over time.
Margaret Urban Walker (1993 p.35) claims that a story (that is, a history) is the basic

form of representation for moral problems. Moral deliberation requires knowing

who the parties are, how they understand themselves and each other, what terms of relationship
have brought them to this morally problematic point and perhaps what social or institutional
frames shape or circumscribe their options ... Determining our responsibilities in the concrete
usually involves a grasp of the history of trust, expectation, and agreement that gives particular
relationships distinct moral consequences.

The narrative alters our perspective. Instead of morality being a theory applied to
cases, morality is the medium through which we progressively acknowledge and
adjust to others in our world — one that is a common and habitable moral world.
Neither is resolving a moral problem like solving a puzzle. It is more akin to
negotiation - an emphasis seen in Ann's narrative, in the present research - and thus
the narrative construction helps by addressing ‘how’ values and obligations guide
individuals in decision-making. For example, it is important to acknowledge positions
of greater authority within the deliberation so that the legitimate grounds of that
authority are commonly understood. Philosophical and abstract constructions of
morality (the ‘so-called’ ethical expert’s position) do not ensure that problems in the
clinical practice arena are sensitively and usefully addressed. Nor do they necessarily
have greater authority than other positions in the particular deliberation. The person
whose competence consists entirely of intellectual mastery of codelike theories and
lawlike principles is not more morally competent than s/he who has other skills. The

skills of attention and appreciation, the practised perceptions and responses that result
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from a morally valuable character, the wisdom of rich and broad life experience, and
feelings that guide or temper one’s views may place one in a more morally competent

position than the theoretical expert (Walker 1993).

Although the researcher's powerful role greatly influences the direction of the
research agenda, narratives empower persons through informant rather than
researcher-determined content and more subtle understandings of their life situations
(Manning & Cullum-Swan 1994). Feminist research values the participant as a co-
researcher and narrative inquiry requires this of the storyteller. When feminist
research focuses on narrative analysis as a form of constructivism, meaning is defined
through reconstructions by both narrator and researcher (Bailey 1996;Bailey 1997).
The extent to which the narrative is controlled by me, the researcher, is that I may
choose to leave statements ambiguous or clarify their context, depending on my
purpose (Clandinin & Connelly 1994). As much as consciously possible, I have
chosen to clarify the contexts of statements with the participant, during interview and

later through validation. Nevertheless,

[Contemporary anthropologist and feminist] emphasis is upon the study of lives from the
narrator’s experience, as a shared production with social scientists. (Manning & Cullum-
Swan 1994 p.465).

Given the personal interpretations of the ‘events’ in these narratives therefore, the
research sought to construct a common meaning, a consensus between the informant
(participant) and the inquirer (researcher), and distinguish between meanings. This
sort of collaboration between informants and researchers will therefore, contribute to
current thinking in midwifery of “partnership in practice’ and evidence-based practice.
The postmodern feminist, Seyla Benhabib (1992 p.127) says that it is through story-

telling that the self is individuated and that acts are identified:
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Once we see moral action as interaction, performed toward others and in the company of
others, the role of judgment [is] the assessment of one’s duties, and the assessment of
one’s actions as fulfilling these duties, and the assessment of one’s maxims as embodied,
expressed or revealed in actions.

5.4.2 The ethical implications of ‘doing’ feminist research

The presence of the researcher is intrinsic to the research process. What I brought to
this study as a woman and a midwife is recognised and the previously mentioned,
fundamental values underpinning feminist research are incorporated into the conduct

of the present research.

54.21 Confidentiality and welfare

Every effort was made to protect the identity of the informant, all other individuals
and the institutions involved, at all stages of the study. Informants were notified that
findings would be published and any identifying information altered to protect
individuals and institutions. The individual or her/his experiences were not known to
anyone else except the researcher and the typist, and the latter signed a Privacy
Agreement (Appendix No. IV). Furthermore, because the study examined ‘everyday’
ethical issues rather than the more dramatic and less commonly occurring ‘neon’
ethical dilemma, many of the narratives describe situations that could occur at almost
any maternity services outlet. Pseudonyms are used at all times and descriptions are in
broad terms for publication. The computer used for interview transcription and

analysis was not available to unauthorised access.

Steps were taken to protect participants’ physical, social and psychological welfare.
Participation was voluntary and not coerced. Although some informants may have felt

vulnerable telling their stories of ethical controversies, interviews did not seem to
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cause them undue stress or anxiety. The researcher has basic training and expertise in
interviewing and grief counselling, and, as anticipated, was able to relate to similar
experiences throughout her own professional career which helped in developing an
understanding and trusting rapport with informants. Extracts from correspondence
quoted at the end of this chapter, indicate this occurred. It may have benefited the
informants to debrief from an earlier ethical dilemma - to discuss, reaffirm or regret
their personal or professional judgments in a previously occurring clinical
circumstance. Nevertheless, if an informant had found that revealing her story caused
emotional distress and that ongoing counselling was necessary to assist in dealing
with this, arrangements would have been made for referral to a counselling agency.
Informants were able to suspend or cease the interview at any stage and either
continue at another time or withdraw from the study without fear of recrimination.
This included the right to recall their information. After the interview, each informant
was given a copy of her interview transcript for clarification and the opportunity to
negotiate with the researcher if she wished to withdraw from the study or have part of
the information kept separately to the main dissertation for confidentiality purposes.
Two participants did request certain information not be included, and in both

mstances the information was not essential to the narrative or the research.

54.2.2 Informed consent
At recruitment, mothers and midwives were advised of the aims of the study and the

involvement required of them, including commitment of time.

Verbal consent sought at the time of recruitment was confirmed at various stages

throughout the information gathering process. Informants were invited to contact the
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researcher at any stage, for further clarification and discussion on the study and its
aims, if they wished. After verbally consenting to join the study all participants
received a printed explanatory letter (Appendix No. II), and a phone call from the
researcher to confirm interview arrangements, providing another opportunity for
individuals to decline to participate if they had changed their minds. Informants
signed and returned the written consent form (see Appendix No. III) to the researcher

at the time of interview.

54.2.3 Storing and protecting the confidentiality of the data.
All tape recordings and written transcripts of interviews will be kept in a locked

cabinet at the researcher’s home for a period of five years.

The study received approval from the Research and Higher Degrees Ethics

Committee, University of Southern Queensland.

5.4.3 The feminist narrative method of inquiry

As a method of acquiring knowledge for research into ethics in midwifery practice,
narratives are appropriate for the following reasons. They are about the personal and
the particular for these mothers and midwives; these women's experiences and their

interpretation of those experiences.

Inviting the childbearing women and midwives to talk about their own experience
surrounding birth has meant that it was these women who identified and defined
'ethical', not me. As the researcher and a midwife I set the general agenda to be ethics

within the mother-midwife relationship, and practice specifically concerning mothers
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and midwives. I also chose to listen to the voices of both childbearing women and
midwives on the same research question. It was the individual participant, however,
who identified her specific content within the boundaries of my research. Participants
identified and gave meaning to what they considered to be the important everyday

ethical aspects surrounding childbirth, for them.

Narratives show intentions and feelings as part of the contextual and embodied ways
of meaning-making, of being. They acknowledge doubt, anxiety, and hope as
elements of concrete human interactions. It could be said that there is even a healing
component to storytelling. Contemporary literature emphasises the complexity of
health care practices (Naussman 1986; Benner 1991; Cooper 1991; Liaschenko 1993,
1997; Anderson 1998; Banks 1998) and stresses the importance of stories about real
communities. Negotiated, consensual meanings from the narratives in the present
research shed light on the nature of intentions within real communities, for
childbearing women and midwifery practitioners, both within the context of a mother-

midwife relationship, and within differing health care settings.

The nature of a practice is the basis for its ethics (Walker 1993). This latter
characteristic is recognised through the narrative regaining its place in the area of
ethics and research (Bowman 1995;Halldorsdottir & Karlsdottir 1996;Komesaroff
1996;Widdershoven & Smits 1996;Fraser 1999;Jones 1999). There has been renewed
interest in case-by-case ethics - casuistry (Toulmin 1992;Tong 1993;Tong 1994). In
particular as discussed earlier, feminists have renewed the interest in Aristotle’s and
Maclntyre's (1984) virtue ethics and the importance of one’s character. Aristotle
claimed that there is no one method of achieving the good life or in understanding

truth or beauty: experience is tangible and concrete (not abstract and universal).
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Humans rightly prize their senses as part of human nature, and experience,
intelligence and bodily capacities together enable human beings to live well or
happily — happiness being intrinsically linked to virtue (Bandman & Bandman 1995).
Thus it is in narrative inquiry, that “Participants give meaning to the situation by
telling stories which express concrete commitments, emotions, and doubts”

(Widdershoven & Smits 1996 p.278).

To learn whether or not the aim of midwifery is a shared tradition, childbearing
women and midwives were invited to narrate their personal experiences of the ethics
surrounding childbirth and in particular to discuss the mother-midwife relationship.
These were then analysed for common patterns that did and did not cut across

variations (Talbot 1995).

5.4.3.1 Recruitment and selection
Initially, mothers and midwives were recruited using a snowball method, through
networking with professional colleagues, friends and groups of women such as the

Nursing Mothers’ Association, and Childbirth Education Association.

The selection criteria required that informants were (i) clients of maternity services
(within the last 5 years so that memories and interpretations of incidents were not
dulled or coloured by the distance of time) or currently practising midwives, (ii)
consenting adults (18 years of age or more, of sound mind), fluent in English
comprehension because interpreters and translators were not available for the study,
and (ii1) that they were willing and able to talk in some detail about their ethical
experiences of childbirth. Informants self-selected to participate or not, according to

the latter criteria.
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Midwives were sought from a variety of midwifery practice areas, including urban
and regional hospitals, birthing centres within or adjacent to a hospital, community-
based independent practice within the urban setting, and remote or rural hospitals.
Their narratives portray experiences from when they were recently registered to
currently, as experienced practitioners. The childbearing women were sought from a
similar variety of birthing settings, for example the above areas plus public and

private health care categories, regardless of parity and method of birthing.

Women who had minimal contact with midwives during the actual birth, for example
an elective caesarean birth, but who had significant interaction throughout the
childbirth process either antenatally or postnatally, were encouraged to participate in
the research when they considered that their experience concerned the ethical nature

of the mother-midwife relationship.

Information from the initial informants guided data collection so that maximum
variation between individual mothers and midwives was sought with subsequent
interviews. This involved different modes of care and birthing environments, and
multiple stories from the same informant, especially from mothers who had
experienced birth via different modes and in different contexts. Informants recruited
later were sought on the basis of place of practice for the midwives and the experience

of birth for the mothers, for example labour, birth and the immediate postnatal period.

Recruiting continued until no new information emerged from analysis and

disconfirming evidence had been sought (Reinharz 1992;Holloway & Wheeler 1996).
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5.4.3.2 Interviews

One open-ended interview of approximately one hour duration, was conducted
with each childbearing woman and midwife. Some sessions continued for longer at
the desire of the informant. Mothers and midwives were asked to talk about an
incident in the clinical practice area in which they were involved and which they
felt involved ethics. The experience or practice could have been good or bad and
‘ethics’ included anything which they considered to be ethics: there was no

predetermined definition of the word.

The in-depth interviews occurred at a place and time of the participant’s choosing,
were tape-recorded, unstructured, informal and conducted on a one-to-one basis. Most
commonly the participant and researcher met in the mother’s home for the
childbearing women, or at the place of employment for the midwives. In the case of
the independently practising midwife her business office was situated within her
private residence. In the case of another midwife, the interview took place during a
professional conference because this avoided lengthy travelling for her and/or the
researcher. On one occasion an interview with a mother was repeated due to failure of
the tape-recording equipment. On another occasion an interview with a mother was
postponed due to the unsettled state of the baby and was successfully undertaken at a

later date.

Informants were asked to frame the narratives in terms of their experience within the
mother-midwife relationship. Quotes from narratives are presented from the position
of the first person thereby allowing the storyteller to be both a character and the

central narrator of her story, guiding the reader through the text (Kiesinger, 1998). In

accordance with feminist theory of empowering the vulnerable and silenced voices, it
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also gives her a prominence that is not normally available to participants when their

information is relayed in the third person.

54.3.3 Analysis - Interview transcription, interpretation and

validation
Initial analysis was carried out on two interviews to identify emerging themes. These
two participants were asked broadly about ethics and midwifery practice.
Subsequently, the research question was refined to focus on the mother-midwife

relationship.

To minimise the risk of my entering the research field with dominant, preconceived
concepts, a comprehensive analysis of literature was carried out after data collection,
when findings were compared and contrasted with those in current literature. This
remained faithful to the chosen methodology. Interpretation and thematic analysis of
interview transcripts occurred alongside information gathering. It was ongoing and
guided the interview process. Negotiation of meaning during the interview was
influenced by concepts and theoretical issues that arose during the research (Holloway
& Wheeler 1996). Transcripts were analysed by the researcher, using feminist ethics
and constructivism as frameworks for interpretation. Each informant received a copy
of her interview transcript and was invited to validate or correct the researcher’s
interpretation of its intended meaning (Appendix No. V). This enabled the participant
to negotiate its meaning in terms of how her experience reflected the cultural
construction of ethics in clinical health care practice (Carnevale 1998) , thereby

constructing consensual knowledge (Schwandt 1994).
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5.4.3.3.1 Interview transcription

Typists were employed to type interviews verbatim including the non-words such as
um’s and ah’s, the pauses and the repetitions because it was thought that these would
demonstrate the narrator’s emphasis. All later editing and formatting were undertaken

by the researcher.

Following initial transcription, the researcher listened to the audio-tape of the
interview and edited the transcript as necessary. All identifying references were
replaced with a general description or a pseudonym, chosen by the narrator at the time
of interview. Insertions and corrections were made to the 'text' when the typist was
unable to discern technical terminology or what was said. The audio tape was listened
to, the interview reflected upon, and the non-verbal expressions heard on the tape
were noted. Additional analytical comments indicate non-verbal emphasis such as
pauses for silent reflection or thoughtfulness, spontaneous or definite responses, and
laughing. The narrator’s words were given prominence using a different style and font
size to the researcher’s words and additional editorial comments. Where the narrator
quoted conversation from the incident itself or thoughts she had during the story these

were presented in single quotes to distinguish the ‘second’ narrative.

5.4.3.3.2 Transcript interpretation

Ethical situations are interpretive in nature. To examine the nature of the ‘text’ and the
kinds of understanding brought to bear, transcripts were approached hermeneutically.
Firstly, the discourse revealed itself as multi-levelled. That is, the childbearing woman
spoke of her own ethical experience and welfare as well as the well being of her baby
and partner. The midwife worked her way through personal and professional ethics

which involved her own, her colleagues’ and the mothers’ responses to situations.



175
Philosophical foundations and method for the research

Hospital protocols and policies referred to by participants intimated the need to
reconcile legal precedent, moral principles, and the contingencies of particular
situations. The researcher was responding to the description of the particular story
about the life-world of actual individuals. Secondly, the ‘text’ was not limited to a
single medium; it involved persons, bodies, ‘pictures’, speech, procedures and non-
verbal emphasis. Thirdly, within the context of the narratives were multiple and
conflicting interpretations, and prejudices from the training, life-history, and
pragmatic interests of the various participants. The way in which people ‘read’ the
situation was shaped by the interpretive tools they had and “the differing worlds of
concern in which each person operate[d]” (Leder 1994 p.243). The mothers were
concerned about real consequences such as emotions, respect and ‘freedom’. The
midwives’ interpretations of their own role diverged from each other according to
their current work environment and personal experience, but the essential concepts of
‘caring’ and ‘respect for persons’ reflected their very similar training and education.
In addition, narratives tell about how individuals understand certain actions - their
meanings. “Narrators indicate the terms on which they request to be interpreted by the
styles of telling they choose” (Riessman 1993 p.19). Tragedy, comedy, and satire
were all identified in the present research. They were manifest in the emotions and

feelings expressed by the narrators.

I have discovered that giving women voice in written texts is not only insufficient, but by
itself, impossible and undesirable. Those texts are constructions, a blend of experience,
research and theory which include a multiplicity of complexly interwoven voices: those of the
women who are subjects of the research as well as my own analytical but always subjective
authorial voice (Baker 1998 p.32)

Thus, interpretations were stated in relation to (i) what the researcher perceived the
narrator of the experience meant by the story and (ii) how that reflected broader
concepts reported in the literature. To do this required identifying similarities across

the moments, creating sense, and making decisions about form, ordering, style of
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presentation, and the compilation of the fragments of lives given in the interviews.
“[T]he analyst creates a metastory about what happened by telling what the interview
narratives signify ... Values, politics, and theoretical commitments enter once again”
(Riessman 1993 p.13). The final individual interview transcript was tabulated using a
left-hand column for the interview text and a right-hand column for the researcher’s
interpretation. Where themes occurred within the text these were noted in the
researcher’s interpretation. It was this version of the individual transcript that was

forwarded to the participant for validation of the ‘text’ and interpretation.

When interpreting the transcripts I was aware that I would be asking the mothers and
midwives to validate my interpretation. I did not want to destroy or challenge their
faith in their doctors and midwives/colleagues. Rather I was seeking to understand
their experiences and meanings. “[ W]omen’s life histories are important sources of
knowledge about women’s lives ... [yet] women who participate in research are not
simply ‘voices’, but persons as well [subject to manipulation and exploitation
regardless of whether the researcher is well intentioned or not]” (Baker 1998 pp.34,
46). Another issue was being a positioned subject myself so that participants may
have related to me as both an individual and a cultural category (Oakley 1981;0kely
1992). I may have been seen as an authority figure - from a university, a health care
professional, and the researcher - and they may not have wanted to disagree with my
interpretation because of some ascribed ‘expert’ label. Thus I gave a few options for
possible meanings from which to choose when their meaning was ambiguous or
unclear to me, inviting their negotiated and validated version. To some extent this also
indicated to them, the way that I was thinking. Furthermore, I consistently qualified
my comments as referring to ‘this mother’, ‘this midwife’ and therefore emphasised

again that I was seeking their meaning not some ‘correct’ answer or generalisable
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statement. “[TThe researcher’s voice is an integral part of the research ...
understanding and being explicit about women’s diversity — including the experiences

of the researcher — is central to feminist research” (Baker 1998 p.47).

5.4.3.3.3 Coding

Because all narrators offered more than one story the similarities and differences
between stories were examined. The importance placed on certain themes was thought
to be reflected in its emphasis. So the relative time or space allocated within the story
was noted in broad terms: such as ‘twice as much as the other themes’ or
‘approximately the same time and space devoted to themes A and B’. I also
considered whether different stories by the same narrator were illustrating different

ethical issues in similar contexts or similar ethical issues in different contexts.

Coherence or incoherence of ethics for the clinician/practitioner and the childbearing
woman is of interest in this research. Therefore, similarities and differences were
examined across all midwife interviews and all mother interviews - separately and

collectively.

5.5 THE PEOPLE IN THE STUDY: ORIGINAL
OWNERS OF THE KNOWLEDGE

5.5.1 Profiles of the women who participated in the research

The informants were eight mothers and eight midwives. All were over 24 years of age

(that is, no teenage mothers were interviewed) and six of the eight midwives were
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mothers themselves. All were middle-class Australians and most appeared to have

Anglo-Celtic or similar, English-speaking backgrounds.

The mothers had experienced childbirth within the public and private health care
sectors. Their birth settings included both large regional hospital wards and a room in
a birth centre attached to a large urban hospital. In the narratives, their carers also
varied from hospital-employed midwives to midwives practising independently and
on the margin of the greater (Western) medical system. Some of the women were first
time mothers and others were mothers for the third or fourth time who had

experienced different modes of care with subsequent births. (See Appendix VI)

All of the midwives were endorsed to practice midwifery within their specific
Australian State, and were also registered nurses who had been educated through the
Western-medicine hospital system. Their narratives derived from a range of
experience-status. All of them had worked as a midwife in a large urban hospital, but
their current working positions varied from clinical practitioner in a traditional

hospital ward to independent midwifery practitioner in the community.

5.5.2 The informant-researcher relationship

When the participating woman and I had known each other prior to the study, the
interview session was that of relaxed conversation between friends or colleagues.
Once the informant clarified what I ‘wanted’ of her a normal conversation flowed and
I have been able to maintain that friend or collegial relationship with them

subsequently. It was almost as though the taped story-telling session was related yet
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separate from our previously existing relationship; it did not disrupt it. Rather ‘this’

was my research and that simply became another facet to our existing relationship.

During the interview sessions when the mothers and midwives narrated their stories
and again during the transcription and analyses of those stories, I became immersed in
the details of their experiences. Often, the interview session itself was emotionally

exhausting and I would let several days elapse before re-presenting it to myself.

I read and re-read the transcriptions several times, listened to the interview tapes
several times and carefully considered the message that I thought the individual
informant was intending to convey with her story. For those women whom I knew
previously, I reflected, almost unconsciously, on what I already knew of them as
individuals as well as on the written transcript of the narrative. This guided my
interpretation of their message in the particular story. For those whom I did not know,
I found that I communicated more with them verbally and non-verbally, before,
during and after the taped session and this 'getting to know each other' helped later

with the analysis.

Because I sought to learn how these women understood, experienced and responded
to ethical aspects surrounding childbirth and how they gave meaning to the notion of
‘ethics’ within the mother-midwife relationship, the written accounts aim to be

expressive rather than representative.

I wrote the women’s stories of their childbearing experiences as I understand my own
midwifery experiences. That is, that childbirth is an intensely personal time for the
mother and her support people, an emotionally and physically exhausting achievement

for her, and a special privilege for the midwife to be sharing. I have great respect for
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all childbearing women and continue to marvel at the adaptation of the woman and
her body during the birthing-borning process. My understanding of these women’s
experiences is embedded in my own emotional experience as a practitioner and

educator, and this involves my beliefs and values of midwifery practice.

The following extracts from correspondence received when the validated transcripts
were returned, illustrate not only the nature of the informant-researcher relationship

but also their perceived relevance of the research for these and other women.

Extracts from mothers' correspondence

Thanks for the opportunity to comment on the transcript and I have to say that
I have nothing to add or delete from the script as written ... Look forward to
having a coffee and toasting your success!! - Megan.

... I agreed with your interpretations of what I have said. I have made some
comments somewhere in the middle. I hope it's useful to you, good luck. I look
forward to reading your research results. Regards - Kay.

Thanks Faye, for allowing me to look over this - I have crossed out parts that [
don't want used and you are welcome to the rest. Hope you can understand
what I have tried to convey, I'm not all that good with 'feelings' as such. [name
of 2" baby]'s birth was fantastic - totally different experience. Do it again in a
flash. Good Luck - Brenda.

This is great. It was actually quite chilling to read through this so soon after
another birthing experience. I agree with all of your interpretations - Caroline.

G'day. Great chatting with you the other day. I got your package today and
couldn't wait to read through it. I have included some comments for you, but
overall I found it accurate and a true reflection of my feelings/thoughts ... [ am
looking forward to the 'birth’ of your project, and will be pleased to read the
results of all of your research. I have been wondering about the midwife-
mother relationship when the mother has an elective or planned caesarean.
Have you found the issues the same? I think it would be more 'medical’ and
perhaps involves less choices/self-determination. I wonder how mums feel
about all that. Also, are other women's transcripts available for reading? - my
own curiosity taking over here! I suppose not, confidentiality and all that.
Anyway, good luck with the project. I've included 2 photos of [baby's name] for
you to look at. I couldn't find any copies, so took these from his album. Please
return them to me if you can. (isn't he beautiful?) Best wishes - Judy.
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I had an interesting experience recently. I had a friend have a baby in [name of
hospital]. I rang to speak with her. I was greeted or should I say not greeted
with the woman on the phone I think at reception, 'it is rest time you can't
speak with anyone till after 3pm. Goodbye'. She was so rude it ‘shocked me. [
thought how odd. Here is a grown woman who has just had a baby and
someone else is deciding when she talks to people. What if she was feeling a
bit 'baby blues' and needed to talk to a friend. At the birth centre they always
asked who was speaking then asked you if you wanted to talk to them - Arline.

Faye, Ironically, I did have the opportunity (by chance) to meet both midwives
who were present for the actual delivery of my baby. Neither of them
remembered me or my husband (and certainly they remembered nothing of the
birth). This has cemented in me the belief that the impressions I got during the
labour (as described in the interview) are accurate as is your interpretation -
Maree.

Dear Faye, Thank you for enclosing the transcript of comments made by me in
a state of sleep deprivation ... I read back over what you and I had discussed
and it brought back some of the sweetest and some of the most painful
memories in my life. What I would like to say as a mother is simply this.
Standards are the enemy. Competitiveness is the tool the enemy uses to turn
what should be an unremittingly joyous occasion into one for many mothers
like myself who experience debilitating inadequacies - for whom the joy of
mothering is often contaminated by the poisonous thought 'am I good enough
to be her mother? Is she missing out because I am tired and have needs? Why
can't I subordinate my needs for privacy and adult conversation like other
mothers seem to be able to? Am I alone in feeling overwhelmed with
responsibility?' God knows there's enough judgmentalism about working
mothers without starting on the hapless 'newborn' mother about breastfeeding.
In all, advice from midwives about breastfeeding should be founded on one
thought 'what is most kind for this woman?' There should be no room for
ideology or can't in the care which a newborn mother experiences in her first
uncertain and fearful days of adjustment to her new role. No one must lie to
her about the diversity of experiences by suggesting that there is only ever 'one
way' to care for her child. Best of luck with your work. I know you can do it -
Ellie

Extracts from midwives' correspondence
Bev returned the transcript but could not validate my interpretations.

What I was expecting was that you would not need to interpret my words,
except for clarity. What I see is that you are thinking about and analysing my
words from your perspective ... If you want to do that kind of etic
interpretation that is up to you and your supervisor but I thought you wanted
an agreed "truth’ or my "truth’ would stand. I know this is a methodological
issue but it is also an issue of whether I can agree with your interpretive
approach to my words.
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During face-to-face discussion, Bev said she was quite happy for me to use her words

(verbatim) to illustrate a point of discussion.

Faye, Sorry for taking so long to return feedback of our interview. I enjoyed
reading it and again reminding myself of where I'm at professionally.
Presently from a midwifery perspective it is not a good place - high
intervention etc. Maybe revisiting these feelings will give me the strength to do
something about it. Thank you. I wish you well with this important venture.
Regards - Gemma.

Dear Faye, Thanks for the copy of the transcript. I had a few tears when I read
it ... it brought back memories. I think you have analysed what I said very well

and I don't have anything to add. I would love to read your final research
paper, in due time. See you - Kerry-Anne.

Hi Faye, Finally finished my comments. Trust they are useful ... Sorry for the
delay. Will be fascinating to read your final thesis! I'll look forward to that. If
you require further clarification - please let me know ... [personal-social
news] ... All the best to you with writing it all up. Love - Ruth.

Ann also thanked me for the transcript and made comments within it. In addition to

extensive comments throughout the transcript Diane said "Faye, If this is not clear or
you want more info, please feel free to contact me further. Sorry it has taken so long".
Katie clarified my interpretation in a few places and characteristic of the 'encouraging

midwife' at a birth, said "Hi Faye, Keep going. You can do it. Regards".

Some informants seemed empowered by reliving their experiences, others seemed to
have had their personal values and ethics simply affirmed or reaffirmed. I myself have
reflected on some of my earlier beliefs and practices as a newly registered midwife
and ‘system worker’, and with new insight have regretted actively perpetuating the
medicalisation of birth, the hegemonic status quo of health care services for
childbearing women. Regardless of how this narrative inquiry has influenced us, I
propose that we have all undergone some degree of transformation from the telling of

these stories, and to some extent have addressed the feminist research goal of
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facilitating social change and empowering participants. Finally, it is necessary to
situate this within the limitations of the research, and to reiterate that egalitarianism in
research ought not to be mistaken for egalitarianism in the real world (Glucksmann

1994).

5.6 CONCLUSION

This chapter addressed the philosophical foundations and method of the research. It
was argued that the values and assumptions of feminist theory are more appropriate
than those of Western (male oriented) moral philosophical thought, for research into

midwifery ethics.

Midwives practise in a context of intimate professional relationship with childbearing
women. Childbirth is a creative, emotional, unique and human life experience, not a
dilemma. Western (male oriented) moral philosophical thought, contemporary applied
ethics and biomedical ethics recognise only 'so-called' objective science and problem-
solving, and normative ethical principles. Conversely, feminist ethics acknowledges
the importance of relationship, our responsibility to particular others, the character of
moral agents in the social construction of human engagement, and the exercise of
power as a means of subordination and exclusion. Feminists and constructivists agree
that language including metaphors, reflects social organisation and constructs our
identity and subjectivity. Feminist theory rejects the notion of ‘one truth.” In
conducting research, feminists seek to listen to the voices of women and view
informants as co-researchers. Through findings, feminist research aims to transform

social conditions and empower women.
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Only the childbearing woman can know her experience and what she and her body
need to 'do' when she is birthing. Narrative inquiry gives prominence to the
personal experiences of mothers and practitioners. Childbearing women and
midwives are members of a community with traditions. Narratives focus on what is
important to informants regarding the ethical nature of the mother-midwife
relationship. Deep structures of their lived reality can be interpreted by both
informant and researcher, and shared meanings of those traditions can be gathered
and validated from the 'bottom up' rather than the 'top down' intellectualist
approach. Insights from these stories therefore, when analysis is guided by feminist
theory and ethics, should make explicit, the ethics which to date are implicit in

midwifery practice.
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Chapter 6

THE ETHICAL VOICE OF MOTHERS AND
MIDWIVES - FINDINGS AND ANALYSIS OF
NARRATIVES

6.1 INTRODUCTION

I am saying that the study of women calls attention to the different
way of constituting the self and morality; [my critics] are focusing on
the issue of sex difference [and] take the ideas of self and morality
for granted as these ideas have been defined in the patriarchal or
male-dominated traditions. I call these concepts in question by giving
examples of women who constitute these ideas differently and hence
tell a different story about human experience (Gilligan 1993 p.207).

This chapter provides the findings and analysis of the research study. Findings are
based on the narratives of mothers and midwives and on the researcher’s
interpretation of interview transcripts as validated by participants. Themes are
categorised according to the type of information obtained, rather than the personal
source. Nevertheless, participants had had a variety of experiences, both in and
outside of mainstream maternity services. Findings portray a group of mothers
and midwives who are very homogenous in their ethical values and beliefs about
the mother-midwife relationship. Three major themes are identified across both
mothers and midwives - institutional dominance over childbirth, values conflict

between workplace or service provider ethics and personal ethics, and ‘Being
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with’ women during childbirth. A central theme that links all other themes and

sub-themes is ‘power in relationships’.

This project began with several assumptions. One was that the nature of
midwifery practice is different from the practices of moral philosophy, medicine
and nursing, and thus the currently dominant mainstream ethical frameworks from
those other practices are not adequately responsive to midwifery practice. Another
was that a distinctive midwifery ethic is implicitly available in the lived realities
and shared engagement of mothers and midwives, and that listening to the voices
of mothers and midwives would provide an initial mapping strategy for the
development of such a distinctive midwifery ethic. In other words, mothers’ and
midwives’ narratives would reveal that which exists and has not previously been

made explicit in ethics.

Birthing is an occurrence that impresses itself upon the woman and one that is
unique to that woman. The manner in which the woman is affected by the
experience is subject to individual interpretation based upon a shared
commonality of meaning. The way we interpret our social world determines the
way we act or behave in that world, and for midwives this translates into the way
we see our practice and how we practice it. If this shared common meaning is to
be rendered explicit, stipulation of a thematic framework is essential: the analysis
in this research is guided by feminist ethics. Feminists and constructivists agree
that language and discourse not only reflect social organisation but that they also
construct our identity and subjectivity (Wurzbach 1999). Hermeneutical analysis
describes a process of comparative sieving of data for the purpose of discovery

and presentation of context and meanings (Benner & Wrubel 1989). Furthermore,
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regardless of research method, an underlying tenet of feminist research is that
women’s lives are important (Reinharz 1992). Women can be empowered by

giving voice to their experiences.

Gilligan (1993 p.208) explored the dissonance between psychological theory and
women’s experience. She did not ask how much women are like men; rather she
sought to discover “whether something had been missed by the practice of leaving
out girls and women at the theory-building stage”. Similarly, this current study
sought to discover whether something had been missed by the practice of leaving
out mothers and midwives (women) at the (male-philosophy) theory-building
stage of bioethics, for ethics surrounding childbirth. Perhaps some social,
historical and cultural phenomena are missing from the bioethics theories. Giving
voice to the perspective of mothers and midwives has identified women’s ethical
meanings and experiences from their particular position in the hierarchy of health
care and maternity services. Findings in this research show that relationship,
context and virtues are recurring features of what mothers and midwives consider
adequate ethical responses surrounding childbirth — features which are absent in
the abstract universalism of normative bioethics. To this extent, these mothers’
and midwives’ narratives have provided insight into the ethical nature of the
mother-midwife relationship and the suggested gap in normative ethical theories

applied to midwifery.
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6.2 IDENTIFICATION OF THEMES AND
CONCEPTS

The selection and coding of themes within this research project involved
interpretation. Meaning imposed on the text by the researcher reflected her view
of the world and was influenced by knowledge accumulated from past experience
of being-in-the-world and of being-a-midwife. It was translated in the context of
the researcher’s past and current understanding of the childbirth situation.
Validation of the participant’s meaning and the researcher’s interpretation
occurred in two ways. During the interview, identities and meanings were
constructed by verbal responses and interaction between the participant and the
researcher. When the researcher reiterated the participant’s word or concept, and
asked for or inferred a meaning, the participant’s response either confirmed or
clarified the researcher’s intimation. This Talk-in-Interaction (Frith & Kitzinger
1998) produced collaborative constructions of what an appropriate ethical
response in midwifery practice was and was not like: what it meant to the
participant and the researcher. Examples of this were:

Bev (midwife): I only had one model and that was the professional model

1'd learnt in the hospital and it just wasn’t working very well. But overall,
1 think I learnt as quickly as I could.

Faye: From the women?

Bev: From the women yeah. From the women but also from other people
who worked in the community.

second example, from a mother’s interview was:
A d le, fr ther’s int

Kay: I would trust her in the birth process, I'd probably say to the nth
degree. [the 2™ midwife’s name] I wouldn’t have because I just did not have
the same respect probably for her knowledge and experience and
approach and so forth.

Faye: So it’s essentially linked to respect, trust and respect?
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Kay: Oh yes, and I guess there are a number of things with [1* midwife’s
name] that [ was impressed by. Her years of experience.

Another example related to the conflict for the midwife between her ‘professional’
decision and the woman’s self-determination, her right to make and implement an

informed choice:

Gemma: that’s all you can do — is advise her that if she takes that path
that these things may happen but no one can say they will happen.

Faye: It’s hard though
Gemma: Mm
Faye: to go along

Gemma: absolutely

Secondly, interpreted interview transcripts were returned to participants for
validation and coding was subsequently amended where necessary. Data were

managed using the qualitative data management software, NVivo.

Narratives revealed concepts that were important to the individual participant and
the researcher. Sometimes concepts were important to the participant for her own
experience. Others were discussed because the participant saw them as important
to mothers and midwives generally. This distinction also existed from the
researcher's perspective; concepts were important to the researcher because she

saw them as important to the individual and to mothers and midwives generally.

Identification of themes involved several stages of analysis. Firstly, concepts
within the narrative that were either recurring or emphasised by the story-teller in
some way (for example, with greater volume, stress, intonation or intensity of
expression) were coded according to the participant’s own words as much as
possible. Key words or phrases in the participant’s vocabulary, and metaphors

used to impart meaning were also identified and coded. Recurrence of concepts
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across all narratives was noted to establish whether or not primary coding
categories were representative of the majority of participants. However, frequency
was an initial strategy and only one criterion for determining whether a theme or
sub-theme existed. The emphasis placed on the topic was another deciding factor

and influenced coding in individual transcripts.

At that initial stage, when concepts were compared across participants, the title of
a concept was altered minimally to reflect the commonality of meanings.
Similarly, groups of concepts became sub-themes and were ascribed to an
appropriate broader category or theme, created and named to reflect the
encompassed concepts and sub-themes. That is, themes were constructed upward
from transcript dialogue and concepts to sub-themes until finally a main theme

emerged. This is consistent with the feminist approach of ‘bottom-up’ research.

Table No. 1 offers a visual representation of this data organisation process. It
illustrates the way in which selective coding was initiated. The horizontal top row
represents themes and sub-themes that emerged from the data. The vertical left-
hand column lists the participants. The tick in the cell indicates that the participant
mentioned the theme or sub-theme. It does not indicate the extent to which the
topic was discussed, and should be considered together with the above-mentioned

emphasis. Table No. 2 shows all themes and sub-themes identified in the research.

Themes and concepts are illustrated by direct quotes from participants. As
participant numbers were small and being aware of the need for confidentiality,

quotes are deliberately general with few identifying factors.
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Table No. 1: Representation of data organisation process using the theme

Institutional Dominance for the midwife group, as an example.

Institutional Dominance

Themes and sub-themes

Midwife L1 |1 (1. | |11 |1 |1 |1 |1 |1 |1 |1 |1

1 |2 |3 |4 (4 [4 |5 |5 |5 |5 16 |7 |7 .
1 |2 1 |2 |3 1 1

Ann g || (oo oo ] [

Bev 0 oo |0 |0 (0|00 O |0 0

Diane 0 o0 |0 o (o (0o O |0

Gemma oo (00|04 O O 0|0

K-Anne Oo (0|00 O |g |0 0 0

Katie O oo O O g |0

Madonna o0 o0 O O l [l

Ruth o(o o g O O |0 (0|0

Total 8 |6 |7 (7 |6 (2 |7 |3 |4 |1 |5 |7 |2 |5 |2

Legend for themes and sub-themes:

1.1 Paternalism

1.2 Conformity

1.3 Unsupportive of the woman

1.4 Lack of self-determination, 1.4.1 ‘doing to’ woman, 1.4.2 haste excludes

1.5 Power ‘over’ relationship, 1.5.1 punishment to subordinate, 1.5.2 ‘silenced’powerless,
1.5.3 patient/sick role

1.6 No or restricted use of professional midwifery judgement

1.7 Safety-Fear, 1.7.1 negativity

1.8 Procedure-oriented hospital care, 1.8.1 ‘system workers’
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Table No. 2: All themes and sub-themes identified in participants' narratives

Major Theme | Theme Sub-theme
. Power ‘over’
P(iw§r mh' Power ‘for’
relationships Power ‘with’
Paternalism
Institutional Conformity
dominance Unsupportive of the woman

Lack of self-determination, lack of
informed choice

Power 'over' relationship

No or restricted use of professional
midwifery judgment

Safety-fear

Procedure-oriented hospital care

- 'doing to' woman
- haste excludes

- punishment to subordinate
- 'silenced' powerless
- patient/sick role

- negativity
- 'system' workers

Values conflict

Workplace versus
personal/professional ethics
Not valuing individuals
Feelings

- angry
- embarrassed
- sad

- comfortable
- awful, bad

- relieved

- frustration

Being 'with'
woman

Support the woman

- be 'with', not 'do to'

- communication (+ time to talk)

- informed choice

- prime relationship with woman

- power 'with' and 'for'
relationship (includes
advocacy)

'Knowing' the woman

- expert-friend
- family and social role of
midwife

Values-virtues (congruence)

- respect

- trust

- self-pride
- confidence
- character

Woman's comfort

- feels comfortable and secure
- culture specific ethics
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6.3 CENTRAL THEME

6.3.1 Power in relationships

A central theme that linked all themes and sub-themes by frequently recurring
across different themes and sub-themes, was the use and abuse of power in
relationships. The different types of power identified were exploitative,
manipulative, competitive nutrient and integrative power; that is power ‘over’,

power ‘for’, and power ‘with’ (May 1972).

May (1972) claims that all beings have power and distinguishes between potential
and actual power, when power is defined as the ability to cause or prevent change.
He places status, authority, and prestige as central to the problem of power, and
likens coercive power to the middle ground between power as energy and power
as violence. Exploitative power is the simplest yet most destructive type. It occurs
when one person has power over the bodies of many persons, for example,
slavery. It identifies power with force and presupposes violence or threat of
violence. Victims have no choice. Manipulative power may originally stem from
the person’s own desperation or anxiety, because of her own hopelessness and
inability to do anything else, but after that there is little or no spontaneity or
choice left. The apprehensive primigravid woman might request induction of
labour or pain relief in labour but having entered the world of medicalisation and
‘handed herself over to the doctor to look after’ as one participant said, she may
be left with little or no spontaneity or choice. The critic is forcefully silenced. In

humans it is seen as the need or passion to control the other, a need which the
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individual often has not consciously confronted. Both of these types of power are

being referred to in this research as power ‘over’.

Power ‘for’, in this research, is based on nutrient power. This is a form of power
that is often necessary and valuable with friends and loved ones such as the
normal care and attention of the parent for the growth and flourishing of the child.
As humans we derive pleasure from “exerting ourselves from time to time for the
sake of the other” (May 1972 p.109). It also comes out of the statesperson’s
concern for the welfare of the group, for example, the midwife for childbearing
women, and is constructive in its political and diplomatic nature as when the

midwife acts as the woman’s advocate.

Power ‘with’ in the present research refers to integrative power. This power is not
merely cooperative power because the latter can slide back into manipulative
power which silences the critic, or competitive power which makes the critic look
silly. Nor is it nutrient power which, if misused, can patronise the critic by
implying she is confused and needs our care. Rather integrative power leads to
growth by a dialectic process of thesis, antithesis, and synthesis: a new ‘truth’
results. Integrative power was seen as an appropriate interpretation of concepts
identified in the theme Being ‘with’ woman in childbirth because participants
were critical of the standardised, power ‘over’ approaches to childbirth within
mainstream hospital services. When they referred to an adequate ethical response
they spoke of the particularity of each birth experience and themselves as persons,
as if these latter concepts were the antithesis of standardised practices. Unlike the
power ‘over’ approaches, childbirth practices that were oriented towards Being

‘with’ woman constructed new, collaborative meanings throughout each
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childbirth process, between the mother and the midwife. It was a shared,
negotiated experience resulting in a commonality of meaning - a dialectic process
of thesis, antithesis, and synthesis. Two midwives said in their narratives that they
had learnt a lot from the mothers. Typical comments from mothers referred to
‘getting to know me and what I wanted and needed’ and to ‘letting me do what
was right for me but if there was a problem the midwives would not just let you
go on, they would say I think it’s better if you do this or that', and the woman
would then choose again. Her second choice may not always have been the same
as the midwife's. This negotiated or power 'with' approach most commonly
occurred in narratives involving birth centre or independently practising

midwives.

Power ‘alongside’ was not identified frequently but this might be explained by the
fact that the research was focusing on the mother-midwife relationship rather than
the midwife-colleague relationship. Similarly, the features of 'competitive' power
in the midwife-colleague relationship were not discussed separately but were
identified in relation to exerting power 'over' the other and thereby disrupting the

mother-midwife relationship.

Whilst all of these types of power can be present in the same person at different
times, the moral goal for practitioners and service providers is to use them in ways
that make relationships ethically appropriate for the given situation. Findings from
this research suggest that a power ‘with’ approach was predominantly the most

adequate for these mothers and midwives, during the childbearing process.



196
Findings and analysis of narratives

Figure No. 1 illustrates the use of power in mother-birth attendant relationships
according to the narratives in this research, as interpreted by the researcher. Most
of these mothers and midwives experienced a conflict of personal and
professional values when institutional values dominated the relationship with the
mother and when practitioners used power ‘over’ others. On the other hand, most
of these mothers and midwives expressed a congruence of personal and
professional values when relationships were oriented towards Being ‘with’ the
woman during childbirth, and when practitioners utilised their power ‘with’ the

childbearing woman.

/& /\

e \

!
Power 'over' e Power wath'
b
Fower comes B L Fow er shifis
from one S back and
direction 4 N 7 TwoUhULoLNLE / forth between
------------- mother and
birth
atteridatt.

Figure No. 1: The use of power in mother-birth attendant relationships, and
the effect on personal/professional values of these mothers and midwives.
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6.3.1.1 Power 'over' - exploitative, manipulative

Theme description: Power ‘over’ was the exploitative, manipulative, and
competitive use of power within the mother-birth attendant relationship.

Power ‘over’ often included paternalism and institutional dominance. Gemma was
a midwife working within an aboriginal community in a remote area of Australia.
All pregnant women in that community, aboriginal and non-aboriginal, were
required to fly to the nearest capital city and spend the last weeks of their
pregnancy there. For the aboriginal women it meant that they did not ‘birth on
their homelands’, “in their country’.

They were allowed to have one support person with them but often the
support person didn’t stay because they didn’t like being away from home
either. When they did go into hospital they were often put into a room with
other aboriginal women because it was perceived that they should be able
to communicate with them. Whereas in fact, it was an area where there
were very different languages. It was really purely because they had the
same colour skin that they were put together and expected to communicate
and to support each other, and it often didn’t work at all because they
were just from completely different communities ... At times I felt angry
because I thought the system was so paternalistic and so much set up for
the white fellows and so much medically oriented, that there wasn’t any
room for these women, for anything they felt or wanted, or there was no
taking into account their needs, their own personal needs. It was almost
like they didn’t have any .. Yeah, so I guess it was just paternalistic.
They’d been having babies on the island for many, many years before the
health services started and ‘what should and shouldn’t be’. (Gemma)

The paternalistic and power ‘over’ approach reflected what Rothman (1991)
described in her social construction of birth, as the ‘active-passive’ relationship in
which the doctor makes all decisions, and the patient is ‘worked on’, much the
same way as mechanical repairs are done. It is typified by the doctor using forceps
or surgery to pull the baby out of an unconscious or anaesthetised mother, and the
doctor has the authority to define normal, variations from normal, and the ‘state’

of the patient. An example of this was seen in the comments from a mother
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receiving private health care from an obstetrician for her first birth: Brenda spoke
of how she felt:
Oh it was just really like I was [pause] to be operated on. I don't feel like [
was being consulted or anything. I felt like I was just there and I was the

thing that had to be worked on. This is the task, she’s the task and that’s
how it kind of felt yeah.

Diane, a midwife practising in a mainstream hospital setting at the time of her
narrative, witnessed paternalism and a power 'over' approach from an obstetrician
when he spoke to a pregnant woman prior to entering the operating room for a
trial of Kielland's forceps. The woman had expressed her wish, based on the
research and information she had read, to tear naturally and to not have an
episiotomy unless it was necessary — even though the midwife had told her that it
would probably be necessary with a Kielland’s forceps birth. After speaking to the
woman, the obstetrician performed an excessively large episiotomy on the woman
who subsequently had faecal incontinence and required extensive physiotherapy
during the immediate postnatal period.
It was just totally traumatic. It was an invasion, it was an abuse of her
body, her psyche, it was totally not what she wanted and there was no
respect for her as a woman, none at all. He treated her like a bit of dirt.
He told her she was wrong, that she was misinformed, that she really had
no 'right' to have any view on what should happen to her, it was like 'l
know best'. And he told her that - that he was the doctor and he knew best
... To me it was just, the whole thing was to do with power. His authority
was challenged and he didn't like it [pause] that anyone would have a birth
plan and would tell him how to conduct his professional practice. I think
that was how he saw it. That this woman who knew nothing about

obstetrics would have the gall to write on her birth plan that she didn't
want an episiotomy and in his judgement that was wrong.(Diane)

Diane's ethical dilemma was, does she as a midwife and antenatal educator make
it worse for some women by giving them information and encouraging them to
make decisions about their own birthing process. For example, did the fact that

the woman had written a birth plan and had expressed a preference to not have a
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certain procedure lead to the woman's traumatic experience? If the woman had not
been perceived as challenging the doctor's authority perhaps she would not have
been abused and suffered to the extent that she did. In promoting a power 'with'
relationship between mother and birth attendant, had Diane contributed to the

woman's suffering? That was this midwife's ethical concern.

Both the mothers’ and the midwives' narratives illustrated a combination of the
themes of power 'over', lack of self-determination for the woman and the midwife
(‘silenced’, punished and restricted from exercising professional midwifery
judgment), and 'doing to' the woman. For the mothers, lack of self-determination
was achieved through ‘silencing’, and Brenda’s story demonstrates this.

I was just feeling like I was constantly being belittled and to the stage
where [ was complacent to what they wanted me to do ...

and the anaesthetist has come in and has gone WELL GIRLIE, and ['ve
gone ‘girlie’?! [questioning and indignant]. Do whatever you like then, but
leave me alone I'm not talking to you, do you know what I mean? Girlie!!
Oh! I was shocked. I was really shocked. Even in my drug induced state
that I was in, to be called ‘girlie’ I just like went ‘I don’t like him’. Like
that. [and]

With this other lady [the 2™ midwife] just walked in and I feel like she took
over and she was the one that said "we 're going to have to talk pain relief
now', and I didn’t feel like I had any option after that. I just felt like it was
totally her. Whatever she wanted was fine. I wasn’t going to argue with
her. She had that kind of - I'm not going to argue with this woman,
whatever she wants she knows best, and instead of being like a mother
figure and being really encouraging [like the 1% midwife], it was more like
being a school teacher and being told what to do. Does that kind of
explain it? (Brenda)

Anderson (2000 p.104-105) reports similar research findings.

Difficulties arise when midwives abuse their position, undermining the woman’s sense of
being in control rather than reinforcing it. Six women in the study talked unprompted of
feeling like a naughty little schoolgirl, with the midwife that well-known authority figure,
the harsh and unkind schoolmistress ... Several women were called a ‘good girl” when
they did well. More often, though, they talked of a sense of ‘not doing it right’. They were
sure that there was a ‘right” way to do it and that they were inadequate or deficient in
some way.
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In the present research, for the practitioner, being 'silenced' meant being unable to
exercise professional midwifery judgment, a lack of self-determination
professionally, or being kept in a subordinate role. It was often accompanied by
real or threatened punishment. A midwife of extensive experience, Kerry-Anne
told of how she did not carry out a ‘private’ obstetrician's written standing orders
which were for all primigravid women under his care to have an episiotomy. The
woman birthed her baby vaginally with no tears to the perineum and was 'over the
moon' according to Kerry Anne.

I couldn’t bring myself to actually cut this woman unnecessarily ... And
soon after delivering the placenta the doctor actually walked into the room
and greeted us both and immediately said ‘Give me a tray Sis and I’ll
stitch her,” because he presumed that I had done an episiotomy. And I said
‘She doesn’t need any stitches doctor, I didn’t do an episiotomy and she’s
got an intact perineum’. And he showed his anger by more or less pushing
me aside and pushing her legs apart and saying ‘Let me have a look.” And
he looked at her perineum and said ‘I’ll put a stitch in her, there is a tear
here.” And I felt really embarrassed because I'd actually told her there
was nothing and I'd told him there’s nothing and then I had to get a tray
out of the cupboard and go out of the room to get some catgut. So while 1
was out of the room I calmed down and calmly walked back in to the room
and gave him the catgut and stood by him while he sutured her. I never
confronted him. I just felt so bad about it. And he was a very senior
obstetrician in this hospital, and I was a labour ward CNC [Clinical Nurse
Consultant] but I still didn’t have the power that he had.

... Well she was just a body wasn’t she? To him. She was just a body. She
wasn’t someone who had any rights. She was having something done to
her without her really knowing what was being done. I felt at the time I
would have liked to have got a mirror and shown her.

The relationship between Kerry-Anne and the birthing woman resembled what
Rothman (1991) described as a ‘mutual participation’ relationship (and what this
research has identified as ‘Being with’ woman) in which the practitioner and the
woman work together toward a common goal. This relationship denies the
‘patient’ role and medical control but the institutionalisation of childbirth works

against the development of this relationship. The hospital patient is outnumbered
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and over-powered. She may be allowed to act as if she were an equal participant,
bringing an advocate such as her husband or coach with her, but if she becomes
disagreeable, difficult or disruptive, as defined by the birth attendants, her true
powerlessness is made clear. Her advocate is there only as long as the hospital
attendants choose to allow him/her to be there, only as long as he continues to
coach the woman in accord with institutional rules.

As she was actually birthing she screamed very loudly and this doctor got

extremely angry and told her to shut up and then he turned to the husband

and said ‘You, get out of the room until she behaves herself’ were his
words ...

and then after the baby was born I wrapped it up and she was holding it
and she wasn’t even taking any, very much notice of her baby because she
kept apologising to him for screaming. And he kept on saying to her
‘That’s okay girlie, you just needed to be controlled girlie’. And then he
said to me ‘Her husband can come in after ['ve stitched her’. (Kerry-
Anne, midwife, second narrative)

For the mothers, being 'silenced' occurred via both the 'system workers' and their
own support person. Caroline's husband 'coached' her according to the hospital's
'rules":
[The doctor] said 'oh well we 're going to have to put her on a drip'. As soon
as they said drip 1 just [pause] [ was ready to go home. I said I want out of
here. I want to go. I don’t want to have the drip. And then [husband’s name]
said 'Look you’ve got to have the drip. Just, you know, calm down, you've
got to have_the drip'. I said 'Well if I'm having the drip I want an epidural

right now' cause I didn’t want, you know, going through that sort of that
thing.

Part of Brenda's narrative was another example of this. She told of how her
husband agreed to her having an epidural anaesthesia against the couple's pre-
arranged plan to have only gas unless mother or baby was distressed. The
researcher saw this as due partly to his powerlessness within the hospital
hierarchy but also because he was distressed by what he perceived as her extreme

suffering:
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I couldn't have any more gas, 1’d had too much gas. Would you like to
have an epidural? And [husband’s name] was going Yes! and just stop the
pain, and I don’t know what I said about it, but [husband’s name] said yes
and that was fine by me, whatever he said went, I was too busy rocking
and I had my eyes shut ... And I've gone oh well I'’ll have it then. And 1
was strong, like [ wasn’t going to have it, [ was going to do it just on gas,
and he’s gone Give her the epidural [spoken in a gasping, ‘urgent’ voice], he’s
my support partner and he’s going 'just stop the pain, give her an
epidural’, so I've curled up, they’d done it.

He also coached her during the actual birth, in accord with staff wishes and
‘rules’:

I’m thinking everyone can see me and I’'m over this bar and I want my
clothes on and I, and I don’t really like this ... so I wrapped my leg around
it so that they couldn’t make me stand up, and [husband’s name] untangled
my legs for me and made me stand up. [spoken with exasperation] So as a
support person he was doing all the right things for the staff but not for me
sort of thing. (Brenda)

6.3.1.2 Power 'for' - nutritive
Theme description: Power ‘for’ occurred when the midwife used her power for

nutritive purposes (that is, parental, protective, for growth and flourishing of the
mother) within the mother-midwife relationship.

Power ‘for’ was nutritive when the mother received help and assistance that she
had determined either then or on a previously negotiated understanding, and
because she was unable to meet her own needs at the time. It was temporal in
nature. Doing ‘for’ the woman was relative to, and lasted only as long as was
necessary to meet the particular immediate needs or desires of the childbearing
woman. It did not disempower the woman and usually aimed at returning the

locus of power to the woman.

An example of midwives using their power 'for' the mother was Caroline’s story
about hospital midwives performing reflexology on her without her full
understanding or consent. Caroline expressed strong objection to medical

augmentation of labour. The midwives asked her if she knew about reflexology
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and she inferred that she was not interested in it. Caroline became aware of the
midwives doing something to her feet, a particularly sensitive area for Caroline,
and asked what they were doing. At the same time, the midwives carried out the
doctor's orders to set up for an intravenous infusion to medically augment labour.
Caroline interpreted the latter as the midwives’ betrayal of her wishes. The
midwives, however, did not commence the infusion but rather continued applying
reflexology and thereby avoided the need for the 'drip":

But, because of that - they knew I didn’t want the drip and because of that

they didn’t have to put the drip in, and I just sort of felt [pause] well I felt

like I wanted to kiss 'em, cause it was, it was [pause] far preferable to me to

have something natural than a drug and well I suppose reflexology is quite
natural. And I suppose I felt quite relieved after that betrayal. (Caroline)

Another situation of power ‘for’ was when the midwife was being an advocate for
the birthing woman. This nutritive power did not occur in narratives when the
mother-midwife relationship was one of not ‘Being with’ the woman; that is,
when it was one of separateness, and disparate relationships. When the mother-
midwife relationship was one of 'being with' woman, the power 'for' and the
‘Being with' woman ethical responses were identified in the same narrative. To be
a defender of the woman the midwife "must really concentrate on the woman and

her needs" (Kirkham 1986 p.40).

Comments from Maree, a primigravid woman birthing her first baby, illustrated
the second situation in which the midwife acted as an advocate and used her
power ‘for’ the woman, within a ‘Being with’ woman relationship.

And I always remember that visit because I was in so much pain and he
stood at the end of the bed and I had a lot of respect for the doctor, I felt
he was very capable, but what he did was stood at the end of the bed while
I was in tremendous pain and started talking to me, saying 'Well we re
going to have to speed up the drip' and dah, dah, dah. Now I could barely
hear him over this pain. What I was very impressed about is the midwife
turned to the doctor and said ‘you’ll just have to wait’, and walked up to
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me, dropped everything again and just talked me through this pain and
said to me ‘Just ignore the doctor. Let’s get through this’.

The researcher interpreted that without the midwife’s advocacy, the doctor’s hasty
approach would have excluded the woman from any meaningful decision-making
and increased her vulnerability. Furthermore, such haste teaches that the doctor’s
time is more important than the birthing woman or her understanding and
experience (Kirkham 1986). The ‘expert’ role demeans and patronises the woman.
Maree validated this when she reviewed the researcher’s interpretation of her

interview transcript.

Practitioners’ narratives revealed similar values and beliefs to those of mothers.
Katie, an independent midwifery practitioner with extensive experience and
advanced qualifications, illustrated the use of power 'for', within the mother-
midwife relationship. Her comment further linked the centrality of relationship
with that of supporting the woman - and colleagues in this instance, which
demonstrated the use of power 'alongside’. She identified the inadequacy of an
institutionalised approach by midwives to childbearing women:

There are certainly midwives in the hospital that are good women. And
they say just the right thing at the right time. You know, the doctor’s
saying I do want a clip on this baby’s scalp and the midwife will say 'Look
it’s not a busy night, I’ll be more than happy to listen. I can listen in more
frequently. I'll be here' and she’ll just intervene. She knows what the
woman wants, she knows what we’re advocating for the woman and she’ll
Jjust deflect and diffuse the situation by saying ‘Look I'm a hospital person
and I’'m sort of just softening this for you doctor. I'm helping you save face
here’. You know, and she’s actually protecting the woman’s interests and
rights, and us, and him, and you know, she’s on fire. But most of them, 60-
70% most [pause and sighs] are just completely institutionalised. They
approach people in institutionalised ways and they provide care which is
devoid of relationship, proper relationship.



205
Findings and analysis of narratives

6.3.1.3 Power 'with' - integrative
Theme description: Power ‘with’ occurred when the midwife used her power in an
integrative way within the mother-midwife relationship. There was mutual

participation and whilst the locus of power shifted back and forth between the
mother and the midwife, it predominantly rested with the mother.

A power ‘with’ relationship demonstrated the use of integrative power in the
mother-midwife relationship. The power moved to and from the mother and the
midwife, and both parties had a common goal, a shared philosophy and
orientation or 'way of seeing’. The mother-baby relationship was not an
adversarial one. The midwife’s role was portrayed more as ‘be with’ not ‘do to’;
she was present, she was ‘there’. ‘Not doing’ was not seen as uncaring, rather it
was described positively by mothers - ‘being there for me’, ‘didn’t get in my
way’, ‘she let me do what was right for me’. The participants used terms such as
‘confidence’, ‘empowered’, ‘proud of my/herself” when they spoke of the
influence such a mother-midwife relationship had on the woman’s birthing ability
and process. They considered the character of the practitioner as ethically
important too and referred to concepts such as trust, respect, empathy and honesty
— virtues displayed by the individual for the individual. This seemed to
demonstrate the importance of particularity in an adequate ethical response for
midwifery practice. Communication and informed choice for childbearing women
maintained their self-determination, and mothers and midwives alike emphasised

the essential nature of these for ethical practice.

The researcher saw that for midwifery practice, a major component of the power
‘with’, or ‘Being with’ relationship was that the midwife’s prime relationship was
with the childbearing woman. Unlike a procedure-oriented practitioner, the

midwife in a power ‘with’ relationship with the mother did not have disparate



206
Findings and analysis of narratives

relationships. In focusing on the mother as her prime orientation, the midwife
ensured that the birthing woman had ‘freedom of space’ to do what was right for
herself and her baby. In this ‘Being with” woman relationship, the midwife’s
prime relationship was with the childbearing woman/mother and the mother’s

prime relationship was with her baby (Guilliland & Pairman 1995).

The use of power ‘with’ was most evident in narratives from mothers and
midwives whose experiences were in birth centres or with independent midwifery
practice. Arline, a woman receiving care from midwives in a Birth Centre and

who was birthing her second baby in that environment by choice, said:

They don’t ever make a decision without consulting you or your partner
and that’s really important too because you want to be able to, I like to be
able to feel like I was the one that was in control because it’s my birth, you
know? I mean it’s my experience. She’s there to facilitate and make sure
that everything goes safely and she’s largely there to support me to make
sure that I do it the way I want to do it, and in our case the midwife, she
was fantastic. So that was really good.

Kay, a mother who had a caesarean birth for her first baby, employed an
independent midwife to attend her next birth. She wanted the opportunity of
trying to birth her second baby vaginally despite the previous surgical scar to her
uterus. Given the associated risks, the midwife obtained ‘visiting practising rights’
in a major hospital, they occupied a single room, and only the two independent
midwives and Kay’s husband were in attendance. The second experience
contrasted with the first and Kay described the mother-midwife relationship
during that second pregnancy-birth as follows:

[thoughtful] Because I was really this time being given the opportunity of

having a totally natural childbirth, drug free, thank you [midwife’s name],

for creating that environment for me and stepping I guess from that care

of the obstetrician where you do hand yourself over to them to a point.
Like you, ‘I want to have this baby, I know I'm a bit frightened but I know
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you’ll look after me, solve it all for me’. Whereas with an independent
midwife I had to take full responsibility for choosing to go that way and 1
did want to try it with no drugs but I had no idea how to deal with labour
and that was another really important thing, and what [midwife’s name] was
able to do for me, was that she was able to discuss in detail, ways of
dealing with labour and actually talk about it! (Kay)

6.4 THEMES AND CONCEPTS SHARED BY
MOTHERS AND MIDWIVES

Participants were asked to talk about the good or bad ethical aspects of their
experience surrounding childbirth. For mothers, their narratives were about their
own birthing experiences and for midwives, their narratives were of their
professional practice. Participants were also informed that the researcher was

particularly interested in the mother-midwife relationship.

Mothers tended to begin with the contextual and historical detail of their early
labour experience. Midwives more commonly began the interview with a
narrative about an experience that was distressing for the mother, themselves or
both, and that involved another health care practitioner. All participants gave
‘factual’ information and the context of events, followed by an expression of their
related emotions and feelings, and finished with a description of their subsequent
‘good’ experience or preferred approach to birthing. This ‘good’ experience was
often accompanied by transformative comments such as ‘it opened my mind’,
‘I’ve changed my practice since then’, 'l know a lot more about it now' —
sentiments that support the researcher’s earlier claim that our ways of seeing
determine our ways of behaving, of practicing, and that personal experience is

legitimate knowledge.
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Three main themes emerged in both mothers' and midwives' narratives:
institutional dominance, followed by values conflict and 'Being with' woman. A
congruence of personal/professional (midwifery) values was portrayed in relation

to the Being 'with' woman childbirth practices.

6.4.1 Institutional dominance

Theme description: Dominance by doctors, nurses, allied health care
practitioners and midwives, over the individual childbearing woman or the
individual midwife.

Mothers and midwives were critical of institutional dominance over childbirth,
especially noted in medically-oriented care. The theme of institutional dominance
included paternalism, a lack of self-determination for the mother and often the
midwife, an emphasis on safety, fear and mortality (negativity of attitude) to the
exclusion of supporting the woman, and a procedure-oriented approach that

manifested itself as ‘doing to’ the childbearing woman.

6.4.1.1 Paternalism

Theme description: Paternalism of medicalised health care towards
childbearing women and midwives.

Paternalism was said to have occurred when the explicit or implicit wishes of the
birthing woman or the professional judgment of the midwife were overruled or
disregarded, choosing a course of action that was directed at the good of the
mother (Beauchamp & Childress 1994). That is, when the principle of
beneficence, as defined by experts, dominated over the principle of autonomy

(Brown, Kitson & McKnight 1992). For this research therefore, paternalism was
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a construct within the power 'over' relationship. In addition, paternalism itself

included the sub-themes of ‘labelling” and ‘dismissing the other'.

Kay was a primigravid woman who had chosen a female obstetrician and private
health care believing that would improve her chance of having a ‘natural’ birth
and choice. She received care in a mainstream hospital ward, and had no real
memory of the midwives in attendance during her birthing process. Kay described
her experience of early labour prior to caesarean operation as follows:
Kay: And she [the obstetrician] went to go out of the room again from one of
these quick visits and I called her back and I asked her, ‘what are we
doing, where am I at, can you give me some rough idea?’ Communicate
with me in some way ... and with that she stopped at the doorway, put her

head back round the door and said to me ‘Well from here on in it just gets
worse. If I were you I'd have an epidural’.

This comment also illustrates the strategy of 'dismissing the woman', identified in

other narratives about paternalism and the abuse of power in relationships.

Brenda, the primigravid woman previously mentioned, also received care from
midwives in a mainstream hospital ward and birthed her baby vaginally. Yet she
described feelings that were similar to Kay’s in relation to power 'over',
paternalism and lack of respect for persons:

Brenda: And apparently the anaesthetist had come in and I said to him [
don’t want an epidural ... and this guy has walked in and said 'Well girlie’
GIRLIE! "you better decide now otherwise I'm leaving' ...

Faye: How did you feel, what was the issue there?

Brenda: Girlie?!, you don’t, you know a bit of respect here buddy! I’'m not
just a girlie, even though I've told you that I don’t want an epidural and
they’ve gone to find you and everything, I think I should have been treated
with a little bit more respect than girlie! You know it just, I saw red. Just
that total, yeah, she’s the task again.

Narratives reflected that the medical belief in an adversarial relationship between

mother and baby accompanied the themes of 'doing to' the woman and
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paternalism. Rothman (1991 p.277) also describes these features of obstetric and
medicalised midwifery practice; “The baby must be stopped from ripping its
mother apart, and the surgical scissors are considered to be more gentle than the
baby’s head. At the same time, the mother must be stopped from crushing her
baby, and the obstetrical forceps are seen as being more gentle than the mother’s

vagina”.

Madonna, a mainstream hospital midwife with many years of experience
discussed the mother-midwife relationship at birth as:

The person doing the delivery is really calling the shots aren’t they, to an
extent? ... And this is why I think you need to have a bit of relationship
with the mother so that if you re the one giving the commands, that she
will listen to you and she will follow you and you’ve got to get that
relationship going and you’ve got to listen to me and I will tell you when
to push, I will tell you not to push, I will tell you when, you know, what to
do, and please listen to me because I can see what’s happening here sort
of thing. And you can’t. In that situation I think yes there’s somebody
handing out the commands. To_save the child from being strangled by its
own cord or from mother being ripped from fore to aft.

An example of paternalism, procedure-orientation, and power 'over' in the
postnatal period was seen in Maree's narrative about learning to breast feed for the
first time.

one of the midwives in particular, I sat in the chair and I put a pillow on
my lap, because I wanted her on the pillow and that way I could relax my
shoulders more and she straight away whipped the pillow away [‘laughs’]
and said 'What do you want that for?' and I said 'Well ['m more
comfortable if she’s on a pillow' and she said 'Well you don’t need that
and it’s not the way to do it' she said, and I said 'look ['ve got an epidural
in my back', I still had the drip in my arm and I said 'l really feel much
more comfortable if [ can do that, it doesn’t hurt my back so much', and
she said 'Well you can do it this way but you know you don’t do it in the
future'... So I just waited for her to leave the room and I did [‘laughs’] how
1 felt comfortable. (Maree)
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6.4.1.2 Lack of self-determination

Theme description: A lack of self-determination for the mother or the midwife.
The medicalised health care dominates.

Given her unsuccessful attempt at communication earlier in her labour, Kay

described her lack of self-determination and informed choice, the feeling of being

'over'-powered by the carers, and of their 'doing to' her, the birthing woman, as:
and from then when [obstetrician’s first name] came back and looked at the
monitor and we still had the fluctuating heart beat and I think it was fairly
quick then. [obstetrician’s first name] said to me that we have an emergency
here, we’ve got 10 minutes to get that baby out. So a caesarean was
necessary, and all the while I was still on this bed and had an internal
monitor of course, so I was wheeled into the operating theatre and [pause]
they touched probably my abdominal area and asked me if I could feel it
and I said yes, so they then gave me a general anaesthetic. So, it all is a

lousy experience, so ‘managed’ and yes I had a general anaesthetic and
had a caesarean. (Kay)

Women having emergency caesarean births and instrumental deliveries feel they
have not been afforded the same control, the same active participation in decisions
about type of delivery as women having ‘natural’ vaginal deliveries.
“Organizational, structural or experiential factors affect women’s perceptions of
having an active role in the decision-making process more than the health care

personnel involved” (Churchill & Benbow 2000 p.41).

Judy’s experience was not one of being ‘over’ powered but her comment showed
how important informed choice was, and how strongly she felt about respect for
persons and her ‘autonomy’ during her birthing, when she was resisting the
medical augmentation of labour:

Cause [ wasn’t just a body coming in to deliver. I already had ideas about

what I wanted, and they were conversant with them without me having to
tell them [she had forwarded her birth plan].
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Caroline, a mother, gave another example of the individual being dominated by
the institution. Her story told of when she was in early labour with her second
baby. She said that a labour with a 'drip' (medicalised birth) resulted in
contractions of a different character and increased pain to 'naturally' occurring
contractions, and that led to a lack of self-determination for the woman.

1t’s very [pause] well you don’t get a break, it’s just one contraction after
another and the contractions are so different to a natural contraction in
the fact that they grip you like a vice and you just, you don’t even have the
- I don’t know, what’s the word? You just don’t know what’s going on
around you, you 're just so consumed by this contraction that nothing else
matters. [sighs] You haven’t got I suppose the thought process to say, ‘oh
give me some pain relief” [spoken in a weaker voice] or something like that. 1
know I didn’t [pause] sort of thing. And just to contemplate having a drip
again was really, really scary at this stage, and then disappointing
because I wanted this to be a natural labour in every sense of the word.

Ellie had this to say about the lack of informed choice and self-determination for
childbearing women and in particular 'newborn' mothers:

... to assume in a modern society that every woman will breast feed the
baby. I don’t think that this is an assumption which should be made on the
part of a hospital which has a long tradition in birthing practices ... there
was absolutely no proposition that a mature woman like me might be
offered a choice whether to breast feed or formula feed. And of course, the
second issue is there was absolutely no information_concerning what the
breast feeding would be like [Ellie's experience was particularly painful physically
and emotionally. She changed to formula feed after 6 days] and frankly the more
I’ve thought about this, the more preposterous I find it ... I think every
person should be afforded the dignity of being informed of what might
their experience be so that they 've got some framework by which to judge
the degree of difficulty they experience and don’t have the consequent
onset of that deep and abiding guilt that I certainly experienced when ever
I was confronted with her hungry mouth.

As a mother birthing her first baby and a health professional though not a
midwife, Maree confirmed the researcher’s following interpretation as ‘very
accurate’. In this part of Maree’s narrative the midwife was ‘silenced’ and the
institutional hierarchy placed the status of both mother and midwife inferior to

and with less power than the doctor’s. Maree described not only her own sense of
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vulnerability, powerlessness, and lack of self-determination as the birthing

woman, but also what she perceived as similar constraints for that second group of

midwives in attendance at her birthing.

1 felt once the doctor entered the room and said ‘Well we’re going to have
to do this’ — well it all just, everyone just fell into place. OK you’ve got to
get your legs up, you've got to do this, youve got to do that, and at that
point I felt that I was quite capable of making decisions, yes. And I know
at times I said to them ‘Look if that’s not comfortable for me someone’s
going to have to, you know, pull me up, and I was assertive enough at that
time to say ‘Look I know you want me like that, but that’s not comfortable.
You’ve got to try this or that, which my husband did. But I felt there wasn’t
a lot of choice given to me at that point, and I can see the doctor-midwife
relationship as it occurred then; he comes in, he hasn’t been there all day,
he said ‘Were going to have to get this baby out’ and they all ‘do their
bit’. Everyone has a cue and this is what they all have to do: this one does
this and this one does that. You don’t ask any questions, you just get it
done and you could see the total change. No more decision making going
on here thanks, we’ve got to get the baby out and my job is to do this, my

job’s that, my job’s this and everyone off they went and did all their jobs.

An example of the midwife's ‘autonomy’ being restricted was identified in Kerry-

Anne's narrative concerning whether or not an episiotomy was necessary and the

appropriateness of 'standing orders' from an obstetrician. Asked what the main

ethical issues in that situation were for her, Kerry-Anne was not really sure but

said:

1 think maybe it was the very fact that this doctor had written standing
orders for all primigravids that midwives were supposed to follow. That
was one issue. I don’t think that’s very ethical because it’s taking away the
midwives’ role as a person who is able to assess at the time, what is
necessary. So it’s instructing somebody to do something [pause] that I don’t
think they have the right to instruct them about when they 're not there.

This example supports the claim that for the majority of midwives working in

Australia, they are restricted or prevented from exercising professional midwifery

clinical judgement. In Britain and New Zealand midwifery is not an independent,

autonomous practice (Clarke 1995a;Fleming 1998b) but instead is as constrained

as the women they attend because of policies, protocols and contractual
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obligations (Clarke 1995a). Workplace conflict is discussed later. With the
ascendancy of science and particularly since specific professional standards for
practice were introduced, the degree of autonomy for midwifery practitioners

correspondingly fell (Fleming 1998b).

6.4.1.3 Fear, Safety, Mortality-Morbidity (negativity of
attitude)

Theme description: Safety, fear as it pertains to the physical. Mortality-morbidity
related.

The concepts of safety, fear and mortality were most commonly discussed in a
negative way, but the nature of the concept differed according to the narrator's
identity and role. Childbearing women, especially those who were birthing for the

first time, expressed their 'natural concern' due to a fear of the unknown.

Arline, a mother who birthed in a birth centre, said:
Not that my first birth was a bad experience, it was fantastic but there was

still that fear of the unknown and I was still very much like ‘no, no, no [
can’t do this’.

Comments from Megan, a mother who birthed in a mainstream hospital ward,
support claims that the mother's prime relationship is with her baby, that
mainstream maternity practices focus on the safety of the baby to the exclusion of
the woman during the birthing process, and that mothers are very susceptible to
suggestion during the birth of their babies.
... to get the baby delivered safely and that was my option, that was my
most important thing. So that, yeah, I can’t really comment on that really.

‘Cos I guess that’s where my focus was I guess, it seems that that’s what

everybody else was focusing on. Yeah.
Faye: But that was satisfactory for you?

Megan: Yeah. That was fine for me.



215
Findings and analysis of narratives

Participants described fathers exhibiting concern when they lacked knowledge

and felt powerless to help their partner and baby.

And at that stage [husband’s name] was a little bit distraught too because [
don’t think he’d ever seen me scream into a mask before and jibber the
way I did and I think he was rather frightened by it. (Brenda, a mother
who birthed in a mainstream hospital ward)

Oh look we have lots of couples, and this woman that sat at the table and
cried about her previous caesarean section and had gone through a very
angry stage with her partner because he hadn’t protected her from all that
went on. And they re not in any capacity to be able to do that. They have

no knowledge, they have no knowledge of the system, they re frightened
for themselves and for their baby. (Katie, independent midwife)

The following quotations are lengthier because they not only illustrate the theme
of fear, but also that collaborative construction of meaning occurs through talk-in-

interaction and that the narrator's context is an integral part of ethical deliberation.

Another type of fear identified was associated with a belief in the medicalised
birth, and a lack of knowledge or specific knowledge. It was linked to the
supremacy of technological and medical intervention, and to the belief that
women cannot and ought not birth without the help of medical science - the

choice of the intelligent person.

Madonna is a mainstream hospital midwife with many years of experience in that
setting. She had great difficulty thinking of ethical concerns regarding the mother-
midwife relationship and eventually relayed two or three incidents concerning
medical ethics and life-threatening dilemmas. The researcher interpreted her
approach to childbirth as medicalised, especially in relation to the actual birth.
Madonna: 4 patient came in from the doctor’s office, because she was in
labour and he was planning on admitting her at 34 weeks, watching her
closely with the view of doing a caesarean section because this lady had

congenital rickets. She came into the delivery room and it took four of us
all to hold her down to have a listen to the fetal heart, to see what, to try
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and assess what she was doing, she was hysterical ... it was a congenitally
deformed child anyway, but we did all in our power ... she then turned
around and sued the doctor because her baby was abnormal and she was
supposed to have a caesarean section. [long pause] And I think that’s
terribly unethical but there you go.

Faye: How did you feel when she came in, in labour, as a midwife?

Madonna: How did I feel? Well it was sort of frustrating trying, just trying
to find out what was happening.

Faye: And what was your main concern?

Madonna: That we could deliver the baby safely and that she could relax,
so that she could enjoy it or at least be there to welcome this baby [pause]
and co-operate with the delivery ....

Faye: What part of it did you feel responsible for?

Madonna: [ felt responsible for trying to deliver the baby safely, as safely
as possible. [spoken thoughtfully]

[Later]

Madonna: When I think of care and caring, it’s making people as happy as
possible and as comfortable as possible. [pause] Whether this be
financially, whether this be with material things, whether this be, but
mainly with love and with security. Security and, and love.

Faye: How do security and safety differ?

Madonna: Security and safety. I think safety is protection from trauma
whereas security is protection from hurt, yeah physical trauma is safety
and mental or emotional safety for security.

Bev, a community clinic midwife, illustrated fear and negativity when she
described a visit to a mainstream hospital antenatal clinic. The young woman
from Bev’s clinic was sure she was 37 weeks pregnant; the hospital obstetrician
was convinced she was 43 weeks pregnant because of ultrasound results.

I doubted myself and believed him and believed the ultrasound and I felt
really frightened. I thought ‘I've let this person down, her baby might die
because of me’ so I got really tied up in all of the rhetoric that he was...
but I didn’t know it was rhetoric then ... And she was still refusing to go to
hospital and he was still insisting. And then he said to her, 'If you don’t
come to hospital today and have an induction your baby could die and you
could die, you could get a clot and you could die’.

This was a few years ago before I'd really spent much time thinking about
what my role was, I hadn’t worked through the issues about what makes
childbirth safe ... I didn’t feel safe about her because I knew her baby was
small for dates. And I knew that she was under weight and under
nourished and I suspected that she’d been using IV drugs which also
turned out to be true ... Fear. I believed the doctor. Now there isn’t any
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doubt about that. At the time that he was speaking I thought ‘Oh my God
he’s right’. I believed this stuff, you know, I believed him.

Faye: Scientific base?

Bev: Yeah. I believed it. It sounds to me, now, it even sounds naive, but [
believed it. And I doubted myself. And so it didn’t seem, while it was
happening it didn’t seem like an ethical issue, it seemed like a safety issue.

Gemma, a midwife, discussed the combination of Western 'medical-science' and
paternalism towards both the birthing woman as well as towards a minority
culture:

It was considered that the conditions on the island weren’t suitable for
women to have their babies because even though most of us were
midwives, there was one doctor there and certainly very little resuscitation
equipment ... it took about 3 hours by air to get the plane there and back
... their reasoning was that that was not acceptable. As I said, certainly
the women that came and delivered on the doorstep they didn’t have any
problems - they did it beautifully ... All this garbage that’s heaped on us
about all those different safety aspects in fact wasn’t so ... You know, "you
will do this, and you will do that' and this is the only way that it can be
done safely ... when the woman _feels unsafe which she essentially did, not
just in the hostel but in the hospital itself because the hospital environment
itself was such a foreign environment to her

1 think that it’s up to the aboriginal people that if the perceived risks are
worth it then it should be their decision not ours ...

1 think that there’s still a lot of [pause] fear mongering and all that sort of
stuff goes on ... we still have women coming into major public hospitals
for inductions and things, that have no idea why they 're there, what'’s
going to happen to them, what the implications of the induction are ...[and
later, generally] and the belief too these days that women think generally
more so I believe, that they can’t birth without medical assistance, and we
reinforce that every day by our interventions, inductions. I looked at the
local hospital recently and their induction rate is 70% - that’s totally
bizarre to think that only 30% of the women can actually start labour by
themselves. Just bizarre. And so we 're reinforcing on lots of levels that
women need all this intervention. They need our assistance to birth. They
can’t birth without it. Such garbage.

Dominance of fear and mortality in guiding birth practices was also identified in
mothers’ narratives.

With [1st baby’s name] they did because when the contractions were
happening and the heart rate was getting lower. It was going from 160
down to 120 at the start and by the time I was [pause] what, in full blown
labour and the change of labour it dropped down to 60 and I was starting
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to get, I could see they were getting really panicky about it, to get this
baby born. (Caroline, mother who birthed in a mainstream hospital ward)

Kay, a mother, described her experience of fear, lack of knowledge and a

medicalised birth:

Anyhow I made a comment about the fluctuation in my baby’s heart beat
[pause] and to that she did show some concern and I just actually wanted
her to - I said 'give me some explanation. Does it mean anything, or what
does it mean?' which wasn’t’ forthcoming. I’'m not sure how much time
lapsed after that but then it was suggested I move onto a bed and have an
internal monitor because of this fluctuation in the heart beat. A couple of
vears down the track, after the birth of my first baby, I then read more
widely and I understood then that within a certain range, fluctuation of
your baby’s heart beat is normal. Now I’ll never know whether that was
within normal, but she didn’t mention that and maybe it wasn’t, but I do
understand that now. That that’s possibly the case - it was within the
realms of normality and maybe not have been necessary to pop me up on
the bed and give me an internal monitor.

She was also critical of the mainstream services in general. These comments
illustrated not only the theme of fear but also those of being unsupportive of the
birthing woman and of haste excluding her, diminishing her self-determination.

from that moment that your pregnancy is confirmed by a general
practitioner, there is no confidence instilled in you that you are well
designed to do this, it’s a normal, natural function of your body, and there
is no reason why you shouldn’t have a natural childbirth. There’s this
[pause and sigh] view of nearly sort of grave resolve that ‘mmm you are
about to embark on having a baby, oh dear! what’s going to go, what can
go wrong?’ ...

and yes I had a general anaesthetic and had a caesarean, [name of first baby]
was born perfectly healthy, I was perfectly healthy, drugged a lot and it
took a long time to recover and deal with then the sharp learning curve of
motherhood, and caesarean and leftovers from the drugs and so forth and
Just going through a certain amount of labour and so, that was a [pause] a
very uncomfortable experience, but at that time I was left and [husband’s
name] probably, left with - We felt that she had saved my baby’s life and

probably mine as well. It made me feel like 1'd just experienced a life
threatening event.

The fear of punishment occurred in some narratives when the woman or midwife
challenged the purported safety and necessity of such intervention, and the

apparent foolishness of not having it; or when medical authority was questioned.
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May (1972) asserts that exploitative, manipulative and competitive power (power
'over') is usually accompanied by real or perceived threat and real or perceived
violence. Commonly it was midwives who depicted this induced fear of
punishment from those exerting institutional dominance. They saw this fear in
themselves, junior medical staff and the mothers, and disapproved of it in all

circumstances.

Diane, midwife:

And he said 'You are totally wrong, you’ve been misinformed. If you don’t
have an episiotomy you'll never use your vagina again. [Said forcefully] And
repeated that, and she, lying flat on her back on a trolley, looked very
shocked, shot a look at me and then looked back at him and said 'Oh I just
thought that it was better'. And he said 'No, you re totally wrong'. [Said
forcefully] So then he walked off and into the theatre to get scrubbed up,
and she was really quite scared at this stage ...

she spoke to me actually, the Registrar - and she said 'Wasn't that awful? 1
didn’t know what to sew. There was just a huge hole there and it was so
big I didn’t know how to sew it up'.

The next morning I contacted the Medical Superintendent’s office and
asked to see him and I laid it on the line as honestly as I could, and [pause]
as a consequence of all of that this doctor will have nothing to do with me
again ... afterwards if [ was caring for a lady and he was involved, if he
had to come in to see her for anything, I would actually ask another
midwife to be in the room as I was leaving because I felt that he had tried
to make a point, to_prove a point by abusing women - to prove a point to
me - which really upset me a great deal and so it was quite traumatic. 1
suspect that there is a big gender issue there.

No [spoken definitely] because she was the Registrar in his unit. You know
they 're pretty vulnerable too aren’t they? What kind of report would they
get written if they complained about someone.

[later]

So that they can have the confidence to say ‘I’'m planning this and I'm
going to have positive views because birth is about getting in and letting
go and releasing, not about hanging on in fear, and they won't birth well
while they ’re fearful. They just have to trust their body, trust the process.

Katie gave another perspective; that of an independent community midwifery
practitioner. Whilst she encourages self-confidence in the woman for her ability to

birth her baby, Katie's personal struggle was to provide informed choice, to ensure
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that the woman 'owns' her own choice, and at the same time, as the midwife, to
avoid real or perceived coercion:

The notion of fear - I continually struggle with in terms of providing them
with informed choice. It’s just such a dodgy thing as far as ['m concerned.
They 're lay people, we’re professionals. They 've had one or two whether
it’s the first second or third birth. They 've never been involved with, weve
got years of experience, [pause| they have that confidence in our ability to
make it right, make it work, we 're more aware of the lack of exact science
of what we do, the lack of exact art of what we do, the lack of predicability
of the outcome, lack of control that anybody has over the whole process
and outcome, so ... There is just an enormous sense of frustration that
when you feel that (pause and sigh) that, you don’t want to keep harping on
to this person, because that’s coercive, but you want them to understand
the ramifications of the decisions they re making or their failure to make a
decision. And then I say, so that they can live with themselves afterwards,
but perhaps it’s much more so I can live with myself afterwards, I'm really
aware of that as well. ‘Cos they’re going to have to live with themselves
afterwards one way or another. And perhaps they ’re actually doing all of
this so that they don’t have to live with themselves afterwards, if you know
what I mean. Like, they re just not owning it all ...

They 're rare to choose home birth. I think they probably aren’t all that
rare in the system, in the mainstream system. Because those people have
made ‘a’ decision of sorts to abdicate responsibilities and give it to the
hands of experts. So they re different people. And a lot of these people feel
betrayed by the system. And they should feel betrayed by the system, but
they should also feel that they 've let themselves down.

Faye: A lot of the information about birthing regardless of venues, is to do with mortality
and morbidity

Katie: And serious disinformation.
Faye: And pain and suffering and not many of us are truly sadistic are we?
Katie: No. Or masochistic.

Faye: Or masochistic. So it’s understandable why people opt for the recommended safe
institution. And then perhaps regret it.

Katie: Oh I think a lot of people do. I actually think that a lot more women

will choose home birth if their partners weren’t so locked into the safety of
the system. I think men are the biggest single obstruction to women having

home births.

6.4.14 Unsupportive of the woman

Theme description: This theme was constructed around childbirth practices that
were unsupportive of the individual woman or birthing women generally, and
unsupportive of difference, and case- or context-specific ethics. The ethical nature
of these practices was not woman-centred or relationship based.
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Narratives indicated that impersonal and normative practices which did not
support individual women during childbirth maintained the institutional status
quo, and mostly, for this to happen conformity was required: "passivity in patients
gives us greater control of our working situation" (Kirkham, 1986, p. 40)
(Kirkham 1986). The ethical nature of such practices was not based on

relationship, but rather on abstract and universal theory or routine.

Narratives from these mothers and midwives frequently illustrated that
practitioners working in this environment and adopting these practices had
disparate relationships. That is, they held a strong allegiance to their employer, to
their medical, nursing and midwifery colleagues, and to the infallibility of medical
science compared with the subjective experience, desires and birthing ability of
the individual woman. It did not mean that those doctors and midwives were
uncaring as individuals themselves. Mothers, in particular, referred to them as
being 'nice'. It did mean though, that the individual woman was often rendered

'invisible'.

Judy's story here depicts how lay and experiential knowledge are seen by the
hospital midwives as not 'legitimate', and how they are supporting medically
oriented not woman-centred practices. They have disparate relationships with
medical staff, hospital procedures and the patient role. The resultant nurse-patient
relationship is confirmed to some extent by Judy's use of the title 'nurse' for the
midwife, and her compliance with instruction. It suggests too, that Judy felt a
certain tension between the expectations of her own role once she was admitted to
hospital (as the patient) and what the doctor and hospital staff were offering, and

what she wanted based on her previous experience of birthing.
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Yes so I was 40 weeks. [1* pregnancy] I started to feel a lot of - well, what 1
thought was a lot of pain, and the nurse told me that no it wasn't, it was
just a reaction to the gel and it wasn’t actually contractions, even though
they felt like it to me ‘cause they were coming and going, so, I just
persisted with that. They gave me a Panadol or something and something
to help me to sleep, but of course I didn’t sleep. My husband was there as
well. He managed to get some sleep on the chair.

[and later]
And I said well I did try to tell him that I had been induced, they’d used the
gel twice with the first pregnancy and really it took a long, 24 hours
almost, for it to get going. He said 'no, no, no you will definitely have this
baby by 3 o’clock’ because he was going on his weekend away at 5
o’clock. So I said 'Look I don’t even care if you're not there, just start me
off’, you know. I don’t care which doctor it is. So of course they did that,
put the gel in and then I felt more comfortable than ever, just sitting there -
nothing’s happening. So I hung around the hospital, walking, walking,
walking, went for a walk in the park, came back, put the monitor on again,
nothing’s happening. He came back at 1 o’clock and 3 o’clock and said
‘oh look sorry, go home, come back in again Monday morning and we’ll
do it again’. And I said 'Oh can’t you just put a bit more in? Because |
know I’'m going to have the baby over the weekend so can’t you just, [
know that my body just takes a long time to get going'. And he said 'Oh no
I couldn’t do that to my partner', you know, 'start you off and have him
have to look after you'. And I thought oh God I don’t care who it is, just let
the midwives do it ...

So they quickly rang [doctor's name] and the next second it seemed like, his
head was delivered while I was kneeling over the bean bag and I didn’t
want to, I wanted to be lying down again, so [sighs) then while his head
was there but it was before the shoulders, then they all sort of, they said
‘oh how do you want to be for the rest of it, are you happy to stay like
that?’ and I said no because I felt like I had no control. So then they all
sort of grabbed me and managed to get me lying on my side and then the
rest of his body was delivered, that just came out pretty easily

Brenda's narrative illustrated how she was rendered 'invisible', how she felt
distanced from the hospital midwives in attendance at her birth, and the disparate
nature of the hospital midwives' relationships. The midwives' practice seems
based on medication for pain relief and they do not interact with the childbearing
woman to establish with her how they can best assist her to birth her baby.
and I’'ve gone 'oh, they said I could have a sleep’. So I had a sleep. Within
15 minutes I was saying to someone else I can feel contractions again, it’s
not working, something’s happened, and over in the corner, I can

remember [husband’s name], breakfast had come in, there was [husband’s
name), his mother and the midwife and they 're saying ‘I should have given
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her Pethidine earlier on. If I had have known it was going to be this bad
for her I would have given her Pethidine' and [husband’s name] said 'well she
seems to be fine now, everything must be OK'. And I'm thinking ‘they re
talking about me and I can hear everything they 're saying’. I'm going hey
I’'m having contractions over here and they re having a conversation in
the corner and I’'m on the bed by myself. Now I was sitting up most of the
time when I was having contractions and the gas, I was sitting up on the
edge of the bed, and the midwife came over after I said I can feel

contractions, she said 'well you better sit up you re going to have the
baby'.

Kay discussed a lack of support from both her 'private' obstetrician and the

hospital midwives, and again referred to the dominance of 'fear' and negativity:

Faye: What did the midwives do in that interaction?

Kay: I don’t’ remember their care much. It seemed very sort of

Faye: You’ve got your hands out away from you, is it like peripheral or sideways?

Kay: Yes, [spoken spontaneously and definitely] yes I suppose. Yes they didn’t
feel like strong supportive care. And I guess by calling the obstetrician
back, it must have been how I was feeling. I’'m not getting strong
supportive care here. You 're not, no one’s trying to help me [pause] I didn’t
feel, to get on with the process of birth. There was this worry, all these
monitors and so forth and like, it was probably getting me down that
tunnel towards helplessness - that the only way to help you is a medical
way.

Ann, midwife, described the disparate nature of relationships, the tension of
loyalties, and the conflict of values for a hospital midwife, within the normative
approach of mainstream maternity services: an environment which is
unsupportive of the childbearing woman.

These parents were very anxious and they felt that something should be
done immediately: they felt they should be started into labour because they
felt this baby - there was something wrong. A lot of those issues weren’t
addressed at that time - they were merely told there was nothing wrong go
home ...

Well looking at them, both sides, it is very easy to be critical over another
department or very critical of another area and to say that they should
have done this or maybe they should have done that. We had to [pause] look
at the full picture and explain to the parents - because the parents wanted
to have their baby delivered - but that’s not a usual practice, that there
has to be a very good reason to have an induction, there has to be a very
good reason for interference and that it’s not abnormal to go 10 days over
or 14 days over. That’s not considered abnormal in some circles. And so
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trying to explain to the parents that all these factors - it’s very difficult
because they weren't listening, they didn’t want to listen to that. So they
were looking for someone to blame or they were looking for answers and
they were looking to us as being the people they have seen day in day out
and who they were getting to know reasonably well, and they were looking
to us for the answers and not being directly involved with the obstetrical
management it was very hard for us as nursery staff to be able to comment
on the delivery and why it took so long and why that had occurred.

In the following comment, the researcher interpreted that the system worker and
'product’ orientation of 'we hadn't given them a healthy baby' versus the individual
relationship-based support Ann had been suggesting, had resulted in a conflict of
values for this midwife. She had disparate relationships within her workplace.

But no [pause] ethically I felt that five years down the track we hadn’t really
given them the healthy baby they wanted but then no one is guaranteed of
having a healthy baby. But perhaps things could have been different if she
hadn’t been through the meconium, been through the hypoxia.

Diane, a midwife with mainstream experience, described the unsupportive
approach of a particular obstetrician as well as 'the system'. Neither the birthing
woman’s preferences for birth nor her subsequent malpractice complaints were
supported. The midwife’s knowledge and expertise were not respected, and she
was not supported by her medical superior as a colleague and practitioner in her
own right:

Diane: I mean she did say to me before that this was to be her only birth
and so she wanted it to be a good birth and I feel that that woman is
probably still traumatised by it because I don’t really feel that [there was]
an adequate resolution through the hospital for her, even when she came
and spoke to the Medical Superintendent. [pause] In fact what happened
when [ went to see him, was he said to me 'Sister have you ever seen an
episiotomy with a Kiellands’ rotation forceps before?' which was more
than a little insulting. But yeah so that her whole dream was totally gone
and her relationship with her child and her body was significantly altered
by this event and I don’t believe there was any [‘fixing’ of] that.

Faye: What was the relationship between the doctor and the baby’s father when he shook
the hand?

Diane: Oh [sighs] It was ‘man-to-man’, you know. He didn’t even say how -
he didn’t say a word to her afterwards, he just went up to the father and
shook his hand and [pause] said 'Congratulations, you don’t know what
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you're in for'. But didn’t even say anything to her. You know it was just
awful.

An example of 'the system' being unsupportive of birthing women and of cultural
difference came from the midwife, Gemma:

The aboriginal women were expected to be flown off the island, they were
accommodated in a hostel type environment which had very poor - nothing
in the hostel was anything that I’d certainly consent to sleep on or with.
The hostel was not secure. The women were often accosted by the drunks
from the nearby pub and there was no one down there for them after hours
and they essentially hated it and I thought that’s more than reasonable.
The argument was that they live in these conditions at home. But they
don’t live in those conditions at home [on the island] at all because they have
the support of their families and their family’s around to help them, and
essentially this hostel was quite some distance from the hospital. If they
went into labour in the middle of the night it was quite an ordeal trying to
get some attention. They’d have to try and ring the ambulance themselves
and get themselves up to hospital. They were often on their own.

[later]

That’s sort of not their culture to come along and complain like that, but
they certainly - when they’d come back often we’d ask them why, you
know, “Why re you back?” and they would say things like: the hostel
wasn’t safe, that they didn’t want to be away from their families, that they
wanted to ‘birth in their own country’. And that was another important
issue for them which was just not considered at all at that time. I mean it’s
been more considered now but it just wasn’t an issue in that environment

1 think yeah the ethical issue was the medical dominance over the needs of
the women. [pause] because even those that went over and stayed like they
were supposed to were not happy with that. [ mean they weren’t happy
with staying on the mainland. It was too traumatic.

6.4.1.5 Procedure-oriented approach; 'system workers'
Theme description: This theme was constructed around childbirth practices that
were standardised and routine, and which rendered the individual woman or
birthing women generally ‘invisible’. The philosophical nature of these practices

was frequently one of 'product’, 'outcome' and 'efficiency’ of resources including
staff time.

This theme almost always accompanied the previous theme of 'unsupportive of
the birthing woman'. It was commonly associated with medicalised births, when

midwives were being 'system workers', when they had disparate relationships, and
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when they focused on procedures, routines, and their duty to medical authority
and their employer, the institution. When the mother-midwife relationship was
one of 'distance’' or separateness and disparate relationships rather than ‘Being
with’ woman, the needs of the very vulnerable person were not met.

And the next midwife was more like no you must be over the bar and I felt
like she was, it was her birth then, not my birth. (Brenda)

A procedure-oriented approach frequently manifested itself as ‘doing to’ the
childbearing woman. The approach was impersonal, and often the practices were
not practical for the individual childbearing woman/mother. They were not
woman-centred or partnership based. Judy's experience referred to that feeling of
staff 'doing to' the woman:
And then, I said it got to the point where it was just really, really painful,
so they drew up an injection of Pethedine, but I didn’t know that they
were, I knew that they were going to give me the injection of Pethedine
which I agreed to, but I didn’t know it was at that exact moment and [ was
leaning over a sink and the nurse just, the midwife just came up behind me
and put the needle in. Because I got a shock, I jumped off the needle back
onto the needle and off the needle again and then she said 'oh no, sorry
about that' and [ went 'oh Gosh' and you can just see what happened. And

so then she put the needle in again, so I had three prongs to get this one
injection of Pethedine, but I didn’t care, I was in too much pain.

Another mother's story demonstrated the procedure-orientation and disparate
relationships of midwives involved in the birthing of her first baby. They were
not practising woman-centred care within a ‘Being with’ woman relationship
like the first midwife she had earlier. When Maree reviewed the interview
transcript she ‘strongly agreed’ with the interpretation that relationships and
procedures which render the birthing woman invisible are ‘not good’ ethical
practice, and that the following passage illustrated this.

Again [ found them quite good except they didn’t have the same

approach as that first lady. And the thing that I remember about that
second stage is I went into a tremendous shock and I was shaking,
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absolutely shaking vigorously and my teeth were going, I couldn’t
speak and the whole bed was shaking it was such violent shakes, but the
thing I remember so clearly was I was trying to say to [husband’s name] [
can’t stop shaking and nobody was really taking any notice and it was
one of the midwives said to me, when I actually got her eye contact, 1
said ‘I can’t stop shaking’ and she said ‘That’s alright, that’s alright’
and she just kept going and I just felt that at that point in time I needed
somebody to say [explain] ...

Nobody explained to me what was going on at the time it was
happening. It was, they were busily getting around ready, getting ready
for this delivery and they had to arrange a paediatrician because of the
stained liquor and yes they were obviously very busy and intent on what
they were doing but they forgot that here is this mother here shaking
violently. Because my husband was next to me and he was saying to me
‘yes, yes, you're in shock, you’ve got some shock from your system’
which thank goodness he was there. But again if he wasn’t a health
professional of any sort he would have been as ignorant as I was.

Another example of normative practices and procedures rendering the woman
invisible was given by Ann, a mainstream hospital midwife.

The whole time that they were there it was explained to them about
what the effects of meconium and so on were but these parents were
very angry because they felt that maybe if they’d been listened to the
week before they would not have got to this stage ... Well when the
mother was going through her labour, at about 8 cms we got a phone
call to say there was some fetal dipping there, that they were calling the
medical officer. At the time this girl was very, very frightened,
extremely frightened for her baby and the thing that really stands out
for me is that I believe she didn’t get the reassurance she should have
been getting from the midwife. They were too busy looking at the
monitors and too busy reporting back what the monitors were saying
that they were missing the needs of the people on a one-to-one basically
sitting down talking through the whole situation explaining what the
situation was.

Ellie was clearly distressed as she recalled her painful and unsuccessful attempt
at breastfeeding, and the midwives' rigid adherence to hospital protocols:

Now, what happened for me is that I used to weep every time they
would be bringing her to me, and on some occasions when my fear was
so great because the pain was so great they’d get me a nappy - to bight
into the nappy as they tried to put her on ... On one occasion I recall a
midwife who hadn’t had any children, who was pregnant with her first
child, she turned to me during one particular occasion, where the pain
was so great, when she attached her for about the fifth time, that I
actually put my head forward, the tears fell onto my lap and I just said
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“Oh fuck” and I was just so, I was in just so much pain. I mean her
response was the, the most inelastic in my opinion. She said to me 'Are
you sure you 've watched the videos?' Well 1’d watched the videos to the
point where I couldn’t understand why my experience was so different.
Maybe if I'd have had my wits about me, if I hadn’t felt in such a
strange place, I could have worked out if the fact that they 've got a
video about how to feed the baby indicates that there might be some
pre-existing difficulties that they should be telling you about. So, there
was one midwife there who was clearly struggling with the etiquette of
not informing women about the realities of breastfeeding. When I said
to her what could I do about my nipples, she said, 'Oh dear, we can’t
recommend anything'. I distinctly got the impression from her when I
pursued it with her that it was about the threat of litigation, breach of
interest, that kind of stuff, infecting the hospital regime.

6.4.2 Values conflict

Theme description: A conflict of values as expressed by a childbearing woman or
midwife in relation to birthing practices and their experiences.

Contflict of values was constructed from the themes and sub-themes of workplace/
service provider versus personal/professional midwifery ethics, not valuing

individuals, and emotions and feelings.

This conflict most frequently intersected or overlapped with the themes of power
‘over’ in relationships, practices that were unsupportive of the childbearing
woman, and practices that did not reflect a valuing of the individual, in particular
the childbearing woman. Intersection of coding occurred when the same passage
of text contained two or more themes. The effect of institutional dominance and
power ‘over’ childbirth was most evident amongst the midwives, who all
expressed a conflict of values between mainstream workplace ethics and their

personal/professional midwifery ethics.
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6.4.2.1 Workplace/service provider versus personal/

professional midwifery ethics

Theme description: Conflict between (or congruence with) the ethical response of
medicalised health care and institutional values surrounding childbirth, and the
values of the individual childbearing woman or midwife.

This was a particularly strong theme amongst this group of midwives, but the
mothers too experienced conflict between service provider ethics and their
personal values. Judy recalled her first experience of labour, in a traditional
hospital birth suite/labour ward, and differentiated ‘concern’ from

‘acknowledgment’ or authenticity of the individual experience:

Faye: When you said before that you were hoping the doctor would show more concern,
what do you mean by ‘concern’? Can you talk about that?

Judy: Well sometimes [pause] they re very businesslike and I think you just
want to feel not mothered, you don’t want to be put down that you know
nothing, but just that you can, that your whinges and your little gripes or
whatever are actually being listened to.

Faye: Would you say the same of the midwives?
Judy: Yes [spoken thoughtfully]

Faye: Did you want more concern from them?

Judy: Well no I think they were concerned enough. Except [pause] I think
you just need to have everything acknowledged.: that yes it is painful. Like
when I was having [1% baby’s name] and I had this reaction to the gel and the
midwife said ‘oh it’s not real contractions it’s just a reaction to the gel’,
and you 're thinking ‘oh this is bloody painful you know’, [spoken slowly,
quietly and in an ‘in pain’ voice] and I know there was nothing she could do in
terms of pain relief at that stage and I wasn’t actually in full-on labour
vet, but maybe if she’d just said ‘I know it is really painful isn’t it? A lot of
women find that they have this reaction and then it goes into full blown
labour later’, and just to be acknowledged, but not say ‘oh you poor
thing’, that type of thing, but to say ‘yes it is very painful however these
are the facts’.

These mothers and midwives generally considered that the ethical response from
mainstream maternity service providers was inadequate when it derived from
abstract theory, standardisation and a 'product-efficiency' philosophy, and when it
rendered the individual woman 'invisible'. 'Institutional' approaches that seemed to

use the universal principles of justice, beneficence and non-maleficence as
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interpreted by the researcher, were ethically adequate for these mothers and
midwives only if the practitioner also considered context, individual rights, virtues
of personal character, and relationship. Otherwise ‘normative’ ethical responses

were inadequate.

Themes with a collaboratively constructed meaning of ‘institutional dominance’
were those which most commonly demonstrated a conflict of values between
workplace/service provider and personal ethics. They were power 'over',
paternalism, unsupportive of the birthing woman, and restricted or prevented from
exercising professional midwifery judgement. The coded overlap of these themes
with 'conflict of workplace and personal values', together with 'valuing
individuals', were the most frequently occurring intersections of themes across all

themes and participants.

Narratives in this research portrayed their authors as individual women and
midwives whose personal and professional ethics focused on relationship and
virtues. Midwives commonly dealt with the conflict by becoming 'silenced' or
subservient to medical authority, and by 'protecting' the birthing woman by
placating the 'system worker'. A quote from Kerry-Anne discussed earlier under
the theme of power ‘over’ and ‘silenced’, illustrated the intersection of these
themes and sub-themes with that of values conflict via workplace versus

personal/professional ethics.

Ann provided another example of values conflict in the workplace. I referred to
her story earlier in chapter 3, when discussing ‘what constitutes a serious moral

concern in its own right and to whom do the ethical principles apply?’.



Findings and analysis of narratives

231

The sad thing is that at that stage when these parents arrived the obstetric
unit was going through a change of management and the belief was that
all women should be induced, all women would deliver by a certain time,

that they would be assessed regularly, that they would have vaginal

examinations regularly that this was medically driven and the midwives at
that time were finding it very hard to accept that they were changing all
their principles and the principles were for patient care, using power of

observation and not going by the vaginal examinations constantly as to
where you were at, and so they had to compromise a lot of their beliefs

and a lot of their practices to go with the medically driven model at that

time and it was very difficult because the Director was a very strong
person.

Further comment from Kerry-Anne again demonstrated the conflict between her

values and the ethics of her mainstream hospital workplace with its medicalised

childbirth practices:

And from then on I made it my business not to be around when he had a
primigravid patient in case I was asked to do the delivery. Because I still
felt that in the same circumstances I would not be able to do an episiotomy
just because it’s written on someone’s card - that that is his procedure for

primigravids.

Later, in her second narrative about the woman whose husband was sent out of the

room because she was screaming during the actual birth, Kerry-Anne said:

Then time went on and within the hour 1'd done lots of things for her and
talking to her and she cried and said 'l feel really bad that I screamed and
that I was a naughty girl'. And I said 'You are not a naughty girl, you are a
woman who has the right to scream when you are giving birth and I think
doctor was wrong. I'm sorry but I think doctor was wrong in speaking to

you like that and if he hadn't been here I would have let you scream as

much as you like'.

The above comment also illustrated self-denigration, a frequently used tactic in a

male-dominated hierarchy, and the schoolgirl response to a harsh schoolteacher

(Anderson 2000). The woman used self-denigration (' was a naughty girl') as a

way of gaining more information and putting the midwife at ease (Kirkham 1986).

Kerry-Anne also experienced conflict of values with the institutionally dominant

approach of her midwifery colleagues in the mainstream hospital postnatal area.
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The researcher interpreted Kerry-Anne's comments to indicate that the mother-
midwife relationship for these 'system worker' midwives, was one of separateness
whereas she valued a ‘being-with-woman’ mother-midwife relationship. The
following comments demonstrated another theme too, that of prime relationships,
and in particular the midwife’s prime relationship was with the woman while the
mother’s prime relationship was with her baby. Kerry-Anne was concerned for the
mother's feelings about her baby. As a midwife, she was not 'taking over' the baby
as if her prime relationship was with the baby. She was not, for instance,

intending to feed the baby with a complementary feed or decide what to do for the
baby without first consulting the mother.

It was the noise over there and the impersonal things about [the hospital
ward] and all the babies crying and nobody even reaching out a hand to pat
a baby as they’re passing by, or like if a mother had gone to the toilet or
the shower and the baby’s lying in the cot beside the bed and it’s crying,
crying, crying and the midwife just walking by. I couldn’t do it. I had to
stop and pat that baby or pick it up and carry it and just so that when the
mother came out of the shower she knew that somebody cared, and it
wasn’t left to scream. I found it very difficult doing it in that ward because
there were so many babies all doing the same thing. But [pause] instead of
them saying to the mother next to them ‘Would you mind my baby while [
go to the shower they felt I can’t do that. They re not given that
opportunity by the midwives who should say 'When you go to the shower
ask the lady in the next bed to mind the baby for you' or pat it or nurse it.
It’s as though that’s ‘not the done thing’, you're not allowed to pick up
each other's babies. And that still goes on. They 're not allowed to, they
don’t seem to pick up each other’s babies as though that’s wrong. Well
what’s wrong with it? So I had to. I did that.

Katie too, expressed disapproval with mainstream hospital midwifery practice
and indicated that the main conflict of values for her was also the lack of
relationship:

too many times when the system has been the ‘system’ as opposed to the
support a woman’s going to get ... But most of them [midwives], [pause]
60 - 70% most, [pause and sighs] are just completely institutionalised.
They approach people in institutionalised ways and they provide care
which is devoid of relationship. Proper relationship ...
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I went to a talk the other day for the Special Care Nursery staff ... A
few key people, including Head of Special Care Nursery, left, as soon
as they knew they were going to have to put in their two cents worth
they trotted out the door - bloody wimps - and lots of other people
commented you know, 'I'm just not sure about the safety of home birth',
dah, dah, but they could say those things. But this one, it got down to
this one at the front [a physiotherapist], she said 'Well you see I'm here for
the baby'. And I said 'Ah, well actually I consider I'm here for the baby
as well. You know I actually think that normal natural labour, drug free
labour, normal non-operative births, you know 94% breast feeding rate
for six months, they 're all good for babies. I think they re good for
babies, you know. So I actually think I'm doing the right thing by
babies too.

Ruth, a midwife usually working in a birth centre and an avid believer in breast
feeding, experienced conflict with the hospital midwife on duty in the postnatal
area to where Ruth transferred the young couple and baby she had just attended
in the birthing suite:

We went over to the ward and as we walked into the room where she was
going to be for the next couple of days the baby started to grizzle and the
midwife who was there said ‘I hope you brought the dummy with you,
you’ll need it if you want any sleep, if you hope to get any sleep’. And I
think my mouth must have hit the ground ... Oh my god, I’'m leaving this
woman and her baby in the care of this midwife whose practices to me are
Jjust so out of line. How on earth am I going to deal with this, I just felt
angry ... Then I moved into really trying to understand where she [the
midwife] was coming from ... We came up with all this stuff like ‘well you
just want to be here at night with dummies in all of their rooms and they
all use dummies and none of them have got any idea’ and the final
statement which was to me really most amazing was she said ‘well there’s
just some people and it doesn’t matter what you tell and what you say to
them they will not change'. And I thought, she’s telling me about herself.

Megan, as a first time breast feeding mother in hospital, experienced this:
And the worst part was that the midwives — the conflicting advice that [
received from the midwives about breast feeding. It was just so difficult.

And it was for that reason that I couldn’t wait to get out of hospital. It was
Just too difficult.

Ellie described not only her own conflict of values with those of the service
provider but also what she perceived was the midwife's conflict of values within

the workplace. Both depictions condemn rendering the woman invisible and
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‘unable’, and support ethical responses that resonate with woman-centered
relationship and the particularity of context. Her tone of voice was positive when
she spoke of the midwives who tried to counter the system in order to help her.
She spoke disparagingly of the rigidity, the preoccupation with litigation and the
impersonal approach of the institution, and the lack of informed choice for
women.

Anyway, she started to say to me, [Ellie lowered her voice to speak quietly and
‘closely/confidentially’] 'I think we’ll get her a formula feed at night and give
those breasts a really good rest'. So, I don’t know if you know this, but one
of the little rituals they put you through, is that you have to sign for the
formula. You have to authorise that your baby is about to be fed formula.
So there you are authorising that the baby is being fed formula and
naturally of course, you feel as though, you are an utter failure; I mean the
whole process of the private ritual of having to, I mean, it was almost like
being, ah I'm being very sarcastic when I say this, but I really feel I must
say this because there must be a few points made about this - it really felt
like you were authorising Veeldrin to be given to your baby or 245T. They
might as well have been suggesting that you were going to give the baby
poison so that they might as well as have had a disclaimer at the bottom,
'we hereby refuse any responsibility for having given this baby perfectly
tested formula feed'. I mean, you know, you had to sign off the number of
mls, the kind of formula, and this went on for every formula feed that you
wanted to give the baby.

Faye: Oh really?!

Ellie: So you couldn’t just say, I want to give the baby formula. You then
had to sign off on every formula.

Faye: So it wasn’t just a covering signature for the duration in hospital?

Ellie: No every feed. Every feed. Yes. So, no doubt if something went
wrong with the baby given our litigious climate they could then point to
this chart as evidence of their fiscal and corporate responsibility ...

And [midwfe2’s name] brought me the paw paw ointment, snuk down to the
pharmacy and got the paw paw ointment irrespective of the fact that there
she is saying were not permitted to. And she was having, her eyes were
darting everywhere. She was clearly having the greatest difficulty in
looking at me, and saying it; and she was the one of course who brought
me the chart and said 'We’ll get you a formula feed' and I’'m weeping and
saying 'the baby', 'and the antibodies' and God knows what. She’s patting
me on the hand like a mother, and saying 'one little feed doesn’t matter’,
but she’s saying it quietly, she’s not going to go out in the middle of the
hall and say 'go and get a formula feed immediately!" So I mean, she was
struggling and it was evident in her body language. And of course when [
announced to her that I had gone onto formula feed, she beamed and said
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'Well dear, you gave it your best shot and after all, you know bubby (she
always called it bubby) bubby is thriving, you’ve got a healthy baby. and
mumma’s milk is lovely but sometimes it can’t be done and it’s perfectly
alright' and with that she said, knowing that she was on safe ground "My
two were bottle fed and they re beautiful - beautifully happy'. So she was
released from the mouth guard and permitted to make statements and
Jjoining with me as a mother herself.

6.4.2.2 Not Valuing individuals

Theme description: The individual is important, has rights, deserves respect and
needs/should be listened to and communicated with.

Both mothers and midwives articulated their distress and disapproval whenever
childbirth practices did not reflect a valuing of the individual. Often these were
procedure-oriented practices and practitioners, or those seen by mothers and
midwives to be universal-theory and 'campaign' driven, not practical or not based

on individual needs.

Megan, a mother, referred to the approach of pro-breastfeeding midwives and
lactation specialists working within the hospital. Again too, the medicalisation of
childbirth is confirmed to some extent by the language Megan uses.
Megan: [ think the fact that their opinions and their beliefs overstepped or
overshadowed their nursing. They forgot about looking after the patient

and perhaps that was because they were just so adamant as to the way it
should be done that they forgot to look at the patient as an individual ...

Faye: The individual?

Megan: Yeah, the individual is forgotten in the pursuit of the ‘breast is best
campaign’.

Much of Brenda's story focused on the lack of respect and valuing of individuals;
the following also suggests that the obstetric/medicalised view of birth is that of
'physiological event' and the outcome is defined in terms of neonatal/maternal

mortality. The ethically adequate response was that of the midwife who
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maintained a continuity of relationship from the birth, and showed features of a
'Being with' woman approach to her practice.

Brenda: Then probably a couple of hours after that we went back to the
ward and in my after-care no one even looked at me down there, you
know? Like no one, the doctor just poked his head in and said ‘everything
OK?’ and I've gone "veah' and when that really nice midwife came on,
that’s the first one that I had, and she came and I said 'Look no one’s
really had a look. What’s wrong? Because 1, is it right, is anything
wrong?' and she said 'Well let’s have a look". And she said 'nope you 're
totally fine', but I was really concerned then that the obstetrician even
didn’t want to see. Before that, everyone wanted to stick their fingers there
and now no one wants to even tell me I'm OK! [and later] I haven’t actually
sat down and thought about it, like I said I haven’t really spoken to anyone
about it before.

Faye: How do you feel now that you have?

Brenda: [ feel really good! [both Brenda and Faye laugh] I'm being a whinger
although I just 1 feel like [pause] yeah, not that you re thinking of me as
being really weird, but the things that I’ve brought up probably only
matter to me and to someone else they’d be trivial.

Faye: Did you get the feeling that your wishes were being trivialised?

Brenda: Yeah, yeah, exactly.

Brenda’s comments again prompt the question of what something must look like
for it to qualify as a serious moral concern while others do not. Ethical concerns
as defined by the non-expert appear to be of less importance to the professional

than ethical 'issues' and dilemmas defined by the 'so-called' experts, the theorists

and ethicists.

Examples from midwives, of not valuing individuals, have been discussed earlier
under themes such as paternalism and power 'over'. Narratives from Diane and
Kerry-Anne in particular, about not respecting the woman's wishes, and treating

the woman like a mere body typify this present sub-theme.
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6.4.2.3 Emotions/feelings

Theme description: Conflict of values expressed as feelings or emotions, by the
childbearing woman or midwife.

An implication for this research, of the wide-ranging emotions, is that according
to these midwives, an adequate ethical response and theory for midwifery ought to
include, not exclude, consideration of emotions and feelings as an essential part of

decision-making and practice.

There was a broad range of emotional/feeling responses to values conflict
including sad, confronted, awful, bad, relieved, frustration, embarrassed, angry,
and betrayed. Katie, the independently practising midwife in this research
expressed her concern about informed choice for women, and women making
responsible decisions, as:

1 just felt enormous frustration because I don’t know what the ‘right’

answer is. I worry that I honour and respect her ability to decide or not
to decide, to plot her own course.

Emotions and feelings were in response to an undesirable or ethically inadequate
experience and were usually followed by the description of what the desirable or
ethically adequate response would have been. A common conflict eliciting such
emotions in these participants was when workplace or service provider ethics
were at variance with their own personal values. This supports the researcher's
claim that for these mothers and midwives mainstream childbirth practices which
were not inclusive of context and relationship were ethically inadequate for

midwifery.

Two particular narratives from mothers, Kay and Caroline, typify emotions felt

over a medical intervention. Kay said:
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Kay: I think the relationship the obstetrician and pregnant women have
and their husbands, that can often, can leave it wide open to blame

because you hand so much over to them, so much reliance on them.
F: Did you therefore feel betrayed by the obstetrician?

Kay: Oh absolutely [spoken spontaneously]. Yes I was advised a little while
later that she had had five caesareans herself. I feel absolutely betrayed
especially with during the care that she gave me through my pregnancy, 1
was communicating to her that I was wanting natural childbirth. I feel as

though she never had any intention.
F: Did you feel betrayed by the midwives in the hospital?

Kay: Oh I think I saw them as being fairly powerless people.
Faye: Certainly not an ally?

Kay: No [spoken definitely] No it was not communicated to me at all in
hospital.

Faye: Was [midwife’s name] an ally?
Kay: Absolutely [spoken spontaneously and definitely] Absolutely. Loyal, loyal.

And I was disappointed because I didn’t really, didn’t want any
interference with this labour and you know that to me, I mean it’s
probably not an ethical issue with regards to midwifery but [pause] it [pause]
and it’s probably not really my choice either I don’t know, whether to
allow the labour to go naturally or - at that stage there didn’t seem to be
any risk or harm to the baby in my eyes, I don’t know about what the
midwives thought, and I just thought well I would have just loved for it to
keep going. (Caroline)

Diane, midwife, talked about the woman expressing a desire to not have a certain
intervention and then suffering severe complications from an episiotomy, said:

But afterwards I felt very bad that maybe I hadn’t said something

Kerry-Anne, midwife, described her feelings in relation to the woman whose
obstetrician sutured what Kerry-Anne believed was an intact perineum, and how
she was 'silenced":

Kerry-Anne: I never confronted him. I just felt so bad about it ...

Faye: How did the relationship between you and the woman proceed after that?

Kerry-Anne: It sort of ended 1'd say. I didn't follow through. I didn't visit
her in the wards and maybe I should've but I just felt so bad about it that [
couldn't bring myself to even go and see her again. And I've never heard
from her since. I can't even remember her name. I just remember very
much the incident, and the disappointment - for her and myself.

Other examples of conflict expressed as emotions and feelings are:
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And I felt really terrible [spoken slowly] that first of all that I had doubted
myself ... and at the time I think responding very much like a traditional
hospital based midwife, where medical authority just goes ... But that was
very, very confronting for me and I know she would NOT have had that
induction if I hadn’t said do it. (Bev, midwife)

Yes, but that is that conflict thing isn’t it, that I spoke about [in her
conference talk] in terms of the doctor who came in and did the chinning of
the babies head and hurt that woman and I felt like a participant to abuse
and that’s what spun me off out into the community work. But, I didn’t
address that at the time. And that to me was a real ethical dilemma: that
was all about not being honest and not being authentic and not - I didn’t
speak to the doctor about that after because I was too disempowered in
myself. I didn’t feel able to do those things. All I did was feel awful. And
felt just so sad for that woman. Aside from me that I, and wanted to kill
him too. (Ruth, midwife)

Ellie felt angry towards mainstream hospital protocols and practices, about her
experience of breast feeding. Her comments also demonstrated her conflict of

values with institutional values, those of the service provider.

Faye: and it also leaves you angry obviously.

Ellie: Very angry because this emotion lost in guilt and anguish and terror
of my baby’s mouth was unnecessary. It was unnecessary! Absolutely
unnecessary. I can understand it if giving birth is a new discipline but I
mean this is not the latest in HIV therapy and which were all going to
practice on the first group of human guineapigs. I mean this is something
that’s been going on that they 've known about, they know this.

Emotions link personal values to the social construct of justice and, therefore, the
researcher saw this concept as a sub-theme of values conflict and congruence.
Personal values are composed of cognitive beliefs and emotions. They constitute
identity and help build a moral vocabulary for evaluating ourselves and others. A
desired state of affairs is relevant to one’s moral agency and integrity as well as
one’s collective life, therefore personal values both imply and reveal evaluation of
the self. Justice as a relational concept refers to social positions that afford
privileges to some and not others. Justice originates in the embodied lives of real

people not abstractions and is not independent of the embedded values at stake.
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Emotions are a response more than a motivation, thus they are not private
subjective states, but responses to social situations. Knowing or being open to the
social position and lived-meaning of others seems to be an important requirement
for justice. Distributive justice focuses on material goods taking institutions and
practices as given, but oppression exists in systematic institutional processes.

Those emotions that structure or inform personal values in such a way that one
recognizes and acknowledges the social conditions that prevent self-enhancement
and that motivate one to work toward their elimination are consistent with justice
(Liaschenko 1999 p.7).

6.4.3 ‘Being with’ woman

Theme description: relationship-based practice, expressive of values/virtues
rather than normative theory or universal principlism: woman-centred care.

Whereas both mothers and midwives expressed dissatisfaction with institutional
dominance over childbirth, they spoke positively about concepts that constituted

the theme of ‘Being with’ woman during childbirth.

‘Being with’ woman meant that birth practices were woman-centred — not from a
gender-only point of view, but from a contextual and ‘woman’s meaning’ sense.
The shared meaning between mothers and midwives, of a woman-centred
approach was constructed on the basis of the themes identified in the narratives.
The major theme of ‘Being with’ woman reflected the broader sense of the
encompassed themes and concepts, according to the participants’ meanings and
the researcher’s interpretation. The themes that emerged from the data were
‘values-virtues’, ‘support the woman’, ‘knowing the woman’, and ‘woman’s
comfort’. Participants gave almost equal prominence yet distinction to these in
their narratives. All themes were important for ethical midwifery practice but each

theme portrayed distinct meaning.
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The theme, 'VALUES-VIRTUES' occurred when participants indicated a
congruence of values and consisted of the sub-themes, respect, trust, valuing
individuals, self-pride, confidence, honesty, empathy and character of practitioner.
The theme 'SUPPORT THE WOMAN' had as its sub themes, ‘midwife's prime
relationship is with woman’ (including advocacy), 'be with' not 'do to' the woman,
informed choice, communication and time to talk, and power 'for' and 'with'
relationships. The theme 'KNOWING THE WOMAN' had as its sub-themes, the
midwife as expert-friend, and the family and social role of the midwife (including
follow-up contact). The theme 'WOMAN'S COMFORT! related to the sub-theme

'feels comfortable and secure ('safe’ for the woman)'.

6.4.3.1 Values-Virtues

Theme description: Values and virtues referred to both the practitioner's
character and her approach to practice. For some participants the birthing
woman's character was also important in relation to being able to 'connect’ with
that of the practitioner's.

Virtues and personal character such as those described by Aristotle and more
recently, feminist writers (Tong 1993), emerged as a major theme for both
mothers and midwives when relating the importance of ‘Being with’ the

childbearing woman.

6.4.3.1.1 Trust, respect, valuing individuals

Attributes such as trust (and trustworthiness), respect (for persons and ability or
expertise, and valuing the individual), confidence, empathy, self-pride, and
honesty were crucial concepts for both mothers and midwives, in relation to the

desired character and approach of the practitioner. Trust came with a certain kind
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of relationship, and relationships developed over time and across emotional as

well as physical experiences.

Arline,

a mother who birthed in a birthing centre, said:

No, no I wouldn’t just expect it no. I think that comes from the fact that [
had already formed a relationship with her. The fact that I had birthed our
first child and she was our midwife and just through all the antenatal care
1 respected her professionalism, I respected her as a midwife and I'm sure
she respected me as a person and as a mother that was able to birth. So
veah I think that’s how I come to know that I respect her judgement
because I trust her and that’s because I had formed a relationship with her
which is the key, for me anyway.

Another mother viewed trust from a different perspective. Caroline birthed in a

traditional hospital ward setting and although she too referred to the expertise of

the practitioner, she inferred a more passive role for herself. This is not

uncommon for women birthing in mainstream maternity facilities (Kirkham

1986).

Caroline: They 've had the medical training to know how a labour, like a
text book labour I suppose, would progress, when there should be
interference, when there shouldn’t be interference and so forth. So I would
trust them to know what is right and what is wrong even if I myself think [
don’t think that’s right. I would still, like I said, trust them to know what’s
the best sort of thing.

Faye: and is respect important?

Caroline: Oh definitely. I mean it’s no good going into labour and you've
told them how you would like the labour to progress and how it’s what you
want and what you don’t want, and then there’s totally the opposite. |
would probably feel quite distressed by it actually. I'd be putting my trust
in them and they weren’t doing as 1'd asked. So yeah, respecting my
wishes 1 find, and definitely they 're showing they care by doing that.

To this extent, the midwives' respect for the birthing woman was more important

for Carolyn than mutual respect.

For a midwife to respect a woman who's in labour and what they want, or
what they need is probably the most important thing in the labour. When a
woman is in labour she actually doesn’t know half of what’s going on
around her, she’s probably not really in control of her emotions, feelings,
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anything really and to have that respect is probably the only real tangible
form of being in control of what’s happening.

As a 'new' and first time mother with very sore nipples and painful breasts, Maree
considered respect for, and valuing the individual were essential values and
virtues.

Maree: [ think what is important is that they respected that I was in pain
and they respected that I would have a view on what was comfortable for
me even in terms of positioning the baby. Well the whole thing, they were
just very respectful of the fact and [pause] I mean my definition of ethics is
if they did something morally wrong or morally right, and ‘morally right’
to me was that they really considered me and what was the best for me
and.

Faye: As an individual?

Maree: As an individual. [spoken definitely] and as a new mother, and really
appreciated how uncomfortable I was and how new it all was to me and
[pause] fook charge of the situation in a co-operative fashion which I
thought was very good, because I needed their advice but I didn’t want
them to take over and I thought they were just excellent.

Regardless of whether the midwife was practising in a birth centre, a mainstream
hospital ward or an independent community-based midwifery service, as long as
the practitioner's orientation was 'Being with' woman she considered trust, respect
and the valuing of individuals essential ethical features of the mother-midwife

relationship.

Katie, an independently practising midwife said this to one of her clients
antenatally:

1 said ‘for me this antenatal process is yes, to check the baby, check the
blood pressure, those sorts of things. Yeah give you information, but for
me the process of antenatal care is to form a relationship with you so that
there’s trust, there’s understanding, there’s respect, there’s strength in a
relationship’.

Diane, a midwife in a birth centre believed that:

Diane: Women get to trust themselves more when their carer is able to
work with them through a process ... we can’t always stay for the whole
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birth if they have a long labour, but the women will trust that - over here
we all have the same philosophy of care and they know that.

Faye : Is trust important?

Diane: Oh, I think it’s essential. And I think it’s a mutual trust in a way.
That the woman knows that you will try and do the best for her and there’s
a trust there that we know the women are doing the work and they ’re
angling to get as much out the birth as they can, for their sake. It’s a huge
mutual respect.

Talking with the practitioner occurred when the mother trusted the practitioner
and when the mother-midwife relationship enabled them to get to know each
other. It did not occur when the mother did not trust the practitioner:

and this anaesthetist has come in and has gone WELL GIRLIE, and I've

gone 'girlie'? Do whatever you like then, but leave me alone. I'm not
talking to you, do you know what I mean? Girlie!! (Brenda, mother)

The researcher saw this 'talking with' as related to the sub-themes of 'time to talk’,
communication, and informed choice, important conceptual components of the

theme 'supporting the childbearing woman'.

Kerry-Anne’s story from her mainstream hospital practice days, prior to practising
in the birth centre, was another example of the expressed importance of trust,
'talking with' and 'time to talk' within the mother-midwife relationship. Trust
occurred within relationships and relationships developed over time.

She was in labour and we actually had time before she was in strong
labour to talk about her expectations and what she wanted for the birth. So
1 felt that she trusted me and that we had quite a good relationship after
such a short time of getting to know each other.

[and then] [ think the ‘trust’ thing is something that is developed over a
period of time rather than right there at the time. So the ‘trust’ starts early
and that’s where that if someone is going privately to a doctor and they 're
seeing him every time, I think that’s when the trust builds up. Whereas 1
think the midwives in the labour ward don’t have time to build the trust,
but they do ‘rely’ on the midwife to get the doctor there in time.
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Trust and reliance were separate concepts for both the mothers and the midwives.
Typically, mothers with 'private' obstetricians relied on the hospital midwives to

notify their doctor in time for him/her to be there for the birth.

Judy, a mother, suggested that she relied on midwives getting the obstetrician
there in time, a point raised earlier by Kerry-Anne in relation to hospital labour
ward midwives. Judy also thought that the midwives did not expect or in some
instances want, the doctor to arrive too soon prior to the birth; the doctor’s
specific role was to arrive at the time of actual birthing. Judy was not happy that
they nearly did not get him there in time, and confirmed this when she reviewed
the transcript interpretation:

The nurses all ran in and took me over to the labour ward and I was quite
happy with the, from then on, the midwives. The doctor didn't come in,
they didn't feel they needed to ring him

[later] Yep, first baby. And oh that's right they hadn't rung the obstetrician
by this stage, so they thought oh we better ring him quickly, so they rang
and he had left home, he wasn't at home and then just by chance as soon
as they hung the phone up he was actually coming in to do a caesarean, so
he said 'Oh Judy's actually in here and poked his head around the corner
and it was all action. So it was just lucky that he'd come in, so he was
there.

Another example of the importance of trust for the birthing woman came from
Carolyn. Her comments indicate a trust in the doctor with a mortality inference,
and suggest something more like reliance and personal care is expected of
midwives.

I would have complete trust in him, my gynaecologist, and what he said
went. Don't know why - that's just the way I felt ...Then I was ready to
push ... and they said 'oh yeah, alright you can have a go at it". One push,
the head was crowned and I was thinking where’s that doctor, get the
doctor here quick. [spoken ‘urgently’/anxiously] ...Yeah having my own doctor
and one that I knew throughout the pregnancy [and the previous pregnancy]
and I had I suppose a good rapport with [doctor’s name]. Yes that made a
difference. The fact that they did as we told them to do. They probably did
know that I had that respect for Dr. [doctor’s name] by the way I spoke about



246
Findings and analysis of narratives

him. Things like that and I was tickled pink that he was going to be there
for the birth. That’s probably why they were so panicky when I started
pushing and he wasn’t there, and they were telling me to stop, wait for Dr.
[doctor’s name]. 'Cause they’d been on the whole shift so they knew. Just
talking to the midwife when you 're in labour they just know what you need
and what you want. They understand how you feel about things, what to
say, and what your husband feels and you're totally out of it and your
husband’s telling them not to do something and things like that.

Mothers had built up trust in their obstetricians over a period of time during their
antenatal visits. However, of equal importance to some of them was the fact that
they were paying for the services of that obstetrician and expected that s/he would
be there if s/he cared about them. This suggested that contractual ethics
(Thompson, Melia & Boyd 1994) was at least a part of the mother-doctor
relationship for those participants.

But I think it’s just because you 're in private health and you go in and see
this obstetrician the whole time you sort of think, like you still have to pay.
I had to pay my doctor for the delivery and no one was there for the
delivery and when someone turned up it wasn’t even him. So that sort of
irked me a bit so I guess I'm always thinking in the back of my mind, I've
paid, I'm going to pay this man, he should be there and take an interest.
Even though I know they ’re entitled to their weekends as well. (Judy)

At the interview Brenda said she was concerned that no one had called for the

doctor:

Brenda: the midwife said to me afterwards that I probably would have had
an episiotomy because I had a small tear, if the doctor had have been
there when she was actually delivered, so it was a good thing that he
wasn’t there, but what if something had’ve gone wrong. No one said to me,
‘we’ll get the doctor here’. They waited until she was actually born before
they even buzzed him. So I realise that that’s a good thing, but who stands
where on an issue like that? It’s just, I'm not really sure you know?

Faye: How did it make you feel? First of all.

Brenda: Not particularly secure.

When Brenda reviewed the transcript interpretation of 'mother would have
preferred that the doctor was present for [mortality-morbidity] safety' she added

because he was supposed to provide a service!
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6.4.3.1.2 Self-pride

The value or virtue of ‘self pride’, of being proud of one’s achievement, was
shared by both mothers and midwives. It was both a value and a virtue that
resulted from ‘Being with” woman during the childbirth process. Mothers tended
to infer it while midwives more often articulated it. Midwives referred to not only
the birthing woman’s pride in herself, and the midwife’s pride in the woman’s
achievement, but also the midwife’s pride in her own achievement, that is, pride
in her own midwifery expertise and practice. Bev talked about a satisfying
experience of birth in one of her later narratives.

1 think it was largely about her having a birth plan and being very clear
about that. There were no doctors around there, only the night duty
midwives. The charge nurse wasn’t there, there was no drama, everything
was quiet and low key, and it felt really satisfying — for all of us. And they
were delighted with their baby and I was delighted with the whole
outcome. And it’s not often I think that you see a 14-year old girl feeling
empowered in labour but she did ... Well it was ‘good’ because she had
the kind of birth she wanted to have and she was in control of what was
happening. And she was supported to allow her to do it the way she
wanted to. And that seemed really ‘good’ to me because so many women
want so much less than they hope for. Experiences they try to forget
because theyve been so awful. Whereas this experience was one that
she’ll look back on with pride. (Bev)

Ann said:
And those midwives are just absolutely over the moon because they have
been able to have this baby without stitches and things like that, and it’s
incredible to see the look on their faces 'that we did that without stitches'

or 'we did that before he finished scrubbing'. There is that pride there, but
not enough have it, not enough midwives have it.

An example of the woman's self-pride in her birthing achievements was seen in
Gemma's narrative, derived from a very different environment, and also
demonstrating the link between ‘birthing well” and the midwife's prime
relationship being with the woman.

To me ‘good’ in that situation is good for the woman and good for her
baby but basically what I believe is that what ever is good for the woman
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is usually good for her baby. I mean there may be some very rare cases
where women don’t consider the good of their baby and certainly in those
circumstances [the aboriginal women who chose to ‘abscond’ from the mainland] the
women were charged with not taking the good of their baby into account.
Whereas I felt that that wasn’t so; that in fact these women because they
came back home to birth in an environment that they felt supported and
safe in - that was the best thing, that was a ‘good’ thing that they could do
for their baby. That was a way that they could birth, as I say, ‘birth well’
and birthing well is for them to feel satisfied with their experience, to feel
that they 've done a good job, that they are proud of how they 've birthed,
their ability to birth, the way they 've produced their little baby and all that
sort of thing.

And from mothers:

Diane,

Faye: How did you feel yourself after giving birth?

Arline: Oh [ felt fantastic [spoken spontaneously and definitely, tone of amazement]
like I, yeah I was just yeah, I mean it’s yeah, I feel really proud of myself.
1t’s like I feel like I really accomplished something you know, sort of like
as well as being a physical and mental thing it’s very much a spiritual
thing particularly with the birth of [2™ baby’s name] because it was just such
a nice birth you know. (Arline)

[pause] fo me it’s important because this is me, this isn’t pretend, this is
real. This is something I'm going to have to, I'm going to live with ...
Mmm. Yeah [baby’s name] was already born and yeah the doctor missed it
totally and then I thought, he’s going to charge me for this now, and he
wasn’t even here. ['ve done it all myself, look aren’t I good? (Brenda)

And [2nd baby’s name] she was born, they handed her to me, it wasn’t a
doctor that got her first, it was me [spoken in a pleased voice] and I was just in
tears, I was just bawling. It was just such a lovely feeling, you did it by
yourself [last word spoken with emphasis] sort of thing, I didn’t have to have
suction caps to pull her out and things like that, and I was just so proud of
myself [spoken more calmly] and it was great and I breastfed her straight
away and she sucked for half an hour on the first side, I was just tickled
pink. I was just so euphorious over the whole thing, it was probably, yeah,
the fact that there was no outside interference I didn’t have any pain relief
whatsoever, although I did use the gas, that’s right, I used the gas towards
the end and I got it right and [pause] yeah I was just so proud of myself, [
thought this is the way it should be. (Caroline)

a midwife, described a mother's birthing experience:

Well third time round, having experienced epidurals and having
experienced birth without an epidural and it was once again a long hard
one but she did it, and she was proud of herself doing it.
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Acknowledging the woman's achievements was also an important part of ethical
practice. Kerry-Anne compared the differing approaches of practitioners.

and even after the birth he didn’t comfort her or say to her anything about
like ‘you did a good job’ or anything, that every woman needs to be said to
her after she’s given birth.

I've had some other lovely private doctors who have been just absolutely
wonderful with the women and then after the birth give them a hug and a
kiss and say you did a wonderful job and make that woman feel very
powerful about what she’s done.

6.4.3.1.3 Confidence

Megan, a mother, described her first few days of breast feeding her first baby in a
mainstream hospital situation as ‘just very difficult.” For her, confidence was a
more appropriate concept than ‘trust’ in the mother-midwife relationship, and in a
broader sense the character or personality of the person, the individual practitioner
and mother, was very important for ethical practice:

Well I guess it comes back to that midwife I was talking about. I had
confidence in her because of perhaps, maybe it’s because of her
personality. Maybe it was her, she was the sort of person who I felt I could
maybe trust, not so much trust, but her opinion meant more to me than
some of the others, and maybe that’s just a personal thing.

Katie an independent midwifery practitioner, also had reservations about using the
term ‘trust’ for the mother-midwife relationship. She discouraged the concept:

No, no, it’s not trust. It’s not trust so much. I respect their rights to make
their own decision and that sometimes ‘they re’ going to think that they
made the right decision and sometimes ‘they re’ going to think that they
made the wrong decision. ‘Cos we do. We make decisions in life, personal
decisions, and sometimes they 're right and sometimes they 're wrong. So
it’s not a matter of trust, like I trust the woman to make the right decision.
I respect her right to make her own decision [and in response to the researcher’s
question of whether woman-centred practice involved a mutual trust] Oh absolutely. 1
expect them to make their own decisions! Do I trust them that they will
make the decision? Yes, mostly.

Katie’s belief in ‘sometimes we make good decisions and sometimes we make

bad decisions in life’, was shared by Diane, a midwife in a birth centre. Diane
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discussed this in terms of coming to a Y-junction, a journey metaphor, and

making the decision at the time, given the information one has.

Kay, whose birth attendant at her second birth was an independent midwifery
practitioner, also questioned the use of the term trust. Whilst she had trust in a
midwife and linked the concept of trust with the expertise and character of certain
practitioners, she saw trust as an inappropriate concept for the woman to have of
herself given that she would never ‘distrust’ herself. Like Megan, Kay believed
that ‘confidence’ more aptly described the value-virtue needed in the childbearing

woman.

Faye: Is trust important?
Kay: Absolutely. [spoken spontaneously and definitely] You re asking for them to
care for you, [pause] to help you towards a safe delivery of your baby,
because at that point you become incredibly vulnerable, you’ve got to trust
them. You'’ve got to be able to develop a relationship so you can trust them
so when you re in that period of well the total pregnancy but more so in
established labour and actual childbirth, you've got to have someone there
as a strong advocate that you can trust to probably increase the level of
care as you're going through that birth process because it is such a
focused event for you. You need to have those people around you that
veah, you can trust, to [pause] just help you achieve that - make any
decisions that may be necessary.
So I would not put my trust in all midwives, no I don’t blanket them all as
experts ... but I don’t feel real comfortable I suppose about using that term
‘trust’ - I don’t think I would ever distrust myself. I see it more as a matter
of having that trust in a midwife gives me confidence ... that is sort of one
area also that [midwife’s name] possibly and in some ways oh I don’t know if
it’s the right word, but maybe nearly discouraged an over amount of trust
in her. She was sort of quite clear what her limitations were. She is
probably a good example of very ethical behaviour. Do you get what [
mean?

6.4.3.1.4 Character of person, including honesty and empathy

Character seemed to be a major determinant in the approach of the midwife and
therefore, in the woman's confidence in herself and the midwife. Mothers in
particular, articulated the importance of the practitioner's character in influencing

the mother-midwife relationship because it directly impacts on the woman's
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confidence, especially the new' mother's confidence in her ability to birth, feed
and care for her baby. These concepts were identified in Megan's narrative when

she discussed her experience of breast feeding as a 'new' mother.

Faye: Sometimes we can nurture to people’s weaknesses rather than nurture to people’s
strengths.

Megan: That could be really easily, that would be very easy to do.

Faye: Do you think that they sort of unwittingly reinforce your weaknesses rather than
nurture your strengths?

Megan: Well I don’t know that they would have reinforced it. I think that if
you were a different sort of person it would be easy to have that done. Like

‘oh well, maybe I am meant to stay in bed for a few days, or rest more’.
[and]

She was pretty down to earth and no fuss or anything, you know. Just do it in your own
time. And so then I guess that then inspires confidence in someone. Rather than some of
the others who were not only adamant about the breast feeding but a bit more gushy and
fussy and over the top. But she was the sort of person that, maybe that’s where the
individual comes into it as well but yeah, I think confidence is very important,
particularly for new mothers.

Maree, another mother, explained the importance for her, of the character of the
practitioner and the woman, and the reciprocal nature of the concept of
confidence.

Maree: You have confidence in some people but you have confidence in
them because they 've given you confidence. They have showed you [pause]
that you, [pause] their whole manner has been what’s worked for you and
you know that their manner is consistent, it’s always the same and it’s
what you want. So that I think that’s why you have confidence in the
person and then if somebody else comes in who has a totally different
philosophy on how to manage someone or it’s just a job or I’'ve just got to
do my 8 hour shift and leave, and you straight away pick it up.

Faye: Is respect important?

Maree: Oh very. [spoken spontaneously and definitely] / think that’s the one
thing - respect, compassion and empathy, I think are the three important.

Faye: And you mentioned confidence?

Maree: And confidence, well that’s right, yeah.
Faye: Is that the same as relying on someone?

Maree: [ think it is in a sense. Someone can be confident but [pause] not
pushy with that confidence. Someone else can be confident and quietly
assertive and co-operative, whereas someone else can be very confident,
very brash with that confidence and totally non co-operative because
they’re ‘right’, and I think it’s that lovely mix of compassion, empathy and
respect - confidence in what you’re doing, professional ability,
competence. All of those things that make up the perfect sort of midwife.
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Kay's lasting impression was the difference in relationships between her two
births, and the importance of 'knowing' the woman and 'knowing' the midwife.
The mother-midwife relationship with the hospital midwives was portrayed as one
of separateness whereas the relationship with the independent midwife was one of
'Being with' the woman.
1 think I got the feeling from the midwives in the hospital setting that they
felt as detached from me as [ was from them! [spoken slowly and thoughtfully] /
mean they were pleasant enough and trying to be helpful but [pause] mmm [
don’t know that they displayed empathy in a personal way, maybe in a
generalised way like ‘oh yes you're pregnant and you're going to go
through labour now’, but sort of not in a personal sense, no. [the independent
midwife’s name] probably displayed that with possibly referring to -
probably my relationship with [husband’s name] or involving him in some
way or yeah, and how, 'What can I do to make you happy Kay?' And just
having an understanding of my whole family and understanding the things

that 1'd talked about through the pregnancy, bringing those back ‘And you
said you liked this, and you don’t like that.' (Kay)

Again from Maree, the character of the practitioner and 'knowing' the person was
very important in determining the approach to practice and the type of relationship
that occurred between the mother and midwife. Maree said about one midwife:

she just knew exactly how to, she just had a lovely nature ...

An ethical response that lacked these concepts of trust, respect, and valuing
individuals within relationship was an inadequate ethical response for midwifery

practice.

6.4.3.2 Supporting the woman
Theme description: Supporting behaviours of the midwife, 'with' the childbearing
woman during birthing, for example, 'be with' not 'do to', the midwife's 'presence’,

midwife's prime relationship is with the woman, encourage (trust) the woman in
her ability to birth.

The sub-themes which together constructed what it meant to ‘support the birthing

woman’ were informed choice (self-determination not just consent),
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communication (time to talk 'with'), midwife’s prime relationship was with the
woman, 'be with' not 'do to' woman (including concepts of the midwife's presence,
and the birth journey), and power ‘with-for' relationship (including advocacy).

Examples of ‘support the woman’ were given by both mothers and midwives.

Arline explained how the birth centre midwife supported her emotionally,
psychologically and practically while at the same time helped her maintain the
central and active role, her self-determination, in the birthing process — a power
‘with’ mother-"midwife relationship:

And I guess the important part of the second stage was that [pause] cause |
did have a fear we had discussed my anxiety about tearing, I didn’t want
to tear, and so [midwife’s name] was very good in talking me through, and
she had the mirror there so I could see what was happening, she talked me
through because my body just wants to expel, like I don’t have to push at
all. If anything I have to sort of hold it there. So she talked me through that
so that I was able to hold his head there for one or I’'m not sure how many
contractions just to let the perineum stretch a little bit, so that I didn’t

tear. She was very conscious of the fact that I didn’t want to tear and so
she did that.

Brenda said:

When I opened my eyes up again after I’d been through this contraction
she [1" midwife] was there, she was patting my hand, she was just really like
your Mum. You know like, 'that was really good dear, you did well'. And it
wasn’t oh that was three minutes or they re coming every three minutes.
When they strapped me up, you know how when they do the epidural and
they put the thing around your tummy and the lady [2™ midwife] said to
[husband’s name] , she’s having a contraction now and I was sitting there
and going ‘SHE’? I'm sitting right here, why can’t, and I've just gone oh
no whatever, you know, just get on with it, type of thing. So it was totally
different. But no I didn’t feel like she [1* midwife] wasn 't caring or she was
lax because she was more gentle in her approach. I felt that was more,
maybe it was experience too. Maybe because she was older, I don’t know,
but I just felt really, really comfortable with her. 1'd seek her out again.

Ann, a mainstream hospital midwife, said:

1 believe that’s probably what is good - the person that makes that person
feel that they can do it, that gives them the support and energy to get
through the labour.
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Diane considered that supporting the woman entailed a total approach, including

the environment:

1 think it’s much more relaxed here [than traditional birth suites or labour wards].
It’s a much more intimate setting and it’s probably a lot easier for women
to ask the sort of questions that they need to ask and to expose themselves
to more of their fears so that they can be more confident by the time they
get to birth the baby. It’s very important that women are confident in their
body’s ability to do the task. There’s a big mind body connection. A huge
one and the more I see women over here the more I see that. So that [pause]
they have to be able to ‘give in’ to the process and let it happen or it can
go wild ... well certainly I talk to a woman in early labour if I can [pause]
and try to give her the confidence to stay at home until I believe that she’s
at that stage in her labour where she’s able to stay home ... I think we re
all trying to foster the woman’s independence.

Gemma experienced conflict between the ‘workplace ethics’ and her personal-

professional desire to support the woman:

When they came back on the island of course they would often just ‘go to
ground’ till they were almost ready to have their babies and they’d turn up
on the clinic doorstep in the middle of the night and produce their babies —
usually quite well without any problems and I guess that to me was a real
difficulty because I personally I had a problem with sending these women
back all the time over to the mainland when I knew that that’s not where
they wanted to be and there were really no suitable mechanisms in place
to support them over on the mainland ... [ mean basically if they came in
and had their babies we just supported them and usually they do it very
well with no problems and so it was — we didn’t say much to them at all. In
fact often we were quite delighted with them because they, I guess in a way
there was this secret admiration because that they had the fortitude to
‘buck the system’.

Utilising a power 'with' approach commonly intersected with 'supporting the
woman' and 'midwife's prime relationship is with the woman'. Maree described
the positive nature of the mother-midwife relationship she had with two particular

midwives who helped her with breast engorgement and breast feeding:

But in particular there were two midwives who I just think were the best
thing since sliced bread. Both of them were young, neither of them were
married or had children and they were just so, their whole approach, their
whole manner was just [pause] ‘teamwork’. 'OK well', and I'd ask them
would you give me a hand, the baby needs a feed will you assist me and
Jjust check that I'm doing it right? And [pause] it wasn’t 'Yeah that’s OK’, it
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was 'That’s alright yes but sometimes it helps if you try and sit around
that, how do you feel now, would you feel more comfortable or is it an
idea if we try a football hold" and you know it was sort of let’s work out
together. Me and the midwives. (Maree)

Practical assistance of course was also important.

These nurses who I thought were particularly good were on the night that
my milk came in and I was very sore and the first one said to me 'Alright
well I think what might help is if you hop in the shower and just massage'
and she went and got me some vegetable oil and heated it up and she
actually got into the shower with me and massaged all around the breast,
both breasts and said 'Now lean there relax against the wall', she really
talked me through the whole thing to see if we could get a let-down to
relieve some of the engorgement. (Maree)

Kerry-Anne described the importance of practical assistance in achieving

inclusion of the family and thereby supporting the birthing woman:

Oh definitely a midwifery model of care, definitely a woman-centred care
or even family centred care. The whole thing is around the family and 1
say to the partners 'l really cannot do this birth without you there - you
are an essential part of the birth process ... So you can actually start with
the massage of her back or her feet or whatever during labour and then
you can say 'Would you like to try and do this now?' and then he takes
over ... and then when it comes to the time of the birth the simple things
like 'Get her to focus on you now while she's actually pushing, and then
see this towel, this warm towel, you're going to hand me that when I say
towel. And you're going to look at the clock and tell me the time the baby
was born and tell me the sex of the baby' ... All those little things, so it's
very family-centred ...

Even when we've had siblings at the birth - one time we had the mother in
the bath and I walked into the room and the three year old was pouring
water out of a jug over her mother, over her tummy, and I said 'Oh aren't
you a big help' and she said 'Yes I always do this when ladies are having
babies'. It became her role.

We took a photo of her so that she'll never forget that she did that. And
that made all the difference to the mother to look up and see the child
doing that for her and feeling that she was in a warm loving environment
while she was giving birth to the next child. So when you ask me what
model of care it is, it's very much a midwifery model of care. It's not
something you're going to see in the traditional labour ward.
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6.4.3.2.1 Informed choice (freedom of space and self-determination for

the mother)

This was a very strong theme throughout the narratives. Mothers expected it for
themselves as individual adults, and midwives expected it for mothers as the
mothers’ right (justice ethics), and out of respect for persons (covenantal and
relational ethics) (Thompson, Melia & Boyd 1994). The absence of informed
choice conflicted with personal values and was an injustice, as discussed earlier in

relation to a lack of self-determination and institutional dominance.

Arline birthed her baby in a birth centre and praised the midwives for how they
always consulted the woman or her partner before making a decision:

With the birth centre it’s totally what you want and I guess one of the
differences there is that at the birth centre they don’t routinely offer
oxytocin, it’s a choice and that’s something discussed before you actually,
so that it would be part of your birth plan whether or not you want the
oxytocin in third stage labour. So that’s all pre-arranged, but of course if
once you 've delivered and there is a large blood loss well of course she’ll
have to say to you at the time ‘well I really think it might be advisable,
you’ve had a big blood loss, I think it might be advisable even though you
said you didn’t want it. You know, these are the risks, maybe we should
have it’, that sort of thing. Which in effect is what had happened to me. I
chose not to have the oxytocin the first time with [1¥ baby’s name] they said it
might be an idea if this time you do have it and I said that’s fine to do that
because I was trusting her judgement and obviously she informed me
about the risks about why and the large blood loss or whatever, so yeah.
So I did have it. And I will have it again this time for the third one.

Another mother, Judy, who birthed in a hospital ward described the importance of
choice. However, her comment did not depict the notion of being ‘informed’ by
midwives. Rather it emphasised choice for the birthing woman and inferred

respect for that individual’s wishes as well as perceived needs:

Faye: How did they react during that birth to those wishes?

Judy: [pause] Positively as well as I think as fully as they could given that
there’s so many variables, things could’ve happened. Like I'd said in the
birth plan I didn’t want to have an epidural, however if [ was in a lot of
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pain and I asked for it, then of course I was happy, I wanted one. And that
1 didn’t want to have an episiotomy, but if I needed it, yes. So they had
those things in the back of their minds.

Megan’s narrative discussed how ‘difficult’ it was for her in hospital when she
was learning to breast feed for the first time, and how she was given so much
conflicting advice from midwives. Lactation specialists and devotees of breast
feeding were telling her what to do, and her comments inferred an element of
paternalism from staff. Megan wanted assistance to learn what to do according to

the individual needs of her and her baby:

Faye: And you mentioned respect. Is that important?

Megan: Oh I think it is. [spoken spontaneously] For women in that situation. 1
mean it’s not like they 're dealing with people who [pause] are too sick to
make up their own minds or too sick to be unaware of what’s going on.
They 're dealing with women who are basically pretty well.

In contrast, Maree's narrative illustrates the congruence of values between her and
the midwives attending her, with regard to breast feeding as a 'new' mother.
Women need the freedom to not only make their own decisions but to also
implement them, and the following comments demonstrate this within the mother-
midwife relationship.

and I got to a point where they encouraged me to have her in the room,
which I did but I wasn’t getting any sleep, and she was actually quite
unsettled, and they said to me 'Look how are you feeling?' I said 'Look I
feel terrible I just feel I need a decent sleep' and again they said "Well what
would you like to do? Would you like us to take the baby to the nursery
and you can buzz us and we’ll bring her back at any time but we can take
her down there, we won’t give her anything, it’ll just give you some time
to sleep and we’ll bring her back when the feeds are' and I just appreciated
all of that, that these people recognising that look I need some sleep or I'm
going to fall apart. Just lack of sleep at that stage.

Ann, a mainstream hospital midwife, discussed communication and being
informed rather than 'choice' per se.

1 believe ethically that we need to be aware that people do have rights and
they have the right to communication, the right to know what’s happening,
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who'’s looking after them, why they 're being looked after, what the
decisions are and why those decisions are being made: not ‘this is what
will happen’. And they have the right to be able to say to someone ‘sit
down and talk to me about this’.

Bev, a midwife working in the community and caring for a young woman with
mental health problems, was distressed herself as she spoke of how she strived to
maintain the woman’s 'autonomy', knowing that mother and baby would probably
be separated by the health authorities:

Bev: But I did it differently than the way it’s traditionally done. I said to
her [speaking slowly] I mean I’m not using her real name, I said to her
‘Tara, that’s very serious what you ve just told me and the staff need to
know; your baby has to be protected. Because although you feel now that
you want to kill him, in a month’s time or two months time when the
depression’s lifted or it wouldn 't lift if you’d killed him, and you’d end up
in prison. Can I have your permission to tell?’. Now I would’ve told even
if she’d said no. But she didn’t. She said yes. And she was — tears were
streaming — and I just felt awful.

Faye: Why?

Bev: Well I mean I felt dreadful because it was so, I mean talk about being
in the middle of this human tragedy, God, on a grand scale.

Diane, a midwife in a birthing centre examined her interaction with the birthing
woman. She reflected on what impact the midwife’s own motivation had on that
interaction and in so doing, strengthened her initial belief in the importance of
self-determination for the birthing woman:
Yeah and so if you get to this point where a woman is distressed and she
wants an epidural and you think oh well she may not, she might give birth

soon and she might not need it, you still have to respect that that’s where
she is at the moment.

Kerry-Anne, another midwife working in a birthing centre illustrated how the bed
had become the focal point of a traditional labour ward or birth suite, and this in
itself had reduced women’s self-determination:
And when I do actually do a transfer [from birthing centre to birth suite] if this
woman doesn’t need to be lying down on the bed I make her aware that

nothing has changed as far as my midwifery care of her; that she can still
make a choice as to where she wants to be if everything is going normally.
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And it’s only if she needs a forceps or a vacuum extraction that she needs
to be on the bed. That’s only just one little thing.

Ruth’s beliefs and practices regarding breastfeeding conflicted with those of some
of her midwifery colleagues. Therefore, Ruth’s discussion concentrated on how
the midwife’s own knowledge, practice and decision-making was a major
determinant in providing informed choice for the mother:

Well I think it comes back to knowledge and I think one of the things about
knowledge, knowledge is power and you can’t do what you don’t know
about, and I would say that for us as midwives our imperative is to get out
and get educated and to really learn as much as we can and to look, look,
and look and look and search and research and check things out and 1
think that comes with the territory and then we can help women by giving
them information so that they can then make their choices. Because you
can’t choose what you don’t know.

For Katie, a community-based independent midwifery practitioner, informed
choice could quickly become or be perceived as coercion, its antithesis:

I mean it’s so difficult then to make sure that you discuss it as much as you
can discuss it and you can write it and all the rest of it and, and then
[pause] even though you feel like it’s all gone over her head, you come to a
point where you feel like you can do no more, say no more, explain no
more, and continue to be supportive of her decision. And sometimes I'm
sure they feel pressured by that process of discussion, why you're trying to
get, trying to bang their heads and say ‘will you let this bloody bit of
information in and just absorb it for a bit and mull it about and then
reflect back to me that you 've actually understood what [’ve been talking
to you about’. So it’s difficult, it’s difficult not to be coercive I suppose,
and yet we value informed choice, we value women making their own life
choices including the wrong choices, that’s their right to make the choice
and make mistakes in their personal decision making just like we all do.
It’s that notion that, you wanted her to make an informed choice, informed
choice equals a risk-benefit analysis from her perspective.

6.4.3.2.2 Communication

Time to talk and spending time with the birthing woman was very much part of
the communication and self-determination sub-themes.
But I feel it could have been better if there had been a conference with the

parents or there had been a discussion take place with those parents ...
and took time out to actually speak on a one-to-one and sit on a chair
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face-to-face and spend time going through what was going to happen.
(Ann, midwife)

When you 're really listening to somebody and following their story all the
way to the bottom, you feel something of what they re feeling. (Bev,
midwife)

In the early stages of labour when you ’re not sort of full-on all the time,
the contractions and you're probably more relaxed and you’ve got more
time in between contractions to talk to a woman and things like that, yeah
1 suppose that does bring the relationship and trust. (Caroline, mother)

Diane: we work with them to teach them.
Faye: And would that be reciprocal?

Diane: Oh [spoken ‘absolutely’] I think every one of us working in the birth
centre have noticed much, much more about birth and women by working
here and being able to spend the time with them.

We just carte blanc assume that they don'’t either have the knowledge, that
they don’t care - one of the things I hear bandied around is that most
women attending the public system are low IQ anyway so what would they
understand if we explain; “but we did explain it and she didn’t
understand”, or she didn’t listen. Yes, I think perhaps we should spend
more time perhaps on communication skills and actually getting to
checking out with people what they have understood and where they 're at,
and what they want to know too. Some women don’t want to know, but that
should be their choice, not just because they ’re kept in ignorance.
(Gemma, midwife)

1t would have been nice if I'd had the same midwife as when I’d arrived at
the hospital until I'd delivered. Just because youve already established
the relationship, and I think I was more, well you are more coherent in
between the contractions. I could talk normally to them as a normal
person without being in agony, but then when it gets into second stage,
and transition I just found it was [pause] [ wasn’t myself, so it would 've
been nice if I'd had the people that I'd had during the contractions stay
with me through the delivery as well. Because they’d sort of seen me as a
normal person [smiling] rather than this screaming person. (Judy, mother)

We bonded very well. I looked after her right from the time when she came
in to hospital for the birth. She was in labour, and we actually had time
before she was in strong labour to actually talk about her expectations and
what she wanted for the birth. So I felt that she trusted me and that we had
quite a good relationship after such a short time of getting to know each
other. (Kerry-Anne, midwife)

And I had to butt in and say 'Hang on a minute'. I said to the doctor 'She’s
indicating to you that she agrees but this is actually just her personality.
She hasn’t considered all of the options and 1'd like to talk about some of
the alternatives she has to the things that you're suggesting. So, and then
as soon as I said it she said 'Oh I didn’t mean yes, I just meant that [ 've
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heard you doctor'. So, so now we say things like, ‘say things to the doctor
like yes I hear you, I’ll need five minutes to consider that', or, 'Yes I hear
you, I just need to get Katie’s opinion on the same issue’ - so they can buy
time. You know? We get them 'buying time' strategies, strategies for
getting informed consent. (Katie, midwife)

The second night I was aware that I really needed to get some sleep. But |
didn’t want [1st baby’s name] to have a comp feed, and so that was the only
way I could go about it. So, I guess, with their suggestions and [pause]
talking it through and having sort of been aware of a few different options,
that’s how that came about. (Megan, mother)

6.4.3.2.3 Prime relationships

The concept of prime relationships was interpreted by the researcher as being
central to woman-centred midwifery practice. That is, the midwife’s prime
relationship was with the mother, and the mother’s prime relationship was with
her baby. The emphasis given by these mothers and midwives, to prime
relationships surrounding childbirth supported the theory that midwifery practice

should be based on a partnership model (Guilliland & Pairman 1995).

Midwife's prime relationship is with mother

I wasn’t there to be looked after. I was there to learn how to look after the
baby and make sure everything was right with the baby before we went
home. (Megan)

Mothers, and midwives practising within a ‘Being with” woman relationship,
shared a common value of birthing as a physical, emotional and spiritual
experience and achievement, not merely a physiological event. The midwife’s
prime relationship was with the woman. This contrasted with the approach of
midwives who were procedure-oriented and who were practising as dutiful
subordinates or technicians to medical authority and their employer: that is, those

with disparate relationships. Maree illustrated this when she discussed the



262
Findings and analysis of narratives

relationship she had with the midwife who attended her during the earlier part of
her labour:

Well she [1" midwife] certainly, she was very much a patient advocate. She
was there for me and to make sure that the whole experience was right for
me, regardless of who the doctor was and then the second two midwives
that were involved, I felt that they were there but they weren'’t a patient
advocate. They were there to do what the doctor said and they were more
technicians than midwives in the compassionate sense. That’s why I think
that first midwife all the way through would have said ‘Well hang on, we
can’t get in that, give her some time to get into this position. How do you
feel? Do you want to hop in that position, what would feel more
comfortable for you?’

And I remember the time the epidural was put in, the doctor came in to do
the epidural and I was in terrible pain, I just could not speak by that time.
I could barely breathe. I was gasping for little short gasps of air and I had
the second midwife by then, and I always remember he said to me ‘OK can
you roll over on your side and hop in the fetal position?’ and all I could
say was ‘I can’t’ and I could just whisper it out because I didn’t have
enough breath to be, and my husband straight away thought there’s no
way she can get into that position and I felt that first midwife would have
said ‘She’s in terrible pain, we’re not going to get her into that position
easily; if we need her in that position so be it, and we’ll just try and do it’,
but the second midwife just didn’t say anything. She just stood there and
my husband said ‘Oh I’ll help you do it’, and he physically got me over
and into the position and but with these terrible contractions the last thing
you want to be is curled up ... And I felt that that first midwife would have
basically said ‘Look she’s in terrible pain. You'll just have to hold it here,
what position do you want her?’: talked to me saying ‘Look I know you 're
in terrible pain. Let’s wait for the contraction to ease and we’ll quickly get
you over’. You know, again talk me through a contraction into the position
instead of trying to bowl me over into this fetal position while I was in the
middle of a dreadful contraction.

Maree again confirmed as ‘very accurate’, the researcher’s interpretation that in
addition to the notion of prime relationship, the language of ‘bowl me over’
reflected a power ‘over’ approach to the birthing woman with a lack of self-

determination for her, and an approach that rendered the woman ‘invisible’.

Maree described the woman-centred practical assistance she received when
learning to breast feed for the first time. When validating the researcher's

interpretation she placed emphasis on the vulnerability of being a 'new' mother
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said that she thought a second or third time mother would have a differing view.
Nevertheless, the researcher considered that ‘prime relationship' was applicable to
multiparous women too. The mother as an individual, and her emotional and
physical comfort were the prime focus of two particular midwives attending to
Maree and her baby. Contrary to Ellie who also experienced great pain with breast
feeding, Maree was not fearful of her baby's mouth, and her mother-baby
relationship was established without disruption. Maree's comments also suggest
that continuity of the philosophy of care, that is, being 'with' and supporting the
woman and 'knowing' the person, is ethically important. The researcher perceived
this as probably a key contribution of continuity of the particular practitioner.

then she went off and then the next one came on and the first one had
actually handed over to the next one saying 'This lady’s milk has come in
she’s really very uncomfortable having difficulties with it' - and the next
one was there ready to pick up straight away and [ was very impressed
with this lady because it is so uncomfortable and the two times I fed and
the time that she was on, because she was feeding three hourly, she
actually came, she was with me the whole time, I put the baby on the
breast and she actually stood there and massaged both breasts while I fed
and it was just the best feeling, it got rid of all the lumpiness in the breasts
and the engorgement and then as soon as the feeding was over she took
the baby back to the nursery, bought some ice packs, put them on me and
she physically tucked me into bed and turned the light out and said 'Now
try and get some sleep' and she’d come back and check the ice packs.
Same thing when we fed the baby the next time, by morning I felt terrific.
1'd had sleep, my breasts felt comfortable, I felt good with feeding and it
was just lovely, she just knew exactly how to, she just had a lovely nature
and it flowed on from the previous nurse so beautifully, it was without
hesitation. (Maree)

Judy gave an example of how one midwife's prime relationship was with the
mother. These comments also demonstrate that practical attention to the woman's
concerns are considered part of the concept of supporting the childbearing
woman.

Oh that’s right [recalling] he told the nurses not to look because I don’t

know why, but he said don’t use ice and don’t’ examine her because
there’s no stitches. But a midwife came on and she said 'oh I know the
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doctor said not to, but can I have a look anyway?' I said I don’t care, so
she had a look and she said 'look I think ice would be good', and I said 'oh
well', like the doctor said no ice, she said use ice so I think I had a bit of
ice on it for just an hour or two, but looking back I wish I had had ice on it
because with my second pregnancy it really numbed everything straight
away and it made the swelling go down immediately. Whereas my vulva
was really swollen for a long time, quite a few days [with this 1¥ birth].

Another example of the midwife’s prime relationship being with the childbearing
woman came from Kay. She described the independent midwife’s approach to her
during the antenatal period and the importance of 'informed choice' and 'valuing
individuals'.

[midwife’s name] came to my home and she wanted to know about ‘me’! The
obstetrician never wanted to know about ‘me’ really. No, she didn’t
[answering herself] and [midwife’s name] would focus on just sitting and
chatting and having a cup of tea and understanding sort of I suppose what
made me tick and what made [husband’s name] and I tick as well, the family.
And we discussed everything from the nitty gritty of childbirth as I said she
would give me as much information as I wanted, but also would prompt
me to think about all sorts of things that wouldn’t have maybe come to my
mind — and [pause] for a start, she elevates the mother-to-be as an
important person, compared to my first experience I suppose. (Kay)

For Ann, a midwife from a mainstream hospital setting, communication was most
important. Rather than having a prime relationship with the woman or having a
partnership, she proposed that the midwife should be negotiating ‘with’ the
woman.

Occasionally you get the situation where a midwife is totally involved with
that client and the negotiation is quite incredible with ‘We are going to
have a baby in 20 minutes but we need to sit down and look at what we are
doing to make this more effective. This is where we are at now, this is what
we need to do to have this baby.’ And I have seen one or two people
actually do this with a client now and ‘This is what we need to do together.
Can you help me by doing this, this and this?’ and the client suddenly gets
this burst of energy because they are taking control again. But see that’s
negotiation as well.

Bev’s story about a young teenage mother was another example of the midwife’s

prime focus being on the birthing woman and the mother’s prime relationship
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being with her baby rather than placating staff. The story also illustrated the
importance of context and relationship, not only for the birthing woman but also
for the midwife in terms of portraying the holistic experience of ‘good’ or
‘satisfying’ birth.

And [boyfriend’s name] starts getting frightened, cause he’s only 16 himself,
seeing her in that much pain and not able to do anything. So he went out
and I took her into the shower and put the water on her back and rubbed
her and so on ... She moved quickly into second stage, the character of her
pain changed again and she stopped being noisy and started pushing, and
the staff who had been on there, the two midwives who’d been on all night,
they were there in the room and they stayed with her rather than swap
over on the day shift, and she just propped herself up on a bean bag in bed
and pushed and pushed, and pushed out a beautiful healthy baby, and
breast fed straight away, and it was as beautiful a birth as you're ever
going to have in a hospital ... and I think it was good because we got a
healthy baby sucking at the breast and a healthy happy mother, and a
healthy happy father, and there was a lot of love in that room and it felt
really good.

Kerry-Anne's narrative referred to earlier, explains how she endeavoured to
practise woman-centred midwifery, having her prime relationship with the
woman, despite the obstacles of mainstream maternity services.
So [ felt that she trusted me and that we had quite a good relationship
after such a short time of getting to know each other. She was over the

moon when I said to her, 'You don’t need any stitches'. This was just
wonderful for her, and [pause] he spoilt it. He spoilt the whole thing.

Diane, another midwife working in a birth centre, explained her approach to
midwifery practice as woman-centred. She too, demonstrated that her prime
relationship was with the woman, that the woman's self-determination was
ethically very important, and that continuity of the philosophy of care throughout
childbirth was a feature of ethical midwifery practice.
1 think we’re all trying to foster the woman’s independence and to let her
know that no matter who is her attendant in birth she’s the one who should

be in control of this process. She’s the one who should be making
decisions.
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For Katie, as a community-based independently practising midwife, ethical
practice meant trying to protect the woman’s decision even if the woman could
not ‘own’ her own decision. She strongly believed in the woman's right to make
or not make a decision. The researcher interpreted this as an example of the
midwife using power 'for' the woman in the mother-midwife relationship, despite
the fact that Katie did not condone the strategies used by the birthing woman to
achieve her birthing aims. The perception of Katie's character was also ethically
important. One of Katie's clients wanted a home birth but her husband did not.

She had two hospital births with us, finally we had visiting rights — and
this time we cooked up another bloody deal which took forever and a day,
even though we haven’t got visiting rights we established [doctor’s name] as
providing back up. The day before she has the baby I'm doing an
antenatal visit, she says ‘I think I want to have the baby at home ... and
she didn’t want to tell her partner because he would be very fearful of it
and 1 said I think it’d be a good idea if you did ... I got a call at one from
him to say she was in labour, come, but is it time for us to go to hospital.
And I thought fuck she hasn’t told him ... so she has told him that they re
going to hospital and he was playing games with me on the phone ... they
have a very loving relationship but loving relationships are not always
honest relationships! ... So what she was doing basically is she was
making the decision too late into the whole event. [ mean I’'m not into birth
in cars ... There’s no way we would have got into the labour ward by the
time, and she knew that! So, they 're manipulative. And she didn’t want to
own the decision even at the very end she wanted to back out of any of the
decisions ... So all I was concerned about in my communication was that
he didn’t feel that I had been part of a cover up and a con job. But at the
same time I was going to try and protect her decision to have her baby at
home. ‘Cos if I transferred her when he wanted me to transfer her - I could
have easily said okay let’s go, I could’ve said that easily and she would
have gone to hospital, but then I would have been cheating her out of what
was her real desire, and that was to have a home birth - even if she
couldn’t own the decision to have a home birth.

Mother’s prime relationship is with baby

Mothers' narratives demonstrated that during the childbirthing process, the
mother's prime relationship was with her baby:

Arline: ... So on both occasions, after I had picked the babies up, within
minutes of them being born I put them to the breast and they fed straight
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away, and then he held them and he was able to hold them to his chest
which was really nice, and weve got some really nice photos of [partner’s
name] holding the babies.

Faye: And what about the relationship immediately after the birth with you and the
midwife, and with the midwife and your support people?

Arline: [long pause] immediately after, well once [2nd baby’s name] was born
[midwife’s name] passed him through my legs and then I sat back down onto
the bean bag and obviously [partner’s name] was there and my Mum was
there and [midwife’s name] was there and it was all very, it was really nice,
like there was no rush to do anything, they just kind of let me have the time
to ... so it was all very, it was just a really beautiful atmosphere ...

Although I must say there’s one thing that was really nice [ remember
when [2nd baby’s name] s head was just crowning and [midwife’s name] had
said, I mean obviously I knew that his head was crowning because I could
feel it but she said "you know if you want to touch his head', and at the time
I was in the middle of a contraction and it was like no, no, no! and then
once the contraction, it was like, and then I ended up putting my hand
down straight away, even just as soon as I said no, no I put my hand
straight down and felt the top of his head, and when I look back on that
that was something that was really special. It was like just, I dunno it was
like, I mean I was connected to him because he had grown inside of me but
to kind of like touch him for the first time it was like it gave me, really gave
me incentive to just go on, even though it was really quick I felt another
contraction but it really encouraged me, like ‘he’s there’, through that last
little bit.

Brenda described a very different environment, one that was procedure-oriented
for the hospital staff but which was unique, intense, emotional and overwhelming.
Being hurried through it denied her the full realisation of the experience, and the
researcher interpreted, disrupted the initial establishment of that very special
mother-baby relationship.

Brenda: [ just felt bombarded with information like here’s my baby and
she’s looking at me and it really freaked me out - and she just looked up at
me and blinked and, and I mean I could cry about it now. It’s just like the
whole oh my God I've had a baby and then I thought I'm not ready for
this. All, you know, Give her to [husband’s name], let me think about this for
a minute, you know what I mean? And then what’s the time, what’s her
name, all these things are getting thrown at me and then you 've got to -
it’s too much happening. I think that’s what it was more than I didn’t
‘want’ her. But it was more yeah, it was all a bit of shock to actually see
her, and I just really needed to get used to actually seeing her, and then
they want me to make decisions. And so this is a baby, wait a second and
I’ll deal with what you want me to deal in a minute when [ ’ve looked at the
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Judy:

baby. And then it was [husband’s name], do you want the baby, and I was still
kind of like really dizzy.

Faye: Is it just the wrong time to be asking you for decisions?

Brenda: Yeah, totally the wrong time. [spoken spontaneously and definitely] OK
veah let me, someone write down the time cause that’s important, but [
think the baby, it would have been really nice if someone had have said
'Here’s your baby. Isn’t she beautiful? Let’s have a look." - baby, baby,
baby instead of running and doing things and press the button, and don’t
lift your finger off it and get the doctor and it was just all too much
happening for me to really concentrate on the fact that I had just had a
baby. So let’s deal with everything else cause everyone wants you to be in
control and not yell at them and scream at them and be a little bit difficult.
So OK I've kind of gone from one mode to another I think - well OK we
can deal with this other stuff and then I can be emotional and cry over my
baby.

and then the rest of his body was delivered, that just came out pretty easily
and then all the waters just gushed over the top of him, they must have all
been trapped behind because my waters hadn’t broken at all as far as 1
knew and he was just lying there like this limp, blimp and I remember
saying 'Is he alright? Is he alright?' And the nurse was just, it was
probably a split second but the nurse was just there looking at him and the
next second the doctor ran in and went 'oh the baby’s here already' and he
quickly picked up the baby cause I was saying is he alright? and he needed
to be resuscitated and he was very blue and I think he was in a bit of shock
from being delivered so quickly so [sighs] he had a low Apgar score
initially, he had an Apgar of 2 and then after 5 minutes it had gone up to

9. So that was alright ... and they took care of the baby and then I had a
shower and they brought [2nd baby’s name] back to me and we had a nice
feed while I was sitting in the wheelchair, except that he got too smelly
because he had also passed a motion inside as well, I said what is this
odour!? [spoken with ‘disapproval’] and they said It’s [2nd baby’s name]. So [
said I'm not feeding him until you washed him oh it was disgusting. So he
must have been in a bit of distress inside. Yeah, so I gave him a nice feed
and 1 felt really good.

Megan:

Faye: So they took the baby and fed the baby ?

Megan: OH NO, I'D NEVER LET THEM TAKE THE CHILD! [spoken
spontaneously and definitely]. No. I'd never let them do that. I'd just persevere
and say 'oh, thanks for your advice' and perhaps if they suggested
something well 1'd take them up on that suggestion simply to [pause] try
and shut them up, to be honest. But yeah, I was adamant they never took
the child, they never took the baby, and gave her anything but breast milk.
Again, I was healthy the whole way through it.

Faye: Yet, most child bearing women are. Childbirth is a ‘natural’ thing.
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Ellie:

Megan: Yes, that’s exactly. Yeah, and that’s the thing that I guess
surprised me, like you know, I'd been pretty determined right from the
start I wasn’t going to walk around in nighties and pyjamas. [ was taking
up a couple of tracksuits and that sort of thing. So I was up walking
around that night, and I guess my focus and then therefore I expected the
nurses to be the same with the baby. So I didn’t expect to be looked after,
as such, by the nurses, you know. It was more for me looking after,
learning to look after the child ...

I was sort of surprised by that because I thought well ['m not, you're not
really here to look after me we’re here, aren’t we both here to look after
the baby and get the baby on track? I guess that probably, might have
surprised them a little bit, and the fact that I didn’t expect to be looked
after ... [ wasn’t there to be looked after. I was there to learn how to look
after the baby and make sure everything was right with the baby before we
went home.

When they brought the baby to me I heard 'feed the baby' but I did not
hear - and this is something I wanted to tell you about because I thought
about this and thought where, where had the real damage occurred? -
what I didn’t hear which they tried to stress to me repeatedly because 1
was in such a euphoric state from anaesthesia was 'feed the baby for 5
minutes on each breast'. So what in fact happened was they brought me
the baby and said feed the baby which I was, you know, only too willing to
do ... you’d do anything for the baby, you’d die for the baby at this stage

6.4.3.2.4 'Be with' not 'do to' the woman (includes sub-themes of
'midwife's presence' and 'birth journey')

Integral to the notion of 'Be with' not 'do to' was the concept of 'knowing' the

person and practising within a Being 'with' mother-midwife relationship

(partnership).

Arline, mother:

Faye: How do you mean she was ‘there’?

Arline: Well - with [2" baby’s name] s birth [ was actually in the bathroom
and I had the lights off and they were just in the next room, just outside the
door I mean they were only a couple of metres away but they werent,
nobody was ‘in my face’ or no one was touching me, checking me or
whatever. They just sort of allowed me to do my own thing and mainly
listened to my breathing and how my breathing was during my
contractions and stuff. She kind of gauged where I was kind of thing. So
she’d come in and she knew that I was kind of, almost, well she assumed [
was almost dilated and I was arguing at the time that I was only 6 cms but
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no and I'was, I was 10 cms and within the short time and I was coming out
of the bathroom saying right 'OK I need to push'. And that particular
stage, just before I did kneel down at second stage, I felt quite fearful, I
was kind of in that transition part where I didn’t know where or what [
wanted to do and she was really calm and said softly 'Relax and just think
about what do you want to do? Do you want to do the same as, do you
want to birth the same way as you did for [1st baby’s name] ? and
automatically when she said that it was like ‘yep that’s what I wanted to
do’ because I knew that that had worked the first time and that I had felt
comfortable with that, so straight away I was down on my knees leaning
over the edge of the bed. So, yeah that was good.

Brenda, a mother, discussed the approach of her first midwife in the mainstream
hospital ward where she eventually birthed:

Brenda: [the mother-midwife relationship] was easy, it was comfortable, she
was an older lady that didn’t worry me at all. And it was all, [sighs] oh she
was just so easy to get along with and it was me - 'How are you going
dear?' She was around me all the time, she was really ‘motherly’ and
consulting me the entire time. She wasn’t saying, ‘OK you ’re contractions
are three minutes apart’ at that stage. She was saying 'That’s great dear,
that’s lovely', encouraging and all that kind of stuff and 'don’t worry, your
husband will be here soon, we’ve called him. He’ll be here, don’t worry,
we’ll get you down to the labour ward now'. Reassuring just in everything
in her manner was just, she had my best interests at heart, and I really felt
comfortable with her. Yeah, that’s about all I can say.

Faye: You were saying she [the midwife] was sitting there in the background just feeling
the contractions. Did you feel at any stage that she wasn’t caring for you?

Brenda: No [spoken definitely] she was most caring. She was always there,
she was always 'something’. [This suggests the comparison of being 'nothing']

Faye: Even though she wasn’t physically doing things?

Brenda: Yeah, yeah. And she was always, she was right beside me or she
was around the room as well, walking around doing whatever she had to
do, getting things ready, opening the door when [husband’s name] came in
and his mother apparently. And she was always around but I didn’’t feel
like I'd been left alone at any stage. I always felt like she was there.

Diane, birth centre midwife, described a 'be with' not 'do to' approach to practice
based on 'knowing' the birthing woman:

But certainly [pause] it is very much easier for us to assess our women in
labour than it is for that staff over there [hospital labour ward]. And we often
don’t have to do vaginal examinations and things like that here because
we know them well enough to know [pause] where theyre at in their labour
without having to actually do that kind of physical assessment ... I mean [
think all of us here can assess where a woman is at in labour without
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doing intrusive things to her, literally. I would rarely do a vaginal
examination on a woman shortly after she arrives. You can usually wait a
while and just watch the woman and see how she’s behaving and listening
to the noises she makes and watch the behaviour and we’ve all learnt to
assess a labour over the phone, so that you can say to a woman, you don’t
need to be here yet, because you know these women already

When I say hands-on I don’t mean literally. I mean that very much being
involved with the birthing woman. (Gemma, midwife)

These comments from Judy echo Brenda's disapproval of the notion of physical
intrusion into the birth canal during the actual birth:

Judy: No, no, I didn’t want to touch him until he came out. [spoken definitely]

Faye: No, no. So they didn’t actually work against your wishes at any stage?

Judy: No, no. When I was kneeling up over the bean bag and I said to
them, I thought the midwife had her, it felt like she had her fingers sort of
against the perineum, going like this, and I said GET YOUR FINGERS
OUT OF THERE. [spoken slowly and deliberately] I thought she was examining
me and she said 'Darling that’s not my fingers that’s the baby’s head'

And I went 'Oh OK. That’s alright.’ [laughs] So yeah. I thought they were
being mean but they werent.

Kerry-Anne spoke of her practice:
As though midwives can’t observe just by being in the room without

actually seeing the woman even. You can listen to her breathing and her
body sounds and noises that she’s making and you know that she’s fine.

Kay, mother, described how the independent midwife attending her for her second
birth was 'there' but not 'doing' things to or for her, in contrast to what she
described as a very 'managed' [medicalised, caesarean] first birth:
Yeah and occasionally, well at one stage in particular I suppose, and
maybe this is my way of saying, ‘come on get a bit involved here’, I was
probably starting to [pause] maybe picked up in my dealing of it with the
contractions towards the end or during - overly moaning and groaning

and she came and whispered in my ear at one stage and she said 'It’s
alright, it’s, you can handle this, it’s alright'.

The following extract from the interview with Megan illustrates the themes as
well as demonstrating the collaborative construction of meaning through talk-in-

interaction, in this instance of 'physically doing less'. The interventionist
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approaches of lactation specialists and Nursing Mothers' midwives were
contrasted with the 'hands off' approaches of others, during her first experience of
breast feeding in hospital.

Megan: I was still trying to feed and trying to get used to the whole thing
of it ... And this one nurse, the one that I liked, was able to do it, would
say 'Look when she has a break just let me know and we’ll change her
position then'. Whereas a lot of the others were doing it without waiting
for the break. I guess too [sighs and pause] they were just so adamant that
their views were right. Quite possibly what she was saying and doing
achieves the same results but her attitude was able to get it across ...

Faye: Was she physically doing less than the others?
Megan: Yes.

Faye: And is that good?

Megan: I think so. Mmmm.

Faye: Why?

Megan: Because she was not really crowding in and taking over, but
perhaps helping you along the way rather than, rather than taking over.

Faye: It’s not hands on stuff, because you said the one who wasn’t ‘doing’

Megan: No that’s right. Yeah, it’s not a hands on situation. I just think it’s
perhaps an understanding.

Ruth, midwife:

Ruth: And being of service.
Faye: To whom?

Ruth: Everybody and anybody.
Faye: Do you think that there are times when you can’t fulfil that purpose?

Ruth: [pause]. No. Because you can be whoever, however the person needs
you to be. Now that can be just sitting on your butt in the corner doing
nothing. It may be not being someone they access.

6.4.3.2.5 Power 'with' and 'for' in relationship
Whilst this theme has been discussed in detail earlier, it reappears here in brief to
indicate that for these participants it constituted an important part of what it meant

to support the woman.
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Katie, the independent midwifery practitioner mentioned above, illustrated the use
of power 'for' the woman, including advocacy, when she said:

Katie: I certainly feel a duty to protect them from the, the coercive
behaviour of the hospital. I feel a duty to protect them against harm where
it’s reasonable and foreseeable, yeah. I don’t feel I have any duty to
protect them against adverse outcomes that I can’t do anything about.

Faye: No, but this one was foreseeable wasn’t it?
Katie: I don’t have to make their birth perfect for them. That’s not my job.

Faye: No, but the harm was foreseeable if she stayed at home?

Katie: Yes, if she continued on the risky behaviour, the harm, the risk of
harm is increasing for sure.

Katie also demonstrated how she would use a power 'with' woman approach when
she relayed the antenatal discussion of roles and responsibilities, between her
client and her:

'l actually think it’s important for me to know the sorts of things that make
you vulnerable’. I said ‘not so I can judge you as a character. Not so I can
protect you from them. Just so I've got an understanding of the sorts of
things that make you vulnerable. Now what are your strengths and
weaknesses as a person, and then I as a midwife, my role as a midwife is to
capitalise on your strengths and help support you with the things that are
weaknesses for you'.

6.4.3.3 Knowing the woman

Theme description: Relationship based on knowing the individual and the woman
knowing her environment. The midwife knows the woman, her ability to birth, her
choices etcetera, but the woman also knows the midwife, her ability and
limitations to practice, her expertise. It is a mutual knowing and there is

responsibility for both parties. The continuity of the philosophy of care was also
integral to this concept of 'knowing' the woman.

‘Knowing the woman’ was considered by both the mothers and the midwives, to
be one of the most important ethical components of woman-centred midwifery
practice and, therefore, of the ‘Being with’ woman mother-midwife relationship.

This theme was constructed from concepts that were seen as important not only
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by and for these mothers and midwives, but also by the researcher for mothers and

midwives generally.

Arline, mother, chose to have both babies at a birth centre::

Arline: That was really important to us to be able to have the same
midwife and um. [pause] ... so by the time you’ve gone into labour you've
already established a nice relationship with the midwife. She knows - they
actually get you to provide a birth plan if that’s what you want to do and
she’s aware of what sorts of things you might like to do and things you
wouldn’t like to do and so yes, so that’s really good in that way, that you
know her and she knows you. So you're already relaxed about [pause]
labouring or having your baby with her, yeah ...

Faye: Did that make you feel safer because of the friendship, I mean safer at the time of
birth?

Arline: Yeah, [spoken spontaneously] yeah it did. The fact that I knew her, like
she wasn’t a stranger and I knew there was my judgement that she wasn’t
going to, and she knew what my expectations were, she was well aware of
what my needs were and so she was able to fulfil them and I think that
made me feel safe knowing that she wasn’t going to be some crazy mad
woman coming in and telling me to lie up on my back on the bed, you
know, like - so yeah just the fact that I knew she was going to let me do ...
Of course if something untoward happened then she wasn’t going to let me
just keep going obviously, she was going to say ‘well hey look’.

In her narrative, Brenda indicated that when mother and midwife do not 'know'
each other the relationship is one of 'separateness'. Her story also reflects the
researcher's interpretation that the procedure-oriented hospital midwife is more
likely than woman-centred, partnership-oriented birth centre and independently
practising midwives, to have disparate relationships and therefore, inadequate
ethical responses.

Brenda: Because I wasn’t making eye contact with them, maybe that’s why
they were talking to him, rather than me. [pause] Yeah, I think I was making
a little bit too much noise as well.

Faye: How did you get that impression?

Brenda: Well being told to shh for a start, I remember, and then crying, 1
was crying the whole time and just crying and screaming into the mask,
veah.

Faye: Why were you crying?
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Brenda: Oh it hurt. That’s how I, I release a lot of my tension through my
tears and, and I'll cry just like that. The Kosovo refugees arrived, I cried,
that’s just me, kind of like a thing that I do and yeah I cry a lot ...

Faye: Some people talk about the continuity of care.

Brenda: I believe that that’s going to be particularly important in this
birth. [spoken spontaneously and confidently] If I had have had that lovely little
midwife the whole time, I reckon I would have behaved beautifully because
she was so encouraging. Whereas I felt like I really had to co-operate with
the second one and I knew I had to ‘behave’ myself and quieten down and
everything for the second one.

Judy described how she needed the stern voice of the midwife during the actual
birth, providing an interesting contrast to other narratives. However, she followed
that comment with one of wishing she had had continuity of practitioner, and
inferred that a closer relationship might have helped her.

Judy: Well there wasn’t really time, it just all happened so quickly, but [
mean apart from that they were excellent. I remember the nurse saying at
transition stage I find that really it’s a horrible feeling of being totally out
of control, and I must have been screaming because it just seemed to help
to scream [spoken quietly and thoughtfully] and the midwife said ‘Just stop it.
Just push into your bottom this screaming isn’t doing anythin', [spoken
quietly and ‘kindly’ but definitely] and I said I can’t [spoken in a mock ‘scream’]
and she just said in a very sort of stern voice,' stop it'. And I needed that
otherwise I would have just kept screaming I think. So even though it
sounds harsh, people have said oh that’s not very nice, I did need that, yes

1t would have been nice if I'd had the same midwife as when I’d arrived at
the hospital until I'd delivered.

Faye: Why?

Judy: Just because it, you’ve already established the relationship, and I
think, well you are more coherent in between the contractions. I could talk
normally to them as a normal person without being in agony, but then
when it gets into second stage, and transition I just found it was [pause] [
wasn’t myself, so it wouldve been nice if I'd had the people that I'd had
during the contractions stay with me through the delivery as well. Because
they’d sort of seen me as a normal person [smiling] rather than this
screaming person ... I'd sent in a birth plan - And they already knew about
me before I turned up which I thought was really nice ... I think that would
be a good idea to meet the midwives throughout the pregnancy as well.

Kay, mother:

When [ was in labour with my first baby we went to ‘the private hospital’
and I had a midwife caring for me there who probably gave reasonable
care, but didn’t seem really skilled or very empowered to develop a good
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relationship with me. I mean I didn’t know her prior, so I walked in there
and [pause] it’s very difficult to suddenly develop a rapport.

[comparing the relationship she had with the independent midwives for her second birth]
That they did the right thing by me and I guess what enabled them to do
the right thing by me was that we had many lengthy discussions
beforehand to understand each other’s philosophy I suppose, and to
understand my [sighs] wants, hopes, desires [pause] and we checked that we
‘agreed’ I suppose, so their ethical behaviour was in getting a good
understanding of what each other’s [pause] role is, and responsibilities and
she checked with me, yes she did check with me [confirming her own thoughts],
if - do you want to have this done, or do you want to have that done, blah,
blah, blah. Yes, so she checked with me ...

Faye: Hm mm Would it be accurate to say you got to know them?
Kay: Absolutely.
Faye: Yes. So you got to know them. Is continuity of care important?

Kay: Absolutely, yes. [spoken incredulously, as if a ‘yes’ answer to the question is
obvious] I¢’s the whole crux of it I think, empowering women in taking some
control and giving them that view and that confidence that they re able to
do it because in establishing rapport and a relationship with a midwife
gives you an opportunity [pause] to what, [pause] to probably explore and
understand your real desires in how you want to be cared for. By being, by
having a continuity of care in the type of midwives that I had in the second
birth, I was able to dictate the terms of the environment that I eventually
gave birth in, and that affected my attitude towards it.

Faye: Why don’t you remember much about the midwives in the first birth do you think?

Kay: Because of, I would say their - what’s the word I’'m looking for, their
‘presence’ and their - I guess they weren’t very assertive women. I could
see that they probably deferred to the obstetrician to be making decisions.

The concept of 'knowing' the woman and the woman 'knowing' the midwife
appeared to be one that Madonna (mainstream hospital midwife) had not really
considered previously. When she did it appeared to raise administrative issues
rather than ethical concerns for her at first, but then on reflection she re-focused
on the individual and relationships. Madonna occupies an administrative position

within the midwifery staft so that could account for this to some extent.

Faye: Do they [pregnant women] see a midwife antenatally?

Madonna: No. Only for the 'booking-in' procedure and introduction to the
hospital, that’s the only time. Parenting classes.

Faye: Do you think they would benefit from that?

Madonna: From seeing a midwife? [pause] Yes I do, but once again it
would be sort of setting up, you would have to set up a practice whereby
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you had, they would see the same midwife once they came in because you
sort of feel sorry for these ladies, they come in, the only person they know
or are familiar with is the obstetrician or the doctor, and if he doesn’t
make it, it’s his weekend off or something, then we 're all total strangers to
them. Unless they have been through the parenting programs, in which
case, yes, they do form a very strong alliance with the girl, the midwife
who has taken them through those programs.

Faye: Does that make a difference to the birth?

Madonna: [ think so.
Faye: How?

Madonna: Because they 've had a familiar person, somebody that they
[pause] trust, with them. Somebody they have confidence in, somebody they
know and they feel they can relate to.

Woman-centred midwives explained why 'knowing' the 'person’ is so important
for their practice.

what we should be doing as midwives, is trying to understand how our
partner [the childbearing woman] sees their own best interest. Sharing
knowledge with them so that they 've got a good understanding of their
own best interests and then working to promote their best interests -
instead of trying to impose our views of what’s good for them. (Bev)

Women get to trust themselves more when their carer is able to work with
them through a process [spoken thoughtfully and slowly] and working in the
Birth Centre now I know just how different women birth when they have
learnt more about themselves and when the midwife caring for them, she
knows more about them. By the time we get to birth the woman here we’'ve
got a pretty good idea of how she’s going to behave in labour - and of
course we know a lot about a social history - and that comes out if we ever
care for a woman who isn’t one that we’ve cared for all the way through
the antenatal period ... if you have somebody that you don’t know, it’s
very difficult to assess where she’s at when she arrives, or it’s even more
difficult, and that’s what labour wards have to work with all the time.
(Diane)

Kerry-Anne, midwife, discussed the importance of the mother and midwife
knowing each other in order to develop a partnership. Her comments also refer to

self-pride in her expertise as a midwife.

Faye: How do they 'know' that you 'know' [the midwife's expertise]?

Kerry-Anne: [ think that’s right from the beginning when you first meet the
woman. My practice is that when I first meet a woman we talk about her,
first of all, [pause] about what she wants for the birth and maybe if she
doesn’t even know anything about it she just presumes that she wants a
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natural birth. So we’ll talk about her expectations and what she needs to
learn, what she needs to read, the classes that she needs to go to, to
achieve what her expectations are. And then, at the end of the interview [
give them the option of knowing a little bit about me. So I usually say to
them 'Well weve been talking about you and your family, now do you
want to know anything about me?' And some of them will say no, and be a
bit embarrassed, and others will say 'Yeah, what about you?' So then I tell
them a bit about my professional experience, where I’'ve worked, how long
I’ve been a midwife, and then I tell them that I am extremely good at
looking after women in pregnancy and labour, and I’'m very proud of the
fact that I'm very good at doing that. So that I think I'm giving them - I'm
not trying to show off to them - I'm trying to give them confidence. And [
say to them 'Now midwifery is my specialty, but anything to do with other
things I don’t know a lot about and so there may be times during the
pregnancy that I will suggest to you that you go and see your GP [general
medical practitioner], okay? - especially if you’ve got a cough or a cold, or
you’ve got something other than to do with the pregnancy. I will advise
you to see your GP because he is the expert in that'.

Kerry-Anne further contrasted her current birth centre practice with that of her
earlier practice in mainstream hospital labour wards, and the inadequacy of the
latter in facilitating a mother-midwife relationship built on partnership or Being
'with' the woman:

Kerry-Anne: What can you do when she’s actually gone to the private
doctor and the contract is between her and him. She’s seeing him
antenatally and she feels that she knows him and he’s her doctor and he’s
going to do everything right for her.

Faye: And your just a fly-by?

Kerry-Anne: And I'm just a fly-by - she’s only just met me. She doesn’t
really know what my role is because I haven’t really had a lot of time to
spend with her in the labour ward, even though I've had a little bit of time
before to talk about how I can help her with her pain relief and all that
sort of stuff and that when she’s ready for delivery I will let the doctor
know and that sort of thing. And then when I ring him he can’t come and
then I go in and say to her 'Doctor can’t come and I'll just go ahead and
birth your baby, and I'm an experienced midwife and I will be able to do
that quite safely for you'. But she doesn’t really know. She’s paid a doctor.
She’s gone privately to a doctor and she expected him to be there.

Katie, independently practising midwife, related the importance of knowing the
birthing woman and her family, to her role as a midwife, so that she can support

the woman in achieving the kind of birth she wants. In addition, Katie identified
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the resistance encountered sometimes - perhaps because of the way in which
people interpret the questioning and perhaps because of the challenge that such a
'getting to know you' process poses to the individual for 'owning' her own
decisions, for making explicit the 'knowing' of self.

1 said, okay at our next visit one of the things I want to focus on is roles
and responsibilities, ours and yours ... So, I get there and he [the husband]
wasn’t home yet. So I was feeling her whole tummy and I look at her little
face, and there’s a few tears in her eyes, and I said ‘wWhat’s going on for
you?’ She said 'I'm just feeling very, very vulnerable' and I said, ‘What is
it that makes you vulnerable?’ [these last questions spoken in a ‘soft’ voice] and
then he walked in the door ... and she said to him something like ‘It’s
started’. And he said, ‘What 20 questions?’ And so I looked up and smiled
at him, and then I looked back and smiled at her and I said, ‘We need to
talk roles and responsibilities. I actually think it’s important for me to
know the sorts of things that make you vulnerable’. I said ‘not so I can
judge you as a character. Not so I can protect you from them. Just so I've
got an understanding of the sorts of things that make you vulnerable. Now
what are you 're strengths and weaknesses as a person, and then I as a
midwife, my role as a midwife is to capitalise on your strengths and help
support you with the things that are weaknesses for you’ ...

Continuity is everything. [spoken spontaneously and definitely] Is everything.
Continuity of care changes the essence of you as a midwife. Because you
get to see the humanness of the person you are looking after in much
greater, in much, much more intensified and detailed way. So even the
people that would never be friends, ‘cos they 're just different sort of
people, different politics, different personalities, different whatever, you
get a real appreciation of them, where they 've come from, who they are,
and what their strengths and weaknesses are.

6.4.3.4.1 Expert-friend

Theme description: Relationship based on professional friendship.

Mothers and midwives with a Being 'with' woman orientation likened the mother-
midwife relationship to a 'friendship' but included the concept of expertise, not
'expert'. Arline's comments about the professional friendship she had with her
midwife and the midwife's character, were quoted in chapter three, when
discussing what is considered 'fair treatment' in differing relationships, and the

acceptability and expectation of impartiality amongst close friends and relatives.
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Diane, birth centre midwife:
Faye: Do they see you as an expert?

Diane: I hope not ... They are independent learners and they come to us
seeking resource material so that they can. A lot of them have got plans by
the time they come here, as to how they want things to go and they ’re just
trying to get all the information together that they need to be able to
achieve that. And I think over in the other class [mainstream hospital] it s
often not seen by the women in the same way, they re not as motivated to
achieve something. They 're there to get the information that the hospital is
going to give them.

'Getting to know' and trust the patient/client has been defined by health care
professions as 'familiarity' and has been discouraged by both hospital institutions
and the ‘objective’ scientific method. More recently midwives have disagreed
with this teaching: “Above all else the women we care for will also care for us if
we trust them. This goes against our training, which implies that the patient is not
trustworthy, but only if we trust the women we care for will they feel able to trust

themselves” (Kirkham 1986 p.37).

Faye: The word friendship. Does that mean anything to you?

Diane: Very much so. Oh yes, [spoken spontaneously and ‘with conviction’] we
form wonderful friendships at the clinic and that’s interesting because this
was something that when we started nursing we were told it was a very
poor thing to do, it was unprofessional. But who do you care more about
than a friend? You know, family and friends you care more about so [
think it’s important if you do have a friendship and I don’t feel guilty
about calling some of them my friends at all. I thoroughly enjoy the
relationship.

Again Judy, a mother who birthed within a mainstream hospital ward, appears to
provide a contrast to some of the other narratives. She describes similar features
of character for the midwife during earlier stages of labour but during the actual
birth the midwife’s approach alters — as did the personnel themselves. At that
stage, Judy portrayed more of a detached approach by hospital midwives, and the
‘expert’ schoolteacher-to-be-obeyed image. Her distinction between what

professionals and friends would and would not do also illustrates Toulmin’s



281
Findings and analysis of narratives

(1986) argument that we expect markedly different conduct from people
depending on what the relationship is between the parties. A degree of

impartiality between close relatives and friends is acceptable and expected.

Faye: When you said they were ‘friendly’, was that both for [1st baby’s name].and [2nd
baby’s name] - the midwives?

Judy: Yes they were. I think for [1st baby’s name] they were friendlier, more
sort of jolly because we had a bit more time, and then the first two with
[2nd baby’s name] were very friendly and the next two that came on sort of
‘at the business end of things’ ... I knew that like as I said the midwife
telling me to stop screaming and to start pushing, a friend probably
wouldn’t say do that, she would just say oh if it helps just keep screaming
or something. So, that was sort of the business-like and professional part

of it.

Faye: And a friend you need to get to know don’t you?

Judy: Yes, yes, so they were friendly, but not.
Faye: Do you look on them as being the experts? Is that a word that comes to your mind?

Judy: Mm Yeah, I think they re experts yes. When [2nd baby’s name] was
born and the doctor came in and said 'Ooh the baby’s here', and there’s
the baby lying on the bed and he went 'Ooh sorry I didn’t make it'. I really
was very, very happy at that stage with everything and I still am very
happy. I was really happy, and I said 'Oh that’s fine [’ve had terrific care
from the midwives I didn’t need you', and he went 'Oh thanks a lot' and he
was really taken aback by that.

Katie, independently practising midwife:

Katie: They don’t look at it in terms of that traditional notion of distant
expert. We definitely are a resource to them. We've definitely been
blamed. I've been to over a thousand births. They ve been to two or three.
You know, their own. [sighs]

Faye: Is that on a friendship basis more than an expert basis?

Katie: Oh absolutely. But that doesn’t diminish, I don’t think that
diminishes your obligations in terms of your clinical expertise. And
professional background and experience. Yeah, you 're definitely a friend,
you 're definitely a trusted family friend, and sometimes you get quite a lot
of tears at those six weeks [postnatal] visits, and it’s not a dependence or
anything else, it’s a friendship, it’s a weird sort of friendship that comes
for pregnancy and finishes at six weeks after the pregnancy.

Pairman (2000 p.211) also found that women and midwives described their
relationship in terms of partnership and friendship. In her research, Pairman

concludes that terminology used by mothers and midwives varied because of their
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different contexts. For example, the midwives worked within a professional
context, but "the women were not constrained by professional dictates and
describe the relationship as they experience it [as friendship] ... [both] recognised

its time-limited nature".

Kay, mother:

Kay: Well see because I’ve talked about two different experiences with
midwives, I see my second experience with those midwives as possibly
rare, because [midwife’s name] and [2nd midwife’s name] probably have unique
experiences and have developed a particular view of the process of
childbirth. So to call them [midwives] ‘experts’, no I would not - I mean in
general, midwives experts - because I can see that there’s at least,
probably two main schools of thought. A midwife can sometimes be as
pro-intervention as some obstetricians and I am aware that not all
obstetricians are pro-intervention, but so I would not put my trust in all
midwives, no I don’t blanket them all as experts.

Faye: Kay, some people talk about friends and friendship and the midwife being a friend
or friendships being developed. Can you comment on that in those two experiences?

Kay: Well I certainly regarded [independent midwife’s name] as a friend and
[2nd independent midwife’s name], [pause] different kinds of friends I suppose.
[long pause] Mind you [independent midwife’s name] probably became a little
more professional in her manner once we were in hospital as well so there
wasn’t so much a relaxed matey attitude, there was sort of let’s help you
the best we can and I understand what you want and that sort of approach.
Certainly in the hospital birth the first birth, no I just stepped into a
strange environment, I didn’t feel that anybody was there particularly as
my friend. I felt as though I had gone into an environment where I would
get the best ‘medical’ care but in the back of my mind I had hoped that
that equalled helping me to achieve a natural childbirth. I was under the
assumption that was the goal of everybody!

Kay’s comments suggest that the midwife’s approach is altered by different
settings, a finding of van der Hulst (1999) in the Netherlands and a claim made by

Thompson, Melia and Boyd (1994).

Madonna, a mainstream hospital midwife, seemed more hesitant about defining
the mother-midwife relationship beyond the hospital stay duration and her

description of friendship sounded more like 'acquaintance':
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Faye: Maybe that’s part of why we do acknowledge people in the supermarket and so on
because there’s that relationship still. Does it go on for longer than just the birth do you
think? Or is more like a friendship?

Madonna: [ think it’s more like a friendship. Mm [pause] [ mean many of
them I don’t recognise them at all, I don’t remember them, but the fact if
they look at me and smile and they 've got a baby I think oh OK they
remember me from hospital, I've no idea who they are.

Kerry-Anne, a birth centre midwife, to some extent confirms that the mainstream
hospital midwife is not only viewed differently by others, to birth centre midwives
but she infers that they also view themselves differently - based on the primacy of
'relationship':
1 really feel that some women that are going to the general labour ward do
not even understand what the role of the midwife is. Even in the labour
ward, I think, especially private patients see the midwife maybe as the
doctor’s helper - not as a professional in her own right, who can make
decisions and be accountable for her actions. Whereas in the birth suite
it’s a different relationship with the women altogether because you know

them antenatally. You’ve educated them through your classes on one-to-

one and so they see you very much as the professional, and also as a
friend.

6.4.3.4.2 Midwife’s family-social role

The theme, 'midwife’s family-social role', was described as the midwife's role
towards the new family and towards her society generally, as a professional
practitioner. The midwife was part of the social construction of family, part of
introducing and receiving the new baby into the family and the 'new' family into
their social network-society. Knowing the woman and her family, respect for
individuals and difference involved a personal interaction with mother, baby and
family. This aspect of practice was a central concept of a woman-centred, ‘Being

with’ woman orientation.

Arline birthed in a birth centre:

Arline: [ think they sat down and had a cup of tea I don’t know. [Arline and
Faye laugh] I’'m not actually sure but no it was very yeah very social again.
Sounds like a bit of a garden party, but no they did just kind of sit around
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and I think they did have a cup of tea - while I was in labour, which was
fine. I couldn’t care what they were doing as long as they were leaving me
alone. And my Mum was there for the birth of [2nd baby’s name], and that
was another fantastic thing about the birth centre that you can take your
children, I mean your other children. So we were able to take [1st baby’s
name] up and that was, because 1’d never been apart from her overnight
anyway, so that was important that she was able to stay with us, so it
wasn't like all of a sudden we’d gone and where had we gone kind of
thing, so she was there too, so that was really nice and my Mum was there
and that was really nice too.

Faye: And was your Mother actually present for the birth of [2"® baby’s name]?

Arline: Yes [spoken enthusiastically] she was. I remember once I’d knelt down
and I turned around and had a quick look to see who was there and I said
'Oh you better grab Mum if she wants to come' sort of thing. And so they
asked her and she said great, so she came and she was present which was
nice because it was actually her birthday, he was born on her birthday. So
that was part of kind of like a nice birthday present for her, so yeah so that
was good and that was nice.

Faye: So it was very much a family thing?

Arline: Oh totally [spoken spontaneously and definitely] yeah and I hope the
next one will be the same, and have them all there again, hopefully.

Diane, a birth centre midwife spoke of one particular mother-midwife relationship
and also referred to her practice generally.

Our relationship was very good and I saw her afterwards at a picnic,
cause I used to run a picnic for these women after work -

Katie, independent midwife:

I went into the six week which was really a nine week postnatal visit with a
client whod just had her third baby with us, and we put out everything,
and then I trot across the road and round the corner and have lunch with
one current client and two previous clients. I mean, I didn’t need to see
any of them, but I like to see them, and they like to see me ... And then we
catch up with each other at picnics. Four times a year we have picnics in
the park, anywhere between 30 and 80 people turn up for them, and you
catch five minutes or only two, if you’re lucky you go home exhausted. And
they come just to see you, to see how you 're getting on and they send you
lovely things like this lovely - they found it, they were just snooping around
in some sort of shop and they found this really, really, really old midwifery
book! So you know, they bought, they bought it for me. They went 'Oh look
at that really old midwifery book. Katie’d love that'. Or you get something
through the post, or something dropped on the step. Like recently, one of
my ex-clients dropped a book. She found a book in the shop called The
Midwife’s Daughter. The child’s book. So she just dropped it in, just
wrapped it up pretty and dropped it on the steps for [Katie’s daughter’s name].
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So you know they keep in touch with you in irregular [pause] lovely ways.
So in that respect we re not expert at all. But, they do rely on expertise.

In addition to the ‘silencing’ affect of power ‘over’ relationships, as discussed
earlier, Kerry-Anne expressed a sense of sorrow at the disruption which occurred
to the mother-midwife relationship when an obstetrician stitched an intact

perineum:

Faye: How did the relationship between you and the woman proceed after that?

Kerry-Anne: It sort of ended I'd say. I didn’t follow through. I didn’t visit
her in the wards and maybe I should’ve but I just felt so bad about it that 1
couldn’t bring myself to even go and see her again. And I’ve never heard
from her since. I can’t even remember her name. I just remember very
much the incident, and the disappointment.

Those hospital-based midwives whose practice did demonstrate a power ‘with’
and a 'Being with' woman approach also indicated that they highly valued
relationship. That is, they made follow-up contact with the mother after the birth
and seemed interested in her.

Ann: they are the people who are willing to step, that have a respect for
themselves and for the people they work with, but they also have an
interest in people and that’s their motivation their interest and perhaps
that caring aspect too. [pause] And so it’s not always done in the work time.
Sometimes it’s in the meal break, sometimes it’s after work that they will
go and see the client and ask them how they 're going ... And I thought
[pause] it is quite incredible, we have quite an extended family. I believe
[pause], you always believe that you walk out and leave the work behind but
I don’t think you can in that situation. [pause] Because you go to the
supermarkets and I go to a church, you might go to a function, your work
is there, people know you [long pause]. So I guess we have a very high
profile. We don’t realise this but I believe midwives have a very high
profile in the community. We're the first people that they identify with and
were the first ones that they rush up to in a supermarket with their
children to show us what their children look like but we don’t use that. I
think it’s because [pause] we don’t maybe realise the potential that we have
or the importance that we have.

Caroline birthed in a mainstream hospital ward, and said this of the midwives:

Even though they said 'Oh we’ll see you tomorrow and make sure we find
out what happened', they did show a lot of concern and I felt that they did
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really care [pause] and I thought this was wonderful, they did show that
care.

Judy also birthed in a mainstream hospital ward, and she commented on the
midwives who made contact with her postnatally.

Judy: Yes [ felt they were very caring. And they came and saw me up in the
ward later and just popped their head in one day and said hello which [
thought was nice of them to contact me afterwards and just to see how [
was getting on there and they said oh it was really quick wasn’t it, yeah
that was good. We sort of had a brief rundown of it. But there wasn’t a
long time to establish any sort of relationship.

Follow-up contact by midwives was seen by the researcher as not only evidence
of caring but also as a part of the midwife’s family-social role. It was an important
part of this role and occurred either at the midwife's instigation within the health
care facility or at the family home within independent midwifery practice.
Sometimes it occurred by chance in the wider societal environment, in which case
the contact was initiated mutually or by either the mother or the midwife. This
latter encounter could occur early, during the postnatal period or even years later
as Ann's narrative illustrates. Ann was a midwife assisting a young couple
antenatally when they arrived at the hospital seeking induction, and then later in
the Neonatal Intensive Nursery, she cared for their baby who subsequently
developed cerebral palsy.

Ann: They really blamed the hospital, blamed the staff for not listening
and for not taking on board what they had said and really were quite
angry that their baby was affected in this way ... occasionally I see them in
the supermarket. This little girl - now she’s five years of age - can’t walk,
can’t talk, just no control ...

Faye: What was your feeling there?

Ann: It brought back a lot of the - because they mentioned the nursery and
they mentioned how everyone was so good to them there ... and I looked at
them and thought to myself ... they know what the outcome is for their
baby they know that the situation is going to be long term but [pause] they
tell me they didn’t have the courage yet to try for a second child and to me
1 felt that was very sad [Ann sounded sad herself as she recalled] because
obviously they haven’t got the trust yet [pause] to even have another child,
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if that child is going to be okay. So ethically I thought they don’t really
trust us: that’s the feeling I got - the trust - that if there was a concern or
worry they couldn’t bring that to us.

Megan is a mother who experienced difficulty with breast feeding and conflict
with the approaches of some midwives in the postnatal ward. The midwife with
whom she did have a 'connection' occasionally has social contact with her.

Megan: [ just see her like at the shops, and that sort of thing.
Faye: Yeah, And what sort of a relationship do you have?

Megan: Oh it’s lovely. She always fusses over [1st baby’s name]. She actually
was there for [2nd baby’s name] but I didn’t have as much to do with her
when [ had [2nd baby’s name]. And I think it’s lovely that she remembers
both the kids. She remembers both the children’s names. Now how many
other babies would she have done that. She remembers pretty much when
their birthdays are and I had a hard time breast feeding [2nd baby’s name].
as I mentioned earlier, and she always jokes about Oh well, you know she
had some comment about 'Oh this is the one that's sort of thrown the
nursing mothers into turmoil'. Or some comment like that. Because of
what you’d gone through and the frustration that I'd obviously expressed
to her at different times in the hospital. So yeah, certainly not friendship
but somebody that it’s always nice to run into.

Faye: Do you think that’s part of the role of the midwife, or part of the continuity of care?

Megan: Oh, well it’s a lot to expect of them. Really, to be able to
remember every woman that they 've ever looked after. But I think that
maybe that is rare. Like with any profession there’s the ones that enjoy it
and it becomes their lives, and then there’s the ones that do it as a job.
And she’s obviously one of the ones that, you know.

6.4.3.4 Woman'’s comfort: security, ‘safe’ for the woman
Theme description: As opposed to the notion of 'safety’ from an objective,
scientific, mortality perspective, the childbearing woman feels comfortable, 'safe’,

supported, and secure in her environment. It involved not only the physical but
also the psychological, emotional and spiritual support in that environment.

The researcher saw that whilst the physical comfort of the woman was important
for both these mothers and midwives, the other interpretation of 'comfortable' was
related to ‘freedom of space’, and psychological and emotional 'security' for the
woman - external autonomy as in physical ability and opportunity, and internal

'autonomy' in terms of mental capacity and opportunity for self-determination.
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Arline:

Faye: Is ‘doing good for you’ going to be ‘doing good for this unborn baby’ anyway?

Arline: [pause] Yeah, yeah, yeah I think yes doing good for me is yeah,
because then it allows me to feel comfortable and positive about what’s
the process that’s happening where I think, because I think birthing is
largely psychological, I mean obviously it’s a physical thing but a lot of
the management of the pain, well I don’t like to call it ‘pain’ but yeah [
think a lot of that has to do with how you work your own mind with it
[and] Um, feeling safe. Well I guess [pause] I mean that’s the most
vulnerable time I think in a woman’s life is [spoken slowly and thoughtfully]
while she’s birthing so you want to be able to feel [choosing words] safe in
that you know there’s no judgement or there’s no kind of criticism like
‘she should be doing this or she shouldn’t be doing this, so just like [
guess it’s coming back to that, just allowing me the freedom to do what
I want.

Both mothers and midwives expressed sentiments regarding women's 'comfort’

and security, Gemma particularly portrayed the lessons she learnt as a midwife

practising within an aboriginal culture in a remote area of Australia.

But in rattling my cage it also helped me to realise that the most important
dimension to childbirth is the woman and her comfort and her trust in her
body’s ability to birth and all those sorts of issues, and that’s very much
related to the environment in which she births. If she feels the
environment’s safe even if we as health professionals think it’s the most
unsafe, grotty horrible environment that could be, that doesn’t matter —
that’s safe for her.

well it did happen with the second pregnancy but only because my doctor
went on holidays and only with one of the doctors not with the other one.
So I didn’t feel there was that same level of concern from them but at least
you were comfortable with the midwives. (Judy)

If I think I can do it, I think I should be allowed to try. If there’s nothing
wrong with the baby and there’s like no chance that ['m going to die or
something like that, I think that [ should be given - I have the right to have
my own baby. I, you know, what gives the doctor or a midwife for
example, the right to make these decisions for me? If I'm not in any
danger why can’t I continue to labour by myself. (Brenda)

Faye: And for safe and comfort I’m thinking things like support, an environment they can
relax in.

Diane: Yeah and when you say safety and comfort I think they need to
know that they can tell you anything and know that it will be in confidence
and that you will respect that. And it might be telling some of these parts
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of their life that might have an influence on their birth something that
makes a difference to way they birth.

and then honesty and assertiveness needs to come from the mother too, to

say, to be able to feel comfortable enough too I suppose to feel free to
express her wants and desires and her hopes. (Kay)

Valuing individuals, acknowledging difference, and having a commitment to a
woman-centred mother-midwife relationship was not depicted in the narratives,

by midwives employed in procedure-oriented birthing practices.

6.5 WAYS OF SEEING

6.5.1 Metaphors used by mothers and midwives

Caroline described what it was like for her when her newborn baby was taken
away for oro-pharyngeal suction etcetera by the paediatrician. Her metaphor of
‘football pass’ suggests efficiency and product outcome — even inanimate - the
baby was transferred from one location to another in the fastest way possible.
Her description however, suggests that it was not right for her to be separated
from her baby, the baby was handled with indecent haste and carelessness, and
that she was anxious and powerless to prevent it happening.

But I’d never seen anything like this. As soon as he was born, no sooner

had the cord been cut then Dr P walked in, it was like a football pass,

Dr M passing straight to Dr P and off they went. WOW, where’s my
baby going? I mean I had no idea what was going on ...

By far the most commonly recurring theme in metaphors was that of ‘journey’.
Both mothers and midwives referred to the concept of journey. It suggested
that their way of seeing birth, their meaning of birth was that of process,

uncertainty, experience and learning, and achievement. It was transformative.
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Birthing was not merely about the efficient outcome, of being 'given a healthy
baby' - a ‘product’. Birthing was part of the broader process of becoming a
mother, of conceptually and physically developing the mother-baby

relationship.

Arline, a mother who birthed both of her babies in a birth centre said the
following in relation to the birth process:
And I saw the top of his head. Then once I reached that point well you

know I just love it from then on ‘cause that’s like you’re almost home
kind of thing.

And in relation to knowing what to do for the second birth, Arline said:

I guess being the second you’re more, the way had been paved.

A second mother, Kay, compared her first birth, a caesarean operation in

hospital under the care of a private obstetrician, with her second birth, a

vaginal birth in hospital under the care of an independently practising midwife:
I then did — from [obstetrician’s first name] s recommendation, I did have
an epidural because I had no other path to follow I suppose ... [about the
2" birth experience] but it’s just a natural course, it has to take its own
course ... I had to take full responsibility for choosing to go that way ...

so it’s a bit of a mountain to climb but [ was determined enough to try
it.

Megan inferred the journey metaphor when discussing establishing breastfeeding
in hospital.

Megan: Because she was not really crowding in and taking over, but
perhaps helping you along the way rather than, rather than taking over.

Brenda used the metaphor of journey when she articulated aspirations for her
second impending birth:

so yeah I think that all those things are important and that’s what I'm
looking for in this birth is to build a relationship, hopefully previously
while I'm pregnant with maybe meeting some of the midwives and feel
comfortable with going to the place I’'m going to go to.
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Dianne rejected the idea of mothers thinking of midwives in the birth centre as

'experts', and explained the difference in the mother-midwife relationship in a

birth centre compared with her previous practice in mainstream hospital ward

as:
I hope not - I think they see us as somebody who can help them steer a
clear path through that [not 'experts'). I think they see us as a guide through
a journey and it’s a very important journey in their lives and I think they
see us as somebody who can help them steer a clear path through that ...
what I say to women is when you reach a decision point in your labour for
instance, you need the information to make a decision. And what you have
to do is make that decision based on the information that you have at the
time and if you take the right side, if you're at a Y-junction and you take
the left arm

Gemma defined what she considered was a 'good' midwife in terms of journey:
1'd describe a good midwife as being someone who has a sound knowledge
base but a midwife who is able to just be with a woman, to journey with
her on her birth journey whatever that be for that woman. But when I say
a sound knowledge base I mean she is actually responsible for, to protect

the woman and she’s responsible for the woman’s safety - and the baby of
course.

Katie also used a 'journey' metaphor when she talked about her main ethical
concern as a midwife practising independently in the community:

I worry that I honour and respect her ability to decide or not to decide,
to plot her own course.

Wurzbach (1999) argues that language, discourse and metaphors reflect social
organisation, and construct our identity and subjectivity. The metaphor of
‘journey’ used by both mothers and midwives confirmed their common
meaning of identity for the childbearing woman. This contrasted with the
military style, control language of power ‘over’ relationships. The mothers and
midwives in this research whose orientation was Being ‘with’ woman,
identified the childbearing woman as a central and active figure in what is her

personal and unique experience. To a great extent the childbirthing woman is
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self-determining, interacting with her body, her baby and changing
circumstances, and making the best decision with the information available at
the time. The experience requires endurance, motivation and confidence in
one’s ability. It is self-centred on the woman herself, her baby, and the
temporal nature of the process of birthing. The desired ‘destination’ is to birth a
healthy baby with the woman’s physical and psycho-emotional integrity intact.
The woman’s birthing achievement has a lasting impact on her. The women in
this study whose first childbirth experience deprived her of this journey, often
aspired to it with subsequent pregnancies. Brenda was such an example. A
personally satisfying experience seems to transform the ‘pregnant woman’ into
a woman who has grown and birthed a baby, into a mother who is utterly
desirous of establishing one of the strongest relationships of her life — the

mother-baby relationship.

6.5.2 Personal transformation

Mothers and midwives both relayed stories of personal transformation as the

result of inadequate and adequate ethical responses within childbirth practices.

6.5.2.1 Altered way of seeing
The following are examples from mothers' and midwives' of their altered ‘way of

seeing’. Reference was also made to 'opening my mind'.

Kay:

she [obstetrician] really played down the actual event of childbirth, and I can
see that more clearly a number of years now down the track and having
experienced something very different.
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Gemma, a midwife, portrayed the positive effect on her practice of experience in a
different cultural context. It opened her mind and altered her way of seeing, her
orientation:

Yes it did open my mind to thoughts that there is another way. I had to
think hard about what I’d been taught — about safety, about the issues
involved, the very hospital training that I had and where it fitted into all of
that and it sort of is a conflict when you first start challenging those beliefs
or learning that you had ...

for me personally [pause] it had a really positive effect on me because up
until then I’d been fairly much a hospital-oriented midwife believing that
the only place to have a baby was the safety of a hospital and all that sort
of nonsense, and those women taught me that that’s not so, that in fact if a
woman births where she feels comfortable then she births well usually,
and that for each woman that may be some place different and that it
should be that as health workers we should support women’s choice and
support their comfort, and if they feel comfortable in a level 3 whizbang
hospital then that’s where they should be and we should support them
there. But if they feel comfortable at home or where ever then that’s where
they should be supported ...

6.5.2.2 Changed practice
Personal transformation affected not only ways of seeing but also ways of

acting, of practising.

Caroline’s transformation occurred through her own life experiences and of
birthing her babies:

Oh well I was I suppose by the time I had fallen pregnant with three of
them I wanted things to be, I'd really changed my outlook on life. I'd
changed my diet I'd realised what a healthy, balanced diet can do for a
person, and I was determined that I wanted it all natural. I didn’t, I don’t
like drugs in any way, shape or form, and [pause] the fact that I actually
wasn’t offered any drugs in any of those labours is probably — I found
[pauses and sighs] [ suppose it’s not really an ethical issue, but to me it is
important that I wasn’t pushed to have an epidural or Pethidine or
anything like that.

Kay had been contrasting her first operative birth to her second vaginal birth and

inferred her changed outlook or ‘practice’ of birthing as:
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Well I kept probably convincing myself that because of the previous talks
that it can be that way if I view it that way, take control as much as I can
with my own thinking and how I’'m going to respond to this and deal with
this ... I never even thought of having drugs while I was in labour [2™ birth].
1t didn’t occur to me which I was sort of surprised at in a way later. It
didn’t occur to me to even have them.

Diane, midwife, attributed some of her transformation to her birth center work
philosophy and environment:

Diane: Well there’s a big mind-body connection. A huge one and the more
I see women over here the more [ see that. [and later] I would rarely do a
vaginal examination on a woman shortly after she arrives ...

Faye: And it’s important to know them, to get to know them, and them to get to know
you?

Diane: Oh very. Yeah and they really want you there but I think most of
them now, and they probably were dependent on us initially, and we were
probably all a little bit guilty of making them dependent on us because it
made us feel good, but we’re much less likely to do that now and I think
we’re all trying to foster the woman’s independence and to let her know
that no matter who is her attendant in birth she’s the one who should be in
control of this process. She’s the one who should be making decisions. And
so, they’re not - it’s a different relationship [to mainstream hospital labour
ward].

Brenda:

Brenda: Whereas now, this time, bugger everyone else, I'm gonna cry over
my baby if I want to, that’s the type of thing that I'm feeling now ...

Faye: Some people talk about the continuity of care.

Brenda: I believe that that’s going to be particularly important in this
birth. [Brenda did not have this orientation/value for her 1% birth]

Kerry-Anne said that the incidence when the obstetrician stitched what she
believed to be an intact perineum, affected her practice in that she now always
explains to women that she does not cut an episiotomy unless they give her their
permission and unless she judges it necessary.

1t affected my practice in as much as I always talk to women that I'm going
to be helping birth, about their wishes for episiotomy or tears, or whatever
they want. So that is a big part of my practice. Even if [ meet a woman

who ['ve never met before antenatally and I'm going to be birthing her
baby, at some stage I will mention I do not do episiotomies unnecessarily
... If you are going to tear with this epis, from the scarring with this one,
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what do you want me to do? So they're more or less giving me permission
to do whatever I think at the time.

6.6 CONCLUSION

Personal narratives of mothers and midwives were analysed, interpreted and
validated, for insight into the ethical nature of the mother-midwife relationship
and therefore, the nature of a distinctive ethical response for midwifery practice.
Findings show a group of mothers and midwives who are very homogenous in
their ethical values and beliefs about the mother-midwife relationship and the
ethically inadequate or inappropriate aspects of mainstream maternity services.
Findings concur with the feminist debate that the powerful and public sphere
subverts women’s concerns to the disempowered and private sphere. They also
indicate that normative, values-and-context-free, problem-solving bioethics is
inadequate for midwifery practice. Rather than an ‘ethics of strangers’, mothers
and midwives desire and engage in practices characteristic of the ‘ethics of
intimates’. The unprompted language of mothers and woman-oriented midwives

is that of relationship, context and virtues-values.

The use of power within relationships is a central theme throughout and across
other themes and sub-themes. Mothers and midwives in this study reject as
unethical, power ‘over’ approaches by individual practitioners and institutional
dominance over childbirth practices, especially when they render the individual
woman invisible. Women in both groups disapprove of power being used to
patronise the woman, belittle and silence the critic, or punish those who did not

conform to institutional rules and protocols. Disparate relationships for the
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midwife and a mother-midwife relationship of ‘separateness’ were more typically

identified in narratives concerning hospital midwives.

Trust and talking with the practitioner appear to be an indication of a ‘power with’
or ‘power for’ relationship. When the childbearing woman withheld information
from and was not 'cooperating' with health professionals it indicated that the
individual mother/client was attempting to prevent or minimise a ‘power over’

relationship.

People give or withhold information about themselves in communication with health
professionals depending on whether they trust the people involved, because they are
aware that possession of sensitive and private information about themselves gives health
professionals further power over them ... to be kept in a state of ignorance is to be kept in
a state of impotence, to be infantilised and controlled (Thompson, Melia & Boyd 1994
p-79)

“Values-conflict between workplace or service provider ethics and personal/
professional ethics’ and power ‘over’ practices are the most commonly
intersecting themes. A range of emotions and feelings are manifest when this
conflict occurs. They are described as bad, sad, awful, angry and embarrassed. For
these participants, beliefs and values are embedded in their social, cultural and
historical contexts, and are integral to their ethical deliberation on situations.
Personal values and emotions constitute mothers’ and midwives’ embodied
identity, and are a means of evaluating themselves and others as worthy of praise
or blame. Several narratives depict the birthing woman in the naughty schoolgirl
role with the midwife or doctor as the harsh schoolteacher. Punishment and
‘taking control’ of the woman and/or midwife precipitates negative feelings and

emotions.

On the other hand, these mothers and midwives overwhelmingly propose that

ethical midwifery practice involves ‘being with’ woman during childbearing. For
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the mother and midwife to ‘know’ each other and for the midwife to support the
birthing woman in ways that empower her, is central to the concept of ‘being
with’ the woman in partnership. Acknowledging the woman’s achievements and

working ‘with’ her induces positive feelings and emotions for both of them.

Human engagement is the site of ethics for these mothers and midwives. An
ethically adequate mother-midwife relationship is open and honest; trusting and
respectful of persons, and of the woman’s ability to birth. It is consultative and
woman-centred, and features continuity of carer and philosophy of care. In such
relationships, the midwife shares her knowledge and power ‘with’ the woman, in
an equitable and mutually respectful partnership. When the midwife acts ‘for’ the
woman the balance of power reverts back to the woman quite quickly, as soon as
the woman’s vulnerability is reduced. Power ‘for’ is used to negotiate for the
birthing woman according to her wishes rather than being paternalistic or
authoritative. Values-conflict was not identified within the themes of power ‘with’
and ‘for’; mothers and midwives in the present research express a congruence of

values with those approaches.

Participants also value friendship, and consider one has a prime responsibility to
particular others. Context and character of moral agents are important features of
ethical childbirth practices. This supports the researcher’s claim that ethical

practice occurs prior to, during and after any dilemma or problem resolution.

For these mothers and midwives the concept of ‘safety’ is broader than the
bioethical definition which is based on mortality and morbidity. They want to

minimise or eliminate the emphasis on ‘fear’ and focus positively on the woman’s
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body and ability to birth her baby ‘naturally’ in most situations. They interpret
‘safety’ as including more than mortality and morbidity. The woman’s comfort
and sense of security in a professional-friendship determines how ‘well’ a woman
births. What is ‘good’ for the woman is considered most frequently to be ‘good’
for her baby. Feeling ‘safe’ includes the freedom to birth in an environment that

includes family, and meets spiritual and cultural needs.

The metaphor of journey recurred across mothers’ and midwives’ narratives. Birth
is not only a social construction and an experience unique to the woman, it is also
a journey with an uncertain but natural course. Language, discourse and
metaphors reflect social organisation, and the mother/midwife identity and
orientation. In the vast majority of instances birth is not a life-threatening
dilemma. ‘Safety’ for the woman and baby means the freedom for the woman to
express herself, to ‘let go’ and ‘do what is right for me’, with the physical and
emotional support of the midwife. These birthing women see themselves as self-
determining, interacting with their body, baby and changing circumstances, and
making the best decision with the information available at the time. The woman
needs to subordinate herself to her body and mind, not to the birth attendant. The
practitioner is sought for her/his expertise, not as the distant and powerful

‘expert’.

Some mothers aspired to a woman-centred environment prior to any experience of
it. Many of these mothers and midwives, however, underwent a personal
transformation when they experienced a woman-centred birth environment after
that of the institutionally dominant, mainstream Western-culture maternity

services. Their way of seeing or orientation was altered as was their practice or
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way of acting. Midwives spoke of ‘opening my mind to other ways’, needing to
rethink issues of ‘safety’, and having taught beliefs challenged. Mothers’
comments resonated with the concept of empowerment - a belief and confidence
in themselves and their ability to birth their babies. They indicated that for their
next birth they would actively seek an environment that was supportive of them as

individuals, and of the midwives ‘knowing’ them.
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Chapter 7

CHECKING OUR COURSE - VALUES AND
PHILOSOPHICAL FOUNDATIONS OF THE
MIDWIFERY PROFESSION, AND DISCUSSION
OF FINDINGS

7.1 INTRODUCTION

Mothers and midwives in the present research rejected intrusiveness and
institutional dominance over childbirth practices. They overwhelmingly described
ethically adequate practices as those that reflected ‘being with’ the woman. Birth
is a unique, intense, intimate, physical and spiritual experience for the woman, not
merely a physiological event with a ‘product’ outcome. The use of power in
relationships was the central theme of their narratives. Whilst they sought to take
advantage of the benefits of medical science, technology and expertise, they
considered it important that practice acknowledge and be guided by the
authenticity of knowledge gained from personal experience — how they felt and
how it was for them. Practices and language that ‘took over’ from the woman and
rendered the individual invisible were considered unethical and unacceptable.

Practices and approaches based on generalisations and normative theory were
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interpreted by the researcher as also ethically inadequate for these mothers and

midwives.

In this chapter findings from the present research will be compared and contrasted
with the ethical values expressed within the midwifery profession, including those
that are specific to work place ethics. Current literature is reviewed for the
philosophy and theory behind contemporary midwifery practice and decision-

making.

Firstly, explicit and implicit values within the midwifery profession are examined
to identify the philosophy and theory behind contemporary midwifery practice.
Four main themes emerge from literature: (i) ways of knowing (epistemology),
(i1) ethical theories and principles ‘incorporated’ (including governmental
reports), (iii) ways of seeing (practitioner orientation), and (iv) the power of
language in determining and reflecting our way of seeing and thus our practice.
The second part of the discussion on values within the midwifery profession
reviews the debate over decision-making in the practice setting, and conflict

between workplace and personal/professional ethics.

The chapter concludes by outlining the most recent trend of thought on the
philosophy and practice of midwifery — that of partnership. At the centre of this
ideology is the concept of a primary relationship, another major theme in the
present research. The midwife’s prime relationship is with the woman while the

mother’s prime relationship is with her baby.
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7.2 THE MIDWIFERY PROFESSION'S VALUES,
REFLECTED IN DISCOURSE

The present study is oriented towards deconstructing existing frames of ethical
response and reconstructing an ethic for midwives based on the lived reality of
mothers and midwives. The following discussion examines conceptual theoretical
frameworks implicit in midwifery research, literature and organisational structures
of practice. In so doing, it is hoped to identify taken-for-granted assumptions.
Mothers’ and midwives’ lived reality as narrated for the present research is

compared and contrasted with the profession’s conceptual frameworks.

7.2.1 The philosophy and theory behind midwifery

practice

7.2.11 Ways of Knowing: midwifery’s epistemology

Mothers and midwives in the present study highlight the importance of knowledge
gained from personal experience and of practice being guided by the particular
rather than reductionist, normative theory. The midwife who was praised and
sought after was the one who helped the birthing woman do ‘what is right for me’.
The mothers who had birthed a baby previously referred to their earlier
experience(s) when describing their most recent birthing experience. These
mothers and midwives both used the metaphor of journey, including concepts of
uncertainty, having a natural course, the way had been paved, the woman ‘doing’

it herself, and respecting her ability to ‘plot her own course’.
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This part of the discussion relates to the epistemology of midwifery — “how we
conceptualise our reality and our images of the world” (Denzin & Lincoln 1994
p.6). Current literature indicates that unlike the objective, single-truth of
positivism and the scientific method, midwifery practice is based on multiple
sources of knowledge including knowledge gained from personal experience. It is
true that through empirical research, shaves and enemas have been eliminated
from routine childbirth care and the incidence of elective episiotomy in
primigravid women is beginning to reduce. Nevertheless, to adopt only
scientifically acquired knowledge does not address the other forms of knowing
that are fundamental to midwifery practice (Barclay 1995;Kelly 1997). Uncritical
adoption of medical research can deny midwifery knowledge. Barclay (1995)
warns that if midwives align themselves primarily with empirical medical
research - research that concentrates on the consequences of actions - it is more
likely to be other disciplines that illuminate the ‘why’ of certain practices. For
example, anthropology and sociology explained the rituals of shaving and giving
enemas as symbols of institutional power and control because childbirth is

conceived of as illness and located in hospitals along with other illnesses.

While the midwifery profession endorses the benefits of scientifically acquired
knowledge it also acknowledges the legitimacy of personal experience and lay
knowledge (Flint, Poulengeris & Grant 1989;Sleep 1992;Mander 1992;Hall

1994;Davis 1995;Cioffi & Markham 1997;Kelly 1997).

Jane Hall (1994 p.65) asks what it means to be ‘with woman’ and offers the
metaphor of walking with the woman on part of her life journey, as she travels

through the deep and profound experience of birthing: “to sense a woman’s needs
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as she travels and to assist her to meet them in a way which not only promotes the
safe delivery of a healthy baby, but which is enhancing and empowering for
herself and her family”. Significant life experiences such as birthing can be a time
for new knowledge, understanding and strength. For the woman this

transformation occurs within the context of her family, community and culture.

For the midwife who accompanies the traveller, it demands a ‘knowing’, a
‘being’, a ‘relating’ and a ‘doing’. The science of midwifery, the ‘knowing’,
involves both the conventional means such as drugs and a range of strategies such
as massage, therapeutic touch, relaxation, visualisation, music, aromatherapy,
movement, hydrotherapy, heat and cold — strategies which current research
indicates are determined in partnership by the woman according to her experience
and by the midwife according to her knowledge and skill. For Hall (1994) the
midwife needs to be willing to intelligently explore and utilise new or ancient
areas of knowledge, balance these with the medical-technological aspects of care
and those which women can use themselves. The analytical and objective aspects
of the domain of knowing do not speak to the experience of the journey itself or
the deep connection inherent in being ‘with woman’. Andrea Robertson (2000
p.2) suggests that women may have been hoodwinked into trusting the wrong
people during birth, that rather than placing faith in medical men we should have
believed in ourselves more. She also claims that “if birth was not so sexual

perhaps it may be easier for women to express their needs”.

It is essential that midwives be able to accept difference (a stance the postmodern
feminists adopt), that they believe and trust in the woman’s ability, and that

midwives be willing to let go of their need to control — again, themes which have
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emerged in the current research. The goals and mode of care should largely be
determined by the woman and her family. “To operate from [an analytical and
objective] knowing alone is to stand on the side of the road, only stepping onto the
road to perform specific tasks and providing care according to a predetermined set
of outcomes” (Hall 1994 p.66). The image this induces for me is that of the
marathon runner clutching at refreshments as s/he runs past the ‘drinks stop’.
Those handing out the refreshments do not ‘know’ what the athlete’s journey has
been like; although they have watched many runners pass by they have seen only
glimpses of each runner. Other runners and those accompanying the runners on
their journey develop an understanding of the experience of the marathon, the
process of achievement. “Doctors are expensive and in a hurry, but pregnancy and

labour are long, as is the real work of the midwife” (Kirkham 1986 p.37).

‘Knowing’ the woman in order to identify individual needs and responses to the
birthing process is a major theme for mothers and midwives in the current
research. Davis (1995) discusses the social and historical development of
‘knowledge’ and critiques scientific methods of care for human beings. She too
wants to put scientific ways of knowing into perspective in the light of other ways
such as intuition and embodied knowledge. To seek a balance in the art and
science of midwifery is to respect the ‘humanness’ of our work, something that is
missing with reductionism and objectivism. For example, the influence of
Socrates and Plato can still be seen today in the way that abstract theoretical
knowledge is seen as superior to skilled activity; a socially constructed view of
knowledge. The duality of mind and body endures in the notion that personal
meanings are subjective and reality objective; the body is merely a vehicle

through which the mind can experience the external environment. All of this has
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been further criticised by feminists. Not only have woman’s ways of knowing not
been acknowledged in such a male oriented social construction but attributes
ascribed to women such as emotional, intuitive and personalised are “devalued by
a Western, technologically oriented culture where rationalism and objectivism are
more highly valued” (Davis 1995 p.152). When the childbearing woman and
midwife know each other’s strengths, limits, desires and ways of responding, it
leads to decisions that are particular to the individual rather than based on
generalisations (Flint, Poulengeris & Grant 1989;Davis 1995). Davis (1995)
rejects reductionism on the basis that a woman is more than a psychological,
physiological and social being, molecular and atomic components. Like Hall
(1994), Davis criticises references to ‘the breech in room one’ as objectifying
human beings and contrasts that approach with the holistic perspective of the
independent midwife, one of whom explained that she needed to spend time with
[the birthing woman], to get to know her, watch her, learn her likes, dislikes over
a whole range of things not just birth. Mothers’ and midwives’ in the present
research also indicate the importance of the midwife spending time with the
birthing woman and getting to know and respect her, and her identity as an
individual. In particular, Katie’s narrative details how she likes to learn what
makes the woman vulnerable, what makes she and her partner and family ‘tick’,
not only with respect to pregnancy and birth but in other areas too, so that she can

support her in those aspects during birth.

Another theme to emerge strongly in the current research, and in particular, in
mothers’ narratives, was the emphasis on authenticity of experiential knowledge
and a ‘knowing’. They expressed the need to ‘go with your body’, to ‘have space

to do what is right for me’. The present discussion suggests that this type of
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knowledge seems different from both the ‘application of theory’ type and the type
of knowledge one gains from habituated and experiential learning that results
from repeated situations. Often, the woman birthing for the first time will also
‘know’ what she wants to do, albeit that the multiparous woman will ‘know’
better the alternative strategies for ‘how’ she wishes to birth. While the notion of
‘instinct’ for human beings is not embraced, it does seem likely that when the
woman knows her own body well, she synthesises knowledge from other related
but different experiences, much like what might be referred to as ‘intuition’. Davis
(1995) raises this idea of the pregnant body as a ‘knower’ in contrast to the
Cartesian view, and whether the embodied knowledge that a pregnant woman
holds is different to instincts. A birthing woman uses embodied knowledge such
as being able to ‘get in tune’ with her body, her body dictates what she needs to
do to birth her baby such as rocking, walking or moaning, and she experiences a

mind-body unity rather than split.

Mothers and midwives in the present research emphasised the importance of
treating the childbirthing woman as an individual; of informed choice, continuity
of carer and philosophy of care, respect for people as human beings, and of
valuing the individual. Kelly (1997) identifies the values of choice, control and
continuity as integral to midwifery practice, and argues that change may only be
effected by exploration of these values. Regaining expression and creativity, the
art of midwifery, will advance towards holism and humanism, and abrogate
detachment and apathy. She stresses the importance of personal knowledge
because, she says, it reflects what is unique to the individual. Women want to be
treated as individuals, each pregnancy is unique and special, and to be ‘with

woman’ implies giving of oneself in an authentic and empathic way. Personal
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knowledge is gained through the experience of working with women and by
reflecting on one’s personal and professional practice. It allows for the humanness
of both the woman and the midwife, and deepens the relationship formed between
the woman and the midwife. “Midwives who have grown accustomed to
fragmented, task-oriented practice, or those midwives who have not experienced
any other system of care but the one described, may find it difficult to form the
committed personal relationship necessary for individualised care” (Kelly 1997
p.197). The theme of ‘family and social role of midwife’, was defined in the
present research by the midwife's perceived importance of ‘follow-up’ contact
with mother postnatally, and concurs with this claim. That is, the midwives who
adopted a woman-centred partnership approach seemed to develop this committed

personal relationship whereas those who were more procedure-oriented did not.

Unfortunately, Kelly (1997) reverts - albeit a small part of her discussion - to the
abstraction of moral philosophy and principles-based decision-making to guide
midwifery ethical and moral knowledge. I believe this is an inadequate ethical
response for midwifery practice given that Western (male) moral philosophical
theories, and universal principlism are based on generalised norms, the rightness
or wrongness of ‘actions’, focus on dilemmas and ‘issues’, and deliberately
exclude context, relationship and ‘the particular’ in their quest for objectivity.
They are more appropriately the ethics of strangers. Midwifery requires the ethics

of intimates.

Like nursing, midwifery has rapidly increased ‘research awareness’ amongst
students and practicing midwives, and has formalised the ability to use research

into curricula requirements (Sleep 1992). Whether or not it is realistic to expect
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that practitioners will introduce research into the workplace is debatable however,
when service and management are not always receptive to change. Innovation is
not always valued by clinicians or employers especially if it is seen to threaten
their beliefs, values, attitudes and behaviour. Proceduralisation, delegated
responsibility, the operation of a double standard, medical dominance, and the
hierarchical structure of midwifery mitigate against such advancement. They
make it necessary to develop counter measures such as challenging authority,
playing power politics and gaining peer support, developing intellectual curiosity
and the power of reflective thinking, facilitating critical reading skills, promoting,
evaluating and valuing innovation, and fostering skill acquisition and clinical
judgement. Several of these reactionary forces and counter measures have indeed
emerged in the midwives’ narratives for the current research. Sleep (1992)
concludes by stressing that the intuitive, creative, experiential influences that are
the ‘know how’ of midwifery need to be identified, valued and harnessed to the

research, the science of midwifery.

For Mander (1992) too, experience is a significant basis of learning because it is
the interaction of the individual with the environment and all aspects of that
person’s life including formal learning experiences. Experience can challenge
traditional thinking and broaden the vision and understanding of a discussion. A
phrase that appeared in the present research was ‘open my mind’ to ways of
seeing. The personal experience story of an uncomplicated home birth in Holland
is an example given by Mander and one that is relevant for this present argument.
Life experiences such as living in other conditions or countries, learning about
other cultures or participating in a unique process such as birthing, can enable one

to understand a different perspective as a serious alternative; “[the life
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experience’s] value is enhanced by the interactive processes which, in the mature

adult, accompany any experience” (Mander 1992 p.17).

I propose that this belief in personal experience produces conflict for practitioners
in a workplace setting which deliberately excludes the context and the subjective

from its objective empirical knowledge, problem-solving and decision-making.

7.2.1.2 Ethical theories and principles ‘incorporated’

The midwifery literature was examined to identify the ethical theories that
form the basis of childbirth practices, within a Western anglo-celtic cultural
framework. The review looked at whether ethical principles were incorporated
into health care practices at both the individual practitioner level and the
institutional and governmental level. For example, did health care facilities and
governmental departments promote duty or obligation, and principles-based
ethical decision making for maternity services? Did the profession and
practitioner endorse that orientation? Was there cohesion between the
institution’s approach and the individual practitioner’s values or were other

ethical orientations influencing practice?

7.2.1.2.1 Governmental Reports on Childbirth Services and Practices

‘Having a Baby in Victoria’, The Final Report of the Ministerial Review of
Birthing Services in Victoria (Victorian State Government 1990) was one of
the most comprehensive examinations of its kind in Australia at that time. The
study group sought wide community consultation and received 559

submissions (358 from individuals, 82% of whom identified themselves as
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mothers; 201 from organisations). The report summarised the guiding

principles of maternity services as:

* The safety and well-being of mothers and babies is paramount in all
maternity care.

* A collaborative network should operate between the principal care givers in
maternity care — obstetricians, midwives and general practitioners —
facilitating a team approach to care, referral and consultation.

* Midwives and general practitioners should be supported to play a much
greater role in the care of women having normal uncomplicated
pregnancies and births.

* The skills of specialist obstetricians should be more efficiently utilised in
the care of women having complicated pregnancies and births.

* Birth should be seen in a social and family context even when
complications exist.

*  Models of care should be appropriate to the level of need of mothers and
babies.

* Options in care should be available to the maximum possible extent to
women, regardless of socio-economic or cultural background, or place of
residence, within the limits of any complicating medical factors.

* Informed choice by women should be an accepted part of care with
recognition of the need for flexibility due to factors in pregnancy and
labour.

* Continuity of care should be an objective of maternity care where at all
possible.

* All care should be sensitive to social and cultural differences in respect of
birthing practices and respond flexibly to the different needs of all women
and their families (181).

Reiger (1999) offers a very comprehensive postmodern analysis of the
Ministerial Review of Birthing Services in Victoria in relation to the
contemporary politics of reproduction. The review demonstrates dialogue
across differences, and alternative forms of knowledge, and shows how
administrative and professional interests maintain a technocratic model of
maternity care despite the efforts of others to replace it with a ‘woman-centred’

approach.
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Nine years later, the Australian Federal Government published the report on
the Senate Inquiry into Childbirth Practices - “Who’s Rocking the Cradle?’
(Australian Federal Government Senate Inquiry 1999). The committee heard
more than 190 submissions from hospitals and health services, medical
practitioners, independent and hospital based midwives, welfare and peak
organisations and mothers. Six days of public hearings were conducted in
capital cities and the committee inspected maternity facilities at several leading
hospitals in Brisbane, Melbourne, Adelaide and Perth. Findings reflect the
views of a wide range of stakeholders including those of the midwifery

profession and childbearing women, the consumers.

While the statistics paint a favourable picture, many facets of modern obstetric
practice have worked against the empowerment of women and eroded the role of
the midwife. The Senate’s report ... is testimony to this state of affairs. If
implemented, its recommendations should help to improve maternity services.
However, the record is not good. A series of state and national reports (1989,
1990, 1995 and 1996) which reviewed childbirth services all made
recommendations, almost none of which have been acted on (Borland 2000 p.17).

According to this Senate inquiry, Australian women value the safety of their
babies and themselves during birth above all other considerations, and this was
their prime reason for choosing to give birth in a hospital. However, they were
generally concerned about the extent to which childbirth has been medicalised
and the resultant increase in obstetric intervention. Based on the evidence
submitted to it, the committee considered that there was no medical
justification for the high rate of caesarean section birth (at over 20% it is one of
the highest in the world) and that the variation between publicly and privately
insured women was unacceptable. Hospital birth centres were the favoured
settings because practices within them enhance women’s birthing experience
and the climate was conducive to cooperation between midwives and obstetric

specialists. The committee also recommended that the government continue to
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fund midwives to assist at home births for women at low risk and noted that
many women in the current mainstream system were being denied continuity
of care. Women were particularly neglected in the postnatal period following
the move to early discharge from hospital after birth because reduced
community services has resulted in women being at home without help. The
first week after birth was critical for women because it was then that they were
establishing successful breastfeeding, learning how to care for the baby and

adjusting to the psychological changes of motherhood.

Both of these inquiries (Victorian State Government 1990;Australian Federal
Government Senate Inquiry 1999) report on service satisfaction not the ethics
of childbirth practices per se. However, evidence from the reports indicates that
mothers and midwives in Australia want to be valued as individuals, a strong
theme in the present research as mentioned earlier. The value placed by
mothers and midwives, on the needed ‘humanness’ of maternity services and
childbirth practices, is implicit in the findings of both these governmental
reports and the present research. Findings in the present research suggests that
a woman-centred approach to childbirth rather than a procedural-‘product’
orientation, offers this ‘humanness’ as one part of an adequate ethical response

for midwifery practice.

The high incidence of obstetric intervention and the neglect of women’s needs
are criticised by mothers and midwives alike. The mortality and morbidity
emphasis, and the priority of the principle of beneficence over that of
autonomy within technology-dominant, medicalised childbirth labels the

woman as defective and renders her invisible during the process of childbirth.
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The analogy of a ‘machine’ requiring fuel and repair, rather than an interactive
person with needs, has long been applied to the human body in the scientific,
mind-body split approach to health care — a ‘product’ philosophy rather than an
‘experiential” humanist philosophy. Such abstraction is an ethically inadequate
response to the embodied experience of birth. As argued earlier in chapter five,
the words of women are often used to further the work of a medicalised system
rather than demonstrate the value of women’s work in childbirth. Medically
owned and operated technologies enabling scans and plans for date of birth,
elective surgical birth that is ‘effortless’ for the woman, and early discharge
from hospital to reunite family quicker, are presented as giving women more
control but they have not transformed women’s work in childbirth to being
valued for itself. Rather than supporting women towards achievement in birth,
women are viewed as defective, as ‘requiring’ techno-medical control for birth.
A caesarean section rate among privately insured women aged 35 years or
more having their first baby under the care of an obstetrician in Australia is
over 40 per cent (Australian Federal Government Senate Inquiry 1999). If this
rate is based on physiological necessity only it suggests that nearly half of the
primigravid women in Australia who are 35 years or more cannot birth their
babies vaginally and this is hard to believe. Early discharge from hospital has
meant that not only are women not receiving the help that they previously did
in hospital, but that women are also being left with less help at home at an
earlier stage in the postnatal period, because funding cuts have reduced
community services (Australian Federal Government Senate Inquiry 1999).
These changes to childbirth practices have furthered the work of the

economically oriented health care industry and the medicalisation of childbirth,
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reinforcing existing power relations. The recent reports clearly show that

mothers and midwives are not satisfied with that current situation.

7.2.1.2.2 Theory of caring - midwifery

Generally, midwifery encompasses the concept of caring. The profession
officially endorses 'caring' through its philosophy, Code of Ethics, Standards for
Practice and various position statements. These are produced and ratified by
midwives for the International College of Midwives and the Australian College of

Midwives (ACMI 1995).

Dickson (1996) draws on the nursing theorists for example Watson and Benner, to
develop a theory of caring for midwifery, stating that caring prevents the person
from being reduced to the moral status of an object. Although this redresses the
problem of reductionism and objectivism, I believe it does not offer an adequate
ethical response for midwifery practice. It does not address the imbalance of

power in relationships, of dominance and subordination, for example.

To use ‘caring [for]’ as the central value of the practice is to perpetuate the
dominant role of stronger and superior protector-provider — it reduces not
maintains the well and capable, birthing woman’s independence and self-

determination.

[A]lthough providers may be well-meaning and nurturing in their care of childbearing
women, their approach is most often nurturing to weakness, rather than strength ... Birth
is not only about making babies. Birth also is about making mothers — strong, competent,
capable mothers, who trust themselves and know their inner strength (Rothman 1996
p.253-4).

If a power ‘with’ relationship, a ‘woman-centred partnership’, is the guiding value
for midwifery practice then the well, capable birthing woman is the active

decision-maker, determining what kind of assistance if any she needs and when
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that assistance is required. The midwife or other birth attendant such as the doctor,

is a resource person rather than the dominant provider and controller.

Babies, who have been turned into medical products, the products of the procedures of
delivery, get presented to their mothers. In the bad old days, there might be a 72 hour
wait. In newer times, the baby gets turned over quickly, cleaned up and wrapped like a
package, instantly recreated from part of the mother’s body to product of the hospital. It is
the staff who presents the baby to the mother, in obvious contradiction to what has just
happened: the mother presented the baby to the world (Rothman 1996 p.255).

As mothers and midwives in the present research indicated, adequate ethical
responses in midwifery are contextual and temporal. They are based on
relationship not the duty-based rules of being responsible for the well-being of the
patient, the abstract generalisations of right and wrong ‘actions’, or the
dichotomies of mother’s versus baby’s rights and quantity versus quality of life. It
is sometimes forgotten that the ratio of birth to death is 1:1 and since medical
science and technology have prolonged life and prevented many illnesses and
diseases, we begin to think that all problems are solvable, an implication of
modern bioethics. Problems that the woman herself cannot deal with alone, will
arise from time to time. Likewise, there will be circumstances previously agreed
to implicitly or explicitly, by both the woman and the midwife, when the midwife
appropriately uses her power ‘for’ the woman in the role of her advocate. In that
case and according to mothers and midwives in the present research, the power
balance moves away from the woman temporarily and only indirectly since it
remains the woman’s informed choice not mere ‘consent’, that guides practice.
The balance of power returns towards the woman relatively quickly. So that
although there is a shifting of power within the partnership, the balance of power
rests predominantly with the woman and endures over time. On the other hand,
the ‘caring [for]” emphasis infers that the midwife will ‘do’ for the birthing

woman because she cannot ‘do’ for herself during childbirth. Yet, ‘not doing’ is
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often the true quiet art of midwifery (Kirkham 1986). Being ‘with woman’,
empowering the mother to have confidence in her own ability to birth her baby is

a ‘hands off” approach.

Furthermore, whilst I agree with the midwifery-specific concepts that Dickson
(1996) identifies, that is, ‘presencing’, ‘knowing’ and understanding, ensuring
client control, and interacting, I disagree with her linguistically illness-oriented
explanations drawn from nursing theorists. The latter conflict with her
feminist-oriented midwifery concepts. Her explanations refer to patient,
healing, cared for, recovery and ‘promoting’ independence, as if it were
‘restoring’ independence. The language at times changes to client, equality and
self-responsibility, choice of services, control of the experience and continuity
of care (the three ‘C’s) when she specifically uses the term midwifery. I
suggest that this latter ‘shift’ indicates the different nature of the two practices,
nursing and midwifery. Like Dickson, I endorse the fact that the Australian
College of Midwives Inc. (ACMI 1995) Code of Ethics incorporates ‘caring’
into acknowledging women as persons based on mutual relationships of
respect, trust and the dignity of all members of society. My objection to
Dickson’s (1996) proposed theory of caring for midwifery is with placing the
concept of ‘caring [for]’, rather than one of a power ‘with’ partnership, central
to midwifery and therefore, central to any ethical response within midwifery
practice. For similar reasons, I am cautious about applying the term
‘therapeutic’ to the mother-midwife relationship. The linguistic nature of such
a label infers ‘defect’ or illness in the childbearing woman, ascribes more
power to the midwife/practitioner than the mother, positions the professional in

the elite expert role (in keeping with the medicalisation of childbirth), and
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reinforces the static power imbalance of the status quo, that is, in favour of the

‘institution’ not shared ‘with’ and between individuals.

7.2.1.2.3 Ethical principles and the midwifery discourse

Joyce Thompson (1991), a nurse-midwife and ethicist from the United States
of America and her theologian husband Henry recommend that ethical decision
making skills for midwives require critical analysis of clinical care using the
scientific method or nursing process, the moral reasoning process (considering
morals and values with scientific ‘evidence’), and the application of ethical
theories such as deontology, utilitarianism or natural law, and principles. This
stance has been contended in more recent years. Critiques of the ‘scientific
method’ have focused on its purported objectivity, universalism and lack of
context - deficits when addressing ethical concerns. The application of ethical
principles for decision making in the clinical area however, enjoys enduring
support from some health care professionals especially when these principles

are complementary to or accompanied by context and relationship.

The ethical principles most commonly discussed in midwifery literature are
beneficence and autonomy, mainly because of the emphasis placed on
individualism by ethical theories such as deontology and utilitarianism, the

basis of normative bioethics.

Jacqueline Richards (1997) is a proponent of consequential utilitarian ethics
and principlism for midwives. She discusses respect for persons, the exercise
of individual rights and ‘rational’ autonomy, as needing to be limited or

circumscribed for the common good, for universal fairness and justice.
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Beneficence and non-maleficence dominate ethical decision-making for the
practitioner, and consistent with normative bioethics, she bases her argument
on the obligations and good acts of the professional, usually in life-threatening
situations. Whilst I agree with her that midwives have a responsibility to keep
up to date with current research and knowledge, I adopt a different way of
seeing regarding the rest of her argument. She claims that “our professional
reputation is undermined when we offer such conflicting advice [between
beneficently passing on benefits of 'advance' to clients and justifying her
actions to colleagues]” (Richards 1997 p.165). I suggest that such a view
describes a mother-midwife relationship of separateness rather than of a prime
relationship with the childbearing woman - of disparate relationships for the
midwife. Relational feminist ethics places principles such as individual rights
of ‘justice’ secondary to the partnership relationship and the shared goal of the
mother and midwife. Furthermore, Ballou (1998 p.102) believes that in nursing
[and I suggest therefore, by default in some approaches to midwifery]
autonomy “is confused with concepts of professionalism, power, image,
control, authority, accountability and independence ... [but concept analysis
showed recurring themes of] self-governance within a system of principles,
competence or capacity, decision making, critical reflection, freedom, and self-
control”. Finally, Ballou says that whilst autonomy is political in nature the
truest form comes from the person’s own action and evolves internally. It is
important to note that the present discussion does not critique the particularity
of any author’s definition of autonomy. It focuses on the philosophical method
central to bioethics and the independent assessment of acts according to moral

principles (McGrath 1998).
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Woodward (1998) used data gathered from non-participant observation and
semi-structured interviews to investigate how caring is manifest in practice,
and nurses’ and midwives’ individual understandings of what it is to care. Her
data suggested that principle-based ethical theory lacked particularity and
relationship necessary to guide ethical decisions about individuals and that
there was tension between autonomy and beneficence. Rather than rejecting
beneficence however, Woodward says that patient autonomy and practitioner
guided beneficence should be balanced to protect the moral integrity of both
patient and practitioner. She justifies paternalism when rationality is impaired,
significant harm is likely without intervention, and the person will agree
retrospectively. I suggest that this part of her argument is still emersed in
principles-based ethics and normative theory. On the other hand, Breeze (1998)
writing about nursing ethics and the intellectually disabled person, contends the
deontological and utilitarian assessment of autonomy - that in order to exercise
autonomy one has to be rational. She argues that such an assessment has the
potential to be subjective and value laden. Again, the present discussion is
critical of assessing individual ‘acts’ according to abstract principles, void of

context and relationship.

Woodward anticipates that advocates of principle-based ethical theory may
refute caring as lacking objectivity and reliability. The over-emphasis on the
predetermined primacy of ‘autonomy’ puts it at risk for bias too. She contrasts
the dramatic situations of critical care medicine with that of every day ethical
dilemmas in practice. The latter involves the inherent morality of practitioners’
commitment to choice and patient autonomy, patient dependency on the

professional’s expertise and knowledge, and a balancing of respect for patient
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values and beneficent guidance. Then, as if to distance herself from normative
ethics and principlism, Woodward (1998) raises the importance of dialogue
between practitioner and patient, and draws on the feminist and Aristotelian
perspective of moral agency being constituted from and motivated by good
reasons, not merely doing good acts. She oscilates back towards principlism by

concluding that beneficence, or 'doing good', derived through caring

should not be uncritically superseded by contemporary emphasis on autonomy
[because] This disregards the intrinsic morality in a caring relationship, deprives the
patient of the qualitative component of care and personalized application of
knowledge and skills, threatens to diminish the source of practitioner motivation and
may result in self-reproach and retribution through frustrated moral agency
(Woodward 1998 p.1051).

The present discussion suggests that debates which focus on “patient’ and
‘dependency’ retain a normative bioethics ‘gaze’. When they refer to
midwifery they more typically reflect midwifery practice in a medicalised
hospital setting or environment and as mentioned earlier, settings directly
influence variations in the exercise of power in practices (Thompson, Melia &
Boyd 1994). The term ‘patient’ is used frequently and the ethical argument
remains guided by principlism rather than relational or virtue ethics. For
example, the argument infers that ‘doing good’, beneficent acts, will create a
nurse-patient relationship and thus practice will be ethical, but this discussion
asks if the practitioner is deciding what is ‘good’ for the ‘patient’ and again
questions the distribution of power in such a relationship. Neither is the
influence of the mother’s and midwife’s character addressed. Nevertheless,
despite these differing interpretations, in the more recent midwifery discourse

the influence of feminist ethics is beginning to emerge.

When autonomy is taken to mean independence based on rational decision-

making and self-governance, the collective autonomy of midwifery practice is
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debated by some as fundamentally flawed (Clarke 1995a;Fleming 1998b)
needing corrective action by midwives (McKay 1998;Wagner 1998). For Stella
McKay (1998 p.18) the autonomy of midwifery practice depends on the
midwife acting as an advocate instead of ‘giving’ autonomy to the woman
because the latter implies midwife-control. That is, “lack of autonomy may
have less to do with professional issues and more to do with the feminine role.
In general women are still not identified with positions of authority and control
... [midwives] need to assume greater responsibility and acknowledge the

accountability that comes with power”.

There is some inter-disciplinary support for 'autonomous' midwifery practice
too. Marsden Wagner (1998), a medical doctor and former director of women’s
and children’s health for the World Health Organisation, supports it because
midwives provide primary health care to women. He urges midwives to unite
in their attempts to gain autonomy and foster mutual respect for the role of
fellow health professionals: “widespread, irrational, non-scientific statements
made by obstetricians against independent midwifery have nothing to do with
safety, but everything to do with fear of competition” (Wagner 1998 p.20).
This echoes the earlier statement that autonomy is political in nature (Ballou

1998).

Churchill and Benbow (2000) do not use the principle-based term, autonomy.
Like the present research, they report on ‘informed choice’ in maternity
services and an ‘active role’ in decision-making. Given that language portrays
our philosophical and social orientation, such use of terminology illustrates

what the present research postulates; that our way of seeing determines our
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way of practice. By examining our discourses we can reveal underlying
assumptions and make explicit the values of the practice. A practitioner-
focused practice is guided by principles and duty or obligation ethics; what can
and ought the midwife ‘do’ as a professional practitioner? Language such as
‘informed choice’ and ‘active role’ for the childbearing woman describes a
practice with a mutual and shared goal, a practice that is woman-centred in a

mother-midwife partnership.

Churchill and Benbow’s (2000) British survey reported that women indicated
more active decision making in midwife-led antenatal clinics than maternity
units, environmental and/or structural factors were thought to affect women’s
perceptions of participation in decision-making more than the personnel
involved, and that midwives were the primary source of information to women
in most antenatal care settings. A longitudinal survey of women attending
mainstream maternity services in Victoria Australia, compared women's
knowledge of pregnancy, fears for self and baby, and locus of control, in
single-baby pregnancy and twin pregnancy, and demonstrated that magazines,
books and pamphlets were the most helpful sources in both early and late
pregnancy (Thompson 1992 unpublished thesis). Midwives were the second
most helpful source of information in early pregnancy for both groups of
women, and both groups of women had experienced similar care and exposure
to technology by the 20™ week of pregnancy. By the 32" week of pregnancy
other pregnant women were the second most helpful source of information for
women with a single-baby pregnancy, but midwives and doctors remained the
most helpful source for those with a twin pregnancy. MANCOV A

demonstrated that whilst women's knowledge increased significantly for both
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groups, fears for baby and self, and internal locus of control decreased
significantly, from mid to late pregnancy. The types and extent of women's
knowledge were similar for both groups, so that the twin group was not more
'technology-knowledgeable' than the singleton group, suggesting that
pregnancy for both groups was medicalised. The twin group was not more
'fearful' than the singleton group, and they did not shift their locus of control to
'powerful others' more so than the singleton group did. All women regardless
of the type of pregnancy, believed less in the third trimester that events in

pregnancy and childbirth were determined mostly by their own behaviour.

Midwives experience conflict when beneficence dominates the childbearing
woman’s autonomy resulting in paternalism towards the woman and
sometimes the midwife (Toohil 1997). Knowledge and technological advances
offer more options for reproductive health which means that respecting
autonomy in the presence of competing principles becomes more difficult.
There is the institutional and policy macro level of practice and the individual
micro level of practice that achieves the ‘good’ through interaction with the
individual woman. There is the instrumental (cure, diagnosis and treatment)
role and the expressive (caring, helping, comforting and guiding) role of
midwives (Sharp 1998). Advocacy at the macro level is recommended to
reverse the devaluation of normal processes and promote practices that value
accomplishment and empowerment for the childbearing woman. Sharp talks of
self-determination rather than 'rational' autonomy as discussed in chapter three,
and persuasion after confirming the woman’s goals and assumptions rather

than beneficence, regarding the well-being of herself and baby.
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The present review of the midwifery profession’s literature reveals that
contemporary practice emanates from two generally differing belief and value
systems. One consists of the medicalised childbirth practices based on
scientific rationalism, universal ethical theories and abstract principlism. The
other, more recent, espouses the values and orientation of relational and
feminist-virtue ethics, for example caring as the essence of moral agency, the
centrality of context and particularity, and the ethical imperative of redressing
power imbalances in relationships. The literature appears to express more
conflict for the midwifery practitioner when the former approach is imposed on
midwifery practice. Relational or feminist values for practice seem to depict
congruence, for both the mothers and the midwives, and this reflects findings
from the present research. A relational and feminist orientation to ethical
midwifery practice therefore, presents as more appropriate than the currently

dominant normative bioethics.

7.21.3 Ways of Seeing and construction: orientation

7.2.1.3.1 Practitioner definitions of midwifery practice

Scoggin (1996 p.36) believes that “The way members of an occupation or
profession define themselves influences both their interaction with other
occupations in the workplace and the future direction of their profession”. On the
basis of this she interviewed and surveyed nurse-midwives about their identity
and found that philosophical agreement with midwifery ideologies and increased
years of practice were the most predictive variables of a positive midwifery
occupational identity. Firstly, content analysis revealed five ideological

constructs: advocacy, normalcy, competency, autonomy, and authority. Negative
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descriptions of practitioner characteristics or practices (physicians, nurses, or
traditional midwives) emerged when one or more of these five ideologies and
values were being breached. Secondly, the primary identification of nurse-
midwives was not with nursing, as it was at the beginning of the occupation, but
with midwifery. This I suggest, supports the argument that settings impact on the
practice and the practitioner’s orientation, and reflects that the practices of nursing
and midwifery are different in nature. Scoggin (1996 p.41) concludes that “old
forms are incorporated into the new and most often passed on are the old values
that provide legitimation or authenticity. This process provides continuity within a
culture because a form, even though changing, embodies some of the norms and
values that served it well in the past”. These remarks reflect another argument of
the present research, that tradition does not deny creativity or change — rather
traditions such as those of the midwifery community, endure because critical and
internal examination verifies those values and beliefs which best guide their
practice. Consumers and midwives alike are questioning the appropriateness of
medicalised childbirth for the majority of women, and are indicating their desire
for informed choice and a return of emphasis on self-determination for the
birthing woman. Safety is important but it is not the only thing that matters. The
woman’s experience of childbirth as part of the human condition, and her

relationships are central to an adequate ethical response in practice.

Smythe and Kerrins (1994 p.3) define independent midwifery practice according
to employment status and one’s accountability position in the decision-making

process:

the [independent] midwife provides continuity of care from pregnancy, through labour, and in
the postnatal period. Hospital practice is described as referring to midwives who are employed
by an institution and are directly accountable to other midwives or managers, and who do not
provide continuity of care. While Independent Midwives may practice ‘in’ hospitals, they are
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not employed by the hospital, and therefore are not hospital midwives. Decision making is
described as the process of making judgements about the actions or non-actions of practice.

Parratt (1996) argues on a philosophical basis, that all midwives can practise
independently regardless of their place of practice or employment status, if they
adopt the partnership midwifery theory. Based on the work of Leap (1991 cited in
Parratt 1996), Parratt (1996 p.24) distinguishes between the self-employed
midwife who is able to choose her/his working hours and workload, and the

midwife who practises independently because s/he has

experience, diverse reasons for entering midwifery practice, sees birth as a social event,
believes birth is usually a normal event, that is, a trust in women’s bodies that they can give
birth without intervention, provides continuity of care, provides real choice in options for
place of birth, promotes the woman and the midwife having equal but complementary
responsibilities, promotes a relationship of trust and mutual respect with the woman, and
adopts her own style and way of practice.

These attributes certainly do characterise a midwife working in partnership with
the childbearing woman. However, regardless of how desirable they are according
to one’s personal philosophy, and private capacity as Parratt suggests, midwives
practice in relationship with other health care practitioners and facilities, with
government departments and professional registration bodies. It is the imbalance
of power in those relationships that constrain the ‘independence’ and the

adequacy of the ethical response within midwifery practice.

7.2.1.3.2 Practitioner identified philosophy of midwifery practice: values
and beliefs

Midwives consider that open communication, adequate life skills, a nurturing
and caring environment, and a democratic management structure are
prerequisites for the empowerment of childbearing women - and midwives;
advocacy when it legitimises a paternalistic approach, and paternalism are
constraining factors (Too 1996). These views were expressed by midwives in a

study that used birthplans to explore the perception of empowerment and
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decision-making. The majority of the midwives worked in a British hospital
environment. Narratives in the present research and especially Diane’s, concur

with Too’s (1996) findings.

Katie, the independently practicing midwife in the present research, discussed the
primacy of women being ‘informed’ and ‘owning’ their decisions, of the midwife
‘knowing’ the woman and her family, and of her sincere aim to support women’s
wishes while providing safe professional care for community-based childbirth.
Smythe and Kerins (1994) surveyed practising independent midwives in
Auckland, New Zealand with regard to decision-making. The beliefs and values
that guide clinical decision making for those participants were ‘the need to
provide safe care’ (78%), ‘the need to work in close partnership with the woman
and her family’ (51%), and ‘the need to anticipate problems and be prepared’
(24%). Those that ranked as a lower priority were (surprisingly) ‘the need to
preserve the normal process of pregnancy and birth, free from interference if
possible’, and ‘the need to abide by the accepted protocols of practice’ (because
decisions were made individually rather than by a protocol). However, there were
14 other important beliefs and values. The first six of these were ‘the need to
support the woman’s personal/cultural views on birth’, ‘the need for the woman to
come through her birthing experience feeling as though she’s done a good job’,
‘the need to provide informed choice on all options available’, ‘that the woman
often has an inner knowledge of herself and her baby’, and ‘that being positive
can change the energy and enhance the process whereas negative energy looking
for problems inhibits the process’. This latter belief was one that was also integral
to Katie’s practice as well as Diane's and Kerry-Anne's, community-based and

birth centre midwives, respectively, in the present research. The remainder of
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beliefs and values from Smythe and Kerins (1994) related to emotional and
physical safety of baby, and limitations, competence, professionalism and welfare
of the practitioner. When faced with a hypothetical crisis wherein the fetus was at
risk and mother/family’s wishes were opposed to the midwife’s suggested action,
56% of participants chose to be an advocate for the baby but to continue to
negotiate with the parents for a more satisfactory compromise. Only 10% chose to
refer the situation to a consultant, thereby not supporting the family’s decision.
Other narrative evidence in their research demonstrated that making the decision
was not necessarily a problem, rather it was over-coming barriers that stand in
their way such as conflict between midwife and doctor. Findings from the New
Zealand research (Smythe & Kerins 1994) concur with those in the present
research, and midwife-doctor co-operation and conflict could be an example of

the use of power ‘alongside’ or abuse of power ‘over’ colleagues, respectively.

Again, the philosophical orientation of midwives in the present research is not
unique to them. It is echoed by some who recently entered the profession, and
perhaps that reflects a revised approach to the ‘way of seeing’, the orientation in
practitioner preparation programs. Leona VandeVusse (1997 p.47) conducted a
class project with student nurse-midwives who sculpted in clay their individual
and personal philosophy of midwifery practice, and then described the sculpture
to others. Common images were hands, vulvas with crowning fetal heads, and
people sitting in groups as small diverse communities: “They particularly used the
centrality of women within the context of their communities and the availability
of the nurse-midwives’ supporting hands”. In their descriptions, the students

frequently commented that the nurse-midwife was assisting quietly without taking
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the main focal position, that the focus of practice was on the self-determining

women and families, and that a reverence for life was important.

Relationship

Policy initiatives make midwifery practice “more daunting, challenging and
complex, and some midwives have stated that they do not get the support they
require within the current model of statutory supervision. — skills to take
innovative and truly woman-centred care forward must become a priority” (Deery
1999 p.251). Ruth Deery promotes the therapeutic relationship between midwives
and their clients, because of its success in social work, mental health nursing,
counselling and psychotherapy. She asks supervisors of midwives and midwifery
managers to consider such an approach plus clinical supervision as enhancing the
way midwives learn to relate to one another. Furthermore, she notes that the
midwife-client relationship is changing and although she does not identify the
change she highlights “the amount of energy used when midwives use themselves
as a therapeutic resource for women” (Deery 1999 p.251): clinical supervision

would help this latter aspect.

Jeanne Siddiqui (1999) suggests that the key elements of the relationship between
the woman and the midwife are authenticity of being, conscience (embracing
engagement and the feminist notion of ‘virtue’ in caring), commitment (again,
part of caring, and including advocacy), presence, compassion, empathy, and
empowerment. She criticises the fact that midwifery philosophy (in Britain) is
based on utilitarian principles, claiming that codes and charters only provide
guidelines and do not necessarily empower the professional to act with authority.
Disappointingly, she refers to the mother-midwife relationship as a ‘therapeutic’

relationship and thus the reader reverts again to thoughts of medicalisation and the
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need to ‘fix’ or treat. The linguistic nature of the term 'therapeutic' is, I believe,
teaching us to again view childbirth from within the expert-patient, illness-disease
model. This latter approach conflicts with Siddiqui’s strong feminist theme of
developing a shared philosophy and shared values - the midwife as a personal
source not ‘elite expert’, the application of intuitive skills and ways of knowing,
and the empowerment of women. Referring to midwifery education, Siddiqui

(1999 p.113) states

however thoroughly students are taught fundamental skills such as temperature taking,
aseptic technique, etc., if they are not overtly taught the elements of caring within
midwifery, they may have difficulty in responding appropriately when faced with clients
in all or any situations. Midwives who have entered midwifery with a nursing background
may need to ‘unlearn’ many of the approaches and models used in caring for the sick.

This has also been the experience of the present researcher during her ten years as
midwifery educator, and forms part of the basis of the claim that nursing and
midwifery are different practices by their nature; not merely because of different
ways of ‘doing’ or 'not doing' in the midwifery example, but because of different
ways of ‘seeing’, of orientation. Although skills and techniques are important “Of
the two elements in a tradition ... skills and techniques, and ways of seeing —

Gombrich emphasises the latter” (Langford 1985 p.9).

Attitudes

There is a general consensus amongst midwives that ethical sensitivity and
responsiveness to women during childbearing and in relation to their reproductive
health, is not only complex but also oriented to the empowerment of women and
the uniqueness of the particular woman (Cullen 1995;Too 1996;Sharp
1998;Siddiqui 1999;Hall 1999;Churchill & Benbow 2000). This runs counter to
the universalism of deontology and utilitarianism, and the abstraction of

principlism.
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"If the woman can be encouraged to be upright and mobile, labour is likely to
progress more quickly and the woman will feel more in control, especially if she
is encouraged to change position from time to time in order to become as
comfortable as possible" (Myles 1964 p.181). By the late 1980°s literature was
beginning to [re]focus on the birthing woman more and on medical technology
and intervention less. However, the emphasis was still on the hospital

environment and the wisdom of the medicalisation of childbirth.

The discrepancy between the desired and the achieved levels of home birth, however, and
the prevailing attitudes towards it, suggest that it is health service staff who are hindering
women from having home birth, rather than women being ‘unfit’ for it ... the daily
practice of midwives demonstrates behaviour, decision-making and attitudes which still
lean towards fulfilling the utilitarian goals of the NHS rather than the individual needs of
women (Clarke 1995b p.270).

The following are some of the common responses of hospital midwives towards
homebirth, listed by Clarke as an example: (i) midwife unwilling to be involved in
what could be a tricky situation and directs woman to ask the doctor, (ii) woman
invited to offer reasons for wanting a home birth but midwife denies the validity
of woman’s reasoning, (iii) midwife is hostile to the idea, telling woman
homebirth is dangerous and irresponsible, or (iv) midwife reluctantly agrees to
possibility of homebirth but adds that due to the unpredictability of birth she will
probably be transferred to hospital anyway. Such responses consistently deny the
woman autonomy and respect. They do not respect the woman as an end in
herself. Rather the woman is manipulated for the ends of obstetric or hospital

management policy.

Jennifer Hall (1999) reports on how her friend described the contrast in attitude
and behaviour of midwives who attended her first and second homebirths. The
first midwife was almost unobtrusive; she was present but calm and relaxed,

trusted that women (and thus she) could give birth on their own without medical
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assistance, and the equipment was in the corner of the room unopened until
required. The midwife at the second birth, apparently an experienced home birth
attendant, transformed the couple’s bedroom into a mini-hospital room — a place
that is normally one of intimacy, and often a place where personal, private
possessions are kept. She was on the other side of the room involved with the
equipment when the baby was being born, indicating that she did not ‘believe’ the
mother’s warning about the speed of the first birth. The midwife returned to the
equipment soon after the birth, taking longer to discard unused items than she had
to open them. The second midwife’s panic would have ‘terrified’ the father had he
not experienced the first homebirth. “Fear among midwives is generated by the
experiences gained within hospital settings ... the assumption is also made that the
hospital is the safest place, despite the evidence (to the contrary, for example,
Guilliland 1999) ... medical care is seen to help, so it becomes expected for
labour, and midwives then feel pressured to ‘produce’ a perfect child and become

terrified in case they do something wrong” (Hall 1999 p.226).

7.21.4 The power of language

Not only does our way of seeing determine how we conceptualise experience,
but language too structures our experience. Ways of seeing our world and ways
of describing our world are closely connected, and like ways of seeing,
language habits are acquired from and shared with others who belong to the
same linguistic community (Langford 1985). Maree, a mother in the present
research, spoke of hospital midwives and doctors trying to ‘bowl her over’ into
a fetal position while she was in the middle of a contraction, to insert an

epidural cannula. Another mother, Brenda described how incensed she was at
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being called ‘girlie’ when she was noisy during her birthing. On the other hand,
the metaphor of ‘journey’ was used in several narratives to portray the positive

experience and achievement of birthing.

7.2.14.1 Birth language

The impact of language used by midwives and other health carers in relation to
childbearing women has received increased attention in recent years. Language
presents a certain image of the profession. Language is not neutral: it is symbolic
of conceptual meaning — of our way of ‘seeing’. Given that midwives in Australia
enter their practice via nursing, and generally practice in a hospital setting,
medical terminology is accepted and internalised. Language generates and
maintains power, and the techno-scientific language used in hospital reinforces
the professional’s control and the woman’s powerlessness as a passive recipient of
the type of care that professionals deem necessary (Carboon 1999). Machin and
Scamell (1997 p.84) found that, in England, the medical metaphor continues to
dominate the ethos of intrapartum care: women, vulnerable in labour, “are
reassured by the safe boundaries set by medicalisation and are more susceptible to

the symbolic messages of that environment”.

Midwives describe their experiences of decision making in independent practice
as consultative, well documented, a balancing act, demanding, professional,
worrying, and satisfying: the least typical descriptions are logical, caught in the
middle/can’t win either way, tense, sleepless nights, no problem, disappointing,
okay (Smythe & Kerins 1994). Their chosen additional words were inspiring,
great, self searching, good communication, clear, learning from mistakes, safety,

woman/family oriented, partnership, fruitful, mind expanding, educative,



335
Values and philosophical foundations of the midwifery profession, and discussion of findings

questioning practice, building self esteem, constant evaluation, lovely, reflective,

challenging, and appreciated.

The language used by midwives and other birth attendants reflects their
attitudes and regardless of how correct their individual philosophy is, can
objectify the woman who is giving birth. For example, to identify the unborn
baby as an ‘R.O.A.” and the mother as a ‘multip’, or to speak of the midwife as
having ‘done the delivery’ dehumanises the woman, places her in a passive
role, and reaffirms the midwife’s need to be in control. “Truthful language that
puts the mother and woman at the centre is a humble language where the
midwife is not the star of the performance [for example, ‘I attended that birth’
rather than ‘I delivered that patient’]” (Zeidenstein 1988 p.75). Far from being
minor, to use objective obstetric and medical language for birth is to influence
the ingrained beliefs and actions of the midwifery profession, and words that
diminish the woman’s uniqueness and humanity reduce the sense of mutual
respect. Zeidenstein (1988 p.76) urges us in particular, to replace ‘normal
spontaneous vaginal delivery’ with ‘spontaneous vaginal birth’ — “Are not all
births normal anyway? The use of normal in the case of birth predisposes the

possibility of an abnormal vaginal birth.".

7.2.1.4.2 A concept analysis of normal labour

Gould (2000) consulted midwives and texts, both obstetric and midwifery, to
analyse the concept of ‘normal labour’ and found that midwives view the concepts
of natural and normal as not mutually inclusive. Although language is flawed, it is
through language that further understanding and professional knowledge is

developed and shared. Gould claims that because midwifery knowledge is



336
Values and philosophical foundations of the midwifery profession, and discussion of findings

enmeshed within the medical model, many midwives believe that natural
childbirth is normal but that normal childbirth can include common interventions
and thus does not have to be natural. Furthermore, there is vast inter-professional
dissonance in understanding the term ‘normal labour’. The obstetrician,
epidemiologist, psychologist, anthropologist, sociologist and midwife all define
the term differently: according to Wagner (1994 cited in Gould 2000), the
midwifery belief is that normal labour is defined by the woman and not others.
This is consistent with the woman-centred, woman-governed midwifery model of
care but not with the more medically defined model found in obstetric and
midwifery texts. The latter define labour according to the ‘normal in retrospect
medical model’, a definition also criticised by Page (1995). Definitions that are
individual to each woman make the midwife’s normal practice parameters
difficult to quantify. Gould argues firstly, that midwives have consequently been
coerced by the medical profession’s measurable parameters of normal labour
(‘normal in retrospect’) at the expense of other crucial but equally difficult to
define elements of the labour process. For example, the mother’s persona, the
sensations the woman actually experiences, and the fact that aspects follow each
other sequentially at their own pace to have the optimum effect, are ignored in the
quantifiable-measurement model. Secondly, “if labour was perceived as necessary
work leading to achievement, as described in many of the original uses of the
word ‘labour’, women might be able to move away from the passive role in labour
which the medicalisation of childbirth has introduced ... [and as] The Winterton
Report (Department of Health 1992) points out our society needs other measures
of success in the maternity services as well as safety, including elements of the

social side of midwifery practice” (Gould 2000 p.425).
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In relation to the notion of ‘normal’ and the meaning of midwifery in today’s
world, Page (1995 p.356) tells us that midwives need to understand the social and
political forces which shape the reality of women’s lives, in order to work truly
with women: “If we want to support the normal we will need to understand
epidemiological trends, to hold advanced clinical skills, and be able to challenge
what is meant by normal”. This requires that midwives practice outside the
confines of institutions, that they practice in the communities where women live

and work.

These ‘embedded and embodied’ views indicate the integral role of relationship
and context, the personal and the particular, for an adequate ethical response in

midwifery practice.

7.2.2 Practice decisions and conflict between work place

and personal/professional ethics

The conflict of values between workplace ethics and personal/professional
midwifery ethics was a major theme in the present research. It interesected with
the theme power ‘over’ and was identified in both mothers’ and midwives’
narratives. Midwives and mothers were often ‘silenced’ by medical dominance
and authority in such conflicts. Typically, the midwives placated the ‘system
worker’ to protect the mother and deliberately avoided future contact with the
individual practitioner to avoid recurrence of such conflict. Mothers’ stories told
of how their support person became an alliance of the staff through fear for the
woman’s and baby’s safety, negating previously discussed agreements between

them and the birthing woman.



338
Values and philosophical foundations of the midwifery profession, and discussion of findings

Conflict between workplace and personal/professional ethics is not peculiar to
midwifery. The nursing literature also reports on the congruency between nurses’
values and job requirements, calling for integrity (Koerner 1996), the ethical well-
being of the environment nurses work in (Olson 1998), and the role conflicts and
ethical challenges as seen from feminist and critical-theory perspectives (Padgett
1998).

The tendency to focus first on the moral quandaries in clinical situations is probably
sound, both because of their immediate appeal, and also because they focus directly
on the nurse-patient relationship. They also illustrate the tensions experienced by
nurses in accepting responsibility for the well-being of patients, between their
personal feelings and moral beliefs on the one hand and their professional
responsibilities on the other (Thompson, Melia & Boyd 1994 p.67).

Historically, 20" century midwifery in the Western world has been under the
control of medicine, both administratively, philosophically and clinically (Clarke
1995a;Fleming 1998b). Generally this remains so at the beginning of the 21%
century, and because medicine and midwifery endorse different epistemologies
and philosophies, individual midwifery practitioners experience conflict between

workplace and personal/professional ethics.

Western medical practice, as discussed in earlier chapters, is based on universal
ethical theory, primarily utilitarianism, and the epistemology of science and
technology. It is guided by the Hypocratic oath which emphasises cure rather than
care, an interventionist philosophy. Western medicine does not accept as
legitimate, alternative ethical approaches or the empowerment of women

‘alongside’ the professional, most of whom are male.

Clarke (1995a) suggests that in Britain, midwives are the ‘professional piggy in
the middle’; that is, between the employer (National Health System) and the

professional/registering nursing body (the UKCC). Neither the professional
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independence and autonomy of midwifery, nor the underlying philosophical
differences between the Code of professional conduct and the workplace are
acknowledged. With regard to professional independence, the (British) Midwives
Act 0of 1902 promised better education and registration but surrendered
professional and clinical autonomy to medical control. The Royal College of
Midwives cooperated with doctors, agreeing that midwives would attend normal
births only and offer relatively unskilled nursing assistance. From 1920 until the
1980s when it was abolished, the Central Midwives Board admitted midwives as
members but statutory law forbade midwives to comprise the majority of
membership; the majority of members had to be medical practitioners and
therefore, rules for midwives were medically controlled and the scope of

midwifery practice strictly limited (Clarke 1995a;Fleming 1998b).

Cecilia Benoit (1994 pp.303, 309) delineates three competing approaches in the
post-functionalist debate on service professions — professional dominance,

professional decline and patriarchal control:

Fusion of service ethic and technical expertise grants service professions monopoly over
possession and transmission of knowledge, autonomy to organize working conditions to their
own choosing, and authority over clients and allied occupational groups ... professionals
located inside the medical-industrial complex are under constraint to follow protocols of their
private employer — increased productivity and decreased costs. The result is a reduction of
patient services that are not profit-making (e.g. preventive and primary care) and shorter
lengths of hospital stays.

In the clinical area, the obstetrician has ‘ownership’ of patients yet the (British)
Code instructs midwives to ‘safeguard and protect the interests of individual
patients and clients’. The similar contradiction between Code and workplace
exists in Australia: “midwives are responsible for their decisions and actions and
are accountable for the related outcomes in their care of women”, and “midwives

use their professional knowledge in an endeavour to ensure that women are not
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harmed by conception, childbearing or birthing practices in all environments and

cultures" (Code of Ethics, ACMI, Sections IC & IIC) (Appendix I).

Research revealed that “midwives rarely had an opportunity to use their own skills
and clinical judgement in areas fundamental to their role” (Clarke 1995a p.248).
Kerry-Anne, a midwife in the present research, did not want to cut the woman
unnecessarily and despite ‘standing orders’ to the contrary from the consultant
obstetrician, assisted the woman to birth with an intact perineum. Kerry-Anne felt
she and the woman were later ‘punished’ for her disobedience. Furthermore,
control over natural childbirth processes by obstetricians has reduced the
midwife’s ability to practice outside the medical framework (Fleming 1998b): that

is, the deskilling of midwives.

The UK Code instructs midwives to ‘justify public trust and confidence’ but in the
example given by Clarke (1995a p.250), “if [the midwife] tells the women the
truth, in order to safeguard and protect their interests, the public view of the
integrity of the consultant is damaged, as well as the reputation of hospital
standards [risking initiation of disciplinary action by the employer against the
midwife]”. Again, the Australian Code of Ethics for midwives (ACMI 1995)
(Appendix I) presents a similar conflict, as typified by Kerry-Anne’s experience
of the obstetrician who claimed that suturing of the woman’s perineum was
necessary even though the midwife’s judgement was that of an intact perineum. If
the midwife tells the woman the truth, in order to (i) “maintain standards of
personal conduct which reflect credit upon the profession” (Section IC), (ii)
“provide care ... while also working to eliminate harmful practices within those

same cultures” (Section IIA), and (iii) “ensure the woman is not harmed by ...
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birthing practices” (Section IIC), the public view of the integrity of the consultant
is damaged, as well as the reputation of hospital standards, and the midwife risks
disciplinary action against her by the employer. Kerry-Anne was 'silenced'. In
Australia and the United Kingdom, midwives have to “provide midwifery care
within a wall of silence because midwifery care is defined by the employer (and
probably, in consultation with obstetricians), and not by the midwifery

(semi)profession itself” (Clarke 1995a p.250).

Finally, Clarke (1995a) argues that whilst there is nothing wrong with adopting a
deontological philosophy for midwifery (‘individuals are ends in their own
rights’), there is a major problem when midwives are expected to practice that
philosophy within a utilitarian system. The latter is concerned with large numbers
of people not individuals; a system wherein the individual is a means of helping
other individuals achieve their own ends. The utilitarian philosophy requires that
midwives conform to the policy of hospital birth, for the greatest good of the
greatest number (Clarke 1995b). Thus, not only is there a philosophical conflict,
but there is also a conflict between the assumed and the real status of the midwife

as an employee.

If doctors, not midwives, are the gatekeepers to maternity care on the macro level
(Fleming 1998b) some midwives become protective gatekeepers on the individual
level when informed choices and decisions are to be made (Levy 1999a).
‘Protective steering’ meant that midwives wanted to meet the wishes of women,
provide unbiased advice but acknowledge their own strong feelings regarding
certain issues, and establish a balance between enough information for the woman

to make a choice whilst not frightening her with too much information.
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Interestingly, Levy (1999a) takes terms from the ‘journey’ metaphor to describe
the processes by which midwives facilitate informed choices during pregnancy:
‘orienting’ and ‘exploring’, ‘territory mapping’, and ‘protective steering’.
Protective steering involved consideration of the pregnant woman, and not
professionally compromising herself or upsetting her colleagues. The individual
and relationship appeared to be central to all of these aspects. The conflict those
midwives experienced however, was again the constraint of their powerless
position in the organisation’s hierarchy. They felt powerless to impose the

consequences of their advice upon other professionals.

This patriarchal-related disregard and powerlessness of midwifery is characteristic
of the paradigm conflict in service professions: “Even midwives holding nursing
degrees and formal certificates fall short of recognition as legitimate service
professionals because they lack ‘esoteric knowledge’ imperative to successfully
dealing with inevitable ‘uncertainty’ ” (Benoit 1994 p.313). The culture of
midwifery in the National Health Service in England specifically, is imbued in
service and sacrifice, and highlights the conflict for individual practitioners:
“midwives lacked the rights as women which they were required to offer to their
clients” (Kirkham 1999 p.732). Resembling the broader, oppressed position of
women, the specific cultural characteristics of the practice were identified as
internalised self-sacrifice, guilt and self-blame. There was a lack of adequate
support or protection within the workplace for midwives, and the fact that they
referred to their own needs as ‘selfish’ reflected poorly on a supposedly caring
practice. Given that maternity services are (male) medically controlled, and
language and institutions are (male) gendered (Kirkham 1999), the utilitarian

approach of maternity service institutions supports Rosemarie Tong’s (1993)
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claim that ethics too are gendered. It also supports the claim that the existing
gendered orientation of institutional maternity services is ethically inappropriate
for the female-oriented practice of midwifery. As proposed earlier, the conflict
evidenced in earlier research (Levy 1999¢;Kirkham 1999) as well as the present
research, depicts a lack of cohesion. This is not only social or practical cohesion,
but a lack of ethical cohesion for midwives working in a utilitarian system when
their practice values are embedded in a different philosophy, for example,

deontological, relational or feminist-virtue ethics.

7.3 THE MIDWIFERY RELATIONSHIP

The present research shows that an ethically adequate mother-midwife
relationship is a partnership wherein the midwife's power is exercised 'with' the
woman. Guilliland and Pairman (1995) propose that midwifery ought to be seen
as a partnership between the childbearing woman and the midwife. They claim
that the childbearing woman’s primary relationship is with her baby and that she
is responsible for decision-making in relation to herself and her baby. On the other
hand, the midwife’s prime relationship is with the childbearing woman. The

organisation’s needs ought not dominate the needs of the individual woman.

Guilliland and Pairman (1995) distinguish the concept of a midwifery partnership
from those developed by the nursing theorists, Parse, Newman and Christiansen.
Parse’s elements of ‘true presence’ and ‘going with the person wherever the
person is rather than attempting to judge, change or control the person’ is

applicable to midwifery. On the other hand, the theories of Newman and



344
Values and philosophical foundations of the midwifery profession, and discussion of findings

Christiansen are not. Newman’s partnership refers to the relationship between
professionals rather than nurse and patient. Christiansen’s theory of partnership
focuses on the profession rather than the individual practitioner or patient-client.
Neither of the latter interpretations of partnership suit midwifery practice because
midwifery partnership is a personal relationship between ‘woman-client” and
midwife. The midwifery partnership is unlike Christiansen’s model of ‘episodic
continuity’ with the patient adapting to the environment (acquiescing, fitting in,
tolerating, enduring, submitting), regaining control and going home. “The
midwifery partnership works with the woman [during pregnancy and childbirth]
to achieve and define her own environment and experience, and seeks to place
power and control with the woman regardless of setting ... The midwife is the
facilitator of the woman’s expanded consciousness or specific lived experience”

(Guilliland & Pairman 1995 p.32).

The philosophical foundations of the midwifery partnership are that (i)
pregnancy and childbirth are normal life events, (ii) midwifery’s primary
professional role is with women experiencing a normal pregnancy, labour, birth
and postnatal period, (iii) midwifery provides women with continuity of
caregiver throughout her childbearing experience, and (iv) midwifery is
women-centred (Guilliland & Pairman 1995). Diagramatically, the authors
illustrate a portion of the birthing experience and partnership as shared
experience, shared between the woman and the midwife, as women. Midwifery
knowledge and practice is constructed on the belief that pregnancy and
childbirth are normal and healthy. These authors too use a ‘journey’ metaphor

when they say that “generations of women have travelled the same route, but
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each journey is unique” (Guilliland & Pairman 1995 p.35). Feminist beliefs are
integral to a philosophy of the midwifery partnership; for example, that
childbirth is socially and culturally constructed, that ‘normal’ is medically
constructed, and that working with women in their own environments, valuing
each woman’s life experience and their ways of knowing reveals that there is a
range of ‘normal’. A knowledge of the particular woman and the need to do
relatively little [intervention] but to observe and experience [‘with’ the woman]
the sense of the rhythm of the labour are essential skills for the midwife.
Continuity of caregiver is fundamental because a trusting relationship develops
over time and with this trust the woman develops confidence and increases her
ability to make informed choices, another central concept in the present
research. The interrelated theoretical concepts of Guilliland and Pairman’s
(1995) midwifery partnership are individual negotiation, equality, shared
responsibility and empowerment, and informed choice and consent. The
woman and the midwife both use these concepts within the partnership. This
co-authorship further illustrates the feminist nature of the proposed mother-

midwife relationship.

Finally, the implementation of such a partnership is enhanced at the macro
level by governmental policy. For example, increasing people’s control over
their lives, increasing their autonomy and integrity, promoting trust and
partnership between the health care user and the health care provider, and
encouraging individuals to accept responsibility for their health are guidelines
for informed choice and consent published by the New Zealand Department of

Health, and provide an important mechanism for empowerment.
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7.4 CONCLUSION

This chapter compared findings from the present research, in particular the
midwife's perspective, with current literature, under four themes: (i) ways of
knowing, (ii) ethical theories and principles ‘incorporated’, (iii) ways of seeing
(practitioner orientation), and (iv) the influence of language on orientation and

thus practice.

On examination, explicit and implicit ethical values within the midwifery
profession resemble those of the midwives in the present study, when their focus
is woman-centred rather than theory driven and problem-oriented. Findings from
participants personal narratives and recent midwifery literature do not parallel the
dilemmic, problem-solving approach of bioethics. Practitioners' ethical orientation
and responses vary between practice settings in both the present research and the
literature. Non-institutional settings are more conducive to ‘being with’ the

woman in an intimate, relaxed mother-midwife relationship.

(i) ways of knowing (epistemology)

Authentic or legitimate information and knowledge come from multiple sources
including the woman's personal experience. The embedded and embodied nature
of ‘birthing’ knowledge is emphasized by participants in the present research and
acknowledged in current literature. Birth is a journey. For the midwife who
accompanies the traveller, it demands a ‘knowing’, a ‘being’, a ‘relating’ and a
‘doing’. The science and ‘knowing’ of midwifery, involves both conventional
means such as drugs and a range of strategies that are determined in partnership
by the woman according to her experience and by the midwife according to her

knowledge and skill. This holistic and consultative approach contrasts with the



347
Values and philosophical foundations of the midwifery profession, and discussion of findings

reductionist mind-body duality of problem-solving bioethics. A birthing woman
uses embodied knowledge such as being able to ‘get in tune” with her body. Her
body dictates what she needs to do to birth her baby such as rocking, walking or

moaning, and she experiences a mind-body unity rather than split.

Findings in the present study show that the domain of knowledge also means the
woman and midwife ‘knowing’ each other. It is important for the midwife to
spend time with the birthing woman and to learn her likes and dislikes over a
whole range of things not just birth. When the woman and midwife know each
other’s strengths, limits, desires and ways of responding, it leads to decisions that
are particular to the individual. Personal knowledge gained through working with
women and reflecting on practice focuses on the humanness of both mother and

midwife, and deepens their relationship. Current literature supports these findings.

(ii) ethical theories and principles ‘incorporated’ (including governmental
reports)

Findings from governmental reports resemble some of the values and
philosophical beliefs identified by participants in the present research, as
appropriate for childbirth practices, but the lack of attention these reports receive
from powerful public authorities indicates their different 'gaze' and ethical

perspective.

When narratives from these mothers and midwives are compared with the
literature analysis in the present research, ethical principles are incorporated into
health care practices at both the individual practitioner level and the institutional

and governmental level, where the practice setting was a mainstream hospital
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ward. Relational and feminist virtue ethics guide practice in birth centres and

independent midwifery services.

Health care facilities and governmental departments promote duty and
obligation, and principles-based ethical decision making for maternity services.
In that setting, the profession and practitioner endorse a normative, ‘ends’ or
‘consequences’ orientation. Administrative and professional interests maintain
a technocratic model of maternity care despite the efforts of others to replace it
with a ‘woman-centred’ approach. While statistics paint a favourable picture,
many facets of modern obstetric practice work against the empowerment of
women and erode the role of the midwife. Individual mothers and midwifery
practitioners experience conflict between institutional workplace/service
provider ethics and personal/professional ethics when the individual’s values
align with woman-centred practices. In this sense therefore, analysis suggests a

lack of cohesion between the institution’s approach and the individual’s values.

(iii) ways of seeing (practitioner orientation)

Midwives’ primary identification shifts from nursing at the beginning of their
occupation and medicalisation of birth in mainstream settings, to midwifery, with
increased exposure to midwifery traditions and woman-centred birth practices

(Scoggin 1996; and see narratives from Bev and Diane).

Midwives in this study emphasise the importance of ethical midwifery practice
being guided by their experiential knowledge and 'what was right for the woman'.
Their narratives reflect the feminist criticism that the powerful and public sphere
relegates women’s concerns to the disempowered and private sphere, and indicate

the inadequacy of normative, values-and-context-free, problem-solving bioethics
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for midwifery practice — criticisms shared by Siddiqui (1999). These midwives
speak of open communication, trust, respect, confidence, pride, and continuity of
carer and philosophy of care. Birth plans can empower women by increasing their
active involvement in decision-making, in and outside mainstream settings (see
also Too 1996), but as Diane’s narrative demonstrates, birth plans can also
precipitate threat and punishment. Midwives in the present research use language
of relationship, context, virtues-values, and character of moral agents. They are
critical of institutional and 'expert' dominance over childbirth practices, and speak
of quietly assisting the birthing woman (see too Deery 1999). These midwives
express negative feelings and emotions when workplace or service provider ethics
conflict with personal/professional ethics’ and when power ‘over’ practices
disempower the mother or midwife. Contrary to birth centre or independently
practising midwives who are portrayed as working 'with' the birthing woman,
hospital midwives are depicted as being hostile towards difference (Clarke
1995b;Hall 1999), and having disparate relationships. The mother-midwife
relationship with them is one of ‘separateness’ — “no proper relationship” as Katie
says. A practitioner-focused practice is guided by duty or obligation ethics, what
the midwife can and ought to ‘do’ as a professional practitioner. Language such as
‘informed choice’ and ‘active role’ for the childbearing woman describes a
practice with mutual and shared goals, a woman-centred mother-midwife
partnership.

(iv) the power of language in determining and reflecting ways of seeing and
practice

The common metaphor in these narratives is birth as a ‘journey’. ‘Girlie’, ‘bowl
over’ and ‘needed to behave’ typify paternalistic and power ‘over’ practices, and

are rejected as unethical by participants and literature in the present research



350
Values and philosophical foundations of the midwifery profession, and discussion of findings

‘Normal’ is also rejected in favour of ‘natural’ on the basis that definitions ought
to be individual to each woman and not ‘normal in retrospect’ according to the
medical profession’s measurable parameters. Positive language contributes to

birthing well.

The second part of the discussion on values within the midwifery profession
reviews the debate over decision-making in the practice setting, and conflict
between workplace and personal/professional ethics. Maternity services are
medically controlled, and language and institutions are gendered (Kirkham 1999).
Ethics too are gendered (Tong 1993). In mainstream maternity services midwifery
practice is not ‘self-determining’; midwives are controlled by the medical
profession, employer and registering bodies. Underlying philosophical differences
between the Code of professional conduct and the workplace are not
acknowledged. In the clinical area, the obstetrician has ‘ownership’ of clients yet
midwives are expected to be accountable for related outcomes in their care of
women. Mainstream hospital midwives rarely have an opportunity to use their
own skills and clinical judgement, and when they do they can be punished (Benoit

1994;Clarke 1995a); see too, Kerry-Anne’s narrative.

The chapter concludes by outlining the most recent trend of thought on the
philosophy and practice of midwifery — that of partnership. At the centre of this
ideology is the concept of a primary relationship, another major theme in the
present research. The midwife’s prime relationship is with the woman while the

mother’s prime relationship is with her baby.
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Chapter 8

PASSING BY THAT BILLABONG, GHOSTS
MAY BE HEARD FROM OTHER TRAVELLERS -
LITERATURE ON WOMEN’S EXPERIENCES,
AND DISCUSSION OF FINDINGS

8.1 INTRODUCTION

Chapter seven discussed the findings of this research from the midwives’
perspective, and compared them with the midwifery profession’s values as
reported in current literature. In this chapter my aim is to discuss the findings of
the present research from the mothers’ perspective, comparing them with
contemporary literature on women's experiences of birth and the midwife's

approach.

These mothers are very homogenous in their values and beliefs of ‘Being with’
the woman in the mother-midwife relationship. The ethical aspects of ‘Being
with” woman during childbirth that matter most to them are the virtues of trust,
and respect, informed choice and self-determination which involves open
communication, power ‘with’ and sometimes ‘for’ the woman, a prime

relationship with the woman, supporting and ‘knowing’ the woman, ‘being with’
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not ‘doing to’, character of practitioner, woman’s comfort including feeling safe
and secure, and the family-social role of the midwife for example in follow-up
contact. These findings suggest that ethical deliberation which is appropriate
during the birthing process focuses on particularity and a personalised ethical

response.

The theme of self-determination recurs across the mothers’ narratives as
‘freedom’ — freedom to do what is right for the woman as an individual. This is so
regardless of whether she births in a birth centre with midwives, with an
independently practicing midwife in attendance, or within a mainstream hospital

ward.

8.2 THE BIRTH: WOMEN’S EXPERIENCES

Mothers in the present research overwhelmingly want to be able to safely ‘do
what is right for me’ at birth, to have freedom of space and self-determination,
and be valued as individuals. Arline explained what for her, are the advantages of
a birth center:

Arline: ... there’s lots more options in terms of what you can do and they
encourage you to move around. Stay upright if that’s what you want to do.
You don’t have to hop on the bed to birth, you can do it wherever you want to
birth, in the shower, on the floor, on the toilet, on the birthing stool, over a
bean bag, over the bed, or I mean if you want to lie down then lie down.
There’s no one there saying ‘right OK up on the bed now’. So you just kind of
just do your own thing and they support you to do that.

Faye: What is it about a midwife that is supportive?

Arline: I guess for me allowing me the space to do what I wanted to do. That
was it. She supported me in this and even though she was ‘there’ she wasn’t
really there and so that was important for me because I didn’t want anyone, 1
didn’t even want my partner around me while I — in second stage everyone,
come in! you know, no problem, but while I’'m just in the first stage I very



353
Literature on women’s experiences, and discussion of findings

much go within myself and just do my own thing and so yeah, I think just
allowing me the space to do what I needed to do.

‘Safety’ during birthing for these women meant more than physiological

mortality/morbidity. It included the woman’s ‘feeling’ safe; feeling emotionally,

socially, culturally and physically comfortable and secure - and at ease.
Well the first midwife that I had put me at ease, she was quite happy with
whatever I wanted to do like I wanted to crouch up in the chair, [ wanted
to sit in the chair backwards and she’d let me do that and she didn’t get in
the way, she kind of went around me to get to my tummy to feel the
contractions and then I wanted to have a shower, I just wanted just
[husband's name] and I in the shower, and so she went out and she was fine

about that, ‘let me know if you need me’. (Brenda, birthed in a mainstream
hospital ward)

For the present study, this expression of being ‘at ease’ indicates two important
ethical themes. One is the ‘woman’s comfort and feeling of 'security’. The other is

that of values congruence, a theme which is generally absent in current literature.

Being ‘at ease’ is reported by Walsh (1999) in relation to the professional-friend
role of community-based midwives who work in partnership with each other and
provide continuity of care, and by Shields et al (1998) regarding women’s
relationships with staff in midwife-managed care. The latter research examined
satisfaction with midwife-managed care and ‘shared-care’, and showed that
women receiving midwife-managed care recorded more comments about what
they liked while women having ‘shared care’ had more comments about what they

disliked.

Lack of self-determination came from the women who birthed in mainstream
hospital settings, and referred to decision-making. The woman not only wants to
be informed and have the opportunity to make and participate in decisions about

herself and her baby (external ‘autonomy’) but also to be psychologically able to
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do so (internal or mental freedom). These mothers acknowledge the need for
‘expert’ or professional knowledge but disapprove of the way that many women
were coerced, frightened, ‘over’ powered and disempowered in the birthing
situation. They seem to be saying that it is ethically ‘wrong’ firstly, to use
paternalism and fear-for-safety to subordinate the childbearing woman, and
secondly, to employ strategies such as ‘haste’ which often inferred emergency and
safety, and ‘dismissal’ to exclude the ‘other’ and deny her the right to self-
determination. Tew (1990 p.294) is also critical of the obstetricians’ misuse of
science to mystify mothers and the public in their unsuccessful attempt to uncover
the physiological mysteries of safe childbirth; “They appeal to ethics to sanction
practising orthodox, untested, therapies and to abstain from trials to test the
effectiveness of alternatives”. She doubts the ethics and appropriateness of
obstetric care decision making being left to those whose perspective, although
highly advanced scientifically, is restricted in terms of the human experience of
childbirth. Subsequently, the 1992 Winterton Report and the 1993 'Changing
Childbirth' report, in England, said that encouraging all women to give birth in
hospitals cannot be justified on the grounds of safety (Clarke 1995b;0gden, Shaw

& Zander 1998).

Although mothers in the present research express a need for the mother-midwife
relationship to be primarily one of power ‘with’, they also rely on the midwife’s
advocacy from time to time — for the midwife to exercise her power ‘for’ the
woman, but still from the individual’s perspective. Differences in cultural beliefs
and expectations contribute to such individual perspectives (Rice 1999). Megan’s
narrative illustrates her strong protective feelings towards her baby and her desire

to keep her baby near to her. Kerry-Anne, a midwife in the present research
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expressed her conflict with the impersonal care in mainstream hospital postnatal
wards. Protocol discouraged women from interacting with other women’s babies
because it was seen as ‘not right’. Rice (1999) reports similar difficulties with
protocols, experienced by Hmong women in Australia. The women wished to
protect their newborn by keeping the baby near, on the bed with them, but were
not allowed to do this because their caregivers saw the practice as dangerous.
Other findings from Rice resemble those from the present study and other
research. There is a lack of information and choice for women, health
professionals, particularly doctors, act as the experts on childbirth and their
decisions are considered more important than those of the women, and the women
feel that they have no control of their own bodies, resenting hospital policy and
practices. An English study revealed distinct cultural differences between women
with a relatively low socio-economic status and those with a relatively high socio-
economic status, and recommends an element of caution when advocating
‘informed choice’ across the board (Machin & Scamell 1997). To universally
enact an ‘informed choice’ policy may alienate the women most in need of
support, advice and information because of its cultural inappropriateness. One
clear message may not be effective in a diverse society. Empowerment and
informed choice may not always be relevant, and for advocacy to be appropriate it
needs to be sensitive to cultural difference. “We must give all women the
opportunity to perceive childbirth outside the current dominant hegemony ... ”

(Machin & Scamell 1997 p.83).

Machin and Scamell (1997 p.84) also found that women in the higher socio-
economic group had not expected to be so overwhelmed by the change in setting

for labour, to one of crisis. Their usual ideological ‘props’ of control and
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autonomy gave way to those of the dominant culture, the medical model, because
that was the cultural tool offered to them at the time by their attendants. “Because
birth is a ritualistic practice even the most determined anti-interventionist women
may be easily swayed by the assuredness of obstetricians and midwives who may
have the powerful metaphor of the safety of science on their side”. Dominance
and submission are strongly reflected in the present research. For example,
Brenda and Caroline, and their husbands as support persons, were transformed
into passive, cooperative ‘recipients’ of epidural pain relief and medical induction
of labour respectively, and if it had not been for the midwives Caroline’s medical
induction would have gone ahead. Kay relinquished her wish for a natural birth to
that of emergency caesarean section under general anaesthesia. Other research
claims that fear, and in particular fear for baby, is the dominating negative feeling
during the delivery of emergency caesarean section delivery (Ryding, Wijma &
Wijma 1998). This is understandable, but the question needs asking as to whether
fear ‘induced’ into women through the status quo, medicalised control of birth in
the Western world, leads to so-called emergency caesarean operations. The
women in this research report that positive attitudes help women to birth ‘well’
while negative attitudes inhibit them, and their narratives illustrate the effect of
such fear on the woman and her family. After the birth of her first baby, Kay felt
as though she had just survived a life-threatening event: she was grateful to the
obstetrician for saving her and her baby’s lives but she remains doubtful whether
that surgery was really necessary. She still believes that she was not allowed to try
for herself and that she was not provided with accurate or adequate information
antenatally or intrapartally. Antenatally the obstetrician spoke of where the baby

might go to school and did not discuss her wish for natural birth. During labour
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Kay said the obstetrician made quick visits and gave no explanations. Finally, she
was rushed to the operating room. Similarly, Handler et al (1996 pp.33-34) found
that women’s satisfaction with prenatal care settings included

respect, treatment as individuals, and understanding of their personal experiences.
They emphasized that they want procedures explained, their questions answered
and to be asked questions about both their medical and emotional status ... the
amount of time spent waiting was often juxtaposed in the women’s minds with
the amount of time spent with the caregiver.

It was ethically important to Kay that she be enabled and empowered to try to
birth her second baby naturally, an experience she felt was denied her for her first
birth. It was outside mainstream, medicalised maternity services therefore, that
Kay was given the confidence and professional support to attempt a natural birth
and avoid the inevitable ‘once a caesar always a caesar’, long term sequelae of the

‘cascade of intervention’.

The concept of privacy is reflected in these mothers’ narratives in terms of the
midwife’s ‘presence’ and ‘being with’ not ‘doing to’, sub-themes of ‘supporting
the woman’. Arline spoke of the midwife being there for her but not there,
“nobody was ‘in my face’ or no one was touching me, checking me or whatever”.
Similarly, Brenda said her first midwife did not get in the way, she went around
her whilst the second midwife, the harsh schoolteacher, arranged epidural pain
relief in response to Brenda’s crying. Kerry-Anne, one of the midwives, tells of
how a woman who screamed during her birthing was told to shut up and her
husband sent from the room because she was not ‘behaving’ herself. Ogden, Shaw
& Zander (1998) also report that women birthing in hospitals have problems with

privacy when they want to make a noise in childbirth.
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Closely linked to the theme of supporting the woman and the concept of privacy is
the concern about damage to the perineum: the fear of tearing and not wishing to
have an episiotomy. Judy recorded in her birth plan that “I didn’t want to have an
episiotomy, but if [ needed it, yes.” Megan’s comments were the same, but Arline
actually feared tearing. Diane, a midwife, described how an obstetrician cut an
excessively large episiotomy on a woman who subsequently required intensive
physiotherapy and surgical repair of vaginal-bowel damage. According to her
narrative, the doctor’s power and gender were the issues at stake. Debra Salmon’s
(1999) feminist analysis of women’s experiences of perineal trauma in the
immediate post-delivery period found that the doctor-‘patient’ relationship,
particularly in relation to gender, not feeling heard, and a lack of information and
advice were the most significant influences. She also found the use of terms such
as ‘torture’ and ‘punish’ alarming, with some women even feeling brutalised
during their experience of suturing. Findings indicated that women’s health is
marginalised and the competence of the practitioner in suturing after childbirth
needs more recognition. Inadequate pain relief was a common comment, and
being ‘patched up’ was a persistent theme - not a highly technical process where
muscle layers have to be carefully identified and sutured appropriately. “There
was a clear indication from the data that the women experienced doctors’
maleness as a significant element in their experiences ... [one of several examples
was a woman and her female GP several weeks later] believed that the male
doctor ‘did not know what a vagina looked like’. This could indeed have resulted
in him failing to sew correctly” (Salmon 1999 p.252). A midwife had that
particular woman look in a mirror and it was then she saw that part of the labia

was stitched back on itself.
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Invasion of the birth canal is another vital part of women’s concept of 'being with'
not 'doing to', and is vehemently disapproved of by several of the mothers in the
present study. Brenda said “Before that, everyone wanted to stick their fingers
there and now no one wants to even tell me I’'m OK!” Judy said: “When I was
kneeling up over the bean bag I said to them, I thought the midwife had her, it felt
like she had her fingers sort of against the perineum, going like this, and I said
GET YOUR FINGERS OUT OF THERE”. She said she thought they were 'being
mean' but they were not. Again, the impact of setting on practice is identified in
the present study and in current literature: the narratives involving birth center and
independently practising midwives lack these odious expressions and portray a
practice of respect and affection for persons, of minimal or no invasive
techniques, as compared with mainstream practices. Ogden, Shaw & Zander
(1998 p.345) report that women who birthed in hospital “expressed their
experiences using powerful and evocative language and can vividly recall how
they felt at the time. In particular, the results provide insights into the effect of the
place of birth on the actual birth experience”. The present research further
suggests this fierce protection of the birth canal and ethical disapproval of its
invasion, could be related to the mother’s protection of her baby, her prime
relationship with the baby, as well as the integrity of her own body. If so, it
requires further exploration in future research. The effect of the setting on the

ethical response in practice has also been discussed in chapters three and four.

Hall and Holloway (1998) amongst others, categorise women’s experiences of
labour and birth in terms of ‘control’. Narratives in the present research do not use
the term control, rather they speak of ‘doing what is right for me’, ‘encouraging

and supportive’, ‘not getting in the way’, power and empowerment. These are



360
Literature on women’s experiences, and discussion of findings

terms of human engagement and are more positive expressions I believe, than that
of ‘control’. Furthermore, such positive terms suggest human engagement ‘with’
another, and therefore, may more accurately depict the nature of ethically

adequate childbirth practices and mother-midwife relationships.

Although none of these participating mothers describes the experience of
homebirth, those who birthed in a birth centre and Kay who employed a
‘homebirth’ midwife, discuss their experience of birthing in very similar ways to
those who have birthed at home (Morison et al. 1999). Arline explained how in
the birth centre you could birth wherever you wanted to; the literature reports the
importance of mobility and ‘control’ over birthing positions for women birthing at
home. Brenda birthed in a mainstream hospital ward and is critical of not being
able to spend time with her newborn baby as soon as she was born, time to realise
that yes this was a baby, her baby. Conversely, Arline detailed how she and her
partner had skin contact with their baby at the time of birth, in the unrushed
environment of the birth centre. The literature reports how couples at a homebirth,
spend time alone with their baby undisturbed by their carers, and have their
privacy protected by others present in the house. Being more relaxed at home, and
more ‘tensed up’ in hospital is another distinguishing feature of non-
institutionalised, non-medicalised birthing. Gemma, a midwife in the present
research, strongly believes that when and where the woman feels comfortable and
secure she will birth well, and that may mean different things and places for each
woman. Again, this is a belief echoed by women in the literature (Morison et al.

1999).
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The present research shows that procedure-oriented medicalised care undermines
the woman’s confidence in her ability to birth her baby and the birth becomes the
attendants’ not the mother’s birth. Brenda told of how it was time now for pain
relief and how she had to birth over the bar. No one was taking any notice of
Maree’s vigorous shaking during birth because they were busily getting ready for
the delivery and they had to arrange a paediatrician - a similar story to that told by
the midwife Ann, about the anxious parents not being heard. Ellie described how
she wept every time her baby was presented to her for breast feeding yet the
midwives were not allowed to recommend anything except a nappy to bight into

and to advise viewing the instructional video.

When the birth is taken out of the woman’s hands by obstetric and technological
intervention, and policies, she and the midwife are disesmpowered and the mother-
midwife relationship is one of separateness, of disparate relationships.
Communication and individualised care are integral to an ethically adequate
response in childbirth; a response more typical of the ethics of intimates and a
focus on the particular than normative theory, standardised protocols and
objective problem-solving. Current research confirms that other mothers who
birth in hospitals, also feel they are not listened to and are not told information
they want to know (Ogden, Shaw & Zander 1998), and that antenatal classes and
individual hospital midwives fail to impart to women, coping strategies for labour
(Spiby et al. 2000). Diane, a midwife from the present research raises the question
of empowerment via antenatal education and whether it places women at risk for
being punished during the birth in mainstream services. Kay, a mother from the
present research praised the independent midwife she employed for her second

birth, for providing her with ‘ways of dealing with labour’ and condemned the
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private obstetrician from mainstream services, for not addressing her desire for a
natural birth during any of their antenatal meetings.
I would just dearly love to see, that at that point a general practitioner is
obliged by health policy, to give women impartial, unbiased information
on what is possible with childbirth and what options there are. I mean the

full medical model, I'm sure will always suit some women but it’s not easy
to find any other choices at the moment.

The mainstream hospital setting and procedure-oriented practices render the
birthing woman invisible and disempower her support person, too. Brenda and
Caroline told of how their husbands were doing all the right things for the staff
but not for them. Maree’s husband was the only person who took any notice of
and offered any explanation for her violent shaking. Yet despite his own medical
training he seemed powerless as her advocate. On the other hand and with the
exception of Madonna, the midwives in this research present as woman-centred
and portray the labouring woman as the focus of the birth. They include the
father/partner’s support as integral as does literature on homebirth (for example,

(Bondas-Salonen 1998).

The fathers described themselves as both supporters and observers at the birth. As
supporters they were involved in such actions as massaging, holding and encouraging
their partner. As observers, the fathers examined how the environment affected the birth
and took actions to maintain harmony (Morison et al. 1999 p.35).

Interviews with independently practising Dutch midwives confirm the claim of
the present research, that the setting or ‘location’ of birth has consequences for
the professional functioning of midwives (van der Hulst 1999). The Dutch
midwives say that home births are more time consuming, their visits with the
woman are more and their presence longer, their approach is more informal
and the interaction with the birthing woman is easier than in the hospital.
Again, the present research sees that the notion of being at ease demonstrates a

congruence of values as opposed to values conflict evident in narratives of
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institutional dominance. Expectant parents are more active at home than in
hospital, often doing small domestic jobs. The midwives’ relational care is
more intense and woman-centred (van der Hulst 1999). This leads the

discussion on to the character and approach of the midwife/birth attendant.

8.3 THE MIDWIFE’S APPROACH: WOMEN’S
EXPERIENCES

‘Knowing’ the midwife is a very strong theme. Arline, Kay, Megan and Maree
in particular consider it important that the midwife share similar beliefs to the
woman because of the continuity of philosophy of care. Participants consider
continuity of carer is important for ethically adequate practice that meets
individual needs. For Arline, she actively sought the midwife whom she knew
and who knew her. The mothers and midwives from birth centres or
‘independent’ midwifery practice usually referred to each other as friends or
professional-friends, and current literature reports similar findings (Morison et
al. 1999;Walsh 1999). Hospital midwives were more frequently referred to as
‘friendly’ and ‘professional’, not ‘friends’.

No it wasn't like a friend. They were friendly and business-like and

professional. Because a friend may not do what’s best for the situation

because they’re too wrapped in you feeling pain or something like that,

so I think they were friendly to me. (Judy, mother who birthed in a
mainstream hospital)

This varied though, between individuals and with the impact of the setting on
orientation towards early labour and actual birth.

1 think that my first midwife treated me like a friend, yeah. It’s the
trusting and the making you feel comfortable, and she’s not making
herself a stranger. She’s trying to get into your circle of comfort and [
felt like she was trying to protect me, and friends do that for you as well
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... just so open in her manners and everything. (Brenda, mother who
also birthed in a mainstream hospital)

Well I certainly regarded [independent midwife’s name] as a friend ...
[independent midwife’s name] probably became a little more professional in
her manner once we were in hospital as well so there wasn’t so much a
relaxed matey attitude. (Kay, mother attended by independent midwife,
in hospital)

Katie, an independently practising midwife, defined the professional-friendship
between her clients and herself as:
You 're definitely a friend, you re definitely a trusted family friend ...
and it’s not a dependence or anything else, it’s a friendship. It’s a

weird sort of friendship that comes from pregnancy and finishes at six
weeks after the pregnancy.

In chapter five I argued, as have others (for example, (Gilligan 1982;Tong
1993;Noddings 1984;Norberg & Uden 1995), that gendered morality does not
acknowledge care, personal relationships, and attentiveness to contextual
detail. Virtue theorists too, have discussed the value and richness that
friendship affords (Friedman 1993). Our commitment to and partiality for
particular persons differs from commitment to abstract moral values, principles
and rules (Toulmin 1986), rules that dictate right and wrong action. Indeed,
moral growth and transformation of the abstract moral guidelines may be
possible through our commitment to particular persons such as friends
(Friedman 1993). Because equality, respect and affection are central to
Friedman’s argument, it is relevant to the present research which identified
self-determination, trust, respect and character as major themes in most
narratives, and ‘love’ in some. Equality between friends is not formal or
quantifiable. It exists through personality, attitudes, emotions, and overall
character. “One friend’s superiority in one area, for example, in breadth of life

experience, need not give that friend a privileged place in the relationship ... ”
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(Friedman 1993 p.189). Hierarchical relationships lack this balance and
mutuality, fostering master-apprentice positions. With friends, her/his interests
and ‘best’ interests are central to one’s actions, goals and aspirations, and their
success is cause for our own joy. Whilst respect for persons as moral equals
and respect for a person’s specific worth are different, both types of respect are
committed to certain abstract moral guidelines or standards. To that extent, our
commitment to the person is subordinate to our commitment to the relevant
moral standards — it is not intrinsically a commitment to that person.
Commitment to a particular person involves some readiness to be attentive to
her, to take her seriously, and to act on her behalf. It counterbalances our
commitments to abstract moral guidelines. According to Friedman (1993
p.198), "affection does not necessarily involve assumptions about the inherent
moral worth of the person; it attends to someone’s unique particularity.
Friendship is a close relationship in which trust, intimacy, and disclosure open
up for us whole standpoints other than our own”. Again, they are concepts
identified by these participants as ethically important in the mother-midwife

relationship.

The women in the present research told of previous negative experiences, and
contrasted them with the positive experience of having a midwife who knew
them, focused on them as individuals, and genuinely involved the woman’s
partner and existing children. Walsh (1999) identified similar themes and
found that all other themes filtered through the ‘professional as friend’
relationship that women had with their community-based midwives. Like the
language used in some of the present narratives, Walsh reports depersonalised

terms such as she/he/they statements about hospital caregivers during negative
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experiences. Kay, a mother in the present research, described vividly her
negative experience and negative feelings towards her obstetrician whose first
name she used, but says that she does not really remember anything about the

hospital midwives at her first birth.

According to these mothers, essential features of an ethically adequate mother-
midwife relationship - of ‘being with’ the woman during childbirth - are open
consultation, exercising power ‘with’ the woman, trust, respect especially with
regard to valuing the individual, confidence, character of person, and an
environment in which the woman feels comfortable and secure. These findings
are echoed by a group of Swedish women who describe the midwife’s
‘presence’ during childbirth as “to be seen as an individual, to have a trusting
relationship and to be supported and guided on one’s own terms” (Berg et al.
1996 p.11). Affirmation and familiarity with the midwife and surroundings
indicates a valuing of individuals, identified in the present research as
‘knowing’ the woman. A trusting relationship between mother and midwife
develops from good communication, skill and expertise, and includes the
midwife’s character, professional knowledge and proficiency as well as the
women’s feeling of security — “Keywords were friendliness, openness, safety,
interpersonal congruity, intuition and availability” (Berg et al. 1996 p.13). In
the present research this is interpreted as a congruence of ‘values-virtues’ such
as respect, trust, confidence, moral character and ‘self’-pride (mutually felt; for
mother’s achievement, and for midwife’s skill and expertise). The relationship
is empowering and exercises power ‘with’ not ‘over’ the woman because the
midwife’s prime focus is ‘being with’ the woman during childbirth. These

sentiments of the present research and researcher relating to the distinctive
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nature of midwifery practice are also expressed by Berg et al (1996 p.14) when
they claim that “knowledge about the relationship between the birthing woman
and the midwife is acquired over the years. It is a tacit knowledge embedded in
practice”. Having the knowledge, skills and communication to coach a woman
through the journey of childbirth, being encouraging, supporting, and
respectful, and having a positive mental attitude were also identified by
Icelandic women as the elements of empowerment necessary for ‘caring

encounters’ during childbirth (Halldorsdottir & Karlsdottir 1996).

Fleming (1998a) examined the interdependent nature of the midwife-client
relationship in New Zealand and Scotland, and developed a conceptual model
of attending and presencing, supplementing and complementing, reflection and
reflexivity. Reciprocity is the basic social process of the model and context is
integral to the concepts midwives and clients discuss. She too identifies the
difficulty for midwives wishing to practise within a women-with-midwife
partnership, of ‘knowing’ and ‘thinking’ outside Western philosophy
parameters, and of escaping the powerful dominant discourse. Her
recommendation for further research into intimacy, knowing, sensing and
intuiting the other to reduce the feeling of unease is addressed to some extent in
the present research, through analysis of power within relationships, and the
aim to make ‘visible’ taken-for-granted assumptions such as the so-called
public-private spheres and the exclusion of relationship in the objective

problem-solving frameworks of bioethics.

Continuity of midwifery carer is defined as getting to know the midwife, and

the general agreement in these narratives, about the importance of carer
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continuity and of mother and midwife ‘knowing’ each other, endorses the
centrality of relationship in ethical midwifery practice. Women in the present
study who birthed in mainstream hospital wards do not like a change of
midwife, explaining that as labour progresses and pain increases it is difficult
to communicate with someone new. It also takes time to develop a rapport with
someone and often the change of shift means that the second midwife is with
them for a relatively short period of time. Megan and Maree do wonder,
however, if it might be a disadvantage to have the same midwife throughout if
the mother does not like the midwife for some reason. Nevertheless, continuity
of carer is overwhelmingly preferred to not knowing who the next carer is and
not knowing that person prior to being in pain and vulnerable. As discussed
above, procedure-dominated practices and practitioners are rejected as ethically
inadequate or inappropriate for well, able women during a ‘natural’ but unique
and intimate life experience. Individual choice is central to ethical childbirth
practices. These findings concur with other research (Flint, Poulengeris &
Grant 1989;Edwards 1998;Fraser 1999) but unlike the current literature, data in
the present project are analysed for insight into the ethical nature of the

mother-midwife relationship.

Most of the women in the present study tend to view the midwives they respected
and trusted as professionals with expertise rather than ‘experts’ in the traditional,
distant and elitist way. Similarly, many of the midwives see themselves as having
a certain expertise and being a resource not an ‘expert’. Kerry-Anne in particular
believes that women who birth in mainstream hospital labour wards, in her
experience, do not know what the midwife’s role is, and she attributes this to

midwives’ not making women aware of it. The mothers in this research who
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perceive the midwife as 'expert' do so usually when collectively referring to birth
attendants in a medicalised practice setting. This could also be related to the
changing role of the hospital midwife when, as birth is imminent, the doctor and
technology often assume control of the 'delivery'. For example, Judy tells of how
with the actual birth her second midwife’s approach alters and she describes the
more detached ‘expert’. Caroline too, birthed in a mainstream hospital ward and
spoke of the nurses as experts and the birth as the business end of things.
Collington (1998) found that a small group of parents attending antenatal classes
in England view the midwife as the expert, albeit s/he is a pregnancy adviser and
supporter too. A larger scale study in England claims that approximately half of
the women interviewed define the midwife’s role as ‘checks your blood pressure
or checks that the baby is growing’, ‘delivers babies’, ‘gives information and
advice about pregnancy and childbirth’ and provides emotional and psychological
support (Leach et al. 1998). Many women in the latter study were not clear about
the role of the midwife though, and the authors of the report postulate it may be
because women were not able to identify the member of staff who carried out a

task as a ‘midwife’.

8.4 CONCLUSION

Findings from women’s narratives in the present research concur with
contemporary literature on their experiences of birth in an anglo-celtic culture and

the approaches of midwives.
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The Birth — women’s experiences

These mothers define ‘safety’ not in terms of mortality/morbidity but from a more
holistic perspective. Their construct of safety encompasses the woman's feelings
of comfort and ‘security' during child bearing. A lack of self-determination for the
woman, and the misuse of science to mystify mothers and the public are criticised
by both these women and current literature. There is a lack of information and
choice for women. When health professionals act as the experts on childbirth and
consider that their decisions are more important than those of the women, the
women feel disempowered and resent hospital policy and practices. Current
literature concurs with what some of the women in this present research say, that
the setting for labour changes to one of crisis using the powerful metaphor of the

safety of science to sway even the most determined anti-interventionist.

Fear for baby with emergency caesarean sections is common to these narratives
and the literature. The questions raised by the present research however, are
whether medicalised control of birth in the Western world leads to so-called
emergency caesarean operations, and what are the ethical implications of practices
that induce fear in women. Whilst current midwifery literature identifies
dominance and submission, it does not analyse the implications of existing ethical
frameworks for midwifery practice. When the woman and midwife are
disempowered the mother-midwife relationship is one of separateness, of

disparate relationships.

These women are concerned about damage to their perineum. They fear tearing
and do not wish to have an episiotomy. According to their narratives, there is a

marked difference between the 'hospital' midwives and birth centre or independent
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practice midwives, in their orientation towards the perineum. Some of the women
in the present study accept episiotomy almost as a given for mainstream hospital
practice, but an intact perineum is highly valued and sought after by mothers and
midwives in the birth centre or community-based midwifery services. An intact
perineum was also a valued tradition of midwives in pre-medicalisation eras.
Literature on women’s experiences of perineal trauma in the immediate post-
delivery period found that the major influences were the doctor-‘patient’
relationship, particularly in relation to gender, not feeling heard, and a lack of

information and advice.

Invasion of the birth canal is another vital part of these women’s concept of self-
determination and privacy. The present research further suggests that this fierce
protection of the birth canal and ethical disapproval of its invasion, could be
related to the mother’s protection of her baby, her prime relationship with the
baby, as well as the integrity of her own body. If so, it requires further exploration
in future research, as do 'prime relationships' generally, and the implication of

cultural diversity.

Contrary to much of the current midwifery literature, narratives in the present
research do not use the term 'control'. Rather these women speak of ‘doing what is
right for me’, of the midwife as ‘encouraging and supportive’, she ‘didn't get in
the way’, and of power and empowerment. These are terms of human engagement
and are more positive expressions I believe, than that of ‘control’. Furthermore,
such positive terms suggest human engagement ‘with’ another, and therefore, may
more accurately depict the nature of ethically adequate childbirth practices and

mother-midwife relationships.
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The woman will birth 'well' when and where she feels comfortable and secure, and
that may mean different things and places for each woman. As midwives we
should be working with and supporting women to achieve this without judgement.
Current literature too, reports on the importance of women's mobility and
‘control’ over birthing positions, and of couples spending time alone with their
baby undisturbed by their carers - something that Brenda was critical of with her
mainstream hospital birth. Literature also discusses how medicalised childbirth
practices and mainstream hospital settings create tension, render the birthing
woman invisible and disempower both the midwife and the mother's support
person. These concepts in the present findings are incorporated into the themes of
self-determination, freedom of space, and the woman's feeling of 'security' not

mere physical safety.

The literature tends to discuss the concept of privacy, but mothers in this present
project speak of the midwife’s ‘presence’ and ‘being with’ not ‘doing to’,
concepts interpreted by the researcher as sub-themes of 'knowing' and ‘supporting'
the woman. It is important that the woman and midwife know each other and the
midwife shares similar beliefs to the woman so there is mutual support and a
continuity of philosophy of care. These themes reflect not only what the women
value about their birth experience but also what they value about the midwife's

approach and engagement with them.

Midwife’s approach — women’s experiences

Earlier research (Flint, Poulengeris & Grant 1989;Edwards 1998;Fraser 1999)
shows that individual choice is central to ethical childbirth practices. An aim of
the present study is to examine the ethical nature of childbirth practices, in

particular, the mother-midwife relationship, and this means going beyond simply
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administering more choice for childbearing women. The study aims to make
explicit, the implicit ethics of midwifery practice by analysing mothers' and
midwives' lived reality and analysing taken-for-granted assumptions in existing

theoretical frameworks.

Current literature illustrates how procedure-dominated practices and practitioners
are inappropriate for well, able, birthing women during what is mostly a ‘natural’
but unique and intimate life experience. The women in the present research
discuss why those practices and approaches are inappropriate - they are rejected as
ethically inadequate. Findings from mothers' narrated experiences indicate that the
midwifery ethics implicit in practice are the ethics of intimates and derive from a
commitment to the particular person. The individual midwife's practice it seems,
is embedded in the setting, context and orientation or 'way of seeing' that
surrounds childbirth. What is identified in the present narratives and which goes
largely unidentified and unexplained in the current midwifery literature, is the

ethical implication of settings and the exercise of power in relationships.

Professional-friendship often describes the mother-midwife relationship. When
the women in the present research discuss the midwife’s approach positively, they
refer to it as being supportive and 'with’ the woman - ‘knowing’ the woman as a
professional friend. They tended to view the midwives they respected and trusted
as professionals with expertise rather than ‘experts’ in the traditional, distant and
elitist way. Current literature reports similar findings. Unlike the current literature,
however, these narratives are analysed for insight into the ethical nature of the
mother-midwife relationship, and findings illustrate that power in relationships

and 'prime relationships' are major features. The midwife who is ‘being with’ and
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supportive of the woman, has her prime relationship with the woman, facilitates
the mother’s prime relationship with her baby, and mostly exercises her power
‘with’ the woman through human engagement and the ethics of intimates. The
mother and baby are not treated as adversaries, and there is a congruence of values

in the mother-midwife relationship rather than a conflict.

These women and current literature identify that acknowledging the woman’s
achievement of birth, and sharing in the parents’ emotions over their newborn
are important aspects of the midwife’s role. The present research adds to this. It
is important for the midwife to join with parents in welcoming the baby and
introducing the ‘new’ family to their existing family and social networks.
Embodiment of the birthing woman, and embeddedness of birth for the family

and midwife, are illustrated in the family-social-cultural role of the midwife.

It is also important that the midwife share similar beliefs to the woman because
of the continuity of philosophy of care. Both these women and the current
literature discuss the value and richness that friendship affords as opposed to
the problem-solving principles and dilemma-oriented bioethics of medicalised
childbirth. Examining the ethical implication highlights that gendered morality
does not acknowledge care, personal relationships, and attentiveness to
contextual detail. Friendship, on the other hand, is a close relationship in which
trust, intimacy, and disclosure open us up to another's way of seeing. Current
literature and the present narratives report on how our language and behaviour
reflect our ways of seeing. Depersonalised terms such as she/he/they are used
in statements about hospital caregivers during negative experiences, and

illustrate the difference mothers experienced between hospital births and birth-
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centre or community-based midwifery births. The ethical nature of the mother-
midwife relationship has to do with the human condition and the nature of

human engagement.
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Section D

Trailblazing to map a new ethic for midwives

I journeyed from ‘Practice Estate’ and eventually found the billabong. This final
section endeavours to chart the return trip, from the billabong back to ‘Practice
Estate’, by travelling in tandem with the mothers and midwives who participated
in this study. The findings and analysis from this research indicate that there is a
distinctive ethical response in midwifery practice, and the following discussion

proposes a mapping strategy for constructing such a new ethic for midwives.

The impact on practice of human engagement, and the centrality of concepts
identified in the present narratives are integral to such a strategy. The proposition
is that we refocus our ethical ‘gaze’ on midwifery ethics from the abstract to the
particular, and from the right or wrong ‘action’ to the nature of relationships. Such
an approach would make the implicit ethics evident in this study, explicit in

midwifery practice and theory.
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Chapter 9

FROM ‘PRACTICE ESTATE’ TO THE
BILLABONG AND BACK, NOW A RETURN
JOURNEY TRAVELLED IN TANDEM -
IMPLICATIONS, RECOMMENDATIONS, AND
CONCLUSIONS

9.1 INTRODUCTION

The journey began when I set off to find the billabong — that pool of ‘practice’ or
‘applied’ ethics as opposed to the abstract theories of philosophy and the
decontextualised problem-solving approach of dilemmic and ‘bio’ ethics. The
traditions of medicine, nursing and midwifery were examined, and the
medicalisation of childbirth critiqued. Bioethics typifies the ethics of strangers
and is confirmed as a false trail for midwifery. Venturing further afield brought
the billabong into view. Feminism and postmodernism offer the advantage of
inclusion and particularity, and their course or ‘meaning’ stands in parallel

proximity to virtue ethics for which the character of moral agents is imperative.
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Through narratives of their personal experience, mothers and midwives have
provided insight into the ethical nature of the mother-midwife relationship and
therefore, a distinctive ethical response for midwifery practice. In this chapter, I
will propose a mapping strategy for constructing such a new ethic for midwives,
based on the insight gained from those stories. The discussion looks firstly, at the
nature of engagement in ethical responses and relationships, and secondly, at the
centrality of concepts that emerged from interviews and literature in the present
research. Implications for practice are identified, and recommendations are
formulated for refocusing our ethical ‘gaze’ on midwifery so that the implicit
ethics evident in the mother-midwife relationship are made explicit in midwifery

practice and theory. Finally, conclusions are drawn from the project.

9.2 A MAPPING STRATEGY FOR CONSTRUCTING
A MIDWIFERY ETHIC

The overall implication of the present research is that midwifery practice requires
a different ethic to that of bioethics, to adequately respond to the needs of mothers
and midwives. Mothers and midwives need an ethic which is responsive to
women’s moral theorising, and to the aspirations, values and lived reality of the

mothers who birth their babies and the midwives who assist these women.

9.2.1 The nature of engagement in ethical responses and

relationships

Findings demonstrate that human engagement and the exercise of power in

relationships are central to the ethical nature of the mother-midwife relationship.
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The present research, therefore, recommends that an ethical response which is
adequately responsive to mothers and midwives, and distinctive to midwifery
practice be based on human engagement and relationships, not the ‘rightness’ or
‘wrongness’ of actions. What might such an ethic of midwifery look like? It may
focus around the aspects of ethical responses and the types of ethical

relationships.

9.2.1.1 Aspects of ethical responses

Context is an important aspect of ethical response because that is where the
person stands, and s/he may or may not be an ethically committed individual. The
human condition is a social construct and one’s social relations include
professional or role-based relationships, social practices, community or
institutional settings and cultural structures. A person has “a history, a role, a
culture, and an interlocking web of loyalties, commitments and obligations ...
[and] most ethical situations involve encounters with or for others” (Isaacs &
Massey 1993 p.58). The importance of context is demonstrated throughout the
narratives of these mothers and midwives. The impact of the practice setting and
the multiple contexts for the individual on the ethical response is evident. Context
forms an essential part of deliberation for an adequate ethical response in

midwifery.

Appreciating who the person is, is another crucial characteristic of the mother-
midwife relationship. “To appreciate the identity of another human being involves
engaging with them — being with them — in a way that recognises and
acknowledges their humanity” (Isaacs & Massey 1994 p.4). These mothers are

united in their expectation of being valued as individuals. For them, an adequate
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ethical response is inclusive of difference and the midwife focuses on the woman
— ‘what is right for her’. There is open communication with time for the woman to
talk and the midwife to listen. Whilst there is commitment to the abstract moral
standard of ‘respect’, there is also a commitment to the particular person in the
form of affection, a commitment that does not necessarily involve assumptions
about the inherent moral worth of the person but rather attends to their unique
particularity. A trusting relationship develops in which the mother and midwife
‘know’ each other’s abilities and limitations. The mother’s identity in particular,
is constructed and acknowledged as an ‘able’ woman, through their narrative and
dialogical engagement, their talk-in-interaction. The midwife’s orientation or
perspective is ‘being with’ the woman. It is not an instrumental orientation of

objectifying, classifying and manipulating others.

It is important to appraise our relationships, practices, institutions and
communities not merely respond to ethical ‘issues’, problems and dilemmas.
Ethical criteria such as the inclusion of women and difference, and the exercise of
mutual power in relationships, are more helpful than pragmatic, technocratic or
economic criteria - as the narratives, current literature and governmental inquiries
discussed in this research show. The ethical frameworks that currently prevail in
midwifery practice, need to be critically examined to broaden the discourse about
ethical matters and promote the ethical nature of virtues and relationship. Mothers
and midwives in the present research overwhelmingly reject institutional
dominance, paternalism and a lack of self-determination for the childbearing
woman in what, for the vast majority, is a human and ‘natural’ life process. The

language used and the approaches of birth attendants in medicalised birth settings
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reflect the objective, problem-solving orientation of bioethics and hospital

protocols and procedures.

Transforming the dehumanising and wickedness of institutional dominance with
criticism and resistance is the deconstructive change required: “dismantling of
relationships, practices, institutions and cultures that are dominating, totalising,
exploitative, manipulative, demeaning and dehumanising” (Isaacs & Massey 1993
p.66). Constructive change entails recognising and responding to conditions that
limit what is possible. Ethically acceptable midwifery practice, according to these
mothers and midwives, resembles the ethics of intimates not strangers. The task
for midwives, therefore, is to develop understandings, competencies and
dispositions that would enable us to transform ourselves, our relationships,
practices, institutions, cultures and worlds in ways that are ethically acceptable to
mothers and midwives. Some of the participants in the present research describe
their personal transformation in terms of altered ways of seeing and changed
practice or approach. These experiences give insight into the wider transformation

needed.

9.21.2 Types of ethical relationships

The purpose of the relationship determines whether there is engaging ‘over’, ‘for’,
‘with’, ‘alongside’, or ‘of the self’ (Isaacs 1998a;1998b;1999). In some
professional relationships, the practitioner engages ‘for’ others or in certain
circumstances unfortunately, ‘over’ others. An ethical relationship between
midwifery and other colleagues involved in childbirth services I propose, is one

wherein they engage ‘alongside’ each other. Similarly, as confirmed in this
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current research, an ethically adequate mother-midwife relationship exists when

mothers and midwives engage ‘with’ each other.

Existing bioethical frameworks for nursing and midwifery seem to recommend
‘restoring’ the client/patient’s autonomy. However, if the childbearing woman's
self-determination was 'retained' and 'maintained' instead of 'restored’, the
adequate ethical response would be that the mother and midwife reposition
themselves from the disparate relationships of the status quo, to that of exercising
power ‘with’ the woman: engaging ‘with’ each other. The mother is the central
and 'active' agent in the birth process and the midwife is the 'inactive' agent, not
exerting greater power than the mother or over the mother. When the midwife
does act as an advocate ‘for’ the woman, it is according to the woman’s
instruction rather than hospital procedures and disparate loyalties to colleagues
and employer. The midwife’s prime relationship is with the mother, as a partner
rather than an institutional 'expert' or ‘system worker’. The mother-midwife
relationship should be woman-centred and the birthing woman should be
empowered — not only through the relationship but most importantly, self-
empowered through her birthing of her baby. The latter is engagement of ‘self’
and plays a major role in birthing, as these mothers indicate with concepts such as
‘going within myself’, knowing ‘what my body needs to do’, and the enormous
achievement felt by the woman after she has birthed her baby. The midwife
enables the woman through their relationship but the woman empowers herself
through her internal process and experience of birthing. The latter is unique to the
birthing woman. No one else can take that part of the journey with or for her, but
inequity in the distribution of power within practice relationships can deny her the

experience.
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9.2.2 The centrality of the concepts which emerged from

interviews and literature, in an ethic of midwifery

The following discussion attempts to explain the researcher’s interpretation of the
interaction occurring between and amongst themes and sub-themes in the present
narratives. As detailed in chapters seven and eight, many of the concepts which
emerged from these interviews are also discussed in the current literature. The
present research however, analyses the information for its ethical perspective and

examines the mother-midwife relationship in particular.

9221 Power

Power exists in all relationships. It is how one exercises the power that is
ethically important. The practitioner’s role is determined by the practice setting
and the setting impacts on the type of ethical response and relationship s/he has

with others.

9222 Institutional Dominance

Institutional dominance of childbirth practices is the status quo in mainstream
hospital services. Practice settings determine one’s duty but our ‘way of seeing’ or
orientation determines our concept of duty, and this can change. When
institutional dominance and its sub-themes such as paternalism and lack of self-
determination create a conflict of values for the mother or midwife, this leads to a
heightened awareness of their personal ‘way of seeing’ or orientation towards the
practice. Once the individual’s way of seeing has been altered or affirmed the
mother or midwife strives for transformation of practice to eliminate conflict and

provide congruence.
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9.2.23 Being ‘with’ woman

The implicit ethics of midwifery as demonstrated in the mother-midwife
relationship are based on the imperatives of feminist virtue ethics. Firstly, the
personal is political and is seen in the way power in relationships is exercised to
that end. Secondly, fully authentic caring only occurs in the absence of
domination and subordination. Lastly, morality consists of more than
conscientiousness and duty; it consists of caring and human engagement. The
professional-friend description of the mother-midwife relationship indicates the
centrality of a combination of trust, respect and affection for an adequate ethical

response in midwifery practice.

Relationships wherein mothers and midwives engage ‘with’ each other lead to a
personal transformation of altered orientation towards the practice and a change in
practice. Values-congruence occurs with affirmation of (i) embodied individuals,
(i1) their embeddedness, and (iii) personal/professional values, by the
workplace/service provider. Context, the particularity of the person, and the
character of moral agents are integral to ethical childbirth practice and
deliberation. Women-centred midwifery practice needs continuity of care and
carer to provide the context and relationship characteristics necessary for optimum

mutual outcomes.

Table No. 3 illustrates a mapping strategy for constructing a midwifery ethic that
is based on the mother-midwife relationship. It distinguishes between the gaze of
the traditional hospital approach - that of medicalised birth - and the woman-
centred, community approach of birth centres and independently practising

midwives. Major themes from findings in the present study are highlighted.
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Table No. 3: A midwifery ethic based on the Mother-Midwife Relationship

Features

Medicalised Birth

Midwifery Birth

The embedded
nature of the
relationship in
setting and
context

Power 'over'

Mother and midwife have disparate
and adversarial relationships, ie.
loyalty to colleagues, doctors,
hospital employer, and baby's versus
mother's rights

Mother and midwife are subordinate
to medical authority

Power 'with' and sometimes 'for'
Midwife's prime relationship is with
mother, mother's prime relationship
is with her baby

Mother and midwife engage in a
supportive partnership 'with' each
other

The focus of

Institutional dominance

Being 'with' woman

the relationship Institution-centred procedures Woman-centred engagement

- Purpose or Characterised by direction, Characterised by supporting and

aim of the paternalism, control and compliance 'knowing' the person and her

practice for women, by experts, technology needs/wishes, through a professional
and biomedical assessment friendship between mother and

midwife

Orientation Abstract normative theory and Feminist-virtue ethics and

and philosophy principles - ethics of strangers commitment to the particular person

- The practice Based on objective, scientific - ethics of intimates

and decision-making (problem-solving) Interpretive and inclusive of

practitioner's and right/wrong actions, exclusive multiple types of knowledge. Ethical

'ways of of experiential knowledge practice occurs prior to and

seeing', also
reflected in

Language surrounding birth is
'normal’, risk, fear and life-

separately from 'problems': is based
on relationship and human

language threatening engagement - woman is embodied,
Mother is in a patient/sick role, and embedded in her social context
dependent and reliant on Mother is 'able'. She determines
medicine/science to save her and her assistance needed during the human
baby's lives and 'natural’ life experience of birth

'Ways of Practice approach is impersonal and The person and identity are

seeing' - anonymous ('they') and unsupportive acknowledged (names) and practice

Expressed as
engagement in
practice

of the woman

Emphasis is on fear and physical
safety (mortality)

The professional is in a privileged
position; family are grateful for
expert's services

Weakening strategies - 'silencing' of
subordinate, self-denegration
(grateful, apologetic), woman
rendered invisible as person and
midwife as professional colleague,
support person coaches woman
according to hospital rules and
becomes institution's ally

is supportive of the woman
Emphasis is on woman's ability,
integrity and security not just
physical safety

Mother and midwife are proud of
self and the 'other'. Family is
interactive.

Strengthening strategies - mother
has privacy to regress into herself,
midwife is 'present' does not 'do to',
process of birth is not 'time bound'
or rules-regulated, mother develops
confidence and with trust can find
strength

Emotions in
practice -
Altered 'ways
of seeing',
personal
transformation

Conflict of values

Dissonance and disharmony of
personal/professional values for
woman-centred mothers and
midwives

Congruence of values
Consonance and harmony of
personal/professional values for
woman-centred mothers and
midwives
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Concepts within the proposed approach derive from this study (Practice Estate)
and current literature on ethical theories (the Billabong or pool of ethics not

just the bioethics gaze).

9.3 IMPLICATIONS AND RECOMMENDATIONS

One of the beginning premises of the present research is that the nature of
midwifery practice is different from the practices of moral philosophy, medicine
and nursing, and that the ethical frameworks from those other practices are not
adequately responsive to midwifery practice. Except for Frith (1996) who also
questions the appropriateness of the ethics of other practices for midwifery, this
concern is not publicly debated in the discourse on ethics and midwifery. Whilst
bioethics and normative theories are critiqued generally, and technological
dominance of women’s reproductive health is condemned by feminists and
midwives, there is a paucity of discussion on the ethics of everyday midwifery
practice. More discourse on a distinctive ethical response for midwifery is needed.
Another premise of the present project is that a distinctive midwifery ethic is
implicitly available in the lived realities and shared engagement of mothers and
midwives. Berg et al (1996) express the belief that understanding the relationship
between the birthing woman and the midwife is tacit knowledge embedded in
practice, but to my knowledge, the present research is the first of its kind to
explore whether or not such tacit and embedded knowledge reveals a distinctive
ethical response for midwifery practice - the ethics that are implicit in mothers'

and midwives lived reality.
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The concept of 'prime relationships' has been identified in these narratives as a
central feature of the mother-midwife relationship. Probably the most significant
implication of this research for practice is the required change of focus for
midwives, from loyalty and duty spread across disparate relationships to that of a
professional-friend commitment with particular others: practice based on the
ethics of intimates not strangers, and on human engagement in relationship.
Strategies that I will call ‘strengthening’ strategies, and which empower the
woman during childbirth are the provision and maintenance of privacy and self-
determination to regress into herself if she wishes, an environment that is not
‘time bound’ or rules regulated, and a midwife who is present ‘with’ not ‘doing
to’; one who encourages self-confidence and courage in the woman. Disparate
relationships on the other hand, render the woman invisible as a person and
reinforce ‘weakening’ strategies such as self-denigration when the woman is

grateful and/or apologetic.

The present findings also highlight a need for further research into the construct of
‘prime relationship’. For example, we need to better understand the nature of the
mother's prime relationship with her baby during the birthing process not just after
birth, and whether or not intervention that invades the birth canal subjects the
mother to a values-conflict other than for her own integrity. The mother’s
protection of the birth canal for the sake of protecting her baby and as part of the
ethical nature of the mother-baby relationship seems not to be acknowledged
anywhere in the ethical discourse, much less understood. Yet a taken-for-granted
assumption of everyday medicalised childbirth practices is that it is the birth
attendant’s ‘right’ to invade the birth canal — beneficently for the sake of mother

and baby, but often without any real choice for the mother.
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9.4 CONCLUSION

This study set out to investigate the ethical nature of the mother-midwife
relationship and therefore, the nature of a distinctive ethical response for
midwifery practice. Through personal narratives, mothers and midwives portrayed
an ethically adequate mother-midwife relationship as one that is open and honest;

trusting and respectful of persons, and of the woman’s ability to birth.

Mothers and midwives both rejected institutional dominance over childbirth
practices, and described a range of feelings that were manifest as the result of
conflicting values between the workplace or service provider ethics and their
personal and professional midwifery ethics. The latter finding supports the claim
that emotions and feelings are integral to ethical deliberation, and should not be
excluded in the way that normative theory and reductionist problem-solving does.
To exclude context is to oversimplify the situation. Birth is a social construction,
and language, personal experience and emotions all indicate identity and
embedded context. Our lived reality is of human beings acting and interacting in
social, cultural and historical context. The ethics of intimates such as casuistry
(Toulmin 1986), contextualism (Winkler 1993), virtue ethics (MacIntyre 1984)
and feminist ethics (Tong 1993;1994;1998) that also focus on context, character
of moral agent, the nature of relationships, and our responsibility to particular
others, seem to offer a valid alternative to contemporary applied ethics and

problem-solving bioethics.

Imperatives for ethical midwifery practice are that the childbearing woman should

be valued as an individual, afforded the dignity of informed choice and self-
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determination, and should feel ‘secure’ not merely have her and her baby’s lives
‘saved’. The implicit ethics in midwifery practice derive from human engagement,
not simply the rightness or wrongness of ‘actions’. The most adequate ethical
responses occur within consultative, woman-centred relationships or partnerships,
when the mother and midwife have developed a knowledge and understanding of
each other through continuity of carer and philosophy of care. In such
relationships, the midwife’s power is mostly exercised ‘with’ the woman. When
the midwife acts ‘for’ the woman the balance of power reverts back to the woman

quite quickly as soon as the woman’s vulnerability is reduced.

The conclusion drawn from the present research, therefore, is that midwifery does
need an ethic that is different from the existing bioethical frameworks, and that
the new ethic should be based on the ethics that have previously been implicit in
practice but which these mothers’ and midwives’ narratives have made explicit.
Midwives need to reposition themselves to engage ‘with’ childbearing women and
to change their focus from loyalty and duty across disparate relationships to that
of a professional-friend commitment with particular others — the ‘able’ women

they attend.
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APPENDIX |

Code of Ethics for Midwives in Australia (ACMI)

September 1995
This Australian Code of Ethics has been adapted from the International Confederation of
Midwives (ICM) Code of Ethics, May 1993.

Preamble

The aim of the Australian College of Midwives Inc. (ACMI) is to maintain and improve the
standard of care provided to women, babies and families throughout Australia through
development, education and utilisation of appropriate knowledge and skills of the professional
midwife. In keeping with its aims of women’s health and focus on the midwife, this code
acknowledge women as persons, seeks justice for all people, equity in access to health care,
and is based on mutual relationships of respect, trust, and the dignity of all members of
society.

The Code

l. The Professional Responsibilities of Midwives

A Midwives when acting in a professional capacity should at all times maintain standards
of personal conduct which reflect credit upon the profession.

B Midwives hold in confidence client information in order to protect the client’s right to
privacy, and use professional judgement when sharing information necessary to achieve
health care goals.

C Midwives are responsible for their decisions and actions and are accountable for the
related outcomes in their care of women.

D Midwives may refuse to participate in activities for which they hold deep moral
opposition; however the emphasis on individual conscience should not deprive women
of essential health services.

E Midwives participate in the development and implementation of health policies that
promote the health of all women and childbearing families.

F Midwives are accountable for the dissemination of unbiased, current information to
promote informed choice by women.
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I. Practice of Midwifery

A Midwives provide care for women and childbearing families with respect for cultural
diversity while also working to eliminate harmful practices within those same cultures.

B Midwives encourage realistic expectations of childbirth by women within their own
society.

C Midwives use their professional knowledge in an endeavour to ensure that women are
not harmed by conception, childbearing or birthing practices in all environments and
cultures.

D Midwives respond to the psychological, physical emotional and spiritual needs of
women seeking health care, whatever their circumstances.

E Midwives act as role models in health promotion for women and their families
throughout the life cycle.

F Midwives actively seek personal, intellectual and professional growth throughout their
midwifery career, integrating this growth into their practice.

[ll.  Midwifery Relationships

A Midwives respect a woman’s right to make an informed choice and will acknowledge
her choice and support her in that choice.

B Midwives encourage and support women in their right to participate actively in
decisions about their care and empower women to speak for themselves on issues
affecting the health and welfare of women and their families in their culture/society.

C Midwives, together with women, work with policy and funding agencies to define
women’s needs for health services and to ensure that resources are allocated equitably
considering priorities and availability.

D Midwives support and sustain each other in their professional roles, and actively
nurture their own and others’ sense of self worth.

E Midwives liaise with other health professionals as necessary to ensure that the women’s
needs for care are met.

F Midwives recognise the human interdependence within their field of practice and
actively promote co-operation and mutual understanding,

IV. Advancement of Midwifery Knowledge and Practice

A Midwives ensure that the advancement of midwifery knowledge is based on activities
that protect the rights of women as persons.

B Midwives are responsible for maintaining a core of professional knowledge, through
continuous evaluation of current practices and the initiation of new research.

C Midwives play a major role in determining and implementing quality standards of
practice through processes, such as peer review, continuous quality improvement and
research.

D Midwives take responsibility for and actively participate in the education of midwifery
student and midwives.
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Ethical Analysis of the Code of Ethics for Midwives

Introduction: Ethics codes are often a mix of universal principles and strongly held values
specific to the “professional” group. The following is a brief analysis of the principles and
concepts that form the basis for each of the statements of the ACMI Code of Ethics for

Midwives:
1 Professional Responsibilities for Midwives
A. Professional responsibility and accountability
B. Confidentiality
C. Midwife accountability
D. Midwife conscience clause, autonomy of midwife, compassion for women
E. Health policy development; justice, doing good
F. Promotes informed choice
[l Practice of Midwifery
A. Respect for others; doing good,, not harming
B. Truth-telling, autonomy
C. Safety, not harming, doing good
D. Respect for human dignity, treat women as a whole person
E. Health promotion; attain/maintain autonomy, doing good not harming, allocation of

M

T m o 0w R

O QO w »

resources

Competence in practice

Midwives’ Relationships

Autonomy, acceptance and compassion for women
Accountability, advocacy, autonomy
Justice/equity in allocation of resources

Respect for human dignity

Competence, interdependence, safety not harming

Respect for one another

Advancement of Midwifery Knowledge and Practice

. Protecting rights of women as persons
. Accountability, safety, competence
. Accountability, competence

. Professional responsibility; enhancing competence of all professionals, doing good

not harming.
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Glossary of Terms for Code of Ethics

Equity in access to health care (preamble): this implies fairness in the allocation of
limited resources according to need. For example, vulnerable populations/groups could
receive more attention to their health needs and availability of services than those who
can access such services elsewhere.

Human interdependence (I.F.): since midwives work in relationships with women and
others, and may not always agree, it is imperative that midwives seek to understand the
reasons for the disagreements with clients or colleagues and work to resolve those
conflicts that need to be resolved with mutual respect in order for ethical care to
continue.

Individual conscience (II1.C): thoughtful reflection and analysis of deeply held moral
positions; in this context, the midwife can refuse to provide care only if someone else
appropriate is available to provide the needed care.

Informed right of choice (I.A): “informed” implies that complete information is given
and understood by the women, regarding the risks, benefits and probably outcomes of
each choice available to her.

Professional (preamble): this term is used to recognise the concept that to be ethical is to
be professional, to be unethical is to be unprofessional.

Professional knowledge (I1.C): this implies midwifery knowledge gained from research
and formal and informal education opportunities that leads to competence in practice.

Professional responsibilities (ILI): this refers to the broad ethical duties/obligations of the
midwife that are not practice, education or research specific.

Related outcomes (II1.C): Midwives are responsible for the results of their own decisions
and actions; they cannot be held responsible for outcomes over which they have no
control (e.g. genetics). There may be situations in which the midwife is ordered by
someone in power to practice in an unethical manner. We appreciate the difficulty of
this, but the action remains unethical if the midwife chooses to follow such an order.
The midwife must be aware of the risks in choosing not to follow such as order.

Rights of women as persons (IV.A): human rights related to any research involvement
includes privacy, respect, truth-telling, doing good and not harming, autonomy and
informed consent.

Throughout the life cycle (IL.LE): Midwifery care is more than care related to
childbearing. Midwives care for women’s reproductive and gynaecological health care
needs.
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APPENDIX I

An explanatory statement of the research for informants

Title of research: Ethics in Midwifery Practice - a feminist perspective

My name is Faye Thompson. I have been a midwife for over 20 years and am conducting this
research for a Doctor of Philosophy degree with the Unversity of Southern Queensland. My
supervisor is Dr Don Gorman, Associate Professor, Department of Nursing.

The purpose of this research is to understand the different ethical issues that arise for mothers
and midwives during childbirth. The research is important because if the findings can increase
the sensitivity of health care workers and others to the ethical experiences of mothers and
midwives, it has the potential to change organisational practices and educational programs for
midwifery in the 21* century.

For this research

* [ aminterested in interviewing mothers and midwives who have been involved with
midwifery services recently and who are willing to tell their individual stories about
'everyday' ethics in midwifery practice. Your experience may have a very agreeable
outcome or it may be one of dissatisfaction.

* [ am seeking adults who are prepared to meet with me and talk in depth about something
that happened in the clinical area in which they were involved and which they felt was
based on ethical issues.

* Interviews will be informal and held at a time and place which is convenient and
comfortable for you, and quiet for the purposes of tape recording. You should allow
approximately 1 to 1.5 hours for the interview as this allows half an hour or so for informal
conversation before and after.

* Any information you provide will remain confidential. Your real name will not be used.

» Participation in this research is entirely voluntary and if you agree to join the study you
have the right to withdraw at any time - this includes the right to withdraw your
information. If you find that revealing your story causes emotional distress and that
ongoing counselling is necessary to assist in dealing with this, arrangements will be made
for referral to a counselling agency.

If you have any concerns about the conduct of this research which can not be resolved with
me, my supervisor is happy to discuss them with you - contact Dr Don Gorman, Associate
Professor, Department of Nursing, University of Southern Queensland, telephone number
46312976.

I will phone you soon to check if you are still willing to participate in the study and if so, to
arrange an interview time and place. If you are joining the study I will ask you to complete a
consent form when we meet for the interview. Please keep this explanatory statement for your
records - it also ahs my contact details if you wish to get in touch with me.

Thank you
Faye Thompson, PhD candidate, University of Southern Queensland

Phone: 46312364 (USQ Toowoomba: 'office hours' weekdays) or 38560442 (Brisbane
weekends)
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APPENDIX 1

Written consent form

Project Title Ethics in midwifery practice: a feminist perspective

I agree to take part in the above research project. I have had the project explained to
me, and I have read and understood the explanatory statement which I retain for my
records.

I understand that my information I provide is confidential and that no information that
could lead to the identification of any individual or institution concerned with my
story will be disclosed in any report on the project. I should not discuss information
that I feel may be the subject of any legal action and if there are any concerns
regarding such disclosure, independent advice should be sought.

I also understand that my participation is voluntary, that I can choose not to
participate, and that I can withdraw my participation and my data at any stage of the
project.

NI et (please print)

SIgNAtUre: ...t Date: ......covennnn.

AT S e
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APPENDIX IV

Privacy agreement for typists

Project Title: Ethics in midwifery practice: a feminist perspective
Researcher: Faye Thompson, PhD candidate, Department of Nursing,

University of Southern Queensland

As the transcription typist for this research project I agree to protect the identity of the
informants, all other individuals, the institutions involved and the experiences
described on tape.

The identity of individuals includes names, age, occupation, the circumstances of the

story being told and any other information which could lead to that person becoming
known.

NI e e (please print)

SINAtUIe: ...ttt Date: ...............
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APPENDIX V

‘Validation’ letter to informants

Department of Nursing

Faculty of Sciences

University of Southern Queensland
TOOWOOMBA Q 4350

Project title: Ethics in Midwifery Practice - a feminist perspective

Dear

Thank you for talking with me about the ethical aspects of the mother-midwife
relationship surrounding childbirth. Your story has provided valuable insight into the
lived experience of childbirth, for both the mother and the midwife.

I have now analysed the typed transcript of our interview and added my interpretation
of what I think is your underlying meaning. This transcript is enclosed.

I should be grateful if you would check the comments in the right had column with
the actual interview text in the left hand column and add your own comments about
whether or not you agree with my interpretation, and why. This is in keeping with the
feminist methodology of the research which recommends that the researcher's
interpretation is returned to the participants for confirmation or correction.

Please write your comments in relation to the numbered 'sections' or paragraphs so
that I will know which particular part you are referring to. Feel free to write in any
available blank space including the backs of the pages! Then kindly return the
transcript to me in the enclosed self-addressed, stamped envelope, please.

Again, thank you very much for your help and participation. The project, like a
pregnancy, has taken time to grow and develop but it is taking shape now and I am

becoming excited about the 'birth' of it. I will notify you of the final research results.

Yours sincerely

Faye Thompson
PhD candidate, USQ

Enc.
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Participant Profiles

Appendix VI

Mothers — listed alphabetically. All mothers had obstetrically uncomplicated pregnancies for
their most recent birth. None was known to me prior to recruitment in 1999.
SVB = Spontaneous Vaginal Birth, C/S = caesarean section

Pseudonym, Age at Para | Most Birth Birth Setting Age of
Prior births interview recent Attendants youngest
birth baby
Arline 25-31yrs | 2 SVB Midwives Birth Centre lyr 7Tm
1. SVB, birth in large urban
centre midwives public hospital
Brenda 25-31yrs | 1 Epidural, | Private Major regional lyr Sm
SVB obstetrician, | hospital
hospital
midwives
Carolyn 25-31yrs | 3 SVB Private Major regional | 2yrs Sm
1. Induced vag obstetrician, | hospital
b: : i hospital
irth, priv obst. -
urban hosp midwives
2. Induced vag.
birth, priv obst.
regional hosp
Ellie 39-45yrs | 1 Elective Private Large urban 3weeks
Caesarean | obstetrician, | hospital
hospital
midwives
Judy 25-31yrs | 2 Induced Private Major regional | 4yrs 6m
11 labour, obstetrician, | hospital
. Induced . .
vaginal birth, Vgglnal ho.splt.al
: birth midwives
priv. obst.
regional hosp
Kay 39-45yrs | 2 SVB after | Independent | Large urban Syrs 6m
1. C/S, private previous | midwife hos.pite}l room
obste tr’ician caesarean (r.m.d.w1fe. with
urban hosp visiting rights)
Maree 32-38yrs | 1 Induced Private Major regional | 7months
labour, obstetrician, | hospital
epidural, | hospital
vacuum midwives
extraction
Megan 25-31yrs | 2 SVB Private Major regional | 4yrs
1. SVB, private obstetrician, | hospital
) D hospital
obstetrician N
midwives

regional hosp
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Appendix VI continued

Midwives -— listed alphabetically. All midwives had practised within a Western-medicine-
orientation, in a large urban or major regional hospital prior to their current employment.
Katie practised for approximately 2 years in a large urban hospital before establishing her
business, and Bev had recent practice in a major regional hospital as part of her academic
research project. Because all participants relayed more than one incident, time lapses between
narrated incidents and interview refer to the midwife’s major story/ies. I knew Diane and
Kerry-Anne from the same workplace (a large urban hospital) ten years earlier, Ann as a
colleague-member of the Australian College of Midwives Incorporated, at approximately the
same time, and Bev as an academic when I commenced the PhD in 1997. The other midwives
are known to me only through participation in this research. Recruitment occurred between
1997-1999.

EM = Endorsed Midwife, CNC = Clinical Nurse Consultant, NUM = Nursing Unit Manager,

BC = Birth Centre.

Pseud- Age at Para | Current Midwifery Narrated incident
onym interview employment experience
Ann 36-42yrs | 0 EM, CNC, major | 18yrs lyr ago
regional hospital | Regional hosp. | Major regional
hospital
Bev 43-49yrs | 2 EM, University Urban no record | (i) ?20yrs yrs ago,
Academic Regional hosp. | Large urban hospital,
within past Syrs | (ii) Syrs major
regional hospital
Diane 50+ yrs 3 EM, Birth Centre, | 15yrs 4yrs ago as EM in
large urban Urban hospital Main section of
hospital 11.5yrs, BC past | current workplace
3.5yrs (large urban hospital)
Gemma 43-49yrs | 3 EM, Nr Educator, | 17yrs Tyrs ago
major regional Regional 14yrs, | Remote area nursing
hospital remote 3yrs
Katie 36-42yrs | 1 EM, Independent | 17yrs In recent months
Practice, urban Urban hospital
community 2yrs, Ind. mid.
past 15yrs
Kerry- 50+ yrs 3 EM, CNC Birth 38yrs 5-7yrs ago
Anne Centre, large Urban hospital Large urban hospital
urban hospital 34.5yrs, BC past
3.5yrs
Madonna | 50+ yrs 2 EM, NUM, major | 29yrs (1) 13yrs ago North
regional hospital | Urban hospital | America, (ii) 4yrs
16yrs, regional | ago major regional
13yrs hospital Australia
Ruth 50+ yrs 2 EM, NUM, Birth | 23yrs 8yrs ago
Centre, major Urban hosp. lyr, | Major regional
regional hospital | regional 13yrs, | hospital
Ind. midwife8yrs
BC past 1yr




