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Abstract

This project was initiated by Maggie Smith, whose interest in the topic arose as
a result of her experiences as a practising midwife. It seeks to gain
understanding into the problems and difficulties encountered by childbearing
women who have a history of childhood sexual abuse (CSA). It consists of
twenty in-depth interviews with mothers with such a history, half of whom were
also midwives at the time of their interview. Recruitment was in two phases: the
first consisted of women who were contacted via survivors’ support groups; the
second, of midwives recruited via the letters pages in midwifery journals.

The exact extent of childhood sexual abuse is unknown, but some authorities
suggest that as many as half of all women will experience some kind of sexual
abuse in their lives (Kelly 1988). The shame and secrecy which surrounds CSA
means that, inevitably, it is under-reported and consequently many maternity
workers will inadvertently come into contact with survivors during their working
lives. The aim of this study was to gain an insight into the lived experiences of
survivors of sexual abuse during pregnancy, birth and early parenting, in order
to inform those working in the maternity services, to enable them to provide
appropriate, research-based care for these women.

The project was undertaken from a feminist standpoint in that it was conducted
through the promotion of a non-hierarchical reciprocal relationship between the
respondents and myself. Data was analysed using grounded theory techniques
coupled with the voice-centred relational approach propounded by Mauthner
and Doucet (1998).

The findings suggest that there are direct parallels between the dehumanising
effects of sexual abuse and the experience of giving birth within a medically
dominated organisation driven by its own needs for efficiency, calculability and
predictability. The interviewees appeared to have realistic expectations of the
physical sensations of labour but were unprepared for uncaring and impersonal
encounters with maternity staff. Re-traumatisation was more often than not
associated with a routine-focussed approach by caregivers and failures in
communication resulting in the women experiencing powerlessness, betrayal
and humiliation. Good relationships with carers, in which the women perceived
themselves to be valued and respected as individuals appeared to have a
protective effect.

The data also suggests that there is no ‘standard’ approach to providing care for
survivors of CSA, but that it is incumbent on practitioners to collaborate with
each individual in order to discover how best to care for her.
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Candidate’s Statement

This project was initially conceived by Maggie Smith as a result of her
experiences as a midwife. She set up the project and recruited the first group of
interviewees. Having been diagnosed with terminal cancer, she invited me to
collaborate with her and | became invblved from the early stages. We
interviewed one respondent together and thereafter | took responsibility for the
interviews as she was too ill to travel. Maggie died in February 2001 just a few
months after starting the project. Since that time | have been solely responsible

for the work.

The objective of the research was to gain an understanding into the problems
encountered by survivors of childhood sexual abuse in childbearing, with
particular reference to their contact with the maternity services. As this is an
area which has received little research interest, it was hoped that the findings
would provide evidence to guide and inform the practice of those who work with
childbearing women.



The Childbearing Experiences of Survivors of

Childhood Sexual Abuse

Introduction

This project was first conceived by Maggie Smith, who, as a student midwife
was working on the delivery suite of a large consultant unit. A woman was
admitted and assigned to Maggie’s care. Part of the admission routine included
a vaginal examination, but despite verbally consenting to the procedure, each
time Maggie tried to examine her, she closed her legs tightly and wriggled up
the bed repeating ‘you’ll go through me....you’ll go through me!” She was clearly
very distressed and agitated. Maggie fetched her mentor who also tried to
examine her without success. Following that a number of other staff members
got involved and tried to persuade the woman to be examined. Their
approaches, says Maggie in her account (Smith1998a) ranged from ‘kindly
reassurance’ to ‘cajoling’ and ‘reproaching her’. Several members of the
midwifery staff tried to examine her and despite giving consent, the woman was
unable to allow the procedure to take place. Eventually, the midwife in charge of
labour ward became impatient and told the woman that she would have to notify
the medical staff. A male doctor duly arrived and made another attempt, but
with the same result. By this time the woman was so distressed that further
attempts had to be abandoned.

Later that day, the scenario was being discussed by a group of midwives in the
staff coffee room. Maggie’s suggestion that the woman’s behaviour might have
been indicative of a history of childhood sexual abuse met with many different
reactions. Some gave accounts of women they had cared for whom they
suspected might have such a history, while others appeared unaware that
certain behaviours might be symptomatic of sexual abuse. One midwife

appeared to find the whole idea distasteful and dismissed it with the words:



...she’s just being awkward and anyway, it’s only the NCT types’ who won't let
you examine them (Smith 1998a p 20) ’

Following this experience Maggie decided that she would like to study the
subject in greater depth with a view to examining how childbirth affects women
with a history of sexual abuse and how midwifery practice could be improved to
meet their particular needs. In order to do this, she undertook a case study of a
woman who was a survivor of incest and the mother of two children. The report
of her findings formed her dissertation for her BSc in Midwifery and a précis of
this was eventually published in The Practising Midwife (Smith 1998 a, b,c).
A literatu_re search on birth for survivors of sexual abuse revealed a fair amount
of anecdotal evidence and advice about the provision of care for these women,
but a great paucity in research on the topic. Having qualified as a midwife in
1997, Maggie then decided to take her interest in the subject further and enrol
at The University of Sheffield for a Masters degree with a view to converting to a
PhD at a later date. She envisaged a small-scale qualitative study involving in-
depth interviews with survivors of abuse who had given birth. Her method of
recruitment was to contact survivors’ sﬁpport groups throughout England with a
letter requesting women who felt they would like to be involved to contact her.
She also forged links with a consultant clinical psychologist with a particular
interest in the area of sexual abuse, who could provide advice and guidance or
“to whom she could refer respondents if their involvement in the research had a
detrimental impact on their psychological wellbeing.

' The NCT’s mission statement reads: “The National Childbirth Trust is the leading charity
offering information and support in pregnancy, childbirth and early parenthood. We aim to give
every parent the chance to make informed choices.”

It was launched in 1957 with the expressed purpose of devolving more power to women and
their partners by providing them with information which, until that time, had been in the domain
of the medical profession. It was felt that if women had knowledge and were enabled to make
their own choices, this would contribute to their experiencing less fear, pain and psychological
harm when giving birth. The NCT now offers a whole host of non-medical services surrounding
pregnancy and childrearing including antenatal classes for expectant couples, breastfeeding
counsellors, support groups and equipment hire.

The “NCT type” is a stereotype feared by some maternity health workers because she is well
informed, questioning and aware of her rights. She may present in labour at hospital with a birth
plan carefully detailing her aspirations for the birth, including her wishes concerning certain
obstetric interventions such as amniotomy or episiotomy. She may be seen as a threat;
someone who is able to question the authority of the dominant medical ethos. It is feared that
she will not comply with the demands of routine care and consequently will demand more time
and effort from her carers. She may also be perceived as a potential source of litigation.



Maggie had interviewed two women when she was diagnosed with céncer. It
was then that she invited me to join her in the project, as her prognosis was
uncertain and her health steadily deteriorating. Maggie and | had trained
together as student midwives and shared the same philosophies on birth, and in
many ways, life in general. | ,

We did our first (and last) interview together at Maggie’s home, as she was too
ill to travel and the respondent happened to be visiting the area for a meeting.
After this | undertook the interviews alone, as most entailed travelling significant
distances, reporting back to Maggie and discussing the emerging themes on my
return. |

Maggie died in February 2001, five months after the initial interview.



Chapter 1

How the meaning of birth and the status of childbearing

women have changed

1.1 Introduction

In order to provide context to the accounts of the women’s experiences, this
thesis begins with an examination of the influences which have contributed to
making birth in this country what it is today. The interviewees’ stories range over
a 30-year period, during which time the maternity services have seen many
changes but what has changed little over that time is the dominance of the
medical profession and the institution.

The chapter begins with an examination of the struggle for control which took
place over several centuries as men became increasingly involved in the birth
process. It then outlines the various influences that have re-defined birth:
scientification, institutionalisation and industrialisation. The impact of the current
emphasis on risk is then discussed.

The next section examines the recent rhetoric surrounding the issues of choice
and control in the delivery of maternity care and discusses the reality of choice,
drawing attention to the mismatch between women’s concept of choice and that
of the maternity services.

The chapter concludes with a reflection on a scenario in which | was involved in
2006, which illustrates many of the influences described above and their impact
on one woman, her husband, a hospital midwife and myself as an independent
midwife. | feel that not only does this give relevance to the findings of this study,
but also an insight into the conflict of interest which may be experienced by

health carers in such an environment.

1.2 The struggle to control birth

For thousands of years, midwives have been attending birthing women and until

relatively recently enjoyed a good deal of autonomy. The institution of midwifery

was based on the premise that birth is a normal event to be attended, not
4



manipulated or interfered with. Birth traditionally took place in the home and
was a Social event endued with great spiritual significance (Arney 1982;
Donnison 1988; Arms 1994, Kitzinger S, 2006a). It was understood to be an
exclusively female event in which men did not become involved. Often the
woman was also supported by lay women and female relatives and according to
some authorities the origin of the word ‘gossip’ stems from the ritual sipping of
an alcoholic beverage brought by these women (Godsips) to sustain the
labouring woman (Leap and Anderson 2004), although some believe the word
is derived from “god-sibs”, literally, “sisters in God” describing those who came
from the surrounding neighbourhood to provide practical and emotional support
(Kitzinger, S 1997). Whatever their etymological derivation, it is most probable
that they encouraged the woman with stories of other successful births,
including their own. Their nurturing skills grew out of their own mothering
experiences and were handed on from mother to daughter. Herbal remedies
and folk medicine may have been used to ease the woman’s pain, but labour
was allowed to take its own time and course unhindered (Kitzinger S, 2006a)
Midwives learned their profession by experience, and in the medieval era this
was often through apprenticeships with established midwives (Donnison 1988;
Hobby 1999). In the case of normal birth they had a high degree of autonomy
and only in the event of abnormality were they obliged to call for help from the -
medical profession. The ‘barber-surgeons’ were practitioners of abnormal
delivery and would use various instruments in order to extract the child from its
mother, often resulting in fetal, if not maternal, death (Arney 1982). The
definition of, and decision over what constituted normality lay with the midwife
and therein lay her power (Arney 1982). However, the 17" century marked the
beginning of a long power struggle not only over who should-be in attendance at
birth, but also over who should be responsible for defining normality.

During the eighteenth century, men began to promote themselves as male
midwives and attendants of normal birth thus progressing from their role as
emergency practitioners only (Donnison 1988). This brought them into direct
competition with female midwives. The invention of the obstetric forceps in the
early part of the century was highly significant as they enabled male
practitioners to deliver the fetus alive, whereas, in the past, instruments had

been employed to destroy the fetus in order to save the mother (Tew 1990;

5



Murphy-Lawless 1998). This served to further increase the popularity of male
birth attendants, and to encourage the belief in some quarters that the use of
instruments to expedite all births was desirable (Donnison 1988; Murphy-
Lawless 1998).

The status of male midwives in comparison to their female counterparts was
enhanced because they offered their services only to the rich, thus they were
able to command higher fees than female midwives and indeed, it became
somewhat of a status symbol to be able to employ the services of a man-
midwife. The perception gradually arose that women, particularly those from the
higher social classes, were ‘delicate’ and therefore unable to give birth without
the assistance provided by male practitioners. At the same time, lying-in
hospitals were founded in a limited number of locations in order to provide care
for poor women. In exchange for nursing care and food, these women were
expected to provide the material for research as well as for the teaching of
medical students and midwives. Consequently, as Murphy-Lawless (1998)
observes, the idea of the female body as feeble and flawed soon spread down
the class ladder. Furthermore, male birth attendants attempted to destroy the
reputation of female midwives by portraying them as ignorant, meddlesome and
dangerous. By the middle of the nineteenth century not only had midwifery
suffered a serious decline (Davis 1997), but even the word ‘midwife’ had been
brought into disrepute, thanks in part to creations such as Dickens’ drunken,
unscrupulous Mrs Gamp (Donnison 1988; Coates 1998).

During the early part of the nineteenth cehtury, males who specialised in
midwifery started to refer to themselves as obstetricians rather than midwives.
The derivation of the word ‘obstetrics’ comes from Latin, ‘ob’ and ‘stare’ literally
meaning ‘o stand before’. This has very different connotations than those of the
old English word ‘midwife’ (with woman), and suggests objectivity, dominance
and ‘scientific’ observation. | Obstetrics then created for itself legal and social
boundaries in order to protect its own interests. Midwives were obliged to
depend upon their rivals, doctors, for their training and eventually became
subject to state regulation uhder the medical profession at the beginning of the
twentieth century (Tew 1990; Murphy-Lawless 1998). Then, as Arney (1982)
points out, in order for men to replace women as attendants at all births
(including normal birth), birth had to be redefined and re-assigned a meaning

6



different from that which it had in the hands of midwives. Obstetrics succeeded
in placing an exclusion zone around childbirth by defining it as a ‘process which
had a trajectory, the ‘normal” course of which was known to obstetrics’ (Arney
1982 p 8). It has now became the remit of medicine to set the limits on normality
(Kirkham 1996) and gradually but inexorably that definiton has become
increasingly restrictive and rigid. This effectively disqualifies many women from
receiving midwifery-led care by placing them in a ‘high risk’ category requiring
obstetric input. '

1.2.1 Scientification

During the seventeenth century a philosophy emerged which, in contrast to the
previously held belief that the earth was a living organism, assumed that the
universe was mechanistic and followed predictable laws which could only be
understood through science and manipulated through technology (Davis-Floyd
1992). As a result of this fundamental change in thinking, nature came to be
perceived as a system of ‘dead, inert particles moved by external, rather than
inherent forces’ (Merchant 1983 p 193; quoted in Davis-Floyd 1992 p 45). The
belief that science and technology could and should be employed to manipulate
the natural world legitimised a huge increase in childbirth interventions (under
the control of men-midwives) which were perceived to enhance and improve the
efficiency and functioning of the birth process and went a long way towards
promoting the concept of women’s bodies as faulty (Arney 1982; Silverton
1993).
Murphy-Lawless (1998) argues that scientification is motivated by the desire to
render the risk of death less unpredictable and therefore, seemingly, more
| under control. Childbirth, with its unpredictability and perceived potential
dangers therefore presents a challenge to obstetrics. Obstetric science, she
- suggests, has a profound belief that its remit is to rescue women from death:
however, it is, as she says, ‘a remit which belongs entirely and exclusively to
itself, and not to women as those principally affected’ (Murphy-Lawless 1998
p19). Thus obstetricians became the champions of ‘safe’ childbirth and the
protectors of women from themselves and their substandard bodies.

Consequently, the responsibility for birth was taken from the hands of women
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and midwives and became the property of medical ‘science’, stripped of its
emotional, spiritual and social components (Arney 1982) to become a medically

controlled event.
1.2.2 Institutionalisation

Having been scientificated and medicalised from the seventeenth century
onwards, during the twentieth century birth also became subject to
institutionalisation. Although the idea of institutional birth was not a new one,
lying-in hospitals having been established in the eighteenth century, birth in
hospital was far from being the norm for most women. In Britain the move to
promote universally institutionalised birth started in the nineteen twenties and
over the next 50 years the percentage of women delivering in hospital rose
steadily to a level of 95.6% in 1974 (Huntingford 1978). In the intervening years
the responsibility for providing the matérnity services had become that of the
National Health Service with its inception in 1948. During the latter half of the
century, papers such as the Peel Report (Department of Health and Social
Security 1970), along with continued pressure from the Royal College of
Obstetricians and Gynaecologists, brought birthing women and their midwives
into hospital and successfully fixed the concept of birth as a medical event
rather than a social one. British midwives had long since surrendered a good
deal of their autonomy to the medical profession with the regulation of midwifery
at the beginning of the century and the move into hospital brought them further
under medical dominance by reason of proximity. The idea of institutionalised
birth being generally accepted as not only desirable but socially responsible,
childbearing women and midwives became increasingly subject to the control of
obstetrics and the organisation.

The medical profession and the institution represent a powerful symbiotic
relationship: the institution providing the framework whereby medical authority
can be expressed, ‘medical technology’ offering the possibility of manipulation
or control of unpredictable events thereby increasing the efficiency of the
institution. A major impact of this relationship was to confine and define birth
within strict time parameters. This was beneficial to both parties: the system’s

requirements for speed and efficiency were met by medical constructs such as
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active management of labour (O’Driscoll et al 1973) which had a profound and
far-reaching influence on hospital and community labour care. Because time
parameters are used to define ‘normality’ in childbirth, the perceived need for
medical intervention has escalated, strengthening the apparent indispensability
of obstetrics

1.2.3 Industrialisation

The organisation of the NHS, including maternity care provision, has been
heavily influenced by the industrial model with its emphasis on efficiency,
bureaucracy and hierarchy, which in turn has impacted upon women. Taylor’s
(1947) ‘scientific management’ model, based on his time and motion studies,
had a huge impact on the structure and running of large organisations and the
mass production methods of industrialists such as Henry Ford. Previously,
commodities were produced by small nhumbers of knowledgeable craftsmen,
who were engaged in the process from conception to realisation. Under Taylor
and Ford’s influence, the process became fragmented, and separated into small
tasks, requiring little skill and no ingenuity. This model relies on large numbers
of unskilled workers prepared to perform the same repetitive action day after
day, without having the satisfaction of seeing the end result. Taylor (1947,
quoted in Ritzer 1996 p 110) described the requirements of the ideal worker as
‘so stupid and so phlegmatic that he more nearly resembles in his mental make-
up the ox than any other type’.

As Taylor’s comment suggests, models of mass production not only lead to, but
actually require the dehumanisation of its workers. Ritzer (1996), the proponent
of the concept of ‘McDonaldisation'? warns of the dehumanising effect
industrialisation and rationalisation have had on human society. He suggests,
referring to the work of Bauman (1989), that the holocaust provides the ultimate
example of the dehumanising effect of rationalisation, (the process which
‘undergirds industrialisation); people viewed as cargo, processed and

2 MacDonalisation: the process by which the principles of the fast-food restaurant are coming to
dominate more and more sectors of American society as well as of the rest of the world (Ritzer
1996) The principles of MacDonaldisation: efficiency, calculability, predictability and control
through non-human technology, can be described as the basic components of a rational



exterminated in huge numbers using the most efficient, cost-effective means.
The four principles [see footnote] provided the focus of the operation, allowing
‘production line workers’ to avoid recognising the humanity of the ‘product’.
Production-line methods applied to processing people are, of necessity,
dehumanising both for workers and users.

The vast majority of our national institutions, including the NHS, are built on
hierarchies but the desirability or effectiveness of such a system is rarely
questioned. The unspoken assumption is that hierarchy is necessary and even
desirable in the smooth-running of a large organisation. Fairtlough (2005)
however, suggests that they may, in fact be a very ineffective way of getting
things done. Hierarchies are built on hegemony, which, by its nature, is
unreceptive or antégonistic towards other ways of seeing the world. Much of the
effort of the hierarchical organisation goes into maintaining the superior position
of those at the top, whilst those in the lower ranks ar.e expected to follow orders.
Consequently, knowledge, 'expertise' and power are concentrated at the upper
end of the structure rendering it inflexible and intransigent. Those in the lower
levels have very little influence or control over their working arrangements and
clinical practice, which can lead to resentment, irresponsibility and
disenfranchisement.

A hierarchy disempowers both those working within it and those whom it is
intended to serve. The phrase 'hierarchy maintenance work' was first coined by
.Kitzinger et al (1990) who used it to describe the various tactics employed by
midwives to manipulate doctors without upsetting the hierarchical status quo. |,
and | am sure, most midwives, am aware of having, at some time used these
strategies. However, as Kirkham (1996 p 190) argues 'If we work by deference
and proxy we ensure that at best the more powerful profession is 'right' but that
we also ‘demonstrate to women our humble role in the hierarchy, which in turn
implies that they are even more powerless'.

Furthermore, the hierarchical nature of the structure delivering healthcare
provides an ideal environment in which patefnalism can flourish, which militates
against the notions of collaborative relationships and the offering of free choice. |

system. However, Ritzer (1996) argues that ‘ational systems inevitably spawn irrational
consequences’ and that they ‘serve to deny human reason’ (p13)
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1.2.4 Risk

During the twentieth century the concept of risk has become increasingly
prominent and the avoidance of it forms the basis and motivation for much
social policy. As Furedi (2006) points out, there hvas been an explosion in the
perception of risk in recent years, to the extent that risk avoidance has become
a new moral imperative. Heightened public awareness of safety is perceived as
an indication of responsible citizenry and risk taking, he asserts, once seen as
‘an admirable enterprise’ (p 26) is now perceived as irresponsible and worthy of
condemnation.

The concept of avoiding or minimising risk has now become one of the main
foci of healthcare provision in Britain and arguably, may constitute one of the
major reasons behind the maternity services’ reluctance to allow women true
choice and autonomy (Hewson 2004). Risk management strategies, protocols,
policies and guidelines are devised to minimise the likelihood of the unexpected
(which is invariably seen as risky and dangerous) occurring, in an attempt to
remove the potential for litigation. The recent introduction of the Clinical
Negligence Scheme for Trusts (CNST)® has added a new dimension to the
equation by giving trusts the incentive to produce ever more stringent protocols
and ‘guidelines’ in order to save money on insurance premiums, which as
Evans (2003) points out, ‘leads to more fear of stepping out of the narrowing
parameters thus making choice less and experience and skills narrower’ (p11).
This will provide yet another stick with which to beat midwives and women and
as Mander (2004)' suggests of evidence-based practice and NICE guidelinés,
may give bullies opportunities to impose their will on the target by demanding
adherence rather than accepting the threat posed by innovation.’ (p321)]

"3 The Clinical Negligence Scheme for Trusts was set up to provide indemnity insurance for
Trusts and their employees. It is funded by contributions paid by member trusts and could be
described as an in-house mutual insurer. In order to qualify for discounts on their contributions
trusts are obliged to achieve certain ‘clinical risk standards’. These are on three levels, each
with an increasing degree of stringency, the highest of which attracts a discount of 30%.
(www.nhsla.com accessed 24/02/06)) They therefore provide a strong financial incentive to
impose the strictest controls on clinical practice thus discouraging innovation and client
autonomy.
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Litigation, or the fear of it, has had a major influence on maternity care because
of the magnitude of damages incurred (Walsh et al 2004). Bassett et al (2000)
however, argue that the medical and legal professions have a dialectical
relationship which ultimately serves to benefit both. They assert that not only do
these two professions work cooperatively, (medicine providing the clinical
practices and documentary evidence upon which litigation depends; law
influencing the development of clinical standards) but that they evolve in parallel
because of ‘shared political, economic and cultural determinants’ (Bassett et al
2000 p 524). Walsh et al (2004 p105) point out that while obstetricians may fear
litigation, the most common outcome of successful cases is that lack of obstetric
input is identified as the cause of the adverse outcome in question, thus
. reinforcing the perceived need for medical involvement and intervention.

1.3 Choice and cohtrol - the rhetoric

In the closing decade of the twentieth century, the publication of Changing
Childbirth (Department of Health 1993) engendered a spirit of optimism and |
hope amongst midwives and childbearing women. At the time it appeared to
mark a highly significant change in thinking which was set to redress the
balance away from the institutionalisation and medicalisation of birth which had
steadily taken hold during the century. The introduction explains how, in March
1992, the House of Commons Health Select Committee challenged the
conclusions of the Maternity Services Advisory Committee (1984), that women
should be ‘encouraged’ to give birth in hospital on grounds of safety with the

statement:

On the basis of what we have heard, this committee must draw the conclusion
that the policy of encouraging all women to give birth in hospitals cannot be
Jjustified on grounds of safety (p 1).

The Select Committee went on to say that:

...a medical model of care’ should no longer drive the service and that women
should be given unbiased information and an opportunity for choice in the type
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of maternity care they receive, including the option, previously largely denied to

them, of having their babies at home, or in small maternity units (p 1).

The Expert Maternity Group (Department of Health 1993) set out what they
considered to be the ‘Principles of Good Maternity Care.” These placed the
focus on women, emphasising the importance of their feeling in control of what
was happening to them, involving them in planning and decision-making
regarding their care, making services easily accessible and community-based. It
also recommended that women should be involved in the monitoring and
planning of maternity services in order that they should be ‘responsive to the
‘needs of a changing society’ (p 8).

Sadly, the elation and hope which surrounded the launch of Changing Childbirth
gradually turned to disappointment as the vessel was soon to founder on the
rocks of financial constraints, lack of commitment and cynicism. Now that the
rhetoric has died down and the dust has settled, very littlé appears to have
changed (Bosenquet et al 2005). ‘

Some eleven years after Changing Childbirth was published, The National
Service Frémework for Children, Young People and Maternity Services
(Department of Health 2004) appeared, once again stressing the need for
choice to be at the heart maternity provision.

NHS Maternity care providers and Primary Care Trusts, it states, [should]
ensure that: the range of ante-natal, birth and post-birth services available
locally constitutes real choice for women (including home births). (p 28).

There is a strong emphasis on choice in both these documents but as Gibb
(1996) observes, that has to be ‘informed choice’. Doctors, he argues, may take
an obstructive stance when confronted by women who are informed but wish to
make a choice with which they do not concur, such as home birth. This is not
confined to the medical profession as was demonstrated by the midwife of one
interviewee who threatened her with the death of her baby if she went ahead
with her plans for a home birth [see pp 258-9, and 274]. Midwives, as Levy
(1999) argues, are often complicit in denying women choice in the way in which

~ they communicate information.
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1.3.1 The statutory duty of midwives — the impact on choice

In 2000, the UKCC (United Kingdom Central Council for Nursing, Midwifery and
Health Visiting) muddied the waters by issuing a position paper on home birth
(UKCC 2000). Up until that time it was understood that midwives had a duty of
care to attend when called by a woman birthing at home. However, the
document identified the midwife’s primary contractual duty as carrying out the
wishes of her employer. It stated that the midwife would not be held to be in
breach of her professional responsibility if she were unable to attend a woman
requesting a home birth if her employer had declined to provide such a service.
This marked a shift in focus away from women’s needs and rights to the
midwife’s obligation to meet ‘service needs’ before all else. Not only was this a
serious blow to women wanting home births but it also resulted in the dismissal
or suspension of several midwives who chose to put women’s needs before
those of their employers (Flint 2004). |

However, in March 2006 the Nursing and Midwifery Council (which had taken
over from the now defunct UKCC) issued a circular which aimed to clarify the
position of the midwife with regard to home birth. This document, unlike its
predecessor (UKCC 2000), indicates that the ultimate loyalty of the midwife
should lie with the woman. It states:

Should a confiict arise between service provision and a woman’s choice for
place of birth, a midwife has a duty of care to attend her (NMC circular 8-2006
13 March 2006).

This was warmly welcomed by pressure groups such as The Association for
Improvements in the Maternity Services (AIMS) and all those with a special
interest in home birth (Beech 2006; Edwards 2006;Thewlis 2006).

1.3.2 The illusion of choice

Despite the ongoing rhetoric on choice and control and the evidence which
* demonstrates their importance to birthing women (Humenick 1981; Hodnett
1989; Green et al 1998; Weaver 1998; Gibbins and Thompson 2001; Green and
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Baston 2003) in reality, women continue to be denied true choice over how and
where they give birth (Rogers and Littlehale 2006). Documents such as
Changing Childbirth advocate the three ‘Cs’, choice, control and continuity, but
the maternity services respond by offering a wider range of antenatal SCreening
tests, a choice of hospitals or care by large teams of midwives. However, these,
and .similar issues have merely contributed to the ‘illusion of choice’ (Beech
2003) and do not necessarily offer women what they truly want because these
are choices as defined by the organisation, not by women. As Edwards (2003a)

asserts:

The current rhetoric of choice fails us in a number of ways: it has been captured
by a particular belief system, and it is based on assumptions about people that
do not fit with women’s accounts of making decisions. (p 9)

Not only does the medicalised philosophy of the maternity services militate
against offering genuine choice, but the organisation’s needs for efficiency and
risk avoidance prove to be strong incentives against treating people as
individuals. Ritzer (1996), discussing the impact industrialisation has had upon
the catering industry highlights the fact that despite an illusion of choice being
projected, the reality is very different:

Pity the consumer who has a special request in the fast-food restaurant. The
fast-food advertisement ‘We do it your way,’ implies that these chains happily
accommodate special requests. However, because much of their efficiency
stems from the fact that they virtually always do it one way — their way, the last
thing that fast-food restaurants want to do is do it your way. (p 40)

Whilst creating the impression of offering choice and control for women, the
organisation charged with providing them only functions efficiently if women are
denied choice and control. Consequently, a woman may be offered a choice as
to which day she is admitted to hospital for induction of labour or whether her
baby has injectable or oral vitamin k, but should she request something not on
the menu, or refuse what is offered, she may find herself being accusec‘i of
irresponsibility or putting her baby at risk. As Weaver (1998) points out, a
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woman who is offered a choice between giving birth in a small GP unit or a
large consultant unit will not perceive herself to have had a choice at all if what
she really wanted was a home birth.

1.4 Summary

Over centuries, the definition and meaning of birth has evolved from a social
and spiritual event which was perceived as women'’s business, to a medical and
institutional procedure in which women have little influence. Birth has become
scientificated, institutionalised and increasingly defined by male oriented
criteria. In this environment, the boundaries which define normality have
become ever more restrictive, stimulating the need for control, surveillance and
management by ‘experts’. Society at large now believes that birth is an
unpredictable and dangerous event which requires medical supervision (Duff
2004; Morris 2005).

In recent years there has been much rhetoric around giving women choice and
control over where and how they give birth which has failed to make the
transition from rhetorical to practical. Although the choices may not be as limited
as Henry Ford’s purported ‘any colour as long as it's black’, women'’s options
are determined and restricted by the organisation.

1.5 A personal reflection on a recent episode of maternity care

| decided to include this reflection in my thesis for two reasons. Firstly, some of
the accounts of the women interviewed are of birth experiences which took
place two or even three decédes ago which might prompt the reader to dismiss
their stories as outdated. Much has changed in the delivery of maternity care
since that time and nowadays there is, ostensibly, more emphasis placed on the
psychological needs of birthing women. Over the past few years this has been
expressed, as discussed above, in the rhetoric around the issues of choice and
control. However, as this vignette shows, the reality is often very different from
the rhetoric. The notion of affording women true choice and control over their
births is probably as alien to the culture of the large consultant unit as it has
_ever been. Not only is the dominance of the medical profession just as powerful,
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but to that has been added the increasingly high-profile role of risk management
with the resultant explosion in protocols, policies and guidelines whibh govern
practice. As an independent midwife, | am regularly regaled with very recent
birth stories in which women describe themselves feeling helpless, unheard and
dehumanised, which is more often than not their motivation for seeking out an
alternative model of care for subsequént pregnancies. |

Secondly, | wanted to describe the impact the event had on me as a midwife
and explore the thought processes that governed my actions, in order to gain
~some understanding of the various pressures with which midwives are faced in

attempting to carry out their role as women'’s advocates.
1.5.1 The story ...

| was obliged to transfer a labouring woman into a large teaching hospital for
suépected fetal distress and remained with her and her husband in the capacity
of birth companion. This woman had given birth to her first child by emergency
caesarean section and desperately wanted to give birth vaginally this time.
Consequently, she planned to give birth at home as she felt that it would afford
her the greatest chance of achieving her aim.

Once in hospital, she was attached to a fetal heart monitor. However, her
choice of position (kneeling forward) meant that the machine was not able to
consistently produce a satisfactory trace of the fetal heart rate. During
contractions the machine would record a much lower heart rate, which was
clearly maternal. This was confirmed by manually taking the woman'’s pulse and
holding the transducer more firmly against her abdomen at which time the fetal
heart rate (which was within normal limits) became audible again. However,
prompted by the dictates of hospital policy, her midwife suggested that a fetal
“scalp electrode (FSE) should be applied. The woman consented-to this and an
FSE was duly applied. Another fetal monitoring machine had to be brought in,
as the first did not have this facility. Unfortunately, it was not working. Another |
was tried, with the same result. Eventually the registrar (a male) was asked by
the midwife if he could try and attach another electrode to the baby’'s head. The
Woman had already been subjected to several vaginal examinations within a

short space of time and understandably was not keen to undergo yet another,
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but reluctantly consented. However, during the procedure, she struggled and
kicked out at him whilst telling him to stop. He ignored this and continued until
the electrode was in place. Unfortunately, as soon as he took his hand away,
the device became detached. Undeterred, the doctor then explained to the
woman that the procedure would have to be done again, which she declined.
Her refusal was not well received and resulted in him putting his case more
forcefully, becoming ever more insistent, suggesting that she was putting her
baby at risk by not being monitored properly. At this juncture | intervened by
pointing out to him that she had in fact declined the procedure and then asked if
| could speak to him outside the room. Previously, the woman had disclosed to
me that in the past she had been subjected to an abusive vaginal examination
by a male doctor. | thought that if he were made aware of this, he might
understand her reluctance and show respect for her wishes. He, however,
~ ignored my request, and when out of desperation | quietly disclosed this to him
in a corner of the room, he immediately responded with “I know about that!”
Having been deprived of the FSE option, he then suggested that the woman
should have an epidural because, in his opinion, she was not coping well with
the pain. She was, in fact, experiencing normal labour and coping well provided
that she was able to remain in her chosen position and consequently declined
his offer. He persisted with his “advice” but she remained steadfast (despite the
fact that by now, even her husband was colluding, suggesting to her that she
might consider it).

During his unsuccessful attempt to locate the FSE, the doctor had reported that
cervical dilatation was 8-9 centimetres. Shortly after this, having lost the battle
over the epidural, he suggested that yet another vaginal examination should be
performed. His rationale was to ascertain whether her cervix was indeed fully
dilated because she was starting to feel the urge to push. Again, the woman
declined and eventually he left. Happily, she gave birth to her son vaginally,
without ény further interference.

This scenario embodied many of the aspects about maternity care that the
interviewees had found traumatic such as the huge power differential between
doctor and client, the pressure exerted on them to accept the medical ‘agenda’,
the reluctance to respect women’s choices and the task orientated focus. It left

me feeling distressed and disturbed and consequently |1 found myself reflecting
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upon it for some time afterwards.

Firstly, | was obliged to acknowledge my own reluctance to challenge the
doctor’s actions. My role was to act as the woman’s advocate, but | was keenly
aware of the pressure on me to conform, to be a ‘good midwife’ in the eyes of
the system. | realised that to do this.I would need to ‘normalise’ the scenario in
my own mind. | would have to ignore my own feelings on seeing a woman
struggling to prevent herself being violated and concentrate on the medical
agenda — that of achieving an acceptable fetal heart trace. This would mean
dissociating myself from her distress and aligning myself with the system. | had
a choice — | could ‘support’ the woman by helping her to cope while the doctor
performed the unwanted procedure (which, | confess, is the option | frequently
took as a hospital midwife) or | could truly support her by standing with her and
defending her choice thus making myself'unpopular.

Discussing the scenario later with the woman and her husband (a doctor) he too
admitted to feeling under the same pressure to placate ‘them’ because, as he
put it ‘we were on their territory’. At this point she very forcefully reminded him
that in fact, they had been trespassing on her territory — a concept which, until
then, appeared to have eluded him.

Clearly, the doctor was concerned about minimising risk and it was this issue
that caused him to perceive the need to achieve acceptable fetal monitoring as
paramount. The fact that the fetal heart rate could be distinguished from the
maternal pulse by less invasive technological means was discounted. As Davis-
Floyd and Mather (2002 p500) point out when describing what they refer to as
the ‘technocratic model of medicine’; ‘the most valued information is that which
comes from the many high-tech diagnostic machines now considered essential
to good health care.’ His focus was on the machine and on the pursuit of an
optimal fetal heart trace. This apparently blinded him to the needs of the woman
whose non-compliance was preventing him from achieving his goal. His non-
acceptance of her refusal suggests that the concept of ‘informed refusal’ was
alien to him (Robinson 1995). Furthermore, it demonstrates the use of the all
too common means of woman control — the threat to the life of her baby if she
does not comply. His dogged persistence in the face of her refusal is illustrative
of the medical profession’s general perception that women who withhold

consent are merely ill informed, that if they are given more information, more
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forcefully, they will eventually see the error of their ways and give the correct
response. It is interesting that when clients give their consent to a procedure
without question, it is never considered necessary to ascertain whether or not
they are well informed.

Arguably, the suggestion that she should have an epidural was motivated by the
need for “doctor relief” rather than pain relief. | (and, | later discovered, the
woman) construed it as yet another ploy to achieve the goal of optimal fetal
monitoring by rendering her compliant and ensuring that she sat quietly on the
bed.

The fact that the doctor ignored my request to speak to him outside the room
suggests that he felt this was a threat to his powerful position. Furthermore, his
reaction to my disclosure is highly disturbing. If he was aware of her history,
why did it not affect his practice? Even more disturbing is the possibility that if it
had affected his practice, what was his usual practice like? On the other hand,
did he feel that being in possession of such information was his right as a
medical practitioner, whilst being exempt from the need to take it into
consideration when dealing with the woman?

If | had any doubts about the relevance of this study and the importance of the
findings, this scenario put them to rest. Although it is only one incident in the life
of one woman and her midwife and therefore cannot be generalised, it provides
a small insight into the dynamics at work in the realm of maternity care between
women, their midwives, the medical profession and the institution.

Although practice has changed in recent years and education courses for most
health care workers now include client/patient psychology, women continue to
be traumatised by their birth experiences (Kitzinger, S 1992; Crompton 1996a
and b; Gold-Beck-Wood 1996; Menage 1996; Wiliams 1996; Lyons 1998;
Robinson 1999; Robinson 2001b; Church and Scanlon 2002; Robinson 2002;
Soet et al 2003; Beck 2004a; Beck 2004b; Midwifery Matters 2004) due largely
to the treatment they receive within the maternity services.

The following chapter looks at what is known about the needs of birthing women
in general in order to gain an understanding of the common factors influencing
women’s perception of care during one of the most life-changing experiences

they will ever have.
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Chapter 2

The needs of birthing women

2.1 Introduction

In order to understand the needs of survivors of childhood sexual abuse (CSA)
giving birth it is appropriate to examine the literature that addresses the needs
of any birthing woman. No woman approaches birth without a history of some
kind, and it is very likely that some will have previously suffered traumatic
experiences not associated with CSA. Consequently, this chapter will initially
discuss What is known of the psychological and emotional needs of childbearing
women, drawing on the qualitative studies carried out by Halldorsdottir and
Karlsdottir (1996 a and b) and on other qualitative research. This will be
followed by a discussion on the recently acknowledged phenomenon of ‘birth
trauma’ and the manifestation of post-traumatic stress symptoms by women
when those needs are not met. The link between sexual violence and traumatic
birth will be highlighted and some of the sequelae experienced by women who

~ are affected by post-traumatic symptoms.

2.2 What are the needs of birthing women?

In order to identify the aspects of labour. and birth that women might find
problematic it is useful to first examine what is known about the psychological
and emotional needs of birthing women. Halldorsdottir and Karlsdottir (1996a;
1996b) have undertaken some very useful phenomenological research into the
experiences of mothers who gave birth in Iceland, with particular reference to
their perceptions of midwifery care. Both studies reveal the huge impact that
carers can have upon women'’s lived experience and lasting perceptions of
childbirth. The women’s accounts highlight three main categories of need as
they journeyed through to motherhood: caring and understanding from those
around them; security, which involved being kept informed of what was

happening; and a sense of control of self and circumstances;
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2.2.1 Caring and understanding

All the. respondents in both Halldorsdottir and Karlsdottir's studies (1996a;
1996b) agreed that caring and understanding from staff were essential
components of the birth experience. This included the valuing of human
qualities such as kindness, connection, companionship, assistance and support.

I cannot tell you how much she [midwife] relieved my worries. It was just
wonderful. She was great, she looked straight into my eyes and came to me
[and] touched me warmly, in a personal way...like she was saying ‘1 am with
you'....you know, an empowering touch which makes you stronger because you
can sense that someone is with you in this....The birth progressed very fast
after she came... (1996a p 54)

These findings were supported by the work of Berg et al (1996), who identified
qualities such as friendliness, openness, interpersonal congruity, intuition and
availability in midwives as important to women. They summarise these as
‘presence’ and observed that: ‘If any of the mentioned features was lacking, the
women felt that the midwife was “absently present” (p 13). Lazarus (1997), in
her studies of the needs of poor and middle class American women, (98
respondents in all), reports that while ‘cohtrol’ was more important to middle
class women, the issues of caring, respect, warmth and emotional support were
paramount to all the interviewees regardless of background.

In their survey of 2686 Swedish women examining maternal satisfaction with
intrapartum and postpartum care, Waldenstrom et al (2006) report that taking all
aspects of intrapartum care into account: ‘those related to emotional dimensions
of care seemed to influence women’s overall assessment the most.’ (p 524)
These findings are also supported by Tarkka and Paunonen (1996) who report
from their questionnaire-based study of 200 mothers, that those who were
provided with good emotional support from their midwives described labour in
more positive terms than those who received less support. Furthermore, women
in Berg and Dalberg’s (1998) study scoring the highest long-term satisfaction
ratings ‘had positive memories of the caregivers’ words and actions’ (p24) and

felt their birth experience had enhanced their self-esteem.
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2.2.2 Security and trust

According to Halldorsdottir and Karlsdottir (1996a) the desire to feel safe and
secure was met by the presence of a competent, caring midwife who would
guide the women through the course of labour with reassurance and

information:

I needed to feel safe. Not having to be afraid of anything |[......... ] that she
[midwife] would see to it that everything would be all right...and that | could trust
her one hundred percent and if something went wrong she would know what to
do. (p 54)

The issue of being able to trust the competence and knowledge of caregivers
was also a theme highlighted by the women interviewed by Berg and Dalberg
(1998). The importance of a sense of security was mentioned by many of the
women in Tarkka and Paunonen’s research (1996), which similarly, they
attributedr to professional competence coupled with warm, supportive care:

The midwife was very professional, she explained and gave me advice and took
account of all my needs. The midWife’s calm and composed approach and her
- warm attitude helped to create a sense of security. It felt good to have a friend
in with me. (p73) '

Conversely, failure on the part of midwives to provide a secure and caring
atmosphere for the birthing woman could have disastrous consequences.

I felt very insecure throughout this whole period and | felt that | — and | didn’t
feel in good hands. | felt that | ....] somehow felt that | was stuck with all the
responsibility. That was not a comfortable feeling. | promised myself after this
that | would not go through more births, and | have kept that promise. Never in
my whole life would I go through a birth again!  (Halldorsdottir and Karlsdottir
1996b p 374)

Clearly, trust, both in the competence and character of the midwife is an
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important component in women’s satisfaction with childbirth. Parratt and Fahy’s
(2003) small feminist constructivist pilot study contrasts the medical with the
midwifery models of childbirth care and their impact on women’s sense of self
following birth. They postulate that the midwifery model i.e. ‘a woman-centred
way of practising that involves providing éontinuity and utilising the principles of
individual negotiation, informed choice and consent, and shared responsibility’
enables labouring women to ‘trust enough to let go of mind control and release
their bodies’ (p 15). The relinquishment of the rational mind and the entering of
an altered siate of consciousness is a well-documented phenomenon, observed
in women undergoing normal, un-medicated labours. Anderson (2000)
describes it as an: ‘instinctive primal survival technique’ (p 95) which occurs in
response to the intensity of the experience of labour. The women interviewed by
Anderson (2000) emphasised the impoftance of trusting their carers in this
context, one referring to the midwife as ‘the anchor that helps you go off into
that altered state’ (p 101).

2.2.3 Control of self and circumstances

There is a good deal of recent evidence that one of the major determinants as
to how women perceive their birthing experience is that of feeling in control
(Humenick 1981; Hodnett 1989; Green et al 1998; Weaver 1998; Gibbins and
Thompson 2001; Green and Baston 2003). Green et al (1998) in their Great
Expectations study investigated the psychological outcomes of birthing women
with regard to six ‘conceptualisations’ of control. Three were identified as
‘internal’: 1) control of own behaviour, 2) control during contractions, 3) making
a noise; and three were ‘external’: 1) feeling in control of what was done to
~ them, 2) involvement in non-emergency decision-making, 3) involvement in
emergency decision-making. With the exception of ‘making a noise’, feeling in
control in any of these areas was associated with positive psychological
outcomes (Green and Baston 2003).

The women in Halldorsdottir and Karlsdottirs 1996a study also expressed the
need for control over their birthing environment. Some of the interviewees
spoke of being ih their own private world where time did not exist (clearly
referring to an altered state of consciousness) and felt it essential that this ‘inner
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space’ should | be protected and respected. The issue of the birthing
environment was also the subject of a survey by the National Childbirth Trust
(Newburn 2003). Of nearly 2000 responses, 94% strongly agreed that their
surroundings could positively or adversely affect the ease with which they gave
birth. Interestingly, the comments about the hospital environment reflected the
findings of Halldorsdottir and Karlsdottir (1996a), highlighting the women’s need
to have some control over who and how many came into the delivery room.

There were too many people walking in and out.

| laboured all day in a room with three other women and had almost no privacy.
(Newburn 2003 p23) '

Green et al (1998) also report that many people coming in and out of the labour
room was significantly associated with women being dissatisfied with their birth
experience. However, as Edwards (2003b) points out, the birthing environment
should not be perceived merely in terms of décor and the number of people in
the room: ‘ ...the material and ideological environment [sic] need to merge, to
free women’s minds, bodies, spirituality and sensuality * (p19)

Creating an environment in which birth can take place could therefore be seen
as the responsibility of carers and the appropriateness (or not) of that
environment is dependent largely on their ideologies and beliefs about birth.
Significantly, in the lcelandic studies, the women's perception of control and
mastery appeared to be rooted in the emotional quality of the care and support
they were given and the focus of their midwives. One woman recounted how
she was finding the pain of labour overwhelming until she had a change of

midwife.

All of a sudden, | just stood there and | could feel that | was in control |
managed to work with my body, instead of feeling overpowered by something |
couldn’t handle. It was truly amazing to see the difference in having a midwife
who was task-oriented, who was mainly cohcerned with the pains and then to
have a midwife who was woman-oriented. Her attention was first and foremost
on me. (Halldorsdottir and Karlsdottir 1996a p53)
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Berg and Dahlberg (1998) in their phenomenological study of women who
experienced complicated birth also highlight the impact of positive carer support
on the perception of control and consequently the ability to cope with the
physical sensations of labour: ' '

Affirmation also gave a feeling of control over the labour process and their own
body, thus giving courage to meet the pain sensation and liberating inner
strength with a raised level of pain tolerance. (p 27)

In their 1996b research, Halldorsdottir and Karlsdottir looked specifically at the
effect caring and uncaring encounters with midwives had on birthing women.
They refer to the importance women placed upbn carers demonstrating
‘genuine’ concem for them and their partners. Part of being genuinely
concerned, they argue, entails respect; taking the initiative when appropriate but
also giving the woman space to choose for herself.

She [midwife] is comfortably close to the woman, not too close and yet not too
distant. This combination of closeness and distance is what the researchers call
‘professional intimacy with a comfortable distance of respect and

compassion” (p368 my emphasis)

An important aspect of ‘professional intimacy’, argue Halldorsdottir and
Karlsdottir (1996b) is not trying to control or gain power over the Woman, but to
empower her. The women who had experienced caring encounters with their
midwives spoke about their ability to maintain this delicate balance:

What | felt particularly comfortable about her was...a tender conduct and yet in
such a way that she didn’t try to control you.... (p 368)

She talked a lot to you, and in a warm tone of voice, and she was rubbing my

back and of course that was very soothing and good. She was not trying to
control what | wanted to do, like the other one. (p 368)
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The researchers maintain that encounters in which a woman’s needs for
‘compassiohate competence’ were met, resulted in her perceiving herself to
have had a ‘successful birth’ which is also supported by the work 'of Simkin
(1991; 1992a). ‘

Green et al (1998) however, report that women in their study who were the least
satisfied were those who had the highest number of obstetrical interventions,
which at first glance appears to somewhat contradict findings on the importance
of relational care. However, they state that having interventions does not result
in women feeling dissatisfied with how they are treated by staff, but that the
quality of care they receive is assessed separately. This suggests that other
factors such as ‘how’ interventions are carried out and whether or not women
felt some degree of control over them may be more important than the
procedures themselves. It could be argued that the scenarios in which the
interventions occurred provided those women with more opportunities to
experience substandard emotional care than those who had little intervention.
Indeed, the researchers go on to say that issues such as control over what was
done to them, information giving and communication were seen as key

ingredients in the women’s satisfaction (p 187).
2.3 The concept of ‘mastery’ and its relationship to control

Humenick, (1981) in her review, identifies a ‘recurring theme’ throughout the
childbirth literature; that of the importance of mastery:

...childbirth is a psychologically important task for pregnant women. Control or
mastery of that task appears to be closely related to overall satisfaction with
birth experience. (p 81).

The importance of a sense of mastery over labour and birth is also highlighted
by Seiden (1978), who emphasises the. role of carers in either facilitating or
hindering this:

A woman cannot achieve a sense of mastery if she is either at high risk of
severe pain or death, or, on the other hand, if she is treated as an ill or
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incompetent patient when, in fact, she is not. (pp 89-90)

Seiden (1978) speaks of childbirth in terms of it being an ‘aggressive and
libidinal task’ (p 92), the mastery of which is essential for confident, effective
parenting. The woman who has mastery over labour is powerful and sensual
which is reflected in the comments of one of Edward’s (2005) interviewees:

...I do remember what a sexualising experience it was and how animal and
sexy it was to give birth [...] and that was very powerful. That was very, very
helpful to give birth. (p 241)

One of the women in Weaver’s ‘Control in Childbirth Study’ (1998) expressed
the opinion that control in labour was dualistic in nature:

There are two different kinds of control, one is mental about what you expect, or
want other people to do for you to help the situation. And the other is whether or
not you have and control over what your body actually does. [...] In fact you
have very little control over the physical aspect of it. But you can have a certain

amount of control over how it's managed. (p 92)

Clearly, as she points out, women can have very little control over the physical
process of labour, but need to feel that they will be helped to cope in the
situation. Helping a woman to achieve mastery over the rigours of labour could
be likened to guiding and supporting someone sailing single-handed through
tumultuous seas. The sea remains uncontrollable, but the sailor can gain an
immense sense of mastery on reaching her destination having plumbed the
depths of her own inner resources and emerged triumphant through the ordeal.
It seems that women do not expect to control labour per se, but do look to their
carers to‘ ‘get into the boat with them’, to provide the support and
encouragement they need, whatever that entails. Niven (1994), whose study
focused specifically on éoping with pain in labour, acknowledges that although it
is desirable that midwives should be able to skilfully administer pharmaceutical
pain relief, the midwife/mother relationship is more important because it ‘allows
the woman to utilize her own coping skills to the full’. (p 116)
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Anderson (2000) gives the account of Daniella, a woman who experienced a
profound loss of control during the second stage of labour through severe pain,
lack of trust in her body and also in her midwife. She described a second

midwife who came in and ‘took charge’ as an ‘angel'.

This midwife came in and took charge, almost with military precision, and you
Just felt confident with her. She said, Right, Mrs X, and she just looked at me
and she took my arm and she was an angel sent from heaven. | suddenly had a
surge of energy. (p 113)

Although it could be argued that this midwife was being controlling or too
directive, her actions, were entirely appropriate for the woman who, at that time,
needed to feel that someone was in control. Her focus was not on controlling
the woman, but on helping her to gain mastery of the experience, thus helping
her to regain a sense of control. 1/t would seem’, says Anderson (2000), that the
worst option of all is for no-one to have control over labour, for the labour to be
‘out of control’ (p 95)

This observation may, in part, provide the key to why many women feel a loss
of control in childbirth. Inevitably, women enter labour with expectations or ideas
of how events will unfold and how they would like to be cared for. When their
expectations are not met, the resultant feelings of betrayal, bewilderment or
shock, may make them vulnerable to traumatisation. This is demonstrated in
Halldorsdottir and Karlsdottir's 1996b study, when women who reported
uncaring encounters with midwives reacted with ‘puzzlement and disbelief and
an effort to make sense of the uncaring’ (p 375).

| always think badly about this woman. | felt she was so mean. She was so cold
and rough and tactless. She didn’t understand how you felt and....that you
needed something special in connection with the birth. (p 374)

Women who are not provided with warm, sensitive support by their carers are
unlikely to achieve mastery over the experience of birth, possibly leaving them
with a sense that they have failed.
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2.4 The link between carers and control

Halldorsdottir and Karlsdottir (1996a) conclude from their findings that high
quality, supportive midwifery care appears to be a key element in women
achieving successful birth experiences and consequently minimising the risk of

psychological trauma:

It has been postulated in the literature that a Ibng and difficult birth has the
effect on the woman that she loses sense of control. However, the findings from
the present study indicate that this can be the other way around, that is a
woman sometimes loses sense of control because of a perceived lack of caring,
control and security which seems to leave her with a feeling of helplessness
and she perceives the birth as extremely long and terrible, or even as an

unbearable experience. (p 60)

It would appear then, that a woman’s sense of control during labour and birth
may be much more dependent on the attitude and actions of her attendants
than on the physical characteristics of the experience alone. In fact, being cared
for and supported appropriately can alter a woman’s perception of pain and help
her to cope more effectively.

The desire of labouring women to be treated with ‘genuineness’ on the part of
their carers is also important, in that women need to feel that their labour
attendants have more than a ‘professional’ interest in them (Halldorsdottir and
Karlsdottir 1996a;b; Berg and Dahlberg 1998; Edwards 2005; El-Nemer et al
2006). This is particularly in evidence in the work of Wilkins (2000) who
examined the ‘special’ relationship between women and their community
midwives. One of the women interviewed by El-Nemer et al (2006) described
the desire for genuineness in their relationships with carers as being helped
from the heart’ (p81). Conversely, unsupportive and non-engaged carers may
‘cause a woman to perceive her labour as more painful, out of control, and
consequently traumatic. Significantly, all the respondents in both the Icelandic
studies (Halldorsdottir and Karlsdottir 1996a; 1996b) had problem free
pregnancies and normal births in hospital, so none of their dissatisfaction could
be attributed to high levels of medical intervention, instrumental or operative
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deliveries.

If caring is the essence of a human service’ argue Halldorsdottir and Karlsdottir
(1996b), ‘uncaring is malpractice and should be treated as such’. (p 376)
Uncaring, the authors point out in their 1996b paper, has been ‘strangely
neglected’ (p376) in nursing and midwifery research, but if the impact can be
such that a woman may be deterred from ever giving birth again, the profundity
of the issue must be acknowledged. Indeed, they suggest that it should be
treated as a serious ethical and professional problem in nursing and midwifery.

2.5 What constitutes control?

As has been seen in the preceding paragraphs, control means many things to
many different women. Women generally acknowledge that they cannot be in
control of the physical manifestations of labour but need warm emotional
support to cope with a highly challenging and intense experience, thus
achieving mastery. It could be argued that, rather than having a desire to be in
overall control, what women appear to fear most is suffering a loss of cohtrol
and the resultant feelings of helplessness. In some circumstances ‘control’ may
mean a midwife coming into a birth scenario and being directive, in others, it
may be a midwife who unobtrusively enables the woman to access her own
inner strength. More often than not, ‘control’, or lack of it, is cor{cemed with the
actions and attitudes of carers. Of the three major themes (caring, security and
control) identified by Halldorsdottir and Karlsdottir (1996a), it could be argued
that, in fact, women’s perception of control is a consequence of, and dependent
on, the existence of the first two.

Having identified control as a major determinant of women’s satisfaction with
childbirth, it is, however, impossible to arrive at one single definition of control
because the perception and experience of it is seated within the individual and
may change according to-circumstances. Rotter (1966) suggested a ‘Locus of
Control Scale’, a continuum, with individuals who perceive that life is primarily a
consequence of their own actions at one extreme (internal locus), and at the
other, people who believe that their lives are primarily influenced by external
factors (external locus). Those at the ‘internal’ extreme, he postulates, tend to
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be more assertive while those with a prevalently ‘external’ locus are more
susceptible to depression or aggression associated with feelings of
powerlessness. Raphael-Leff (1991) likewise suggests that there are two
divergent types of birthing women at opposite ends of a continuum, the
facilitator and the regulator. The facilitator, she asserts is focused on the
process of pregnancy and birth taking their ‘natural’ course and ‘gives in to the
emotional upheaval of pregnancy’ while the regulator may feel ‘invaded’ by
pregnancy and ‘holds out against it’ (p80). Consequently, she is keen to use
any means to avoid discomfort and maintain her self-control. HoWever, one
individual may react differently in diverse circumstances and depending on what
options are available. Thus a woman who could be described as assertive and
articulate in her employment situation, can become helpless and muted in a
hostile birth environment. Waymire (1997) cites the case of a survivor of sexual
abuse who ‘screamed for an epidural’ (p49) during her first birth, (appearing to
be a ‘regulator’) but opted for a natural, unmedicated birth for her second child.
Her choice of pain relief during the first experience however, was made as a
result of the non-supportive attitude of her carers. When, for her second birth,
she was supported by a sympathetic nurse-midwife, she was enabled to make a
genuine choice, to have a natural birth. The woman’s behaviour was
determined solely by thé degree of support given by her carers. From this we
can also see that control is strongly linked with the existence of true choice.

2.6 Loss of control — the impact on childbearing women

Clearly women’s perceptions of, and need for, control are diverse and
influenced to some extent by their own personalities, life experiences and
subsequent expectations. The fact that control and mastery are of great
importance to most women is undeniable. Cohversely, lack of control and
resultant feelings of powerlessness during the birth experience is one of the
major traumagenic factors associated with psychological morbidity following
childbirth. In recent years it has been recognised that a disturbingly substantial
number of women are emerging from birth suffering from post-traumatic stress
disorder, experiencing some of the symptoms or describing it as traumatic
(Crompton 1996a; Crompton 1996b; Menage 1996; Reynolds 1997; Lyons
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1998; Creedy et al 2000; Ayers and Pickering 2001; Church and Scanlon 2002;
Bailham and Joseph 2003; Soet et al 2003; Beck 2004b; Moyzakitis 2004; Olde
et al 2005).

2.7 Post-traumatic stress disorder

‘Post-traumatic stress disorder’ (PTSD) was first described among Vietnam War
veterans and was initially associated with the psychological symptoms of men
who had suffered horrific combat experiences (Reynolds 1997; van der Kolk,
Waisaeth and van der Hart 1996). By the time it was listed in the Diagnostic and
Statistical Manual of Mental Disorders (DSM Iil) (American Psychiatric
Association [APA] 1980) it also encompassed several other trauma-related
syndromes i.e. ‘rape trauma syndrome’, ‘battered woman syndrome’ and
‘abused child syndrome’ (van der Kolk, Waisaeth and van der Hart 1996). There
are strict criteria governing the diagnosis of the condition: the client must have:
(1) experienced an event outside the normal range of human experience which
would be markedly distressing to almost anyone; (2) repeatedly re-experienced
the event in some way; (3) persistently avoided stimuli associated with the
event or experienced emotional ‘numbing’; (4) experienced persistent
symptoms of hyper arousal; (5) experienced symptoms for at least a month
(APA 1980). Since that definition appeared, the first criterion has been
expanded to include ‘direct personal experience of an event that involves actual
or threatened death or serious injury, or a threat to the physical integrity of self
or others’ to which the individual's response is ‘one of extreme fear,
helplessness or horror * (APA, 1994 p424).

2.8 Traumatic childbirth

It is only since the last decade of the twentieth century that childbirth has
become recognised as a potential trigger for the development of actual or partial
PTSD (Alder et al 2006). The exact number of women emerging from childbirth
with symptoms that fulfil all the criteria for the diagnosis of post-traumatic stress
disorder remains uncertain, but research reveals that the number of women
who are at least partially symptomatic may be substantial. Menage (1996), one
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of the earlier researchers on the subject, in her practice as a GP, encountered
women who were fearful of future pregnancies and gynaecological procedures
and appeared to have suffered long-term psychological sequelae as a result of
previous experiences. She hypothesised that trauma sustained during obstetric
or gynaecological events might cause post-traumatic stress disorder and that
there might be similarities between these events and sexual assault, particularly
where the woman perceived herself to be powerless. Five hundred self-referred
volunteers, who had undergone obstetric or gynaecological procedures, took
part in her study, recruited via advertisements in local and national press, and in
women’s magazines. Six percent met the criteria for the diagnosis of PTSD,
whereas 20% described the event as ‘very distressing’ or ‘terrifying’. Later, Soet
et al (2003), examining the prevalence and predictors of psychological trauma
following childbirth, used questionnaires administered to women in late
pregnancy and approximately four weeks after the birth. They found only 1.9%
of their 103 respondents (recruited through childbirth education classes) met the
criteria for PTSD, but 34% reported their childbirth experience as traumatic,
while 30.1% were partially symptomatic. Olde et al (2005) collected data on
psychological predictors of childbirth PTSD from women who gave birth in a
suburban region of the Netherlands as part of a larger study looking into the -
effects of thyroid hormones on birth. They reported that 2.1% of their 140
participants were diagnoéable with PTSD, while 21.4% described their birth
experience as traumatic. Similar results were obtained by Ayers and Pickering
(2001) in their prospective study on incidence of PTSD after childbirth, which
included 499 women contacted through the antenatal clinics of four hospitals
They identified 2.8% of their respondents as suffering from PTSD.

Although the percentage of women meeting all the criteria for the diagnosis of
PTSD is relatively small, the numbers describing their birth experience as
traumatic and being partially symptomatic are disturbingly high. In 2005 ‘Mother
and Baby Magazine’ conducted a survey of 3000 British mothers in which 78%
said they found their birth experience ‘frightening’, with more than half of them
saying it was ‘far more shocking than they thought' (Crompton 2005). None of
these projects set out with the stated intention of examining the impact on
women with a predisposition for trauma. It is reasonable to assume that
although some of the respondents will have had a predisposition to PTSD, the
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majority will not. Research suggests then, that as many as one in three women
perceives her birth as traumatic and may suffer long term psychological
morbidity as a result (Creedy et al 2000; Soet et al 2003; Olde et al 2005).

2.8.1 What causes birth trauma?

Research indicates that there are many diverse factors involved in women
developing post-traumatic stress disorder following childbirth. Firstly, certain
women may have pre-disposing antecedent factors such as a history of sexual
violence, lack of social support, previous miscarriage or a higher trait anxiety
(Reynolds 1997; Czarnocka and Slade 2000; Keogh et al 2002; Soet et al
2003). Indeed, Soet et al (2003) found that women who had been sexually
abused were twelve times more'likely to suffer PTSD than women who had not,
although they do warn that the small numbers involved in their reseafch means
that their findings must be treated with caution. Other traumagenic factors that
have been associated with the event of childbirth include high levels of obstetric
intervention, extreme pain, emergency caesarean section, instrumental assisted
delivery, fear for their baby’s or their own life and (predictably) the birth of a sick
or stillborn baby (Reynolds 1997; Green et al 1998; Creedy et al 2000; Soet et
al 2003). '

However, what is universally agreed upon is that women who experience loss of
control, feel powerless or helpless for any reason during the birth of their baby
are much more likely to perceive it as traumatic and develop long-term
psychological sequelae (Lyons 1998; Church and Scanlon 2002; Soet et al
2003). This is highlighted by Ballard et al (1995) who examined the case
histories of 4 women who suffered post—traumatic stress disorder as a result of
their birth experiences. The first had undergone an elective caesarean section
under epidural anaesthesia for transverse lie. Unfortunately, the anaesthetic
was not fully effective and the woman experienced excruciating pain. During the
procedure she was ‘screaming shouting, and struggling to get off the operating
table’ (p 525) but was held down by attendants who continued with the
operation.

The second had what the authors describe as a ‘problem free’ delivery, but pain
relief was ‘not optimal’. However, she had been left alone for long periods
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during labour and as a consequence, felt unsupported and un-cared for.

The third woman’s birth was 6omplicated by a shoulder dystocia and her baby
suffered a cardiac arrest but was successfully resuscitated.

The fourth had planned to labour under epidural anaesthesia, but had been
denied this by her midwife who ‘did not talk to her at all’. She ‘went into shock’ -
on realising that that she was expected to deliver without her chosen means of
pain relief. Furthermore, she was told by an authoritarian hospital sister that she
could not possibly be in such pain. After delivery, her ‘off-hand’ midwife also
ignored her request not to suture her perineum.

The researchers speculate as to a possible cause for the women developing
post-traumatic stress disorder and highlight the fact that, in each case, the
feeling of a ‘lack of contfol’ was described.

Clearly, the issue of post-traumatic stress disorder in the context of birth is a
complicated one, but feelings of powerlessness and lack of control appear to be
almost universal. The work of Soet et al (2003) may provide a partial insight into
the reasons for this. Many of the 'women in their study expressed frustration at
being confined to bed during labour because their medical practitioners had
ordered continuous fetal monitoring. Consequently, the women were unable to
use techniques they had learned in childbirth preparation classes and therefore
felt powerless to control their pain. The perceived need for medical surveillance
and control took precedené:e over their needs for comfort and mobility. These
women were denied active participation in their labours because the medical
agenda was considered more important. Women birthing within the hospital
system do so, not on their terms, but according to the medical and institutional
agenda. Pratton (1990) observes: '

Too often modern medical aids have superceded [sic] human contact and
emotional support, so that the mother’s demands for attention in labour are
responded to with analgesia, reaffirming the definition both of the situation

primarily as painful and of herself as a passive patient.  (p 50)

Women'’s needs in childbirth are interpreted through the technomedical ‘lens’
and often responded to with increasing levels of medical intervention thus

further depriving them of control.
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Creedy et al (2000) conclude from their study that maternity services should be
reviewed in order to reduce the number of invasive obstetrical interventions
during labour and birth, but their research failed to identify exactly why these
procedures were perceive'd'as traumatic. Soet et al (2003) and Reynolds
(1997), stress the need for ‘excellent’ pain control, but also recommend that
staff use .good communication, offer women options and consider the
psychological as well as physical impact of medical interventions. Alder et al
(2006) in addressing the problem of post-traumatic symptoms after childbirth,
suggest interventions such as counselling women during subsequent
pregnancies and providing patient-centred information but offer no discussion
on how maternity care could be improved in order to avoid traumatisation
occurring in the first place.

Many of the investigations into this topic were undertaken in a predominantly
positivist manner, using writtenAor telephone questionnaires, and although they
are useful in identifying ‘what’ may cause a woman to perceive her birth as
traumatic, they are inadequate to answer the questions, ‘why’? and ‘how do
women feel about it?’ It is to qualitative and/or feminist research and to

women’s own accounts that we must turn to understand this.

2.8.2 Why do women perceive birth as traumatic and how does it affect

them?

The accounts of women who have perceived their birth as traumatic are shot
through with references to cold and unsympathetic carers, staff who are task

focused and/or fail to provide sufficient information or explanations.

One of the lcelandic women described her distress at her midwife’s apparent
lack of concern and interest in her as she was labouring:

What | really felt was demoralizing was that | felt that she — you know, | was
completely alone, you see? She was completely indifferent, she was just out in
the hall playing solitaire and peeked in every now and then, you see? And |
mean she probably had delivered many hundred babies, maybe, and knows

probably exactly how this happens, you see? So she knew more than I, she
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didn't talk to me, you see? And she said to me, “Just wait for this, honey,” and,
you know, she was careless. (Halldorsdottir and Karlsdottir 1996b p 371)

Reflecting somewhat the findings of Green et al (1998), all the respondents in
Moyzakitis’ (2004) study of six women who reported their births as traumatic,
had been subject to a high level of medical intervention in labour. However,
Moyzakitis’ data gives a valuable insight into exactly ‘why’ women found these
situations traumatic. The interviewees spoke of ‘carers’ who did not listen to
them, excluded them from any decision making and who misused their position

of power:

All I remember is asking her to stop, that if | could just have five minutes to calm
" down.... There’s me screaming: "Stop! Stop!”...She carried on stitching and
stitching, which seemed to go on forever...and at that point | blanked out
completely. (p 10)

Church and Scanlan (2002) describe the experiences of a woman (‘Sally’) who
was referred to the Community Mental Health Team suffering from post-
traumatic symptoms. It took several weekly ‘sessions’ before Sally was even
able to recall the details of the birth, but eventually she explained that she had
wanted a ‘natural’ birth. However, as her labour became complicated and
increasingly medicalised, she felt a total loss of control and became convinced
that she and her baby were going to die. However, many of her subseduent
nightmares and flashbacks involved the behaviour of a doctor who, during the
episode, had ‘pushed his face towards her and shouted at her’ (p 11). This, she
found abusive and predatory, but it also had a deep impact on her husband,
who had witnessed the event, Ieaving him feeling ‘emasculated and ashamed’.
(p11) ,

The first volume of the AIMS journal in 2007, devoted to birth trauma, is also
testimony to the lasting ‘soul wounds’ (Mauger 2007), sustained by women who
have experienced this kind of treatment:

Like a lot of other pregnant women | was deceived, neglected, insulted,
assaulted and ignored by hospital staff (Barnes 2007)
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It is hard to explain the emotional assault of being cut open by people whom
you know have no respect for you or your wishes, the feeling of utter

powerlessness. (Stenson 2007)

It is striking how, in all these sources, comparatively little is said about the
purely physical process of birth. The vast majority of traumatic events
associated with childbirth are concerned with the human element and the denial
‘of women'’s psychological and emotional needs.

2.8.3 Birth trauma and the betrayal of trust

Some women appear to experience a sense of betrayal when those responsible
for their care treat them coldly and callously. One woman, interviewed by
Moyzakitis (2004), recalled that she was screaming in pain, expecting her
midwife to react with kindness and comfort but was shocked by her response:

I'll never forget her saying “Don’t be silly now! Pull yourself together” (sternly).
All | wanted was some reassurance. (p 11)

One of the women in the case report paper by Ballard et al (1995) referred to
previously, portrays a sense of betrayal towards her attendants. She had been
referred to the hospital in question specifically because it was able to offer a 24-
hour epidural service, and clearly felt that delivering without this means of pain
relief was not an option for her. Having been denied her request by her ‘off-
hand’ and ‘authoritarian’ midwives, she felt she had been forced to endure
unbearable pain. Long after the event she continued to have repetitive and
intrusive thoughts about the ‘out-of-date’ punitive attitudes of the midwives; she
said: ‘It sounds awful, but | feel like beating this midwife to a pulp’ (p 257)
According to Williams (1996), whose article describes her experience of giving
birth to a stillborn baby, the event was rendered all the more traumatic by her
attendants’ lack of empathy and communication. She felt that if these needs
had been met, she might have been spared the profound psychological
sequelae that ensued:
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....had one midwife or another member of medical staff stayed with me while
doctors concentrated on saving my life, taken responsibility for me, explained
what was happening and interceded for me when | needed anything, the
psychological dissociation with its long-term consequences might have been
avoided. (p 528)

This sense of betrayal also emerges in the research conducted by Beck
(2004a). She undertook a prbject which involved mainly Internet interviews with
40 women who had experienced birth trauma in several different English-
speaking countries. She identified four themes running through her findings, the
essence of which correspond closely to the needs of birthing women as defined
by Halldorsdottir and Karlsdottir (1996a): 1) To care for me: was that too much
to ask?; 2) To communicate with me: why was this neglected?; 3) To provide
safe care: you betrayed my trust and | felt powerless; 4) The end justifies the
means: at whose expense? At what price? The depth of emotional distress

experienced by these mothers is heart-rending:

The labour care has hurt deep in my soul and | have no words to describe the
hurt. | was treated like a nothing, just someone to get data from. (Beck 2004a,
p 31)

Beck concluded:

Their protective layers were stripped away, leaving them exposed to the
onslaught of birth trauma. Stripped from these women were their individuality,
dignity, control, communication, caring, trust, and support and reassurance. (p
32)

The trauma-inducing factors in these women’s experiences were, without
exception, concerned with the manner in which they and their births were
‘managed’ by others. Their needs for control and mastery, human warmth,
encouragement and information went unacknowledged and unmet.
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2.8.4 Birth trauma and sexual violence

Disturbingly, women'’s accounts of birth trauma frequently resemble those of
women who have been'subjected to rape and sexual violence (Kitzinger, S
1992; Menage 1996; Beck 2004a; Beck 2004b).

| cried and shouted but was held down and told to stop making a noise...
(Menage 1996 p 533)

| felt like an animal being slaughtered (Kitzinger, S 2001 p 446)

| struggled up through my unconsciousness to tear away the oxygen mask. A
bodiless hand mechanically replaced it, pushing me back down into abject
airlessness. (Williams 1996 p 528)

Kitzinger, S (1992) describes how she and her daughters (who were working
~with female rape victims) compared the language used by 345 mothers who
~ had experieAnced birth trauma with that of rape victims describing their
experience of sexual violence. It was remarkably similar. Some spoke of being
stripped of their sense of personal identity:

‘He never even looked at the top half of me. | wasn’t a person anymore.’ ‘| was
merely a vessel with my contents to be offloaded.’ (pp 72-3).

The common thread, running through all the women’s accounts, states
Kitzinger, was that of complete powerlessness. She also compares the various
mechanisms at play in a rape scenario with that of the traumatic childbirth
situation. Both groups of women may suffer acute pain and genital mutilation,
both may be coerced into compliance by emotional blackmail or threats and

both suffer forcible exposure of their genitals before strangers.
2.8.5 Birth trauma and sexual dysfunction

Not surprisingly, as a consequence of traumatic birth experiences, women may
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suffer from long-term sexual dysfunction (O’Driscoll 1994; Smith 1998b;
Bailham and Joseph 2003; Beck 2004b). This may be founded on the fear of
becoming pregnant again, or, in some cases, because the sexual act triggers
memories of the birth. One of Beck's (2004b) respondents reported having
refrained from sex for six months following the birth of her child because the
‘moment of penetration’ caused her to have flashbacks to being pulled down the
bed during an unsuccessful forceps delivery. Another, quoted by Kitzinger, S
(2006a) described how sex with her partner caused her to have ‘shooting pain’
and ‘a vision’ of the doctor who sutured her perineum.

In addition, the woman'’s partner may also be traumatised by the event which
will impact on their subsequent relationship (Church and Scanlon 2002;
Kitzinger, S 2006b)

2.8.6 Birth trauma and its impact on the mother/baby dyad

The experience of birth trauma may have a negative impact on a mother's
relationship with her baby. Reynolds (1997), Professor in the department of
family medicine, University of Western Ontario, describes having contact with
women whose chronic distress following traumatic birth not only affected their
own sense of self-worth, but also their ability to breastfeed and bond with their
children. They remembered their births only with ‘pain, anger, fear or sadness,’
(p 833) or, in some cases, they were unable to recall anything, which, Reynolds
postulates, suggests that they were experiencing traumatic amnesia.

Moyzakitis (2004) reports that all six of her interviewees identified difficulties in
their relationship with their babies which they attributed to their birth.

/ didn;t want him near me for a couple of days....It took me a while....if someone
had taken him away.....and I'd never seen him again, it wouldn’t have bothered
me. (p 11) |

Although this woman reported having difficulfy relating to her infant for a short
time, for others, it may take much longer to develop a satisfactory bond. Three
out of the four women described by Ballard et al (1995) had ongoing difficulties
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relating to their infants following traumatic birth. One (before giving birth) was
described as outgoing and confident, happily married and welcoming of her
pregnancy. Antenatally she had regularly sung and talked to her unborn child.
Following her birth experience, however, she became clinically depressed, felt
the baby was not hers and avoided all contact with him because of the ‘intrusive
recollections’ he triggered in her. It took 19 months for her to recover, during
which time her husband was obliged to take over caring for their baby and her
parents moved house in order to be near enough to provide help and support.
Discussion in the Midwifery Matters ‘nettalk’ pages (2004) also gives a moving
illustration of the enduring problems and emotions that women may experience
in relating to their children after traumatic birth. One reports feeling resentment
towards her child, another that her relationship with her child (who was at that
time ten years old) had been ‘spoilt’. A third describes feeling' that she had not
given birth to her daughter but ‘had her taken out instead....” (p 39)

The work of Beck (2004b) provides one of the most useful insights into the
world of women traumatised by birth. Her phenomenological study is a rich
source of data on the lived experience of these women and is striking in its
impact. Some of her respondents describe the well-documented ‘numbing’ and
dissociation sequelae [see Chapter 9] associated with trauma (van der Kolk and
McFarlane 1996; van der Kolk, van der Hart and Marmar 1996) which interfere
with the task of mothering. Women felt themselves to be ‘dead’, their ‘souls
having left their bodies’ and their existence continuing as a mere ‘shell’:

Mechanically I'd go through the motions of being a good mofher. Inside | felt
nothing. If the emotion did start to leak, | quickly suppressed it. (Beck 2004b p
219)

| wanted to feel motherhood. | wanted to experience and embrace it. Why was |
chained up in the viselike grip of this pain? This was my Gethsemane — my
agony in the garden. (Beck 2004b p221)

Emanating from many of these accounts is not only a profound disappointment
and regret for what might have been, but a deep sense of isolation and guilt.
Beck (2004b) describes how women traumatised by birth often isolate
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themselves from other mothers and babies to the extent that one woman
arranged to schedule her baby’s clinic appointments 15 minutes before the
clinic opened in order to avoid meeting other mothers.

2.8.7 Birth trauma and its impact on subsequent pregnancies.

Recently, the issue of women requesting elective caesarean section in order to
avoid labour has been hotly debated (Carr 2003; Beech 2007) resulting in the
popular stereotype of the woman who is ‘too posh to push’. Although there may
be some who eschew vaginal birth for relatively superficial reasons, it appears
that many women feel unable to face normal labour for reasons more to do with
their fear of losing control or of not placing themselves in situations which might
be reminiscent of previous traumatic experiences (Beech 2007). Significantly, a
study carried out in Stockholm (Sjogren, 1997) into reasons for women’s anxiety
about childbirth, reported that of the 100 respondents, 73% gave their main
reason for fear as ‘ack of trust in obstetric staff during delivery’ (p172).

Hofberg and Brockington (2000) examined the experiences of 26 women
suffering from tocophobia, thirteen of whom suffered from secondary
tocophobia (fear of childbirth resulting from a previous distressing or traumatic
delivery). Of these, eleven arranged elective caesarean sections in order to
avoid going through labour. It is also noteworthy that of the 26 interviewees,
eight had experienced either childhood sexual abuse or rape. Their study also
revealed that women who were refused their choice of delivery suffered higher
rates of psychological morbidity than those who achieved their desired mode of
birth. Of the three women who were forced to undergo vaginal birth against their
wishes, all suffered from postnatal depression, two had symptoms of post-
traumatic stress disorder and two experienced delaye‘d‘bonding with their
babies. From this longitudinal study (the women were seen over a two year
period) it emerges thet elective caesarean section may eonstitute an avoidance
strategy employed by women who are unable to face their fear, avoidance
being one of the diagnostic criteria for post-traumatic stress disorder.

Women are able to accurately remember the events surrounding their births for
many years (Simkin 1991) and, as a result of a traumatic experience, may
suffer long-term mental health consequences which interfere with the activities
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of normal daily life. Kitzinger, S (2006b) quotes one woman who could not drive
past the hospital where she had given birth without breaking out into a sweat.
Other women have been known to avoid people who remind them of the
‘perpetrator’ or take detours in order to avoid going near the hospital building
(Robinson 1999). Consequently, a substantial number of women who have had
traumatic birth experiences may choose to give birth at home for subsequent
births. Arguably, opting for a home birth may be described as an ‘avoidance’
behaviour in that it minimises the possibility of loss of control which is
associated with exposure to ‘the system’. One woman quoted in research by
Rhodes and Hutchinson (1994) stated:

When it came right down to it there was no way that | was willing to put myself
in the situation where anyone would have that kind of control over me. | had my

baby at home with a midwife. (p 217)

Rose’s account (1992) of her two births would also seem to convey the idea
that home birth may, in some measure, constitute an avoidance behaviour. Her
decision, to give birth to her second child at home, was strongly influenced by a
lack of trust in medical staff. She explained:

...I'm sure the doctors could not have handled all of that emotionality and would

have tried to use some kind of intervention. (p 218)

Furthermore, of the 19 births experienced by the incest survivors involved with
Parratt’s study (1994), over a third of them took place at home. Although it could
be argued that this might have been predicted because Parratt is a home birth
midwife, only one of her interviewees was an ex-client, the remainder having

been recruited via incest survivors’ support groups.

2.9 Summary

The literature indicates that the act of giving birth has a far greater significance
to women than merely producing a healthy baby and is strongly associated with
their subsequent psychological wellbeing, self-esteem, sense of mastery,
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relationships with their partners and the ability to parent their children. In order
to successfully navigate the rigours of the birth process, women need to be
provided with appropriate care and support. The type of care women value is
embodied in good, genuine relationships in which they feel valued, listened to
and in which they can trust the character and competence of their carer. The
work of Halldorsdottir and Karlsdottir (1996a) and other literature suggests that
women’s satisfaction with, and lasting perception of, their birth experience is
greatly influenced by the quality of emotional care they receive at the time. The
perception of having control during the process is highly indicative as to whether
the event will be perceived as traumatic or not. It is, however, impossible to
define the concept of ‘control’ as it clearly holds different meanings for different
women, but the evidence that carers have a huge impact on enabling or
preventing women from perceiving themselves to be in control is undeniable.
Recently, the phenomenon of ‘birth trauma’ has been recognised and research
suggests that, although the percentage of women fulﬁliing the criteria for the
diagnosis of PTSD is relatively low (between 1.9 and 6%), up to a third of all
women may be experiencing their births as ‘traumatic’. More often than not,
birth trauma occurs as a result of the failure of maternity workers td provide the
quality of emotional support and care identified by Halldorsdottir and Karlsdottir
(1996 a and b) and others. Women are emerging from their birth experiences
with symptoms identical to those suffered by individuals who have been
subjected to ‘rape, kidnap, automotive and industrial accidents, crime, civil
disaster and various war-related events, such as combat, concentration camp
or prisoner of war experiences’ (Menage 1996 p 532). The accounts of women
who have experienced traumatic birth are characterised by loss of control and
feelings of helplessness, often linked with the perception that caregivers are
unsympathetic, emotionally cold and uncaring. Disturbingly, their accounts of
birth trauma often strongly resemble those of victims of sexual violence and
rape (Kitzinger', S 1992).

It would appear then, that post-traumatic stress disorder following childbirth is
largely iatrogenic (lllich 1976). There is evidence that survivors of sexual abuse
have a pre-disposition for post-traumatic stress disorder, but also that women
who have no predisposing factors are emerging from birth with symptoms of
PTSD. ’
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The following chapter will look at what is known about childhood sexual abuse
and its impact on women before proceeding to examine the literature
specifically addressing the experiences of survivors in the context of
childbearing.
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Chapter 3

Literature review

3.1 Introduction

This chapter will discuss the definitions and prevalence of childhood sexual
abuse and its potential sequelae, before going on to examine the impact this
has on childbearing women. This will include the various psychologicél issues
survivors bring with them to pregnancy and childbirth. The issues that are
pertinent to their contact with maternity services will then be explored, such as
control, touch, the parallels between birth and sexual violence and pain in
labour. There will then be a short discussion on ‘dissociation’, a coping strategy
which many survivors use to cope with such situations (Chapter 9 constitutes a
fuller examination of this). There follows a discussion on the impact of CSA on
breastfeeding and women’s relationships with their offspring, after which there
is an examination of the impact maternity carers have upon women with a
history of CSA.

3.2 What is childhood sexual abuse?

It is only relatively recently that childhood sexual abuse has been recognised as
a widespread problem affecting many individuals regardless of race, social
class or culture (Holz 1994). Clearly, it is not a new phenomenon, and in the
late 19th century, Sigmund Freud published a paper in which he linked 'hysteria’
“ with early childhood sexual experiences. This arose out of his clinical practice
and observations of his female patients. However, only one year later he re-
interpreted his findings, stating that 'these scenes of seduction had never taken

4Hysteria

Hysterical neurosis was the model on which Freud based his psychoanalytic theory and
describes a ‘simulation’ of physical symptoms for which there was no detectable physical cause
(Gross 2001). Originally it was thought that hysteria was confined only to women and was first
linked to childhood histories of trauma as early as 1895 by the French psychiatrist Briquet. In
the late nineteenth century the neurologist Jean-Martin Charcot described how “choc nerveux”
could give rise to a condition which he called “hystero-traumatic autosuggestion”. This was
characterised by a so-called “hypnoid state”, (nowadays recognised as dissociation) caused by
the suffering of an unbearable experience (van der Kolk, Weisaeth and van der Hart 1996).

48



place, and that they were only fantasies which my patients had made up.’
(Freud 1925/1959; p 34; quoted in van der Kolk, Weisaeth and van der Hart
1996 p54). Tragically, because of the respect afforded the work of Freud, this
resulted in the widespread denial of the existence of childhood sexual abuse
and consequently no research interest for a large part of the 20th century.
During the latter half of the century however, with the rise of the feminist
movement, society's changing attitudes towards women and new understanding
about the impact of trauma on individuals, Freud's assertions began to be
challenged. At last, childhood sexual abuse was acknowledged as a reality and
sexual trauma was finally recognised as having long-term psychological
sequelae comparable to those caused by other horrific events.

There are some variations in the definitions of what constitutes childhood sexual
abuse but it is generally agreed that it is any kind of sexual activity which takes
place between a child, who is not in a position to resist, consent to, or
understand the significance of the act, and a sexually more mature individual. A
‘child’ is usually defined as someone under the age of 18 (Benedict et al 1999;
Leeners et al 2006) although an "abuser' is understood to be someone who is in
a position of power over the child by dint of maturity or role, and who is fully
aware of what is taking place. Thus, an older ‘child’ could be described as an
abuser if his/her victim is significantly younger and less sexually aware. A useful
definition is given by the American College of Obstetrics and Gynecology (2001
p311)

Childhood sexual abuse can be defined as any exposure to sexual acts
imposed on children who inherently lack the emotional, maturational, and
cognitive development to understand or to consent to such acts. These acts do
not always involve sexual intercourse or physical force; rather they involve
manipulation and trickery. Authority and power enable the perpetrator to coerce
the child into compliance.

Simkin and Klaus (2004 p4) extend the scope of the definition to encompass

'psychological sexual abuse' which they say may include:

...exposing the genitals, voyeurism, intrusive interest in the child's sexual
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development, or forcing the child to view pornographic materials or witness
inappropriate sexual activities; and 'verbal sexual abuse', which includes ‘erotic
talk or innuendo, accusations of 'sexy', 'loose' or 'whore-like' behaviour, or other

explicit language.

Sexual abuse of children can be perpetrated by a family member, a blood
relative or someone the child believes to be a relative (incest), or by someone
outside the fémily who is often in a position of trust or authority, such as a fémily
friend, a member of the clergy, or é teacher (Holz 1994). Sexual abuse by
strangers is less common (Kelly 1988; Satin et al 1992; Stenson et al 2003).

What is clear from the literature is that sexual abuse is largely concerned with
the misuse of power and the betrayal of trust and therefore does not have to
involve physical force in order to have a damaging effect. A child's essential
dependence is the basis upon which an abuser is able to coerce and maintain
power over his victim. Cooperation may be gained through manipulation using
promises, threats, gifts or 'special’ treatment (Rouf 2003; Simkin and Klaus
2004 p 17) The victim may not understand the significance of what he/she is
experiencing, but may feel uncomfortable, frightened or confused about what is
happening (Simkin and Klaus 2004 p21). The child will often be reluctant to
disclose particularly if her abuser is someone to whom she looks for care and
protection (Hobbins 2004; Smith 1998b) and sadly, disclosure may be met with
disbelief and dismissal (Hobbins 2004; Robinson 2000; Rouf 2003). Summit
(1983) suggests a paradigm to explain the behaviour of some abused children
which he refers to as 'The child abuse accommodation syndrome'. This he
defines by five categories; (1) secrecy, (2) helplessness, (3) entrapment and
accommodation, (4) delayed, unconvincing disclosure, and (5) retraction. He
argues that an abused child's normal coping behaviour may contradict the
entrenched beliefs and expectations typically held by adults, laying him/her
open to accusations of lying, manipulation and fantasising by the very people
who are, theoretically, in a position to help. As a consequence, the child
descends even deeper into self-blame, self-hatred and re-victimisation. Children
who do disclose may be subjected to unwanted attention by authorities,
experience a profound sense of shame and consequently some may recant or
minimise their abuse (Hobbins 2003). Some children remain silent because of

50



various threats (such as physical punishment or removal from the family) made
by their abuser (Rose 1992; Smith 1998b; Rouf 2003; Hobbins 2004). It is
known that rhany children cope by suppressing their memories of abuse, [see
Chapter 9 on dissociation] thus being enabled to continue with everyday life as
if nothing were amiss (Chu and Dill 1990; Bass and Davis 1992; Hobbins 2004).
Consequently, children are often trapped helplessly in abusive situations not
only by their abusers, but also by the expectations and beliefs of a society,
which, until very‘ recently, has tended to look upon child sexual abuse as a

rarity.
3.2.1 Prevalence

It is impossible to arrive at a definitive answer as to the incidence of _CSA.
Wilshaw (1999) argues that an ‘'accurate' assessment of the prevalence of
abuse depends on the stage at which society is at in accepting its behaviour.
However, this would appear to be somewhat simplistic. If abuse merely
consisted of physical contact then it would be relatively easy to define. There
are non-physical forms of sexual contact which are clearly abusive, but there
are others which lie on the periphery, which are open to question and
interpretation. To some extent, the idea of what constitutes CSA is socially and
culturally constructed (Squire 2003). A certain proportion of the American
population is clearly comfortable with the concept of the 'Little Miss' pageant, in
which very young girls are dressed and made up to look like adult women.
Other segments of that same society would perceive the whole idea as abusive
and exploitative of innocent young girls.

The conflicting opinions about exactly how to define childhood sexual abuse
results in a wide range of prevalence being quoted. Drawing on current
research evidence, Community Health Sheffield (1998) cites a range of 12 to
51% of females reporting CSA, whilst the American College of Obstetrics and
Gynecology [ACOG] (2001) puts the figure at approximately 20%. Other
authorities suggest numbers may be as high as 54% (Kelly 1988), but studies
undertaken in Sweden (Stenson et al 2003) and Germany (Leeners et al 2006)
found prevalences of 8.1% and 15.9% respectively. It is highly likely however,
that for multiple reasons, childhood sexual abuse is under-reported (Holz 1994;
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Bohn and Holz 1996; Tidy 1996; Widom and Morris 1997; Robinson 2000). Not
only are survivors Kkept silent by their own sense of shame, but, as previously
discussed, some fail to speak out because of threats made by perpetrators to
themselves or their family (Hobbins 2004). In addition, some women are
affected by long term amnesia resulting from the trauma of their early
experiences (Chu and Dill 1990; Hanan 2006).

.It is possible theh, that up to half of the women passing through the maternity
services may have experienced some form of childhood sexual abuse. Given
the probable scale of the problem, it is inevitable that midwives and other
-maternity workers will come into contact with a significant number of survivors
during their careers (Simkin 1992b). It is, therefore, disturbing that so little
apparent emphasis is placed upon making health care professionals aware of
the implications of caring for these womeny.

3.3 The potential sequelae of CSA

Research shows that childhood sexual abuse results in a multitude of adVerse
short- and long-term effects in those who have been subjected to it. There is no
single syndrome or cluster of symptoms which are universally present in
survivors, but this kind of abuse has the potential to have an impact on every
area of an individual's life. The work of Finkelhor and Browne (1986) has
contributed significantly to our understanding of the effects of childhood sexual
abuse. Their 'traumagenic model' suggests a conceptual framework of how and
why CSA might have a damaging effect not only on a person's self-perception
but also on how she views others and the world in general. Clearly, the
sequelae of sexual abuse will differ from individual to individual and not all
women appear to experience long-term psychological problems (Courtois 1988;
Hobbins 2004). However, this model is particularly relevant to the data in this
study and provides a useful insight into the problematic behaviours and psycho-
social difficulties experienced by these women. It is defined by four categories:

betrayal, stigmatisation, powerlessness and traumatic sexualisation.
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3.3.1 Betrayal

Sexual abuse is characterised by a betrayal of trust particularly if it is
perpetrated by someone whom the child loves and depends upon, such as a
parent or guardian. Consequently, most survivors will experience difficulties
with trusting others, particularly someone who is perceived as being in a
position of authority (Grant 1992; Robinson 2000; Scalzo 2003; Simkin undated)

3.3.2 Stigmatisation

The entire issue of childhood sexual abuse is surrounded by a sense of shame.
Many survivors are led to believe by their abusers that they are somehow to
blame for what has happened to them (Summit 1983; Sanford 1991; Ainscough
and Toon 1993; ACOG 2001; Rouf 2003) and consequently are burdened with
guilt and self-blame. This not only ensures their silence, but leads to feelings of

stigmatisation, alienation and social isolation.
3.3.3 Powerlessness

Childhood sexual abuse is, by definition, the exploitation of a weaker,
dependent person, who is not in a position to resist, by a more powerful person.
The child's natural vulnerability is exploited for the benefit of the abuser,
resulting in feelings of powerlessness and helplessness in the victim (Sanford
1991; Simkin and Klaus 2004, chapter 2). These feelings are exacerbated by
whatever means the perpetrator imposes as part of the abuse process i.e.
coercion, threats, manipulation. The child’s perceived (and 'actual)
powerlessness is then reinforced when his/her attempts to halt the abuse are
frustrated (Summit 1983).

3.3.4 Traumatic sexualisation

Victims of childhood sexual abuse are coerced or forced into premature sexual
awareness and activity, which is inappropriate for their stage of physical,

emotional, sexual and psychological development. This can result in a host of
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sexually related problems later in life. The most common of these, according to
the ACOG (2001) are issues such as fear of intimate relationships, dysfunctions
of desire and arousal, flashbacks to abuse during sexual activity and feelings of
repulsion. Other problems include high-risk behaviours such as dangerous
sexual practices, promiscuity and prostitution (Mullen et al 1993; Holz 1994;
Bohn and Holz 1996; Smith 1998a; 1998b; Dietz et al 1999; Seng et al 2004).

3.4 The far-réaching impact of CSA

As CSA occurs at a time when a person's psychological, social and emotional
development is at an early stage, a survivor grows up with an image of
her/himself and the world which is profoundly influenced by those experiences
(Finkelhor and Browne 1986; Lipp 1992; van der Kolk 2003). Research has
shown that adults who were sexually abused as children are also more likely to
suffer from a whole host of inter-related emotional difficulties including
depression, anxiety and excessive anger (Bachmann et al 1988; Benedict et al
1999; ACOG 2001). Amongst survivors of CSA there is also a higher incidence
of mental health, psychological and behavioural problems, such as post-
traumatic stress disorder, dissociation, eating disorders, self harm, addictions,
substance misuse, low self esteem and phobias (Chalfen 1993; Holz, 1994;
Tidy 1996; Heritage 1998; Benedict et al 1999; Squire 2003)
In addition to the huge influence on the emotional and psychological functioning
~of an individual, sexual abuse may also lead to somatisation. There is research
| evidence that women who have been subjected to sexual abuse in childhood
are much more likely to experience chronic physical conditions than those who
have not. These maladies include genito-urinary disorders, pelvic pain, gastro
intestinal disorders, respiratory problems, frequent headaches, chronic fatigue,
back pain, musculoskeletal pain, morbid obesity, insomnia and many others
(Arnold et al 1990; Roberts 1996; Heritage 1998'; American College of
Obstetrics and Gynecology 2001; Taylor and Jason 2002; Scalzo 2003; Hanan
2006).
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3.4.1 Issues survivors bring with them to pregnancy

All women entering into the experience of childbearing carry with them the
impact of past events which have shaped their opinions and worldview. These
factors will have a profound impact on their expectations of the experience, their
subsequent perceptions of childbearing and adaptation to motherhood.
However, women who have been affected by CSA will be approaching
pregnancy with numerous antecedent factors which leave them with a pre-
disposition for re-traumatisation (Weinstein and Verny 2004). Most will have
experienced feelings of powerlessness at the time of their abuse, and for many
this will have been exacerbated by being ‘trapped’ in abusive relationships
which they were helpless to put a stop to. They may perceive themselves to
have been betrayed not only by their abuser (often in the role of nurturer or
carer), but also by others whom they felt were aware of their suffering but who
failed to protect them (Buist and Bamett 1995; Kitzinger, J 1997). A significant
number will have experienced psychosexual problems and many will have
conflicting emotions around pregnancy. Some may have experienced chronic
mental health problems or engaged in various ‘destructive’ behaviours such as
alcohol misuse, eating disorders and self-harm. CSA is also known to be
causally linked to post-traumatic stress disorder (PTSD) (ACOG 2001; Seng
2002a; van der Kolk 2003) and many survivors will have experienced at least
some of the symptoms. Furthermore, a substantial number will have suffered

long-term somatic disorders.
3.5 The impact of CSA on childbirth

A search of the literature on childbirth foIIowihg childhood sexual abuse reveals
the paucity of research specifically on that topic. The great majority of literature
available to midwifery and obstetrics about the problems of sexual abuse
survivors is anecdotal and has arisen out of the accounts of survivors or from
the experiences of practitioners working with them (Christensen 1992; Courtois
and Riley 1992; Lowe 1992; Simkin 1992b; Rose 1992; Holz 1994; Leckie-
Thompson 1995; Tilley 2000; Gutteridge 2001; Rouf 2003; Scalzo 2003; Hanan
2006). There is, however, a small amount of qualitative work which is
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particularly helpful in gaining an understanding into what birth is like for
survivors of sexual abuse (Parratt 1994; Rhodes and Hutchinson 1994; Burian
1995; Kitzinger, J 1997; Smith 1998b; Seng et al 2002). These studies suggest

that there are certain commonalities in the experiences of these women.
3.5.1 The body is the battlefield

The aftermath of violence is not ‘all in the head’ states Sanford (1991). What
blows the mind or breaks the heart the body knows; it becomes a museum filled
with artefacts from childhood (p 79).

Blume, (2004) in her preface to Simkin and Klaus's (2004) book 'When
Survivors Give Birth’ describes the abused woman’s body, and in particular its
sexual parts, as ... .the battlefield on which incest is played out (p xxii). Like any
other theatre of war, the resulting devastation of abuse lingers on long after
hostilities cease, causing long-term suffering and hardship. The survivor of
sexual abuse carries within her body, mind and emotions the consequences of
the conflict and is unable to escape her personal war zone. According to van
der Kolk (1996 Chapter 10) research in the area of post-traumatic stress
disorder indicates that when an individual is confronted with reminders of their
original trauma, psychophysiological and neuroendocrine responses occur
indicating that they have been conditioned to respond as if they were re-

experiencing the event:

...their bodies continue to react as if they are being traumatized even though
the event may have occurred many years in the past. (van der Kolk 2002 p 65).

This is demonstrated in the birth account of Rose (1992), who found hersélf
experiencing flashbacks to her abuse during childbirth. She described the
memories of her abuse as being Jocked’ into her birthing muscles, which had a
profound influence on her birthing experience.

Survivors of sexual abuse may have difficult relationships with their bodies
(Rouf 2003; Simkin and Klaus 2004). Simkin (1992b) suggests that some

women may experience confusion and anxiety over body ‘boundaries’ owing to
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repeated boundary violation suffered in childhood. However, she describes this
in terms of survivors’ resultant fear of invasive procedures such as pelvic:
examinations and vaginal ultrasound probes, which, arguably, may be more
indicative of boundary confusion in the minds of maternity care providers than in
the women. According to Kitzinger, J (1997) some survivors are dissociated
from their own bodies or feel alienated from their sexual functions and this is
seen in the account of Hanan (2006) who writes about her teenage lifestyle of
heavy drinking and promiscuity which came about as the result of her feelings
of self-loathing. The expression of her emotional and psychological pain was
continually being replayed through her body ‘1 was just letting myself be abused
again and again.’ (p 37) Similarly the survivor interviewed by Smith (1998b)
became sexually active at the age of 12 and had had a number of sexual
relationships by the time she was 15.

3.5.2 Barriers to becoming pregnant.

Thus, many women who have experienced childhood sexual abuse approach
pregnancy with pre-existing problems concerning their physical and sexual
selves (Weinstein and Verny 2004). Although most women will have concerns
and conflicting emotions about childbearing, the issue of becoming pregnant
may have profoundly disturbing implications for a woman who has suffered
sexual abuse. The previously referred to study by Hofberg and Brockington
(2000) reported that of 26 women suffering from tocophobia, five had been
subject to CSA and three had been raped. Two respondents actually underwent
terminations of planned and wanted pregnancies because they were unable to
face giving birth, although the authors do not specify whether or not these
women were Survivors. "

A high proportion of survivors will have experienced some kind of sexual
dysfunction even if they are in stable, loving relationships, which may have
made it difficult for them to conceive. ‘Mary’, the woman in Smith’s case study
(1998b) described how she had considerable difficulties with the sexual side of
her marital relationship. This prompted her to consult a sex therapist who
suggested that she and her husband should practise stroking one another. This

she found impossible, much to the therapist’'s annoyance. The most she could
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do, she explained, was to hold his hand. Moreover, during the time of their
abuse, some women learn to view the idea of pregnancy with fear and dread. In
some cases the pregnancy itself may be a result of abuse (Kitzinger, J 1997;
Seng et al 2004; Simpkin 2006).

Many survivors welcome' pregnancy however, and enjoy the changes occurring
in their bodies. One woman quoted by Simkin and Klaus (2004) felt relief on
becoming pregnant because at last her body was ‘doing something right’ (p35)
causing her to feel normal. Heritage (1994) also writes 1 would have liked to
stay pregnant forever. | loved my huge belly. | loved the private, middle-of-the-
night talks with my baby. | loved feeling his kicks and squirms. (p 9)
Furthermore, Hanan (2006) found that she too loved pregnancy because, she
explains, this was the purpose of her body. Sadly, this is not the case for all
survivors. Lipp (1992), herself an incest survivor, describes most of the women
she has contact with through self-help and support groups as ‘errified of
becoming mothers’ (p 116). Some find their changing body image problematic
(Aldcroft 2001). Seng et al (2004) quote one woman who felt as if her body had
been ‘taken over by aliens’ (p 609). It is also well documented that pregnancy
and birth can act as ‘triggers’ causing memories of abuse to surface (Courtois
and Riley 1992; Rose 1992; Parratt 1994; Burian 1995; Tidy 1996; Waymire
1997; Heritage 1998; Hobbins 2004)

3.6 Survivors, childbirth and control

It appears that the need for ‘control’ is of primary importance to all women,
whether they are survivors of sexual abuse or not. Parratt (1994) concluded
from her research investigating the experience of childbirth for survivors of
sexual abuse that: the one need which seems to underlie all other apparent
needs is that of control’ (p 36). Certainly, a review of the relevant literature
supports this assessment. Burian (1995) in her study of 7 CSA survivors’ birth
experiénces also identifies the subject of control as ‘the single most important
issue revealed in the interviews’ (p255). It is impossible to isolate the various
issues concerning pregnancy and birth for survivors into clear, discreet
categories as many are interconnected and overlap, but the element of control

is present in the majority.
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Rhodes and Hutchinson (1994) in their ethnographical field study identify four
‘labour styles’ displayed by survivors of sexual abuse; fighting, taking control,
surrendering and retreating. However, it could be argued that the majority of
these behaviours constituted the women'’s strategies to avoid losing control in a
medicalised labour setting. The authors fail to make the important differentiation
between women’s response to obstetric or midwifery care during labour and the
‘normal’ physiological sensations of labour. It appears that the ‘labour styles’
displayed by the women in their study arose mainly in response to what was, or
might have been done to them by caregivers;

The woman avoids eye contact, and the answer to attempted reassurances,
such as just relax your legs open’ may be an alarmed pleading of ‘No! Please,
no! (Rhodes and Hutchinson 1994 p 216)

Gutteridge (2001) suggests that phrases such as these, intended to calm and
soothe, may be responsible for providing ‘cognitive cues’ that will cause the
woman to re-experience her abuse. Rhodes and Hutchinson’s study, despite
containing some data from birthing women, is mainly composed of the
perceptions of midwives caring for survivors, which limits its value in terms of
providing understanding from the women’s perspective. They suggest that a
survivor may behave in certain ways in order to avoid triggering unconscious

memories of her abuse and to:

...direct her childbearing experience in a way that is more satisfying to her by
taking control of herself, her labor management, and her birth environment (p
217).

This statement would seem to indicate a researcher standpoint which is heavily
influenced by the medicalised model of birth.

Burian (1995) also highlights what she describes as diverse ‘control behaviours’ |
adopted by her interviewees: ‘aggression’, ‘submission’, ‘ritual’ (which she
describes as ‘regulating every second and trying to do the same with those
around them’ [p 255] similar to Rhodes and Hutchinson's ‘taking control style’)
and ‘living in a state of crisis’. With the exception of ‘living in a state of crisis’,
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these are comparable to the findings of Rhodes and Hutchinson (1994). Seng
et al (2002), who examined women'’s perceptions of maternity care practices for
survivors of abuse-related post-traumatic stress using narrative analysis of
interviews with 15 women, identify three categories of women; those who were
far along in their recovery from trauma; those who were ‘not safe’ (i.e. those
whose trauma was ongoing); and those who were not ready to know. Women in
the first group, they assert, exhibited ‘taking control’ strategies firstly by seeking
knowledgeable providers but also ‘(Iike the women observed by Rhodes and
Hutchinson 1994) by striving to maintain control over care issues that could
constitute memory triggers such as; keeping males away from the delivery
room; advising the midwife how to avoid painful scar tissue caused by a rape;
trying to prevent people doing things to their bodies without their consent.
Again, these assertions appear to reveal as much about the philosophy of the
researchers as they do about the women. Interestingly, it was only the women
who were well on the road to recovery in Seng et al's study who were able to
manage their circumstances in order to achieve their ends. These were the
women who were already empowered to some extent and therefore had the
confidence to take control. It could be argued that the other women, who had
not yet achieved that degree of healing, were obliged to rely on intrinsic
strategies to avoid loss of control, such as dissociation, denial or refreating.

3.6.1 Loss of control over the body

As stated previously, women may feel that they have lost control over their
bodies as a result of sexual abuse (Sanford 1991; Aldcroft 2001; Barlow and
Birch 2004). However, this may be exacerbated during pregnancy. It seems that
society in general views itself as temporarily immune from the normal social
taboos governing touch and the passing of personal remarks when
encountering a pregnant woman. On becoming pregnant, women often report
that their bodies become the object of interest to relative strangers who may
comment about their size or shape and even feel no qualms about patting their
bellies (Rouf 2003; Barlow and Birch 2004; Hanan 2006). Hanan (2006),
despite ‘loving’ her pregnancy was prompted to-ask ‘Why was my body now

public property?’ (p 38) The perception of becoming ‘public property’ may be
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further exacerbated by the women'’s contact with the maternity services. Once
they become involved with the maternity care system women have little or no
control over the extent to which they and their pregnancies are scrutinised; they
become the property of the ‘system’. Their only choice is between submitting to
a degree of medical scrutiny and surveillance they may never have previously
encountered (Gutteridge 2001), or opting out altogether and avoiding contact
with the maternity services, which is the route taken by so<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>