UNIVERSITY OF
WEST LONDON

The &Yﬁﬂ' University

[ 4]/

UWL REPOSITORY

repository.uwl.ac.uk

An Icelandic Midwifery Saga - Coming to Light, "With woman" and connective
ways of knowing.

Olafsdottir, Olof Asta (2006) An Icelandic Midwifery Saga - Coming to Light, "With woman" and
connective ways of knowing. Doctoral thesis, Thames Valley University.

10.36828/xvqy1530
This is the Published Version of the final output.

UWL repository link: https://repository.uwl.ac.uk/id/eprint/11530/

Alternative formats: If you require this document in an alternative format, please contact:
open.research@uwl.ac.uk

Copyright:

Copyright and moral rights for the publications made accessible in the public portal are
retained by the authors and/or other copyright owners and it is a condition of accessing
publications that users recognise and abide by the legal requirements associated with these
rights.

Take down policy: If you believe that this document breaches copyright, please contact us at
open.research@uwl.ac.uk providing details, and we will remove access to the work
immediately and investigate your claim.



mailto:open.research@uwl.ac.uk
mailto:open.research@uwl.ac.uk

o —— =+ o or—— 1 (\ o bt et

An Icelandic Midwifery Saga
- Coming to Light —

- — “With Woman” and Connective
Ways of Knowing

Olof Asta Olafsdottir

_ A thesis submitted in partial fulfillment of the -
~ requirements of Thames Valley University for the degree
of Doctor of Philosophy

2006 ;



ABSTRACT

" The aim of this thesis was to explore storytelling of Icelandic midwives’ working lives, in the

period from the mid twentieth century to the present time. This ethnographic narrative study
was designed with a broad perspective looking at birth stories of midwives as a mine full of

their knowledge to identify and uncover. Interviews were conducted with twenty midwives to

~ collect birth-stories that represent the social and cultural world of childbirth and midwifery in

Iceland, and theory was to arise inductively from the midwives’ own telling. Furthermore, one
focus group interview with six midwives was conducted and field notes were used to gather
more stories. The narrative analysis was designed by means of identifying the plot of the
midwives’ birth stories, which was identified as being “with woman” leading the focus

towards midwives’ relationship with women and their inner ways of knowing.

The findings suggest that Icelandic midwives have a common philosophy of care that is
associated with a midwifery partnership model, incorporated in the ideological statements of
the Icelandic midwifery education in Iceland. Yet, in a diverse culture of changing childbirth,
the birth stories illustrated the complexity of maintaining balance being pressed to base their

work on conflicting models of care, including the social narrative of medical dominance.

The research adds information and a deeper understanding of inner knowing of midwives,
intuition and spiritual awareness in practice. The “act of being with” or yfirseta “sitting over”
at birth was identified as being crucial for preserving and developing this kind of midwifery
knowledge integrated with other kinds of knowledge systems. The midwives’ storyline
demonstrated three different types; one developed by learning from practice experience and
the second was of more spiritual nature, even transcendence. The third type referred to the
connective knowing where the two other types overlap based on a reciprocal relationship with

the woman — their connective way of knowing, which needs to be explored further.

It is imperative to develop further narrative methodologies in different cultural context, to
identify the central concepts of the midwife-with-woman relationship. Furthermore, research
is needed on how that relationship affects development of midwifery knowledge, including the

intuitive and spiritual, which provides safety of childbirth.
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PART I - BACKGROUND AND THEORETICAL PERSPECTIVES

Chapter One — Introduction and Rationale of the Study

This first chapter explains the aims and structure of this thesis about midwives’ birth stories,
developments of midwifery knowledge through relationships with women, the context,
backgrounds, and methodology. It also outlines why this research is important for midwifery
and childbirth care and how it is an original piece of work, which contributes to a growing

body of midwifery knowledge.

Aims and Methods of the Study

It is my belief that through birth-stories it is possible to uncover and identify midwifery
knowledge. Storytelling is a part of individual life or biography and a part of midwifery
practice. Birth stories are all around us and have influence on how we think about childbirth.
We live in multiple stories that represent different experiences, knowledge and views about
childbirth and midwifery care. Thus, in this qualitative narrative study I have, within a
midwifery empirical paradigm, in terms of midwifery ideologies and in an Icelandic context,

paid attention to birth stories of midwives.

The study was designed with a broad perspective looking at birth stories of midwives as a
mine full of their knowledge. Interviews were conducted to collect different types of birth-
stories that represent the social and cultural world of childbirth and midwifery in Iceland, to
identify their structures and look at the context within which midwives have worked, in the
period of the latter half of the 20" century to present time. Interview design was based on
storytelling of individual’s working life story or biography (Fetterman, 1998, Wengraf, 2001,
Letherby, 2003, Kristmundsdottir, 2006).

An ethnographic narrative approach was used as a step to building a body of midwifery
knowledge because, as has been pointed out (Frank, 2000, Frid et al, 2000), stories and
narratives are understood to be repositories of wisdom and knowledge that reflect the

standpoint of their creators, in this case the midwives of this study.
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Approvals for conducting the study were received from the Women Department of the
Landspitali - University Hospital in Reykjavik. Application for ethical approvals and
evaluations were sent to the National Bioethics Committiee in Iceland, which concluded that
the study did not require a specific ethical approval. A notification about the study was sent to

the Data Protection Authority in Iceland (For further discussions about ethical considerations

and approvals, see page 102).

The overall aim has been:

e To explore storytelling of midwives’ working life and culture of midwifery practice in

Iceland in the context of place of birth.

e To develop midwifery knowledge, describe and identify exemplars from birth stories

of midwives which inform childbirth care, midwifery practice and education.

The study changed in accordance with developments of methods as new themes emerged in
the field, which at the same time narrowed down the focus of the research, defined here as
the most general set of phenomena about which the study makes claims” (Hammersley, 1998,
p- 31). During the research process I have been identifying the different identities of
midwives’ ways of knowing in their storytelling with the research interest shifting towards
midwives’ relationships with women and their intuitive and spiritual knowing, how this kind

of inner knowing develops and what it consists of. This led to the third aim of the study:

e To explore birth stories of midwives with focus on the relationship between the midwife

and the woman and midwives’ inner knowing
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Storytelling and Developing Midwifery Knowledge

Midwifery is a young discipline within the academic world and there is an urgent need to
identify the body of knowledge that underpins the practice of midwifery (Siddiqui, 1994) and
for multiple research methods that uncover answers to complex questions about the process
and outcome of the midwifery model of care (Kennedy and Lowe, 2001). This study is a part
___of an ongoing dialogue around these fundamental issues, central concepts about what

midwifery is.

Narrative research is engaged in the collection of stories. In midwifery practice there are many
different stories: for example the official birth story contained in medical records or the

_ _____ personal stories of women and their families. There are also the unofficial stories of the
working life of midwives and it is important to bring those to light. Stories in which midwives
reflect on their own clinical practice and discuss effective ways of practice, their ways of
knowing, which might lead to new forms of storytelling that then might shape midwifery

practice.

Narratives have different aspects and dimensions and have an evaluated function and as Labov
and Valetsky (1967, cited by Wengraf, 2001) stated; a story is pointless without an evaluation.
This research is designed from a broad perspective, exploring storytelling and the culture of
midwifery and childbirth care in Iceland. The storyteller, in this case the midwife, told about
events that have been important for her and her evaluation makes a point, resulting in a
midwifery narrative which provides convincing insights and opens ways for understanding

and seeing the diversity of midwifery practice and epistemologies of midwifery.

Ways of Learning and Culture of Midwifery

Midwifery is one of the oldest professions in the world. Traditionally, midwives learned their
art with their mothers and grandmothers, and were in intimate and direct contact with the
women they attended. Midwifery was looked upon as being a natural aspect of a woman’s life.
This kind of knowledge was not viewed as a body of knowledge distinct from knowledge of
other aspects of life (Donnison, 1988, Page, 2003, Wickham, 2004).
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“Historically, culture is a particular way of being in fundamental situations: birth, death, love,
work, giving birth, being embodied, growing old, speaking”. (Lyotard 1962, cited by Malpas,
2003, p. 111) and cultural coherence is generated by shared storytelling in which beliefs,
identities and relationships are related back to a group of people. In this sense just as in a
Cashinahua tribe (Lyotard, 1984) the culture of midwives and their identity arises from shared

culture constructed in their stories.

Many midwives believe that we should use birth stories in midwifery research and I think that
midwives agree with Kirkham (1997) that telling stories has been a way of learning in
midwifery practice, and that older midwives have been role models for younger ones,
paradigm stories being passed on to give messages (Hulst and Teijlingen, 2001) as well as
being a way of transmitting midwifery knowledge in order to make decisions in practice and
to legitimate the practitioner (Jordan, 1993). From detailed stories, the hearers take what they
find to be valuable (Riessman, 1993). This makes them a democratic means of conveying
information, as is my personal experience from the labour ward at the Landspitali University
Hospital in Iceland, and similar to Jordan’s descriptions of how, in Maya birth in Yukatan,
stories function in decision making in actual labours.
“As difficulties of one kind or another develop, stories of similar cases are offered up
by the attendants, all of whom, it should be remembered, are themselves experienced
birth-givers sharing a collective expertise. In the way in which these stories are treated
— elaborated, ignored, taken up as themes, characterized as typical, and so on — the

collaborative work of deciding on the present case is done”. (Jordan, 1993, p.195)

Until in the last decades, Western midwifery knowledge has been based on experiential
learning rather than on academic learning based on scientific methods. Much of midwifery
knowledge is therefore practical and taken for granted or tacit knowledge. It is challenging to
access practical knowledge and to find appropriate ways to identify and uncover it. Kirkham
(1997) stated that the practice of real experts has a subtlety that theoreticians or researchers
strive in vain to capture. However, even though midwifery skills in practice can never be
uncovered, there are ways to reveal‘partial as well as situated knowledge, one of them being
narrative methodology where narrative knowledge (Lyotard, 1984) stands as the basis of
human experience and society. Narrative knowledge is more than emotional expressions; it is
in fact a legitimate form of reasoned knowing (Bruner, 1985 cited by Polkinghorne, 1995).
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According to Frank (2000) the narrative is a structure underpinning a story and narrative
analysis locates structures that storytellers rely on but are not fully aware of. The advantage of
the narrative approach can therefore be as Wengraf (2001) points out, that it conveys tacit and
unconscious assumptions and norms of the individual or of a cultural group. This can be

related to the midwifery profession in different clinical situations or cultures.

In times of rapid social change and increased medicalization of childbirth, midwifery skills,
for example in normal birth, may be disappearing and not passed on to new generations of
midwives. It is my view that measures to prevent this loss could be taken by collecting and
keeping birth stories of midwives as a way to organize the memories of the past (historical
memory). This could teach future midwives what midwifery “really” is, moving forward

midwifery knowledge, identifying midwifery culture and skills and know-how.

Storytelling and Access to Knowledge of Midwifery Practice

When I started on this research journey of exploring midwives’ storytelling, I was interested
studying midwifery practice, the skills of the midwife when she is with the woman, her

interventions and what she “really” does for and with the woman and her family.

It is indeed challenging to access practical knowledge and to reveal embedded knowledge but
as “stories are concerned with human attempts to progress to a solution, clarification, or
unravelling of incomplete situation” (Polkinghorne, 1995, p. 7), the narratives from practice
can cast a new light on what has previously been experienced as familiar (Benner, 1984) and
capture the practical knowledge of midwives. Much has been written about how you learn
through reflection in practice (Schon, 1983, Jarvis, 1999, Johns, 2002) and about how, with
clinical experience, the practitioner recognizes clues or learns to recognize patterns which
show what to do or what not, based on a gut feeling or knowledge based on intuition (Benner,
1984, Benner et al, 1996). This means that in paradigm or exemplar birth stories that are used
to guide midwifery care and are also identified during narrative midwifery research, hidden

knowledge can be revealed.

Nevertheless, not all knowledge is visible in the narrative form or as a discourse and there is a
taken for granted knowledge which cannot be articulated (Jarvis, 1999). Intuitive or subjective

knowledge can then be regarded as the embedded versus the articulated knowledge (Wengraf,
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2001). Alternatively, particular narratives can contain descriptions about intuition as well as
about techniques or even tips to help the mother during pregnancy and childbirth. Narrative
that goes beyond concepts and academic scientific theories to illustrate the complexity of
practice that
“shows how evidence is only one form of information that is woven together with the
information derived from the clinical history and examination, and the woman’s
preferences, values, hopes dreams and fears, to work together to reach a decision for

the woman herself and her situation” (Page, 2004, p. 20).

The narrative can be recognisable to midwives and contain elements that could be a guide for
midwifery practice, not necessarily in an explicit or concrete way, but more as stimulus to
thought, possibly with philosophical underpinning, to change views and practices in

midwifery.

Originality and Importance of Work

Traditions have been changing in midwifery as has the social and cultural context within
which midwifery knowledge develops. In birth stories there is a hidden treasure of midwifery
knowledge for academic work to reclaim and advance an emerging body of knowledge in
midwifery. Although midwives agree on how stories contain midwifery knowledge and you
often hear midwives say that they love telling and listening to birth stories, they at the same
time do not take them seriously; they believe them to be for fun and a way of talking about
their work. Therefore little research has been done on them. This way to explore midwives’
storytelling of birth as a source to identify and develop midwifery knowledge and to theorize

in a narrative way from a midwifery point of view is novel in the midwifery literature.

Narratives are persuasive because they can accommodate contradictory experiences and the
complexity of experience (van Manen, 1990); hence this narrative study has been useful to
receive new information about midwives’ experiences and their inner knowing. Developments
of different ways of inner knowing were identified which created a deeper understanding of
inner knowing, intuition and spiritual awareness in relationship with the woman at birth, thus

connective ways of knowing. This kind of knowing, as far as I know, has not been described
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and discussed before in the midwifery literature. There, in part, lies the originality and

importance of this work.

Effective midwifery relies on the relationship between the midwife and the woman as it is one
of the elements that have been noted to contribute to the existing paradigms of midwifery
practice (Page, 2000, 2004, Kirkham, 2000, Siddiqui, 1999, 2005). Little research has been
done on how aspects of this relationship between the midwife and the woman affect
development of midwifery skills and knowledge. This midwifery saga coming to light,
uncovers ways of connective knowing with women, which is paramount to explore in further

studies.

Midwifery is a young discipline worldwide, and particularly in Iceland, as it its only 10 years
since midwifery education has been part of academia. This research is the first one of its kind
in Iceland and was done as a step to fulfil a principal need to identify and build a theoretical
base for midwifery research in an Icelandic culture and to explore the huge cultural and social
changes in maternity services with a focus on place of birth. Both have an impact on models of

childbirth care and midwifery knowledge.

By and large, I have been exploring midwives’ birth stories in order to:
e Point out underlying models of care and theories in midwifery practice in Iceland.
e Identify and draw out midwives’ stories which bring to light use of different ways of
knowing in relationship with woman, in diverse situations of midwifery practice.
e Identify exemplary narratives which could be used to encourage and promote new
forms of storytelling in order to advance midwifery knowledge.
o Identify a philosophical base, epistemologies of midwifery practice knowledge in

Iceland.

In this study I have been writing my own culture about childbirth care and midwifery
knowledge in Iceland, making sense through birth stories of Icelandic midwives, resulting in a
storied episode, a midwifery narrative, which in later chapters are presented as the research
product. This narrative research was conducted from the point of view of midwives, grounded

in their empirical knowledge and life histories of practice experiences, their epistemological
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position about how they as “knower” know the “known” (Harding, 1987a, p. 3) about
midwifery in Iceland. The findings might then be applied to settings of midwifery practice in

other countries.
Structure of Thesis Related to Methods

Literature search

This study was performed in the context of midwifery based oh the life histories of the
working life of midwives and was not guided by any particular theory. The method of
literature search included a preliminéry search which was done with library data bases to
develop the research proposal, focusing mainly on narrative qualitative research and the

methodology and design of the study. Then the snow ball method was extensively used to

- search for relevant literature and work of different authors were chosen as the research process

evolved to expand my understanding of narrative knowledge about childbirth care with a focus
on place of birth in the background. This process of literature search was intermittent, working

both on ways of contextualizing narratives with information and information with the

narratives.

When the focus of the study had become clear and main findings had emerged, an extensive
search was done through a computerised literature search of databases. Main key words were;
midwifery, place of birth, storytelling, social narratives, knowledge development, childbirth,
models of care, relationship, support, intuition, spirituality and safety. As this research was
conducted from a midwifery point of view, and narrowed down to focus on midwifery "
relationships with women, literature used relied a great deal on midwives” groundbreaking
writings and relevant midwifery research. A huge amount of material was found in relation to
aspects of the midwife-woman relationship and experiences of childbirth. Much less was
found about the development of midwifery knowledge, inner knowing, intuition and the

spiritual side of midwifery care.

Organization of Report

This process of literature review described above, is a part of the research method and it
directs the structure of the thesis in which I hope to demonstrate an interplay between stories

of midwives’ relationships with women and midwives’ ways of knowing on the one hand and
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changes in place of birth, different models of care and social narratives around childbirth on
the other. Birth stories told by the midwives of this study are therefore both presented in
earlier chapters with the midwives” names all being pseudonym (always printed in italics) as
well in the finding ones and discussed in relation to the literature to illustrate and identify the
social and cultural backgrounds of place of birth in Icelandic context that can also be applied

to other midwifery situations in the Western world.

Narrative ethnographies like this one, will not attempt to know the totality of a group’s life
(Denzin, 1997), the working life of midwives. The focus is rather on interpreted glimpses of
interplay of how cultural rnidwifery practices, connected to structural formations and frames
of narratives are experienced at a particular time and place, by people and institutions
interacting around childbirth, i.e. the midwives of this study in a dialogue with a midwifery

researcher.

The literature review in relation to the stories is organized and discussed both at the front
before describing the research process and methods, and also towards the end in the findings’
and discussions’ chapters where narratives are drawn out that are considered to be exemplary

for this Icelandic midwifery saga.
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Chapter Two — The Icelandic Context

This chapter is about where the study took place, its background and the researcher’s
relationship to the field of study. The geography and history of the country and Icelandic
characteristics of midwifery education and the organization of maternity services are

described.

Geography and History — Setting the Scene

The study took place in Iceland, which is an island in the North Atlantic Ocean and one of the
Nordic countries. It is a very small society in a country of 103, 000 km?, the most sparsely
populated country in Europe with 63% wasteland and people living around the coastal belt in
urban centres, mostly in the South and South-West. Because of the Gulf stream Iceland enjoys
a warmer climate than its name indicates with average temperature in July being 10.6 and just
below freezing in January (Halldérsson, 2003). In 1960 the inhabitants were 175.000 but on
the 9th of January 2006 the population of Iceland reached the 300.000 mark (Statistics Iceland,
2006).

Iceland is a country of a rough natural setting with extremes in weather, dark winters and light
for 24 hours in the summer. Earthquakes, volcanic eruptions as well as snow avalanches in the
winter are fairly commonplace on this island of ice and fire. It was settled during the Viking
Age (ca. AD 750-1050) from Norway in the year 874 (Porsteinsson and Jonsson, 1991).
However, about 20-25% of founding males had Gaelic origin and majority of females are

thought to have come from the British Isles (Halldérsson, 2003).

Until recently Icelanders have been one cultural group with low immigration, but this has been
changing; foreign citizens were 1.8% of the population in 1995 and 4.6 % in 2005 (Statistics
Iceland, 2006). Fishing and farming has been the main livelihood, with tourism and high
technological industry growing. And in the last decade Icelanders, have in the mood of
Vikings, gone abroad to invest in banking and retail; the market in Iceland is getting bigger,

being a part of globalization and new economies.
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In the 13" century, following the Viking —Age, the Sagas of Icelanders were written about the
settling of Iceland (Porsteinsson and Jonsson, 1991). Hallgrimur Helgason (2002), a well
known contemporary author in Iceland, claims that they are the Genesis of Iceland, the Birth
of a Nation and form the basis of Icelandic culture. They are the history, genealogy, geology,
geography, anthropology, mythology, law and religion, all in one. Icelanders might not believe
their every word, but they do believe in them, the sagas being the Bible of Icelandic people.
He goes on and wonders why Icelanders decided to write historical novels when this genre did
not even exist in other parts of Europe, and certainly not "back home" in Scandinavia. His

explanations in relation to modern Iceland, the context of this study, are the following:

“Many people say this was the result of Norse and Irish blood-mixing. Studies have shown
that 30% of early Icelanders were of Irish decent, a fact that helps us to understand why today
we feel so different from the ever-sensible Norwegians and so very much at home in Irish
pubs. Icelandic literature is Hamsun gone Wilde.

So:

The Sagas: Celtic humour combined with Nordic pride? Maybe. (This special cocktail of
genes seems to have produced a real writing-breed: the first 400 Icelanders who immigrated to
Manitoba in the late 19th century immediately published their own newsletter; which is the
oldest ethnic newspaper in Canadian history.) But maybe the land itself also played a part. I
don't want to sound too patriotic, but still, there is something special about Iceland. It's not
very user-friendly, but it gives you energy, you get inspired. It keeps you on your toes. Every
ten years there is a new volcanic eruption; the landscape alters; a new mountain is created or a
new island emerges from the sea and we have to come up with a name for it. The country itself
is creative and forces us to be so too. When you live on the continent for a while, you get
overwhelmed by the fact that the landscape around Paris hasn't changed one bit for 500.000
years. You get depressed. You miss all the exciting earthquakes and blizzards at home. And
when you add to this the powerful feeling of being one of the first generations of human
beings ever to live in this inspiring island, you get that historical urge which lies behind all the
saga-writings: you just had to put it on paper. These stories had to be told”.

Based on these views, Iceland has a strong image of being a land of stories or Sagas. In
Icelandic the word saga means both "story" and "history" and the word is related to the
Icelandic verb, ad segja and in the English, fo say. Icelanders love hearing and telling
(saying) good sagas; one good reason that a narrative research method is appropriate for this

study on the midwifery knowledge and culture in Iceland.
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Life Expectations, Fertility and Pregnancy Rates

The last quarter of the 19™ century and the first half of the 20" century was a period of intense
change in Iceland, from being a medieval peasant society, colonized by Denmark for centuries
until it became an independent republic in 1944, to become a modern industrial society

(Kristmundsdéttir, 1997, Kjartansson, 2003). The most fundamental changes are related to the
remarkably better survival rates of young children at the end of the 19™ and early 20" century.
Within only a few decades, infant mortality rates declined from levels that were higher than in

most European countries to become among the lowest (Gardarsdottir, 2002).

In the early 1930s Iceland with Norway and New Zealand had already achieved the UNICEF
target, set in 1980, for all countries having an infant mortality rate below 70 live per 1000
births by year 2000 (Halldorsson, 2003). This was around the time when the older midwives
who took part in this study were being born and growing up. Iceland was in the phase of
modernization with technological developments in fisheries. The patterns of the settlement of
Iceland were changing from being predominantly a rural society toward increased
urbanization. Then the infant mortality (deaths by the first year per 1000 newborns) was 40
per 1000 live births and newborn females were expected to reach an age of 65 (Gardarsdéttir,
2002, Halldérsson, 2003). Today, in the period 2001-2005 the infant mortality rate was only
2.5/1000 (Statistics Iceland, 2006).

Childbearing has been highly valued in the Icelandic culture, founded in a notion of close-knit
family ties and the need for people to work and support the running of this small nation. Thus,
fertility rates have been high and have prevailed until recently, for a longer time in comparison
with the neighbouring countries in Scandinavia and Western Europe. During the period of
1960-2000 the fertility rate of all women through the reproductive years has gone down from
4.1 in 1956-1960 to 2.0 in 1996-2000 per 1000 women (Bender, 2005).

Although after 2000 the pregnancy rate of teenagers has declined, it is considerably higher
(39.9) than in the other Nordic countries (Norway 28, Denmark, 20.9, Finland 26.5, Sweden
29.4) (Bender, 2005). Consequently, teenage pregnancy rate has been high compared to the

Scandinavian countries and has until the present time to a great extent been accepted in the
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Icelandic culture. Unintended pregnancy by all women has not been considered a big deal in
Iceland reflected in the common view or culturally in-grown phrase Petta reddast which
means “Things will take care of themselves”. This could be a contributing factor in relation to

teenage pregnancy (Bender, 2005, p 23).

Fertility rate per 1000 women younger than 20 years was about 80 and at its peak in the period
1966-70 but has since been dropping to 26 in 1990-2000. It is still high, on the same level as
the Eastern European countries, Latvia, (19) Lithuania (24) Estonia (26). The UK has the rate
of 28 and it is highest in the USA at 57. The lowest rates in 2002 were found to be in Sweden
(7), the Netherlands (8) and Denmark (9) (Bender, 2005).

As mentioned before, a century ago Iceland was one of the poorest countries in Europe with
life expectations among the lowest in the world. The health and survival chance had improved
vastly during the last three decades of the 19" century, whereas in the 1840s infant mortality
rate had been 240-660 per 1000 which was comparable with German speaking districts in
Germany and Austria, as well as a few areas in Sweden and Finland. Most of these areas were
known for lack of breastfeeding and the artificial feeding of the newborn. This was also the

case in Iceland in the 18™ and early 19™ century (Gardarsdottir, 2002).

Since 1904 prenatal death rate (first week deaths and stillbirths by 22 weeks and 500g per
1000 live births) has been among the lowest in the world (C)lafsson, 1998, Halldérsson, 2003).
It is now in the period 2001-2005, by annual means, 3.6/1000. Life expectancy in the same
period was 78.9 years for males and 82.8 years for females, and is also one of the best in the
world (Statistics Iceland, 2006) and it has been increasing since the 1920s from being 60 years

for women and 56.2 for men (Halldérsson, 2003).

Gardarsdéttir (2002) identified two key factors behind the extraordinary decline of infant
mortality during the 19" and early 20" century. Firstly, changes in epidemiological regime and
consequently virulence of various epidemic diseases. Secondly, changes in feeding patterns
with midwives playing a central role, also as health promoters. Improved educational
opportunities for women were reflected in the increasing education of midwives after the
period of 1850 especially in regard to breastfeeding and infant health and hygiene care. Huge

differences in the infant mortality level have been identified between areas with high literacy
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and where the best educated midwives worked and breastfeeding was common, and with those
where newborns were artificially fed and midwives were less educated or did not change
feeding traditions towards breastfeeding (Gardarsdéttir, 2002). Thus, more favourable
conditions for educated midwives to implement knowledge about optimal infant care and

breastfeeding had impact on survival chances and health outcomes.

An Historical Overview of Midwifery in Iceland

There is a lack of historical and anthropological studies on early and modern midwifery
practice in Iceland. However, a number of scholars have contributed building a picture of
Icelandic midwives relating to Icelandic history, their education and professionalization
resulting in publications by the Icelandic Midwifery Association (Jénsson, 1959,
Poérarinsdéttir, 1984, Sigurdardottir, 1984) and about the midwives’ role in the infant mortality
decline in the late 19" century (Gardarsdéttir, 2002, 2005). Icelandic midwives therefore know

their history and look back for their roots and ideologies.

By law, midwifery is a self-governing profession and midwives in Iceland have always been
entitled to care for women on their own responsibility. At all births women have a documented
midwife. Formal midwifery training within an emerging health system started as early as in
1761 under the supervision of the first Medical Director of Health, or Landphysicus, Bjarni
Palsson. At the time, the first educated midwife, Margarethe K.J.B. Magnussen (1718-1805)
who was Danish, was called to Iceland to undertake the role of supervising and teaching

midwifery in the capital of Reykjavik (Jonsson, 1959, Sigurdardoéttir, 1984).

Prior to this, the first known recommendations about midwifery are found in the rules of the
church in 1537 focusing on religious issues and ethical characteristics offering emotional
support and mentoring for women (Sigurdardottir, 1984, Einarsdéttir, 1993). The Danish
church law from 1685 came into law in Iceland and as in many other countries (Marland,
1993) parish ministers had the responsibility to instruct and choose faithful and good-hearted
women to become midwives in local communities. They were instructed about prayers to
perform and about the sacrament of baptism. They could carry out an emergency baptism if a
baby was unlikely to survive. Despite changes in regulations and midwives’ training, parish

ministers continued to play a central role in the choice of and supervision of midwives well
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into the 19™ century. A close relationship between the church and education of midwives

continued (Gudmundsdoéttir, 2006).

The country was divided into 20 medical districts and there was to be one midwife in each one
but as these requirements were not met and the country sparsely populated, relatively few
women had access to trained midwives (Gardarsdottir, 2002). Thus for some time the work of
midwives varied between areas in terms of practices and knowledge, not all of them having
formal training and licence to practise. Gradually more and more midwives became educated,
supervised by the district doctors around the country. Midwives were until the mid 19"
century as a rule required to be married and to have given birth, before they were accepted for

the midwifery exam.

Midwives serving in the capital Reykjavik in the late 19" century were usually educated in
Copenhagen and they took care of the training of midwifery students under the supervision of
the medical director of health. Apprenticeship was the way of teaching with the midwife
apprentice moving to Reykjavik and accompanying the town midwives to the childbearing
woman. They were also obliged to read some theory and complete an official examination.
Midwifery text books, were translated and published, the first one, Yfirsetukvennaskélinn, by
Buchvald, or “the Sitting Over Women’s School”, in 1749 (Jénsson, 1959, Sigurdardottir,
1984). This name refers to an old term for the midwife in Icelandic, the “sitting over woman”.

In 1846 reader by Levy was published (Stadfeldt, 1886).

The capital town of Reykjavik had, already in early 19" century, low infant mortality and a
strong tradition for breastfeeding which was different from other fishing villages in the
neighbourhood with similar geographical backgrounds. This can be explained in part by the
better education of midwives in Reykjavik compared with midwives in other parts of the
country. Socio-economic conditions and knowledge are factors that limited available options,
which could explain why Danish infants of better means had much better survival chance than
the Icelandic ones. Furthermore, in Denmark infants were in general breastfed which, as has

been said, was not the case in Iceland.

Medical reports of the district physician Jon Finsen also show that mortality rate was as early
as 1859, relatively low in Pingeyjarsyslur, which is a neighbouring county to Akureyri in the
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Northern medical district. During the years 1845-1859 four midwives in this medical district
had “sailed” to Copenhagen to become educated as midwives. Apart from Reykjavik no other
district had sent more than one woman to Copenhagen. Many midwives were also educated in
this district by the district physician with their number growing from 11 to 20, most of them
working in the area. Breastfeeding was quite common here characterized by low infant
mortality, which was different to Rangarvallasyslur in the South district where artificial
feeding continued longer than was the case in other areas. This difference has been explained
by contributing factors of how individual physicians and midwives had different knowledge
and ambition to promote incentive to abandon the prevailing practice of artificial feeding
(Gardarsdéttir, 2002, 2005). Regional differences have also been found in literacy, which was
higher in Pingeyjarsyslur, with the Southern part having much lower literacy rate. Still in 1870
more than half of the parishes were without an educated midwife, but gradually education of
midwives improved and at the beginning of the 20" century very few districts did not have
access to educated midwives (Gardarsdottir, 2002). Today, breastfeeding rate in Iceland is
among the highest in the world. At one week after birth 98% of children are breastfed, at the
age of six months; breastfeeding rate is 67% and on the first year birthday it is 14% (J6nsdottir

and Gunnlaugsson 2001).

In the 1870s and 80s, women’s movement on women’s rights was emerging and education of
women was seen as essential to overcome subjugation, to become free and responsible equals
of men. This happened as the Icelandic society was in the process of transition from the old
farming society to the new modern one (Kristmundsdottir, 1997). The first Midwifery act was
passed in 1875; hence midwives took part in this social movement, being the oldest women

profession in Iceland (Einarsdéttir, 1993).

One of the active midwives in this respect was the town midwife in Reykjavik, Porbjorg
Sveinsdéttir, who came back from Copenhagen in 1856. She started to teach midwifery
students and had students living in her home. She was also well known for taking part in
politics around the issues of sovereignty, fighting for the independence of the nation. She
became the first president of the first Icelandic women association in 1894 which had at first
the main goal of endorsing the establishment of a university in Iceland (Vikingur, 1962).
Porbjérg was considered to be a powerful woman in the town of Reykjavik and in Icelandic
politics, one of the first feminists (Bléndal, 2005).
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In the year 1912, when the Icelandic Midwifery School was founded the educational
programme had been extended to six months. The first name of the school was the same as of
the first teaching book, Yfirsetukvennaskolinn i Reykjavik, or “the Sitting Over Women
School” in Reykjavik. Pérunn A Bjérnsdéttir became a town midwife in Reykjavik in 1902
and when the school started, she became formally a teacher there. On her 70" birthday she
published a book (Bjérnsdéttir, 1929) containing her birth stories about her work in Reykjavik
in 1897-1930 which gives invaluable information about childbirth and midwifery knowledge
in Iceland. For example she recorded midwifery care and outcome of 71 twin births and nearly
100 years later her data was used to compare with twin births of the present, regarding the
health of the mothers and the babies (Eiriksdéttir and Olafsdéttir, 2003).

In 1962-64 three books about working life of Icelandic midwives came out edited by Vikingur
(1962) who wrote in his foreword that this book was about “folk narratives about silent
women ...that have contributed an invaluable and particular share to Icelandic culture and
welfare” (p. 8). These midwifery narratives from the period of the 19™ and 20" century
demonstrate midwives’ religious beliefs and trust in God and how they receive strength to

practise midwifery from higher power.

The second part of the 19™ century and the early 20"™ was characterized by rapid development
of professional medicine as well as of midwifery and the number of trained midwives
increased considerably. In 1800 they were 13 and in 1875 the number was 76. At the turn of
the 20™ century they had become nearly 200. The Icelandic Midwifery Association was
established in 1919 (Porarinsdottir, 1984).

In 1924 by new law, the professional name of the midwife was registered as [josmodir or
“Mother of Light”. The name of the school became Ljésmaedraskoli Islands or the School of
Mothers of Light in Iceland. Initially the education of midwives was of short duration, only
three weeks, but by then the length of study became nine months instead of six as it was in
1912. By 1930, when the Landspitali University Hospital was opened, the midwifery school
was housed there and by law the head midwife was also the head teacher along with the
professor of obstetrics (then called yfirsetufreedi, “sitting over theory”) (Pérarinsdottir, 1984).
Since 1964 the midwifery education in Iceland has been a two-year programme
(Porarinsdéttir, 1984, Einarsdéttir, 1993). Until 1982 it was a direct entry programme but then
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the admission requirements changed and a nursing education became the level of entry with

the total length of education for midwives in Iceland being 5-6 years.

In 1994 the old Midwifery School was closed and in January 1996 a new 2 years Programme
of Midwifery Education started on an academic level within the University of Iceland, which
ends with a candidate degree (Candidata Obstetriciorum) with qualifications to be registered
and legally licensed to practise midwifery in Iceland. Until this new educational programme
started, midwifery education in Iceland had been headed by doctors. Thus, for the first time in
the 235 years history of midwifery education in Iceland midwives had full control over
curriculum building (Olafsdéttir, 1995). Moreover the Latin degree awarded refers to the old
term of obstetrix for the midwife, put to use in this way, after having been taken from us by

medicine.

However, midwifery education takes place within the Faculty of Nursing, following a nursing
degree, and even though midwives are in charge of their education interactively with
midwifery practice, and direct the development of midwifery research and knowledge, there is
resistance to midwifery withholding its identity separate and autonomous from nursing both in
the academic society as well as in the Health Services. This can be noted when the name of
midwifery is lacking in management structures, thus activity is needed to uphold the

independence of midwifery.

This year, 2006, the process of fundamental changes in midwifery education has been going
on for ten years. In order to enhance and give power to midwifery, steps have been taken to
develop scientific methods and research and to advance midwifery knowledge and practice.
Future plans have been made to set up midwifery as a separate department within the Nursing
Faculty at the University of Iceland. Furthermore, it is on the agenda to change the
requirements for midwifery education back to a direct entry bachelor/candidate programme.
One of the arguments for this change is in accordance with the statement made by the
Icelandic Midwifery Association in 1976 that it is preposterous that the entry requirement to
the midwifery education will be dependent on education and working licence of another health

profession (Pérarinsdéttir, 1984), i.e. nursing.
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Maternity Services in Iceland

The rapidity of social and economic change created migration from the countryside to the
urban areas growing most in the capital town area of Reykjavik where now a majority of all
births in Iceland take place. The town Akureyri in the North is the second largest urban
locality, providing service for the farming and fishing communities, including childbirth

services with people travelling from 1-3 hours to the birth-place.

Births in Iceland were 4,249 in 2004 with fertility rate of 1.9/1000 for the period 2001-2005
(Statistics Iceland, 2006). The number of births has varied per year and has gone down in the
last decade (7.7 %) (Geirsson et al, 2005). A shift away from midwifery care being provided
in the community and all over the country has occurred and at this time there are about 10
birthplaces compared to about 24 in the 1970s. Similar to other countries in the Western world
the rate of homebirth changed very quickly from being about 70 % in the 1950s - 1960s to
being well under 1% in the 1980s or about 8 births per year. Since 2000 the homebirth rate has
been increasing to about 20-25 births per year (Geirsson, et al 2004) and in 2005 homebirths
were 43 or just about 1% of all births (Oral communication, Gudrin Gardarsdéttir, at the Birth
Documentation, 6 July 2006).

Now about 70% of all births take place in the Landspitali University Hospital situated in
Reykjavik. A worrying factor is that in the last 25 years the caesarean rate has gone up from
7.4 % in 1980, to be highest at 18.2 % in 2003 (Directorate of Health, 2006). However, in the
last two years the rate has been going down and was 16.6 % in 2004 (Geirsson et al, 2005) and
preliminary figure is 16% for the year 2005 (oral communication, Gudrin Gardarsdottir, at the

Birth Documentation, 6 July 2006).

Maternity care is free of charge as all Icelanders have health insurance paid by tax in
accordance with the Social Security Act (see Minister for Health and Social Security,
http://www. stjr.is). The system of maternity care is fragmented as it is in the UK and other
countries in the Western world, and is analogous in many ways, but one should note the
difference in the magnitude and complexity of the maternity services. The practice of health
care midwives in the community is confined to prenatal care and in some cases home based

postnatal and/or health visiting the young family up to 6 weeks after birth. Hospital based
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midwives in the Landspitali University Hospital in Reykjavik provide antepartum, intrapartum
and postpartum care on different wards and departments with limited rotation of midwives
between these fields of practice. There are about 250 practising midwives in Iceland (oral
communication with the president of the Midwifery Association of Iceland, May 2006). Out in
the country midwives work at health centres in the communities and/or hospitals where births
still take place and usually are able to provide continuity of care/er in relationship with their

women. Number of births per place of birth per year varies from total of 15-400.

Since 1993 there have been some innovations in the midwifery services at the University
hospital which are ongoing. Teams of midwives (MFS =Medganga/pregnancy, Feding/birth,
Sangurlega/postnatal care) have offered continuity of care within a midwifery unit at the
hospital for about 350 women per year. There has been a long waiting list and now in the year
2006 changes are being made to close down the MFS service to establish an integrated
midwifery led care unit for at least 700 births per year. This includes a short stay in hospital
and home care in the first week after birth. A drawback is the lowering of the level of
continuity of care between antenatal care and attendance at birth. However, the aim is to
develop and establish a continuity of care program between the hospital and the community,
thus enabling midwives to work in both places and provide continuous care in relationships
with women over time. Home postnatal care by the midwife with early discharge from the
hospital was established in 1993. The service has been increasing and was in 2004 the choice

of 64 % of women giving birth in the Reykjavik area (Geirsson et al, 2005).

Birth Stories of Icelandic Women

This study is focused on midwives’ birth stories. However, in this cultural study, birth stories
of women that I came across in the media or “came to me” informally are written in field
notes. A book with birth stories of 70 Icelandic women in the period 1947-2002 was published
in December 2002 with the title Women with 1 cm dilation do not get any sympathy, Birth
stories of Icelandic women (Ingadottir et al, 2002). These stories are used in part as the

background of the study to set the scene in relation to discussion of findings.

The stories of the book were collected by women highly interested in childbirth issues who
also were active members of a Home Birth Movement (which is currently not active). They

introduced the goals of the book on a TV news talk programme and by sending e-mail to
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women using a snow-ball method, asking Icelandic women to share their birth stories. In their
foreword the authors described how they felt that a book about Icelandic birth stories was
needed, for women to be able to echo their experience with fellow sisters of gender. Women
were asked to write their stories and describe things they would have liked to know and which
they would not normally find in pregnancy books. The authors concluded that the book had
women’s birth stores a voice that had before been isolated among closed groups of women and
been a part of the oral remembrance; but now put in writing, they are a report of emotions, the
testimony of the women, the silent part of what stands in between the lines of the official

hospital reports of birth.

The women in this book are narrating parts of their life story, their birth stories which are very
personal and honest. Everyone chose herself how she told her story, what she wanted to point
out, share, criticize and change in the maternity care. The women experienced connections
with and support from midwives and other health professionals and wrote about empowering
relationships with midwives. Yet the power of the institutional medical context in shaping the
contemporary women’s birth stories is clear and sadly women also suffered uncaring

encounters and abusive relationships with caregivers (Olafsdéttir, 2002).

What stands out is that their stories are about life events, joy and grieving around the time of
birth, relationships with the fathers and their environment. Many talked about the birth as a
circle of life, their connections with their own mothers referring to the energy when the mother
and the birthing daughter are together. They also referred to a type of continuity of care when
the woman meets the midwife who was there when she herself was being born (Olafsdéttir,
2002). Birth experiences are special to mothers as one described:

“My births were the best ones for me, they are part of my life that makes them special,

and they are part of my emotional life and experience and make me what I am”.

(p. 369)

My own story as a midwife and a midwifery teacher

This narrative study describes changes that have been happening in midwifery in Iceland in
the second half of the last century to the present time. An interrogational part is my life-story

as a midwife of 30 years, first as a student and now as a midwifery teacher and head of
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midwifery studies at the University of Iceland. The following is my own story of becoming a
midwife, about how I think about midwifery in Iceland based on my own experience and
interpretations. Kristmundsdoéttir (2006) points out that the researcher must be aware of herself
as a location in social and cultural terms and make that awareness active in her research. She
argues that the field can be subjectively defined in biographical anthropology which involves
travelling in time and mind. This associates with how I in this study work with biographies of
the working life of midwives of my own culture (see further discussions about validity issues

in chapter five).

Life at midwifery school

While studying at the Midwifery School in Iceland, in September 1976-September 1978, I
became interested in birth stories. I learned from many such stories including those told to me
by people when they heard that I was training to become a midwife and also from new
mothers and fathers, of their interactions with midwives (for example about what kind of
information they needed) and last but not least I learned and got support from my school
“sisters”. We met regularly in each other’s homes and between shifts and exchanged birth
stories, as I think midwifery students and young midwives do all over the world, reflecting
their practice, debriefing difficult situations and being emotional about beautiful births, the
start of a new life and family. This was a time, when about half of the students lived in a
dormitory situated in the hospital and not long before this (5-10 years) it was compulsory to
live there, even if students were married and had children. Then students could be called day

and night up to the labour ward to observe in different practice situations and learn from them.

Since then many happy stories have repeatedly been told in our group; stories of nostalgia
about the life at school, the party life and practice of midwifery that after all is very different
from what it is today.

Midwifery education in Iceland was at this time based on practical training in the hospital. The
medical patriarchal model of care was very dominant in the midwifery practice and midwives
did not question or have a critical view of their own work place and conformed to protocols
such as shaving all women as though they were being prepared for surgery. It seemed at this
time as though midwives were autonomous practitioners but sometimes they were just

doctor’s assistants. The care was based on patriarchy and the women did not have anything to
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say about their own care. Midwives were dressed in green gowns with masks during every
birth and our main concerns as students were how to wash our hands and put on gloves instead
of thinking about the birthing mother or the skills of attending the birth and “receiving” the
baby (as is the phrase in Icelandic for delivering the baby).

Lessons that focused on midwifery and midwifery models of care in particular were very few
and the language we have today about our ideology of care did not exist. We learned in
practice about midwifery skills under the guidance of the midwives. The head of the
midwifery school was the professor of obstetrics and gynaecology at the University of Iceland.
The doctors supervised our lessons in the bio-medicine subjects, pharmacology, anatomy,
physiology, obstetrics, gynaecology and paediatrics. I remember clearly how I questioned in
my mind after the first lessons about normal birth, which were taught by the professor, what
normal birth really was. The lessons, titled “normal birth”, had been about the pelvis the time
and the passage of the baby through it, the uterus and the contractions. It was not about the

woman, the person carrying the baby in her body and her giving birth.

One midwife came from the labour ward and brought a placenta with her to show us. This
moment had a great effect on me, and [ saw this woman who was what I was going to be, a
midwife, as a role model (and still do and, incidentally, she is one of the midwives in this
study) of how midwives should be and what kind of aura they can have around them. Even
though we didn’t get many formal lessons from midwives they were our teachers in practice;
they told stories, were our mentors and we learned to use our hands to develop our practice
skills. All women were to have their own midwife or student at their side, and the head
midwife at the time, Kristin I. TOmasdéttir, put strong emphasis on midwives’ presence with

the woman during labour and birth (termed yfirseta or “sitting over” in Icelandic).

My story of being reborn as a midwife

Soon after graduating as a midwife I became a mother for the first time and now I have three
children. My first one, my elder daughter, was born in January 1980 and the second, my son,
13 months later. I had prenatal care by an obstetrician I chose and respected, being one of my
former teachers. At that time I did not think about going to a midwife for prenatal care. The

midwives did not have their own caseload at that time and the women did not have their own

named midwife. I got pethidine for pain relief which was routine and did not find anything
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wrong with that. I was confused when I had my son, it felt as if I had been drunk, not
remembering the birth of my baby; I was so ashamed that I did not tell anybody until now as I
write this. However, I did not know what I was missing and in a way I experienced good births

and was a happy mother.

In the years 1987-1992 I lived in Amsterdam which had a great influence on my views on
childbirth, living in a culture where it was considered normal to have babies at home. I had
gone through further education, and received a bachelor and a master’s degree in nursing,
focusing on midwifery. I had learned to be critical of my surroundings; I had read about
different theories and research findings and asked myself questions about maternity services in
general. I was starting to get answers to questions about what normal birth really was. A
turning point for me (as I think for many other midwives) was also the talk of the midwife
Caroline Flint at the ICM conference in den Hague in 1987 about the negative sides of
fragmented institutional care and conversely about the importance of knowing your midwife
and continuity of care in midwifery (see Flint, 1989, 1991). Later in 1993, Caroline was
invited to Iceland by the Midwifery Association to talk at the first formal conference we held
with a guest speaker from abroad. Many of us remember this conference as being a defining

moment of the awakening of the “new midwifery” in Iceland.

When my youngest child was born in 1994, I had changed as a midwife and had different
views about midwifery and childbirth and I was lucky enough to have the opportunity to give
birth without having medical pain relief releasing my own endorphins. This was a completely
different experience from the earlier births. It was an empowering experience of the triumph
and ecstasy of having reached the goal on my own with the support of my husband and my
midwife, having the same feelings as many women have described, ready to conquer the
world. When my daughter was 5 months old I was given the post of developing the new
midwifery educational programme at the University of Iceland, within the Department of
Nursing, which started 10 years ago, i.e. in January 1996.

Since then I have been the Head of Midwifery studies in Iceland. One of the presumptions of
this research has to be the following ideological statements of this new programme, which I
wrote in 1995 (Olafsdéttir, 2005) and now underpin the midwifery education in Iceland. These

statements draw from the International Midwives’ Ethics accepted in 1993 at the International
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Midwives’ Conference in Vancouver, the changing Childbirth Report (Department of Health,

1993) in Great Britain and the writings of Page (1993, 1995). Furthermore, they were

influenced by my own study of 12 new parents’ experiences of their interactions with

Icelandic midwives, their teaching-coaching practice around the time of birth (Olafsdottir,

1992).

In line with these statements, the Icelandic Association of Midwives accepted and published

their ideology and policy for the future in the year 2000 (Ljosmadrafélag Islands, 2000).

Ideological Statements of Midwifery Education in Iceland

Midwives look at childbearing as a physiological process but not a disease and at birth
as a singular event in people’s lives that they should experience in a positive,
individual and personal manner.

Midwives give continuous care to ensure the safety of mother and child and at the
same time preventing unnecessary interventions into the childbearing process.

Midwives form a stable relationship with a woman and her family, provide holistic
care and take into consideration physical, social, emotional and spiritual factors.

Midwives keep in mind the right of the woman and her family to information about
choices in health services regarding childbirth and support prospective parents in
making independent decisions in choosing services.

Midwives work with the expectant mother and father everywhere inside or outside
-health care institutions, on their own responsibility in order to empower parents to take

active part in all decisions about their care.

Midwives have knowledge of factors in the environment influencing the health of the
woman and her family from birth to death. They also do preventive work and give the
woman and her family advice and information to maintain and improve health and well
- being.

Midwives work in cooperation with other professionals in health services and seek
consultation and refer to doctors and other professionals if the midwife's services are
not sufficient for the woman and her family.

(Curriculum of the Educational Programme in Midwifery at the University of Iceland, December, 1995)
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Chapter Three — Place of Birth and Models of Childbirth Care

This chapter is an overview of the cultural changes in maternity services in Iceland in the last
century. It examines debates about place of birth in relation to conflicts between models of
childbirth. It is not intended as a review of the vast literature about anthropological and social
issues underpinning childbirth but more to illustrate the social background of midwifery
practice in Iceland using midwives’ stories from this study. Moreover, it is set out to show the

social structures and narratives that relate to different views about childbirth.

Cultural Changes and Medicalization of Birth

It is well known that in the 20™ century there was a huge cultural change in maternity services
and place of birth. Underlying this are ongoing debates over place of birth which influence the
context and culture of childbirth with different balances of power and control (McCourt,
1998). Birth has changed from being a social and emotional experience within the family and
community to become a medical event in hospital with the routine use of technologies (Tew,

1995).

Medical sociologists, anthropologists and historians have produced a great amount of work
demonstrating the successful penetration of Western medicine into our everyday life. Their
writings reveal shift in who is seen as expert. This medicalization in relation to childbirth has
been defined as
“the process whereby the medical establishment, as an institution with standardised
professional guidelines, incorporates birth in the category of disease and requires the
medical professional oversee the birth process and determine treatment” (Van Hollen,

2003, p.11).

Experiential knowledge is replaced by scientific and the doctor replaces the woman and the
midwife. Yet it was not until well into the 20™ century that cultural authority was bestowed to
scientific medicine. In the United States almost no woman saw a doctor prior to birth in the
early century, while almost all receive such care today (Barker, 1998). Modem medical
systems have turned the “normal” complications of birth in quantifiable “risks” which has

created the possibilities of legal actions against health carers in the form of malpractice suits,
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as has been most visible in the United States (Cartwright and Thomas, 2001). This has
migrated to other countries in the Western world, including Iceland and has cast “a dark
shadow” on health professionals working in maternity services in Wales and England, forcing
obstetricians to defensive practises (Kirkham and Stapleton, 2004, p. 120). Questions arise
about how the social-cultural changes around place of birth and conflicting models of care

influence midwifery practice and knowledge.

Key trends in this cultural shift have been concerned with safety and belief in large-scale
institutions (McCourt, 1998). Now in many countries birthplaces are closed down with the
arguments that it is because of security precautions and too much cost. Similarly in Iceland
many birthplaces have been closed. More and more women have to travel away from their
homes and families where they have to wait for their birth for one to two weeks or more,
perhaps with a risk of higher rate of obstetrical interventions. These organizational changes
provide a limited choice of a place of birth for the women as well as the midwives who have

lived and worked out in the country, some for about a half a century.

“I find this tragic, I mean just this instant when the baby is born has to be in Reykjavik. When

does the conception have to be there too?
(Midwife-Elsa, 50 years’ experience, interview 3)

“It is terrible for the women to leave maybe with two children and a family to Reykjavik and

they may have to wait for a month. I feel sorry for them to have to leave”.
(Midwife-Anna, 47 years’ experience, interview 1)

“It is crazy that women have to travel away from their hometown as if the midwife is not able
to deliver [receive] a first child. I just did not believe it when I heard this first. I think this is
very negative this is not an encouragement for the women. Many of them are not satisfied
neither the midwives nor the women. The women are wise and they do not think that this is so

terrible [to have a baby]...They expect everything to go well”.
(Midwife-Hanna, 48 years’ experience, interview 7)

These quotes from midwives, who have lived and worked in very different cultures of
childbirth, show how they have belief in the abilities and wisdom of women and the normality

of childbirth.

Today studies based on midwives’ stories (Crabtree, 2004) support the notion that many

people have lost contact with the natural aspects of childbirth as a rite of passage or life
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process, and that many women have lost faith in their ability to give birth in a normal way.
This is maybe not surprising as technical assisted births and the caesarean rate rise in the
Western world and fewer women experience normal physiological birth. There is divergence
between views and definitions of what normal birth “really” is. Medicalization of birth results
in the danger that it will no longer be possible to know what births were like before medical
manipulations as ”most health care providers no longer know what “non-medicalized” birth

is” (Wagner, 1994, p. 114).

Birth might then no longer be seen as something that women do but what is done to them and
it can be presumed that both women and midwives lose, along the way, some of the gifts,
insights and skills of traditional midwifery, which used to be an integrated part of their every

day life and culture.

Childbirth in Different Times and Places

To point out different social structures around childbirth the following paradigm narrative has
been chosen. By that I mean that the narrative is exemplary for a different cultural time of
birth. The underpinnings of this narrative are the changes in place of birth and of the
midwifery relationships with the women and their family in the community. It is a collective
“stored wisdom” of a midwife who does not just construct a narrative, but constructs a social
world (Silverman, 1993) of midwifery in Iceland in the 1950s, which we can also look at from

the perspective of the present, having the evaluation “It went splendidly well”.
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The place - A farm in Iceland in the 1950s

There was one birth on a farm. I want to tell about how it went. It went splendidly well. But
when I look back which I did not find particular at that time, this woman was 43 years old.
She was not much younger than my mother and her eldest child was the same age as I, and I
had been a babysitter for her other children when I was 8-11 years old. So this woman was for
me more like a mother than a woman giving birth. She was in her 9th pregnancy and was 43
years old. This would have been considered abnormal [today] or at least there would have
been fuss around this birth. It was summer, light night and it was so quiet and there were
many children. The eldest had left home. I went to her in the evening and she gave birth to a
lovely, beautiful daughter. I remember that her husband was with her or he was to reach. The
fathers were with their women at that time and when my mamma had her babies my dad was
always with her. When the baby was born and I was ministering to her, the father went out to
the kitchen. When I came out he was fast asleep on a chair with sheep clippers in his hand.
This was so peaceful and looking back I think, the woman was 43 years old and having her 9th
child and the birth was wonderful. I was well into my pregnancy at the time and my first child

is the same age as this one.
(Midwife-Elsa, 50 years’ experience, interview 3)

The same or similar story with the same atmosphere of peace and a sacred moment could have
been told in other places all over the world but this narrative written down 50 years later has
its own life and a perspective, its own emergent aspect but can be interpreted in different
ways. This story shifts according to the time it is written or read (Riessman, 1993) and the
midwife tells how her story would have been different if she had told it at the time it
happened, because as she said, “I did not find particular at that time*. There she refers to the
current standardized professional guidelines about the woman’s age and criteria of high risk
pregnancy and where women are supposed to give birth. “This would have been considered

abnormal [today] or at least there would have been fuss around this birth”.

Births that now have the label of being high risk or abnormal were “normal” home births (out
in the country) and peaceful family events with the birth as a rite of passage for the
childbearing woman as well the midwife herself, and were simply a part of everyday life.

The point of this story is that it is sheds light on the changes of culture of birth in Iceland.
There are embedded stories not told about fathers being with their women before the time of
hospital birth and there are stories about the environment of birth, e.g. the light summer nights.
The name of the midwife in Icelandic, as was mentioned before, is “the mother of light”. It
refers to how the baby is born into the light, hence the title of this thesis. Many birth stories in

Iceland include narratives about the light as the baby was born.
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Nevertheless, there has always been danger around childbirth and this calm atmosphere was
not always at the place of birth. There is no need to romanticize the good and suggest that the
old times were always good. Here is a well known story that still lives in the North and East
part of the country which I was told a few times by different people as it has stayed in the
memory of the community. No one wants to go back to this time and people expect that
centralization of care with technology will provide safety for the newborn and the family.
Back then, in the 1960s, in this small country hospital working conditions could be very

difficult and there was “Nothing you could do”.

This was in December in a screaming snowstorm, a woman came with twins [about 36 weeks
pregnant] and she was bleeding. There were no beds for the babies, just wooden boxes and no
incubator and hardly any instruments...Twins, they were born with the stream of blood, both
alive and well when they were born. What could I do? I tried to make a bed for them in a
wooden box to keep them warm, with blankets, I don’t remember, I made a plastic tent over
them and I had oxygen. I didn’t have the knowledge and I fought alone... They both died, the
latter one at about four or six in the morning...I cannot be sure but I always have believed
that if they had had help from a doctor right away then ... This was a terrible night... This was
the time I felt the greatest powerlessness in my life. There was nothing you could do...After
this an incubator was bought. There was a screaming snowstorm and it was not possible to get
a flight with an incubator. There was nothing you could do, really nothing.

(Midwife — Solla, 45 years’ experience, interview 2)

Embedded in social narratives like this one are many untold stories about preceding
happenings and what is happening now. They are rhetoric and can have relevance to the
culture of childbirth and could give explanations to different views of childbirth care in a risk
society. Technology can be a hope for a better world (Wagner, 1994, p. 35). In this town there

are no births anymore.
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Traveling Places of Birth and Concepts of Risk versus Safety

With reference to the risk society of birth, the midwives who have lived through huge cultural
change talk about “the danger which could be hidden around the corner” that dominates. It is
a paradox that increasing knowledge about obstetrics and technology and treatments can

create fear, can “scare to death” as well as being looked at as a safety measure.

It is obviously a great difference to have the CTGs and this technical equipment. It helps a lot
but at the same time in a way it makes you scared...I have known some midwives who have
been obsessed with this terrible fear... When I was at school we learned about the danger
which could be hidden around the corner but it was not the main thing, it did not predominate.
(Midwife-Elsa, 50 years’ experience, interview 3)

When I had been here in the province for some time as a midwife I went to Reykjavik not for
the first time to take a course [in the 70s]. They described all the abnormalities that can
happen and I started to think about why I was there up North practising, when all this could
happen. I started to feel unsafe and started to think about all the doctors that do not want
homebirths.. I felt very unsafe and I just did not understand why I was doing this [running her
own birth centre at her home on a farm]. But then I came home and everything was the same,
everything was okay. It was funny, there I got this feeling and now I understand the young
doctors. They have been scared to death because of all these bleedings and everything that

could happen.
(Midwife-Hanna, 48 years’ experience, interview 7)

The above descriptions can be related to the medical model as a part of a wider conceptual
framework of medicalization, the process of social change over time from a social to a more
bio- medical model (Teijlingen, 2005). They show how obstetrics gained control when they
developed as a speciality branch within medicine; roughly contemporaneous with
industrialization, with the notion that doctor attended hospital birth is safer than homebirth by
the midwife (Simonds, 2002). Hence, the medical model and the concept of risk govern the

modern maternity services.

Assessment of risk is not value free. Risk has been defined as the “dangers that are believed to
be most immediate or- as in case of obstetrics- dangers that practitioners believe they can or
must control” (Cartwright and Thomas, 2001 p. 219). Danger implies a fatalistic outlook on
birth and risk implies an activist stance requiring birth to be accompanied by medical

technology, monitoring and often intervention (DeVries, 1996).
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Many of the stories told by the midwives working out in the country were about the weather
and the “journeys” to the woman and with the woman to place of birth with different aspects
of risk and safety in the background. This narrative takes place in the year 2000 and because

of economy and changes in hospital staff, the surgery had recently been closed.

I have been thinking about how my practice has changed from being an active midwife
attending births [in a community hospital] ...Now I am travelling between my hometown and
to the central hospital [about one hour’s drive] with screaming women. This is not good for
the women. Last summer I remember one [journey]. It was a woman who was having her
second child and had had a difficult birth the first time with vacuum extraction and therefore
she was to be transferred... We left in hurry and she - I mean it - she screamed all the way.
The driver was young, the same age as my elder daughter and he was replacing someone and
he was drained after this trip. We came to the hospital and she had started to push and she
pushed for 20 minutes. The head was high but then the baby came, one, two and three.
Everything was fine with the baby. This was not a nice journey. The boy, the driver was
drained. I waited for the birth of the baby and the woman was very thankful. These journeys
are not nice, they are not nice...and they are not without risk. There are four single lane
bridges on the way. Bad bridges because two of them have a blind road towards them. There
have been serious accidents there, which have led to death. If I go on doing this then it is
possible statistically that something happens to me. I do not look forward to that.
(Midwife-Dora, 32 years’ experience, interview 5)

In an Icelandic study, the metaphor of women journeying has been used to describe powerful
experiences of giving birth, coloured by circumstances and expectations of the woman, with
the birth as a unique life experience at the journey’s end (Halldorsdottir and Karlsdéttir, 1996).
Page (1993) had also described the birth as a journey where “a skilled companion, the midwife
accompanies the woman on a long, intense and tumultuous journey” (p. 22), a journey of
finding new meaning in life, covering a great spectrum of human emotions which even though

it gives real joy it does not always make you happy.

In this story it is interesting to read how the metaphor of journeying changes because of
circumstances that are “coloured by” the travelling place of birth in a community of an
ambulance, highlighting the risk of the journey itself, on the way from home. Furthermore is
the embedded story of the young driver, his outlook or “new meaning” of childbirth, his social

narrative of birth that in turn can have influence on the changing views of childbirth.

Halldérsdottir and Karlsdottir (1996) described the woman’s sense of self as having a sense of

being in a private world, being vulnerable as well as sensing a strong need for control, caring
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and security, and suggested that if, during the journey, the needs of the woman were fulfilled it
created positive feelings about the whole journey. This cannot be said about the feelings of

this midwife.

The midwives in this study formed storylines with a number of striking cultural themes that
show conflicts between models of care. Technological interventions are a fact of childbirth

care; undercurrent is the changing views in society about childbirth, in relation to the concept

of risk and the fear of litigation which now is a part of the dominant discourse or narrative

about childbirth. -

This fear has negative effects; in the past if something came up, this was nobody’s fault. There
was nothing to do, this was destiny, it should happen this way, and there was no request for
payments [litigation].

T (Midwife-Hanna, 48 year experience, interview 7)

These new social structures in reference to technology, risk, safety and to travelling to places

~ of birth are embedded in contemporary stories, and “the argumentation is misleading”.

Now she was in her third normal pregnancy and the baby was in a head position. She said: “I
am going have a vaginal birth and I am not going to be transferred. I am not going to need a
caesarean and everything is going to be fine”. She was starting in labour and I told her that I
would do a check and CTG and that we would not put her in any risk...the water broke and it
was green. Then the doctor came and he said: “You are going to transfer her”. I said: “I am
going to check, she is not going if she is going to have the baby on the way “. I checked her
and she was dilated just about 4 cm, but with lung soft edges and I said to her: “It is your
choice, do you want to have you birth here with me or do you want to have your baby on the
way on one of the bridges”’? She said: “I am not going anywhere; I am going to have my baby
here. It is not nice to give birth in the ambulance”. And we put on some music and tried to
have it cosy and she had her baby within the hour, a 4 kg fine boy. But the support I got from
the doctor was as he said: “You could have been in trouble if something had gone wrong”
and I said: “What do you mean? Would I have been safer if I had received the baby in the
ambulance? Think about the woman and what would I have done alone? I knew the boy
would be born on the way. This argumentation is sometimes very misleading.

(Midwife-Dora, 32 years’ experience, interview 5)

This narrative about changes in place of birth because of the centralization of maternity .
services and medicalization of birth shows how this brave midwife resists and works in
cooperation with the woman. And in line with how Leap (2000) described the role of the

midwife as being with the woman and exploring with her the physical, intellectual, social and
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spiritual challenges as well as the ramifications of childbirth. She works with the woman and
her community, collaborating with other health professionals if necessary to ensure a safe and
supported transition to new motherhood, taking into consideration the woman’s individual

circumstances and wishes (p. 4).

Social Narratives and Conflicting Models of Childbirth Care

We live in multiple stories that represent different social narratives about childbirth and
conflicting models of care. Childbirth has become a battleground of health professionals
competing within organizational economic situations and, more importantly, of different

ideologies and values.

Two key models or schools of thought have been documented in the midwifery literature
about childbirth care: the midwifery model usually associated with the social model of
childbirth, and the medical model. In short, the midwifery model has a focus on the

physiology of birth, this being a social life event, which is believed to be normal until proven
otherwise, and it is women centred within the family. On the other hand, the medical model
has a biomedical focus where the birth is at risk, needing interventions and considered normal
in retrospect. These models of care have been described and contrasted by many authors (e.g.
Rothman, 1982, Davis-Floyd, 2003[1992], Oakley 1993, Briar, 1995, Kent, 2000, Walsh and
Newburn, 2002a, 2002b, Teijlingen, 2005).

My experience is that the above short descriptions of these contrasting models are easy to
understand and therefore useful on a practical and an ideological level, both in midwifery
education and practice. Icelandic midwives use these definitions and they are a part of
midwives’ discourse when identifying their underlying model of care or how they want to
practise. At the same time it can be presumed, as authors have pointed out, that practices both
of doctors and midwives are usually not “either — or” their practice is somewhere in between
two ends of a continuum and not static. Yet these distinctions between models of care have
been an important help for midwives to identify themselves as independent professionals. The
ideology of midwifery models of care explain how midwives look at childbirth, interact with
women and provide midwifery care. The dialogue about different models of care shape and

help to make progress in the working places of midwives and the way they work.
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Following is a list of different concepts that relate to the two schools of thought drawn from
the literature and listed by Teijlingen (2005). These contrasting concepts are embedded in the

narratives of the midwives in this study as will be discussed in the finding chapters.

Medical model Social/midwifery model

Doctor centred. Body as machine Woman/patient centred. Whole person

Objective Subjective

Male ~__ Female

Body-mind dualism Holistic

Pregnancy: only normal in retrospect Birth: normal physiological process

Statistical/biological approach Individual/psycho-social approach

Biomedical focus Psycho-social focus

Medical knowledge is exclusionary Knowledge is not exclusionary

Intervention Observation

Public Private

Outcome: aims at live healthy Outcome: aims at live, healthy

mother and baby mother, baby and satisfaction of individual needs
of mother/couple

In a technocratic society, where childbirth is being transformed with new ways of culturally
“shared understandings” (Lyotard, 1994), it is logical that many stories of mothers are
structured around positive experience of births that are now carried out in a technical

environment which may be considered “normal”.

“When the doctor had given me the epidural, everything was fine. I felt comfortable and
helped my husband with the word puzzle while we waited for the baby to come. I felt a little bit
of pain, but it was not unbearable in any way...It is a boy; someone said and delivered over my
head a slimy and bloody package. The midwife took him before I could see him...she brought
him back and put him on my shoulder, there was a tent over my breasts and my hands and
arms had tubes in them so I had not much opportunity to hold him. He seemed to be a
handsome boy, wrinkly and completely bald. I was so happy and I saw everything in pink
colours. It is impossible to describe how I was overwhelmed with wellbeing and joy”'.

(Freyja, baby born in 1999, quoted in Ingadottir, p. 357)

This modern story of childbirth illustrates the technocratic model of childbirth, which Davis-
Floyd (2003 [1992]), based on Rothman's work (1982), identified as the core paradigm
underlying modern obstetric practice, where the female body is looked upon as a defective
machine that will work better when this defective working machine is hooked up to other
machines, such as in this case, machines used in a caesarean birth. Davis-Floyd considers

machines as symbols of how they are valued over bodies and technology over nature. She
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analyses obstetrical procedures as rituals that convey cultural core values to birthing women
(Davis-Floyd, 1987) which also encourages deconstruction of birth into identifiable and
controllable segments which again are reconstructed as a mechanic process. Technocracy
expresses not only the technological but also the hierarchical and bureaucratic dimensions of
the culturally dominant model (Davis-Floyd, 2001).
“ The rise of obstetrics and its eventual dominance over midwifery was achieved in
part by the argument that those who care for childbearing women can only do so
properly by viewing the female body as a machine to be supervised, controlled,

interfered with by technical means” Oakley, 1993, p.71 [originally presented in 1988]).

The centralization of maternity services, linked with medicalization of society, has created the
third cultural model of “care” in midwifery practice, identified in terms of the institution or as
an industrial model. It originates in the Enlightenment positivist thinking and in the drive to
control nature, which influenced the groundwork for the Industrial Revolution. Scholars have
pointed out that in that context, women’s reproductive bodies came to be viewed as machines
which should operate in a uniform and efficient way to facilitate “re- productivity” (Van
Hollen, 2003). In line with the application of a technological model to the human body this
can be traced back to Descartes’s concept of mind-body dualism, the body being distinguished
from the mind. A model of body-as-machine is based on the notion that problems of the body

are technical and require technical solutions (Rothman, 1982).

Consequently a model of assembly-line factory production was implemented when birth
moved to hospitals and obstetrics developed tools and rituals to improve the inherently
defective process of the woman body to give birth (Davis-Floyd (2003). Furthermore, as a
result of this change of place of birth, the support people also changed and the health
professionals took over the roles of the family and friends at home. Gradually, professionals
have turned to technological care, reducing supportive care to the extent that is now is an
exception rather than rule (Hodnett et al 2006). This is prevailing in industrial models of care
where the institution constitutes a more significant social unit than the individual or the family

(Davis-Floyd, 2003).

The industrial structures of hospital care have also separated midwives from women and this
has alienated midwives from practising “real” midwifery (Page, 2004) in relationship with the
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woman. With ongoing organisational change and increasing demand of managers, the

workload has been increasing and contemporary midwives are in a dilemma and experience
crisis in their workplace negatively as is demonstrated in the following narrative. It gives a
glimpse of a midwife’s working life in the busy central hospital of Reykjavik and highlights
how by necessity, she, like midwives in the UK, has to work “with institution” instead of

“with woman” (Hunter, 2004). Midwives experience stress and burnout creating emotion work
for midwives which is strongly influenced by the context of their practice (Hunter, 2005) and
therefore they have strong support needs (Kirkham and Stapleton, 2000; Deery, 2005).
Presumably UK midwives agree with this Icelandic midwife’s comment that than in these

circumstance their “midwife heart is not ticking”.

I went home in the morning without having had anything to eat or gone to the toilet... There
were 13 women on the ward during the night, 9 of them came in and 5 of those were high
risk... We were 4 midwives and a Ist year student and 3 midwives were called in extra at
different times. All midwives were occupied in the labour rooms and I had 3 women and I ran
between them...all women had some complications and had to be looked after constantly. I felt
all the time everything was going out of boundaries and that we were working in unsafe
surroundings and I did not have overview of things. When I came home I sat down at the
kitchen table and took the Newspaper. There my husband found me crying. I slept badly, and
thought about getting another job...this was one small example and not the only one [the third
busy shift during that weekend)].
It is very seldom that I go home and think; today I worked as a midwife...the work I love gives
me pain. When the situation is like this our midwife heart is not ticking.

(Field notes, a midwife’s diary from a night shift in May 2004)

Concepts of safety seem to have a different set of meanings than that of technology, for the
midwives of this study, depending on place of birth. This midwife experienced “unsafe
surroundings”, in the technical “safety” on a busy labour ward where the rules of the

institutions dominated. These stories of busy-ness are technocratic and industrial. It is

noteworthy, how the calm of the farm-life has disappeared (see narrative p. 30.).

Birth stories of mothers are carried by them through life and they also say much of the cultural
context of birth and can also be most useful in identifying underlying models of care. In
reading mothers’ stories, awareness of the midwife’s busy-ness underpins many anxieties of
women and their families. This is apparent from women’s experiences in studies in the UK
(e.g. Edwards, 2005, Hunter, 2004) and from stories from hospital labour wards in the United

States (Hanson, et al, 2001) and in Iceland from midwives in relation to this study and
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mothers’ birth stories (Ingadéttir 2000 et al, Bjarnadéttir, 2005). These experiences result from

institution or industrial models of care.

Next is a woman’s birth story from the field notes of this study, a specimen from the summer
of 2005 where industrial model of care is apparent. The story is part of an assignment of one
of my midwifery students starting her midwifery studies. The students were asked to bring a
birth story from their surroundings, to discuss in class, considering underlying models of care,
relationships with women and what they could learn from it on their learning journey of
becoming a midwife. It was published in the Icelandic Midwifery Journal and the following is
an abstract from the story told to her by friend, repeatedly told in saumaklubb, or “a sewing
group”. Saumaklubbur is an Icelandic cultural phenomenon, a meeting place for women, in
which young women can share their birth experiences that in turn become a part of the

discourse about of how people think about childbirth, midwives work, and modern maternity

services.

“About seven o’clock, Anna is on the labour ward and the work there is crazy. They [the
midwives] were running hard around. Anna was five cm dilated and they were there for about
two hours and once in awhile someone checked on them, the midwife told them that she was
also delivering twins. In two hours’ time they were asked to go out and wait in the Fathers’
room [or the corridor in front of the lift]. Anna was just coping and found it hard to walk
because of the pains... about ten o’clock she got a labour room, the midwife was in and out of
the room and told them without them asking that she had been working in the morning, that
she was on an extra shift now and that she had a morning shift tomorrow. Most of the time
Anna and her husband were alone. There was an exchange of shifts and another fresh, lovely
midwife came, however, she often had to go out. In the end Anna’s husband put his foot down
and said now someone had to be there, unless he was to receive the baby, he did not trust
himself to be there alone with her. The midwife stayed but instead traffic increased into the
room, people opening the door asking for things... This disturbed her a lot... She liked her
midwife and found her encouraging and liked the fact that she called her by her name. At one
o’clock a healthy girl was born, but Anna” would have died” if this had been her first born as
she said herself. “Of course the midwives were doing their best and not working the way they
the wanted”, she said.” But is this allowed, are there not some security regulations?” she also

asked. — This was her side of the story
(Bjarnadottir, 2005, p. 13-15.)

Social narratives about birth have changed from being about birth being a natural life-event to
be a technical event to be afraid of, and this has influenced midwives’ work and independence.
This development is in part accepted by midwives. Teijlingen (2005) discusses how the

medical model is the dominant ideology, while midwifery has developed conflicting
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ideologies. This means that midwives tend to adapt to their workplaces instead of standing by

their own ideology of childbirth.

In medicalized settings working in an industrial model, midwives tend to “go with the flow” of
the organisation (Kirkham and Stapleton, 2004). However, the dominance of medical models
of care is also resisted by many midwives. Midwives’ prevailing discourse about promoting
and keeping birth normal, alongside with increasing technical interventions, gives women
conflicting messages about different models of care. Freyja tells a story how she experiences
herself as being “a rope in a tug of war”. In such circumstances, the care “waited for” is

likely to accord with central social narratives and expected medical model of care.

“Everything should be so natural, just water and relaxation and everything would go well, I
thought about if I could do it. Should I try birth without analgesia? Should I try to become one
of the elite groups”’? ... Then I got more confused, the women from the Homebirth Association
and the midwife who was afraid of water [did not support water birth] had a debate in the
newspapers about the welfare of women during birth and they accused each other of high
handiness and of being ignorant. 1 felt as a rope in a tug of war. I gave up; I felt that I had not
the knowledge to make a decision about what was best for me, not without help. All the
messages I got [social narratives] were conflicting and inconsistent. I did not trust myself to
think more about it, I waited for what would happen and hoped for the best”...

(Freyja, baby born 1999, quoted in Ingadottir, 2002, p. 353)

The move from home to hospital made midwives take on nursing structures and the
hierarchical task oriented approach of the hospital. This had destructive effects on midwives,
who had to leave behind the tradition of being part of life and communities (Hunt and
Symonds, 1995, Page, 2004) providing fragmented care. Sometimes, as in the fragment above,
the midwife is not present to help make decisions based on midwifery models of care and in

relationship with the woman.

Place of birth has been defined as *“ the woman’s own space in which she can trust her body
and give birth with loving support in a way that she feels is right for her “

(Kitzinger, 2005 p. 14). This definition is appropriate because it is open and can be applied to
different situations and women all around the world. The question is: do women have a space
and support that feels right for them? And is there a midwife at her side? In the following
chapter the relationship between midwives and women will be discussed as well as the

concepts that constitute midwifery models of that relationship.
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Chapter Four — Midwives’ Relationships with Women

This chapter discusses midwives’ relationships with women around the time of childbirth, its
uniqueness and how midwives have through research identified their midwifery models of
care. It is based on a review of the literature of interrelated studies about the experiences and
outcomes of birth and of midwives’ support and continuity of care. In addition to this,
midwifery research in relation to midwifery models of care in different Western countries,
particularly in relation to the Icelandic and Nordic context, will be presented. This chapter is,
however, not supposed to give an extensive or critical view of the broad literature concerned
with these issues, but to point out fundamental functions and central concepts of the

relationship between the midwife and the woman.

Models of Care and Midwifery Relationships

Pioneers in midwifery writing and influential thinkers of midwifery practice in the UK have
pointed out how special and even unique the relationship between midwives and women can
be, and how it is the “heart” in midwives’ practice (Flint, 1986, Kirkham, 2000, Page, 1988,
1993, 2003, 2004). Nevertheless, the industrialised world of medicalized and fragmented care
in hospitals has “served to divert midwives from this fundamental relationship” (Kirkham,
2000, xiii) and has in some places led to

“...a destruction of the individual relationship established over time between women

and their care providers. Yet this relationship is the crux of effective, sensitive,

autonomous care” (Page, 2003, p.119)

Some midwifery models of care have been designed based on research findings in different
parts of the Western world. The key thread of these models is the centrality of the relationship
between the midwife and the woman, looking at birth as a normal —live event (Pairman,
Guilliland, 1995, cited by Pairman, 2000, Fleming, 1998; Freeman et al, 2004, Kennedy et al,
2003, Kennedy et al, 2004). Authors identify central concepts that refer to the forming of
relationships, such as partnerships of equality, sharing of power and responsibility (Pairman,
2000, Lundgren, 2004) by being present (Fleming, 1998, Siddiqui, 1999) based on trust and
respect (Kennedy, 1995, Anderson, 2000, Leap, 2000, Page, 2003,) and reciprocity over time
(Fleming, 1998, Pairman, 2000, Stevens, 2003) that can be in or out of balance (Hunter, 2006)
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with the potential for sharing of information, joint decision making and empowerment for both

women and midwives.

The relationship between midwives with women has been described as a partnership. Pairman
(2000) did a study with a pair of 6 midwives and 6 women who were their clients exploring
and refining a Model of Midwifery Partnership which was based on philosophical beliefs
which arose from her reflection and her colleague, Guilliland, (Guilliland and Pairman, 1995,
cited by Pairman, 2000), drawn on their experiences and observations in their practice as
midwives, as well as from discussions with many other midwives and women in New Zealand.
These beliefs included: pregnancy and childbirth as normal life-events, midwifery is an

independent profession; midwives provide continuity of carer in a woman centred way.

The partnership was defined as: “A relationship of “sharing” between the woman and the
midwife. Involving trust, shared control and responsibility and shared meaning through mutual
understanding” (Guilliland and Pairman, 1995, cited by Pairman, 2000 p. 221). This Model of
Partnership has led to a new definition of midwifery professionalism in New Zealand that
directs and underpins all aspects of midwifery, politically, in education and within the day to
day practice. Later the central concepts of the model have been examined and discussed in
more depth by Pairman (2006), but its implementation and use in practice has not yet been

evaluated by research.

The content of this partnership model of care appears to strike a chord with midwives around
the world as they share the same ideologies both based on experience and research. In 1995,
on the other side of the world, parallel notions to the Model of Partnership were included in
the ideological statements of the new midwifery curriculum in Iceland about childbirth being a
physiological process where the forming of a stable relationship was addressed, keeping in
mind the right of the woman to receive information; midwives being independent in their
practice, empowering women to make independent choices and take active part in all decisions

about their care (see before in chapter two p. 26).

In a much larger study than Pairman, Fleming (1998) developed a research based conceptual

model of midwifery practice based on interviews with 250 midwives and 219 clients in New

Zealand and Scotland with grounded theory methods. This model relates to the Partnership
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Model based on reciprocity between the midwife and the woman and refers to the phrase or
slogan, “women-with-midwives-with-women” and is about the coming together of the woman
and the midwife, constructed in linear fashion illustrating the relationship with common
elements having more impact at different points in the relationship. The major categories of
being with the woman were: attending, presencing (sic), supplementing and complementing
the woman with reflection and reflexivity in order to encourage participants to reflect upon the
influences of their background and the extent to which this shapes their beliefs and actions
around childbirth. The concept of reciprocity was identified as the essence of all successful
midwife-client relationships. It was concluded that since each relationship is unique the
coming together and the peak of intensity between the midwife and the woman may occur at
any time along the continuum of pregnancy or the postnatal period based on reflexivity with
each woman (Fleming 1998). In that sense the reciprocal women-with-midwives-with women

model was considered to be episodic, interdependent and not always equallyfbalanced.

The Pairman study (2000) defined the partnership as a “professional friendship”. This
relationship was described by the women as being a friendship with the characteristics of
knowing each other, women -with-women equality and trust. For both groups, the midwives
and women, the term professional friend captured the unique nature of the midwife-woman
relation, describing the equality, trust, intimacy, reciprocity and personal knowing developing
over a time (Pairman, 2000). Other studies in midwifery of the Western world are congruent,
such as the study of Harding (2000) based on interviews with 15 midwives in British
Columbia in Canada about their experiences of shared decision making with women, which
reflects the equal, collaborative nature of the midwifery relationships with women as the
essence of midwifery practice where expertise of the midwife is a recourse rather than a
directing factor. The feeling of friendship being professional is in accordance with the findings
of a qualitative study in the UK (Walsh, 1999) where 10 multiparous women who had
experienced continuity of care expressed their experiences of friendship during their
relationships with the midwife. Women in the Icelandic studies of Halldérsdottir and
Karlsdéttir, (1996) and Olafsdéttir, (1992) also experienced elements of friendship with their

midwives.

While the Partnership Model of care focuses on equality as a core concept of the partnership,
findings of the study of Freeman et al (2004) indicate that a midwifery partnership can be
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achieved with little emphasis put on the need for equality in decision making. This study was
also done in New Zealand with 41 hospital and homebirth midwives and 37 primiparas with
low obstetric risk; the goal was to examine whether equal power is essential to the perceptions
of partnership. Rather than using terms of equality and sharing power, the midwives in her
study described partnership as: woman having her own voice, sharing information, working
together, feeling comfortable with each other to make decisions co-jointly. The authors
suggested that partners could negotiate tasks and responsibilities, each might assume and
develop a “shared decision making -“shared endeavour”- concept model”, being aware of the

differences of background between the midwife and the woman.

Recognizing the study of Thomson et al (1989) as seminal for early development of midwifery
theory in the USA, Kennedy (1995, 2000) and her colleagues (Kennedy et al, 2003, Kennedy
and Shannon, 2004, Kennedy et al, 2004) have conducted a number of ongoing studies in the
United States on the process, outcomes and different aspects of midwifery care. These studies,
which will be described below, are being used to structure a research base to develop
comprehensive models for theory development in the context of USA. Their findings are in

line with ongoing midwifery research in Europe and the partnership model in New Zealand,

In a phenomenological study with 6 women, the relationship with midwives was described as
being built on respect, trust and alliance which empowered the women to determine and direct
their care (Kennedy, 1995). In a Delphi study of 52 midwives and 61 women, Kennedy
(2000) developed a model of exemplary midwifery practice in the USA, supporting the
normalcy of pregnancy and birth, vigilance and attention to detail, respecting the uniqueness
of the woman with the art of doing “nothing”, intervening and using technology only when the
individual situation required. This study was one of the included studies of an exploratory
meta-synthesis of six qualitative studies using a variety of methods which was done on
midwifery care in the USA with participants of women and midwives, altogether 174
(Kennedy et al, 2003). Findings clearly indicated that the practice of midwifery is a “dynamic
partnership” that reflects on environmental perspectives with the midwife as an instrument of
care and in alliance with the woman. The researchers concluded that, in a country with a
standard of highly technical childbirth care, maybe the most outstanding developed concept of

the model was that of the midwife as “instrument” of care. An interactive conceptual model
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was made representing the continual flow between “taking control and letting go” between the

midwife and the woman.

In a narrative study where the narratives of 14 midwives, and 4 women were analysed, three
broad themes were identified: 1) the midwife in relationship with the woman, 2) orchestrations
of an environment of care and 3) the outcomes of care, called “life journeys”, of the midwife
and the woman (Kennedy, et al, 2004). Although a variety of relationships between the
midwife and the woman was identified it alwajrs appeared to be professional with a persbnai )

connection, partnership and often friendship.

The concept “presence” has been identified as being essential for women’s experience of
childbirth, leading to a formation of trusting relationships on women’s own terms with a sense
of control (Berg et al, 1996, MacKinnon et al, 2005). Siddiqui (1999), identified key elements
of the relationship, based on her interviews with midwives in the UK, as: authenticity of being,
conscience, commitment, presence, compassion and empathy. She believes that although
many of these elements of caring may be applied to other professions they have a particular
significance for midwifery values. Other authors’ work is in agreement (Lundgren and
Dahlberg, 2002, Halldérsdéttir and Karlsdéttir, 1996a, Lundgren, 2004) that in their research
draw on phenomenology and aspects of caring encounters between the midwife and the

woman.

In a caring relationship, the midwife is required to develop communication skills that span the
whole spectrum of interaction which includes receptive and perceptive approaches, shifting
from an intense interaction of communication at a very deep level to a masterly inactivity
(Siddiqui, 1999). This can be related to how Kennedy (2000) identified one of exemplary
practices to be the art of doing “nothing” well and to the concept of “the less we do, the more
we give” (Leap, 2000) which involves, checking that all is well, then go into a corner to be
quiet and non-directive and with people the woman chooses herself to provide support. The
underlying philosophy was according to Leap to promote the empowerment of the woman by:
1. Minimising disturbance, direction, authority and intervention, 2. Maximising the potential
for physiology, common sense and instinctive behaviour to prevail, 3. Placing trust in
expertise of the childbearing woman, 4. Shifting power to the woman (see later the story of

midwife Linda p. 198).
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Support and outcome of birth

“One of the most import and effective things a midwife can do in labour is to ensure
that women have constant support” (Page, 2000 p. 113),
A great deal of research has been undertaken on support which has been identified as closely
related to the concept of “being with” the woman during birth and its influences on the
experience and outcome of birth for the mother and the baby. These studies using quantitative
__and qualitative methods have been conducted in different countries, places of birthand. . . ___
cultural contexts of maternity care, for example between Europe where midwives most
commonly provide care during labour and North-America where nurses, along with doctors,

are the main providers of childbirth care.

Bowers (2002) explored in a literature review of 17 qualitative studies conducted in the years
1993-2001. These studies included the experiences of 533 women’s support in labour from
midwives, nurses and doulas. The cultural background of studies is an important part of how
findings are interpreted and it is unfortunately not always well defined or described. However,
findings were discussed in relation to how support had physical, emotional and informational
aspects had positive effects. The importance of continuous support for positive birth

experiences was also identified by Hunter (2002).

Hodnett (2006a) did a systematic review based on 14 randomized trials involving more than
5000 women with the aim of assessing the effects of continuous support during childbirth
provided by health care professionals or lay people on mothers and babies. In summary,
results showed that continuous presence of a support person had a number of benefits. It
reduced the likelihood of medication for pain relief, operative vaginal and caesarean births and
a 5 minute Apgar score less than 7 after birth. Positive experience of birth was also in favour
of continuous support. Conclusions could not be drawn about the comparative effectiveness
of midwives, nurses or lay women at birth and Hodnett suggests that the characteristics of the
support person may be less important than considerations of cultural appropriateness and cost.
She recommends flexibility in staffing of labour wards with experienced support person (e.g.
doulas), including female relatives, and actions towards midwives (and nurses in the USA)
spending more time to provide support, in other words on being present at the side of the

woman during childbirth.
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Another systematic review by Hodnett, and her collueagues (2006) based on 15 trials
involving 12,791 women showed that continuous support during birth was associated with
greater benefits when it began early in the labour and in settings in which epidural analgesia

was not routinely available.

A literature review on 15 quantitative studies on the effects of labour support on mothers,
babies and birth outcomes with the selection criteria of randomized controlled trials comparing
continuous support during labour with usual care (Sauls, 2002) showed significant positive
influences on different outcome measures such as: length of birth, rate of caesarean, use of
oxytocins, intact perineum, rate of analgesia, temperature after birth, use of pain relief,
episiotomy rate and obstetric intervention. All the studies found evidence of beneficial
physical effects of support in labour. Psychological outcomes were also positive. These
included attitudes to motherhood and family relationships, higher self esteem and sense of
control and being less distressed. The babies were more likely to be breastfed for a longer
duration and there were higher levels of maternal-infant attachment behaviours. Individually
the studies found varying effects of support on mothers, babies and birth outcomes and not all

positive factors were statistically significant.

Furthermore, it was suggested that support in labour has long lasting benefits. Influences on
the baby were found to be: higher Apgar score, they were admitted less frequently to intensive
care and more likely to be discharged within 48 hours. Sauls (2002) also reviewed four meta-
analyses of the effect of labour support which found that it reduced analgesia, lowered the rate
of caesarean and operative vaginal births, improved outcomes of babies and provided

emotional benefits for mothers.

In studies carried out in North-America it has been shown that intrapartum nurses only used
from about 6-12 % of their time in supportive care (McNiven, 1992, Gagnon and Waghorn,
1996, Gagnon et al, 1997, Gale et al, 2001). This has led to the creation of trained support
person, the doula, whose support has been shown to have strong positive effects on emotional
and physical outcomes of labour (Sosa et al, 1980, Klaus et al 1986, Hofmeyer, et al, 1991,
Sauls, 2002, Hodnett et al 2002). Randomized controlled trials demonstrate that in hospital
characterized by high rates of routine practices, continuous labour support by nurses do not

affect the caesarean or other medical or psychological outcomes of birth (Hodnett, et al 2002)
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and if the carer is not a member of the hospital staff it seems to have greater benefits (Hodnett
et al 2006), which implies that organizational standards, routine practices and a culture of

high intervention rate has negative effects on the outcome of continuous support in labour.

Because of underlying cultural issues in maternity care, such as between North- America and
the UK there has been debate about the identity and background of support persons at birth,
whether or not it is the professional support, trained support or family that lead to positive
outcome of birth. In modern maternity care it is, however, of concern to midwifery if trained
support persons, such as the doulas, take over the “with woman” role of the midwife, meaning
that the midwife is no longer at the side of the woman and she is merely left to supervise the

instrumental care of the institution.

Continuity of care

Due to the institutionalisation of birth, the structure of care has become fragmented which
lessens the possibility of providing continuous support. Health services in the UK have striven
to make changes that have had an influence in other countries, such as Iceland (Olafsdattir,
2005). Recommendations to restore continuity of care/er have been made at a national and
local level policy, for example in the government policy referred to as “Changing Childbirth”
(DOH, 1993) which aimed at providing continuous supportive care in relationship with

women.

Thus in the 1990s the phrase continuity of care for development in midwifery was the catch-
all phrase for development in midwifery, a necessary solution to many of the problems of
midwifery (Page, 2004). Systems were created where midwives followed through the whole
system of care of pregnancy, labour and birth and postpartum care, being responsible for and
having authority within the medical system to make decisions together with the woman about
her care. Page (2004) pointed out the values of the midwife-woman relationship and how it
can be empowering for the midwife.
“I experienced the way this personal relationship motivated me to challenge dogmas
and routines because I could see how important it was to the woman and her family. I
experienced the authority it gave me in a large busy medical system to know the
woman personally. Crucially I experienced the responsibility felt but also the

enjoyment of being at the centre with woman during pregnancy and birth” (p. 15).
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The importance of knowing the midwife in continuity of care schemes has been considered a
fundamental part in establishing relationships with women (Flint, 1991, 1993, Page, 1995). An
important component of the different continuity of care schemes is the reassertion of the
control over the heart of the practice of midwifery in terms of midwives claiming discrete
sphere of knowledge and expertise, legitimated by a desire for a more equal partnership with
women in an area where medical care has been criticized, but this has also been seen as a

process of professionalism within midwifery (Sandall, 1995).

Continuity has assumed greater significance due to the increasing fragmentation of care; yet it
has had “bad press” (Mander, 2001, p. 71). Misunderstandings about what continuity of care
and/or carer means have created problems when establishing and evaluating research around

issues of continuity in varied organizational forms of midwifery care (Page, 2004).

The program of One-to-One midwifery was established in 1993 to put the principles of
“Changing Childbirth” in practice. This included women centred care, with women being
involved in making informed decisions about their care in a midwifery relationship of trust
developed over time with a focus on continuity of carer (Page, 2003). This differs from an
approach taken by a number of other services for midwives working together in groups, for
example called team midwifery or midwife led care (Mander, 2001). The One-to-One service
aimed at responding sensitively to the individual needs of the woman, her family and the local
community, enabling a positive professional relationship between women and their midwives.
This was accepted as a fundamental aspect of the pattern of practice, essential to more
sensitive, individual, and personal care. Evaluation of this service showed higher levels of
satisfaction and confidence, stronger perceptions of personal control and of the role and
responsibility of midwives (McCourt et al, 1998). Satisfaction with care was related to a high
level of constant support in labour which again can be associated with reduction of epidural
analgesia and a shorter second stage of labour (Page et al, 1999). Evaluative cohort studies
have also shown lower intervention rates, lower rate of epidural and analgesia, episiotomy,

operative delivery and caesarean rate (Page, 2003).

Evaluations of different forms of continuity of care projects that have been created in the UK
and elsewhere, have also shown that responses of women indicate greater satisfaction and
more positive responses to the experience of pregnancy and birth and maternity of care.
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Clinical outcomes in general indicate increased likelihood of normal birth and reductions in
the intervention rate (e.g. Flint, 1989, 1991, McCourt and Page 1996, Page et al, 1999, Green
et al. 1998, Reid, 2002, Benjamin Y, 2001). What these studies have achieved, is to
distinguish and show that continuity has benefits compared with routine fragmented care of

multidisciplinary carers (Mander, 2001).

However, it has not been made clear whether these are due to greater continuity of care or
midwifery care in general (Hodnett, 2006b). This may not be a surprising finding as the term
continuity is inadequate to describe the complexity of what happens in a reciprocal
relationship between midwives and women. Therefore and because of lack of conceptual
clarity, reviews of continuity of care programmes in midwifery have demonstrated continuing
controversies (Page, 2004). This needs to be taken into account and clarified in future

evaluation studies of practice development in midwifery.

Underlying the continuity of carer ideology is the relationship between the midwife and
women. Yet, in a Swedish study the identity of the midwife or the continuity of carer was not
considered the prime concern (Waldenstrom, 1998) but rather the environment and nature of
care. This can be linked to other important elements of continuity of care that have been
identified in the literature such as making explicit the implementation of common philosophy
of care and consistency in support, advice and information giving (Mander, 2001) based on

midwifery ideology and philosophy of care.

Green et al (1998) concluded in their review on midwifery services that attendance in labour
by a known midwife should not be the main determinant of a service. While they admit that it
was difficult to draw these conclusions because of the many features of a midwifery service,
they claimed that even though women’s experience of having a known intrapartum carer were
positive, the majority of other women who did not have continuity of care, did not see it as
important. Their arguments are in line with conclusions of reviews of Waldenstrom (1998) and
Mander (2001) who claimed that it was clearly the care and the shared philosophy
underpinning that care that mattered more to the childbearing woman than knowing the

individual carer.
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However, Page (2004) claims that these conclusions are biased as syntheses were not drawn
from similar services and that in regard to one-to-one care they were flawed because the
reviewed studies were not aimed at continuity of carer, but rather continuity of care and in
some case midwifery led care without continuity. Neither do these interpretations take into
account cultural differences nor how social structures and narratives have an influence on
women’s views. Furthermore, it must be pointed out that if women do not expect or have not
had the experience of having a known midwife during birth then they are not as likely to sense

the importance of knowing the midwife.

It is equally important for the midwife to know the woman as it may prove fruitful for service
development. The findings of the study by Stevens (2003) made clear in a one-to-one practice,
the midwives’ “knowing” the mother would deepen over time, continuing into subsequent
“maternity care episodes” (p. 308) which meant having clinical, social and psychological
knowledge about the mother. The benefits of this kind of knowledge became transparent and
held important implications for midwives and their practice in the sense that reciprocal
relationships help sustainability of work in terms of high levels of job satisfaction and of less

burnout (Sandall, 1997, Stevens and McCourt, 2002).

Underlying innovations to promote different types of continuity in midwifery care is the idea
of allowing the midwife and the woman to know each other in order to facilitate support and
mutuality in a continuous relationship; research findings reveal that the quality of the
relationship improves outcomes of births and has emotionally positive effects, for both

midwives and women.

Central concepts of midwifery relationships — a growing body of knowledge

There is abundant evidence to show that midwifery support and relationships with the woman
during birth have positive effects on emotional and physical outcomes of birth. Even though
there is a growing body of knowledge about the different aspects and central concepts of the
“unique” midwife- with- woman relationship being at the heart of midwifery practice,

midwives have just begun to address the matter through research.

There are hints as to why this relationship is “unique” and how it may differ from other health

care relationships. Leap (2000) suggested that the midwife-woman relationship is intrinsically
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different from other health care relationships in that it is one of the few fields where a health
carer works with clients through a life event, a rite of passage. Page (2003) has expressed her
view that much of the success of the One-to-One project of continuity of carer, lies in the
strong focus on the relationship. Wilkins (2000) considers the relationship between women
and their community midwives to be “special” and important in itself, in fact extending
beyond being professional. Elsewhere (Siddqui, 1999), it has been identified as therapeutic
relationship, that develops between the woman and the midwife, suggesting that it is the act of

caring, essential part of midwifery, providing the basis of midwifery practice and knowledge.

A synthesis of results of 4 selected qualitative studies (Lundgren, 2004) about women’s and
midwives’ experiences of the encounter during childbirth were conceptualized under the
heading of “releasing and relieving encounters”. These concepts added a deeper meaning to
the interactions but they do require further exploration. These variations from terms that are
commonly used about interactions between midwives and women emerged in Lundgren’s
synthesis and they mean that the woman has to look at the encounter within herself as well as
with the midwife. The midwife must in turn pay attention to the woman and her development
of trust in her own capacity, her feelings of control and her limits and ability, for example with
regard to receiving medical pain relief during birth. This links to the notion of reciprocity
being an essential part of the relationship (Fleming, 1998) which means that the woman will
let know if her limits are reached and that the midwife will ease or help when that happens.
These ideas of reciprocity and the model of interdependence by Fleming were applied to the
findings of a study by Hallgrimson and Olafsdéttir, (2004) on the effects of midwifery
intervention and women’s position on perineal outcome. There it was found that the self-
selected position by the woman had significant positive impact, while encouragement to push
had negative effects. The authors suggested that the reciprocal relationship and the midwives’
reflexivity in sensing the woman’s need to choose her own position to give birth were
fundamental in their effective midwifery care and that this constituted an important part of the

art of midwifery.

The midwife is then in a role of anchored companion offering a trusting relationship
(Lundgren and Dahlberg, 2002, Lundgren, 2004). In line with the partnership models of birth,
the balance of power is negotiated and mutually agreed and shared through information,

through decision-making and through recognizing and enhancing each woman’s sense of
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control (Pairman, 2006). Lindgren (2004) maintained that this kind of process could constitute
as one of the unique elements that need to be explored further within the contemporary
paradigm of midwifery as it shifts according to social and cultural changes of childbirth.
“A sharing of responsibility between midwives and women, and own participation for
women is crucial for this process, and may be understood as a unique feature which

differs form other caring encounters” (Lindgren, 2004 p. 373)

In the dominant medical system of maternity of care where “normal” has been defined only
for those births which fall within certain parameters of the protocols of standard care (Davis-
Floyd and Davis, 1997), midwives’ belief in normality of birth can be looked at as being
“unique”, or maybe absurd. However, there is an urgent need to normalize the uniqueness
which “must be understood in the context of techno medical pathologization of that

uniqueness” (p. 336).

Halldorsdéttir and Karlsdottir (1996) identified four major categories of the experience of

birth as a journey in their Icelandic study about experiences of birth, 1) before the journey,

focusing on the circumstances and expectations 2) sense of self during the journey, which

encompasses being in a private world, in control, in need for caring and understanding and for

a sense of security, 3) in the journey itself, travelling through labour and delivery and 4) at the
journey end, including the first sensitive hours of motherhood and the perception of the
uniqueness of birth as a life experience. The needs for caring consisted of: companionship and
assistance in good relationship with the midwife including different aspects of kindness,
reassurance and support as well as connection and involvement. These concepts of caring
relationships can all be related to the spiritual side of midwifery which will be explored in
chapter nine with reference to the midwives’ stories. What is this spiritual side of midwifery

and how strong and important is it?

Mavis Kirkham (2000) pointed out in her edited seminal book The Midwife-Mother
Relationship, the first book published on this topic, that midwifery is conducted in and through
the relationship between the midwife and the woman. Therefore it may seem odd that it is not
until recent years that midwives have begun to identify in a formal way the nature of
midwifery relationships and models of care. However, midwifery as a discipline is young, and
central concepts of the relationship between midwives and the woman are examples of
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practice knowledge that has been hidden for ages and taken for granted unﬁl know when there

is a growing scholarship around these issues.

It is apparent from the midwifery literature that different terminology of central concepts is
used across studies depending on the cultural background of the authors, their methodology
and way of writing. Familiar terms and concepts identified in the literature are descriptive and

still relatively under-developed, but associated with ideologies of midwifery. They show how

midwives all around the world think alike and phrase and aim their interaction with women.
Examples of common terms and phrases are: woman centred care, presence, trust, continuous
support, equality, sharing power and responsibility, empowerment, partnership, reciprocity,

mutuality, alliance, joint decision making, responding to and respecting woman’s wishes.

A universal knowledge base is developing within midwifery research about the nature of the
midwife - with - woman relationship and midwifery models of care. In general, midwifery
models that have been identified, have many similarities, but also some differences, especially
regarding the complex power imbalance; positive and negative experiences; interpretations
and definitions of equality and shared responsibility between the midwife and the woman.

This will be discussed further in relation to the study findings in chapter eight and ten.
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Chapter Five: Methodology, Relating Theories to Methods

In this chapter the theoretical background of the study will be described. Thinking
methodologically is‘theorizing about how we find things out and about the relationship
between the process and product of research (Letherby, 2003). Ethnography is mind work; not
only a set of techniques for looking, but as ways of seeing (Wolcott, 1999) and the
~_ethnography of the narrative approach will be used to explain my thinking. It is my
understanding of ethnographic methods that they are not far from the approach we use in
everyday life to make sense of our world. However, as a researcher I use systematic methods
to produce knowledge, employing interview techniques as the major aspect of fieldwork,
experiencing, enquiring by means of midwives’ birth stories. Bearing in mind that I must be
aware of myself as “a location” (see chapter two my own story of being a midwife and the
head of midwifery studies in Iceland), I will try to ensure the accountability or at least the
transparency of my interpretations (Kristmundsdottir, 2006), of the narratives I chose to
present when describing my own midwifery culture. This validity issue will be pointed out

throughout the thesis, when relevant.

Ethnographic Qualitative Narrative Research

Ethnography is a type of research method used by social and cultural anthropologists, but
there is no single paradigm in ethnography but a diversity of approaches. Data is collected in
an unstructured way to learn about views, meanings and functions of the informants
(Hammersley, 1989, Wolcott, 1999). This involves immersion in a culture over a period of
years which leads to the production of ethnographies or conceptually derived descriptipns of

whole cultures, focusing on how people communicate (Silverman, 1993).

Narrative research is here defined as a subset of qualitative design in which stories are used to
describe human actions (Polkinghorne, 1995). Qualitative researchers employ those stories
and narratives with a variety of meanings and theories. This research is concerned with a
midwifery narrative which is more than a single story (Emden, 1998). The methodological
approaches of this study are clarified and defined in the following sections and in the method
chapter. In the concluding chapter further developments of narrative methodologies and use of

birth stories in midwifery are discussed.

.
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Definitions of narratives and narrative analysis

In the context of this narrative research narrative is a type of discourse composition that draws
together diverse events, happenings, and actions of human lives, configured into a temporal
unity be means of a thematically organized plot (Polkinghorne, 1995, Kvale, 1996). The plot is
defined as “a type of conceptional scheme by which a contextual meaning of individual events
can be displayed” (Polkinghbrne, 1995, p. 7). The notion of plot in relation to midwifery
narratives will be discussed further in chapter ten in relations to discussions about the core

narrative of this study.

Narrative research can be defined as a hermeneutic project in itself because by narration we
structure our interpretations of the world, meaning that narration is the core of understanding
(Wiklund et al, 2002). The analytic development of a narrative from the data or the different
stories of the midwives involves recursive movement to an emerging thematic plot, an
evolving plot that serves to configure the data into a coherent narrative. This follows the
principles that contributes to the creation of the narrative and involves the to-and-fro
movement from parts to whole, thereby testing beginning attempts with the data, identifying
what items should be included or not in the final storied account (see further about
development of narrative findings p. 94-95). The final story should fit the data but at the same
time bring order and meaning that is not apparent right away. The move to narrative
configuration should extract a higher order than from every day’s experience (story) of each
midwife in her working life that could be a paradigm narrative or a core narrative of
midwifery practices. The roles of these kinds of narratives will be explored in the concluding

discussions in chapter eleven and twelve.

Narration is a creative process in which the narrator and the reality is reborn (Frid et al, 2000)
which makes every story a new one depending on when it is told and what is remembered to
be important at that time. The plot shifts and the story could even have a new ending. Keeping
in mind what Mishler (1995) noted that “all factors of memories, motive, and context
influence what they include in their accounts or stories. Which are necessarily and
irremediably selective and incomplete” (p. 96), it is challenging to use birth stories in order to

identify midwifery knowledge and epistemologies even though one could question if this is a
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good way of doing research as stories are always changing but knowledge and truth are not

static either.

However, the truth of the story told is not the primary issue, as the meaning the midwives
convey, their explanatory conclusions and evaluations is what matters. At the same time it is
important to be aware that interpretations can be different depending on whom the reader or
listener is (Riessman, 1993). The same story of the same events can also be told in different
ways from different points of view by the midwife, the woman, the father, the doctor, the
grandmother, the sister and so on. One can say that the difference between the story and the
narrative is that; it is the way the story is told that constitutes the narrative at the particular

moment it is told or written; an example is the narratives presented in this study.

The narrative analysis and my research interest as it has evolved through the research process
have been a guide for literature research. The outcome of the narrative analysis is the story
where the researcher searches for pieces of information that contribute to the construction of a
narrative that provides an explanatory answer (Polkinghorne, 1995). The following are
working questions that have been underlying the research process: What stories do I hear and
find? What are they about? What is the point and what is the outcome? What do they
represent? What is the impact of the stories? In what stories am I and midwives in Iceland?

What stories attract and what stores distract and why?

Types of narrative analysis methods

Polkinghorne (1995) identified two types of narrative research methods. The first one is the
analysis of narratives and traditional logical-scientific mode of knowing which relates to
positivist knowledge called paradigmatic cognition. The second, narrative analysis and the
storied knowing refer to narrative cognition, and relates to the experiential, emotional

knowledge (Denzin, 1997, Silverman, 2001).

The analysis of narratives collects storied accounts for its data which results in themes that

hold across stories and characters or settings, identified in groups or categories. This type can
be related to thematic analysis of qualitative research in general (DeSantis and Ugarriza,

2000). On the other hand the narrative analysis collects descriptions of events, happenings and

actions which are synthesized or configured by means of a plot into a story of stories
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(Polkinghorne, 1995). This form, Denzin (1997) modifies and calls the analytic or storied
approach to narratives. It embraces experimental, experiential, and critical readings that are
always incomplete, personal, self-reflexive, and resistant to totalizing theories. This
understanding requires a move away from narrative methodology based on positivist thinking
defined as “complete and accurate and representative of the larger population of text from
which it is drawn” (p. 241). The above types are concerned with stories and even though this
study identifies with the second one, in my mind they overlap and they are used intermittently
as analysis strategies, as will be described in the following chapter about methods and

procedures (see pp. 89-94).

People lead storied lives and tell stories of those lives and in narrative inquiry, researchers
describe such lives, collect and tell stories of them and write narratives of experiences
(Clandinin, 1992). The challenge is not to de-contextualize and reduce experience into
categories, but to construct a structure through which experience can be most meaningfully
communicated (Johns, 2002). Thus, in this study the goal was to present the midwives’ birth
stories as much as possible as a whole and in relation to fragments of stories and the literature
to provide a context for understanding experiences allowing stories of midwives to speak for

themselves.

Mishler (1995) proposed a typology of three models about central tasks for narrative research
that allows comparing aims and methods of the different approaches; these are:
1) Reference and temporal order: The “telling” and the “told”, 2) Textual coherence and

structure, Narrative strategies, 3) Narrative functions: Context and consequences.

The first one, Reference and temporal order: The “telling” and the “told”, is about the
principle of temporal ordering that gives the narratives its distinctive character as one form of
discourse. In the analysis, the researcher reconstructs the “told from the telling” or makes “a

telling from the told” and this becomes the narrative for further analysis.

The second one The textual coherence and structure, Narrative strategies, is about defining

features and the focus is on how narratives are constructed and on different sources of
language and how it is used or formed to create a meaning, relating to linguistic and narrative

strategies.
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The third one Narrative functions: Context and consequences is about the work stories do and
their effects on the settings in which they are produced, what purposes they fulfil and what
functions they have for the storytellers themselves, their audiences and their larger

communities.

In this study the third model was used as I was most interested in storytelling and exploring
the hidden knowledge in birth stories of midwives, their functions in developments of
knowledge and skills in midwifery practice. My interest also centred on the conflicting social
narratives referring to different models of care, birth stories around us, which influence our
views about childbirth care. My type of narrative analysis works
“upward and outward from the concrete to the larger set of meanings that operate in a
particular context, these contexts interpretive practices are connected to systems of
cultural discourse” (Denzin, 1997, p. 247),
in relation to place of birth, medicine and midwifery, but also gender, women and their
families. Those are structured by narrative history woven through interpretation of the past and
its representations, locating experts to verify authentic accounts, i.e. the midwives of this

study, myself as the researcher included.

Midwifery Knowledge, Feminist Theories and Research

Conventional ethnography has been criticized by feminists for capturing surface appearance
and being concerned with documenting current patterns of events and description rather than
being directed towards bringing emancipation (Hemmersly, 1998) as is the goal of feminist
research. This type of critical ethnography tries to understand what is wrong in order to

promote changes (Wolcott, 1999).

All research occurs within a society, and social beliefs, ideologies, traditions and structures
have impact on knowledge in multiple ways (Hesse-Biber et al, 2004) such as by gender and
feminist issues. It has also been claimed that the status of midwives reflects the status of
women in society (Thompson, 1997). Therefore, and as nearly all midwives are women (all in
Iceland), it is relevant to look in the direction of feminist concepts and theories to help us

understand social and cultural influences on midwifery knowledge and practice.
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Feminism is difficult to define and has manifold qualities and a wide range of approaches to
explore characteristics rather than a concise central core (Beasly, 1999). There is multiple
feminism, not just one (Hesse-Biber et al, 2004). This discussion is not intended to be an
overview of feminist methodologies but to select ideas to draw from that are relevant to the

methodology of this study.

Feminist theories have been acknowledged since in the 1970s and early on, feminist scholars
began to criticize the medical management of pregnancy-énd birth (Simonds, 2002). Such
theories offer explanations about the socialization of women, using different approaches, with
regard to how and why women have less power than men and how this imbalance can be
challenged and transformed (Squire, 2003). Foucault (1975, cited by Kent, 2000) identified

- this relation of power and knowledge as bio-power, grounded in gender. A Foucauldian
analysis enables us to see the development of male obstetrics as a way of extending control
over and controlling female pregnant bodies (Kent, 2000).Thus, history of midwives is
integrated with the story of women’s power imbalance which can also be related to the status

of midwifery knowledge and its inequality compared to dominant medical knowledge.

Feminist knowing must start from a woman’s life and her understanding and experience to
create knowledge (Smith 1987). By using auto/biographical methods, one starts from the aim
of making a social and cultural sense in understanding and locating oneself in social

structures. Furthermore, from this, to extrapolate to understand and respect the experiences
and feelings of others (Letherby, 2003), acknowledging that women are different within and
between cultural groups (Moore, 1993). This trend in feminist methodology which can be
linked with the subject’s first accounts of the pioneer women anthropologists can be radical, as
it was and they were, before their time, in carving a space within a dominant positivist
paradigm, a female subjective anecdotal rather than the male objective explanatory mode
(Wisweswaran, 2003). This methodology could fit midwifery in developing a body of

knowledge of new midwifery within the academia.

Standpoint theory within post modern feminism starts research with the lives of marginalized
people and critically focuses on the relationship between politics and knowledge which is

produced for marginalized groups that need emancipation (Hesse-Biber, et al 2004). Similarly,
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this study starts with the marginalized knowledge of midwifery with a female orientation.
Standpoint theory also examines the lives of the dominant groups and how they maintain a
hierarchical power relation (Harding, 2004, Hesse-Biber et al, 2004) which in this case links to
the dominant knowledge of medicine which has been male oriented. Their type of knowledge
and research is a form of domination which enables dominant groups to exercise more

effective control (Hammersly, 1998).

Critical research of this kind is important because otherwise the threat is that the voices of
particular forms of knowledge such as midwifery may be drowned out, systematically silenced
or misunderstood (Edwards and Ribbens, 1998), particularly when dominant academic
disciplines have control of academic, public and political discourse within organizations and
in the media. Examples of this are when midwives use their knowledge to fight with
“traditional” dominant medical knowledge and research methods such as RCTs (randomized
controlled trials) being the golden and the “right” method to provide evidence, upon which to
base innovations in maternity services such as: continuity of carer practices and free standing

birth centres and/or maintaining homebirth practices, small scale and rural places of birth.

Medicalization of childbirth in the 20™ century is a result of the re-conceptualization of
pregnancy as a biomedical instead of a social model. Central to feminist analysis of power and
patriarchy is the loss of control by women over the birth process (Kaufert and O’Neil, 1993).
This is in part a result of the acceptance by women themselves, based on individual
experience. Kent (2000) pointed out that experience is discursive and that it can be difficult to
use that experience to explain the world for example using methods based on essential
phenomenology. It is the experience itself that needs explaining by social structures and

influences.

Individual experiences do not take into account the dominant social structures and interactive
factors which influence understandings of culture of childbirth. The dominance of such social
processes has, however, been discussed and resisted by feminist activists, sociologists and
anthropologists of childbirth (e.g. Rothman, 1982, Kitzinger, 1988, Jordan, 1993, Oakley,
1993, Davis-Floyd and Sargent, 1997, Teijlingen et al, 2004).
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Social constructivists focus on the social and cultural processes that shape men and women as
being socially produced rather than being naturally or biologically determined (Kent, 2000).
Woman’s experience of hearing a birth story about natural childbirth may afterwards construct
her views and expectations about her future births differently. At the same time, other views
concerning medical models of birth can conversely shape her expectations and experiences.
Thus, the root of women’s criticism differs based on their ideologies and traditions. It can be
the belief in power of technology to preserve life and conversely lack of it to cause death,
and/or the philosophy of birth as a natural process. Midwives’ place in society is affected by
social structures and cultural ideas about pregnancy and childbirth; therefore midwives, based

on their relationships with women, do not care for all women alike.

In this sense, dualism and dichotomous thinking has divided men/woman along opposing
lines, such as of the body/mind or matter/spirit and the relationships between the two pose
fundamental questions (Williams, 1975 cited by Jordanova, 1997). It has been maintained in
post-structural feminist lines of argument that duality can become more slaving than
liberating, that it forces oversimplification and acceptance of one or the other view with
people manifesting themselves at the different ends of the pole (Annandale and Clarke, 1996).
Haraway, (2003) also considers feminists being trapped between these poles of dichotomy
because all inside-outside boundaries in knowledge are theorized as power moves, but not

towards truth or knowledge which is situated in-between.

These conflicts appear in the writings of Annandale and Clarke (1996) who criticized the line
of demarcation they draw from the literature about the polarization between obstetrics and
midwifery, referring to the notion that the alternative model female/midwifery to the dominant
male/medical is better, with little understanding of the fact that many women may not be in a
position to make the better choice even if they wanted to. They contended that there has been
silence around the difference of women and that some women might feel liberated by

technology of birth.

This is in accordance to how authors have questioned and criticised that medical models of
care have been viewed as a masculine domain because women have themselves been agents in
shaping the obstetrics and reproductive technologies, both having gained and lost in the

process (Riessman, 1992), for example in relation to medical pain relief methods during birth.

61



“With Woman" and Connective ways of Knowing

By ignoring women’s agency in the medicalization process, scholars only perpetuate the kinds
of assumptions about women that feminists have tried to challenge, rendering them passive
and subordinate (Riessman, 1992). Added to this, it has been suggested that medicalization
cannot proceed unless cooperative population exists (Van Hollen, 2003) which is, however,
exactly what disciplinary power requires and the main concern then is the methods that health

professionals doctors and midwives use to gain that cooperation (Fahy, 2002).

In a particular context of dominant medical knowledge systems and social changes of place of
birth, midwifery has been developing redefining its role towards “a new midwifery”.
Annandale and Clarke (1996) in their critics on this process say that midwifery defines itself
by engaging “the dichotomies of biomedicine to develop its own narrative” (p. 29) and that
within this opposing framework, midwifery is “revealed only as the largely un-researched
antithesis of obstetrics” (p. 30). This kind of writing could be an example of the implicit power
that is embedded in medical discourse of society, which in turn becomes a mechanism to
facilitate medicalization of birth (Barker, 1989). Annandale and Clark (1996) paradoxically
seem to, as Campell and Porter (1997) state in their response to their article, privilege
experience of individual subjects over the social process by which subjectivity is shaped and
their approach seems to “undermine feminist midwifery and bolster masculine obstetrics” (p.
356). Talking down to midwifery and insinuating that midwifery has “little or nothing to offer
on its own terms” (Campell and Porter, 1997 p. 348) shows the marginal position in which
midwifery sometimes finds itself, also within the academia of feminism. Nevertheless,
feminist perspectives and conceptualization of power and knowledge can be useful to
understand why midwives’ ways of knowing has not had the power to be authoritative in

childbirth care.

Belenky et al (1986, 1997) as other feminist writers (e.g. Harding, 1987a, 1987b, Ribbens and
Edwards, 1998; Hesse-Biber et al, 2004) believe that conceptions of knowledge and “universal
truths” that are accepted and articulated today have been shaped throughout history by the
male-dominated majority culture. Similarly, in midwifery, “Midwives by virtue of
professional status and expertise hold the potential of power over women” (Page, 2004, p. 29),
however, if they are able to work in the best interest of or for the woman, both become
empowered. It is working for the woman by knowing her and responding to her needs that
authorizes the midwife this kind of relationship (Page, 2004). This relationship has been
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described as partnership and was discussed in the chapter before. Midwifery is a feminist issue
and potentials for empowerment of women in general, through their birth experiences can not
be overlooked (Pairman, 2006). Nothing could be more feminist than the practice of
midwifery with the most potent lesson of childbirth being the revelation of essential feminine

force (Davis, 2004).

In this study I choose to hear the “in-between” different valid viewpoints that become apparent

in narrative knowledge of midwifery. Narrative knowledge as described by Lyotard, (1984, p.

20) are the “popular” stories that could be called
“positive and negative apprenticeships (Bildungen): in other words, the successes and
failures greeting the hero’s undertakings. These successes or failures either bestow
legitimacy upon social institutions (the function of myths), or represent positive or
negative models (the successful or unsuccessful hero) of integration into established
institutions (legends and tales). Thus the narratives allow society in which they are
told, on the one hand, to define it’s criteria of competence and, on the other, to evaluate

according to those criteria, what is performed or can be performed within it”.

Thus developing new authentic knowledge in midwifery practice with diversity of opinions,
where dualisms of universal truth in line with positivist scientific knowledge might give way
to multiplicity of truths that can be both positivist as well as subjective based on the situational
context of the childbearing woman and her family. By examining basic assumptions of older

academic disciplines such as the dominant medicine new conclusions could be drawn.

The groundbreaking book Women's ways of knowing by Belenky et al (1997 [1986]) was
based on 135 in depth interviews with women about their experience and problems as learners
and knower. The five major epistemological categories that they identified were successive
levels of silence, received knowledge, subjective knowledge, procedural knowledge and
constructed knowledge. Their work about these perspectives from which women view reality
and draw conclusions about truth, knowledge and authority has been given a key place in
discussions of feminist epistemology and it has been valuable in informing the findings of this
study about midwives’ ways of knowing around the time of childbirth, as will be described in

chapter eleven.
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Wiswewaran (2003) claimed that first person narratives could be a strategy for self-discovery,
which is in line with the research methods of this study, a “self-discovery” for midwifery,
where midwives make sense of their working life through birth stories within the cultural and
social structure of childbirth and midwifery care. I argue, that as the texture of everyday life
from which feminism at all times flows (Kristmundsdottir, 1997), so does midwifery, and that
while using birth stories to describe midwifery knowledge I endeavour to do so without
colouring their stories with the “shades of other political isms” meaning that midwifery
knowledge “echoes the fundamental content of feminism i.e. that feminism and its advocates,
women, be taken for what they are rather than reflection of something else” (Kristmundsdottir,

1997 p. 236).

New academic disciplines such as midwifery have to develop their own body of knowledge,
and one way is looking at birth stories, which provide a context for understanding what
midwifery is. This way is a step in identifying epistemologies, which underpin midwifery
practice and childbirth care, uncovering and developing authoritative knowledge that counts

and has the ability to influence health care and social activity- around childbirth.

Based on her anthropological research, Jordan (1997) wrote about the notion of authoritative
knowledge and claimed that in any particular domain several knowledge systems exist but
some carry more weight than others, either because they explain the state of things better for
the purposes at hand, or because they are associated with a stronger power base, usually both.
In line with a feminist approach, of changing who can be a knower and what can be known
(Harding, 1987b, Hesse-Biber, et al, 2004), one could say that the knowledge system of
midwifery, which is a women’s profession and less powerful than the male orientated

mainstream knowledge of medicine, needs emancipation.

Authoritative Knowledge and Narratives

Through history, birth stories and midwifery narratives present complex social and
experiential knowledge. Such knowledge has not been presented or worked on in a scientific
way. It is not authoritative in that it lacks power relative to simplified and currently dominant

narratives of birth as something to be feared and rendered safe by experts with technology.
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Yet, sharing an experience, told in a story can be strengthening (Kirkham, 1997) and entering
the relations of storytelling is empowering for persons, relationships, and communities (Frank,

2000). One of the main social functioning of narratives is maintaining social ties (Kvale,

1996).

Frank (2000) wrote that stories are more than “data for analysis” in that storytellers call for
other stories in which experience is shared, commonalities discovered and relationships built.
In the Western world, midwives all around the world have “shared experiences”, written

diaries and books to document their work and to inform other midwives, students and

prospective mothers (e.g. Bjornsdottir, 1929; Gaskin, 1975, 2003, Armstrong and Fieldman,

1986, O"Connor, 1995, van Olphen-Fehr, 1998). Some were written as early as the

seventeenth or eighteenth century, and republication makes their midwifery knowledge

available today (Schrader, 1987, Ulrich, 1991, Héjberg, 1995). I

In recent years in addition to Iceland (Ingadottir, et al, 2002), in other countries such as in
Australia (Vernon, 2005), UK (Wolf, 2001; Beech and Phipps, 2004) stories about birth
experiences have been published which can give childbirth carers insight into what women
want, relating how they think about birth but é.t the same time criticizing the medical health

system.

When put into writing, stories from experience surpass oral history and provide sociological
insight, strengthening and shaping professional identity (Hulst and Teijlingen (2001). Books
that have been useful for developing collective identity of midwives have been published
drawing on oral history of midwives in Iceland, including genealogy and descriptions of
history and professional development and occupational rights of midwives (Einarsdottir, 1984,
borarinsdéttir, 1984, Sigurdardottir, 1984) also the books about memories of their work and
other people’s stories of them, their place in the community with people around the time of
childbirth (Vikingur, 1962-1964). These biographies and descriptions about organizational
changes and ideologies through history provide important insights into the background of
midwives and their ideologies and knowledge even though this kind of work lacks analysis,
especially of their midwifery work. What stands out is the heroic image of the midwife and
often the father or the doctor, travelling in all kinds of weather using all kinds of transport, to

the woman or with the woman to seek further help. Many stories like this were told in this
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study that referred strongly to this heroic culture of midwifery care and knowing, which at that

time was authentic or dependable, but has changed in the last 50 years.

One night there is knocking on the door, and the father is there to “pick me up” to go to this
woman. There is a huge snowstorm and he came on a tractor ...and I said “why did she not
call me?” then they had forgotten to connect the phone line, this was not more secure than
that [laughs]. Nothing happened [went wrong] I was there in good time, this was a long way
into the Valley, when I went there I had to use all kinds of transport...I remember one birth in
the 1950s, you had to go over a river, and carry things over and I went on a horse.
(Midwife-Hanna, 48 years’ experience, interview 7)

The paradox is that when communications have improved (for example, new roads built that
are kept open all year or emergency flights quickly organized), birthplaces close down.
Difficulties in transport and communications in the context of Iceland, might after all,

sometimes be the strongest risk factor of childbirth.

I think it is crazy that women have to travel from their hometowns [to have a baby] ...

It does not take such a long time to transfer if needed. It is in very few cases that you have to
transfer and you have the time if something comes up. I think this is just— I am used to all
kinds of situations, with women on the way in difficult conditions [because of snowstorms], if
you compare it to how transportation is know... It is strange to think about it; today the
transportation is much better than 20 years ago when the roads were cleared off snow once a
week. Now it is done often every day. There has been great change. Now I wake up on Sunday
mornings at seven o’clock as they run through, even though there is no snow, or whatever.

And now everybody has a mobile in the pocket and you can phone for help.
(Midwife-Hanna, 48 years’ experience, interview 7)

Similarly, books on studies of midwifery have been published in the UK about past practice of
midwifery (Leap and Hunter, 1993, Marland, 1993, Reid, 2000) that portray cultural
backgrounds of midwifery work and knowledge in the community with the woman and her
family before and after the time of hospital birth and professional midwifery (Hunt and
Symonds, 1995).

In other writings midwives and others in different countries have given an overview of and set
the scene of what has or is happening and challenging in midwifery practice and maternity
services (e.g. Kitzinger, 1988, Marland, et al, 1997, Devries, et al, 2001). That again has given
information about global midwifery which brings us back to traditional midwives who until
the introduction of Western medicine were the main source of knowledge, with a spiritual

authorization to help and support women giving birth. Cultural studies have been conducted in
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developing countries which give us insight into this traditional way of knowing in midwifery
(e.g. Jordan, 1993, Vincent-Priya, 1991, Sargent and Bascope, 1997, Pigg, 1997,
Comerasamy, 2001, Van Hollen, 2003, Maimbolwa, et. al, 2003). These constitute
epistemological knowing in midwifery that have been influenced by Western medicine, but
would be interesting to explore further in relation to modern midwifery knowledge and its

social and cultural structure, but that is a story to be told in another time and place.

Different disciplines construct different narratives following different set of rules for what
counts as legitimate statements or discourses, in other words authoritative knowledge. All
forms of discourse employ narratives to present their ideas and according to Lyotard (1984)
“knowledge is a kind of discourse” (p. 3). But there are different types of narratives and
creating and retelling stories are two different actions (Greenhalgh and Hurwitz, 1998). All
discourse underlies with values and rhetorical intent. Sometimes conflicting values are
transmitted as when, on the one hand, we have repeated narratives by midwives about birth
being a normal family event or that breast is best for the baby; on the other hand, we have
medical narratives about the risks of birth and the dangers of homebirths or the need for a
determined level of infant weight gain which may entail supplementary bottle feeds to

breastfed babies.

Society accepts a medicalized view of birth and child development. It is therefore not
surprising that such conflicting discourses are seen in the media. A few years back in Iceland
(in May 2004), these kinds of narratives appeared on the morning TV, where there was a
debate between a paediatrician and a homebirth midwife about the safety and risk of home
birth. There, on TV, the debate went on for two days in a row, a story about the same events
was told in different ways by different people, representing diverse competing views or
models of care, the medical versus the midwifery. The medical narrative referred to many
stories about the danger of homebirth and how all women should give birth in a high
technology hospital because of the risk. The midwifery narrative, on the other hand, was about
the childbirth being a normal life event where the woman has the right to an informed choice

of place of birth, homebirth included.

This kind of debate can be linked to how Foucault wrote about disciplinary power which can

be difficult to detect as it requires cooperation and first becomes visible when resistance is
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met. Central concerns of his were about the role of practice professibns and their
corresponding institutions such as hospitals, which cooperate to gain power (Foucault, 1979
cited by Fahy, 2002). This can be applied to how midwives’ stories can make visible and serve
as rhetoric resistance and to how some women resist giving birth in hospital and want to have
home birth where they are in control and are not under the disciplinary power of the medical
or institution models of care. Yet it is apparent that women differ and have different views on
childbirth influenced by the society we live in. Childbirth care is a political issue which evokes
very strong feelings so childbearing women are often subjected to unasked for advice and
judgements for example about choices of place of birth. Authoritative knowledge has also
been defined as: “...the knowledge that participants agree counts in a particular situation that
they see as consequential, on the basis of which they make decisions and provide justifications
for causes of action” (Jordan (1997 p. 58). The question is; on what knowledge or a type of

knowledge systems is the justification based?

Epistemological and Theoretical Considerations

This study started openly with a collection of birth stories of midwives without using a -
theoretical framework, as concepts and theory were to arise inductively from the narrative
data. However, no study can be conducted without an underlying theory or an implicit
personal model about how things work (Fetterman, 1998). This epistemological position
stresses the importance of being aware of how my own views, my “location” shaped the entire
research process and how I have striven to be honest about my theoretical presumptions and
aboﬁt my personal impact on the midwives” choice of stories to tell and thereby possibly on
the findings of the study. This concerns the design and the validity of the study as will be
discussed in the next chapter (see for example pp.77-79).

In practice, I have been using a set of qualitative research strategies, categorizing general
concepts or sets of concepts (Hamersley, 1998) and have been trying to reach a level of
understanding with movements up a conceptual ladder - mixing and matching patterns and
building theory from the ground (Fetterman, 1998) or, in this case, narrative knowledge to use
in midwifery research, education and practice. What was very challenging was to put my own
previous ideas aside, wait for and look at what ideas emerged from the midwives’ stories. The

research process unexpectedly led to a focus on diverse aspects of the midwife-with- woman
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relationship and inner ways of knowing, as was introduced in the first chapter. How this
happened will be explained in the following chapter in relation to development of methods and

descriptions of the interview strategies (see pp. 78-85).

Narrative form of theorizing about midwifery

In telling a particular story the midwives of this study, chose components to convey a meaning
they intended to be taken from that story (Bailey and Tilley, 2002). They reconstructed and
selected events and actions they wanted to express as important, that having had influence on
their development of midwifery skills and ways of knowing. Most of this storytelling is done
without conscious consideration of all that is tranmitted, but their storytelling reinforces
different aspects of their own values (Kirkham, 1997). This constitutes the midwives’ frame of

reference or the epistemologies of their midwifery practice.

Furthermore, the narratives they used entail parts of midwives’ working life which have an
underlying implication by a plot which gives a point and evaluation (Polkinghorne, 1995,
Emden, 1998, Wengraf, 2001). Thus, the midwives’ evaluations that are drawn out in this
research can, within a midwifery paradigm, be seen as a step in identifying theoretical
foundations of midwifery. The weaving of theoretical hypotheses, interpretations and
conclusions into the midwifery narrative as a part of the research findings, is here defined as
being a narrative form of theorizing about midwifery. This enables us to look at midwifery
work in different contexts and from different perspectives. These issues and how the narratives
of this study uncover epistemologies of midwifery will be discussed in the final chapters. How
it is imperative to develop further methodologies of narrative research in midwifery in order to
find new ways of developing knowledge by identifying new forms of storytelling to advance

midwifery practice.
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PART II - THIS NARRATIVE STUDY

Chapter six — Methods, data collection and analysis

Narrative research has been in a rapid growth in the last decade and Mishler (1995) stated that

the study of narrative is a problem centred area of inquiry with multiplicity and diversity of

............... approaches. In this chapter the research design, the integration of methodology and methods . ..

will be described in a reflexive way. Direction of work will be made clear about how and why

I have changed strategies as the research design has developed.

Collecting Birth Stories

In this study interviewing has been used as the main method to collect birth stories. Stories
were mainly collected from midwives with different backgrounds who have practised
midwifery in Iceland from the early 1950s to the present time. It has been established that
interviewing is the most widely used technique for conducting systematic social inquiry and to
generate empirical data about the social worlds. In this respect interviews are special forms of
conversation, a pipeline for transmitting knowledge (Holstein and Gubrium, 1997). Focus
groups interviews have been considered invaluable when exploring how knowledge, ideas,
story-telling, self-presentation and linguistic exchanges operate in a cultural context (Kitzinger
and Barbour, 1999, Wilkinson, 2004). Furthermore, the goal with focus group interviewing is

to seek validity of research findings (Bender, 2003).

Interviewing has been a continuing process with analysis periods in between. There have been
at least four phases of data gathering with different interview strategies which have developed
to encourage different kinds of stories, relating to how the focus of the study shifted and
narrowed down. Below is an overview of the interview periods, followed with more detailed

explanations of how birth stories were collected and the background of the midwife group.

* The first phase was the piloting period of an open way of interviewing seven midwives

who had work experience out in the countryside and the rural areas of Iceland, most of
them having practised alone. These interviews were conducted from August 2001 to

March 2002.
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* The second phase or the next group of interviews, were held through March to

December 2004 with 11 midwives with different backgrounds either having practised
out in the country or at the Landspitali University Hospital in Reykjavik, some of them
having experience from both places of birth. The research interest at that time had
gradually moved to explore birth stories of midwives that included narratives about the
different elements of midwives’ relationships with women with focus on their intuitive

knowing and spiritual awareness.

* The third phase was a going back to the field phase, both for validity reasons and to

examine and get more birth stories. A focus group interview with six midwives with
different backgrounds was held in December 2004 about particular aspects of interest
from earlier stories in relation to midwives’ relationships with women and their inner

ways of knowing.

* The fourth phase was to “thicken” the data and collect stories from a wider

representative of homebirth practice of midwives. Therefore, at the final stage of the
study in February 2006, two interviews were conducted with homebirth midwives in

the Reykjavik area.

* Lastly, birth stories from preliminary interviews with two hospital midwives, which
had been recorded as field notes at the Landspitali University in the beginning of the

second phase of interviewing, were added to the transcripts.

More birth stories from different sources were written down as field notes: the media, public
and personal documents and observations by living and working in the culture, or in “field

under study”.

This narrative research was conducted in an ethnographic framework and in accordance with
my understanding of ethnography methods, I took notice of and was continuously gathering
data in my mind (which in a way I am always doing as a dedicated midwifery lecturer and
researcher). [ wrote notes on pieces of paper, cutting newspapers and magazines and keeping it

all in a “safe place” because I thought it might be relevant later or because it could be useful
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for the analyzing process and discussions of research findings. Birth stories that I found
relevant to use were added to the data of the study, especially from the point of view of

women, and some of them are presented in this report (see for example story on p. 40).

The field — backgrounds and access to the midwife group

The first phase of the study was designed in line with one of the aims of the study, i.e. to

explore the culture of midwifery practice in Iceland in the context of place of birth. At first,
the focus was on the working life of midwives who have practised out in the country, in rural
areas of Iceland. The goal was to meet and learn from the experience of midwives with
extensive work experience, especially from the older ones who were about to retire, not
wanting to lose important knowledge grounded in their midwifery practice of different time

and place.

The midwives were all very willing to tell their story. They all had more than 20 years’
practice experience out in the country and five of them had worked more than 40 years in the
same place of birth. At first, six of them practised homebirth. Later they worked in regional
community hospitals where technical facilities needed for emergency interventions were
available. They also worked at health centres in the community performing antenatal care.
They all graduated from the Midwifery School in Iceland in the years from 1950 to 1979 and

only one of them had a nursing education after graduating as a midwife.

In their practice the midwives had been able to offer continuity of care through pregnancy,
birth and postnatal care, and utilize their skills with their women in their community.
However, in some of the places where the midwives worked, there are no births any more and
in these places all women have to travel away from home for about 1 to 3 hours to give birth.
In other places the births have become fewer and fewer both because of downfall in
population and also because of the tendency to transfer all women to centralized .high

technology hospitals (see table 1).
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Table 1 - The first interviewing phase - backgrounds

ut e co, home

st ' iwife School of Iceland
2001 47 years’ experience birth and in a health centre
2 Solla | Midwifery School of Iceland Out in the country, home
45 years’ experience birth and in a community
hospital
3 Elsa Midwifery School of Iceland Out in the country, home
50 years’ experience birth and in a community
hospital
4 Rosa | Midwifery School of Iceland Out in the country, in a
25 years’ experience community hospital
5 Dora Midwifery School of Iceland Labour ward at the
Diploma in Nursing University Hospital. Out in
35 years’ experience the country, in a community
hospital.
6 Rebecca | Midwifery School of Iceland Out in the country, in a
45 years’ experience central referral hospital
7 March | Hanna Midwifery School of Iceland Out in the country,
2002 48 years’ experience homebirth, in a central
referral hospital

In the second interviewing phase, conversations went on with 11 midwives with different

backgrounds either having practiced out in the country, at home or at community hospitals or

at the biggest central referral hospitals in Reykjavik and Akureyri. In Reykjavik about 3000

births take place per year and in Akureyri there are around 400 births. Thus, even though both

places have obstetricians working and technical services at birth, they are different regarding

size and in opportunities to provide continuity of care, knowing and being with the woman and

her family around childbirth.

This group of midwives had work experience ranging from 2 to 40 years; nearly all of them

also have a nursing practice background, trained before or after their midwifery education.

Some of the midwives had worked for a time in the different places of birth around the

country, but others had only worked at the Landspitali University Hospital on a high

technology and busy labour ward (see table 2).
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Table 2 - The second interviewing phase — backgrounds

Midwifery Education University of | Labour ward at the
8 March Bella Iceland , BSc degree in nursing University Hospital. Out in
2004 6 years’ experience the country, in a community
hospital
Midwifery School of Iceland Labour ward at the
Diploma in nursing University Hospital. Out in
9 Gudrun | 26 years’ experience the country, in a community
hospital. Clinical mentor of
students
Midwifery School of Iceland Out in the country at a
Diploma in nursing community hospital. Labour
10 Monica | 36 years’ experience ward and birth centre at the
University Hospital. Clinical
mentor of students
Midwifery School of Iceland Labour ward and different
1 Eva Diploma in Nursing wards at the University
28 years’ experience Hospital, birth centre.
Clinical mentor of students
Midwifery Education University of | Labour ward at the
oo Iceland, BSc degree in Nursing University Hospital.
12 Sigrid | 6 years’ experience Out in the country, in a
central referral hospital.
Midwifery Education University of | Out in the country, in a
13 Kristine | Iceland, BSc degree in Nursing central referral Hospital
2 years’ experience
14 i Midwifery Schgol of Iceland Lat?our \_.vard at the
36 years’ experience University Hospital.
Clinical mentor of students
15 Astrid Midwifery Education University of | Labour W‘Nard at the
Iceland, BSc degree in Nursing University Hospital.
3 years’ experience
December Midwifery School of Iceland Labour ward at the
16 Sara Diploma in Nursing University Hospital.
2004 20 years’ experience Clinical mentor of students

Four of the midwives are of the younger generation of midwives, educated in the new

midwifery educational programme at the University of Iceland (thus, my former students), and

the others were educated in the old direct entry Midwifery School of Iceland. Four of the

midwives had moved out to the country in recent years, now having about 1-3 years’
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experience in a new place of birth, working most of the time alone with their women during

birth in calm peaceful surroundings

In the third interviewing phase, I wanted, in a focus group, to gather more information from

midwives. The focus group interview was conducted in December 2004. Total of nine
midwives were recruited who all wanted to attend, but three had to cancel; one because she

was on call and had to attend a birth and the other two because of sickness in the family. Thus,

in the end the group included 6 midwives with different backgrounds regarding work

experience and education (see table 3).

Table 3 - Focus group interview — backgrounds

Midwife 1

Midwifery School of Iceland

Labour ward and birth cntre at the

Diploma in nursing University Hospital. Out in the
25 years’ experience country in a health centre
Midwife 2 Midwifery School of Iceland Labour ward at the University
29 years experience Hospital.
Midwife 3 Midwifery School of Iceland Out in the country at a health
29 years’ experience centre, labour ward at the
University Hospital
Midwife 4 Midwifery School of Iceland, BSc, Out in the country at a central
MSc in nursing referral hospital and in a health
14 years’ experience centre. Lecturer in midwifery and
nursing
Midwife 5 Diploma in nursing Labour ward at the university
Midwifery School of Iceland Hospital, health worker in
18 years’ experience developing countries
Midwife 6 Midwifery School of Iceland Labour ward and birth centre at the
38 years’ experience University Hospital

In the fourth interviewing phase, [ wanted to add to the data information from midwives

working outside of mainstream maternity services which was gathered in interviews with two
experienced midwives that, at different times, were pioneers in homebirth practice in Iceland

(see table 4).
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Table 4 - The fourth interviewing phase - backgrounds

Midwifery School of Iceland

Labour ward at the University

17 February Sapa 50 years’ experience Hospital, birth centre,
2006 g homebirth.
Midwifery School of Iceland | Labour ward and different
Febru Diploma in Nursing wards at the University
18 2006 ary Linda | 38 years’ experience Hospital. Out in the country, in

a central referral hospital,
homebirth

Lastly the transcripts of the field note taped interviews with two midwives on an evening shift

at the labour ward at the University hospital that were at first used to develop interview

strategies, were added to group of one-to-one interviews. This was done because the

midwives’ stories confirmed and gave rich descriptions in relation to different types of inner

knowing in the busy hospital environment (see table 5) in connections with women.

Table 5 - Interview data from field notes — backgrounds

Midwifors; SchoolloEIccland

Labour ward at the University

19 June Ruth Diploma in Nursing Hospital. Out in the country, in
2004 35 years’ experience a health centre
Midwifery School of Iceland | Labour ward and birth centre at
20 June Bjork Diploma in Nursing the University Hospital.
2004 30 years’ experience Clinical mentor of students

How midwives were chosen for interviewing

Midwives were chosen by convenience for different reasons. Out in the country there were not

many to choose from as usually only one or two midwives work in each place. Travel distance

and the ease of finding a way to meet up were also decisive factors. I considered it important

for the midwives to have a broad diverse practice experience and background related to place

of birth so that they were better able to compare and contrast that experience. Various other

factors were also important to keep in mind, such as having different length of practice

experience, coming from different schools, being considered experts in their practice and able

to break down and reflect on that experience and certainly having stories to tell. Some of the
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midwives also had a good reputation as clinical teachers or mentors in practice. Still, it was
not so important who the midwives were, as all birth stories could be relevant for the study.
Neither could I know in advance if the midwives turned out to be good storytellers or had the
natural gift of storytelling. It was therefore a bonus when the midwives were able to let whole
stories enfold, sometimes in a very inspiring and touching way that I found helpful on our

journey to uncover midwifery knowledge.

How the midwives were approached

All the midwives I contacted, except one, were very happy to talk and describe their working
life through storytelling. This one midwife in her humbleness worried about her
confidentiality towards her women and said; “it was their story to tell ”; later she took part in
the focus group interview. I approached the midwives by phoning them a few days before the
interview and at the same time we decided when to meet. On the phone (based on the
interview design that will be described in more detail below), I asked them to think about
stories from their practice experience either a joyful or a difficult one, which had made an
impact on them and they had learned from or they thought had made a difference for the
development of their practice skills. I also prepared the interview by explaining that the
interview was to be very informal, like a conversation or a dialogue and that I saw them as co-

researchers searching for and identifying midwifery knowledge and skills in practice.

Design and Evaluation of the Narrative Interviews

The narrative interview was designed with one open question aimed at inducing narratives or
stories concerned with memorable experiences or critical incidents (Benner, 1984) in
midwifery practice with minimal interruptions and in a conversation style. This type of
interview or dialogue has been described by Ann Oakley (2005 [1981]) from a feminist point
of view, encouraging informal interactions based on equality between the researcher and the

informant.

In the beginning of the interview, I addressed my participation in our dialogue by putting
forward an introductory letter (see appendix 1b and 1c) about the research and repeating that I
looked at the midwives as co-researchers, pointing out that in our dialogue I wanted us to

exchange midwifery knowledge. Based on their storytelling, their practice experience and
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their views of social and cultural influences and on a professional level, we discussed

developments in midwifery in an Icelandic context.

The interview had a biographic aspect, meaning that biography is influenced by the working
life (Wengraf, 2001) of the midwife especially if she works in a small community. In the first
phase of the study, I generally asked about how it came about that they became midwives and
after that they told stories in a chronological way even though they sometimes went back and
forth reflecting on their views, communications and experiences in relation to their stories. In
the end of the interview I usually asked what midwifery was for them. One description from

one of the country midwives had an influence on how my research interest developed:

Midwifery is to be there when you are needed and help the parents at this wonderful moment
in their life. I think that is the core...1 feel I am a friend, as if I am one of the family, when I am
with them [the women]. Like a family friend even though you are not related or that you don’t
know them a lot. It is just that you are so close, yes in close connection and cooperation and it
is touching and there are a lot of emotions and I experience them with them.

(Midwife-Rosa, 25 years” experience, interview 4)

The dialogue - my relationship with the midwives

All the storytellers of this study knew me as the head of midwifery studies in Iceland. This fact
and that I knew all the midwives and some of them better than others, both as colleagues and
friends, is a validity point and it had influence on the design of the study and interview
strategies. In order to minimize my impact, the midwives were openly asked to tell stories of
their own choice. Still, I acknowledge that the stories told might sometimes have been
mediated by my relationship with them. This issue of how the midwives responded, some of
them being my former students, is a practical and a validity concern as well as an
epistemological and a theoretical one. One can not know how my interest had influence on the
midwives’ choice of stories but and example of my influence as a midwifery lecturer was
when a former student of mine laughed and said in the beginning of the interview that she
found it funny and was a little bit ashamed that the story that came first to her mind was a
difficult one and not a normal one, that being the main focus of midwifery care; “because I am

a believer in the normal, yet a difficult story came up, the abnormal”.
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Indeed, some of midwives were concerned about the utility of these conversations and gave
comments like: “I am not sure I have stories that are worth telling, they are so many”, and
asking afterwards if I thought this interview would be useful for the research, saying “I hope
you can use this”; suggesting that what she had to tell was not so important. This I could
understand in a way because during the whole research process I often had these doubts
myself, that nothing was new, and all this was common knowledge about midwifery. In a way
I sometimes fell into the trap of not respecting “the taken for granted” embedded knowledge
of midwives. The reading and rereading of the transcripts, however, helped to keep me on

track as the different aspects of midwives’ ways of knowing came to light.

Midwifery is a young discipline at the University of Iceland and it is important to build a
theoretical research base in midwifery in an Icelandic culture. In this we were in full
agreement. In our dialogue it was important to ask the “right” questions and think about how
or if we had a mutual spirit of understanding between us. Even though we might have different
views coming from different settings, theory and practice, we all were midwives, bearing in
mind that:

“Human action is the outcome of the interaction of a person’s previous learning and

experiences, present-situated presses, and proposed goals and purposes”.

(Polkinghorne, 1995, p.11)

The interviewing — struggling to identify midwives’ way of knowing

It has been noted that it can be a struggle to access the practice knowledge of midwifery.
Therefore, in the first interviews it was not a surprise that in my conversations with the
midwives, midwifery skills, practice interventions or care were not always discussed in detail.
This relates directly to what the literature says about the difficulty in breaking down expert
knowledge (Benner, 1984) and articulate and describe the taken for granted knowledge (Jarvis,
2000) or the inner subjective knowing (Belenky et al, 1997).

At first, I worried that I did not pay attention to and did not get enough stories about particular
interventions and skills of midwives. I sometimes forgot to ask them to clarify or explain and
as [ am myself a midwife and a teacher they did not always feel that they needed to. They
knew that I would know what they meant and what they would have been doing for the

woman in question. Therefore, depending on the type of research it could sometimes be better
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not to be a midwife while interviewing about midwifery skills. I tried to solve this as the
interview design developed and used the strategies influenced by reflective techniques, guided
reflection questions (Johns, 2002) when appropriate. In line with qualitative methods, I
bracketed or put aside my beforehand thoughts about midwifery as much as possible and

waited for what would come up, and the above issues became not as important.

Interview strategies, narrowing down the study

The opening question about birth stories was similar through the whole study as I started with
the following question: ’
Could you tell a story from your practice, either a happy one or a difficult one, which
you learned from, which you remember to have made a difference and has had

influence on the development of your midwifery skills, your way of knowing?

In our conversations topics that came up in former interviews were discussed. These were
analysis driven segments of the midwives’ stories that later developed into being the main
subject of the research. In the first 2-3 interviews the midwives told me (without being asked)
that even when they worked alone in their midwifery practice they thought they had someone
with or behind them. They were “not alone”.

You are not alone, for example when you are breaking down because you are very tired and
maybe anxious, then you go aside and talk to someone [and you receive some energy to go
on]. There is someone who has been a guide. I do not believe in psychic things but I feel that I

have had guidance from someone we can call god... it is like the sixth sense is behind which

you cannot identify.
(Midwife-Elsa, 50 years’ experience, interview 3)

I asked all the midwives in the following interviews if they had had the same experience and
explored with them what the meaning of this could be. All of the midwives who had working
experience out in the country had this kind of experience of “not being alone”, but were not
sure what it was. One of the midwives said that, as she had been lucky, she therefore assumed
she was not alone. At the same time she was quite sure that she had help from another world
and she was not the only one. The midwives also talked about God or someone who gave
strength or helped them to go on, enabling them to be rational and make the right clinical

decisions. They also related this experience to different aspects of their relationships with the
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woman, being with her, knowing her, using their intuitive knowledge in their practice to

“diagnose” that everything was going well, or to detect variations.

I am not sure, I do not know what it is, no I do not think I am alone...1 felt this soon [after
graduating] when you sensed that everything was normal, but it can also be the other way
around [when you do not feel that everything is normal] because if you know the woman, and
you have been with her through her pregnancy, then you can have this - behind your ear, then
this [the pregnancy] is not how you want it to be, even though you cannot point out what it

’”

s. i o ) . - .
' (Midwife- Rosa, 25 years’ experience, interview 4)

Themes emerged of different aspects of midwives’ relationships with the woman that I found
interesting to explore further, which in my hypothesis also could be seen as examples of the
midwives’ ways of knowing. These themes were: Being With — Midwife’s Skills -Know the
Woman - Know the Midwife — Trust - Connections With the Woman — Reciprocity -
Empowering Factors — Confidence — Safety - “Someone Behind”- Sixth Sense, Intuition and

— Spirituality.

I drew a diagram or a working model about midwives’ ways of knowing and different aspects
of the midwife-woman relationships in order to organize my thoughts in the process of making
a narrative (see diagram 1). Furthermore, this diagram was used as a framework for

questioning during the next interviews as the research progressed and also for literature search.
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Relationships with Women — Midwives’ Ways of Knowing
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Diagram-1

In the following interviews the aim was to discuss the midwives’ relationship with the woman
at birth, based on their birth stories, focusing on their subjective knowing, intuition and

spiritual abilities and exploring what this kind of knowledge in midwifery consists of and how
it develops. I prepared them by forming and adding focus questions about the relationship with

the woman and clarifying questions about midwifery skills.

During our conversations the act of being present with the woman during her birth (yfirseta
“sitting over” in Icelandic) was discussed as a crucial part of midwifery practice and questions
around this concept were formed. [ also wanted to address and hear midwives’ views about the
use of stories in midwifery practice. The following are examples of the trigger questions I had
in mind, but as the interviews were informal they were not always asked, but rather when the

situation arose or when they fitted into the dialogue.
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Focus questions about the relationship and “being with”’ the woman

*Can you tell stories where you experienced a relationship with a woman that has had
influence on your midwifery skills/ professional growth?

*Can you describe your relationship with the woman, what influence did it have on
your practice and skills?

*Can you talk a little about the presence and being with (“sitting over” in Icelandic) the
woman during labour, what does it mean to you as a midwife and how has it the

changed through the years?

Clarifying questions about midwifery skills and knowledge
*Can you tell stories and describe your skills, knowledge, assessment and interventions

when you suspected something could go wrong and when you had to react in a
confident way — or when you knew everything is going to go well?

*Can you describe how this experience has had an influence on your midwifery skills
in practice?

*The midwives that have practised out in the country and I have been talking to, told
me that they thought they never were alone at birth even though they were, and they
also talked about how they sensed if everything was ok or not. Do you have similar
experiences, stories to tell?

*Can you clarify and talk about your interventions and skills - explain why and how
you did know what to do and maybe tell other stories, use other examples?

*How did it happen? Why did it come a about? What did you do? What did you feel or
think?

Clarifying questions about storytelling in midwifery practice
*How does this experience that you describe in your story inform your practice, could

you or how would you use this experience for others to learn from?

*What is your experience of using stories/narratives in midwifery practice? Do stories
influence your practice? If so, how?

*What conclusions can you draw from your stories / narratives for education, research

and the society?
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The above questions were important and useful when exploring the midwife — with - woman
relationship and midwives inner ways of knowing. Identifying how relationships are formed
with the woman, and how midwives develop and use their inner knowing in practice; what

their subjective, inner knowing consists of.

The Focus Group Interview

The focus group interview was conducted with a threefold purpose. Firstly, to explore further
and add stories about the midwife-with-woman relationship and midwives’ inner ways of
knowing, also in relation to safety of birth. Secondly, to discuss and seek validity and compare
and contrast work experiences and birth stories between midwives and explore in more depth
emerging concepts and thematic plots. Thirdly, to discuss the role and use of storytelling in

midwifery practice.

The selection of midwives was based on the same principles as before in earlier interviews.
Yet, added to the group was one midwifery lecturer who also is a practising midwife. The
focus group meeting was held at the midwifery school and a midwifery student was my
assistant and moderator. She transcribed the interview and took part in the analysis process.
Her dissertation with the translated title; “Sitting over”, the uniqueness of midwifery care at

birth, was in part based on the focus group findings (Bléndal, S, 2005).

The structure of discussion during the meeting was based on examples from earlier interviews.
This was done to trigger new stories or to find out if they had similar stories to tell, such as
about different types of inner knowing and what constitutes the relationship between the

midwife and the woman. For clarification, the same sets of questions listed above were used.

Harmony existed between the stories of midwives in the focus group and the midwives from

the earlier interviews. The narrative findings were recognizable and similar concepts emerged
during our discussions. Their experiences provided rich information that added to the validity
of the study as their narratives were parallel to the other midwives’ telling. This supported the

study findings, which will be discussed in depth in the final conclusions of this thesis.
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Field Notes

Information for field notes was all around in birth stories told in the community based on
different views and perspectives. Bits and pieces of information from these birth stories were
collected from the media and written material. Stories were also received (not necessarily
asked for) both orally and written down for example on e-mail, or from midwifery students.
Midvﬁves and different people told stories when they heard about my research work and
interest in birth stories. In some cases if I did not write notes, I later asked for further
information and asked: “will you tell me this story again”? Also, midwives sometimes came to
me after the interview to tell more stories, stories that were not told and only remembered after
the interview (an example is Eva’s story on p. 143).

Living in this midwifery culture I observed and looked at the narrative form of discourse about
childbirth care and wrote down comments about relevant issues which influenced my thoughts
and research interest, notes that also could be used to clarify the cultural background of the
study and to use as real examples in discussions at a later stage when writing the thesis.

Examples of notes written down that were used as data are outlined in the following sections.

Book of birth stories from Icelandic women

An example of written material of birth is the book mentioned before (Ingadéttir et al, 2002),
with over 100 birth stories of 70 Icelandic women that was published in December 2002. Most
of the stories are contemporary or from the latter second half of the 20™ century (1947-2002).
At first, the plan was to collect birth-stories and interview women, to learn about and compare
their stories with those of midwives. However, because of the time frame and what could be
lost in terms of exploring in depth the study material that plan did not go through. Instead,
field notes about women’s stories were used for “setting the scene” as a picture of the

background of the study place.

Diaries from the labour ward at the University hospital

In June 2004, the Head Midwife of the labour ward at the University Hospital gave permission
to use anonymously written diaries from five midwives about their experience of heavy
workload as data for field notes. These diaries were written as a strategy to support midwives,
for them to debrief and give information about their experiences of their working patterns. The
midwives had protested, experiencing emotional exhaustion with signs of becoming burnout,
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leading them to think about leaving their profession (see stories p. 37 and 175). These diaries
about their work were written after a busy period as a result of fewer midwives working on
each shift for different reasons (for example because of summer vacation and an increase in
number of births as birthplaces out in the country often close in the summertime). These
midwifery narratives supported other stories collected in the interviews and added to rich data

about the background of midwifery practice.

Notes from the media - - - — .-

While working on this research I wrote down notes from the media that I came across. One
type of discussion about childbirth in the Western world was found on Global digital TV
shows, (Canada, April 2003, Australia, July 2005, and the UK (October 2004, April 2006),
which confirms how the medical model dominates maternity services. Many birth stories are
depicted as dramatic and make a persuasive beautiful picture of normal births as being
technical, dangerous and at risk, which at the same time shown to be women centred and
focused on holistic experiences of the family, with women and their partners making
informed choices about their care. In addition, notes from the media in Iceland were noted
and some of them were used as examples of the social narratives of conflicting models of

childbirth (see for example discussion p. 67).

Analysis Approach of this Narrative Study

In this section the theoretical concerns that underlie the analytic process of this research, the
strategies and structures of the narrative data, will be explored. The goal of the analysis has
been to develop a working life narrative of midwives as it is expressed through their birth
stories. Furthermore, to learn about how midwives think about and view the developments of
midwifery skills, different ways of knowing and cultural and social influences on midwifery

care.

There are different ways to interpret narrative data, one being the interpretative
phenomenological which differs from the ethnography which has been chosen for this study.
Phenomenology differs from ethnography in the sense that is does not aim to explicate
meanings of particular cultures, or certain social groups, historical periods and biography.
Instead, phenomenology attempts to explicate the meanings as we live them in our everyday

existence, to gain a deeper understanding or learn about the nature of meaning (Van Manen,
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1990). It ascribes meanings to the events and asks questions about what a person, who
structures her narrative around a plot in a particular way, really wants to tell about herself and
her emotions (Wiklund et al, 2002). In phenomenological type of analysis, the narratives
perform to bridge functions between teller and listener in order to understand why events
happen in a situation which again is to create a deeper meaning to make new narratives for
further analysis to understand the meaning of the text (Frid et el, 2000, Koch, 1998). In
context with a caring paradigm it has a deeper understanding of the person’s sense of self

(Wiklund et al, 2002).

The ethnographic approach used here is conducted from another standpoint and is not about
the deeper personal experience or lived meanings of being a midwife, in other words her sense
of self and emotions, but rather about her professional life and cultural identity. This means
that this research is involved with the examination of stories that tell more than their tale and
speak of context and values (Kirkham, 1997) and are identified in the interview data (Bailly
and Tilley, 2002).

Narrative knowledge is maintained in stories with plots (Polkinghorne, 1995) and storied
episodes, which is the narrative style of this study. This approach was chosen to avoid the
empiricist narrative methods that reproduce an image of positivist reader who does not hear
the story as it is told but rather hears and reads “within a set of predetermined structural
categories” (Denzin, 1997, p. 249). In a sense, this analysis method was also considered to be
a validity issue, as the goal was not to turn the story into a story analyzed, sacrificing the
meaning for analytic rigor, but to “ hear the story as it was told” (Denzin, 1997, p. 249). To
sustain credibility of the research findings, the ethnographic interpretation was aimed at the
meaning the midwives convey through their stories and evaluations about their professional

practice.

Analysis process, notes and practical concerns

The interviews were tape recorded and transcribed verbatim, some of them by me; others in
order to save time were transcribed by a medical secretary (who, being a health professional,

was sworn to confidentiality towards the midwives).
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During the analysis process, midwives’ stories as whole events, segments that make a story or
narrative were identified. This was done by using text markers with different colours to mark
the beginning and the end of a story and notes were made in the margin about emerging
themes and plots. Furthermore, I listened to the tapes and went back to the transcripts
repeatedly, comparing, contrasting, and sorting themes or thematic plots that gave the stories a
point leading to evaluation and explanatory conclusions made by the midwives. These were

grouped together and stored in story — maps.

This study is in itself like a drawing of a map of the culture of childbirth and midwifery in
Iceland. A list of story - maps was made and was at first long (over 30 maps). As the study
narrowed down, the list was shortened to five groups which were then divided into two areas
with frames of narratives, leading towards the narrative finding (see in chapter seven, frame 1,
2, 3). The story-maps were a useful tool and a good way to have an overview of hugé material

of both fragments of stories as well as whole stories or narratives.

Analysis notes were written about:

*How the research process went, changes and reasons for new developments and ideas.
*The research interest and how the subject narrowed down.

*Evaluations after the interviews, points about what would be interesting or important to

explore further and compare with other midwives’ stories in following interviews.

*Notes were also written about new things coming up in our conversations.

*New strategies in issuing stories in following interviews (as was explained before).
*Ways to organize findings such as in story-maps and in different folders or sub maps (see
chapter seven —overview of findings).

*Connections in the data as themes and plots emerged and different theoretical working

models and diagrams that were drawn to organize thoughts on which to base the next steps.
*New questions to have in mind when going back to the tapes and transcripts.

*Graphics of narrative threads and relations between the midwives’ conclusions were

continuously drawn to use as frameworks as the study progressed,

*Notes on how to translate from Icelandic and phrase things in English.
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Analysis strategies, structuring the narrative data

As described before, two approaches to narrative inquiry have been identified (see p. 56-58).

Firstly, analysis of narratives contains thematic data that lacks the historical and the

developmental dimension. Answers to questions of the researcher are categorized, put forward

as information about the present and or belief of the informant. Secondly, narrative analysis is

a collection of individual cases in which analysis moves from case to case instead of moving
from case to generalization. This collection of storied experiences provides a basis for
understanding new action episodes by means of analogy and is searched to find one that is

similar in some respects to the new one (Polkinghorne, 1995).

In this study both approaches were used intermittently as analysis strategy. This was done in
two stages as the approach shifted and strategies changed depending on the interview data,
how the midwives built up their story or how their way of telling their story was. This is

outlined in detail below.

The first stage referring to analysis of narratives has been to:
* Identify midwives’ narratives as wholes i.e. stories containing both a point and an

evaluation.
* Analyze and identify themes and interpret the narratives, conceptualizing themes and

collecting them into the story maps.

The second stage referring to narrative analysis has been to:
* Identify articulations, events, fragments of narratives, thematic plots leading to evaluation

and explanatory conclusions and collecting them into story-maps.

* Synthesize events, actions and thematic plots into a story of stories or storied approach to
narratives.

* Identify the main plot of the midwives’ narrative plots, leading towards a conclusion about
a core narrative in midwifery in an Icelandic context.

* Search the literature to provide for discussions in relation to the content of the narrative
and different theories.

* Translate into English, edit and write a midwifery narrative as a research product, focusing

on midwives’ reasoning to come to a conclusion.
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Through the narrative structure or the plot of the story, people understand and describe the
relationship among events. Based on Polkinghornes (1995) steps in developing a narrative, the
thematic plots were used to compose or configure events into a story or a narrative by:

* Marking temporal raﬁge, the beginning and ending of the story.

* Choosing criteria and selecting events and situations to be included in a storied

episode.
* Ordering events temporally into an unfolding movement culminating in a conclusion.
* Clarifying and making explicit the meaning the events have for the midwife and of her

story as a “unified whole”.

The challenge was among others, how to extract a narrative from a stretch of discourse where
the midwife moved back and forth in time, and/or told her story about midwifery work in one
sentence like this one; “it went splendidly well”, referring to how apparent it was that births
should go well. There were many such stories based on the belief that “ birth is normal until
proven otherwise”, which can be considered to be a core rhetoric narrative of Western
midwifery that travels across time and places and between midwives and students with many

underlying stories; a constant frame of reference for midwives.

Furthermore, the goal was to identify the fully formed narratives with the six common
propérties; abstract, orientation, complicating action, evaluation, resolution and coda,
described by Labov and Valetsky (1967 cited by Wengraf, 2001). Abstract refers to the
summaration of the narrative to follow; orientation is identified as the introduction of the
participants and the scene; complicating action is the sequence of events or the story; -
evaluation is the significance and meaning of the action, how the narrator is affected and her
attitude; resolution ekplains what finally has happened and coda refers to the returning to the
perspective of the present (Riessman, 1993). An example of this kind of narrative was
presented earlier in the chapter about the changes of place of birth (see story of in the 1950s, p.
29).

Another example of “stored wisdom” from a young midwife in the year 2002 is the following
fully formed narrative where the plot concerns the place of birth, the midwife-woman

relationship and aspects of the midwife’s ways of knowing. It is about how the midwife is
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developing her midwifery skills and learns to become a strong midwife by telling a story and
talking things through with the parents. This narrative is also about the “social world” of the
community around midwives’ practice, the fear in midwifery practice of coming up against
litigation or “the aftermaths” and it is about how midwives can deal with these issues in
practice. This kind of story could be identified as an exemplary narrative or a new form of
storytelling in midwifery that can be used to advance midwifery knowledge in practice. These

issues will be discussed in more detail in the concluding discussions of chapter twelve.

This was when I went out to the country to stand in for the midwives there. There was a
woman who was giving birth for the second time; she lived in a small fjord not far away with
very few people living there. I had seen her couple of times so we had formed our relationship.
The baby she had before had been very big, she was in the pushing stage for two and half
hours and it had been born in this place.

She is now in her 41° week and induction of labour had been discussed but I wanted to delay
it as long as possible. She comes with the boat, and when I see her - I think this woman has to
be induced. She was very big around her, with this story, big baby and I ask her if she is ready
to start all this. There you know I am my own boss and I decide on this induction ... I examine
her and she is about 2-3 cm and I do an amniotomy, and the water is clear. Then this starts
slowly and calmly and about 4 or 5 o’clock she is in good labour. She is doing fine and walks
around, and I had forgotten all about this being a big baby. I have to tell in between that two
weeks before the midwife I was relieving had had a very difficult shoulder dystocia, and the
whole village was under pressure because of this, the baby had been sick and was now just
back home. This story was out of my head, when I was in there with this woman, everything
went well and we listened to the news on the radio. She is fully dilated, and in semi fowler
position in the bed and this head comes down and it takes a long time. I started to think, yes
this will take long to come and I have an IV ready, and thought it best to call for assistance
right away and I call the nurse. The head is born and the chin slobbers and there it stops
...and there is another contraction, I go up with my hand and I can not find either shoulder,
...I tell the woman to go on all fours, and she turns herself; one, two, three and I find the
posterior shoulder, and she pushes on all fours. The nurse said oh no, not again, and I ask her
to put up the IV and the woman turns and is again on the back, and the shoulder comes ...This
was of course about 4-5 contractions and I had to pull a bit. There this big boy was born, and
he cries right away. Then the doctor comes, and he says “it is good to hear this cry, I will not
worry”, he had attended the other baby.

I take the baby to the table and examine him, and he is ok, but he does not move the other arm.
The doctor took over, and I took care of the woman. She just needed a few stitches and she
was very happy that this was over and was not aware of what had happened, but the father
was very scared. I put everything away and the baby goes on the breast and everything is fine,
but we are observing the arm. There were no aftermaths.

I sat down with them and explained to them that the baby had been in great danger, I had
experienced this as a victory and that I had saved the baby, a midwife with one year
experience was able to save -, but the father did not [have the same experience]. Slowly he
understood what [ meant [after talking things through]. The baby had physiotherapy and a
year later I got a card where they told me the boy had the same strength in both arms, with
special regards from the father.
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This is a story which was empowering for me as a midwife and I now understood, because I
have always had great respect for midwives, why they can be brusque, firm and with wrinkles
after all their experience. I had not always understood why they could not just be gentle and
nice and I got stronger after this experience and I got to respect myself as a midwife. This is

the story that came first up, in my mind. v
(Midwife-Astrid, 3 years’ experience, interview 15)

Astrid goes on to another resolution and coda, a returning to the perspective of the present, can

be identified in her story _ e

o A e i S -

Maybe I learned from the previous story [about the other shoulder dystocia], the midwife in
that case did not keep on caring for the people, as they went quickly away to Reykjavik. She
had not worked things through and had not had a debriefing with the people, and she did not
feel well. I always need to talk about what I come up against. There I did not have anyone but

them [the parents].
(Midwife-Astrid, 3 years’ experience, interview 15)

5

In a way the same story was told by an older midwife, but the narrative was very different,
only a few sentences. It was different both because of different time, education and experience
background of the two midwives, one having the advanced training and tools to reflect on
practice in detail and the other not. Also because of the intrinsic embodied holistic skills, in

this case the hands of the midwife, skills that often are expressed as “not knowing how” or

“just knowing”.

“I remember some births, maybe two or three, when there were, what do you call it? - yes

shoulder dystocia, you really did not know how you did this, - luck followed your hands”
(Midwife-Solla, 45 years’ experience, interview 3)

Going back to the tapes and transcripts

The process of going back to the tapes was done both for validity reasons to increase the
credibility as well as looking for the “facts” to be a base for my analysis and combinations of
the data and for the creation of new meanings from the data (Sandelowski, 1998). This process
was done repeatedly in relation to identifying models of care, the different issues and ideas

that came to mind throughout the analysis process.

As mentioned above, the midwives did not always give detailed descriptions of their

midwifery practice. Their attention and action was in the background of the story and these
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aspects were not always immediately visible. Going back to the transcripts, to look again,
helped to dig deeper and draw out the midwives’ viewpoints. Furthermore, this was done to
generate new questions in relation to the development of the midwifery narrative in progress. I
went back to the transcripts based on my working model of the narrative analysis of the study
(see diagram 1, p. 82) in order to look at:

* How the woman was presented in their stories and to look for words and descriptions
about what the midwives do for and with the woman, how they talked about their
communications and relationships with the woman, identifying sub themes of central
concepts of midwives’ interactions with the woman, such as aspects of trust,
connections and reciprocity.

* How the midwives reflected and learned from their practice and how they transmitted
that knowledge forward into the interview, telling the stories of particular situations in
relation to intuition and spirituality.

* How the midwives structured their stories, chronologically or historically going back
and forth in time, commenting on the culture they live in, providing information about
the background of the study to use in the first part of the study report (see chapter
three).

* How the midwives reasoned and provided answers to questions such as about why
they found it important to be with or stay with the woman during birth and what
influence it could have on the outcome of birth if they did not succeed in doing that,
and about what terms the midwives used and how they described their inner knowing

in midwifery practice.

New themes or storylines kept emerging relating to the experiences of the midwives’
relationships and midwives’ ways of knowing which generated questions to narrow down the
study and deepen my understandings of what “being with” and making connections with the
woman meant, also in terms of place of birth which was my starting point. Articulations of the
midwives could indeed be interpreted in relation to familiar concepts found in the midwifery
literature, such as about belief in normality of birth, connecting and forming of relationships
based on reciprocity which included the support of women in making their own choice or

decision of care.
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Drawing on the work of Denzin (1997), the narrative logic was unravelled and connected to
specific narrative representations with a multilevel and a multi-method approach. I, as a
researcher, sought to fit narrative methods to their historical and cultural moment and the
structures that define that moment. At the same time I interrogated and criticized this moment
and its narrative or storytelling, contextualizing the narrative and connecting it to specific
cultural practice and social formations (see later discussions about battlegrounds of birth and

cultural concepts and themes in relation to changes in place of birth pp. 186-197).

The development of narrative findings

The development of narrative findings and the writing of the research report has also been a
strategy for analysis of the narrative material of the study. Instead of writing up the narrative
of each midwife, the intention was to rewrite a narrative that included parts of the stories of all
the midwives. I was fairly confident that it would be easy to mould the many different
happenings into coherent and contrasting stories of all the midwives as their views and their
work biography and stories seemed to have similar characteristics. They were of the same
voice, with the midwifery model of care coming strongly through, but with different
narrations, style of telling, depending on their background and workplace. However, because
of the huge research material and the broad perspective of the study, this took some time. In
the end, rather than writing up a new narrative based on the midwives’ stories, I decided to
present a storied episode of the working life of midwives, allowing their own telling to be the
structure of this Icelandic midwifery saga. This decision contributed to the sets of criteria and

strategies, what was considered to be an important validity issue for the study.

Guidelines for writing up the narrative analysis

When writing up the narrative findings, I looked at guidelines for developing a narrative based
on seven criteria proposed by Dollard (1935) adapted by Polkinghorne (1995), as well as
developing my own. They were as follows:

* Identify the plot of the narrative which concerns place of birth, midwife-with-woman
relationships and midwives’ ways of knowing and select or include those thoughts, actions
and events in the narrative finding chapters.

* Test the plot with the data (to-and-fro movement).

* Use fragments, vignettes from midwives, leading to a storied episode of the working life of

midwives in the narrative finding chapters.
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* Think about if the “right” data was included and to allow dissonance in the final narrative.

* Ask myself and make clear my contribution to the plot and storylines, my context values,

role and effect on shaping the narrative episode.

* Ask myself and make clear why I select particular stories.

* Let the solid narratives of the midwife stand for itself with my background explanations in
relation to the literature.

_________* Letthe interpretation of events and meanings be largely-left to the- midwives themselves in

terms of using their own words.

* Present the narrative analysis of different issues as frames with list of “facts”, structures or
configurations of the midwives’ stories, which included the midwives’ articulations, their

reasoning, hypothesis or theoretical propositions, in other words their epistemological

_position.

Validity Issues

Every study has biases and threats to validity. However, there are different ways of
recognizing credibility of research findings and the researcher’s involvement in the research
process. “Drawing on Contemporary Synthesis of Validity Criteria in Qualitative Research”
(Whittemore, et al, 2001), various techniques were used to produce valid knowledge and
maintain credibility. They are synthesized as a part of the research design as has been outlined

before throughout the descriptions of the methods of the study.

Sets of criteria and techniques used:

Embedded in the development of this narrative study and the analysis approach are different
sets of criteria and techniques in relation to validity. Authenticity and integrity towards the
midwives’ stories about their working life was represented through recursive and repetitive
checks with the data while analysing and writing up midwifery narratives bearing in mind
alternative understandings or dissonance, for example regarding imbalanced encounters with
the woman. Hopefully, this helped to present a congruent thorough report that gives insight
into my critical judgements and theoretical reflections that also helps to present the findings of

the study with clarity.
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A focus group meeting was held for validity reasons to compare stories of midwives between
different groups and to explore further and receive more information to “thicken” the data (see
p. 71). Towards the end of the study two interviews were conducted in order to portray the
Icelandic culture of midwifery practice in a more adequate way, contributing to the quality of
the data of the study. In addition, interview data from field notes were added to the narrative

material to support the narrative analysis of the study.

Furthermore, I have been conscious that my “location” as a researcher has influence on the
research process and report, organizing the data elements into coherent narratives by choosing
and presenting particular stories. Summing up, my personal narrative is connected to *“the
subject under study”. Inherent in this study is that I have a network of relationships that could
have had influence on the midwives choice of birth stories and thereby on the findings and the

soundness of this research (see also critical reflections on this issue in the final chapter).

Working between two languages

As this research is conducted in Icelandic and presented in English, it is important to point out
that use of language is a relevant cultural and validity issue. All transcripts were typed and
analyzed in Icelandic but narratives that were drawn out and used when presenting findings
were translated into English. I decided to translate the narratives, which I used, myself and I

found it be a useful strategy in the analysis process.

Icelandic is a North-Germanic language and originates, just like English from the Indo-
European group of languages. Even though many related words do not have the same meaning
in contemporary language they may have the same roots which sometimes helped to get a
deeper understanding of concepts and to make decisions about how to analyse and describe
findings. The switching between languages with a play of words helped. An example was
when the word “sense” in English was used to refer to aspects of inner knowing, with the
added meaning of wisdom in English and “emotion” in Icelandic. These conceptualizations
created a deeper meaning within a midwifery paradigm about aspects of midwifery

relationships and knowledge (see an example about sense instead of non-sense in the narrative

p. 142).
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Sometimes decisions were made to translate literally. Many of the words used in midwifery
language in Iceland are not parallel to the medical terms that are everyday language in
English, but are terms that have foundations in midwifery rather than medicine. Examples are
“green water” instead of “meconium stained water” and “lung soft edges” when describing
“embodied” knowing of the dilation of the cervix (see story p. 33). The concerns I had related
to language also helped to choose ways to express and make explicit findings of the study,
such as how the concept of “being with” woman is linked with Icelandic concept of “sitting
over” at birth. The meaning of this concept as one of the main conclusions of the study will be

explored in depth in chapter eight and ten.

The text and writing of the narratives of midwives and this report might therefore sometimes
look childish or maybe charming for the English speaking person, or give indications of the
bad writing in English. Yet, this way of using the language gave me a new meaning to the
“phenomena under study” and this emphasizes the fact that this study is not conducted within

an English mother tongue cultural group.

+ This language “factor” of the study helped to develop and write a midwifery narrative which
includes a theoretical framework of midwifery on practical, ideological and analytical levels
(Teijlingen, 2005). This again relates to how an ethnographer decides to write and represent
research findings which is a validity issue because ethnographic writing as a disciplinary
authority can be a rhetoric strategy to persuade readers (Conquergood, 2003) to produce, add
new knowledge and to verify in a narrative that they “really” have been there (Hammersley,

1998), open to interpretation of the reader.

Writing up and representing findings

Validity issues in relation to research methods have to do with “truth” and if findings are
trustworthy and presented in a rigorous way. Blumenfeld-Jones (1995) presented the concept
of “fidelity” in contrast with truth, characterized as a “betweenness” that is constructed as an
obligation between the teller and receiver and as a resonance between the story told and the
social and cultural context of the story. She used another criterion, “believability”, to credit if
narrative findings convey convincingly that events occurred and were felt in ways the
researcher is asserting. Fidelity rather than truth becomes “an obligation towards preserving

the bonds between the teller and the receiver by honouring the self report of the teller and
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obligation of the original teller to be as honest as possible in the telling” (Blumenfeld-Jones,
1995 p. 28). Thus, the “truth” of the story told was not the primary issue, but rather the
meaning that the midwives conveyed through their storytelling, their explanatory conclusions

and evaluations which are the foundation of this study’s findings.

It has also been cautioned that involvement of an inquirer can have influence on the ability to
speak authentically for the experience of others (Lincoln and Denzin, 1994); hence, in light of
relations with the midwives, ethnographic, rather than phenomenological interpretations were
chosen as analysis method. To reduce bias, the technique of ethnographic narrative analysis
approach included honouring the midwives’ telling and letting the stories of their own choice
speak as much as possible for them. Linked to this, the open perspective of the research and

interview design was considered to be a validity strategy.

While this research has been in progress I have regularly presented preliminary findings and
methodology in research seminars and at midwifery conferences, both in Iceland and
internationally. In my mind this has been a good way to get feedback and support in
developing this study further. The presentations have been based on the midwives’ narratives
with a different focus related to the methodology, place of birth, relationships with women and
emerging concepts in relation to inner knowing of midwives. The preliminary findings
presented have been recognizable to the audiences of midwives, creating positive response. An
example of “believability” is the response I got at the International Conference of Midwives
held in Brisbane, Australia in the summer 2005, where I had inspiring and supporting
dialogues with midwives from different parts of the world about their practice and knowledge.
This also indicated that findings of this study could be applied to other settings of midwifery

care.

Ethical Considerations

In this study ethical strategies in relation to confidentiality were addressed on three levels,
when gathering, keeping the data and when making the findings public. Ethical issues of
research are first and foremost concerned with the notion if there are any potential negative
effects for participants. However, to take active part in the interviews of this research,

identifying midwifery knowledge, ideology of midwifery and social and cultural influences,
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was rather considered to be empowering and beneficial for the midwives, both professionally
and personally, as the midwives shared and talked about stressful as well as positive

experiences of their working life.

Application for approval

The research proposal with an introduction letter and a form for consent to participate (see la
and 1b) was sent for approvals to the The National Bioethics Committiee (NBC) in Iceland.
The main role of the NBC is to evaluate applications for research proposals in Iceland that
concern the participation of human subjects regarding health issues in one way or another (see
www.http://visindasidanefnd.is/English). According to the regulation of The NBC, it was
unclear if approvals were needed as this study was not done among clients of the health
service but with health professionals. However, as I was collecting birth stories of midwives
which included sensitive events of their clients’ personal lives, I considered that the resesearch
proposal needed a review from a scientific ethical body, even though the midwives were
privileged as health professionals and they would take that into acount when telling their

stories.

The application was evaluated by the NBC allowing the research to proceed with usual
recommendations about using accurate scientific research methods. But as information
gathered in this research did not include health or disease information of the participants the

BNC evaluated that it was not compulsory to have ethical approvals (see appendix, 2a).

Approvals were also sought and received for the research to take place at and in cooperation
with the Women’s Department of the Landspitali University Hospital. All the midwives of the
study had at one time or another worked there as student midwives and most of them for a
shorter or a longer period after graduation. The hospital is also the central referral for
maternity services for the whole country, hence all midwives have to consult or refer to the
Women’s Department of the hospital, often called the Modurskip or the Mother Ship of the
maternity services in Iceland (see appendix, 2b). Furthermore, based on a treaty between the
University of Iceland and the University Hospital that forms a legal basis for development of
structures and integration of academia and practice, I hold a position, within the Women’s

Department as an academic leader to collaborate in the development of midwifery research
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and teaching in the practice setting of the maternity care. This study is considered to be part of

that collaboration.

A notification was sent to the Data Protection Authority according to The Act on the
Protection of Privacy as regards the Processing of Personal Data, No. 77/2000 (see appendix
2¢). The term personal data is defined by the act as: any data relating to the data subject, i.e.
information that can be traced directly or indirectly to individuals (see

http://www.personuvernd.is/English).

Informed consent to participate

In line with the informal design of the interviews being a dialogue of “co-researchers” who knew
each other well beforehand, consent to take part was negotiated with midwives on a relatively
broad basis, based on trust without written approvals being signed. In general, a letter outlining
the work was introduced before the one-to-one interviews, and a similar letter was sent to all of
the midwives who took part in the focus group to request co-operation and introduce discussion
points and to provide contact details of when and where to meet (see appendix 1b 1bc).
Introductions of the goals of the study were made orally by a phone call, as has been described
before, explaining the main introductory questions about birth stories, also stated in the
introductory letter. A more formal process of consent might, from a scientific point of view, have
been more appropriate. However, as Icelandic midwives are not known to be very formal with
each other and as their stories just started to flow, while I again introduced the outline and
purpose of my work, I soon decided that this informal way befitted the research design and
helped to gather rich information from the midwives. The midwives usually began with a
sentence like; “After you talked to me on the phone, this story came to mind” and then went on

telling a story of their own choice.

However, before all the interviews, confidentiality and anonymity of the information given was
discussed (all midwives with a pseudonym) as well as the possibility of withdrawal from the
study. All the midwives were very willing to participate and from my point of view they were not
pressured to be co-operative even though some might have thought that it was their duty as
professionals to give information and take part in this midwifery study. Some said they were
honoured to take part and I always experienced a relaxed atmosphere with an easy run of

storytelling.
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Confidentiality

Issues of confidentiality in Icelandic research are always compounded because of the small
society and this of course applies also in the field of midwifery. Individuals, although not named
by their right names, could be immediately recognised by those familiar with the situation.
Therefore, total anonymity could not be assured and was not always considered necessary. Even
though I strive to seek anonymity by using pseudonyms, knowledge of who the storytellers are
and what the place of birth is could in this kind of study in some cases be helpful in order to
understand better and receive more information about situational context, also, in order to
influence change and to give strong messages to emancipate midwifery knowledge and practice.
At a later stage this strategy could be used when presenting and discussing implications of

- findings in practice or officially by publication and in conferences with control and approvals
from those concerned. Maintaining confidentiality of the women and their families, as well as
other people in the midwives’ stories’ was, however, considered critical as the potential for

damage was very real.

Data control - gathering and keeping information

Interviews took place in private surroundings, often in the homes of the midwives. Tape-
recordings were stored off-site not in the same place as printed transcripts and both were
anonymous with codes. As the content of tapes and coded transcripts could clearly identify
some speakers, access to these was restricted to me, kept in a safe place in my office and on
my lap-top, which has personal password, unknown to others. A separate list with the real
names of the participants and their codes was only placed on my lap-top. As mentioned
before, most of the interviews were transcribed by me or my assistants who were privileged to

keep confidentiality. Tape-recordings will be deleted after the research is completed.

Publication of findings

This thﬁd level in relation to confidentiality concerns how to make findings public, confuse or
hide identities and situations. Permission was sought and given by the midwives to use their
telling when presenting findings. As the midwives were telling stories about their clients they
did not use names of people and places in their accounts and this was also attended to during
transcribing and writing of the study report. This ethical point relates to the validity issues
discussed above about the complexity of presenting “true” findings. Informed consent requires

that the participant be made aware of any potential negative effects. In this case risks of damage
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were not considered to exist for the midwives personally. However, of course we were not to
know if the findings themselves would be negative for the midwifery community and thereby
have negative feelings and be bad for the morale of midwives and their workplace. In light of the
small community of midwives and their compassion for midwifery practice, I sensed my
responsibility from an ethical point of view, of keeping confidentiality and not harming midwives
when choosing and presenting narrative findings to become public knowledge. At the same time,
I kept in mind to be honest about the situation and self-critical of not compromising negative
views in order not to present midwifery in Iceland too positively. Further critical reflections on

the study findings will be discussed in the final chapter twelve.

Summary

The research process, methods and analysis strategies that have been described in this chapter
give information about how childbirth narratives of this study will be used to theorize about
midwifery in an Icelandic context. In the following chapters of findings, efforts will be made

to discuss and:

* Explore the nature and forming of a midwife-with-woman relationship, based on
connections and reciprocity that has impact on midwifery knowledge and safety of

birth.

* Search for core narratives and point out underlying conflicting models of care that

influence midwifery practice and knowledge.

* Explore and support a philosophical base of midwifery practice in an Icelandic context
that are in accordance with the ideological statements of the midwifery education in
Iceland established in 1995 and incorporated in the policy of the Icelandic Midwifery

Association in the year 2000.

* Draw out midwives’ stories which bring to light and provide a deeper understanding of
inner knowing of midwives, intuition and spiritual awareness in relation to their

connections with women at birth in diverse situations of midwifery practice.
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*  Argue the nature of that knowledge and its adequacy and legitimacy and how

midwives use inner knowing in balance with other knowledge systems.

* Identify types of narratives which could to be used to encourage and promote new

forms of storytelling in order to advance midwifery knowledge in practice.

* Demonstrate how the narrative method of this study has been useful to provide a-—- . -—--

deeper understanding of the multidimensional knowledge around childbirth
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PART III - FINDINGS AND DISCUSSIONS

Chapter Seven— Findings — Overview

This chapter describes and gives an overview of the findings and how they emerged in relation
to the narrative analysis and to how decisions were made in narrowing down the study. The
findings on the one hand refer to narratives that are woven together about different aspects of
the midwife-with-woman relationships and midwives’ ways of knowing. On the other hand,
they are about changes in place of birth and social narratives about childbirth, represented in

conflicting models of childbirth care, discussed in relation to relevant literature.

Frames of Narrative Analysis and Story-Maps

The beginning phase of the study, which focused on the work of seven midwives in the rural
areas of Iceland, came to yield insight into the nature of and diversity of midwifery and
childbirth care, and also into how the midwives make sense of their working life as midwives.
In telling their stories they drew on their own repertoire of their midwifery culture and
practice, culture being defined here as an abstraction of describing behaviours, with an
ethnographic record about how people go about their daily activities (Wolcott, 1999, p. 89),

thus midwifery practice from their own point of view.

The following list of story- maps (see frame 1) was used as a working-tool to keep my data
analysis together. It includes a number of sub maps, which of course contained uncountable
fragments of midwifery narratives. This overview shows what kind of stories stood out and
what socio- and cultural elements came across, relating to the different aspects of midwifery
care, with many underlying thematic plots of stories that make a narrative or a story of stories.
The midwives’ main points which were reflected in a biographic way with back and forth

movements in time can be seen in the names of the story-maps divided into four sections.
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Frame 1 - A working tool of story maps

Being and deciding to become a midwife

Life at the midwifery school

Sisterhood with other midwives (storytelling)

Change in working situations and workload

Changes in midwifery education

Time of birth - Christmas, light summer nights etc.

Emotions — celebration, bereavement, humour

Weather conditions and influence on birth

Travels and transportations to the woman and with the woman

The birth being a normal family event, life event

Skills and interventions being with women in diverse situations

Dealing with risk births and emergencies — taking charge

Helplessness, need for knowledge and technical equipment

Relationships with the father and the family

Changes in relationships with doctors — based on respect or disrespect
The community and the midwife’s role

Changes in place of birth, from home to hospital

Centralization of maternity care (birth-places close down)

Midwife in control / not in control of her practice and place of birth
Cooperation with central and referral hospitals — different attitudes of colleagues

Conflicts between different models of care and knowledge
Fear of birth and strong emotions in society and among health professionals
Birth being a risk and a medical event
Pressure because of litigation (dominant discourse)
Belief in technology in relation to safety and good outcome
Women’s views and choices around childbirth
Changing views in midwifery practice - from patriarchy to partnership
Changes in midwifery practice — use of technology

Being with the woman, using her skills, doing check ups
Continuity of care — to know the woman

Trust between woman and midwife — empowering factors
Connections with the woman — reciprocity

Spirituality - “not alone” around birth

Intuition - sixth sense about pregnancy and birth
Confidence and feelings of safety around birth
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The research progressed and the interest shifted to stories in the last section, focusing on the
relationship with the woman and midwives’ ways of knowing. During the analysis phase,
drawn from the storyline of midwives’ narratives, I had developed a working hypothesis about
how the concept of “being with” woman seemed to be the thematic plot of the midwifery

narrative. This finding will be discussed in depth in chapter ten.

Fragments of narratives were identified focusing on analysis questions, such as about, why the
midwives found it important to “be with” and stay near the woman during birth and what
influence it could have on midwifery skills and outcome of birth if they did not succeed in
doing that. Furthermore, the narrative analysis focused on how midwives think they develop
different kinds of inner knowing and how they talk about and use this kind of knowing in

balance with other kinds of knowledge in practice.

In keeping with the process of data analysis and while narrowing down the study, I found it
useful to reorganize this working-tool of story-maps. The list of maps was shortened to five
maps again with many folders referring to this main focus of the study and also to capture the

cultural background and social narratives of childbirth (see frame 2).
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Frame 2 - Place of birth and sociocultural changes

Phce of hirth
Changes in p lace of birth
From home to hospital
Birthplaces close down —centralization of care
Diverse settings and changes in hosgital
Whatthow isa good place of birth?

------------------------------------

= Confidence and safety feeling around birth =  With institution model of care / not staying

with the woman

1 MNhdwife-woman relationships 1 . Different approaches to childhirth care k
1 e s { ! Conflicts hetween models of care i
. Cemmectans wifwonian “esiexecky | BB T Gadieine s nopmal B G umily |
L. Being with —skills of the midwife ! : eventmidwifery model .
y*  Know the woman-know the midwafe { != The birthbeing a risk and a hospital i
i»  Trustbetween woman and ridwife i 1 eventmedical model st G e
- ; ! i With woman model of care fstaying with |
i»  Empowening factors { ! the woman !
: S 5

Midwives ways of knowing

Bahincing different kind of knowledge
=  Biomedicine/dbste frical knowledge
=  Technological knowledge

Social narratires ahout childbirth
Changing views around childbirth

*  Fear of birth and strong emotions

»  Beliefin technologyin relation to safé ty

= Innevexperence-infuitive knowing and good outcome
= [nnerspritual - intuitive knowing *  Fearof litigation being dominant
discourse

B RS |

= Demand of perfection

This figure above summarizes and illustrates aspects of midwives practice in different places
of birth and cultural settings where approaches to childbirth are in conflict with midwives in

relationship with women balancing different kinds of knowledge or their ways of knowing.

When decisions were made about how to present the findings (see chapter one about the
structure of thesis), I found it a helpful strategy to divide the story-maps into two different
sections with the place of birth in the background. The first was considered to deal with the
individual stories of the midwives’ practice (on a micro level) and the second refers to the
broader picture of the changes in place of birth or the social culture of childbirth (on a macro
level) that influences childbirth care and how the status of midwifery knowledge is perceived

and developed (see frame 3).
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Frame 3 - Strategies to present the narrative findings

Place of birth

Micro i

Midwife-woman relationships —Connections with woman - reciprocity

Being with the woman to provide safety
Midwives way of knowing - Balancing different kind of knowledge
Inner knowing - based on experience and/or spiritual awareness

Macro

Different approaches to childbirth care — Conflicts between models of care

Social narratives about childbirth — Changing views around birth

In line with the analysis, strategies and the structuring of the narrative data, [ chose to present
narrative analysis as frames with lists of “facts” or narrative structures, which include the
midwives’ articulations, their reasoning or hypothesis (theoretical propositions) along with the
midwives’ whole stories or storied episodes. The following is an example of a frame with the
configurations of how the midwives of this study identify the role of storytelling in midwifery

practice (see frame 4).

Frame 4 - Narrative analysis. The role of storytelling in midwifery practice

e To learn from older midwives
e To give information to mothers and fathers (have favourite stories to use)

e To teach and give explanations to midwifery students (have favourite stories to use when
appropriate)

e To reflect while telling a story of a practice situation — and to learn from it
e To get support or give support
-in a group of school sisters
-with the woman and her family
e For debriefing in grief because of difficult births or when there is crisis at work

e For consultations on the ward with other midwives and doctors
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These kinds of frames are presented here as part of the narrative findings. In addition, the
midwives’ own stories and narratives are allowed to speak for themselves as much as possible
with discussions in relation to the literature. These frames can be seen as the structures or the
underpinnings of the midwives’ own stories and the thematic plots of this midwifery saga of
Iceland. They are the central narratives of the midwives in this study, referring to different
aspects of midwives’ relationships with women and their ways of knowing, influenced by the

social and cultural context of place of birth.

¢
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Chapter Eight — Midwife-with-Woman Relationships

In this chapter the narrative configurations of the midwives’ stories about midwife-with-
woman relationships will be presented. Central concepts and factors that relate to and
influence the forming of relationships, such as being with the woman, making connections

based on trust and reciprocity, place of birth and models of care are drawn out and discussed.

Connections with Woman - Reciprocity

The midwives of this study described in their stories the nature of their relationship with the
woman, how they connect to the woman and form a relationship based on reciprocity, using
and developing different kinds of knowledge. This includes an inner knowing of sensing if

mother and baby are safe.

An overview of how this relationship is formed with the woman linked to midwives’ different
ways of knowing is outlined by identifying the thematic plots or the narrative configurations
(see frame 5) that demonstrate an exemplary forming of a midwife-with-woman relationship.
This is also illustrated in the following paradigm story told by Bella who works out in the
country in a community hospital. The story is about a woman who had made a decision to give
birth in her hometown “with the midwife”. Even though the pregnancy was by “the rules” post
date, the woman decides not to take a “journey” (see chapter three, narrative p. 33) to a
referral hospital at least an hour ride. This story of an exemplary midwifery relationship
demonstrates how the midwife uses different kinds of knowledge which include a connective
knowing based on trust and reciprocity which in the story had empowering effects on both the

midwife and the woman.

I do not know, I feel, it [the forming of a relationship] has to come from the woman herself.
There was this woman she was 42 weeks pregnant and I got to know her during her
pregnancy. This was her 3rd pregnancy... and it was important for her to be here as she did
not want to leave her hometown and give birth in unknown surroundings. She wanted to give
birth with me; I had made a connection with her. There was this trust between us, a
connection. I got a consultation from the obstetrician and everything was normal and I was
quite sure about that as well. She gave birth the day after, and the birth was wonderful, she
got acupuncture and everything went well. She was very satisfied, with herself, she felt she had
won, she had herself made the decision.

(Midwife-Bella, 6 years’ experience, interview 8)
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Frame 5 - Narrative analysis. Thematic plots of forming a relationship

e being wth iti o’ the oa uin their kils and owledge injtitgs
¢ knowing the woman and/or “reading” the woman

¢ the woman knowing them

¢ making connections

¢ sensing and supporting women in making their own decisions about their care

e sharing power and becoming empowered

¢ using and developing different kinds of knowledge

e developing inner knowing, sensing if mother and baby are safe

“Sitting over”

Icelandic midwives, as has been noted on before (e.g. p. 23), have the term yfirseta for the act
of being present with the woman during birth. This term literally means “sitting over” and an
old name for midwife in Icelandic is yfirsetukona, “the sitting over woman”. Midwives talk
about having had a “sitting over” during the shift and we count how many “sitting overs”

midwifery students have had as well as how many births or babies they have “received”.

Being with woman during birth has been defined as the “the provision of emotional, physical,
spiritual and psychological presence/support by the caregiver as desired by the labouring
woman” (Hunter, 2002, p. 650). This definition links to how the “sitting over” — or “being
with” is the central concept of the model of care for women during birth in and an Icelandic

context.

The midwives practising on the labour ward in Reykjavik who usually base their work on
fragmented care and do not get to know their women before the birth talked about how they
found it important to “read ” what the woman wants, to have time to “sit over”, to connect
with the woman. In this context the concept reciprocity describes how midwives cooperate
with the woman to find out what the woman wants and also to give and receive information in
order to know what she is capable of e.g. in terms of having a normal birth, and to meet the

woman’s wishes and support her decision about her own care.
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How much I have to give of myself for the birth to come to harbour, how much I can expect
from the woman. You quickly find out how and if the woman is ready to give birth normally.
(Bella, 6 years’ experience, interview §)

It was not only getting to know the woman, the midwives also wanted to tune in to the labour
itself “fo know what they had in their hands” which can be related to the task of being a
clinical monitor to check if everything is fine, or the “instrument” of care (Kennedy et al,

2003) to pick up cues to provide safety.

Related concepts to the uniqueness of “being with” to midwifery (Hunter, 2002) are presence
and support that overlap and are often used together when describing midwifery care at birth.
In line with this, the midwives were clear in how being with did not have to mean “being
present literally”, that they could be there in thought and spirit because of the connections that
had been made with the woman (Siddiqui, 1999, Olafsdottir, 1992). Similarly, a midwife (in
Iceland and elsewhere) can be physically present but deficient in presence, emotionally or
spiritually detached, which can be linked to uncaring traits that are unsupportive, lacking
competence, following routines and rules and being cold and harsh (Halld6rsdéttir and
Karlsdéttir, 1996b). In this report of findings, the concept of “being with” is generally used
when referring to the holistic process of being with woman, acknowledging that this concept
involves the many elements of midwifery skills, including the presence of continuous support
during childbirth and the culturally embedded concept of yfirseta “sitting over” in midwifery

practice 1n Iceland.

Reasons for “sitting over” with woman

There are many reasons for “sitting over” with woman at birth. When discussing their
relationships with women the midwives talked about why it was important to be alongside the
woman during birth, to make connections and to provide safety for the woman and her baby
for the outcome of birth, they also talked about how they felt that the parents should be made
to feel safe by those who looked after them. In order to be able to do that they needed to spend
time with the woman to assess the birth, check if everything was going normally and to plan
how to monitor the birth, how much “sitting over” or presence was needed during childbirth

(see frame 6).
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Frame 6 - Narrative analysis. Thematic plots of reasons for continuous presence at birth

e To provide safety for the woman and her baby for the outcome of birth
e To enable the woman and the father to feel safe by those who look after them
e To assess the birth, check if everything is going normally

e To plan how to” sit over”, or how much presence (“sitting over”) is needed during birth
(in order to provide safety)

e To form a relationship based on continuity of care/er
e To form a relationship based on reciprocity by interacting
e To make connections with the woman and find “what you have in your hands”

e To find out, “read”, what the woman wants and if she is capable of going on without pain
relief

e To have time to give the woman information; cooperate and support her decision and
meet her wishes

e To empower and work with woman to prevent unnecessary interventions

e To ensure better outcome “Women want to have the midwife at their side and it ensures
better outcome”.

The reasons the midwives gave in their narratives of why it is important to be alongside
women at birth are in accordance with how Leap (2000) portrayed one way of being with,
which she called “doing things” for the woman and involved talking, finding common ground,
making jokes, massage, eye contact, loving attention, sitting beside her throughout labour,
encouraging her with the sponge and iced water constantly poised. This type relates to the
following narrative of the time before the epidurals. Midwife-Ruth thinks midwives “can

decrease the infervention rate”.

[ miss the time when we did not have the epidural, because then you were able to reach the
women and form a strong relationship, breathe with them and use massage and just fight with
them through the birth...I am quite sure that if we can be with them we can decrease the
intervention rate.

(Midwife-Ruth, 35 years’ experience, nr. 19)

To be or not to be with the woman

The storylines of midwives who had experience of not being able to “sit over” or spend time
with the woman during birth demonstrated what the consequences could be. Sara, who had
always practised in the labour ward at the University hospital, described impacts on midwives’

relationships with women and how difficult it could be when they are always being disturbed
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on the ward and how it cut on her connections with the woman and had influence on the

process of birth (see frame 7).

Frame 7 - Narrative analysis. Storylines of midwives’ absence at birth

e [Lose their connections with women, they are cut or are not made at all

e Do not know what the woman wants

e Become shy with women

e Tend to leave the woman, do not stay, even if they have the time
e Cannot support woman in having normal birth

e Are not as encouraging “fo make a deal” with the woman to keep birth normal and use
natural pain relief methods

» Tend to ask more often for epidurals for the woman
e Do not experience reciprocity and do not get feedback from the woman and the father
e Are not satisfied with their work — show burnout signs — “think about leaving

o Lose midwifery skills. “You need the “sitting over” for a time”

“I am so tired of this intrusion on the ward, the phone is always ringing outside [the labour
room], this interruption, we never get peace ... you are doing many things at the same time
and you don’'t get the time you need with the woman. There is always this interfering which
can be very disturbing because you are always cutting on this connection [with the woman]
always just dropping out, always leaving, this is disturbing, this interferes with the birth
unbelievably much”... It is a deluxe if you are with one woman...this inattentiveness changes
your methods of working, because vou have to get used to this. You do less of “the sitting
over” by the women and it has the effect that you move back, and you seek to leave [the
woman] more often. I think that when there is less of “the sitting over " it disturbs the process
of birth and it of course increases the intervention rate - I think so. You do not know about the

woman and she does not know about you".
(Midwife-Sara, 20 years’ experience, interview 16)

Sara’s story can be seen as a paradigm story, a model for what is happening in modern
technocratic hospital practice of midwifery even though the situation is not always bad. The

hospital place of birth contains different worlds, as midwife Eva described:

“There is great difference in all this. When I have good time to focus and do not have too
much on my plate and I can be with this particular woman, then this world becomes very
different from what it is when I have to jump between complex projects.

(Midwife-Eva, 28 years’ experience, interview 11)
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Levels of connections and reciprocity

The relationships with women seemed to differ in relation to levels of connections and
reciprocity, depending on where and at what time the birth took place. The midwives who had
worked alone with their women out in the country for decades, pointed out that they knew the
women from their own community and that their relationship with the woman was also

empowering for them as the following descriptions show:

You knew these women and I think I always had a good relationship with them. They trusted

me and when you feel that you have to do well.
(Midwife-Anna, 45 years’ experience, interview 1)

When you feel that the woman wants to have you and she finds help in you and you feel the

trust you become empowered.
(Midwife-Elsa, 50 years’ experience, interview 3)

This interplay of reciprocity was also found by the younger midwives, reflected in how they

connect and have influence on each other.

There you have a certain trust, which is very important. If they feel that I am insecure they
also become insecure, that is a fact.. If I am calm, really cool and believe and have trust [in

normal birth] then...
(Midwife-Bella 6 years’ experience, interview 8 )

The above descriptions can be linked to how home birth midwives in North America find
courage (Davis-Floyd and Davis, 1997) in their connectedness to the women and babies they
attend, as midwife Maggie said: “Mothers and midwives mirror one another. I know that I can
get all of my courage from the mother. And I bounce it back to her, and she gets her courage
from me...It is a dance- the woman has to trust her midwife, and the midwife has to trust her

woman for that bouncing back” (p. 337).

The midwives working on the busy labour ward at the University hospital were also able to
narrate similar experiences, contrast and compare as they did “not always have the time to be
inside with them” to use the embodied knowledge of their hands to help women to feel safe

and experience normal birth.
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We have not always the time to be inside with them [the women] and I just wanted to be with
this woman if it would help her not to have pain relief. She was very tense, but she did not ask
for anything else, just for me to hold her hand, very tightly and I said “I will hold your hand
and you try to relax . I just kept on, telling her that I would not leave and that I would hold
her hand. The dilation was completed and she just pushed and I get tears in my eyes thinking
about this. She paid me so much compliment. She said: “when you held my hand I just felt
safe, something happened inside me and I just felt calm”. And I said “Yes, the body got to
work on its own” She said: “yes, I just did it”'. She was very happy, and proud of herself. She
also said. “I congratulate you for having this - in your hands". This was lovely and I
recognized what you can do without using medicine. You feel empowered when you are

allowed to be like this, inside [in the labour room] with the woman.
Midwife-Bjork, 30 years’ experience,interview. 20

Rosa also described in a humble way her connective knowing with the woman where their

reciprocity affected both her and the woman.

One of the best praises | have got was from this woman who had her seventh child. Her

husband was there also and he had not always been at the births. We really connected ... After
the birth she said that this was the first time she really knew how to give birth and she said: “I
have never been taught or talked to like that”. This was just because we connected, she did all

this herself and we connected, but I was somehow proud.
(Midwife-Rosa, 25 years’ experience, interview 4)

This type of reciprocity is also in line with how the women living out in the country have
different views about childbirth from the women living in the city and how women can teach

midwives about birth.

Many of the women were farmers, they had sheep, and were active in the lambing season and
helped the cows as well and they felt this was a normal thing and they told me that the birth

was going to be fine but it would take time. They really taught me a lot.
(Midwife-Dora, 32 years’ experience, interview 5)

There are many narratives in midwifery that have embedded stories about how midwives learn

and use complex approaches and communications with women.
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... it is so complex to be with a woman at birth, sometimes you are just there and the woman
does everything herself, you are just to assist, and you have to have insight for this woman.
They are so different, I don 't think I approach women ever in the same way. I find that |
always have something new in my hands. This is this woman and then I am like this, and then
there is another and then I sometimes think you are in some kind of actor’s role ...and you just
have to be assertive and then the woman doesn’t always understand why, and you have to
explain afterwards why you had to be so assertive. You are never the same, that's my
experience even with the same woman.

(Midwife-Sara, 20 years’ experience, interview 16)

The midwife can feel uncomfortable when she does not make connections with the woman

and there is “always this wall” between.

Once during birth I experienced this very strongly. There was nothing wrong and everything
went well, but there was always this wall. I had difficulties reaching her, there was always this
wall between us and it was very uncomfortable. But when she had given birth then a page was
turned and she changed. This feeling [of wall] was not there anymore. I did not ask about this
and I did not find it appropriate to tell her that this was my experience during the birth. She

became another human being and this experience persisted to have influence on me.
(Midwife 1, in focus group)

The midwives described different situations when making connections with women and how
they had to learn new ways of “being with”, such as when the father first came into the

equation in the 1970s and midwifery began to shift from patriarchy towards reciprocity.

I had good relationships with the women, right away it was an exception if not. Therefore, first
when the fathers attended, they disturbed me. I did not reach the woman the same way [did
not have the same control of the situation]. It took me some time to learn this. In relation to
this I have to tell you a story about a farmer who came with his wife. This was during the night
sometime around three or five o’clock and here she was going to give birth and I asked him to
wait in the corridor. He said: “I am not leaving; I am going to see my baby being born”. It
was a wonderful experience to see this father. He was so happy and the tears nearly flowed.
But this man he nearly came straight from the cows, dirty and all that. I could not control him.
I was just thinking about the mother and the baby, but this was a wonderful experience.
(Midwife-Rebecca, 45 years’ experience, interview 6)

Knowing and listening to the women

In general, the midwives in this study seemed to be of one voice that they were working on the
basis of a model of women centred care acknowledging the woman'’s concerns and choices.
Still usually, their stories did not take into account power relations between them in relations
to how midwives as professionals use their knowledge to influence women’s concerns and

decisions. Exceptions of this are the following narratives about either the midwife or the
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woman having the power. First, there is a story where a young midwife uses her knowledge

and intuition to know better than her woman.

I had this woman I knew very well; I was still a student midwife. She was expecting her
seventh baby and she had two times given birth to a still-born baby, and one of these at full
term. I felt that this would be a very good birth and everything would be fine, I just felt that,
and followed that feeling. But the woman, at a particular time, she was very frightened and
she was sure that something was wrong. She was on four leg position and then you can not
always listen to the heart beat in a good way, but there was nothing that told me that
something was wrong, rather I was really sure that everything was fine and no danger at
hand. The birth went fast in the end, wonderful birth, healthy baby and all that...She said that
the pains were exactly the same as when she had the still born baby, and was sure that
something was wrong. She said that she was a little bit surprised how sure I was, and she
therefore started to believe that — but she was of course always afraid...I always try to listen
to the woman, but in this case I knew I did not have to do that, I knew her that well.
(Midwife-Kristine 2 years’ experience, interview 13)

The above story rhakes clear how continuity of carer, being with the woman and knowing her
has positive effect on outcome of birth, which links to the findings of studies about experience
of women having continuity of carer or one-to-one midwifery where it was highly valued by
the women to have high level of constant support, knowing each other over time (McCourt

and Page, 1996, McCourt et al, 1998, Page, 2003).

But what kind of knowing is needed and how do midwives learn to be sensitive to the
women’s choices, to reciprocate with the woman on her terms? Here is a story that had great
influence on a young midwife, a story that taught the midwife about important aspects of the

“sitting over” as she said.
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“This story had great influence and it happened just before graduation. They were my friends
and this [experience] taught me so much about this process of “sitting over” what you allow
yourself with the woman and all that...She got intra dermal water, entonox, and massage and
she did everything I asked her to do, took a shower and all that, and then she got IV [oxytocin
stimulation]. There she was this fine lady sweating, her hair was, her hair was all wet, and
when she was fully dilated, she was just losing control. Yet, I think, yes she is doing great...
and I am very glad. Iam not going to give her anything and I am going to have it like this, but
he [the father] was in shock and both of them. I did not realize how shocked they were, I was
Just so glad that I had got her through this without pain relief. The best thing in the world, and
that mattered most to me. Then she started to push and she did not have any energy left and
had to have vacuum extraction...Gradually I realised that they were not satisfied with this
birth and would have wanted her to have something [like the epidural]. This experience stayed
with me for long and ...I had difficulties to work this out. This taught me to listen more to the
woman and not go forward like a general [laughs]. I was so passionate during school and had
learned about different complementary ways to help. This time I had not seen the whole

picture, it is so strange that I often think about this birth.
(Midwife-Astrid, 3 years’ experience, interview 15)

Imbalanced encounters

The midwives acknowledged in their accounts that they did not always connect with women
and sometimes even they felt let down by the woman. The women can have the upper hand.
They can be controlling, refusing to follow advice while the midwife finds ways to

accommodate.

I once travelled south with a woman around Christmas. She needed a caesarian but she
refused to go before Christmas. Therefore I had to go with her [ she was in labour] and the
weather was crazy. She said: “ I am afraid” and I said: “hold my hand and if you feel that
am relaxed you do not have to be afraid [voice changes, a caring tone]. The ambulance came
out to the airport and she said: “ I knew it, the weather is not okay, you did not tell me the
truth”. I said “I could not tell you that there was bad weather”... You have to take care that

the woman does not know even though you may worry
(Midwife-Anna, 47 years’ experience, interview 1)

Also when the woman is in need to “act out” because of sensitive personal problems at birth:

Some women are extra vulnerable and there is a lot to work with, something that lies under
and it is not ours to solve conflicts that are ongoing and sometime they need to act out, and
you let them. I once got caught in one and she cursed me big time. There was a medical
student there and he was appalled because the woman was so foul-mouthed, how I could stand
it, she cursed again and again [ just acted as if I did not hear it. Later I got an explanation
[from herself], she had had a divorce, and an affair with another man and got pregnant and
was together with her husband again and he did not know this.

(Midwife-Sara, 20 years’ experience, interview 16)
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The woman can also overstep boundaries not always following accepted social norms of

behaviour, upsetting the midwife.

Normally it goes well, but there is always one and one, I remember once, I never forgive
myself for not going out, but she later asked for forgiveness ... I was very upset. She was very
vulgar this woman and aggressive, but still, people have to have boundaries. She knew that

she overstepped the boundaries.
(Midwife-Sara, 20 years’ experience, interview 16)

Technology, connections with woman and safety

Not surprisingly, safety is one of the key issues that are in the background of the midwives’
stories; however, concepts of safety that car}le up seem to be different from conceptualizations
used in official medical discourse about childbirth which usually links safety to technology.
Midwives, especially those who had worked in smaller places of birth one-to-one with their
women, put it in context with trust and connections with the woman as well as with an

underlying common goal towards a healthy mother and baby.

Safety is there in your unconscious mind I feel that often. I do not know what it is. Sometimes I
am a little nervous before I go, you are on shift for 24 hours and you do not know if you are
all geared up for a birth. But when you are there with the woman and you do your check ups
and you start to feel, yes feel with your hands, then this safety feeling comes.

(Midwife-Rosa, 25 years’ experience, interview 4)

I had always worked in “the safety” [the high technology hospital] and had had a lot of
people around me. I was nervous of course when I was to work there alone [out in small
community hospital], but soon I felt safe. I remember that I was with this woman and all of a
sudden I felt safe. She trusted me and us [the doctors] and she had a lovely birth. The first
stage was long but when the cervix was dilated everything went well. This gave me
[confidence] " ... There is no question about it, I soon felt this...

(Midwife-Dora, 32 years’ experience, interview 3)

It is interesting to look at how underlying concepts of safety in midwifery, “everything was
fine” come up in this and other stories of midwives in relation to concepts of knowing the
woman. This connective safety net is important and there were also stories of the older
midwives that addressed the idea how the trust between the woman and the midwife really had
to work both ways. The following is an example of this. This narrative about decisions having
to be made about transferring and leaving the hometown, makes us aware of how the
reciprocal relationships between the midwife and the woman are fundamental in providing

safe care and how both have to take responsibility.
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She did not tell us about it [that she had had a post partum bleeding in her first birth]. I was
never satisfied with that, I wanted them to tell me the truth — but sometimes they did not want

to leave [be transferred].
(Midwife Anna, 47 years’ experience, interview 1)

In the past, the women did not always want to leave as midwife Anna described above. This
suggests that then there was a broader view of safety regarding choices of place of birth that in
a sense translates to the remote Indigenous communities in Canada (Kaufert and O’Neil, 1993)
and Australia (Kildea, Wardaguga and Dawumal, 2004 cited by Leap and Edwards, 2006). In
these communities women feel that it could be more dangerous to be removed from their kith
and kin, than to give birth locally at home. In the modern Icelandic context, it can be presumed
that there are other issues of cultural safety appearing that need to be explored both from the

point of view of women and their families and health professionals in the maternity services.

This following story illustrates confounding ways to provide safe outcomes of birth, to fight
with technology which is not always used in a sensible way. This story is often used by the
midwife to teach midwifery students about not relying on technology and developing their
own hand on skills. In there is also a narrative about working relationships with doctors, how
they can differ in respecting the knowledge and skills of the midwife. A lot of stories were told
about different kinds of relationships with doctors, both holding very positive and negative

feelings.
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This story occurred in Sweden as the technology was arising in the years 1980-1981.

I had this woman in labour. The water broke more than 24 hours earlier and it had been blood
coloured. She had the CTG on and the strip was fine. I went to the woman, and I just became
furious, because this woman had abruption, that was my assessment and nothing else. She had
a tense and responsive uterus and constant contractions and she had had blood in the fluids
for a long time. I call for the specialist, and tell her that we have an abruption and the labour
has just started but we have to speed this birth. She comes in, looks at the CTG and says:
“This strip is fine”. Then I wished all CTGs out to the sea. There I would have liked to get rid
of all this trash.

I was terrified and I could not do anything. I could not change this. This goes on, she is not
really in hard labour and well about 1-2 hours later then suddenly there comes a deep dip,
Jjust down, and I call again and another specialist comes. He was releasing the other one, and
he had not got any report about this woman, so this doctor did not worry or was not expecting
any problems in there. I gave him my report, how this was, that this was an abruption and we
looked at the strip and the heartbeat was down and was not coming up. This man just looked
at me and took notice of what I said, and just one, two, three, we went into surgery. This really
was grand abruption and the baby got 1-2 in Apgar, it was just dying. But it lived. However, I
don’t know how this ended. There I learned what I have since been trying to teach that babies
that are bleeding out do not give signs on the strip until just before death. This baby had been
bleeding from the day before. People were just so secure in that, if CTG was fine, then
everything was, and did not look at the broad picture. There was this over focus on the new
technical equipment that was coming.

(Midwife-Eva, 28 years’ experience, interview 11)

Midwife Gudrun said she felt more secure when she was away from the busy labour wards and
technology, where she had worked for decades. Now out in the country in a small hospital in
calm surroundings, she had the time to be with the woman during her birth, able to trust her
own skills as a midwife. The key for her was the “sitting over”, being able to stay with the
woman. Gudrun described also what to her, the basis of midwifery professional skills was and
how safety of the birth also depended on her connections with the woman. This quote from
Gudrun exemplifies her “professional connections” as she called it, her connective knowing

with the birthing woman, her values and involvement with the woman.

Midwifery skills is just this...sitting over with the woman... to connect with the woman and
that I know what I have in my hands, many things go around in my head and I am very
involved in what is happening. I often think about this as an art form, thinking as an artist
painting who thinks,-no this is not right like this, it should be otherwise or something - you
know. This is this feeling when you have become professionally skilled on some level.
(Midwife-Gudrun 26 years’ experience, interview 9)
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Discussions

It is clear that the nature of midwifery relationships with the childbearing woman has many
facets. In the following sections selected themes of concepts will be discussed. Some will be
elaborated on in greater depth while others will be mentioned, focusing mainly on balance of
power relations with woman in terms of making connections with the woman based on

reciprocity.

Balance of power in relations with woman

In some groups, different kinds of knowledge come into conflict, in others they become a
resource for constructing a joint way of seeing the world (Jordan, 1997), such as is indicated
by the midwives of this study. Models of midwifery relations that were introduced in chapter
four were found to have many similarities but also some differences, especially with regard to

power imbalance in midwives’ relationships with women.

There has been debate about how concepts linked to equality are interpreted. The Australian
midwife, Leap (2000) suggested that “to describe the midwifery relationship as one of equals
denies an inherent power imbalance” (p. 5). Other authors have questioned if women have any
“real” power and enough information to become empowered to make choices and “to take
active part in all decisions about their care” as it says in the ideological statements of the
Icelandic education curriculum. Also in nursing, authors have claimed it unlikely that equality
and informed choice can be achievable between a health professional and a client
(Halldérsdéttir, 2003a, 2003b). These are almost inevitable as the partners always have
different levels of expertise and perspectives. Research findings have also indicated that health
professionals steer or drive decision making, enduring “informed compliance” (Stapleton, et
al, 2002) to promote the “right” choices (Kirkham and Stapleton, 2004) maintaining the
hierarchy imposed by medical and organizational models acceded to clinical protocols (Levy,

2004).

Evidence from Icelandic studies on woman’s experiences of antenatal care suggests that
women in general are satisfied with care in terms of presence, time and information received
(Karlsdéttir, 1999). Yet, emphasis is not put on making informed choices, but rather on

physical health and sense of security for themselves and their babies, to know that everything
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is fine (Gottfredsdottir, 2002, Kristjansdottir, 2004). In this, they put their trust on the midwife
and a sense of security was linked to professional competence of and knowing the midwife.
With regard to informed choice and prenatal screening, the women followed the norm
controlled by the agenda and what was on offer by the medical institution (Kristjansdéttir,
2004), or in other words what choice existed (Levy, 2004). The studies of Gottfredsdottir
(2002) and Kristjansdéttir (2004) indicated however, that in terms of women centred care

there was congruence between the voices of women and midwives.

It has been emphasized in the midwifery literature that women want to be in control of their
care and make their own decisions. Nevertheless, the midwives in the focus group of this
study pointed out that often women just put their trust on the health professionals to know
what is best. This is in accordance to Leap’s (2000) view that the women want to have the
midwife to draw on her expertise, experience and knowledge,” they are asking us to provide
them with a safety net, a point of reference that they can choose to use as a resource in a world
where there are more questions than answers” (p. 5). Freeman et al (2004) are in agreement
and based on their study they proposed a model of care with the partners negotiating and
making decisions co jointly, thus sharing power but recognizing the differences of

background.

As one of the theoretical concepts in the New Zealand Midwifery Partnership model for
practice is equality (Pairman, 2000, 2006) it is important to explore what is meant by that idea.
Pairman (2006) states that it is essential that the midwife recognizes and respects the woman
as having an equal status with an equally valuable contribution to the partnership even though
there may be many differences between them. Equality means for the midwife to take

responsibility for, acknowledging and respecting those differences.

Yet, it must be highlighted that midwives hold “disciplinary power” which refers to when
women are coerced to do what the doctor or the midwife wants. This can be a medical power
which operates “most effectively in co-operation of the midwife and the submission of the
childbearing woman” (Fahy, 2002 p. 5). By using discourse of equality in a partnership it can
obscure the power relationship, as if it does not exist (Freeman et al, 2004). Power in itself can

be “impartial” it is the way one uses power which decides if both partners “feel” equal
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(Halldérsdoéttir, 2003a, 2003b) Thus it depends on the health carer, how she uses her

authoritative knowledge in a relationship with the woman.

Perspectives of the environment shape the beliefs and actions of people; therefore, reflexivity
(Fleming, 1998) as part of the midwifery model is useful to encourage midwives and women
to reflect upon the influences of their background and the extent to which they influence joint
decision making, and for the midwife to reflect if medical model of care is by her accepted or
resisted. It matters if she keeps normal birth in the forefront in her place of birth and finds

ways to negotiate actively and support normal birth with each woman (see frame 7, p. 114).

Choices in increased technology are complex, and the advocacy role of the midwife becomes
more important in protecting the woman from the medical system that complicates the birth
process. This entails integration of the scientific and the artistic components of midwifery
practice, for example for the midwife to provide meaningful explanations of the interpretation
of statistics that are based on populatibns, for people to make personal choices (Thomas,
2000), but at the same time influencing and changing cultural perceptions and activities based

on midwives’ different ways of knowing.

In modern maternity care with standards of technical interventions, it can be assumed that
women choose technology over physiological birth. In the narrative study of Kennedy et al
(2004) in the United States, the structure of the relationship with woman was described as
founded on mutuality, suggesting that the midwives regarded themselves to be on equal level
with the woman who also brings her own knowledge base to the clinical situation. This is in
accordance with central concepts of the Midwifery partnership model of care in New Zealand
(Pairman, 2000, 2006). However, when the midwife and the woman do not share the same
values or opinion coming from different sets of knowledge base and environment, this kind of
relationship can be hard work of negotiation, not always with positive experiences. This was
for example apparent in Astrid’s story presented above (see p. 120) which links with the

following narrative from a midwife in the USA.
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“I had a hard time letting go of the fact that people don’t necessarily feel like giving
birth as something that should be a challenge. They say “I want an epidural, why
would anyone want to go through pain?”... So I’ve had to give up some of that
thinking — you know. Being able to support people in their choices, though they might
not have been my choices” (Midwife, quoted in Kennedy et al, 2004, p. 17).

There is tendency to transfer all women to centralized high technology hospitals because of
safety reasons, which presumably in turn has impact on women choosing to go away from
their hometown to give birth. Belief in technology and the contemporary model of childbirth
care in Iceland, influence them to leave. In other words, the dominant medical narrative has
impact on people’s choices and views. This seems to be some kind of a vicious cycle that is
difficult to break. In the past, there was no choice with regard to place of birth; all births took
place at home, also out in the country in community hospitals. Today both the midwife and the
woman are in a dilemma, faced with uncertainty of birth, concerned if it is okay to stay at

home rather than travel to the referral hospital.

Like one woman said to me this last autumn “you say that we should decide ourselves, for
example if we give birth here [in the home town] or there [in the referral hospital]. And you
say that this is such and such [give information] and then we are to make a decision. But if we
feel that you [are not certain] - in the end you have to tell what is okay”. Thus you are very
well aware that the responsibility is ours. If we say to the woman you have to decide where
you give birth, and she asks if it is okay to stay and we do not say yes or no the woman feels
insecure, and she is dependent on us. If we say, yes it is okay that you stay here and everything
is normal, and then something comes up, we are of course responsible, we have to think can
we really say that everything is okay when we can't intervene [with technologies if something

comes up] this is our battle, here out in the country.
(Bella, 6 years’ experience, interview 8)

When put into the context of choosing a place of birth, for midwife Bella there will always be a
power imbalance on many levels based on social structures and conflicting models of care.
She has professional responsibilities that she feels she can not shift to the woman, or in other
words, she will not delegate the authority of her knowledge (Vanderplaat, 1999) to the
woman. Pairman (2006) claims that the Midwifery Partnership Model is a framework to
provide guidance for midwives and women that challenges professional power structures and

medical dominance. That it is a starting place to develop partnerships with women based on
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concepts such as equality and reciprocity. Pairman goes on to say that the midwife carries
power associated with her professional role that has limited effect if the woman does not

contribute the knowledge of herself or if she is not willing to work with the midwife.

For example the study by Stevens (2003) put emphasis on how meaningful relationships are
formed in one-to-one practice when the midwife knows the woman and the “knowing”
deepens over time. Such knowing enhances assessment and gives depth of clinical care that
increases safety, not only physical but also social and cultural. This very nature of the
relationship affects both midwives and women being emotionally meaningful and reciprocal

(Stevens, 2003) and therefore mutually effective.

The Icelandic midwives develop interpersonal relationship in fragmented care that is
influenced by the context in the sense that relationships are formed on different levels of -
reciprocity and connections. As in Bella’s story above, even though women in partnership
with midwives might “feel equal” and share levels of responsibility of decisions jointly made,
ultimately responsibility lies with the midwife. On the other hand, if the woman feels
“culturally safe” with the midwife, the woman can in turn delegate the authority of her
knowledge to the midwife. In this way the conceptual pairs of equality and reciprocity
interplay together in a midwife-with-woman relationship. This requires self-knowledge, strong
and effective communications skills and it takes time, trust and the ability to be reflective of
our views and emotions (Pairman, 2006). In modern times midwives, like Bella with her
women, are likely to go on being faced with uncertainty and complex joint decision making

about place of birth.

Empowerment and equality in midwifery

In midwifery writings, as in other health promotion, education and social welfare literature
(Vanderplaat, 1999), concepts related to empowerment as an element of the midwife - woman
relationships come strongly through. This concept of empowerment has been used rhetorically
on an ideological level in midwifery curricula and models of care (e.g. in the ideological
statements of the Icelandic education) and as such the relationship has been considered to have

possibilities of emancipation (Leap, 2000, Page, 2004, Pairman, 2006). This relational
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empowerment should therefore have possibilities to make a difference and promote change in

midwifery.

The discourse and definitions of empowerment differ across disciplines and the context in
which this concept is used, “ranging from simple acquisition of specific skills to politically
motivated consciousness” (Vanderplaat, 1999, p. 774). The concept of empowerment means a
process whereby power is given, granted, or delegated by one with the power to one without ___
that power (Vanderplaat, 1999); in other words the professional midwife has the power of
having knowledge about childbirth care to give or share with women for them to make their
own choices. Leap (2004) however, points out that the notion of “midwives empowering
women” is contradictory to feminist thinking and that power cannot be given and has to be
taken. However, she goes on stating that midwives can create situations that shift the locus of

power to women.

There are indications that the concept trust is an outcome or consequence of a relationship
instead of being a base for a relationship (Freeman et al, 2004). It can be argued that the
concepts that constitute the midwife-with-woman relationship and have been identified are
interrelated and therefore difficult to define what comes before the other, and that human
relationships are not linear but circular or have spiral foundations. In the context of this study,
midwives connections with women had empowering effects on the midwives which is in ‘
accordance with how partnership models of care are reciprocal and described as being a two-
way sharing and mutual exchange that creates shared meaning, beneficial to both (Pairman,

2006).

However, the midwives’ relationships with women, is not always beneficial and can be
emotionally rewarding as well as difficult. The midwives of this study pointed out that it was
not possible to make connections with all women, that there could be a wall, something
hindering. These experiences made them feel frustrated. Furthermore, even when midwives
begin their relationship from a position of mutual respect and equity, they in the end can be
vulnerable; they might feel let down and hurt for example because of the threat of litigation

and of the close connections they had.
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“There has to be equal responsibility, but it is nearly impossible because of litigation and that
some people think they can get some money. Things have changed, and it hurts when you feel
betrayed by the woman, and this is the shadow side of midwifery practice and especially if you
give of yourself and work in close connection with the woman, but you have to live with this. 1
want to be involved and would not want to work with the woman in any other way”.

(Midwife 6, in focus group)

This midwife who has experience of working in close relationships with women based on
continuity of care through pregnancy and childbirth also talked about how midwives have to
develop communication and professional skills when distinguishing between when
“everything is fine” and when “it is not” and they have to intervene and take control. Then the
midwife has to learn, as she might have to do, to go against the woman’s wishes, which can be
very difficult when her work is based on this philosophy of women centred care based on
reciprocity. This midwife’s reflections can in part be applied to a model of midwife-woman
relationship proposed by Hunter (2006) about relationships between community-based
midwives and mothers in the UK, which takes into account that relationships can be non-
reciprocal as well as reciprocal, indicating that exchanges with women can be in or out of

balance. For this midwife she wants to ” live with it” and would not have it “any other way”.

These power relations are complex and imbalance in reciprocity creates power differences and
can have negative consequences for both women and midwives (Stevens, 2003), which could
explain midwives’ uncaring behaviour experienced by women (Hunter, 2006) that has been
identified in the research literature. Women have expert knowledge of themselves and their
lives and hold their own power to give to the midwife. However, there is always this question
of who in the process of empowerment has the capacity to empower. It can be postulated that
by taking into account the different backgrounds of midwives and women, it is possible to
achieve some sort of “equality” based on trust, if that is the ultimate aim with reference to how
the concept of equality is defined or what phrase is used. Midwives might have the same
intention but the question is how to do it. However, this would depend on the levels of
connections between the individual midwife and woman, their mutual ideology and how they

form their knowledge of childbirth and the context of place of birth.

The women’s and the midwives” negative and positive experiences

In this study the focus is on the midwives narratives not the women’s. This does not mean to

dismiss or lessen the importance of listening to and learning from their birth stories. The
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studies of Halldérsdéttir and Karlsdottir (1996a, 1996b) about experiences of childbirth and
caring and uncaring encounters during birth from the point of view of women were done in an
Icelandic context, in the same geographical areas as this one. There is a certain “fit” and their
findings are in agreement and support the narratives of the midwives of this study when they
describe their reasoning for being in relationships with women and how they talk about
connections with women on their terms. “This connection was very natural, and that was very

important for me, to be able to be completely myself...” (Halldérsdéttir and Karlsdéttir,

'1996b, p. 369). Furthermore: |

“_.. it was very important to me that this was a human being that I could relate to and
that I could show my feelings, whether I was happy, scared or feeling bad, that I could
show her everything without having to be shy “(Patricia 36, mother of two, quoted by
Halldérsdéttir and Karlsdottir, 1996a, p. 53).

The feelings of these mothers link to the concepts of trust and connections with the midwife
which are fundamental parts of the midwife-with- woman relationship. The following quote
about how quickly a midwife can connect to a woman to provide a sense of security, never
“deserting” her, refers to how the presence of a midwife, the “sitting over”, is also important
form the perspective of the woman.
“My perception was that she never deserted me... I never lost this great sense of
security I experienced as soon as she arrived. Just from the moment she introduced
herself to me”. (Susan, 40, mother of two, quoted by Halldérsdottir and Karlsdottir,
1996a p. 54).

A contradiction is that the findings of Halldérdéttir and Karlsdéttir, (1996b) also showed
negative experiences of women. Midwives were perceived as uncaring had “unfortunate
characteristics”, a sense of indifference, lack of respect and cooperation. Such encounters were
also apparent in my study, which meant that the women and their husbands did not form a
relationship with the midwife (Olafsdéttir, 1992). In general, this type of midwives was seen
as un-supportive, hurried and in a rush, and insensitive. “She gave nothing of herself. She
came there and went, and she did nothing, so my husband was my support there this evening

in that room” (Halldorsdottir and Karlsdottir, 1996b, p. 372).
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The US homebirth midwife Davis (2004), thinks that birth could profoundly transform

woman, strengthen her faith and deepen her identity. Hence midwife as guardian and

facilitator of that process is intrinsically feminist by her work. A woman who labours on her
own terms and triumphs in spontaneous birthing will mother in a fiercely independent fashion,

with strength and inner certainty spilling out in every other aspect of life.

Yet, there is vast evidence that midwives in some cases abuse the relationship (Anderson,
2000, Fahy, 2002). The midwives might not form a relationship with the woman because of
uncaring encounters (Halldérsdottir and Karlsdéttir, 1996b, Olafsdéttir, 1992). Individual
experiences do not take into account the dominant social structures and interactive factors
which influence understandings of culture of childbirth. The dominance of such social
processes has, however, been discussed and resisted by feminist activists, sociologists and
anthropologists of childbirth (e.g. Rothman, 1982, Kitzinger, 1988, Jordan, 1993, Oakley,
1993, Davis-Floyd and Sargent, 1997, Teijlingen et al, 2004). Sadly midwives have to admit,
as Anderson (2000) pointed out, that “an insensitive and intrusive midwife can just as easily
block a woman’s being able to do this, undermine her confidence in her own body and turn her

experience of giving birth into a nightmare” (p. 117).

The birth stories of the important book of Icelandic birth stories (Ingadottir, et al 2002) also
give insight into the experiences of childbirth in Iceland, and there are many stories to learn
from, both about depressing negative experiences of interactions with midwives as well as the
rewarding ones. From my point of view, the underlying message of the stories is that women
want to feel in control and take part in decisions of their care in cooperation with caregivers
they trust. This following description of a woman about what “being with” of the midwife
meant to her during birth is encouraging and uplifting for midwives and exemplifies their roles
at birth (Olafsdottir, 2002, p. 371).
“It sounds strange but in my mind I assumed that analgesia and medicine were an
integrated part of birth. In all the pregnancy books everything was explained about the
possible and impossible analgesia and pain relief on offer during birth, just like this
was a menu in a restaurant. Now, I know that the nearness of a person you trust, a
person who tunes into the birth with you, and does not leave you in a cold hospital

room, is better than any analgesia”
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In this study the midwives did not use terms related to equality, but rather relational terms of
being in different roles of a caring friend, partner, mother, grandmother which changed as the
midwife got older. They talked about meeting the woman’s wishes, finding out what she
wanted. These can be considered to be elements of reciprocity that make connections with the

woman that also refers to midwives’ inner ways of knowing which will be identified and

discussed in the following chapter.
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Chapter Nine — Midwives’ Inner Ways of Knowing

This chapter is about the narrative analysis that relates to midwives’ inner ways of knowing
and aspects of their relationship with the woman, identifying different types of inner knowing
that midwives use in balance with other kinds of knowledge systems. Relationships have been

explored in the chapter above in the context of trust and connections based on reciprocity.

Through midwives’ birth stories, these issues will be explored and discussed as components of - .

inner knowing, intuition based on work experience and/or spiritual awareness in midwifery

practice.
O
Experiences of Inner and Spiritual Knowing

Limited literature is to be found on the topic of inner knowing and spirituality in midwifery.
However, in different countries in the Western world, rules and descriptions of midwifery
practice (e.g. Iceland and the UK) as well as definitions of the International Confederation of
Midwives of the role of the midwife (Hall, 2001), include the spiritual as an integral part of
the holistic care of midwives. Likewise, midwifery writers bring up this aspect of midwifery,
but in a passing and a taken for granted way without further explanations or definitions. One
element identified in the literature as an aspect spiritual care is “openness/using intuition”
(Hall, Taylor, 2004). The question is, how midwives experience this phenomenon and what
constitutes spiritual care and inner knowing, how this kind of knowledge is gained and used.

The midwives’ experiences of this study begin to give some answers.

“This sense that comes”

The inner knowing or intuitive knowledge of the midwives in this study was discussed and
articulated in various ways by the midwives (see frame 8). A common thread was how this
feeling was a combination of skills and helped them to be confident in their work and to have
strength to ensure safety of the mother and the baby. One of the midwives described this as

“this sense that comes”.

“I think all midwives learn from themselves. We learn and find out what there is inside us. It
is a combination of skills and intuition and being able to unite it. It is this sense that comes

when you know if everything is normal or not”.
(Midwife Bella, 6 years’ experience, interview 8)
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Frame 8 - Narrative analysis. Midwives’ senses of inner knowing

e Safety for the woman (and her family) that comes when you know if everything is normal
or not

e Someone being behind you (he or she can be either on the right or left side).

e Being guided by

e Something inside you, difficult to explain (in your unconscious mind)

e [Inner strength (also because of the relationship with the woman)

e Restlessness

e Something does not fit, not satisfied with what you find but you cannot put a finger on it
e Having to be on your toes,

e Getting messages (cannot always read or do not always want to (if it is about personal
problems of the woman)

e Strong feelings which take over and do not let you in peace

e Not being alone (I must be a little crazy, have always felt that someone was with me)
e Whispering voices telling you what to do

e Having an antenna on the head

e “Angel shift” and experience

e Not knowing why or how you intervened

e Being at the right place (where interventions were needed) or being chosen to be in a
difficult situation when problems arise

o Something bad is going to happen, this threatening and strange atmosphere
e Doing things and not having control over them

e Premonition of problems that the midwife is going to meet before meeting the woman or
coming to work or the shift starts

“Not alone”

As discussed before (when explaining the narrowing down the study, see p.80-82), the older
midwives who had worked alone out in the country for decades told stories of not being alone

when they attended the birth, not meaning that the doctor was there.

I have asked for help from the other side, I think I never was alone. I found strength in this I
do not have a strong belief but I feel that it is good to have someone behind you. I remember
once during a long birth I asked for help and I got it. It does not do harm.
However, I did not call the doctor in the first years, later that changed. If a doctor was there
people said,” what is wrong"”? - A doctor meant something was wrong.

(Midwife-Hanna, 48 years’ experience, interview 7)
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In one of the indigenous places of birth in the far reaches of the topical rainforest in Malaysia,
midwife De Ode also found strength in having someone behind:
“...We call the spirit Raib and it is like the wind, it cannot be seen, but we know that it
is good and will help us when we need it. The delivery of a child is easy when the

spirit is around” (De Ode, quoted by Vincent-Priya (1991, p. 151).

Midwives that worked in the central hospitals could identify with the experience of midwives
having “someone behind”, but some were not sure. A number of midwives were very clear on
this even though they did not have long practice experience or only had a working experience
from a busy hospital labour ward. This is in contrast with how Hall and Taylor (2004) claimed
that in the UK it was a fact that nowadays midwifery students are qualifying without seeing
many physiological births and that they were therefore losing intuitive skills very early on, or

even missing the chance to develop them.

I am definitely a little bit crazy, I feel that someone is with me, I have always had this feeling
that someone good is with me. I only have to learn to trust this ... [gives an example about
when she had premonition of shoulder dystocia, and should have called earlier for assistance,

for someone to be with her.]
(Midwife-Sigrid, 6 years’ experience, interview 12)

One woman said, when you came in it was like an angel was coming, she told me afterwards, 1
don’t know what she saw, this was very strange, somebody was there with me.
(Midwife-Sara, 20 years’ experience, interview 16)

I also sense when I do not have somebody behind me and then I am not always calm, I even go

aside, to the toilet and say,” now come here”.
' (Midwife 6, in the focus group)

Belief in normal birth

Astrid, a young midwife, talked about belief in normal birth in a spiritual way. She described
how she sometimes struggles to hold to this thought and how the environment around her, the
place of birth, has effect on her to “fall into a trap” of stopping to work by a midwifery model
of care. This placed her in conflict with her inner knowing and with her trust in normal birth,
not able to facilitate empowerment by believing in women to inspire confidence, to know
when to intervene and when to withdraw (Leap, 2000, Guiver, 2004). In this story the midwife
had fear (or bad spirits!) with her rather than support from “someone behind”. Still, she got the

support from another more experienced midwife on the ward. This is in accordance with how
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the midwives in the focus group addressed the need for a sisterhood of midwives to stand

together and get support from each other in the the battle of keeping birth normal.

“I can not really say that I feel that someone is with me, I don’t know, but I am very focused
on the normal, I must admit that, unless there stands eclampsia or something and I know I
have to work based on that, and then I work like a machine and follow standard procedures. I
am firm in this thought that everything is going to go well until proven otherwise. I have of
course come against a lot of things on the hospital but there you have a lot of people around
you and I am in a safe environment... “I do not think that I have come against anything serious
and maybe therefore I can hold on this thought about normal birth ... I can not say that I feel
that someone is with me, but must admit that sometime you allow yourself to fall into a trap,
thinking about the risk of something happening, like this uterus rupture. I once started to
think about it when I had this woman who had an earlier c-section, and I allowed myself to
fall into it. I met this midwife out in the corridor and I said to her; “you know I am falling, and
I am always thinking about it “I just became so afraid. I don’t understand this, I feel a
contraction and I just think; wow there is going to be a uterus rupture. Then she says: “This is
okay; tell me about this, everyone is becoming afraid here. So I tell her what I am thinking and
such, and she said: * go in and put down the drop, then you will feel more calm” and I did

that and felt much better and had got rid of this [fear or bad spirits!]I had with me.
(Midwife-Astrid, 3 years’ experience, interview 15)

Development of Intuitive Knowledge

Hardly any research has been done on intuition in midwifery, the exception being the study of
Davis-Floyd and Davis (1997) about intuition as an authoritative knowledge which was based
on interviews with 22 homebirth midwives in USA. Those midwives were found to use a type
of care based on intuition that seemed to involve body and the spirit but not necessarily the
rational mind. Intuition developed and emerged “out of their own inner connectedness to the
deepest bodily and spiritual aspects of their being as well as out of their physical and psychic
connections to the mother and the child” (Davis-Floyd and Davis, 1997, p. 339). This fits well

with the narratives of inner ways of knowing of Icelandic midwives.

In general, the midwives did not agree on or know from where this kind of knowledge came,
but they all talked about how they had to learn to listen to it and take notice of it, which could

sometimes be difficult being under pressure from conflicting models of care.
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After all this happened [intrapartum bleeding and transfer to a referral hospital] I knew why I
had been uneasy,; because in my unconscious mind I knew something was going to happen...I
have to learn to take notice of myself. I knew this feeling, I had sensed this before, and then I
knew that something was wrong...I have to believe myself, but sometimes I am concerned or
afraid that this is a false feeling, that I am losing my courage, that I am afraid, I do not want
to make problems, because I have trust in birth. This feeling is a — [sign].

(Midwife-Bella, 6 years® experience, interview 8)

This echoes how Davis-Floyd and Davis (1997) found that learning to trust intuition was an
ongoing process. The midwives gave different explanations about how they develop different

types of inner knowing (see frame 9). Most of them related this kind of knowing to different

aspects of being “in relationship with woman”. One of them said:

...to be able to use intuitive knowledge, you need the “sitting over” for some time ...If I feel
this trust, then I feel well, then maybe I open up for this sense [of inner knowing].
(Midwife-Monica, 36 years’ experience, interview 10)

Furthermore, Kristine addressed how different places of birth could influence development of

intuition.

Where you have all things around you [other midwives and doctors to call upon as well as
technical equipment], you can allow yourself to be insecure for a longer time. Here [out in the
country] you learn to have trust in yourself and to listen to intuition

(Midwife- Kristine 2 years’ experience, interview nr. 13)

Eva pointed out that because of the dynamic nature of childbirth and midwifery practice the

midwife has to develop her skills of inner knowing.

“You need a certain training, knowledge and skills, to take hold of the technology skills in
your backpack and that might take some time and energy at first. Then I think no matter how
else it goes that the other [the inner knowing] takes over, gradually. This is a question about
the dynamics, the training is so dynamic, you never are at a standstill with everything under
control, and you can’t get away from this [inner knowing] even though you try to.

(Midwife-Eva 28 years’ experience, interview 11)
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Frame 9 - Narrative analysis. Explanations of developments of inner knowing

) cn win the wo ( SIttgoe”) .

e Making connections with the woman based on trust “maybe there is some fusion there”
“merge with the woman”

e Finding what is inside her, “we all do that”

e Combining skills and intuition being able to unite it

e Learning to listen to it, take notice of it, and believe in it

o Being “old enough to listen to it” - “it takes over gradually”

e  Gathering information for the unconscious mind which pops up when she needs it

e Balancing the two (the obstetrical and the special intuitive inner knowledge of
midwives)

e Having belief in normal birth, the energy and the physiology of birth
e Having shared power (empowering and being empowered by the woman)

e Being aware of the “normal” uncertainty around the birth, therefore having to use inner
knowing

e Being human “the same thing, what parents have to develop as human beings”
e Being in challenging situations.

e Being physically close, “allowed to touch™

Types and Use of Inner Knowing

Within nursing, intuition as has been identified as a type of “tacit” knowledge, an
understanding without rationale (Benner, 1984, Benner and Tanner 1987, Benner et al, 1996)
as an integration of forms of knowing in a sudden realization which again precipitates an
analytical process which facilitates action in patient/client care (King, Appleton, 1997). The
concept of intuition has complex interrelationships between its elements. Intuitive thinking is
holistic in nature and an essential part of the process of looking at the individual as whole

person (McCormack, 1992).

Three types of inner knowing were identified from the midwives’ stories. The first one is in
accordance with the nursing literature, a pattern or recognition that occurs in response to
experience and expert knowledge in practice (Benner, 1984, Dreyfus and Dreyfus, 1996) and

is a trigger for nursing action and/or reflection and has a direct bearing on her interventions in
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practice (King and Appleton, 1997). This kind of knowledge has been internalised and the

practitioner cannot always explain intuition judgements and decisions. The second type is
more mystical or supernatural and is even more difficult to acknowledge or understand and
does get very little place in discussions or research of midwifery knowledge. “This kind of
evidence sits firmly outside the realms of normal science and so called rational thinking”
(Wickham, 2004, p.165). The third type coincides with the descriptions of intuition as inner
connectedness between the midwife and the woman (Davis-Floyd and Davis 1997) and
develops on different levels where the other two types overlap and is used in reciprocal
relationships with the woman, as connective knowing in a situational context of place of birth

in balance with other types of knowledge systems (see overview in frame 10).

Frame 10 - Narrative analysis. Overview of different types of inner knowing

Learns from experience Has this sense from the beginning

Becomes confident in her skill Knows, when it becomes stronger with experience
Compares experience with Is not always open to this sense

Biomedicine knowledge Can’t use it when she is “working as a machine”
What has been experienced before following protocols

What has been observed before or when she is “on the run”

Has backpack of experience Knows the feeling when she is open to it

Pops up when needed It is “connection”

Midwives in busy hospitals Midwives out in the country

Have great responsibility Have great responsibility

Pressed to use the protocols Need to* have someone behind”

There has to be calm There has to be calm

Balance of knowledge systems Balance of knowledge systems
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Inner knowing and spirituality mean different things to different people. Everyone has psychic
or spiritual abilities, but people experience them differently: with regard to interest in
developing them, importance in their lives and potential to allow them to grow. In the context

of the inner voice of spirituality Eva reflected:

Inner voice, what about that? I do not know I think it is something of being human
everywhere. I think it is the same thing, what parents have to develop as human beings, which
you develop in challenging situations... The midwife also has this great human closeness. She
is in a very close connection with her client, both physically and spiritually. Maybe it becomes
spiritual because you are allowed to touch the person physically, maybe there is some fusion
there, because there are not any brick walls, that prohibit you to touch and when this happens
one is moved before the other.

(Midwife-Eva 28 years’ experience, interview 11)

Another midwife in the United States (Johnson, 2001, cited by Linhares, 2005, p. 10)
described spirituality in the Midwifery Today journal in a similar way as the “core of
humanness, an integrative energy that pervades, unites and directs the universe and human

dimensions”. Some of the midwives seemed to be certain where from their intuitive

-~

knowledge originated, if it “must be the experience” or if “it was something else”, based on
spiritual awareness (see frame 11 and 12). The following are narratives that have been drawn

out to represent the different types of inner knowing in Icelandic midwifery.

Intuition based on practice experience

This must be the experience ... It could be the subconscious mind that gathers information,
that comes up when you need it, and out in the country you are always checking if everything
is fine, and then you get this feeling... I do not know why, just this feeling inside you, there
was this woman giving birth with her second baby, and everything goes well, the heartbeat
and such, and the woman is fine. Her belly is different, but she did not have the contractions
ring, you know, as should be if you suspect danger of a uterus rupture, but this not as it should
be. She had CTG and the strip was fine, and she did not complain very much, but there was
something. It is maybe foolish to say this but it was strange to examine her, okay I am there
for the next hours [continues to describe how she is constantly checking, comparing different
symptoms to the situation]. Another midwife came on shift and I tell her, that I do not know,
but that I am not satisfied with this, there is something there, when you palpate her belly,
something does not fit, that I have been on my toes for two hours. I said: “go on being on your
toes”. She had a caesarean an hour later, the heartbeat changed suddenly and the
contractions ring appeared and she was just in surgery when the uterus started to rupture. [
called a doctor, because I just had to tell him that I was not satisfied, and he understood what
I meant but did not see anything either. This is possibly the strangest thing I have experienced.
I could not put my finger on it, but I listened to this feeling because it was so strong.

(Midwife — Monica, 36 years’ experience, interview 10)
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Frame 11 - Narrative analysis. Thematic plots of intuition based on practice experience

. Leaing from experience, she becomes confident in her skills
e Having long experience, she is able to handle this, to become confident

e Comparing experience with what you have been taught in school, biomedicine
knowledge, she uses her skills

e Comparing what is experienced now with what has been experienced before, observed
before (compares incidents and reflects), she uses her skills

e Having the backpack of experience, she uses her skills

Depending on the situation Monica could identify when she would “rely on their extensive
intellectual knowledge and accumulated expertise” (Davis-Floyd and Davis, 1997, p. 326) and

on biomedicine or obstetrical positivist knowledge and not other kinds of knowledge such as

intuition.

When you come on the shift and you get report about the woman and the whole ward, and you
are the superior, then you do not know the women and you have to base on the report, this
could be women in normal labour, but you know nothing... I would never have faith in
intuition on the labour ward [in these situations]. I listen to the report and assess from that
what to do [based on theoretical, obstetrical knowledge]. I would of course go in, and check...
(Monica, 36 years’ experience, interview 10)

Midwives use intuitive knowledge in various ways and situations. The Concise Oxford
Dictionary (1989) defines intuition as immediate apprehension by the mind without reasoning.
By intuition one receives knowledge by direct perception. This definition relates to how the
midwives in the focus group agreed that if they had the time to spend with the woman at birth
they quickly could make connections with the women, even though they had not met her
before. This action could be based on intuitive knowledge defined as “subjective,
contextualised and transcended through new experiences” (Johns, 2000 p. 43). This type also
links to the spiritual kind.
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Intuition based on spiritual awareness

This is something else [than practice experience] because I felt this right after graduation,
then I had this sense, and it could not be experience, and I thought it might be me not being
confident, but this goes on...and this is not less or more, if you can talk about this in
magnitudes. It just pops up once in a while: “this should not be like this”, or “this is not going
to go well”. It is something, I do not know what it is, and you have this not such a good
feeling. First you were insecure and you often thought, is this just nonsense? - But now I have
more experience and I have the confidence. The walk to the phone [to call for advice] used to
be shorter (laughs). I know that intuition is telling me the right thing. I think it grows and with
experience you begin to believe in it, when you get more confident you learn to believe that
this is a sense instead of “‘non-sense”. It is not the same thing; it is like the intuition grows
with the experience but not that it necessarily is dependent on it.

(Midwife- Kristine. 2 years’ experience, interview 13)

Frame 12 - Narrative analysis. Thematic plots of intuition based on spiritual awareness

e Sheis not always open to this sense or feeling, not when she is always being disturbed on
a busy ward

e She talks to inner self, discusses and argues with inner voice about what she is doing,
balancing knowledge

e It is there from the beginning not depending on experience

e She knows, when it becomes stronger with experience, that this feeling was not non -
sense

e She can’t use it when she is “working as a machine” following protocols

o She does not use inner knowing when the workload is high and she has to delegate and
take care of many women at the same time.

e She (a busy ward midwife) understands what the midwives out in the country mean when
they say that they are not alone, they need it

e She knows the feeling when she is not on the run, I call it “connection”

Crazy spiritual interactions

Some of the midwives used the term “crazy” which indicated that this kind of knowing is not
valued or authoritative knowledge. Here is a story about “a crazy experience” that was
different because it was not based on intuition from practice experience, but on spiritual

guidance.
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I got a woman who just came in, and she was hardly in labour, had been there once or twice
before, and had pains not being in labour. This time they decided not to send her home, she
was to have a rest and such. She had just had her door — test CTG and I talk to her and go
with her to the labour room. I think at the same time why am I taking her into a labour room,
she is not in labour. This is crazy, but I go on, and when we come in I put her on CTG, and
again I think, - I just took her out of CTG, she should not need one until later to night or if
something changes. I go on discussing this with myself in my mind and the CTG is fine, this
fine heartbeat, I leave her with the bell, and go outside to do the paperwork, I often do this like
this. Suddenly while I am in the middle of writing her in, I just stand up and I have to go in to
her, when I open the door I see this fine CTG, reactive, long enough and everything is fine.
Then the connection is out, cut out, not like a change in heartbeat or deceleration, and the
normal thing would be to stop, and release the woman from all this. No, I took the sonicaid
and start to search for the heart beat, and I just can not find it. And last I hear bum, bum very
slow, one on one beats, I ask for the specialist, and put up an electrode and when he comes the
strip is fine, a gap in it, and the doctor thinks all is fine, I tell him not, then just minutes later
this happens again and the doctor comes again, asks for electrode and I say, it’s there and
working. He just looks at me and we run with the labour bed into surgery. I had to assist until
the surgical nurse came. The baby had the umbilical cord woven around the neck many times
and was admitted into neonatal intensive care, and when I visited there a few days later it still
had a groove in the neck. The baby had been in a hanging rope and when the mother moved or
she had a contraction, the blood flow in the cord stopped. The baby was fine and went home
with the mother a few days later. I will always find it strange how I did this, talked to myself
and did other things than I ordinarily would do, I can never understand this. Sometimes there
are things that push you on, some signs or symptoms and you discuss with yourself what to do.
This was different, this time there was nothing to base this on — I got guidance that day.
(Midwife-Eva, 28 years’ experience, interview. 11)

Transcendence

The midwives drew attention to the fact that they were not psychic, but maybe sensitive or
perceptive to people and their surroundings and believing in higher power like God. Those
who had spiritual experiences to tell seemed to have contact to the spiritual world in a matter
of fact way and some of the midwives reported that women or other transcendent people had
told them or described to them who was behind them from the other side, possibly a named

doctor or a midwife.

There is a midwife behind you, she is always there on your right side. Her name is Gudrun,
and I said: “Is her name Gudrun, I don’t know any Gudrun? I would have liked it to be Sigrid
[the midwife who attended her mother’s births at home].

(Midwife-Helga, 46 years’ experience interview 14)

Embedded in the midwives’ stories were narrative configurations about when and how they

used different types of inner knowing (see frame 13).
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Frame 13 - Narrative analysis. Thematic plots of using inner knowing in practice

e She is in a relationship, in connection with the woman
e She knows that a woman needs her and when she does not

e She wants to play down stressful situations (twin births) tell doctors that
everything is ok, and there is no need to hurry.

e She needs to be tough, to make decisions and take control of the situation
e She needs to know where the boundaries are between things being normal or risky

e She has early recognitions, to be at the right time performing emergency
interventions

e She wants to form at relationship or make connection with the woman in very
short time

e Sheis not “working as a machine” or following guidelines of treatment”

e She wants and feels safe to break the rules (protocols of the hospital, go against
clinical guidelines, “sometimes it is ok, sometimes not”

e She receives energy, to make judgements, clinical decisions (especially if she is
tired after a long duty, waiting and “sitting over”)

Intuition based on connective knowing — with the woman

Below are stories that illustrate use of connective knowing in different contexts.

First there is a story about midwife Eva’s sensitive care when she uses her intuitive knowing
and connects with the woman and decides to be always at her side. In good cooperation with
the doctor she “breaks the rules” by using her connective knowing that emphasizes not
autonomy and independence of judgment but joining of minds (Belenky et al, 1997). Even
though they had never met before, this story is about how the mother feels the midwife must
be as hungry as she is after the birth, both being in primal need of getting back the energy they

spent together, as one person.
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Joining of minds

This woman was in death’s anguish and was not able to communicate with words. She had
lost a lot; there had been sickness and death around her. She had also had a premature baby
before and this one was just under 36 weeks. I am not quite sure but I think she did not have
any baby alive. And she just was not there, and I just allowed her — and decided always to be
by her side. The heartbeat went down and the baby was delivered by vacuum extraction. I got
this strong feeling that she just had to have her baby in her arms. There was a shift change but
I did not go home. The sugar level went down and I did what was necessary there with the
woman, provided intensive care for the baby in her arms and helped her with breastfeeding.
When this story took place, this baby would have gone to the neonatal intensive care, now this
has changed and this kind of care, keeping the woman and baby together, is a part of the
routine care at the labour ward. - Because of the rules I was so afraid that she would not be
allowed to have her baby with her to the postnatal and I had to leave the room to have a cry
about that - After some time she suddenly took a deep breath and looked at me and said: “Are
you, not getting hungry”’? At this moment we were one, she knew it and I knew it. I knew I was
doing the right thing. She went to the postnatal ward with her chubby baby, breastfeeding, and
she milked a lot even though she was under.stress: In all this I worked very well with the
resident paediatrician, he understood very well what I was doing, and I think warmly of him.
(Midwife-Eva, 28 years’ experience, interview 11)

Being at the right place at the right time

The midwives usually seemed to pick up intuitive information by making connections with
the woman, yet on the high risk labour ward the midwives seemed to have an intuitive flash,
and learned to pay attention to what was happening around them “in connection” to the ward,
not needing any other tools than themselves being there. The midwives said that they often felt

that they had been at the right place at the right time.

We don 't need any more tools, I had two women and one was really normal having her second
baby and should not have had a monitor and she just walked around and in room two. I had
this other woman and then I just got this premonition and I just had to go in there. She did not
ring the bell or anything. She had just gone to the toilet and and said to me: "'there is a little
bit of bleeding . To me this was a little bit more than that and I just asked her to lie down to
check. There was more and more bleeding and I do not remember if I called the doctor before
I took her to surgery. She had abruption and a total one, and the baby was just saved.
Midwife-Ruth, 35 years’ experience, interview 19

This notion of having “someone behind”, to my knowledge, has not been described in the
health care literature in the West. However, the traditional midwife Buleh who lived in the
village of Talang in Malysia and had been a midwife or bidan for 15 years, but had helped her
mother before that, was in contact with her supernatural, close to her spirit. Buleh was a highly
respected midwife for her spiritual powers, the spirit giving her confidence so it also gave
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confidence to her women (Vincent-Priya, 1991). Even though the two places of birth are very
different, there are similarities between Buleh and Helga’s narrative below. Helga is a midwife
with vast experience on a busy labour ward, but she had never worked ‘““alone” out in the
country. She is also known and respected for her “powers” of clinical skills from the old
school, teacher and mentor of midwifery students. Her “gut feeling” and early recogntion of
the problem (Peden-McAlpine, 2000) relates to how nurses in critical care think-in-action, the
conscious awareness of an immediate grasp of the whole, brought to consciousness through

action.

Yes, yes there is someone here [points behind her head], you know I have always found that
someone is here, because often I have been in a situation where I just react in the right way at
the right moment when something is happening. Then it is like someone is guiding you. What it
is? It is something inside you. You often get this feeling, like it is coming from behind,
something that points you [ to go where you are needed on the ward] ... and through the years
there is something that guides you to be there [with the woman] at the right moment. There
comes this woman and she is having her second or third baby ... and they bring her into room
one, and the kid is not down and in unstable position and there comes another woman and 1
am checking her and I think, there is something going on in there and just then the bell rings
and I run, the water breaks and the cord falls.

(Midwife-Helga, 46 years’ experience, interview 14)

After the interview some of the midwives made contact and said they took more notice of
inner ways of knowing. The following story happened just a few days after the focus group

interview.

It had been a busy night ...then the third woman rings and she is just starting in labour and I
am getting a little bit lazy, but I tell her to come for a check, and the CTG is fine, nothing to
point on, two cm dilation, too early for a water bath and she took a shower as she did not want
any massage. This was about 07.00 and about 07.45 I listened to the heartbeat and everything
was fine, but I did not examine her, as another midwife was coming to take over. I told her
that she should go fairly soon to her and not wait to listen the report about the other women, I
knew it would take some time as this was going to be a busy day. While I am walking out the
corridor I decided to turn around and I went to the parents and told them I would like to listen
to the heartbeat before I left, which then was going down. The other midwife took over, and I
got a text message from her about the caesarean which was performed at 08.30. The woman
had started in hard labour with the head pushing down, very fast and the baby got 2 in Apgar

score. God is this not remarkable?
(Midwife 6, in focus group)
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“Breaking some rules”

Rules are broken by using different types of inner knowing. When the midwives thought about
what stories they would like to tell, some of them wanted to choose stories referring to “When
I disobeyed for the first time”. However, they did not always get to tell them because other
stories emerged during the interview. An example of this is a story not told about a water birth
where the midwife “allowed” the woman to give birth in the water which was against policy.
Embedded are many narratives that link to the situation at hand in relation to “the rules” where
midwives were in dilemma because of rituals of obstetric practice (Davis-Floyd, 1987) and
positivist knowledge of evidence based practice. They must help one woman (n=1) based on
studies from population of many, knowledge that is by nature generalized (Page, 2004) as

midwife Eva described.

Our system is like this, we have a lot of devils protocols that flex around our feet and hinder
us, but we have to follow the rules and the women do not fit in with the rules

(Midwife-Eva, 28 years’ experience, interview 11)
Kennedy, et al (2004) identified that the relationship between the midwife and the woman
provided a foundation for the midwife to orchestrate an environment of care where the
woman’s desires were met, she was kept safe along the way and where normalcy was
preserved. She used the term advocacy as a complex concept which included supporting what
the woman wanted to have happen, aligned with what the midwife believes is safe to happen.
Of interest is how the Icelandic midwives of this study described similar things as the
midwives in USA in trying to keep interventions at bay and convincing medical staff that all is
safe, using intuition to create calm and tell them there is no need to hurry and that guidelines
are just guidelines. In this sense here the midwifery knowledge is authoritative in guiding

actions; even though it is not made visible by midwives themselves or their colleague doctors.

Yes, you feel this, you can’t control this, you sometimes feel that there is something wrong
without...On the other hand you often - like at twin births there is a lot of stress around them,
and then sometime you just have to take control, and tell them [the doctors] there is no need to

hurry, relax and things get easy, and you sense that everything is fine.
(Sara, 20 years’ experience, interview 16)

In a letter with pictures and news of twin babies (November 1989) with early Christmas
greetings, the mother thanks Sara for her assistance at the birth, writing
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“I have wonderful memories of the birth where you energetically took control and
provided for us a sense of safety, which is so important during birth, this remarkable
event of all parents. Best wishes to you and your women colleagues — and even though
it is still far to Christmas I wish you all a Merry Christmas and a Prosperous New

Year. Regards...”

Connected to this, midwives reflected about how intuitive knowledge based on their practice
experience was used to “break some rules” but with responsible certainty of professional

knowledge.

You have to know how to read technology, it does not tell us all, and it can easily disturb you.
You have to use your sense in this and of course I break some rules, e.g. allow the women to
walk around, lowering the IV just using the doptone to listen. But with some women I would
never allow it...sometimes it can be tough to do this...but I trust myself to take responsibility
because I know what I have in my hands, sometimes people break rules without knowing what

they are doing.
(Sara, 20 years’ experience, interview 16)

Spiritual Relations and Sensitive Care

Although there has been increase in books and publications in relation to spiritual and intuitive
issues in midwifery (Hall, 2001, Hall and Taylor 2004), spiritual aspects of faith and belief in
higher power are just mentioned and not defined in depth or explored further. The focus has
been more on the characteristics that relate to holistic midwifery care in general and is more
often concerned with spiritual care referring to the assessment of the spiritual needs of the
client. The recognition of personal beliefs, is essential in meeting those needs (Hall, 2001),

also in relation to religious spirituality (Linhares, 2005).

The Midwives Alliance of North America (MANA) addresses spiritual issues of midwifery
knowledge explicitly and states a philosophy that includes the intuitive and spiritual side of
midwifery, expertise which incorporates academic knowledge, clinical skills, intuitive
judgement and spiritual awareness. In their statements of Values and Ethics (Davis, 2004) it
also says that they value mother’s intuitive knowledge of herself and her baby before, during

and after birth, the essential mystery of birth.

148



“With Woman " and Connective ways of Knowing

There are different aspects of “being with” woman that relates to sensitive spiritual care
depending on the situation, as community midwives out in the country described in spiritual

stories

This woman came to me after she had her first child, in Reykjavik and it was a premature birth
and therefore she lost this baby. She was in trouble because of her breasts...this woman
needed help every day and I went to her every day. She needed the psychological support, yes
[ was helping her with her breasts but it was a side issue. This mattered more. This is a part of
this practice, so many mood swings in the woman’s life, from happiness to more difficult times

and then you have to give support.
(Midwife-Rosa, 25 years’ experience, interview 4)

“If the woman has some spiritual problems and is tired I talk to her and say: Ask your
husband to come with you and we can talk. It is like a psychological role during pregnancy
and then later after birth during the infant care we can go on discussing things we did not

finish, it can be about their family and work and so on.”
(Midwife-Dora, 32 years’ experience, interview 5)

Midwives described different actions and experiences of spiritual knowing (see frame 14).

Frame 14 - Narrative analysis. Thematic plots of spiritual awareness and actions

Pa for their woma,
e Get help or strength from God or someone else when needed (go aside and pray)

e Keep things with them for luck, lucky charms (e.g. ring from a grandmother who
was a midwife)

e Feel someone (they even know who it is) being on the other side, working with
them (often a relative midwife, or a doctor who has passed away)

e Sense someone coming with them to work (gets in the car and sits on the
shoulder!)

e Have crazy experiences they can’t explain with knowledge from practice
experience

e Wake up in the night thinking about a woman (telepathy) when something is
happening (feelings of strangulation at the exact time of the baby being born).

e Feel how the atmosphere changes in the house after the spirit or the soul of a baby
is born

Some midwives talked about their need to pray for their women. In the focus group, midwives
for example talked about how they prayed, when they really came up against challenges and

had to “taka d honum stéra sinum” [seize their big one], for example to attend home births,
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which is against mainstream maternity services, creating conflicts with colleagues and the

dominant view in the environment that this is a dangerous thing to do.

Then I felt I needed [to pray], to receive something ...I can’t explain (Midwife 4, in focus

group).

Yes I always prayed for my women when I was out in the country, it didn’t matter if I expected
everything to be fine or not (Midwife 3, in focus group).

Siddiqui (2005) stated that in Western countries such as Britain there is no recognized spiritual
power by the midwife. This is unlike the spiritual mandate that is recognized in developing
countries by the traditional midwife and was identified in Indonesia (Vincent-Priya, 1991).
Midwife Bie Dara had a strong religious orientation in her work and she believed that that it is
not the medicine that cures but the person’s prayers, the medicine being a vehicle, “it is God
that really helps to get better” (p.114). To me, the Icelandic highly respected and successful
homebirth midwife Saga, who kept on attending births at home when no one else did, had an

authentic spiritual power.

I always prayed at birth, I sometimes thought that something could go wrong, but I warded it

off and everything went well. I always felt safe
(Midwife —Saga, 50 years experience, interview 19)

Hall (2001) identified multifactor elements of spirituality from related literature of health care,
such as transcendence, search for meaning and purpose, belonging/ connecting, relational
aspects, self-awareness, hope and faith, without exploring these concepts in depth. All these
aspects of spirituality relate to midwifery care in general which often are illustrated in birth
stories told in a language of spiritual experience of life, the spirit or soul being born, no matter

whether it happened in the family home in the community or in the hospital on Christmas day.

This was her 8th child and of them there were many boys and they were very powerful and
pranksters but when their mother was in labour and had had her baby they changed into
angels. They just stood, I delivered her 9-11th child and it was always the same. When the
baby was born their dad had washed them and they all stood calm at the door and watched me

bathe the baby, this I found to be a sacred moment”. . :
(Midwife-Elsa 50 years’ experience, interview 3)
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Yes, you feel this, you can’t control this I do not always know, cannot always read the
message, but there is some restlessness. I remember on Christmas day and when we arrive we
had an easy shift, I say to the girls there is something in the air and there is something
happening, very strange, very repressive. Then two women come both with lifeless babies...yes
and when you feel their belly, then everything is empty there is nothing there, no life. There
are so many things you sense, and you can’t control it. Sometimes you are very easy when you
have a bradycardia and you know that you can take it easy, but sometimes you just react
quickly.

(Midwife-Sara, 20 years’ experience interview 16)

Discussions

It is paramount to go on exploring and developing concepts that refer to the different types of
inner knowing and spiritual awareness in midwifery practice. Hall (2001) suggests that human
relationship is needed by the spirit and that spirituality is demonstrated through actions to
others, which applies to the midwife-with-woman relationship and developments of the

different types of inner knowing.

While there is a growing body of knowledge about intuition in nursing, very little research has
been done about these issues in midwifery. Still, there is ample anecdotal “evidence” of
intuition and spirituality described in midwives’ and women’s stories (e.g. in Midwifery
Today Journals and Conferences) ai)out spiritual births and beliefs of birth as a holy moving
event which is to be celebrated with the woman, the family and the community (Gaskin, 1990
[1977], Gaskin, 2002). Davis (2004), author of a textbook of midwifery, a well known
independent midwife and a promoter of natural childbirth in USA and an influential midwife
of MANA describes the holistic role of the midwife as being spiritual and considers the inner
knowing and spiritual sides of midwifery as being “special”.
“Beyond her repertoire of medical techniques, her skills encompass less concrete
abilities to intuit, evoke and channel energy. Her hands are her most precious tools, as
she senses, heals and blesses with her touch. Ever attentive but infinitely patient with
the process of birth, she waits, and waits, and waits some more. Quietly aware, she
serves as a mirror, striving to reserve judgement but speak the truth as the need arises.
Above all else, she keeps the following dictum in mind: “It’s not my birth”. Upholding
this tenet of woman-centred care means surrendering her expectations to whatever the

mother and her supporters need or desire”. (p. 7)
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Because of the multifactor elements involved in spiritual relationships, the literature reveals
that there is inconsistency in the definitions of the concepts of inner knowing and spirituality.
Interrelational aspects of the wholeness of mind, body and spirit are acknowledged and the
spiritual dimension is related to health and well being, expressed in an individual way,
affected by cultural background, how persons are brought up and the social structure of their

environment (Hall, 2001).

Underlying the narrative approach is the belief that people make sense of their world most
effectively by telling stories (Baily and Tilley, 2002). The Icelandic midwives do not talk
about spirituality as being mystic but rather in a very down to earth way. The Icelandic
hospital priest, Haukur Jonasson, described spirituality in a roundtable discussion about
holistic health care in a similar way; “when I talk to people about the soul and spiritual life
then I am not talking about something that is spooky, mystic, unclear and sacred, rather
something very down to earth” (p. 53). In the same roundtable, as a matter of fact, a doctor
whose speciality is geriatrics, Jon Eyjolfur Jonsson, commented on how Icelanders like to tell
stories and tend to give answers by telling a story. He pointed out that often if you have
difficulties and are in need of words to explain what you mean, then that can be solved by

storytelling (Timarit hjukrunarfredinga, 2005).

Definitions of spirituality link to human relationships and have aspects of being able to give
and receive love and give practical care (Hall, 2001, Hall and Taylor, 2004). These are
relevant issues to women and midwifery in the creation of family, loving partners and
children. There is also a growing acknowledgement that the relationship with women with the
supportive care of the midwife (Mander, 2001, Hodnett, 2006a, 2006b, Hodnett et al, 2006) is
important in ensuring successful and positive experiences of birth that have inspirational
effects on people for a long time, included in the birth stories around us. The term spirituality
as applied to midwifery could be the experience of the connections between body and soul. At

the same time body and soul are not opposites, but the whole person, the woman giving birth.

This is in line with midwives’ writings about spiritual challenges and experiences of birth
(Leap, 2000) in reference to sensitive care in relationships with women (Page, 2000) and how
midwives of this study experience spiritual relations with women as rewarding and even

empowering.
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Chapter Ten — A Story of Stories — a Midwifery Saga

This narrative study belongs to the field of midwifery. In context of a midwifery empirical
paradigm, I have been paying attention to birth stories of Icelandic midwives, identifying and
searching for the plot that directs the narrative and makes the narrative of midwives. This
chapter summarizes and discusses the core narrative of the study, the integrated narrative
threads of different backgrounds of place of birth and models of childbirth. This Icelandic
Midwifery saga is more than a single story. It is a narrative structured around being *“with-

woman” and connective ways of knowing in midwifery.

The Plot of “Being With” Woman

The roles of stories differ within and across disciplines (Mishler, 1995); thereby the plot of the
narratives is also different. In medicine it has been identified as being the “why question” of
the clinical problem leadiﬁg to a diagnosis which can overshadow the experiehces of the o
patient (Greenhalgh, 1998, p. 4). If this is the case in medicine, then it is challenging to

identify the plot in midwifery narratives and to explore what makes them unique and different

from core narratives of other health care professions.

Therefore, while examining the birth stories identifying their contents of knowledge from a
wide perspective I have asked myself the question: what do the midwives” stories have in
common? The answer became clear when the plot of the midwifery narrative emerged, as
“being with” woman, the point being that all midwives talked about being “with woman”, in
one way or another, in other words the woman was always present in their stories. Yet, the

stories differ according to the background, social and cultural context of place of birth.

The plot of a narrative was defined by Polkinghorne (1995), as mentioned before, as “a type of
conception scheme” which links well with the plot of “being with” and how the concept of
being “with woman” has been central in the philosophy of midwifery which has historical
roots in the word mid-wife meaning with-woman. Hence the phrase or slogan “with woman”
has been rhetoric in the midwifery literature, and even though, by hindsight, this was not a
surprise finding, to me it was a confirmation of how “real”, meaningful and intrinsic this
philosophical underpinning is in Icelandic midwives’ working life. Terms for midwives in

other languages have the similar connotation, such as “obstetrix” in Latin meaning a woman
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who stands before (Donnison, 1988) which compares with other old terms of the midwife in
Icelandic, besides the yfirsetukona “the sitting over woman”; a well known word is neerkona

or “the woman being near”.

Narratives are configurations that generate a story (emplotment) and the plot’s integrating
operation is the story and when the happenings of the story are configured they take on a
narrative meaning as it is understood from the perspective of the storyteller or its contribution
which explains the influence it has on a specific outcome (Polkinghorne, 1995). In this study
the outcome relates to the clinical practice of the midwife which is influenced by different

aspects of midwifery practice.

When the many threads of the midwives’ stories were drawn together, the unifying thematic
plots of “being with” woman and “safety” were identified as linking and directing the making
of the core narrative in midwifery in an Icelandic context. The main theme of midwives’
stories is the plot of “being with” the woman to provide safety.” Women want to have the

midwife at their side and it ensures a better outcome” (Midwife 3, in focus group).

This guides the story and the forming of a relationship between the midwife and the woman
which is also essential in the development of midwifery knowledge. It refers to how: The act
of “being with” or “sitting over” with the woman during birth is fundamental in learning and
developing midwifery skills, and how, especially by making connections with the woman and
the labour itself, midwives learn to trust and listen to their inner voice and develop different
types of inner knowing in balance with other types of knowledge systems in midwifery
practice. “You are not able to learn it elsewhere. You are just able to learn it there, with the

woman” (Midwife 5, in focus group).

Around the plot of “being with”, is the fact that technology has become an integral part of the
childbirth care in the Western world and attitude towards childbirth changes and people’s
expectations of a good outcome have grown. It is worth mentioning that the concept of or the
term risk (in Icelandic dhetta) was not a part of the midwives’ discourse. Yet, the midwives
talked about when something might go wrong or in fact went wrong and how they challenged
those and other emergency situations. Related concepts to risk came up when midwives talked

about how the society around childbirth has transformed, especially in relation to the fear of
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litigation, as has been discussed before. The demand is that everything should go well, the
baby should be healthy and nothing should happen to the mother. Yes, everything is to be
perfect and if something goes wrong then it is because midwives and doctors have failed in

their professional performance (see frames 2 and 3 in chapter seven).

This core narrative synthesizes the findings of this study and is illustrated in the analysis

model below, which also gives an overview of the study findings (see diagram, 2).

“With Woman” and Connective Ways of Knowing

g Yﬁrseta;S_lttl g Over” " "=t
With Woman - Relationships

Diagram-2

This narrative of, “With woman” and connective ways of knowing, can be written in many
layers with threads in between. Therefore, there are open lines in the circles that represent the
layers in the earth colours of green and brown with the midwife-woman dyad in the centre
(women centred care) and the context of environment around them. Floating are the central
concepts of the relationship. The midwives place great value on the term connection when
they talk about their midwifery work with women. Here it does not have to be a two way

connection. One layer would regard connections between the woman and the midwife, the
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child, the father, other health carers, social structures and cultural building blocks of the place
of birth. Another layer concerns the learning and developments of inner knowing of the
midwives and the women, in balance with other kinds of knowing that link to many
philosophical foundations and conflicting models of childbirth care. These influence learning

and put pressures on decision making and choices around pregnancy and childbirth.

Therefore, the storytelling of the midwives varied in context with time and place of birth and
was in a way consistent with how and if they used the midwifery model of care or if their
work was based on medical and/or industrial models of care. Even though the midwives had
negative stories to tell of the hospital environment such as about the heavy workload of
fragmented care, they did not forget the woman and placed her views in the forefront of their
telling. In the following sections different layers of this story of stories are discussed in and

supported by relevant literature in relation to midwifery.

Balancing Different Ways of Midwifery Knowing

While the midwife learns and listens to an inner voice, her connective knowing, she balances
different ways of knowing and knowledge systems. Furthermore, she deals with underlying
conflicting models of care in her place of birth, wanting to base her work on midwifery
ideologies, preserving and promoting normal birth. Midwife Bella is not going to “create

problems before they happen”.

I do not know maybe, maybe, there is something behind [you] there is always a voice that
says: “This is okay, be calm and do not be uneasy”. Like my first birth here [out in the
country], maybe I should have been a little bit uneasy, but there was something [that told me
everything was okay]. I do not want to be uneasy...I am not going to create problems before
they happen. It is very important...while everything is okay and while you do not find any
signs that tell you something is abnormal, no concrete signs you should go on [not
intervening].

(Midwife-Bella, 6 years’ experience, interview 8)

By being present “with woman” during birth, midwives use their skills to identify clear
clinical signs as well as identifying “the sense that comes if everything is normal or not”.
With the woman “you do your check ups, you start to feel, yes feel with your hands then this
safety feeling comes”. Midwives also have premonitions that something could go wrong

which keeps them “on their toes” to make decisions either to wait or to intervene for the

156



“With Woman " and Connective ways of Knowing

safety of the baby and mother, also by calling the doctor or transferring to a central hospital “if
the midwife’s services are not sufficient for the woman and her family” (The ideological

statements of midwifery education in Iceland, 2005 [1995], see p. 26).

While the outcome of a healthy baby and mother might drive birth stories and not the plot of
and the different aspects of “the being with”, the act of “being with” to spend time near the
woman during birth, is crucial in midwifery practice, to make connections with the woman,
use “this sense” of knowing to provide “sensitive” safe care in another way than depending on
technology and medical interventions, thus keeping birth normal. It is not always the end of
the story that is the main point, but rather how the story evolves. With changing views and the
organizational structures around childbirth, it is clear that there are differ?:nt ways of “being
with” in midwifery practice, based on different models of care, the medical, midwifery or

institutional.

Another core narrative of all midwives in all settings contained descriptions about how he
midwives proceeded as “clinical monitors” doing tests and screening with their own hands-on-
skills to safeguard. Then they often used a mix of the scientific medical and the midwifery
language even though they might be talking about intuitive midwifery skills. The following is
a description from a midwife who worked for a long time out in the country (over 20 years)
without the technical facilities of a surgery, in a place where closure had been imminent and
has now indeed been closed down, despite excellent outcomes, indicating that they as “clinical
monitors” provided “sensitive” care and always knew when to “send” the woman away from

her hometown.

It is very important to do these tests, you have to screen the women, then I think you become
more sensitive ... maybe you miss something else, but I just bear in mind this sense, yes screen
them out...there you of course have to learn to work like this and depend on yourself, you try
to safeguard yourself with this, yes by being continuously present...to be quick and intervene if
you consider there is need for it, you can of course never safeguard yourself for everything. It
is of course easy just to send her and her [send all women to be on the safe side] but this

[being clinical monitors] is in context with something else -
(Midwife 3, in focus group)

The medical model of positivist knowledge has been the dominant ideology of childbirth and

has assumed monopoly on knowledge, while midwifery has developed conflicting ideologies
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which embrace systems of values and attitudes (Teijlingen, 2005). Now Icelandic midwives
describe their work as “being in two worlds ”. One links with a factory line, standing by a
conveyer belt where “restoring” of the personal relationship is crucial (Page, 2000). What runs
through this midwifery narrative is that even though presence, being with women, is very little
valued within a “culture that values action and measurable skill” (Kirkham, 2000, p. 243), the
importance of “sitting over” is inevitable. The other world is calmer with a place for effective

care in relationship with woman where the midwife can use her intuitive connective knowing.

Instead of “sending all women”, midwives make decisions to wait and see, maybe to “fall into
a closed world” with the woman, to watch without disturbing the “covering around the
women”. These are phrases the midwives used about their “sitting over” at a normal birth
admiring and believing in the woman, which can be associated with how a skilled and
sensitive midwife “can create an unobtrusive atmosphere of safety and calm, which allows a

woman to feel secure enough to ‘just disconnect’ mind from body” (Anderson, 2000, p.117).

“There is nothing more astounding...I get tears in my eyes, when I see a woman who really is
under influence from her endorphins and she is like she is alone in the world, with curtains

before her eyes, moving around and swaying and I just - wow”
(Midwife 1, in focus group)

Conversely, the following narrative illustrates how a senior midwife in the same place of birth
but in a different situational context plans the “sitting over” process on the shift’s product line,

working “with institution” being “professionally near without being there”

You can be professionally near without being there, if you read the situation, one, two, three,
you know if you have to stay or if you can leave and when to come again and stay, also for
other midwives that have the woman, like the less experienced or the students.

(Midwife-Eva, 28 years’ experience, interview 11)
It is of course difficult to define concepts of childbirth grounded in empirical philosophy
because nature is not static and individuals experience a whole range of feelings and emotions
about this important life event. Thus knowledge about childbirth is uncertain and subjective.
Midwives work and face uncertainty and can never totally safeguard themselves and their
women, against the fact that childbirth does not always proceed normally or against the threat

of litigation in modern maternity services. Even though there is an underlying tension in the

midwives’ narratives that relates to the technocratic versus the holistic paradigms (Davis-
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Floyd, 2001), they embrace uncertainty in a down-to-earth way, as one of the senior midwives
said “you are always learning, expect the unexpected”, having to use all kinds of knowledge,

e.g. of obstetrical and technological interventions, sometimes to save lives.

“Being With” and Changing Traditions in Midwifery

It is clear that traditions in midwifery have been changing as has the context within which
midwifery knowledge develops. New ways and technology in midwifery and dominance of
the medical model of care is a part of today’s practice with the closing down of small places of

birth and centralization of maternity care, as is the case in Iceland and elsewhere.

In everyday life, events and all kinds of birth stories go by. I am going to tell one of mine that
has not left me and it came back to me because it fits with the plot of “being with” woman at
birth. This story has stuck in my mind since I was a midwifery student 30 years ago. It is a
story I often tell when discussing birth stories with students and what midwifery is. During the
narrative analysis, when this plot of “being with” emerged, I was brought back to the year

1976:

When I started my midwifery training I was 20 years old and “green behind the ears”, coming
straight from college or out from the street, so to say. I had never worked in a hospital, but had
some work experience from working in a bank and in a hotel during summer holidays. After
being in class for 2 weeks we were sent out to the clinical placements. On the labour ward, my
first shift was a night shift and my first assignment was when the senior midwife said; “go in
to this woman, sit by her side, put your hand on her belly and feel the contractions. Be nice
and show her warmth”. This was before the time of monitors. She taught me to count how
long it was between contractions and how long they lasted and to listen to the heartbeat of the
baby. This was the “sitting over”. There I sat through the night and worried about what to say
to the woman and thought about how I was learning to become a midwife. Then I started to
feel a sense of calmness and connection with the labour and this woman, not necessarily with
words - was this midwifery?

Since then many things have changed, not all for the worse. However, the paradigm of
midwifery has shifted and due to changes in the maternity services midwives do not spend as
much time with the woman at birth as they used to. At this time there had been a move

towards routine care on many levels and “the factory line” had been established.
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About this technology, it was there in the 1970s, when the new professor came [Icelander
trained in the UK] then a directive was made for women not to carry longer than 41 week and
their legs were put up in stirups, two and three at the same time, bombed and driven on with
the IV lines. This was of course terrible there were dozens of women that were not allowed to
give birth, to start their birth with their own contractions

(Midwife-Helga, 46 years’ experience, interview 14)

Technocratic models of care have rationalized childbirth to make it understandable in order to
control it (Davis-Floyd, 2001). It has also been suggested that, as the childbirth is indefinable
in the experiential sense, it has been deemed unscientific and must therefore be confined
within measurable limits (Siddiqui, 2005). These have been set by those with a positivist
philosophy of knowledge about childbirth, thereby rendering it to be certain and objective.
Consequently, clinical guidelines and protocols rapidly fossilize into rules that guide practice.
The midwives of the focus group of this study pointed out how positivist knowledge became
dominant in the 1970s-1980s when everything should be done by new dictates of the
workplace, imported and made by the obstetric Icelandic professor coming from the UK,
intuitive knowledge being ignored causing the midwife to “sort out her prejudices” against

this kind of knowing.

When I was training then this [intuition] was just blown out and everything was performed by
dictates, and if it had been possible they would have done dictates on spiritual things as well
[general laugh] ... There was very strong emphasis on these dictates, this was new and it took
me a long time to sort out my own prejudices, to stop to depend on these dictates.

(Midwife 1, in focus group)

Historically, women have been considered superstitious while men have been the progressive
light of reason (Jordanova, 1999). It can be argued that in midwifery practice in the last
decades the messages from above have come from doctors via protocols hence the metaphors
of doctors being “Gods placed on a pedestal”, the inner voice connected to intuition and
spiritual guidance being silenced. Relationships have also changed due to technology.
Midwives who remember time before and after technology are worried that midwives may be
losing their skills and identities. In a modern techno- society many thihgs disturb the calm.
This applies to the woman’s skills and knowledge to give birth. It can be difficult to use

“connective knowing” with the woman, for example because of the mobile ringing:
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I sometimes want to stretch the boundaries [interfere with the woman’s wishes] and ask
people to shut down the mobile, it both disturbs me in connecting with the woman but also that
in a way; it hinders the woman in making connection with herself.

(Midwife 4, in focus group)
In contrast to how the medical culture of positivist knowledge has dismissed or diminished
other ways of knowing (Jordan, 1997), midwife Eva, as a connective constructive knower,
with embodied knowledge, sees beyond limited compartments and advances her

understanding to how knowledge is constructed (Belenky et al, 1997).

Before the technology, you trusted your clinical skills, had this in yourself, but not in some
machines... I am very happy to have had my training before technology. I can not thank
enough for that. But you have to learn to use the technology, to take part in this professional
community; otherwise you have problems after graduation. There is debate about these two
schools and discussion about how good technology really is, but we need the best of both. You
cannot argue against one and agree with the other, you have to choose the best from both.
(Midwife-Eva, 28 years’ experience, interview nr. 11)

This contemporary midwife’s analysis of different knowledge systems in her midwifery
practice is maybe in line with Foucault’s writings in 1963 in one of his seminal books “The
Birth of the Clinic”, (2003), that the sciences of the past are not simply false constructs but
coherent systems of concepts that define and determine knowledge in a given historical period,

thus in this period in which we are living now we “have to choose the best from both”.

Eva’s words, as well as those of other midwives about the “sense” as a way of midwifery

knowing, can be applied to Lesley Page’s statements in reference to integration of knowledge

systems from individual relationships with women, in the “new midwifery”.
“The basis of the new midwifery is an ability to be sensitive to the individual needs of
each woman and her family, and to form and work from an individual relationship with
each woman. It also requires an ability to use scientific knowledge to ensure that care
is likely to be of benefit to individual women. In short, midwives need to bring
together personal sensitivity scientific understanding, and ability to continue learning
and effective clinical skills. They need to bring together both science and sensitivity to

practice” (Page, 2000, preface, 2004 p.19).
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From patriarchy towards partnership

Midwives were adamant in how interactions with women had changed from being based on

patriarchy towards being based on women’s wishes and choices which has also been the

policy of midwifery practice in other countries in line with the “new midwifery “of women

centred care (Page, 2000, 2004). They talked about a “revolution” when things started to

change for midwives and women in the mid 1980s and 1990s from patriarchy towards

_____ partnership. Before this, similar to the UK, midwifery training was dominated by a nursing —--- -

model and subordinated to medicine with a familiar

“hierarchy of the hospital system - where different professions constitute a quasi-
kinship system of doctor as paternal, nurse as maternal and patient in childlike role —

was embodied in the training of medics, nurses and midwives “ (McCourt, 1998, p.

34).

...the trend was that the woman was a patient and people just agreed to everything and did
not expect to get explanations...Now there are other times, they know much more, read more,
follow what is happening, get more information and expect to get it, ask questions. In those
years you could just say what to do, and they did not ask any questions.

(Midwife - Monika, 36 years’ experience, interview 10)

This change from patriarchy to partnership is illustrated in the following web of birth stories
across 20 years in Iceland which echoes a web of values and awareness of conflicting models
of care within each story. It is appropriate to present this narrative because it is very powerful
and I recognize the earlier story from my own experience when I was a midwifery student and
I could have been in this inhuman “room full of people”. This is a story to learn from about

different aspects of midwifery relationships which in a way speaks for itself.

While this story shows how maternity services can be abusive and disempowering, it
hopefully also demonstrates that progress has been made in midwifery care in Iceland.

It reflects changes in services with ideology returning towards midwifery models of care.
These changes can be related to the ideologies stated in the midwifery educational programme
at the University of Iceland introduced before and in publications such as the Changing
Childbirth report (DOH, 1993) which called for woman — centred services to meet individual
needs, moving from patriarchy to women centred care, informed choice, control and

continuity of care. From my point of view, these concepts have had rhetorical influence in the
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‘development of models of midwifery care in Iceland, and they interrelate as common
conceptualizations of midwifery models of care in other Western countries, both on a practical

and an ideological level.

A web of a birth story across 20 years

... [fell into the old patriarchy, like it had been in the year 1978, when I came [to the prenatal
clinic at the hospital] there I see a doctor who knows everything much better than I, he was

" always telling what was best for me, I felt that he talked over my head:.. he was trustworthy- ~- -

and he wanted to do everything for me, I followed him like a dog on a leash. He didn’t say a
word but looked to check if I did not follow him [on the way to be examined] then hefsaid he
was going to keep my journal. I had later to steal my journal and go back to the community
centre.

My situation was related to sickness and old ghosts from before appeared, - felt I was loszng
control. But it was great support to be in the contact with the same persons [a midwife and a
midwifery student]. To be in a stable relationship with the same persons who knew my

_ expectations. To have personal relationship through the pregnancy with people I know and

have them with me during the birth is invaluable. There is a connection that is difficult to
describe with words some kind of empathy, caring and a complete trust.
It is not possible to compare this; then I felt that I had been invaded, in the most private part
of myself. It is maybe rude to say it, but this was next to, being raped. I was there wide open,
and there were people running in and out, I felt dirty. I felt I was alone, very much alone, yet
the room was full of people. It would have been good to be able talk about this experience
afterwards ... this negative experience followed me for many years. At that time the baby was
Jjust a health problem, as he was taken with a vacuum extraction, and he was taken away.
Now, on the other hand I was involved all the time, not under the influence of drugs. I felt
when he moved his fingers during the birth, and that sense made mother’s love flow out of my
ears. I got him in my arms, new, wet, and he smelled so good and I felt this connection,
breastfeeding and so on...
It is difficult to describe how it is to go through labour without getting any analgesia. 1 felt as
if I merged with a Universal mother. My grandmother and my great grandmother were both
capable of do this and so could I. I saw myself as a strong woman. I would be able to give
birth just as women were able to do through centuries. I suddenly got this feeling of being a
woman. 1 felt like a Universal woman. After my first childbirth in 1978, my only thought was
to crawl back into my bed; underneath the sheet hoping that I would never have to see these
people again. I had no self respect left and I felt as if I was just a crotch. I did not have a name
I felt just like a crotch having a baby. This time I felt like a Universal woman.

(Margaret, baby born 1998, told in Ingadéttir, 2002, pp. 55-56)
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This web of a story above shows the way it can be used to identify models of care, interpret
previous experiences and link with the experiences of others in different times and places of
birth, between countries and the universe. Such a network of links, made by a narrative like
this one, can also be used as an analytical tool to compare social and cultural contexts when

researching and developing midwifery knowledge and models of childbirth care.

The latter story is highly educational for midwifery practice as it weaves together knowledge
_used in practice-with the human apprbach embedcied in the relationship with the woman at the
centre stage (Page, 2004) as well as indicating the strength of the ideology of midwifery model
in making progress and new traditions in maternity care for some women, illuminating the
personal connection of the relationship between the midwife and woman as the mother
Margaret described above: “There is a connection that is difficult to describe with words,

some kind of empathy, caring and a complete trust”.

“With Woman” and Connective Ways of Knowing

The narrative of “with woman” and connective ways of knowing, is structured around how the
midwives form relationships with their woman by being there, learning to know her,
developing trust, making connections, using ways of knowing from different knowledge
systems, including the intuitive and spiritual, acknowledging the woman’s concerns and

choices.

Elements that have been identified from health research literature relating to relationships and
spirituality are ; recognizing value and acceptance of each person, giving support/having
presence, “being there”, self-awareness, understanding, openness/using intuition, willingness
to help others find their own spiritual meaning, counselling skills, love and compassion (Hall,
2001, Hall and Taylor, 2004). These elements have also been identified in reviews of
qualitative research findings about experiences of birth and of the role of midwives (Bowers,
2002). As a part of midwifery practice the spiritual around childbirth may therefore be
incorporated as a dimension of midwifery practice but in a silent way, a “tacit” knowledge that

is in part uncovered and identified in the midwifery narratives of this study.
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Davis-Floyd and Davis (1997) found that there were differences in how the process of
developing intuition was experienced between CNM (certified nurse-midwife) midwives who
are educated and trained within medical settings and CM (certified midwife) who are direct-
entry midwives empirically trained by midwives, usually in the homes of the woman.

The CNM midwives seemed to regard intuition with mistrust, then move into trust through
lived practice experience, whereas the other midwives seemed to begin by trusting intuition
and move into confirmation from practice. They wonder if midwives trained in didactic
models of medical care are less likely to trust and rely on intuitioq. However, as their findings
were only from home birth midwives they needed more information from midwives working

in medical settings.

Interestingly, even though the midwives of this study all are trained in a medical setting,
though not in USA, these different processes of intuitive knowing were also identified by the
Icelandic midwives. In general they recognized intuition as an important part of midwifery
knowledge and experienced both types of processes, irrelevant of their practice background;
some had always worked in a busy technical hospital setting of fragmented care and some had

as short as 2-6 years of experience.

Spiritual abilities can grow in emotional situations, such as when celebrating beautiful births
or grieving the death of a newborn. It is self evident that stories were told about when things
went wrong, about events that perhaps help to develop spiritual knowledge. Stories, the

midwife “would like to be without”.

“Of course it sits in your mind... a story you would like to be without. I got a very difficult
shoulder dystocia and I just could not get the baby out, it was so difficult — It was difficult and
it still is. It was the doctor who got the baby. He, this wonderful boy was harmed and lived
only for a few months and it was because of the birth, but the heartbeat was fine. This is
something you don’t want to happen. I would have liked to be without this story”.
(Midwife-Rosa, 25 years experience interview 4)

It can also grow when the midwife has to challenge complex surroundings around childbirth,
for example deal with emergencies to save life. When Rebecca told a story about how she
assessed a woman and an impending uterine rupture and had to fight for an acute caesarean,

she said:
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I think I have someone, without doubt, someone who is fond of me and goes behind me, even
though I have not been looking for this [because she is not psychic]. It just is there, when you
need it.

(Midwife-Rebecca 45 years’ experience interview 6)

The question is if Icelandic midwives sense of having “someone behind” is because of the
great responsibilities that is inherent in midwifery work or if, in a medically dominated
practice, they do not have confidence in their own authentic professional knowledge. It could
also be the other way around, i.e. that they are confident and empowered because they have
the higher power, something like God or spiritual guidance with them as part of hidden
legitimate knowing in their midwifery practice. Thus midwives who have this kind of
authoritative knowledge on which actions are based (Jordan, 1997) are often highly respected

by their colleague midwives and doctors in practice.

Practitioners draw from previous experience or intuition to receive information about how to
proceed, reflecting a deeply embodied sense of personal knowing in practice. As was outlined
before, first the midwives talked about how they learn at the side of the woman from
experience and become confident in their work and learn to use intuition. They talked about
how they reflect and compare what is happening now with what has been experienced or
observed before, also with their knowledge of bio-medicine, obstetrics and textbook
midwifery. Secondly, they talked about how this inner knowing is there from the beginning,
not depending on a long practice experience, but more on her spiritual abilities, faith and
unknown resources. And thirdly, they describe inner knowing which grows in unity with

practice experience, in connection with the woman and the birth itself.

These different types of inner knowing interconnect on different levels interplaying with
different knowledge systems in the maternity services from positivist scientific knowledge to
higher power of spiritual guidance to the naturalistic power of women’s own knowledge about

their birth.

Through storytelling the wholeness of the experience appears, not so much in words but also
in atmosphere, similar to the descriptions of homebirth midwife Linda of how she senses if the
baby is born when she arrives, the home changes. In light of the spiritual side of midwifery,

the uniqueness of a relationship between the midwife and the woman could be linked to the
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fact that during childbirth a new spirit or soul is being born. By working as a “skilled
companion” (Page, 1993 p. 24), the midwife, in her connective ways of knowing, combines
clinical skills and scientific knowledge with an inner sensitivity to this significant event as a

new circle of life begins.

Partnerships and reciprocity

The findings of this study are in line with ideas behind the Model of Midwifery Partnership in
New Zealand (Pairman, 2000, 2006) and they support the model of interdependence (Fleming,
1998). They also relate to the conceptual representations of midwifery models in studies of

Kennedy et al (2003, 2004) and Freeman et al (2004).

The concept reciprocity has been identified as one of the key concepts of the midwife-with-
woman relationship (Fleming, 1998, Pairman, 2000, 2006, Stevens, 2003, Hunter, 2006). In
summary, authors describe it as being: episodic and reflexive, interactive and not always
equally balanced and constituting positive and negative experiences. These descriptions fit the
findings of this study and the diversity of the midwifery relationships. In general the notion of
reciprocity is a core element of midwives’ writings about midwifery relationships with
women. The different terms of the interdependence and the interacting of giving and taking;
keeping control or letting go; releasing and relieving express the reciprocal nature of

midwifery relationships with women

Underlying the Icelandic narrative of midwifery relationships are the ideas of One-to-One
midwifery of continuing relationship that allows the midwife and the woman to get to know
each other and develop trust over time (Page, 2003, 2004). They preserve a “with woman”
relationship even in fragmented care, using time effectively when they “sit over” or are
present with the woman at birth. The midwives narratives also coordinate with the ideological
statements of Icelandic midwifery education, particularly the following (see also p. 26)

e Midwives form a stable relationship with a woman and her family, provide holistic care and
take into consideration physical, social, emotional and spiritual factors.

e Midwives keep in mind the right of the woman and her family to information about choices in
health services regarding childbirth and support prospective parents in making independent
decisions in choosing services.

e Midwives work with the expectant mother and father everywhere inside or outside health care
institutions, at their own responsibility in order to empower parents to take active part in all
decisions about their care. :
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The findings of the study therefore support the notion that Icelandic midwives have a common
philosophy of care that is associated with a midwife-with-woman relationship, women centred

care.

In Stevens’ study (2003) on caseload one-to-one midwifery in the UK reciprocity was
identified as a major theme that referred to “the involvement of ‘self’, reflecting the different
nature of the relationships midwives could form with mothers in this type of service”,
encompassing something of their “individuality that they gave and something that they
received in return” (p. 221). Even though most of Icelandic midwives work in a system of
fragmented care, then they often seem to experience a similar type of reciprocity as Stevens
described. The smallness of Icelandic midwifery could there partly explain this as reciprocal
relationships could more likely be formed in small scale birth settings, such as out in the
country away from centralized care. One of the younger midwives compared her experience
between these places and described how instead of debriefing or talking about the birth with

other midwives on the labour ward she talked with parents “I had no one to talk to but them”.

In today’s midwifery care, where there is this strong focus on cooperation and reciprocity, the
old fashioned term of Yfirseta “sitting over” may be seen as patriarchal, rather than a
partnership, hinting towards surveillance, the “gaze” over or from above, borrowing
Foucault’s concept of disciplinary power (Foucault, 2003, Fahy, 2004). In contrast, it also can
be linked to how the “sitting over” means being continuously present with the woman, which
is fundamental in the forming of relationships which in turn can be empowering for both
women and midwives to provide safety of birth. Accordingly, having this term in Icelandic
and using it on day to day basis as part of the professional language seems to help midwives to
identify their roles in practice and how they develop their holistic midwifery skills, including

the connective ways of knowing with the woman.

Hunter (2006) uses the notion of reciprocity as a tool to explain negative and positive
experiences of midwives’ interactions with women and hopes for a debate about “the nature of
midwife-woman relationships and the factors that make them a satisfying experience for all
concerned” (p. 2). This study, however, proposes that the concept of reciprocity can be used to
explain the developments of connections with the woman. This is based on the identifications

of concepts and themes in the narratives of this study, and in reference to the midwifery
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literature. In other words the quality of the relationships depends on the midwife’s “being
with” where she bases her communication on reciprocity. Reciprocity means in the context of
this study; shared information between the midwife and the woman to make joint decisions,
and bring together aims and aspirations involving trust and sometimes compromise. The
midwife and the woman constantly respond on different levels of interconnectedness with
potential of empowerment for the woman and the childbearing family, furthermore with
potential for the midwife and midwifery knowledge. — “With woman” and connective ways of

knowing.

~ Furthermore, reciprocity entailed not only being able to connect with the woman, to learn to
know and meet her needs, but also to tune in with the birth itself, with embodied knowledge of
feelings, attached to their examinations of the body (Pitt, 1997, Davis-Floyd and Davis, 1997).
This was demonstrated in their language of how they “felt with their hand” or had to be “on
their toes” for possible problems, or how they looked at the electronic monitoring as being

detached and unreliable as is apparent in the exemplary narrative of midwife Gudrun below,

(see p. 171).

These issues need to be studied further and it is important to go on exploring the concept of
reciprocity to clarify what the term means and how it can be used in different studies, contexts
and cultures, both from the point of view of the woman, her family and the midwife, to

describe what is occurring in midwifery relationships with women.

The uniqueness of midwife-with- woman connective - relationship

The findings of this study have begun to yield some answers to an underlying question about
why midwives talk and think about the midwife-woman relationship in midwifery as being
unique, the heart of midwifery. The question is put forward as an important step in identifying

midwifery body of knowledge as separate from other health care disciplines.

Based on the midwives’ stories, I suggest that “the uniqueness” lies in the “connective
knowing” of reciprocity between women and midwives, where the midwife uses her holistic
midwifery skills, including the intuitive and spiritual knowing, and puts her trust on the
woman and has belief in her abilities to give birth rather than in technologies. This shift into

subjective knowing can represent a move towards greater autonomy and independence and
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towards a kind of maturity that has been called “connected knowing” (Belenky et al, 1997)
that can be related to the uniqueness of the midwife-woman relationship as a key component

of midwifery knowledge (Siddiqui, 2005).

Furthermore, the answer could relate to the concept of reciprocity and the making of
connections as being components of the midwife-with-woman relationship that has effect on
the development of midwifery skills and knowledge and thereby on normalcy and safety of
birth.

Surprisingly, little discussion was found directly on the concept of connection as being an
essential part of the relationship. In the midwifery literature the term is more used in passing.
Maybe this is because midwives do not separate their midwifery knowledge from the
knowledge gained from their interaction with the woman (Guiver, 2004) and because it can be
difficult to identify or “see” how connective knowing develops as a part of holistic skills of the
midwife. The relationship is indeed a complex interplay between body, mind and spirit in a
social context (Leap and Edwards, 2006). In this study, step by step, the narrative knowledge

of midwives begins to uncover this interplay, ways of connective knowing with the woman.

Exemplary narratives of connective ways of knowing

Midwives in Iceland are aware of and have had their education based on the parameters of the
modern obstetrical scientific knowledge. They constantly weigh their trust in normalcy of
birth using different ways of knowing, including inner knowing, against the consequences of
straying too far outside of medical protocols that are regarded as authoritative in courts of law.
This view was represented in many stories with underlying discourse about litigation. They
told about how they keep strips from the monitor “for the lawyers”, which is in line with the
homebirth midwife in USA (Davis-Floyd and Davis, 1997) who said:

“Assisting women at birth... is intuition...I listen to the baby’s heartbeat, but I don’t

really care about it, because I have this inner knowing that everything is fine...The

heartbeat almost never tells me anything, except it looks nice on a piece of paper to

document it” (p. 327).

In one sense midwifery practice has not changed in Iceland. Midwives are still at the side of

the birthing mothers even though they experience crisis at the workplace and have to fight for
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their place and work in a very different environment from half a century ago. They, as
midwives in the Western world, are aware of what is required of them by the rules of protocols
and clinical guidelines of the positivist knowledge and of technocratic medical models of care.
Awareness of these “rules” is underlying most of the birth stories in this study.

Yet, other aspects are present which was illustrated before in relation to how the midwives
deal with these rules (see pp. 147-148). The following story is in harmony with the account of
the homebirth midwife above and with how the midwives in Siddiqui’s study (1999) linked
intuition with a way of knowing when assessing normal birth. This story is also exemplary for
a narrative form of theorizing about midwifery, about developments of and use of inner

knowing in balance with other kinds of knowing or models of care.

In the context of a birth place out in the country in calm surroundings of a community
hospital, midwife Gudrun has developed a midwifery way of knowing, following her “inner
voice”, not putting her trust only on the rules of technocratic models of care, but rather on the
birthing woman herself in a reciprocal connective way (see also Gudrun’s narrative before on
p. 122). Her midwifery care is based on ways of connective knowing as a whole, between her

and the women who in this story “just knock it off...with this kind of view”.

...this has to do with the experience you have got in this profession, what happens there, this
inner voice which in some way helps you. The angel shift as I call it...It is a long time since |
started to take notice of it. | maybe did not do it at first, you were concerned with how things
should be following the book, the technology, how long to use the monitor and such. But now
when you have this experience, working out in the country then I just follow this inner voice. 1
use the monitor if I feel it is needed, and if not, then I just don’t do it. I don’t care if  don’t
have a strip, maybe this is not professional, but I just look, what is happening, what is effective
and I even use the old pinard, I find that incredibly cool...and if Idon’t think that is enough I
Jjust use the monitor to go on with, I just don’t find the monitor to be a secure tool, you have
seen so many things [when it gives wrong information] and it is so controlling...you can not
blindly put your trust on it. And it is just like the women out in the country they are more
cool, just near the grassroots, also the first time mothers, they just knock it off, they just go
into the birth with this kind of view.

(Midwife-Gudrun, 26 years’ experience, interview 9)

Place of Birth and Conflicting Models of Care

One of the oldest references found about “being with” women or “sitting over” the main plot
of the midwifery narrative in Iceland, is to be found in this narrative by Sigridur Jonsdottir

Vidalin around 1800 (Steffensen, 1990).

171



“With Woman” and Connective ways of Knowing

“When she [the woman] doesn’t want to move around she goes to the bedstead usually
to be on the side, because [we] the untrained midwives think it is harmful to lie on the
back (about other midwives who follow “the sitting over women” theories that the late
Jon Sveinsson, the state physician translated, I do not talk about). When the woman
has lain down, the midwife sits at the back of the woman and puts her hand on her
where she wants her to and where the birthing pains are the worst. Very few midwives
examine the woman as the most experienced ones think it is harmful and unethical,
rather waiting patiently for the nature to complete its role successfully” (Steffensen,

1990, p. 158).

Sigridur was one of the midwives of her generation who did not receive formal education but
was one of “the wise women who was entrusted to carry out the important task of helping
women in childbirth” (Gardarsdéttir, 2002, p. 18) and devoted themselves to the vocation of
midwifery which was not easy in a sparsely populated country, having to travel long distances,
on horseback across turbulent rivers. Travelling to place of birth has been a part of the
midwifery culture for a long time as can be seen from the working life stories of this study
presented in chapter three and five. The above old narrative mirrors the philosophy of
midwifery of belief in normality of birth. It is women centfed, but it interestingly, also has the
elements of conflicting models of care that are apparent in contemporary narratives of

Icelandic midwives.

The medical model is the dominant ideology of childbirth care in modem times which is in
part resisted by midwives with consequent tension between doctors and midwives as they
usually have different views about childbirth care, influenced by their educational background,
working environment and professional speciality. This contrasting continuum between their
respective models of care (Teijlingen, 2005) is also flowing in the public domain, represented
in social narratives about childbirth. One of the things I had in mind when I began doing this
study was to explore how these models of care are presented in the birth stories of Icelandic
midwives, asking the questions: What is the central narrative of the midwife’s work and is it

medically or midwifery oriented?

Even though the background of the midwifery narratives is medically orientated and

institutionalized, the midwifery values and beliefs came strongly through with the woman and
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her views being present in their stories (see discussions in the method chapter about going
back to the transcripts p. 93). The midwives in the study seemed to be of one voice, with the
same themes of “with-woman” model of care coming up in the stories of all the midwives.
This was not only found in stories from those graduated from the new educational programme
incorporating ideological statements of midwifery models of care, which indicated that this
ideology had long stayed with Icelandic midwives. This also supports the ideological base of
the midwifery educational programme. Overall, the central narrative about childbirth

identified in the midwives’ storytelling contains midwifery language and orientation.

Yet, it was clear that midwives in this study often feel they have little control over the ways
they practise midwifery. This they experience in a negative way as can be seen in the
paradigm story when the midwife’s heart is “not ticking” (see before p. 37). Midwives at the
University Hospital experienced tension and frustrations because of dysfunctional
organization of maternity services and because of conflicting models of care, and therefore are

unclear about what theories guide midwifery practice.

All this technology is degeneration and I find it terrible how everyone is afraid, how people
[midwives and doctors] do not dare to make a decision about anything on their own. They are
afraid that they are going to do something wrong, simply put, because of legal actions. We
know about midwives that have stopped working because they have been unfairly drawn to
into the mud. The time has changed in a terrible way, before you were respected and you

experienced trust.
(Midwife-Helga, 46 years’ experience, interview 14)

The midwives’ stories indicate solidarity of a less powerful group that speaks against authority
(Roberts, 2000), feeling that they are pushed to work by these modern authoritative social
narratives. This change overtime has been ongoing in the industrialized Western world, since
the 1960s with the introduction of the universal hospitalization of birth that has in some places
alienated midwifery (Page, 2004). This organizational context of midwifery care has served to
distract midwives from the fundamental relationship with women (Kirkham, 2000), leading to
the situation where the profession of midwives, in a society preoccupied with risk, continues
to become subsumed into technological science and away from the “with woman” focus

(Tracy, 2006). .
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However, even though this is reality, and the situation can be emotionally difficult for
midwives, their telling represents a balance of complaints on behalf of the women where

midwives, ironically, find ways to keep a “women-centred” factory line.

If you want to have the midwife “sitting over” with the woman, having it as a part of the
process, you have to have the staff. I always thought it very good to have the students, then

they sat over, especially if they were further along, then you could be on the run and looking
after 2-3 women and also being supportive both to the students and the women.

i e = == (Midwife-Helga, 46 years’ experience, interview 14)

e e e e

These working life stories of the midwives include negative experiences and this kind of
working environment make the midwives feel disempowered. As one of the midwives with 18
years’ practice experience, working on the busy labour ward at the University hospital for 11
years, described in a story she told in one moment of truth. She was concerned because her '
woman could not be reassured of having a midwife at her side during birth. Her work “gives -~ -
her pain” which is a source for emotional work (Hunter, 2001, 2004) and represents how this
kind of working patterns together with fewer midwives on shift, just as in the UK, results in
exhaustion and burnout as well as the need for professional support (Deery, 2003, Kirkham

and Deery, 2006).

“I fight the battle between these feelings of liking my profession, which today gives me pain,
rather than fulfilment, and the feelings of not being able to stay on the job. When I go home,
there are very few shifts when I think: today I have been a midwife, working with my woman,
helping her to take on this strange journey of pain that the birth is, helping her to be a strong
woman. There are constant examples of when I am performing tasks that are far too many for
one person. I even have two women at the same time, where one is not as far along as the
other woman who a year ago required a continuous “sitting over” but today she can not be
assured that she is going to have it”.

(Field notes, a midwife’s diary in May 2004)
This occurs in the fragmented centralized maternity services where the workload has been
increasing and access to midwifery care has changed because of the powerful political and
social factors. Reference is often made to what is allowed in the maternity services and the
theme “you don’t like to ask” recurs in so many women’s accounts of their maternity care and
show that they, and also midwife Helga, are aware of the busy-ness of the midwife in the UK

(Stapleton et al, 2002, Kirkham and Stapleton, 2004).
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There are many midwives leaving and new midwives do not come instead. How can you serve
when being on the run? This is of course not good. A big part of our practice is enabling the

women to feel safe....You should not come in [to the birthing room] like a fly. The women are
aware of this and don’t dare to ask because then they trouble us - it is of course terrible and 1

think there is a lot of this now.
(Midwife-Helga, 46 years’ experience, interview 14)

Conflicts of different knowledge systems and models of care are transparent in the stories
above and they also give insight in the cdmplexity of holding a balance while trying to work
with the woman rather than with the rules of the institution. To conclude this chapter on a
lighter note (or a good story for midwifery), the following narrative was chosen as a paradigm
exemplar of a midwife-with- woman relationship based on midwifery ideologies in a modern
hospital labour ward practice. It illustrates and defines the concepts of connection and
reciprocity, how it underlies the relationship and identifies an aspect of empowerment. In this
battleground of conflicting models of care, it is clear which model of care won. In this
situational context of place of birth, the midwife stood by her midwifery model of care, not

afraid to give information based on her knowing - with the woman - their connective ways of

knowing.

This is a story I find a good one, I was in Reykjavik, with a woman with twins, her second
birth. She had an induction ... and I met her before she was in hard labour and we talked a
lot. She was into natural childbirth and the birth went on very well. Then the doctors came
and wanted her to have an epidural, because she had twins and was in risk of having a c-
section, she really should have had an epidural. She did not feel that she needed that and
neither did I. She said if I need one acutely, I could have anaesthesia. She did not want
epidural and I supported her in that. They just came back, and now there were two of them,
and they said she should have it. She was not satisfied with this, and asked for explanations,
and they talked about what could happen with twin — B. She decided to keep it open, if she felt
she could not cope she would accept this, but it never came to that. I was able to be with her
all the time and she gave birth just fabulously to both her babies. I found this wonderful and a
victory for her, the doctors wanted her to have this epidural, just because that was the routine.
I was very happy that I got to meet her before she was in hard labour, we could talk, and we
got this connection based on trust. She followed me in what I had told her, rather than the
doctors, I liked that...I found her decision to be the right one.

(Midwife-Sigrid, 6 years’ experience, interview 12)

A good place of birth, “there has to be certain calm”,

Keeping in mind that birth stories carry on midwifery knowledge and traditions; what do they

carry for future midwives, mothers and their families? Are we going to be stuck in the birth
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story which tends to be medically dominant and institutionalized with conflicting identities of
midwifery practice, or are there ways to recreate traditions, preserve and restore the midwife —
with- woman relationship and hold on to midwifery and women’s unique skills and ways of

knowing about childbirth?

Davis-Floyd and Davis (1997) stated that post modern midwives are becoming experts in

balancing the protocols and demands of technologically obtained information with the

intuitive knowledge they experience in connections with the woman. They proposed that these
midwives have the potential of restoring intimacy around childbirth and that the deep
connective woman-to-woman webs can make a difference in turning around what is happening

to childbirth.

Many of the midwives talked about the disturbance or being on the run on the busy labour
ward and then they were not always open to inner knowing, intuition and the spiritual side of
midwifery. The home birth midwives in America (Davis-Floyd and Davis, 1997) also
indicated this by claiming that there were degrees or levels of connections that they could
maintain with the mother and the child depending on the degree they had with their own flow

of thoughts and feelings.

Midwife Monica, who had for most of her time worked on a busy labour ward, but also in
continuity of care midwifery group service within the University hospital, was not sure if she
had “someone behind” her as the midwives who had been practising out in the country. But
she understood what they meant spiritually and said that there “you need this, it is a great

responsibility to work there”.

Even though Monika’s background of place of birth was not out in the country, her following
narrative of “there has to be certain calm”, is parallel to stories that take place there and it
shows that there are opportunities to create a calm atmosphere or setting in the hospital where
there is a; “connectedness that facilitates as essential to receive intuitive messages” (Davis-

Floyd and Davis, 1997, p. 326).

Otherwise, if the midwife is “running” not with the woman, these feelings can be shut down

and she can’t hear her inner voice and experience and must therefore increasing rely on
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theoretical knowledge and accumulated experience from a routine practice which can be
intuitive or become internalized but based on another type of inner knowing, i.e. work

experience (see before, frame 10, 11 and 12).

This is not the end of the story. In most Western countries midwives are still supposed to be at
the side of the woman as they have been through the ages. But we are at a turning point and it
is vital to reform the place of birth. As one of the midwives in the focus group said: it is “not
only to have the “sitting over” but also to have calm surroundings”. Many authors agree with
this midwife (e.g. Berg et al 1996, , Halldorsdottir and Karlsdottir, 1996a, Fleming,1998,
Kirkham, 2000, Page, 2000). Leap and Edwards (2006) also claim that the relationship
between women and a known midwife is helpful to create this calm and decrease the
influences of the technocratic birth culture.

“The continued calm presence of the midwife, particularly during labour,

demonstrates to the woman that her experience is normal. The midwife conveys by her

unruffled presence that what she witnesses is to be expected and can be coped with and

that all is well” (Kirkham, 2000, p. 243).

In small scale communities and cultures of childbirth and maternity care such as Iceland, there
are potentials. Monica’s paradigm narrative should be a guide for practice development in all
places of birth for the woman and her partner. It describes a good place of birth for all women
and their families where the midwife has the facilities to “‘get this feeling” to make

connections and balance different ways of midwifery knowing.

I get this feeling, but there has to be certain calm, I need to be in a peaceful mind, I am not
running - when I get this feeling or when instinct works with me. Then I would be doing
something for the woman in calm surroundings. It is not only when I have to be on the toes, or
when I sense problems coming up. I can just as well get this feeling when everything is
normal. This natural event is happening and you are doing your best, guiding the parents. I
call this connection, or something, it is not exactly that, it is in the unconscious mind.

(Midwife-Monika, 36 years’ experience, interview 10)
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Chapter Eleven — Epistemology, Cultural Themes and Legitimate
Knowing

This chapter begins to summarize and synthesize this study’s findings, in a narrative form of
theorizing about midwifery knowledge, its epistemology and legitimacy, focusing on the
cultural context of and changes in place of birth in relation to the core narrative about “with

woman” and midwives’ connective ways of knowing

Uncovering Midwifery Practice Epistemologies

This study started in a very open way, by collecting birth stories and narratives, without using
a prior theoretical framework as theory was to arise inductively from the midwives’ own
storytelling, in this sense their telling and my choice of presenting their narratives provided the
framework of the study. It has been challenging to access and uncover midwifery knowledge
by looking at storytelling of their working life as a mine to dig in, and it has proven to be an

appropriate way to uncover parts of epistemological foundations in midwifery.

Epistemology has been described as a “branch of philosophy which deals with theory, nature
and scope and bases of knowledge (Greek episteme) or which investigates the possibility of
the knowledge itself (Macy, 2000) that from a feminist point of view represents fundamental
belief system about “who can be a knower”, in other words; can women? What tests must
beliefs pass in order to become legitimated knowledge? — “can subjective truths count as

knowledge?” (Harding, 1987a, p. 3).

Epistemology is concerned with theories of knowledge production, meaning that the
methodological reflection is itself an epistemological act (Letherby, 2003), which in my mind
is what I have been doing, reflecting narrative methodologies about midwifery, focusing on
the everyday working life where fundamentals of midwifery are put in the centre. Knowledge
has been reflected from a midwifery point of view rather than from the point of view of other
disciplines but in a cultural and social context. The study findings from midwives birth stories
will contribute to a growing body of knowledge about midwives ways of knowing in

relationship with woman at birth.
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Integration of Midwifery Knowledge Systems and Authority

There are different kinds of knowledge systems within modern matemnity services that tend to
collide as can be seen from the midwifery narrative presented in this study. By doing research
we are ultimately looking for “truth” or “correctness”. However, when identifying knowledge
as authoritative, anthropological analysts do not discuss correct knowledge but they rather
draw attention to that knowledge being authoritative if it counts as legitimate and has a “‘status
within a particular social group and to the work it does in maintaining the group’s definition of

morality and rationality “ (Jordan, 1997, p. 58).

Research findings about intuition within nursing in many health care situations can be applied
to maternity care especially within the hospital setting. However, in general there is a lack of
recognition of this kind of knowing because it has not been considered legitimate knowledge.
This is regardless of how it is an important component of decision making in clinical practice,
used by a large number of nurses in different settings (King and Appleton, 1997, Peden-
McAlpine, 2000). Similarly, although there has been a growing interest in how knowledge can
be gained through intuition in midwifery (Wickham, 2004) and it has been identified as having
authority among home birth midwives in USA (Davis-Floyd and Davis, 1997), this area of
inner knowing has not been studied and explored by the academia as a legitimate way of

knowing in midwifery.

Positivist knowledge, midwifery and uncertainty

In the period of Enlightenment there were shifts of meanings and changes in the way human
society and its relations with the natural world were conceived with a true positivist
knowledge being dominant instead of multiplicity of truths. In the term enlightenment there is
“an appeal to light as a symbol of certain form of knowledge which has the potential for

improving human existence” (Jordanova, 1999, p. 38), such as around childbirth.

Positivist knowledge of scientific medicine has been the legitimate and authoritative
knowledge in midwifery practice. This type of knowledge is based on the principle of
rationalism, “the establishment of scientifically determined standards generated through the

accumulation of data” (Barker, 1998, p. 1072). Based on this model, a definition of a universal
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“normal” is created, a composite of the body from which deviations are recognized as

abnormal.

Experiential knowledge and intuitive midwifery skills have not been seen as appropriate when
practising evidence based midwifery. Similarly, even though pioneers of evidence based
medicine recognized that the best practice is a combination of good research data with
practitioners’ skills and experience (Sackett et al, 1997), less focus has been placed upon
individual values and preferences, that is to look at the context of care or finding out what is
important for the woman and her family, talking it through and reflecting on outcomes,
feelings and consequences (Page, 2000). Instead the influence has been on narrow definitions
of best practice, the “certain” ones of modern science with little attention given to the
relationship between the care-giver and the woman, her skills and knowledge (McCourt and

Downe, 2004), the complexity of relevant evidence for each woman.

McCourt and Downe (2004) stated that instead of taking this linear or positivist approach to
evidence and knowledge, we could look at science as a paradigm of an ongoing dialogue, to
put forward questions and look for answers where decision must be made in relative
uncertainty. This dialogue can be looked at as one form of storytelling in midwifery practice.
Having a dialogue may, however, be difficult since midwives and women have long been

subject to external authority in most areas of life and particularly of childbirth.

The challenge is that midwives have learned and been a part of schools and institutions where

the positivist knowledge has been dominant and still is handed down in forms of protocols and
clinical guidelines. Consequently, there is always the tendency to think in dualistic terms with

difficulties of balancing and tolerating uncertainty and complexity of one’s own practice,

especially if midwives are overworked and “on the run”, then it is easier to work by rules or

work as a machine” and adapt to circumstances.

The midwives of this study experienced different legitimate authoritative knowledge systems,
one being the practice of patriarchy that was the norm until the1990s. Before that time women
had less information themselves with no access to the Internet and few books were available.
The same applies to midwives regarding levels of education, yet they were seen as having
expert knowledge forming hierarchal relationships with women.
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They [the women] just came in to give birth and were controlled by the midwives and the

doctors
(Midwife 1, in focus group).

This skilled midwife, who took part in the focus group interview, a mentor for midwifery
students, who graduated in the 1960s, gave her own humble reasons why, midwives and

women, in silence, received knowledge (Belenky et al, 1997).

I would like to let you know, to keep it somewhere, that when I was a student I do not think you

were allowed to think independently, everything was prepared for you, I did not, it was my

experience and maybe we also interacted with the women like that as well, I am not sure.
(Midwife 2, in focus group)

Even though the midwives were very open about experiences of inner knowing in a matter of
fact way, they tended to lower down their voice and smile shyly as they were not used to
talking about this side of midwifery. Some of them had never talked about their prayers or the
lucky charms they take with them to work, like the midwife who always wears her
grandmother’s ring, who also was a midwife, when she goes to work (see frame 14), "'l am just

superstitious”, she said.

Midwives who graduated in the years 1970s-1990s explained how this kind of knowing was

derided and described how they did not allow themselves to use intuitive knowledge.

“You pushed this away, you didn’t trust those feelings, yes pushed them away, now I
experience this as a part of my inner self...this is without doubt something you can allow

yourself to develop... you learn gradually to trust this “.
(Midwife 4, in focus group).

In this environment it can also be difficult to use intuitive knowledge in practice, when you

have nothing concrete in your hands, as this midwife who had just herself, her inner knowing:
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... Once [when she worked out in the country] I mentioned this to a doctor, and said that I
wanted to transfer this woman because I sensed that the birth would not go well. There was
nothing to find, and he quite told me off and said: “you should never allow yourself to sense
things, you have to see”. This woman was having her third baby and everything went well in
the other two, but she had a very difficult birth and she had to be transferred.

(Midwife, 3 in focus group)

The dispute for midwifery as a health care profession is that intuitive knowledge does not fit
into the parameters of dominant medical science (Wickham, 2004) and there is debate about
the use of intuitive knowledge in decision making in evidence based practice as was apparent
in the narrative above. This narrative and those of this study however, support arguments that
this kind of knowing is a useful form of evidence that can be added to other kinds of
knowledge to advance practice, which refers to constructed knowledge (Belenky et al, 1997,
p.138);

»truth is a matter of context in which it is embedded to greatly expand the possibilities

to think about anything, even those we think is most elementary and obvious”.

Subjective knowing, midwifery and certainty

Although subjective knowing is considered to be the opposite of positive knowledge, it is also
rigorous in the sense that there is still the conviction that there are right answers; the
foundation of truth simply has shifted locale (Belenky et al, 1997), meaning that the midwife
can depend on knowing derived from inner experience, which has been defined by a
psychotherapist as “a combination of readiness, willingness, openness, trust, imagination,
creativity and determinism” (White, 2004 p. 75). The midwife can therefore be sure on some
elementary level that things are right or not right. This knowing based on spirituality, feeling,
intuiting and sensing appears to contribute immensely to a final revelation of assuredness how

to practise midwifery skills with woman in different situations.

Subjective knowledge has been associated with myth which has been identified by Jung (1995
[1961]), as
“the natural an indispensable intermediate stage between unconscious and conscious
cognition. True, the unconscious knows more than the consciousness does; but it is
knowledge of a special sort, knowledge in eternity, usually without reference to the

here and now, not couched in language of the intellect”. (p. 343)
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The metaphor of voice and silence is well known in feminist writings in relation to imbalance
of power (Belenky et al, 1997, Edwards and Ribbens, 1998). Belenky et al (1997) described
this as the long journey women must make to claim power of their own minds and voices. This
can be associated with how midwives of this study said they had to learn to listen to and take
notice of their inner voice, connecting to the woman. This, for them, could be empowering and

helpful if they have to fight for or with their woman in a medical system full of protocols.

Inner knowing in combination with knowledge produced by known scientific methods is a
theoretical challenge, especially if it raises questions about the higher levels of knowledge as
Jung indicated:
“The maximum awaréﬁess which has been attained anywhere:forms, so it seems to me,
the upper limit of knowledge to which the dead can attain. That is probably why
earthly life is of such great significance, and why it is that what a human being “brings

over” at the time of death is so important”, (Jung, 1995, p. 343).

Childbirth is a rite of transition (Van Gennep, 1960 [1908]), with psychological openness and
receptivity (Davis-Floyd, 2003). Roots of midwifery knowledge lie in the universal history of
traditional knowledge of childbirth where a long line of ancestor midwives, long before
modern knowledge of midwifery and medicine, worked in “another kind of reality” or

“intuition” where women “viewed themselves as a part of the larger cosmos” (Vincent-Priya

p-18).

In a sense, inner knowing might be in Jung’s words “brought over” through transition to

modern midwives as a part of a higher level of knowledge by an “internet” of birth stories.
They could be used to send out knowledge which is in-between the two poles of subjective
and positive knowledge, to interpret experiences and link with the experiences of others, in

different time and place of birth.

The following narrative from a UK midwifery researcher is an example of transmitting and
receiving knowledge by the Internet. It represents global knowledge about midwifery in the
form of a dialogue between midwives about midwives’ ways of knowing of work in progress,
i.e. “An exploration of the epistemological landscapes of holistic midwives in relation to post-

term pregnancy” (Oral communication, 15" of March 2006 with Sara Wickham).
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I guess I've learned, I’ve grown to trust them more and more, these sort of feelings
and sensations, and it might be also from talking to midwives who rely on that as well,
what people have called intuition or common sense or that inner voice ... it’s very
difficult to talk about this without sounding holy or New Agey because I’'m not New
Agey. I've got my feet on the ground ... but I do have to say that occasionally when
I’ve been at a birth and I’ve had to face something I’ve never had to face before, and
I’ve never done before... I have inevitably felt accompanied by what I can describe as
a multitude of midwives from, well the other times. It’s a feeling, I still have that
feeling on my back it’s as if all of a sudden I grew these huge wings from the back of
my body that were hundreds and thousands of faces of these old women, ancient
women that were midwives and it’s not something that I can describe very easily...”

(Homebirth midwife, quoted by Sara Wickham, work in progress, March 2006)

It is noteworthy that, just like the Icelandic midwives, this midwife highlights that she is not
talking about being “holy or New Agey”, here again it represents an embedded knowledge

which in a way is “rational”.

Although we do not know a way to present appropriate proof of life after death or
“perseverance of the soul after”, there are experiences that make us thoughtful and can be
taken as “hints” (Jung, 1995, p. 343). It is a fact that many of the midwives of this study think
they are “not alone™ at birth and that they have “someone behind” them. These kinds of
spiritual abilities blended with the subjective assumptions of truth which have been intuited in
practice in a private personal way as remains of absolute thinking (Belenky et al, 1997), are
powerful and knowing this as legitimately known can be a revolutionary step to add to a

growing body of diverse knowledge in midwifery.

Hall (2001) introduced her book “Midwifery, Mind and Spirit” by stating that writing it was
for her a beginning to address spiritual issues seriously with the aim of encouraging research
in order to gain credibility in academic disciplines. Even though the dominant knowledge
system has been based on the positivist and concrete scientific measures and uncertain
subjective knowledge is difficult to tackle, the mystic side of this kind of knowing should not

be a drawback for midwives. It should rather reinforce and stimulate new ways of seeing and
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doing research, to develop knowledge of midwives’ inner knowing and to gain the respect and

legitimacy of the academia which it certainly deserves.

As “a matter of fact” rational knowledge has been based on empirical information derived
from the senses that were deemed to be the best foundation for secure knowledge (Jordanova,
1999), thus in the end this kind of knowing can hopefully be universally accepted as a “fact”
based on the philosophy that something can be known without experiencing it (Siddiqui,
2005); it is there even though you can not see it. Even though the midwives’ experiences of
inner knowing defy rationalist explanations, they can be explained by subjective knowledge
transmitted by language through narrative accounts with different types of qualitative research

such as phenomenology or by using narrative methodology as has been done in this study.

Midwifery narratives can be looked at as examples of ways of knowing where hidden
knowledge of midwives “comes to light”, as a symbol of “new enlightenments” of knowledge
in between dichotomies of opposed terms that mutually define each other (Jordanova, 1999)
where positive and subjective knowing meet, with multiple truths of midwifery practice that in

this study have been represented in the context and values of midwives’ birth stories.

Midwives could go back to their roots and towards the future, recognizing both inner and outer
perceptions, connecting to the wisdom of their ancestors by a pathway of inner knowing of
intuition and spiritual awareness, grounded in their practice of childbirth and connective ways
of knowing with the woman, in balance with other knowledge systems, such as positivist

scientific bio-medicine.

Battlegrounds of Childbirth

Overall, place of birth has moved from home to hospital and from small birth centres to
centralized high technology hospitals where the medical model dominates the services. This
environment is transparent in midwives’ storytelling, and it gives insight into the complexity
for midwives to hold a balance, using different kinds of knowing, including the subjective
while fighting to work with the woman to meet her wishes rather than those of social

institutions.
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The roots of midwifery lie in the support given by women to one another around the time of
birth. Then the midwife works alongside with the woman, understanding her life and
circumstances (Page, 2003). The midwives in this study usually work in this “old fashioned”
way, as they have through the ages, and they are still alongside the woman during birth even
though they mainly work in high tech surroundings and medicalized settings. However, as has
been pointed out many times, there is a contrasting continuum between the midwifery and
medical models of care which has, along with the influences of the institution, created a
battlefield over birth, upsetting the workplace which again places many midwives in conflict
with their own holistic paradigm of having trust in birth and the female body (Davis-Floyd and
Davis, 1997) which in turn affects developments of midwifery knowledge.

Cultural themes and changes in place of birth

In preceding chapters it was identified that the midwives of this study were of one voice
expressing midwifery ideologies and all of them experiencing and using different types of
inner knowing, the intuitive and spiritual, irrelevant to place of birth and work experience.

In part these findings were unexpected. In the first place, descriptions of the different types,
such as the supernatural or transcendence, are not to be found in the Western midwifery
literature. Hidden cultural elements of midwifery have “come into view” (Kristmundsdéttir,
2006) and as they do not fit the norm, they need explaining. Secondly, this was unexpected as
one would have thought that peaceful places of birth, such as out in the country or at home,
would more likely create the space needed for the development of the inner spiritual knowing,
but not the busy industrial hospital labour wards of modern times. My attention was drawn to
what Icelandic midwives could have “remembered” culturally, so I looked for theoretical
cultural concepts to inform my findings in order to understand better what has had influence

on midwives’ way of knowing in different places of birth.

One way is to use symbols and metaphors in cultural studies which examine the natural and
social phenomena in terms of oppositional characteristics that are familiar in feminist writings,
as was discussed was earlier. They are the cultural and contrasting conceptual domains of
midwifery and obstetrics (Rothman, 1982, Oakley, 1993, Davis-Floyd, 2001) that explain
power relationships of gender in midwifery. This includes the hierarchy of knowledge in
which the scientific positivist knowledge is inherently male and therefore claiming superiority

over female intuitive knowing (Cahill (2001). The rhetoric is that women have a kind of
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intuitive knowing as a feminine trait and feminist writers have pointed out that women have

been labelled as such to imply a lack of their reasoning abilities (Annandale and Clark, 1996).

Transformations between sets of dichotomies performed all the time, with each polarity
having its own history in relation to the other (Jordanova, 1999) could fit midwifery and place
of birth in Iceland. The analysis of Hastrup (1985), a Danish anthropologist, who did a study
in Iceland in the period around 1982, is relevant here. Hastrup identified major conceptual
oppositions between “inside” and “outside” representing socially controlled areas as culture
and the un-controlled areas of experience as nature (Ortner, 1974, Ardener, 1975a, Ardener,
1975b) in the social and cultural system of Iceland. Similarly, childbirth stands at the junction
of the two worlds of nature and culture “Like death and disease, it is a biological event, but the
defining feature of biological events in human life is their social character” (Oakley, 2005, p.

151), which in many ways is influenced by context of place of birth.

Until the late 19" century, there were no towns or villages in Iceland and farms were scattered
around the country with livelihood from farming, which by nature is domesticated, and fishing
which takes place in an untamed nature. The pairs of town and country therefore have roots in
the Icelandic history of settlement. Local communities of sveif are embedded, meaning the
“countryside” as opposed to “town” and of “tradition” as opposed to “modernism”. The farm
itself symbolized the social of inside as opposed to the “wild” outside and each of the
farmsteads represented a complete social universe, (Hastrup, 1985) where births also took

place with the midwife.

In the Icelandic farm life the social organization contained both male énd female aspects and
according to the analysis of Hastrup, females in Iceland were not always identified with nature
as opposed to the male culture as has been argued within classic feminist anthropology
(Rosaldo et al, 1974, Ardener, 1975a, Ardener, 1975b). Thus, culture was associated with the
farmstead and nature with anything beyond the fence around the farm. Inside the society of the
farm Icelandic women were not muted and had their voice. Generally the tending and milking
of cows was considered to be female tasks in contrast to sheep-rearing, which was a male task
(Hastrup, 1985). The men were inside the farm but also roaming about in the wild, engaged in

“hunting”, with additional space for “culture”, that “asserts itself to be not only distinct from
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but superior to nature, and that sense of distinctiveness and superiority rests precisely on the

ability to transform- to “socialize” and “culturalize” — nature” (Ortner, 1974 p.73).

Interestingly, the older midwives of this study had male task roles inside the society of the

farm and were often called to assist in the lambing season.

Through the years I have been called to help the sheep. The first time I went I did not know
anything about how to do it, but I learned by experience and by how people believed that I

would succeed in anything.
(Midwife-Hanna, 48 year” experience, interview 7)

In the spring in the lambing season, it was self evident for people that I should help the sheep,
and I was not very competent. Once I found out that a sheep which could not give birth and
the farmer who had examined had not found anything, that everything was closed. I examined
the sheep and found that the uterus was retroverted and by turning the sheep around to be on
the back I could turn - and the lamb was born, of course it was dead.

(Midwife Elsa, 50 years’ experience, interview 3)

These narratives show how midwives were recognized as having culturally valued authority
(Rosaldo, 1974) being considered to belong to a dominant social model rather than a muted
one, having a place both inside and outside culture, and this having empowering effect, even

giving them certain male characteristics. Midwives have to be tough as well as caring.

Migration from the countryside to the urban areas started in the second half of the 19" century
and the pattern of high urban and low rural infant mortality frequently observed elsewhere in
Europe was not found in Iceland. This has been explained by the fact that in towns or villages
cow milk was not available and therefore breastfeeding was more common than in agrarian
districts where milk was produced at the household level (Gardarsdéttir, 2002). This can be
looked at as an example of how nature had been socialized inside the farm with artificial

feeding of the newborn, whether male or female!

Northern mythology and the magic nature, superstition and beliefs in fate and predestination is
embedded in Icelandic culture with Huldufolk, or “hidden people” still to be found, not only
in living memory as a strong image of the nation (Harding and Bindloss, 2004), handed down

from generation to generation and in folktales (Amason, 1961, Jonasson, 1961), but also

188



“With Woman " and Connective ways of Knowing

regularly in the media, when these hidden people or elves disturb builders of houses, because
they unfortunately have been moving and bombing their homes of rocks. Their spell is in
evidence, machinery broken down and workers ill. Recently it was in the newspapers that the
town council in Vogar got Erla Stefansdéttir, a well known spiritualist, to talk to the “grumpy”
elves and ask them to leave their hill, while the workers finished building a home for the
elderly. They came to agreement and the elves said they would move back and take care to
support those of the elderly people who needed it. Thus it is not so bad to have the hidden
people for neighbours! (Grettisson, 2006).

Possibly this kind of national and cultural traits could, in part, account for midwives’
connections and inner knowing. Many folktales deal with midwives who helped and attended
births of the hidden people, and if midwives were thought to be incredibly lucky in their work,
it was considered to be a éign of something supernatural or that they got help from the hidden
people or the fairies. They were paid with the pledge that the midwives and their families
would have a happy life and often they also gave presents, beautiful clothes made of silk or
pieces of silver. Porbjérg Porlaksdéttir was a lucky midwife who practiced for nearly 50 years
in Rangarvallasysa and died in 1824. She once helped a hidden woman early on and therefore
she had good fortune and luck with her for the rest of her midwifery practice (Folktales by
Gudni Jonsson, cited by Sigurdardéttir, 1984).

Women in general, while having a voice inside the social farm of Iceland, were however,
excluded from the men’s wild and remained inside for protection, as they were not considered
to be able to perform in the environment of nature and therefore considered to be in danger
when outside the fence under threat from uncontrolled forces (Hastrup, 1985). From a
midwifery point of view, regarding its place within culture and nature, it is of interest how one
of the most frequent dangers was meeting the hidden people who would for example capture

women or “mid - wives” in order to help their women to give birth.
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Movements and gendered midwifery knowledge and practice

Historically, midwives as females and the medical profession as males have been seen as
struggling over professional territory linked to developments of modern health care systems
(Kent, 2000). Analogy has been drawn between the patriarchal nuclear family and the
relationships between the obstetricians, midwives and women. Here the obstetrician is seen as
the “father” and the midwife as the “wife”, necessary and useful, but inferior and the woman
as passive and “good” and willing to make use of all the technology and give birth in the
hospital (Squire, 2003). In this sense the changes of place of birth and the position of
midwifery has been structured by gender relations.

“The male role in obstetrics paralleled the male cultural role, socialized to be masters

of their own fates, families and environments, the same kind of impulse possessed the

men who first took over childbirth from the traditional carers of women, midwives”.

(Oakley, 1993, p. 71)

Iceland is known for having strong emancipation women’s movements. A case in point is the
commemorative event organized because of the United Nations proclaimed Women’s Year of
1975. On October 24 that year around 25,000 Icelandic women took a day off to remind
society of the role women play in its running, their low pay and value of their work inside and
outside the home. Women marched down town in Reykjavik to speak up for women’s rights
and discuss women matters, a real grassroots of a quiet revolution of all kinds of women, and

this was a wake up call for many.

Annadis Rudélfsdéttir (2005), a feminist and now a lecturer in psychology at the University of
the West of England, was 11 years old at the time; she tells this story in an article in the
Guardian in October, 2005. She claims that this day was a spur for action and that the
solidarity of women contributed to the five years’ later election of Vigdis Finnbogadéttir, the
world’s first democratically elected female president. Vigdis shares that view. “After October
24, women thought it was time a woman became president”...“the finger was pointed at me
and I accepted the challenge”. Sadly 30 years on, Icelandic women still have to fight their
way. A statistic shows that Icelandic women earn on average 28% less than men (Mdsesdottir

et al, 2006). A second rally was organized for the 30™ anniversary and women were
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encouraged to leave work at 2.08 pm, the time by which they had earned their pay if they had

been men.

Hastrup (1985) discusses how, given the firm position of women within the social farm and
virtual non existence of female muteness, it seems paradoxical that women’s moverﬁent in
Iceland has needed to be so strong. She argued that women became muted by urbanization and
new economic structures as in other Western societies and that when the entire society had
gone “wild”, women lost the positions and were relegated to the subordinate position they

always had in the men’s wild, rendering the importance of the women’s movement in Iceland.

Kristmundsdéttir (1997) on the other hand, came to the conclusion in her analysis of Icelandic
women’s movements that their origins were far from peripheral, that they were situated in the
centre of the ongoing social process, originating in social and conceptual factors particular to
Icelandic society. With urbanization, women in Iceland were not inside culture anymore and
had moved out to the dangerous wild where the hunting male at the seaside retained his
position and dominated. Women were not supposed to be there and had no position. Place of
birth was changing as well and by the end of the First World War the situation changed
rapidly in Europe and midwives were “alarmed at the erosion of the practice of home birth”
(Thomson, 1997, p. 21). Births became institutional and in modern times they take place in the

“wild” busy hospitals.

In Iceland, conflicts between midwifery and medical models of care emerged in the Icelandic
Midwifery Journal, which was founded in 1922. The first president of the Midwifery
Association, buridur Bardardéttir, who also was a town midwife in Reykjavik and a teacher of
midwifery students, wrote in 1932, Liésmadrapankar or “Reflections on Midwifery” in the
Icelandic Midwifery Journal (Bardardottir, 1932a) about the good results of high breastfeeding
rate and low infant mortality rates, thanks to postnatal care of midwives and good cooperation

with doctors. However, she also points out that:’
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“Tt has become fashionable in this country, particularly in Reykjavik, to have a doctor
present at all births even though there are no problems, and a midwife present who has
the best education available. It is my view that this is unnecessary and a bad habit.
People consider that it is the main responsibility of midwives to call the doctor if at all
possible, when there are deviations, and that this they will not at all forget, thus people
can rest assured” (p.2)

She also wrote,

“a lot of help is often dangerous, and doctors more than midwives are at risk to act
instead of allowing time and nature to lead. The fault also lies with the mothers and
their families. The doctor is cheered on and it is in goodwill of all to speed the finale

with great rewards” (p.4)

The Medical Director of Health at that time, Vilmundur Jénsson, reacted to these writings with
a personal letter that illustrates power relations between doctors and midwives and his
strategies to silence this leader of Icelandic midwives, as “this should not be discussed with
others”. Puridur reacted by publishing his letter (Bardardoéttir, 1932b, p.13), in the following
journal. The following is a quote from his letter:
...“Your article is presented in a way which is not befitting the president of the
Midwifery Association of Iceland, and is likely to encourage conflicts between doctors
and midwives. I know that doctors don’t like your writings and some suspect that this
is caused because of grudge and competition with the labour ward at the National
Hospital, which is of course a difficult opponent for practising town midwives...I have
to say that as the public depends on the cooperation of the two professions and on the
supporting of each other in their important work, it is bad if conflicts arise between
doctors and midwives. This it presented to you for guidance and will not be discussed

with others”.

buridur wrote her own response ending with the following words; ...“I will as before have an
opinion, both on childbirth care and other matters, and make them official if the occasion

arises” (p. 16).

Thus midwives have had to fight for the position and the roles they used to have at the place of

birth and similar to women’s movement in Iceland this springs “from a mesh of a social
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processes, socio-structural relationships™ (Kristmundsdéttir, 1997, p. 234). This could have
enkindled contemporary midwives’ “movements” to promote normal birth and midwifery
ideology, working in partnership with women, which is mirrored in the battleground over birth
with conflicting models and narratives of childbirth which in turn has influence on

childbearing women, their views and standpoint.

Yet, the country midwives of this study talked with great respect about their working relations
with doctors which perhaps originates in the cooperative status of women and men in the
society of the farm, but also because of different cultural time and place. This changed with
emerging medicalization of society and as the midwives said: it all started to change when the
old doctor left. While doctors and midwives worked in different ways rooted in their
professions’ history, there was an overlap of networks which allows for human agency. Both
doctors and midwives incorporated ideas and practices from different sources, operaﬁng in
their historical moment in the countryside. In that sense modern conceptualization of medical

versus midwifery models should not be imposed onto the past.

This kind of cooperation between midwives and doctors was also found in Pitt’s analysis
(1997) on gendered knowledge in midwifery and medicine based on five interviews with
midwives and doctors who practised in the Swansea area between the end of the Second
World War and the mid-1970s. Her findings suggest that it cannot be assumed that there is a
correlation between the biological sex and the doctor/midwife divide and that male takeover
should be framed in the terms of gender of practice rather than of the biological sex.
Furthermore, there were male and female roles which could be performed by either sex.
Normal delivery was, however, for the female while the male role was to intervene when the

female process failed.

These roles have been historically manifested by the decline in midwifery in the 18" to the
20" centuries (Towler and Bramall, 1986, Donnison, 1988) and by the male monopoly over
medical professionalization (Witz, 1992). Moreover, the developments of obstetrics in
maternity ‘services have in turn had influence on the medicalization of normal birth? Pitt’s

analysis revealed the following oppositional concepts.
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Medical discourse Midwifery discourse
Male Female

Clinical beings Social beings
Avoidance of risk Acceptance of risk
Clock time Nature’s time
Control, interventions Letting be, allowing
Seeing, examining Listening feeling
Detached Attached

Discursive knowledge Embodied knowledge

These categories are not seen by Pitt as two solid separate categories, but rather as networks
which overlap with each other in a wider social and cultural context. Individual experiences do
not take into account the dominant social structures and interactive factors which influence

understandings of culture of childbirth.

In the 1980s-1990s as the ideology of and standards of modern medicine became more
technocratic and interventionist, the doctors in Iceland wanted women to leave the

countryside, as midwife Anna said:

He wanted to be free of them. I did not think like that I just wanted to live up to it [accept the
challenge and the uncertainty].

But at the same time she understood the new generation of doctors.

They do not learn, they need training, they do not have the confidence...1t is of course different
today because of litigation threats...that you were not aware of; this kind of thinking. You
stood by your woman and you would not think that they would sue you or think that it was

your fault.
(Midwife- Anna, 47 years’ experience, interview 1)

Midwife Dora, who works in a country hospital where births still take place, but with the
threat of closure, talked about different levels of working relationships with doctors not
accepting the monopoly of positivist knowledge that concurrently undermines existing ways

of knowing of folk wisdom (Barker, 1998).
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Doctors are of course afraid, it is understandable, but I think we have to respect each others’
views and work together, cooperation is important. But they do not always use wisdom. It is -
completely different to be clever and know about things and not use wisdom, but I think they

are learning to accept this.
(Midwife-Dora, 32 years’ experience, interview 5)

Implicit medical power is embedded in discourse about childbirth which facilitates
medicalization of maternity services. This has influence on practising midwives, on what they
stand for and it has made many of them silent about their work and knowledge. By the same
token, social dominant powers in the United States propagated not to mention midwives in
official reports and booklets about maternity care. This way of writing folk wisdom and
midwives’ knowledge out of the public health discourse on pregnancy and childbirth has
powerful rhetorical influence and has helped to reconceptualise maternity care (Barker, 1998)
not only in the United States but universally. Gradually this taken for granted definition of
technocratic models of childbirth has been accepted in society (Barker, 1998). This has led to
polarized thinking of “right” or “wrong” practice which means that everything between the
opposing poles can be ignored. Such an environment of dualism can encourage midwives to
go on being passive learners as they have long been “dependent on authorities to hand down
the truth” (Perry (1970) cited by Belenky et al, p. 9), the “truth” of risk mediated and

technocratic institutional models of care.

A well-known dualism that has “ensnared” midwives is the one of low-risk and high risk,
where midwives have been considered to be the experts of the normal, or the low-risk. The
analysis of Devries (1993) leads to, in his words, the “unfortunate conclusion” that if
midwives keep on stating for example that they are “the guardians” of normal birth, it
threatens their credibility as a professional group because prestige and power is given to those
who manage high-risk situations. This puts midwives in the position that in order to enhance
their status they might have to renounce their tradition and ideology which they in part already
have done. Midwives have taken part in the implementation of technical routines, such as
episiotomy, regular vaginal examinations and convenience inductions of labour, that all have
been associated with increasing male intervention, the point being that such interventions are
not female even though they are carried out by midwives (Pitt, 1997). Gendered discourse

should therefore be fluid with constant process of negotiation between all parties concerned.
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Following the migration to town, the Icelandic midwives at first retained their position in the
place of birth at home as parallel to the farm, but in the hospital, the midwives were again in
the wild dominated by the male but at the same time they kept on working in both places of
birth, home and hospital - in nature and culture (both inside and outside). With midwives in
this position, culture can not rely on the fact that under most circumstances it transcends

natural conditions (Ortner, 1974).

In light of the extremely rapid and relatively recent changes from country to the town and
drawing on the analysis of Hastrup, perhaps Icelandic midwives have taken elements of their
knowledge from the farm life with them to the hospital where they still use inner types of
knowing, not having lost their spiritual role as midwives. Icelandic midwives, have potentials
for their voice to be heard to in different places of birth and are challenged to fight for their
position. Given that culture implicitly recognizes and asserts a distinction between the
operation of culture and that of nature and that its superiority rests on the ability to transform
and to socialize the nature (Ortner, 1974) it is not surprising that midwives experience
conflicts of associated models of care, as is illustrated below in diagram, presented as an

overview of cultural themes and changes in place of birth (see diagram, 3).

Cultural themes and changes of place of birth

Outside — Nature
Country

Battlegrounds
~ of bith

Inside — Culture

Town Dialogue between different sets of power relations
and ways of knowing
Diagram-3
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It is a “universal fact” that cultural conceptions and symbolizations of women, in this case
midwives, are extraordinarily diverse and can be mutually contradictory, and that their relative
power varies from culture to culture of different time and traditions (Ortner, 1974). The
diagram above demonstrates cultural concepts and themes and even though they are
oppositional they are not straw concepts of polarities but of continuities that mirror power
relations on a battleground of birth where a dialogue is needed within different sets of power
relations (Sandall, 1995) such as the managerial, inter-occupational between midwives and
doctors and among midwives and women, to strengthen midwifery knowledge and integrate
different ways of knowing in order to benefit childbearing women and the families in the

maternity services.

Modern place of birth is the hospital which historically was the farm or the home of the
woman and her family. With this is mind, both could be considered as parallel to the hospital
rather than being the opposite, which in itself is a contradiction and illustrates the complexity
of these cultural concepts as well as the reasons for midwives’ position in society, their models

of care and ways of knowing.

To be a midwife is a cultural and historical experience (Hunt and Symonds, 1995) that differs
over time and between places of birth. The midwives of this study have gone through rapid
changes and many continue to redefine their practice based on reciprocal relationshipé with
the woman with negotiations and mutual decisions to be a “real” midwife, as homebirth

midwife Linda describes as follows:

Through my long period of midwifery practice I have experienced a lot of changes. At first
there were very few caesareans; maybe about 3% ... I took active part in learning everything
about the technology, the monitors and epidurals. I didn’t like it very much but I used it
intensively as you do when you work in big institutions. Then I went to Denmark and there
they used the monitor not as much [as in Iceland] and I learned about water and water births
and I - just was set free. I just saw how wonderful this was for the women to use the water and
how they were in control of their birth, and I started to think that maybe they should be
allowed to have control - I have changed a lot. In homebirth I have distanced myself, more
and more and I let the couple deal with it themselves. I just take care to listen to the heartbeat
and check if there is bleeding and so on, and then they deal with this. It is great and I think
that everything goes better like this. Now I feel as a real midwife, and I use my intuition more,
I examine seldom, just when I am there, and then I just watch, I know in a way what is
happening interacting with each woman.

(Midwife-Linda, 38 years’ experience, interview 20)
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Chapter Twelve - Concluding Discussions

This final chapter discusses conclusions and critical points of the study with implications for
midwifery research, practice and education. This is done bearing in mind how, in searching for
an authentic voice of midwifery knowledge, basic insights of constructive knowing ultimately
comes to an understanding that “answers to all questions vary depending on the context in
which they are asked and on the frame of reference of the person doing the asking” (Belenky
et al, 1997 p. 138).

Critical Reflections

In this research I decided to take narratives seriously as a means of representing complex
knowledge; therefore, it is pressing to think about authenticity and of the true value in
narratives as a scientific method (Emihovich, 1995) and of the strength as well as limitations

of this study.

Researcher writing own culture

As a researcher, living in and writing the culture under study, accounting for my role in the
research process as well as being aware of my personal impact on the study, [ am responsible
for what narratives have been drawn out to make a point. This in itself has influence on
validity and evaluation of the study, as has been addressed before (e.g. pp- 78 and 96).
However, my position does not have to distort the findings but rather be a resource, when I,
the researcher and the midwives of this study collaborated professionally in sharing midwifery
knowing in a non-hierarchical partnership, similar to the one midwives engage in with women.
During the writing phase which has also been a part of the methodology and of the narrative
analysis, I have had freedom to be immersed in the research process. By thoughtfully
considering what narratives to choose, explaining and reasoning the purpose of using
particular narratives I have highlighted midwives’ ways of knowing and underlying models of
care in their practice. In a way these writings, while they have been a process of plotting a
narrative of the culture and knowledge of midwifery practice in Iceland, they have also been
my own personal saga of midwifery of 30 years. Is this saga of midwifery in Iceland

believable?
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The broad perspectives of the study

Limitations of the study could be that even though the research process was narrowed down to
explore the relationship between the midwife and the woman and inner knowing of midwives,
I kept the broad perspective of exploring midwives’ birth stories and kept on asking for stories
and responses to questions about their scope of practice in a biographic way. This may have
been at the cost of getting more direct and detailed information about the research interest,
resulting in a scratch of the surface, not digging deep enough. Unexpected information was
uncovered in relation to different types of inner knowing of midwives that need to be explored

further as will be discussed later in this chapter.

This is always the risk when the area under study is as diverse as in this case, i.e. midwives’
knowledge in birth stories. This critique could also apply to the method of choosing the
literature in relation to how the data emerged, attempting to grip the main issues and
challenges that face midwifery both in Iceland and internationally, rather than using a more
structured way at the beginning phase of the research, for example about intuitive knowledge.
However, if I had gone for a deeper exploration on the midwife - with - woman relationship
and the different aspects of connective knowing, it would have called for a shift towards
phenomenological interpretation of the narrative method (which could have had influence on
validity see discussion p. 87 and 98) or even grounded theories, also with interviews with
women and prospective fathers. That would have been another study, a very important course

to take for further research around this subject.

Lack of women’s voice

In the end, this study focused mainly on birth stories with storylines about midwives’
relationships with women. It is a limitation that the voice of the women depended only on the
midwives’ telling. Therefore, different sources were used to allow their experiences to emerge,
mainly from the literature to support or confound the midwives’ stories (see discussion pp. 37-
38 and 129-131). Even though the moves to the “new midwifery”, from patriarchy towards
partnership with women and the families, are apparent from the midwives’ stories, there is
also a power imbalance between midwives and women in Icelandic midwifery causing
negative experiences of maternity care. This is evident from the book of birth stories of
Icelandic women (Ingadéttir et al, 2002, Olafsdéttir, 2002). While many women in the book,
who had experienced more than one birth, articulated that over time there had been a change
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in communications with midwives and most of the stories contain positive experiences, there
were also stories that described negative feelings, traumatized effects of bad experiences of

interactions with midwives and doctors and other health carers.

This is very depressing and shows that the midwife was not always there “with woman” to
give support and information or to meet the woman’s wishes to make decisions together. The

Icelandic studies mentioned before have also demonstrated that women have experienced

~ " uncaring and disempowering encounters (Halldérsdéttir and Karlsdéttir, 1996b), not forming

effective and positive relationships with women (Olafsdottir, 1992). Experiences of childbirth
and interactions with midwives from the point of view of the women and their families need to
be explored further with a focus on midwifery relationships and developments of different

types of inner knowing as will be discussed later in this chapter.

Support of “with woman” partnership model of care in Icelandic midwifery

This work is embedded in larger work of building a body of midwifery knowledge. Many
studies related to experiences of childbirth and the midwife-with-woman relationship touch
and inform the findings of this study, but here the standpoint of midwifery in Iceland has been
reflected. Frank (2000) understands standpoint as a political and ethical act of self-reflection.
To take a standpoint means here to privilege certain aspects of midwives’ working life

biography that they share with each other.

Irrelevant of place of birth, it was striking how the woman was always present in the stories of
all the Icelandic midwives and in this sense no deviant stories were found. Hence, the core
narrative indicates that Icelandic midwives have a common philosophy of care that is
associated with a midwife-with-woman partnership model of care. This has been outlined
before (see p. 167) as being incorporated in the ideological statements of the Icelandic

midwifery education.

A critical point is to explore if this finding and interpretation is “true”, or based on rhetorical
influences, also in the sense that midwives could have been retelling their own stories with an
underlying thread of self-justification (Kirkham, 1997), presenting themselves in a “proper”
way. It was encouraging to see how the plot of “being with” formed the core of Icelandic

midwives’ birth stories. This, of course puts Icelandic midwifery in a good light, which again
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raises questions about my impact on the midwives” choice of stories to tell, if their purpose
was to tell particular stories to promote Icelandic midwifery. Rhetorical analysis has been
defined as “the study of how people persuade” (McCloskey, 1985, p. 29). Such analysis,
particularly when it is applied to stories told in conflict situations, pinpoints what the
community of midwives sees as their “truth” and what constitutes their “authoritative
knowledge about important subjects and what evidence the community uses to sustain or alter
its knowledge” (Lay, 2000, p.12). Here too, as well as the medical model, the dominant
midwifery model among midwives could have had an influence on their storytelling of

midwives.

On the other hand, language and how we use it reflects the philosophy of people and while
plotting and making a narrative, the advantage of a study of this kind is that it conveys tacit
and unconscious assumptions and norms of the individual or of a cultural group (Wengraf,
2001). Also, drawing on the definitions of Polkinghorne (1995), the plot displays a contextual
meaning of individual events; therefore, it should be difficult to hide “true” ways of thinking
and reasoning. In nursing, Bjornsdéttir (2001) argued that language is central in theoretical
knowledge and research findings which is also political and shapes practice. The same can be
said about language of midwifery knowledge which has been changing and as language both
expresses and shapes the way we think (Kitzinger, 2005), it can influence and improve our

communications with women.

The stories of the midwives contained midwifery language and midwives seemed to be of one
voice in wanting to provide women centred care, respecting the woman’s concerns and
choices. Still, deviant data appeared in their stories regarding the forming of their relationships
with women where they pointed out how they experienced imbalanced encounters and
different levels of connections with women (see discussions p. 117-120) and balance in power
relations with women (see pp. 123-129). This is in line with Hunter’s study (2006) where she
identified that reciprocity was not always balanced with a “give and take” exchanges between

community midwives and women in the UK.

The findings of the focus group interview provided validity in the sense that the midwives
were all in agreement. Their views strongly supported my notion from an earlier stage in the

research process that the main plot of the midwifery narrative was about “being with” or the
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“sitting over” (Blondal, 2005) and that midwives think it is crucial to be with or stay with the
woman to form midwifery relationships in order to provide safe care and to develop midwifery

skills and knowledge.

Different ways of “being with” and cultural representations

It must be emphasized that there are different ways of “being with” depending on culture and
the context of place of birth. Current evidence in the UK for example suggests that there is a
gap between the rhetoric and reality in maternity care. This is apparent in women'’s and

midwives’ negative experiences (Kirkham and Stapleton, 2004, Deery and Kirkham, 2006),
7
Similarly, Icelandic midwives portrayed negative experiences of not being satisfied with their
practice in different times (see stories on pp. 27, 32, 33, 37, 114, 173-175). They are subjectto .
diverse surroundings at place of birth and different settings, in a busy central hospital, a small
community hospital out in the country or at home. Even if the plot of “being with” highlighted
the importance of midwife-with-woman relationships, and how Yfirsefan, the “sitting over”
with the woman at birth, is fundamental in Icelandic midwifery practice, then underlying was
how midwives are pressured to base their work on conflicting models of care, medical,

midwifery and institutional (see also the story told from the point of a view from a woman on

p. 39).

It inevitable that, individual midwives in different place of birth are likely to have different
standpoints using different knowledge systems and interventions, depending on whether she
compromises with the organisation and technocratic practices or uses her holistic ways of
midwifery knowing. However, based on “the cultural coherence” of the shared storytelling
(Lyotard, 1984, p. 112) of Icelandic midwives, they seem to have a collective identity of
themselves as a professional group, which is in contrast to cultural norms of “us” and “them”
found in Hunter’s study (2005) in the UK about emotion work in hospital based midwifery.
There conflicting ideologies between junior and senior midwives were noted. However, there
might be another story to tell about occupational divisions between Icelandic midwives which
could be suppressed and therefore not found in the study data (maybe because who I am or

because of my location in the study).
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From my own experience there have been internal conflicts between midwives in Iceland that
have different backgrounds, for example of nursing, especially in the 1980s when an
increasing number of midwives became nurses and decisions were made to change entry
requirements to the Midwifery School to a nursing diploma. Such conflicts could be explained
as oppressed group behaviour (Freire, 1971), because of frustrations and powerlessness in
terms of loss of identity as midwives, feeling that their knowledge is less than that of nursing,

unable to unite against a more powerful knowledge of medicine (Roberts, 2000).

When the education of midwives moved to a university level, there was a wide difference in
education background of midwives and in this study it ranged form being a one year direct
entry programme of the Midwifery School of Iceland to a six year total, i.e. advanced .
programme in nursing and rhidwifery at the University of Iceland. In such a diverse
occupational group there are always members that might want to control other members and
leadership who seeks to change practice and go against innovative care systerhs and resisting
change. Still, from my point of view, Icelandic midwives are moving on and even though
midwives are different within and critical of each other, most of them have an understanding
of each other’s background and views embedded in Icelandic culture and history of midwives.
Junior midwives greatly respect the knowledge and wisdom or their seniors, while senior
midwives are proud of how their followers with advanced education have new scientific tools
to work with to empower midwifery and hopefully also women. Thus generations of Icelandic
midwives have a reference point, a collegial relationship of reciprocity and in all a positive

professional identity.

One must not forget that the community of midwives in Iceland is very small, only including
about 250 practising midwives, so the discourse and rhetoric of the “new midwifery” travels
fast and it is easier to withhold, change or restore culture in small scale communities than in

the larger complex and multicultural societies, such as the UK. Student midwives might also
have had influence on the discourse of the social group of midwives in Iceland and many of

the midwives have also been clinical mentors in the last 10 years since the new midwifery

programme started at the University of Iceland.

Storytelling of births or social narratives plays a big role in the cultural representation of

childbirth and maternity services; this has roots in how storytelling is intrinsic in Icelandic
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culture which should make transmission of Icelandic traditional knowledge of childbirth
easier. Contribution factor could also be that the country has a high standard of education and
until very recently Iceland was a uniform cultural group, therefore midwives know and are

part of the culture of women.

The extreme smallness of the Icelandic society and that of midwives could also allow for “a
more accurate estimate of the extent of particular phenomena, similarities and differences”
(Kristmundsdéttir, 1997, p. 17) and can therefore support the study findings. However, further
research is important in cooperation with other disciplines, such as anthropology, to look at the
culture of birth and midwifery from outside, not biased by being part of the culture as I am

myself, also to compare to other post modern cultures of childbirth.

Despite the centralization of care and huge changes in organization of midwifery practice,
different cultural context, such as between the country hospitals and the capital town, changes
in education and work experience of different times, midwives collectively seem to succeed in
maintaining a balance. In this sense the narrative of this study is an exemplary one for
midwifery that should be a commendable tool for practice development in Icelandic

midwifery.

Challenges in Icelandic Midwifery

While many things have improved in midwifery practice in Iceland, others have not, as can be
heard in midwives’ stories of when they express negative feelings and work “with institution”
rather than “with woman”. Even though midwives in Iceland seem to have a collective identity
of basing their work on midwifery partnership models of care, they are strongly influenced by
a hardening environment of guidelines based on positivist knowledge and tend to “fall into
traps” forgetting their holistic skills and connective knowing with the individual woman. At
the same time some are very well aware of the issue and want to be involved in developments

to improve practice.

Midwives tend to follow clinical guidelines in an uncritical way, as if they were rules,
compromizing conscientiously to the authority of the institution and medical model of care.
Midwives are part of the system and now they take part in the making of these rules, both by

working in cooperation with doctors writing them up and by following them and “have
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nothing against them, not at all, and views have changed” (Midwife 5, in focus group),

meaning that there this is progress.

This is also a part of the “new midwifery” based on scientific knowledge and constitutes

midwives’ part in integrating different knowledge systems, constructing a joint way of

authoritative knowledge between professions and colleagues in the workplace. Of course in

modem services, multidisciplinary group work should be involved in the developments of
standards, referral systems, proto(-:ols,' risk criteria and audit. .However, then it is of o
fundamental importance to clarify the standpoint of midwives, for them to have influence on

the outcome.

There is an ongoing battle of ideologies and different ways of knowing and it is questionable if
there is a middle ground, a compromise stance, between the poles, without midwives
sacrificing too much. It is after all human to avoid conflicts by complying, looking for rules
and adapt to circumstances not upsetting the workplace. This process that was identified by
the metaphor of “going with the flow” (Kirkham, Stapleton, 2004) and relates to the “falling
into traps” mentioned above needs to be examined further by midwives who have to develop
strategies for new practices and find ways to endorse midwifery models of care instead of
being a compromise to the authoritative medical model and that of the assembly line (Davis-
Floyd, 2003). Within the discipline of midwifery, empowerment could align itself to work by
the definition of “an intentional ongoing process centred in the local community, involving
mutual respect, critical reflection, caring, and group participation” (Barr and Cochran, 1992,

cited by Vanderplaat, 1999, p. 774).

Feminist historical writers have, in order to describe power relationships, used the dichotomy
of the oppressor as being the powerful man of the culture and the powerless woman as nature,
being the oppressed (Harding, 1987b) which again can be linked to midwifery as a women
profession behaving as an oppressed group as has been described by Kirkham and Stapleton
(2004) in reference to the National Health Service in the UK. In Iceland, from my point of
view, midwives do not feel oppressed, and they have potential and characteristics rooted in our
cultural history to make changes. However, they are in conflict with different models of

childbirth as has been described in this report, which is hindering because:
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“Midwives need key skills in order to sustain relationships that help women to feel safe
and able. One central example is midwives’ belief in women, which enhances
women’s belief in themselves and is the key issue in trust, with all its positive effects.
Yet this belief can only be sustained where midwives believe in themselves and the

© effectiveness of their skills” (Kirkham, 2000, p. 243).

Different work settings create different typés of midwifery. The question is, how do structural
arrangements and cultural values affect the meaning and practice of midwifery and
conversely, how does midwifery influence social structures and culture?

“Technologies alter the relationships between nature and culture, and this is especially true of
motherhood” (Oakley, 2005 p. 113). Time must be taken to reconceptualise and revise power
dynamics between procreative women and medical authority (Simonds, 2002). If the social
and cultural movements of medical models continue into the territories of birth, they will
restrict or even destroy the ability of women as well as of midwives and other health carers,
such as doctors, to deal with birth as a life event, for them to have confidence and belief in the

woman’s own natural process of birth.

Benoit et al, (2005) suggest based on their analysis of the social organization of maternity care
systems in four countries, the United Kingdom, Finland, the Netherlands and Canada, that the
logic of medical dominance can be successfully challenged under certain circumstances, for
example when “maternity care is viewed as a social entitlement by the welfare state and where

activist see midwifery as a vehicle to achieve accessible care” (p. 735).

There the role of midwives in facilitating the empowerment of women through their
experience of childbirth is very important. Just as theorists of critical education describe their
role in the empowerment process in terms of enabling or creating empowering opportunities
(Vanderplast, 1999), midwives have the same role and have to develop direct ways to involve
women and themselves in empowering their knowledge. The contradiction is that to be
empowered depends on the willingness to recognize and challenge one’s own
disempowerment. In a sense midwives have to strive to be both empowering for women as
well as being empowered. Both are agents and subjects of the empowerment process

(Vanderplaat, 1999).

206



“With Woman "~ and Connective ways of Knowing

But not only that, it is the empowerment of their knowledge that matters most. Midwives have
to ask hard questions about how our own practice makes midwives passive; maybe we should
take a leave from fighting against the medical models of care and look within; commitment to
mutuality requires that we on the one hand recognize power and privileged positions and on
the other, we recognize that we might in turn be disempowered by our adherence to privileged
disciplines and discourses. Midwives have to remove barriers, sometimes of their own
making, that have prevented them from speaking up for midwifery knowledge, as well as

going above the personal conflicts and compromise.

But midwives need support as has been identified in the UK (Kirkham and Stapleton, 2000,
Deery, 2005, 2006) and to work together to find ways to speak up and make change. One way
is to use new forms of storytelling in midwifery research, practice and education, in a
constructive way and to stand by midwifery, influence change and identify ways as midwife

Bella did in the following narrative about choices of place of birth out in the country.

We must keep the women at our side, we have to take care of this. It is the only way, we have
to fight for it, and reach out to the women having their first child, especially now when the
birth places are being centralized, and all birth should be at the big hospitals. We have to
work together and believe in ourselves. '

(Midwife-Bella, 6 years’ experience, interview 8)

At the beginning of all interviews, midwives were asked to tell stories of important events that
were illuminating in their memories, influential in their practice, singular moments that stood
out highlighting the positive as well as the negative experiences. When asked to talk about
their work in this way, it is maybe not unexpected that stories told often were positive.
Midwifery is usually rewarding with elements of humanity with emotional and spiritual
aspects, a wellspring of life. Research in midwifery should benefit women and childbirth and
thereby midwifery. In the end this study is about exemplary practice regarding ideology, but it

has critical points to make about contemporary midwifery practice.

Information from this research could be useful for midwifery practice and management. The
diaries that were used as a part of the data included narratives about underlying conflicting
models of care and unsafe surroundings of the centralized hospital birth, which puts women at
the risk of losing control, autonomy and integrity (Leap and Edwards, 2006). This kind of
experience was reflected by the midwives at the University hospital. They experienced
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emotional exhaustion with signs of burnout, needing support in their midwifery practice. As a
result of midwives’ activities they were asked to write these diaries which already have served
to have rhetoric and possibly real influences. Midwifery managers at the University hospital
strive to make changes aiming for every woman to have a midwife at her side throughout the
labour, if she wishes and especially when the woman is in hard labour (has progressed to 6 cm
dilation). This indicates that this way of diary writing is a fruitful research method. It can also
be helpful as a managerial strategy if there are resources and willingness to use the
information to guide practice. The midwives let their voice be heard, and this method of
writing diaries could be used in further research about these issues and be a helpful tool to
change practice. This kind of midwifery narratives and that of others have potentials of

empowerment to guide future developments of midwifery in an Icelandic context.

The Icelandic midwives of this study develop interpersonal relationship in fragmented care,
influenced by context in the sense that relationships are formed on different levels of
connections and reciprocity. Given that midwifery relationships have influence on good
outcomes of birth, relational issues are fundamental to preserve midwifery skills, promote
change and for midwifery practice development. Thus, the midwife’s presence or the “sitting
over” at birth is crucial and can be seen as a weapon to use in the battle between ideologies of |

childbirth.

Implications for midwifery and further research

The findings of this study have various implications for midwifery in Iceland, especially as
this research is the first one of its kind in the country. The midwifery narrative presented here
as a research product and the individual stories told by midwives provide fundamental
information and constitute a theoretical base for future research in midwifery in an Icelandic

context.

In some ways this midwifery narrative can be applied to other countries in the Western world,
but others not as there are always differences in the culture of maternity services and in the
social context of place of birth. Therefore, it is important to conduct further research in
different countries to explore and compare the cultural and social structures of the maternity

services. Research findings from different cultural settings of childbirth can give helpful
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information on how the social and cultural context shapes the maternity services and what

influence it has on childbearing women and midwives’ ways of knowing.

The midwife-with- woman relationship and further research

The key component of midwifery care and practice as well as developments of midwifery
knowledge lies within the dynamic relationship between the midwife and the woman. Central
concepts of the midwife-with-woman relationship that have been identified in this research are
in accordance with the midwifery literature. They interrelate and have similar meanings and
indicate a common universal approach of midwifery models of care through the relationship

with the women.

However, conceptualization of midwifery relationships tends to become blurred and again
often become a matter of rhetoric. As central concepts have been identified through
descriptive research, they need further exploration to define and evaluate what constitutes the
different concepts. A theoretical base needs to be developed for further study, to advance
practice and to provide effective care that leads to positive experiences and health outcomes
for women, their babies and families, spanning pregnancy, childbirth and postpartum of new

parenting.

Limited research is to be found on how the relationship between midwives and women affects
development of midwifery skills and knowledge. In this study the narrative knowledge of
midwives in part uncovers ways of connective knowing with the woman which need to be
explored in further studies, for example in relations to embodied knowledge. Research is
needed to identify the midwife’s skills of forming relationships and how this relationship
between midwives and women influences knowledge development in midwifery, including the

different types of inner ways of knowing.

The midwife-with-woman relationship is the core element of effective midwifery care. In
depth individual studies as well as secondary analysis and collective constructs of synthesizing
research findings is needed between midwifery researchers. The aim would be to define,
compare and contrast different terms to build theoretical frameworks. Central concepts of
midwifery relationships with women, such as the concept of reciprocity, need to be clarified

and developed further to build theories of midwifery in different contexts, between countries
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and cultural placements of birth. The following is an overview of ideas of further research
questions about:
e How the midwife-with-woman relationship influences knowledge development in
midwifery.
e How the midwife-with- woman relationship links to the many facets of inner knowing,
intuition based on work experience and/or spiritual awareness.
e How different components of the midwife-with-woman relationship, such as spiritual
abilities of the midwife and the woman, has impact on the outcome of birth.
e How and what conditions in the workplace are needed to form the connective
relationship with women, to support midwives in using the different ways of knowing
¢ How midwives synthesize clinical observations, theoretical knowledge, intuitive
assessment, and spiritual awareness as components of a competent decision-making

process to promote safety in midwifery practice.

Research on different types of inner knowing

Inner knowing of midwives is hidden practice and in this study unexpected findings came to
light. Midwives usually do not talk about this side of midwifery as this kind of knowing is
usually not valued or considered legitimate. Questions about these issues have also rarely been

asked in midwifery research.

In modern maternity services there is a danger of midwives losing these kinds of midwifery
skills. Therefore, there is an urgent need for further research to preserve or recover inner
knowing of midwives either based on experience in practice or on spiritual awareness. Other
types of qualitative research than in this study could be used, such as of phenomenology, to
analyse and explore in more depth various experiences and meaning of different types of inner
knowing in practice, both from the point of view of midwives and women and their partners.
Many research ideas come to mind, inspired by the findings of this study, such as on:

e Inner knowing, what it consists of, how it develops and how midwives use subjective

intuitive skills.
¢ Inner knowing in connections to and with woman in relationship.

e The characteristics and different types of inner knowing of midwives.
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The discourse and rhetorical practices of intuition and spirituality in midwifery
practice.

How midwives experience their inner knowing at birth.

How midwives experience spiritual energies at birth.

How midwives experience the supernatural, guidance from the “other side”.

How midwives incorporate and experience spirituality and prayers in their care.

How Christian faith or other religious beliefs have impact on midwifery care.

How midwives experience inner knowing in relation to the birth of a spirit or a soul.
How inner knowing of midwives is “special” and/or similar to other professional inner
knowing in health care.

How this kind of knowing in a cultural context of place of birth has influence on
midwifery skills to provide safety of birth

How this type of knowing relates to expert knowledge in midwifery practice, such as
in relation to embodied knowing.

Ways to create potentials for this kind of knowing to develop separately and in
combination with oth'er kinds of knowledge systems about childbirth and midwifery.
Ways for midwives to develop practices and create space to explore energies and other
dimensions of confidence and safety than technologic ones.

Ways to explore and link inner ways of knowing in midwifery with other forces of

knowledge and disciplines such as of therapeutic psychology.

Women’s and their partners’ experiences of the midwives’ “sitting over” at birth

The “meta” or the core narrative of this study surrounds the plot of being present with the

woman at birth, or the culturally embedded “sitting over” in Icelandic terms. This refers to a

metaphor and a common ground in midwifery practice, being essential for the forming of a

midwife-with-woman relationship and crucial to the development of different kinds of

midwives’ knowing. Furthermore, research on these issues is crucial. The aim would be to

explore in more depth the presence or the act of “being with” (the doing and not doing), to

identify and ask whether the presence and support actions of the midwife are perceived as

effective by the woman and if so how it is beneficial in an Icelandic context.
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This study was based on midwives’ birth stories; therefore, next it would be appropriate to
examine women’s birth stories, as well as the stories of their partners, with the aim to learn
about the women’s own model of care and how they experience the conflicting social
narratives about childbirth care. Furthermore, the aim could be to learn about the partner’s
experiences and his model of care and to explore his impact on the process of birth and the

childbearing woman’s experiences.

Small scale pilot studies have already been conducted by midwifery students under my
supervision, focusing on women’s (Helgadoéttir, 2006) and their partners’ experiences
(Pétursdottir, 2006) of the presence of the midwife at birth, the “sitting over”. Interviews were
conducted with six women and five partners. A framework of a semi-structured interview was
developed with open questions based on the main concepts of this study, such as presence of
the midwife, trust, connections, reciprocity, empowerment and intuitive skills of the midwife.
Both the women and the partners agreed on the importance of having the midwife present
during birth process and they experienced reciprocal, empowering climate of trust where the
mothers felt they were in control. All the women, except one, had positive experiences or
connection with the midwife that entailed a sense of security based on the midwife’s
competence and intuitive skills, for example with regard to advising and choosing birthing
positions that were effective for the woman to have a physiological birth. The prospective
fathers defined themselves first and foremost as being in a supporting role. Some of them did
not experience the same levels of reciprocity as the mothers and said they would have liked to
be more involved in attending the birth, receiving more direct information and
communications from the midwife. These issues are important to bear in mind and explore in

further studies.

Thus, preliminary findings of the experiences of these parents support in part the findings of
this study with regard to the forming of reciprocal relationships with the midwife. Based on
these projects, the aim is to develop research frameworks for a future narrative study to
explore the midwife’s and woman’s connective way of knowing, for example with pairs of

women/partners and the midwife who attends the birth.

This kind of research could be conducted with different groups of women in different places

of birth, who have been labelled either “low risk” or “high risk” by the medical model of care.
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To go beyond the surface and to ask questions about how women experience the midwife’s
attitude and different aspects of risk and safety and how this has influence on them during

birth and the outcome of birth.

Midwifery education

The study findings also have implication for midwifery education and supports the use of
stories in midwifery teaching. It is important to endorse inner knowing of midwives in
midwifery education and make it visible and part of the curricula, with the aim of activating
students to listen to and learn to use their inner voice in combination with other kinds of
knowledge, to stimulate them to be open to this kind of knowledge, not deriding it, but rather
use it to become strong independent midwives in modern midwifery practices. The working
life of the midwife is extremely demanding with overload of conflicting information and it is
difficult for young midwives to weave their way through. They have to learn to connect and
create calm surroundings of childbirth for the safety and good experiences of the woman and

her family.

Reassessment of the curricula and the philosophical statements of the midwifery education in
Iceland is required in order to clarify underpinnings of inner knowing and spiritual side of
midwifery. The midwives in the focus group found it very important for midwives to keep on
listening to their inner voice and to follow their instinct or intuition not least when teaching

midwifery students.

I think that the students should be involved and listen to this kind of telling, yes - it is not only

dilation and numbers and how far the head is engaged.
(Midwife 6, in focus group)

...I think this should be introduced to the midwifery students as soon as possible, even
though it is not possible in many cases to explain what it is, just to recognize that it is there.
(Midwife 4, in focus group)

Discourse analysis of social narratives of childbirth

As has been described before, field notes were written from the media, not in a systematic
way though. The following note was for example made from the programmes Baby hospital
and Birth Stories on Living TV, broadcast in April 2006 which really illustrates conflicting

models of care and how difficult it is for women to make real decisions to have normal birth
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and how the professionals and the dominant social narratives are convincing when choosing

pain treatments such as epidurals and choosing to give birth in high tech hospitals.

On the 23" of April 2006 different birth stories were showed about women wanting different
births from earlier pregnancies; one about a woman and her husband, an obstetrician. They
were having their third baby with two earlier elective caesareans. This time she wanted to try
for a normal birth. Behind that story were the risk elements of the environment, and her
obstetrician husband being afraid for the safety of his child and the “50/50 chance” as the
woman said, to have to have a caesarean again. After only 10 hours she had not dilated “with
the labour slowing down”, the baby showing signs of it being too risky to go on. The woman
had her caesarean and a beautiful healthy baby and she was satisfied because she had “at least
tried”. The question is, in these circumstances, did she ever have a chance of having a normal
birth?

A good thing about these kinds of shows is that they demonstrate different kinds of stories,
places of birth and views, “normal” home births as well as “normal” hospital births where
there is a belief in “the doctor thing” that can be informative but at the same time influential
in maintaining the conventional way of giving birth in technological environments. Stories
were also told of “special” pregnancy and delivery clinics for women experiencing problems,
with real grave danger of dying, maybe both for the woman and the child with the joy and

“real” terror.

It could be motivating for further research to conduct discourse analysis on these kinds of
shows of “the dangerous business of childbirth” and of others to explore the experiences and
influences they have on views about childbirth, both in Iceland and elsewhere, with the goal
of looking at TV shows or other media programmes as a strategy, and develop to promote

normal birth based on midwifery knowledge.

Development of narrative methodologies and use of birth stories in midwifery

It is just in the last decades that midwifery has started to build up and base its knowledge on
academic learning and research. Exploring birth stories is one way of identifying and
developing midwifery knowledge. Mishler (1995) pointed out that stories reflect different

primary units of theoretical analysis, cultures, social processes, institutions and persons.

Given the broad perspective of this study, it lacked opportunities to focus directly on clinical
issues and particular subjects which again could be done in further studies using narrative

methodologies. Therefore, it is important to go on developing methodologies of narrative
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research in midwifery, for example by exploring sub narrative and plots to examine in more
depth different aspect of midwives’ ways of knowing, also from the point of view of women

and the family, based on individual care stories from practice or in larger studies.

Types of narratives have been identified throughout this report which have implications for
midwifery and could be used to encourage and promote new forms of storytelling with the
foundation of being exemplary or paradigm narratives to learn from. These stories or
narratives have an evaluated function and provide answers that explain things and they include
events and views that can be seen as a standard model or patterns of care to guide academic
and practice learning in midwifery. When you read or hear them you can draw from them,
learn and change your practice, your way of thinking and they can be relevant and linked to
other stories happening in different places of birth and countries. Stories become stand-ins for
lived experience or, as [ suggest based on work of Benner (1984), identifications of midwifery
knowledge, exemplars to learn from or to inform developments of midwifery practice,

education and research. Midwives gain skills through effective storytelling (Kirkham, 1997)

This can for example be constructive narratives where midwives draw on their own experience
to bring concepts together and relate to real practice which can be used for teaching, published
in textbooks for midwifery students (e.g. Page, 2000, 2006) about the complexity of practice
which is a part of discussions among colleagues for life long learning about midwifery and
childbirth. Exemplary narratives in midwifery enhance and advance midwifery knowledge and
have a point to make within a midwifery care paradigm which at the present time is
imbalanced either shifting between patriarchy and partnership or from technocratic models of
institution to midwifery models of care. Supported by the methodology and experience of
conducting this study, the following overview gives indications of what new forms of

storytelling based on exemplary or paradigm narratives entail.

New forms of storytelling in midwifery

¢ Include events and views that can be seen as paradigm to guide practice developments,
models or patterns of care.

e Encourage ideology and midwifery skills to uphold normal birth.
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Give explanatory answers and have an evaluated function about diverse issues of
childbirth and midwifery care to guide practice.

Encourage ways to inform, promote and discuss normal birth with women.
Associate with global birth stories in different places of birth.

Can be rhetorical and proactive to change practice and ways of thinking about
childbirth and midwifery care in order to win the battle over birth.

Can be used in teaching and research to advance midwifery knowledge.

Can be looked at as a narrative form of theorizing about midwifery and childbirth, to
explore central concepts and build theoretical frameworks in midwifery.

Can be used as a building block of narrative research internationally to advance

midwifery - and interdisciplinary knowledge about childbirth.
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Conclusions

This work of exploring storytelling as a hidden treasure to seek for and uncover midwifery
knowledge yielded new understandings about the roots of midwifery with the midwife at the
side of the woman. The core narrative of this study surrounds the plot of being “with woman"
during birth in different time and culture of birth. It gives explanations of the many facets of

midwifery relationships with women, based on reciprocity and connective ways of knowing.

In telling their birth stories the midwives of this study have been giving messages about their
models of care and work in midwifery which have been their frame of reference and the
theoretical framework of the study. The findings of the study propose that Icelandic midwives
have a common philosophy of care that is associated with a midwife-with-woman relationship,
a partnership model, incorporated in the ideological statements of the Icelandic midwifery
education. Even though the statements have not been formalized as a framework to direct
Icelandic midwifery practice, they seem to have strong roots, underpinning midwifery practice

in Iceland.

Yet, increased workload in modern maternity care in centralized hospitals pushes midwives
toward industrial and medical models of care. This can have detrimental effects on midwives’
ways of knowing, particularly in relation to birth, on the yfirseta, termed “sitting over”, and
thereby on the potentials of forming relationships with woman based on reciprocity and
connections with women. Furthermore, it destroys potentials of learning different ways of
midwifery knowing including the intuitive and spiritual knowing. My argument is that therein
lies the danger for Icelandic midwives to lose their “unique” midwifery skills and what it

means to be a midwife.

In light of the conclusions of this study referring to the common plot of “being with” woman
that drives the midwifery narrative, illustrated in how the woman is always present in the
midwives’ stories, it can be presumed that midwives in Iceland have yet not lost their skills (or
the battle over birth). However, there are threatening signs and there is a vital need to preserve
the “sitting over” of Icelandic midwives. If we are not successful, the plot of the midwifery

narratives will change. In other words, there will be a chain reaction and the midwifery
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paradigm might disappear and shift towards the technocratic models of care, which is the

dominant one and usually accepted by modern society.

In this study the conflicting social narratives around childbirth in Iceland appearing in
midwives’ birth stories have been discussed. Furthermore, it has been explored how the
different models of childbirth are both resisted and accepted by midwives and how cultural

themes and context of place of birth, influence midwives’ work with women.

The Icelandic Sagas, which are embedded in Icelandic culture, portray Icelandic women as
strong independent individuals. The same traits of stoicism are apparent in many narratives of
this study. Inherent in this midwifery saga is a well known Icelandic proverb: Ekki skal grata
Bjorn bonda heldur safna lidi [Do not grieve the farmer Bjom, just keep on battling]. Even
though the midwives recognize the crisis of contemporary midwifery practice and sometime
have negative experience of their workplace, it was not in the forefront of their storytelling,

which is also in line with the professional aspect of the interview.

The study has made clear how midwives rely upon knowledge from different resources and
integrate different kinds of knowledge systems aiming to form reciprocal relationships with
women. The Icelandic midwives’ stories demonstrate the complexity of holding the balance,
while working with the woman rather than with the organizational settings of practice. In all,
the study provides a storied episode of midwifery where midwives are “drawing on old
concepts but fitting them into a modern health care system (Page, 2004, p. 23) on their way to
succeed in creating what has been called the “new midwifery”, battling on with a strong sense

of a midwifery partnership model of care.

Further research is needed to identify and develop the central concepts of the relationship
between midwives and women. This research added unexpected information and yields a
deeper understanding of inner knowing of midwives, intuition based on work experience
and/or spiritual awareness, in midwifery practice. More in-depth research is needed on these
issues and on how the midwife-with-woman relationship affects development of different
types of midwifery skills and knowledge. The narrative knowledge of the midwives in this
study uncovers ways of connective knowing with the woman, which is paramount to explore

in further studies.
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This research is a step in identifying ideologies and the epistemology of midwifery theories
that underpin midwifery practice, research and education. Narrative methodology was proven
to be effective in identifying different ways of knowing as has been demonstrated throughout
this research report. The use of birth stories in midwifery research should be developed in a

constructive way to add to midwifery knowledge, of adequacy and legitimacy.

It is imperative to develop further methodologies of narrative research in midwifery - to
identify, develop and enlist new forms of story-telling in order to advance midwifery practice
and knowledge. Webs of paradigm birth stories from different places of birth can be used to
learn from, change views and advance midwifery knowledge internationally. Such a network
of links, made by narratives like the ones of this study, could be used as analytical tools in a
social and cultural context when researching, comparing and developing midwifery

knowledge and models of childbirth care.
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Final words

Socrates’s mother was a “mother of light”, i.e. a midwife and he compared himself with being
in that role when he was teaching, not focusing on his own knowledge but assisting the
students to develop their own ideas, to create opportunities for them to think and react wisely.
As a friend of wisdom he thought that all human beings should have the possiblities to
understand and receive knowledge that being the essence of the midwifery role (Amason,
1997). Thus, as the midwife receives the baby she awaits the birthing of ideas and different

ways of knowing.

In a similar way, this Icelandic midwifery saga has been at different stages of conversations
and conclusions, “coming to light”. The outcome is a storied episode of the working life of
midwives in Iceland from the mid twentieth century to the present. It is impossible to draw
together all the threads of a midwifery narrative, many have to be left out, to be taken up and

told in another story.

The fact is that the midwifery relationships with women are not static; they change and depend
on the situational context and people’s perceptions. This narrative of midwifery care and
culture of childbirth culture in an Icelandic context are multifaceted and as diverse as life itself
but with the main plot of “being with” which enables midwives to develop “with woman™

connective ways of knowing.
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Nr. umséknar: Mottekin: Afgreidd:

Umsokn til Visindasidanefndar

1. HEITI RANNSOKNAR. Bedid er um fullt heiti rannséknar, islenskt eda érlent eftir atvikum.

Faedingasogur og pekkingarpréun i ljosmodurfraedi
(Storytelling and narratives about childbirth: Knowledge Developments in Midwifery)

2. TILGANGUR RANNSOKNAR OG LYSING | HNOTSKURN. Utdrattur ir rannskniani, par sem fram koma m.a.
upplysingar um markmid, patttakendur, framkvemd, visindalegt gildi og visindalegan dvinning. Utdrétturinn skal vera 300 ord hid

_mesta og er m.a. eetladur til birtingar 4 vefs{du VSN _eftir a9 umséknin hefur hlotid endanlegt sampykki. ——

Tilgangur ranns6knarinnar er safna fadingarségum og skilgreina pekkingu ljosmadra og hugmyndafredi
um barneignir sem birtist  beim. Einnig til bess ad skoda barneignarpjonustu og val 4 fedingarstad 4 islandi
at fra menningarlegu sjonarhorni. Rannséknaradferdin er eigindleg og frasagnargreining (narrative analysis)
er notud vid greiningu gagna.

I fyrsta hluta rannséknarinnar sem var forrannsékn til ad proa rannséknaradferd var fedingarssgum 8
lj6smadra sem hafa unnid 4 landsbyggdinni fra drinu 1954 -2004 safnad i viétslum og par bednar ad segja
fra atvikum eda adstzdum sem hafa verid minnisverd. Einnig var rztt um breytingar sem hafa ordid i starfi
peirra i halfa 61d ekki sist med tilliti til fedingarstadar.

I 568rum hluta eru f2dingaségur 70 islenskra kvenna sem komu Gt i bokinni Konur med einn i utvikkun fi
enga samud i desember 2002 skodadar og fjallad um bpaer fra feminisku sjénarhorni med dherslu a ordrzdu
kvenna, menningu og upplifun af barneignarpjonustunni.

1 pridja hluta verdur sogum safnad fra ljosmadrum med 6likan bakgrunn sem hafa badi starfad a
landsbyggdinni og/eda { Reykjavik & fedingardeild Landspitala-haskolasjukrahiss. Nidurstddur ur fyrsta og
60rum hluta rannséknarinnar eru notadar til ad prengja rannséknarefnid og til proéa nastu vidtsl par sem
aukin ahersla verdur 16gd 4 ségur sem endurspegla samband ljésmadra vid konur, faglegt 6ryggi og faerni i
starfi, ekki sist pegar fravik fra edlilegu ferli fadingar eru greind og bregdast parf vid 4 Sruggan hatt.
Mikilvegt er ad byggja upp rannsokna- og pekkingargrunn i [j6smédurfrzdi og skoda hvernig
ljosmo6durstarfid hefur préast i islensku samfélagi og menningu. Ein leid til pess er ad nyta pann fjarsj6d
sem falinn er i fedingasdgum. Engin samberileg rannsékn hefur verid gerd 4 {slandi og 1itid um ad
fedingarsdgur séu skodadar med pessu hetti erlendis. Nidurstddur @ttu pvi ekki eingdngu ad nytast vid vid
uppbyggingu rannsékna i [josmédurfrzdi 4 Islandi heldur einnig vera innlegg i pekkingarpréun &
alpjodavisu. Rannsdknin er unnin til doktorsgradu vid Thames Valley University i London

3. ABYRGDARMAPDUR RANNSOKNAR. Rannsakendur skulu tilnefna einn Abyrgdarmann tr sinum hépi sem

annast samskipti vid Visindasidanefnd og sem ber jafnframt faglega 4byrgd 4 framkveemd rannséknarinnar.

Nafn: Sigridur Dina Kristmundsdéttir Kennitala: 13.08.52-2389 Stada: Professor
Vinnustadur: Haskoli [slands, V-Simi: 5254508 Fax:

Deild: Félagsvisindadeild H-Simi 5523604

Heimilisfang vinnustadar: Oddi GSM: Netfang: sduna@hi.is

4. ADRIR UMSAKJENDUR. Tiléreina parf nifo og vinnustadi allra rannsakenda, p.e. annarra en éﬁyrgésrmanns.

Nafn: O15f Asta Olafsdéttir Vinnustadur/Skéli: Haskoli islands, hjokrunarfreedideild, Eiriksgata 34, 101
Reykjavik, Kvennasvid Landspitala-haskdlasjikrahus, Thames Valley University,
London

Stada: lektor og namsstjori i [j6smodurfredi, forstsdumadur freedasvidsins Ljésmodurfredi og heilbrigdi kvenna, Kvennasvidi, Landspitala-
haskélasjikrahuss, doktorsnemi vid Thames Valley University GSM: 863-4623 Netfang: olofol@hi.is

5. ADRIR SAMSTARFSADILAR (b.m.t. fjarmégnunar- og styrktaradilar). Hér skal t.d. greina fré peim stofnunum

og fyrirteekjum, innlendum eda erlendum, sem ad rannsékninni koma hafi slikar upplysingar ekki pegar komid fram i lidum 2 og 3.

Stofoun/fyrirteki: Heimilisfang:
Stofnun/fyrirteeki: Heimilisfang:

Stofnun/fyrirtaeki: Heimilisfang:




6. VERKASKIPTING SAMSTARFSADILA. Hér skal greina fré pvi hvada adilar hafa umsjén med einstokum
verkpdttum rannséknarinnar. Ef rannsakendur njéta styrkja eda annarrar fjsirmdgnunar vegna rannséknarinnar purfa
einnig ad koma fram upplysingar um tengsl fjArmégnunaradila vid rannsakendur.

Rannséknin er einyrkjarannsékn unnin i Hiskéla Islands af Olofu Astu Olafsdéttur, lektors og
forstodumanns nams { ljdésmodurfredi og fredasvidsins ljdsmodurfredi og heilbrigdi kvenna vid
Landspitala-haskdlasjukrahis. Doktorsritgerd er i smidum sem byggja mun 4 nidurst6dum rannsdknarinnar,
og doktorsvérn mun fara fram vid Thames Valley University i London, bar sem rannsakandi er skradur
doktorsnemi. Adalleidbeinendur eru Lesley Page yfirliosmo8ur og Chris McCourt professor i
félagsmannfrzdi og forstodumadur framhaldsnams vid heilbrigdisvisindadeildina par. fslenskur
leidbeinandi i doktorsnefnd er Sigridur Dina Kristmundsdéttir, préfessor i mannfradi vid Haskola Islands
og er hun skrid dbyrgdarmadur hennar i pessari umsékn. Umsjon med dllum verkpattum rannséknarinnar
og fagleg abyrgd er i hondum rannsakanda. Rannsdknin hefur hlotid styrk fra rannséknasjodi
Lj6smedrafélagi {slands, 250 pis. kr.

7. PATTTAKENDUR. Tilgreinid fjolda pétttakenda svo og hvernig og 4 hvada forsendum Grtakid verdur valid.

Um eigindlega rannsékn er ad reda og ekki ljost vid hversu marga batttakendur verdur raett en gera ma rad
fyrir u.p.b. 15-20 vidt6lum i vidbot vid vidtol ur forrannsdkn. Val 4 trtaki midast vid paegindaurtak og
6skad verdur eftir sjalfbodalidum innan kvennadeildar en einnig leitad eftir viétdlum vid dkvedna adlila sem
rannsakandi telur ad hafi s6gur 4 takteinum og geti thugad 4 gagnrynin hatt i starfi, hafi fjélpztta reynslu
bzdi af landsbyggdinni og 4 LSH . Midad er vid ad i lirtaki séu adilar med mismunandi bakgrunn hvad
vardar aldur, menntun og starfsreynslu. Sidar er haft i huga ad hafa hopvidtol/rynih6p med 1j6smaedrum
og/eda konum sem hafa reynslu af barneignum til ad bera undir, r&da og styrkja nidurst5dur.

8. AVINNINGUR/AHATTA. Tilgreinib i hverju 4vinningur jafot sem dhaetta pitttakenda i ranns6kninni verdur helst folgin.

Litid er 4 ljésmadur sem medrannsakendur par sem i gegnum samradur er verid ad skoda og skilgreina faglega ferni
i starfi, hugmyndaramma ljésmédurfredinnar og félagsleg og menningarleg 4hrif. Avinningur getur falist i samtalinu
par sem taekiferi gefst til ad taka patt i ad skilgreina pekkingu og reynslu i [jésmo6durstarfi, 1huga og koma
sjonarmidjum og reynslu 4 framferi sem getur verid styrkjandi ba0i faglega og persénulega. Ahaana fynr
patttakendur ®tti ekki ad vera til stadar.

9. OFLUN UPPLYSTS SAMPYKKIS. Tilgreinio bvernig upplysts sampykkis patttakenda verdur aflad, p.m.t. hvada adili
muni leita til peirra eftir sliku sampykki. Athugid ad ef afla 4 upplysinga eda syna frd bérnum parf sampykki fré foreldri eda
forridamanni. Afrit af upplysingum og sampykkisbl66um skulu fylgja umsékninni.

Rannsakandi leitar sjalfur eftir sampykki patttakenda, auglysir eftir sjalfbodalidum a Kvennadeild LSH og
skipuleggur hvar vidtal fer fram i samradi vid vidkomandi og leggur fyrir upplysingabréf og eydublad um
upplyst sampykki.

10. RANNSOKNARGOGN. Hvers konar gdgnum (persénuupplysingum, lifsynum o.s.frv.) er fyrirhugad ad safna vegna
rannséknarinnar? Hvada adilar munu hafa adgang ad peim gdgnum? Hvada dryggisrddstafanir verda gerdar? Hver hefur umrddarétt
yfir gégnunum ad ranns6kn lokinni? Hvernig verdur triunadur vid patttakendur vardveittur?

Vidto] verda tekin upp 4 segulband og vélritud fra ordi til ords. Hin ritudu gégn eru geymd 4 visum stad a
skrifstofu rannsakanda og eru merkt med bokstaf og nafni sem er ekki hid rétta og getu bedi gengid a
islensku og ensku (dzmi: R- Rosa), segulbond eru merkt og geymd & sama hatt. Listi yfir patttakendur og
merki beirra eru geymd sér i lestri hyrslu. Upptdkum verdur eytt ad ranns6kn lokinni.

Rannsakandi hefur umradarétt yfir gégnunum og adgang. Starfsmadur sem er lzknaritari tekur patt i ad rita
viotélin og er bundin pagnarskyldu.

11. SIPFERPILEG ALITAMAL. Hér skal greina fré helstu slitamélum af sidferdilegum toga sem rannséknina varda.

Samkvamt vidmidum Visindasidanefndar um rannsoknir 4 ménnum er varda heilsu peirra er 61jést hvort pessi
rannsékn flokkast undir ad vera leyfisskyld en patttakendur eru ekki skjolstzedingar heilbrigdispjonustunnar. Hins
vegar er verid er ad afla gagna fré heilbrigdisstarfsmdnnum (ljésmz8rum) par sem persénulegum atburdir
skjélstedinga peirra koma vid sogu. b6 svo ljosmadur séu bundnar pagnarskyldu og per fjalli um starfsreynslu i
samrami vi0 bad, telur rannsakandi rétt ad Visindasidanefnd fjalli um rannsoknina. Til ad ad triinadar sé gett vid
skjolstzdinga eru patttakendur undir nafnleynd og ahersla 16gd 4 ad i frasdgum sé ekki fjallad um félk undir nafni og
stadir ekki nafngreindir. Sérstaklega er petta haft i huga vid birtingu nidurstadna/frasagna i redu og riti. Verdi
undantekning gerd par 4 verdur pad med sampykki vidkomandi adila, badi skjélstzdings og lj6smddur.



12. VISINDALEGT GILDL. Gerid stuttlegs grein fyrir peim visindalega 4vinningi talid er ad verdi af rannsékninni.

b6 1jésméBurfredin standi 4 gémlum merg og ljosmodurstorf hafi verid unnin fra alda $0li er hin ung
freedigrein. Pekking i 1josmodurfradi hefur fram ad pessu verid byggd 4 reynslu i starfi en nam i
lj6smédurfradi fluttist ekki 4 haskolastig fyrr en arid 1996 og hofst pa vid Haskola fslands. Samhlida préun
i kennslu er mikilvaegt er ad byggja upp rannsokna- og pekkingargrunn og skoda um leid hvernig
1j6smodurstarfid hefur proast { islensku samfélagi og menningu. Ein leid til pess er ad nyta pann fjarsj6d
sem er falinn i fedingasogum. Engin sambzrileg rannsékn hefur verid gerd 4 Islandi og litié um ad
fadingarsogur séu skodadar med pessu htti { rannséknum i ljésmodurfredi. Nidurstddur pessarar
rannsoknar @ttu pvi ekki eingdngu ad nytast vid vid uppbyggingu rannsékna i ljosmodurfredi vid Haskdla
fslands i samvinnu vi8 Kvennasvid Landspitala-haskolasjikrahiss heldur einnig vera innlegg i
pekkingarpréun i ljosmodurfredi & alpjédavisu.

13. FREDPIGRUNNUR RANNSOKNAR. Lysa skal freedilegri pekkingu & rannsknarsvidinu og 56rum bakgrunni
ranns6knarinnar, p.m.t. helstu nidurstédum eldri rannsékna. Taka skal sérstaklega fram hvada reynsla er af vidkomandi adferdum
og/eda medferd i fyrri rannséknum. Pessum 1id m4 skila 4 sérbladi eda visa i ytarlegri rannséknardsetiun sem p4 skal fylgja umsékn.

I stad pess ad senda med rannséknaraztlun fra rinu 2000, sem hefur breyst i samrzmi vid préun rannséknarinnar og
i samrami vid eigindlegar rannséknaradferdir, fylgir med erindi um préun rannséknarinnar og fredilegan bakgrunn
pessa ad skoda fedingarsdgur til ad skilgreina pekkingu og hugmyndafradi ljésmédurfredinnar.

14. RANNSOKNARADFERDPIR. Gera skal grein fyrir adferdafredi rannsoknarinnar. Taka skal fram hvort setlunin sé ad afla
upplysinga annarsstadar fra en fra patttakendum sjalfum. Ef tlunin er ad notast vid upplysingar ur sjikraskram, gagnabdokum (s.s.
Krabbameinsskrd) eda synum ar lifsynabanka purfa afrit af tilskyldum leyfum ad fylgja ums6kninni (sbr. 1id 23 hér 4 eftir). Koma parf
fram til hvers er wtlast af patttakendum, s.s. hvers konar rannséknir verdi gerdar 4 peim, hversu oft peir munu koma i eftirlit eda mat
og hvers konar syna og/eda upplysinga verdur aflad. Pessum lid m4 skila 4 sérbladi ef porf krefur.

Rannsoknaradferdin er eigindleg med mannfradilegt sjonarhorn (ethnography) og frasagnargreining
(narrative analysis) er notud vid greiningu gagna sem er adallega safnad i viotdlum vid ljésmadur en einnig

i fj5lmidlum og dr ritudu mali um reynslu kvenna og barneigni.

Frasagnargreining felur i sér ad safna saman fraségnum af atburdum og adstedum sem preddar eru saman {
eina heild. Ny saga verdur til sem innheldur margar frasagnir sem geta i pessu tilfelli verid eins konar
hugmyndarammi um lj6smo6durstarfid.

I fyrsta hluta rannséknarinnar sem var forrannsokn til ad préa rannséknaradferd, var f28ingarségum 8
ljésmadra sem hafa unnid a landsbyggdinni fra arinu 1954 -2004 safnad i opnum vidtslum/samtslum og

peer bednar ad rifja upp og segja fra atvikum eda adstzdum sem hafa verid minnisverd, b20i anzgjulegar
og/eda erfidar adstedur. Einnig var rett um breytingar sem hafa ordid i starfi peirra { halfa 6ld ekki sist med
tilliti til fedingarstadar.

I 68rum hluta eru fedingasdgur 70 islenskra kvenna sem komu Gt i békinni Konur med einn i vtvikkun fé
enga samud i desember 2002 skodadar og fjallad um per fra feminisku sjonarhorni med aherslu 4
ordredugreiningu (discourse analysis) par sem ordrzda kvenna, menning og upplifun af
barneignarpjénustunni er skodud.

{ pridja hluta rannséknarinnar eru nidurstsdur dr fyrsta og 68rum hluta rannsoknarinnar notadar til ad prengja
rannsoknarefnid og préa nestu vidtdl par sem aukin dhersla verdur 16gd 4 sogur sem endurspegla samband
ljosmaedra vid konur, faglegt 6ryggi, pekkingu og ferni i starfi, ekki sist pegar fravik fra edlilegu ferli fedingar eru
greind og bregdast barf vid 4 6ruggan hatt.

Vidtalid/samtalid vid ljosmadur tekur I-2 klukkustundir. Litid er 4 ljésmadurnar sem segja sgur sem
medrannsakandur par sem { gegnum samradur er verid ad skoda og skilgreina faglega fmi i starfi, hugmyndaramma
ljésmoédurfrazdinnar og félagsleg og menningarleg ahrif.

15. URVINNSLA GAGNA. Tilgreinid hvers konar trvinnsla (t.d. toifredileg) verdur gerd og hvort studst hefur verid vid “power
analysis™ eda adrar hlidsteedar adferdir vid undibiining rannséknar.

Greining gagna er eigindleg og ahersla 16gd a frasagnargreiningu (narrative analysis). Vidtol eru tekin upp &
segulband og pau ritud fra ordi til ords. Ritud vidtalsgégn og ségubrot eru greind og tilkud af rannsakanda.
Nidurstodur verda skrifadar i soguformi og fjallad um barneignir og ljosmédurstarfid 4 {slandi at fra
menningarlegu gagnrynu sjénarhorni, Gt fr4 mismunandi hugmyndafradi og kenningum i samhengi vio
rannséknarnidurstddur.



16. RANNSOKNARTIMABIL. Tilgreinis hvenzr s=tlad er ad rannsékn hefjist og muni ljika.

Oskad er eftir leyfi til ad hefja gagnadflun vid pridja hluta rannséknarinnar i mai 2004. Gert er rad fyrir ad
gagnasofnun og greiningu gagna ljuki seinni hluta ars, rannsoknarskyrsla sé unnin { framhaldi af pvi og ad
rannsokn ljuki vorid 2005.

17. NIDURSTODPUR RANNSOKNAR. Gerid grein fyrir fyrirhugadri nytingu og/eda birtingu / kynningu 4 nidurstédum

rannséknarinnar.

Rannso6knarskyrslu verdur skipt i nokkra kafla sem verda uppstada greina sem birtar verda i ritryndum
timaritum. Efni kaflanna mun m.a. ver8a um pekkingarpréun i ljdsmédurfredi og fedingasdgur,
f2dingastadi, menningarlegar breytingar i ljdsmodurstarfinu 4 landsbyggdinni og 4 fedingardeild
Kvennasvids Landspitala-haskolasjukrahiiss, fedingarsogur islenskra kvenna fra feminisku sjénarhorni og
samband ljésmedra og kvenna - 4hrif 4 oryggi og faglega feerni.

18. FLUTNINGUR GAGNA. Ef fyrirhugad er ad flytja gdgn rannséknarinnar (t.d. lifsyni eda persénuupplysingar) ir landi
verdur ad tilgreina i hvada tilgangi og formi pad verdi gert, svo og til hvada stofnunar og lands gbgnin verdi flutt. Jafaframt ber ad
tilgreina hver 4 vidkomandi stofnun f4i umrddarétt yfir gdgnunum og/eda beri dbyrgd 4 peim.

b6 svo rannsoknin sé unnin ad hluta til vid erlendan haskola verda gogn ekki flutt Gt Gr landi. Utdrettir ar vidtdlum
verda bydd yfir 4 ensku til ad nota i rannsoknarskyrslu. bessi lidur a bvi ekki vid.

19. VARDVEISLA OG EYDING GAGNA. Hvar verda rannséknargbgnin vardveitt? Hvener og hvernig verdur peim eytt?

Ritud vidtalsgbgn verda geymd 4 skrifstofu rannsakanda. Upptokur 4 segulbandssp6lum verda purrkadar at
eftir ad rannsokn lykur arid 2005.

20. SAMNY'TING GAGNA. Tilgreinié hvort fyrirhugad sé ad samkeyra upplysingar rannséknarinnar vié adrar skrar eda
samnyta upplysingar og/eda syni vid adrar r nséknir. Ef svo er, greinid pa fré heiti vidkomandi rannséknar og dbyrgdarmanni.

A ekki vid

21. EFTIRLIT OG TRYGGINGAR. Hver mun annast eftirlit med heilsu og lidan pétttakenda og hvernig verdur eftirliti
hsttad? Med hvada heetti og hjs hvada adila eru patttakendur tryggdir gagnvart hugsanlegum skada?

A ekki vid

22. GREIPSLUR VEGNA PATTTOKU. Tilgreinid hvort greitt verdi fyrir batttoku i rannsokninni og bs jafnframt

hvers edlis og_hversu hdar peer greidslur verda.

A ekki vid




23. ADRAR UMSOKNIR EDA LEYFI. Afrit af leyfi stjérnar lifsynasafos vegna notkunar lifsyna, leyfi
yfirleknis/-leekna vegna adgangs ad sjikraskrdm, leyfi annarra skrdarhaldara (s.s. Krabbameinsskrr) og leyfi stofnunar
fyrir framkveemd rannséknar skulu fylgja med umsékn, eftir pvi sem vid 4. Hafi umséknin 48ur hlotid sampykki Sidardds
Landlzknisembsettisins eda annarrar sidanefndar skal afrit pess leyfis einnig fylgja. Hafi heimild leyfisveitenda ekki enn

fengist, skal skrd dagsetningu umséknar til viskomandi adila.

JA ____ Pers6bnuvernd, dags. JA ____ Onnur sidanefnd, hver:

JA _____ Lyfjastofnun, dags. JA _____ Lifsynasafn, hvada:

JA ______ Geislavarnir rikisins, dags. JA ____ Skraarhaldari, hvada:

JA ____Stofoun, hvada: JA x_ Yfirleknir/-nar, hver(jir): /yfirljésmédir & kvennasvidi LSH

J6n Hilmar Alfredsson, Margrét 1. Hallgrimsson

24. FYLGISKJOL MED UMSOKN. Starfsgrip/ritaskré abyrgdarmanns (par sem birtingar i ritryndum timaritum eru
sérstaklega tilgreindar), svo og upplysinga- og sampykkisbl5d vegna patttbku i ranns6kninni skulu dvallt fylgja umsékn til
Visindasidanefndar. OLL FYLGISKJOL SKULU SEND { bRIRITL.

e

X Starfsferilsskra Abyrgdarmanns X Nékveemari rannséknarlysing(ar)

Kynningarblad/-bl5d Spurningalistar, fjdldi

X Upplysingablad/-bléd “Case Report Form”

X  Sambykkisblad/-bl5o X Afrit af leyfum

Oonur fylgiskjsl (hver?)

25. ATHUGASEMDIR UMSZKJENDA. Hér er hegt ad koma & framferi athugasemdum eda skyringum sem ekki komust fyrir

annarsstadar i umsokninni

Sétt var um leyfi fyrir rannsokninni til sidanefndar Landspitala-haskélasjukrahiis en par sem verkefnid var skilgreint
sem samstarfsverkefni milli stofnana, er umsékn nii send til Visindasidanefndar.

Ranns6kn pessi er skilgreind sem ndmsverkefni og par sem reglur Visindasidanefndar kveda & um ad
leidbeinendur séu abyrgdarmenn namsverkefna er abyrg8armadur hennar i pessari umsékn Sigridur Dina
Kristmundsdéttir, sem er islenskur leidbeinandi i doktorsnefnd en erlendir adalleidbeinendur geta ekki verid
4byrgdarmenn samkvamt somu reglum. Rannsakandi 6skar hins vegar eftir undanpagu fra pessari reglu og
ad vera sjalfur skradur sem abyrgdarmadur og einnig ad upplysinga- og sampykkisblod til patttakenda i
rannsékninni verdi undirritud af honum, til rokstudnings pessarar beidni, sja nanar 1id 6 um verkaskiptingu,
starfsferilsskra rannsakanda og medfylgjandi bréf.

VERDI EINHVERJAR BREYTINGAR A RANNSOKNARA ZTLUNINNI BER ABYRGPARMANNI AD
TILKYNNA PZAR AN TAFAR TIL VISINDASIDANEFNDAR.

Stadur: Dagsetning: . /ﬁndirskrift 4byrgdarmanns:
f.

Husavik 25. april 2004
lafidéttir

.h Sig idar ;@: Kristmundsdéttur,

v

Vinsamlegast sendid umsokn i tolf eintokum en fylgiskjol i pririti.
Grunnupplysingar um rannsokn (eitt eintak) fylgi frumriti umsoknar.

Utanaskrift Visindasidanefndar:
Visindasidanefnd, Laugavegi 103, 105 Reykjavik.

Aiskilegt er ad umséknin berist einnig, 4samt eins mérgum vidbétargégnum og mogulegt er, 4 rafraenu formi,
annad hvort 4 disklingi eda verdi send med tolvupésti 4 netfangid: visindasidanefnd@vsn.stjr.is

(i
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Kynningarbréf og upplyst sampykki fyrir visindarannséknina:
Fadingasogur og pekkingarpréun i 1j6sm6durfraedi

Rannsakandi: Olof Asta Olafsdottir, lektor vid Haskéla fslands og forstodumadur freedasvidsins
Lj6smoédurfredi og heilbrigdi kvenna, Kvennasvidi, Landspitala-haskélasjikrahiss, simi 863 4623,

netfang olofol@hi.is .
Abyrgdarmadur: Sigridur Dina Kristmundsdéttir, professor vid Haskéla Islands, simi 5254508, netfang

sduna@hi.is

Tilgangur rannséknarinnar er safna fedingarsdgum til ad skilgreina pekkingu ljésmadra: - -

og hugmyndafredi um barneignir sem birtist i peim. Einnig til pess ad skoda
barneignarpjénustu og val 4 fadingarstad a fslandi 1t fra menningarlegu sjonarhorni.
Rannséknaradferdin er eigindleg (ethnography) og frisagnargreining (narrative analysis)
er notud vid greiningu gagna. Frasagnargreining felur i sér ad safna saman frasognum af
atburdum og adstzdum sem praddar eru saman { eina heild. Ny saga verdur til sem
innheldur margar frasagnir sem geta i pessu tilfelli verid eins konar hugmyndarammi um
lj6smodurstarfid. Sogunum er adallega safnad i vidtolum vid ljésmadur en einnig i
fjolmidlum og dr ritudu mali um reynslu kvenna og barneignir.
f fyrsta hluta rannséknarinnar sem var forrannsékn til ad proa rannsoknaradferd var
fedingarsdgum 8 ljésmadra sem hafa unnid 4 landsbyggdinni fra arinu 1954 -2004
safnad i vidtslum og par bednar ad rifja upp og segja fra atvikum eda adstedum sem
hafa verid minnisverd, 4nzgjulegar eda erfidar. Einnig var rztt um breytingar sem hafa
ordid i starfi peirra i halfa 61d ekki sist med tilliti til fedingarstadar.
{ 68rum hluta eru fedingaségur 70 islenskra kvenna sem komu it { bokinni Konur med
einn i dtvikkun fd enga samid i desember 2002 skodadar og fjallad um per fra feminisku
sjénarhorni med 4herslu 4 ordrazdu kvenna, menningu og upplifun af barneignar-
jonustunni.
I pridja hluta verdur sdgum safnad fra [josmaedrum (15-20) med dlikan bakgrunn sem
hafa bzdi starfad 4 landsbyggdinni og/ eda starfad i Reykjavik 4 fedingardeild
“Kvennasvids Landspitala-haskélasjukrahiss. NiSurstdur ur fyrsta og 60rum hluta
rannséknarinnar eru notadar til ad prengja rannséknarefnid og til préa nastu vidtol par
sem aukin ahersla verdur 15gd 4 sogur sem endurspegla samband ljésmedra vid konur,
faglegt oryggi, pekkingu og feerni i starfi, ekki sist pegar fravik fra edlilegu ferli fedingar
eru greind og bregdast parf vid 4 6ruggan hatt.
bekking i ljosmédurfraedi hefur fram ad pessu verid byggd a reynslu i starfi en nédm i
lj6smodurfraedi fluttist 4 haskolastig og hofst vid Haskola Islands 4rid 1996. Mikilvaegt er
ad byggja upp rannsékna- og bekkingargrunn { ljésmédurfradi og skoda hvernig
1j6smoBurstarfid hefur préast i islensku samfélagi og menningu. Ein leid til pess er ad
nyta pann fjarsj6d sem falinn er { fedingarségum. Engin sambzrileg rannsékn hefur
verid gerd a fslandi og litid um ad fedingarsdgur séu skodadar med pessu hetti i
rannséknum erlendis. Nidurstdur pessarar rannséknar tti pvi ekki eingdngu ad nytast
vid vid uppbyggingu rannsékna i ljésmédurfraedi a [slandi heldur einnig vera innlegg i
pekkingarpréun 4 alpjédavisu.
Rannséknin er unnin til doktorsgradu i 1j6smédurfredi vid Thames Valley University i
London. Leidbeinendur eru Lesley Page yfirljosmédur og Chris McCourt professor i
félagsmannfredi. Islenskur leidbeinandi i doktorsnefnd er Sigridur Duna
Kristmundsdéttir, professor i mannfraedi vid Haskola {slands.



Keera ljésm()ﬁir !

Mig langar til ad bidja pig ad taka patt i pridja hluta ranns6knar minnar um fadingarsdgur og
pekkingarpréun { ljésméBurfraedi sem er lyst hér ad ofan. batttaka pin felst i 6formlegu opnu
samtali par sem vid reedum reynslu pina i 1j6smédurstarfi. [ vidtalinu bid ég pig um ad segja mér
fedingasdgur sem hafa haft 4hrif hvernig bin faglega farni hefur bréast, segja fr atvikum eda
atburdum sem eru pér finnst 4 einhvern hatt hafa stadid upp ur og verid lerdomsrikir. Eg er
sérstaklega ad leita eftir sogum par sem reynt hefur 4 faglega ferni og kunnéttu t.d. pegar grunur
vaknar og fravik verda fra edlilegu fedingarferli og pegar “akiit” vandamal koma upp sem

e e .

bregdast par vid 4 flj6tan og druggan hatt, en einnig reynslusdgur pegar “ allt gekk vel”. Eg hef ——--
lika 4huga 4 ad reda sérstaklega reynslu pina af samkiptum vid konur, hvernig tengsl og

samband bitt vid konur préast og hvada ahrif bau hafa 4 pig i starfi.

Eg lit svo 4 ad ljésmadurnar sem segja mer sogur séu medrannsakandur par sem i gegnum

samradur er verid ad skoda og skilgreina faglega feerni i starfi, hugmyndaramma

ljésmoéBurfredinnar og félagsleg og menningarleg ahrif, T samtalinu gefst taekifeeri til ad thuga og

koma sjénarmidjum og starfsreynslu 4 framfeeri sem getur verid styrkjandi bedi faglega og
persénulega. ‘

- = - - Vibtalid, sem tekur 1-2 klukkustundir verdur tekid upp 4 segulband og vélritad fr ordi til _
ords. Hin ritudu gdgn verda geymd & visum stad & skrifstofu rannsakanda og eru merkt
med bokstaf og nafni sem er ekki hid rétta og geta bedi gengid 4 islensku og ensku
(dzmi: R- Rosa) segulbond eru merkt og geymd 4 sama hatt. Listi yfir patttakendur og
merki peirra eru geymd sér i lstri hyrslu. Upptkum verdur eytt ad rannsékn lokinni.
Fyllsta triinadar verdur gett vardandi par sem kemur fram { vidtolum og tekid skal fram
ad frjalst er ad hafna batttoku eda hztta i rannsokn 4 hvada stigi sem er an utskyringa,
einnig er ad sjalfs6gdu hagt ad neitad svara spurningum eda reda akvedin efnisatridi sem
koma upp. Par sem verid er ad gagna afla gagna fra heilbrigdisstarfsménnum sem hafa
starfad eda starfa 4 Kvennasvidi Landspitala- haskoélasjukrahuss og personulegir atburdir
skjolstzdinga beirra koma vid ségu er s6tt um leyfi til ad framkvama rannséknina til
Visindasidanefndar. Til ad ad triinadar sé gatt vid skjlsteedinga eru patttakendur undir
nafnleynd og i samrami vid bagnarskyldu heilbrigdisstarfsmanna er dhersla 16gd 4 ad i
frasdgnum sé ekki fjallad um folk undir nafni og stadir ekki nafngreindir. Petta er einnig
haft  huga vid birtingu nidurstadna/frasagna i r&du og riti. Verdi gerd undantekning 4
bessu verdur pad gert med sampykki vidkomandi adila. /7

%

Bestu kvedjur O13f A4ta
4 //,/
reintaki tf

Kynningarbréf og upplyst sampykki fyrir pessari rannsékn eru i tviriti og p munt halda ef}
upplysinga um i hverju patttaka felst.

Mér hefur verid kynnt edli og umfang bessarar visindarannséknar og €g er sampykk pétttoku.

Undirskrift patttakanda Undirskrift rannsakanda.

Ef bt hefur spurningar um rétt pinn sem pétttakandi { pessari visindarannsékn eba vilt hetta patttéku i rannsékninni getur pu
sniid pér til Visindasidanefndar Laugavegi 103, 105 Reykjavik. Netfang: visindasidanefnd@vsn.stjr.is
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Kzru ljosmaedur

Husavik 3. desember 2004

Efni: Kynning 4 markmidum fagrynihé6ps ljésmadra sem er hluti af
upplysingaséfnun og greiningu gagna i rannsokninni: Fzedingarsogur og
pekkingarpréun i ljomédurfradi: Ljésmédurstarf 4 Islandi 1954-2004,

Eins og pid vitid hef ég kallad saman nokkrar ljésmadur til ad vera i fagrynihépi, til ad
fjalla um hluta af nidurst6dum rannséknar minnar um fedingarségur og pekkingarpréun i
lj6smodurfradi og ljésmoédurstarf a Islandi 1954-2004. Mig langar ad pakka ykkur 61lum
fyrir ad vilja taka patt. Hér a eftir eru stutt kynning a rannsékninni og tilganginum med
fagrynihépnum.

Tilgangur rannsoknarinnar er skoda fadingarségur og skilgreina pekkingu ljosmadra og
hugmyndafredi um barneignir sem birtist i peim. Ennfremur ad skoda hvernig
barneignarpjénusta 4 Islandi hefur préast ut fra menningarlegu sjénarhorni 4 4runum
1954-2004 sérstaklega med tilliti til fedingarstadar. Rannséknin midar einnig ad pvi ad
skoda gildi fadingarsagna i pekkingarpréun og skilgreina hvernig ljésmadur segja fra,
med pad fyrir augum ad proa frasagnarmata og ségugerdir til ad midla pekkingu
ljésmadra.

Ranns6knaradferdin er eigindleg og mannfredileg og byggir a soguadferd eda
frasagnargreiningu. Med pvi ad velja og segja akvednar s6gur hafa lj6smadur komid
hugmyndum & framferi, lyst félagslegum og menningarlegum breytingum, sagt fra
adstedum og & hvada forsendum bar vinna. Ljésmadumar thuga starfid, reeda atvik sem
hafa haft hrif, skyra adstzdur og meta atburdarasina. [ gegnum fraségnina hafa skilabod
ljésmadra akvedinn tilgang og pess vegna er hagt ad lita & sdgur peirra sem fredilegan
hugmyndaramma rannséknarinnar, sem ®tlad er ad syna lj6smodurstarfid i nyju }jési til
ad proa og birta grunn 1j6smédurpekkingar.

Rannséknaraztlun var 16g06 fyrir Visindasidanefnd sem taldi hana ekki leyfisskylda. bar
sem vid erum ad ra&da persénulegum atburdi skjolstedinga ljésmadra og gaeta parf
trunadar eru patttakendur undir nafnleynd og ahersla 16gd 4 ad i fras6gnum sé ekki
fjallad um félk undir nafni og stadir nafngreindir. Sérstaklega verdur petta haft i huga vid
birtingu nidurstadna i redu og riti. A fagrynifundinum vil ég taka fram ad par rikir
bagnarskylda og einnig ad ykkur er ad sjalfsogdu frjalst ad heetta an utskyringa og neita
ad svara spurningum eda raeda akvedin efnisatridi sem koma upp




N hefur fadingasogum ljésmadra verid safnad fra breidum sjénarholi i 16
einstaklingsvidtélum en einnig r fjolmidlum og 1 umhverfinu. Eftir pvi sem
rannsOknarferlid hefur moétast og vidfangsefnid prengst hefur ahersla verid 16g0 4
frasagnir ]j6smea0dra um samband vid konur, hvernig tengsl milli peirra préast og hvada
ahrif pau hafa 4 préun pekkingar i starfi. Ennfremur ad skilgreina mismunandi
pekkingarform sem ljésmadur nota i starfi med aherslu a huglzga eda innszis bekkingu,
hvad hin felur i sér og hvernig hun hefur ahrif a faglegt 6ryggi i ]jésmoédurstarfi.

Eg lit 4 ]jésmzdur sem taka batt { pessari rannsokn sem medrannsakandur par sem {
samrzdum okkar erum vid ad skoda og skilgreina faglega fzerni i starfi, hugmyndaramma
1j6smodurfredinnar, félagsleg og menningarleg ahrif. I fagrynih6pinn hafa eins og
ranns6kninni almennt verid valdar ljésmadur med mismunandi bakgrunn hvad vardar
aldur, menntun, starfsreynslu & mismunandi f&dingarst6dum, kennslu- og
rannséknareynslu.

Markmi8id med pessari fagryni er safna fleiri s6gum eda upplysingum sem innifela
ofangreinda pztti p.e. huglaega eda innszis pekkingu, samband ljosmazdra og kvenna
og faglegt oryggi, og ennfremur ad bera undir ykkur hluta af rannséknarnidurst6dum
sem kynntar verda 4 fundinum og r&da hvort reynsla ykkar er samberileg eda dlik.
Jafnframt munum vid, ef timi gefst til reda hlutverk sagna 1 starfi lj6smadra, hvernig
sOgur eru notadar, hvenar og hvernig.

Gert er rad fyrir ad fagrynifundurinn taki um bpad bil tvaer klukkustundir og verda
samraedur teknar upp 4 segulband og vélritadar. Adstodarmadur minn verdur Steinunn
Bléndal ljésmo6durnemi a 2. ari og mun lokaverkefni hennar til embattisprofs ad hluta til
byggja a nidurst6dum fagrynihopsins.

Fagrynifundurinn er haldinn fimmtudaginn 9. desember Kkl. 16.30 i Eirbergi i
fundarherbergi rannséknarstofnunar a 2. had.

Hlakka til ad sja ykkur

Kmyc /

Olsf




“With Woman " and Connective ways of Knowing

APPENDIX 2 a -Approvals for conducting the study from the The National
Bioethics Committiee (NBC)

APPENDIX 2 b -Approvals for conducting the study from the Landspitali
‘University Hospital - : , I .

APPENDIX 2 ¢ -Notification and confirmation of the Data Protection
Authority '
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VISINDASIDANEFND

Haskéli fslands,

élagsvisindadei
f e N a llC! .. ‘ Laugavegur 103, 105 Reykjavik,
Sigridur Dina Kristmundsdéttir, professor
Odda v/Sturlugstu Simi: 551 7100, Bréfsimi: 551 1444
101 Reykjavik netfang: visindasidanefnd@vsn.stjr.is

Reykjavik 4. mai 2004
- Tilvisun: VSNb2004040020/03-07/BH/--

Vardar: 04-055-afg Fzdingasogur og pekkingarpréun i 1j6smédurfradi. -
A fundi sinum 04.05.2004 fjalladi Visindasidanefnd um umsékn bina dags. 25.04.2004, vegna

ofangreindrar rannséknaraztlunar. Medumszkjandi pinn er O16f Asta Olafsdéttir, lektor og
doktorsnemi vi® Thames Valley University, en rannséknin er doktorsverkefni hennar.

Tilgangur rannséknarinnar er safna f2dingarsdgum og skilgreina pekkingu ljésmzdra og
hugmyndafrzdi um barneignir sem birtist i peim. Einnig til pess ad skoda barneignarpjénustu og val
4 fedingarstad 4 Islandi at fra menningarlegu sjénarhorni. Rannsoknaradferdin er emndleo og

frasagnargreining (narrative analysis) er notud vid greiningu gagna.

Ekki er ljést vid hversu marga pétttakendur verdur rett en gera mé rad fyrir u.p.b. 15-20 vidtdlum i
vidbdt vid vidtol ur forrannsékn. Val & urtaki midast vid paegindatrtak aul\ sjalfbodalida og
akvedinna adila sem rannsakandl hefur { huga.

Rannsakandi leitar sjalfur eftir sampykki patttakenda, auglysir eftir sjalfbodalidum & Kvennadenld
LSH og leggur fyrir upplysingabréf og sampykkiseydublad.

Visindasidanefnd hefur farid vandlega yfir rannséknaraztlunina og telur hana ekki vera leyfisskylda.
Framkvaemd rannsoknarinnar byggist 4 vidtdlum vid [jésmadur um almenna reynslu sina af starfinu
auk Opersonugreinanlegra frasagna peirra af einstkum tilvikum. Pad er skilingur nefndarinnar ad
ekki sé verid ad kanna heilsufarsupplysingar einstaklinga og heldur ekki rett um einst6k sjakratilfelli
bannig ad ad pau verdi persdnugreinanleg, enda teldist pad brot 4 pagnarskyldu. Visindasidanefnd
‘telur rannséknina pvi ekki tilheyra peim vettvangi sem hin starfar 4, en aréttar ad pagnarskylda og

reglur um medferd persdnuupplysinga séu virt i rannsékninni.
Rannsakendum er velkomid ad hafa samband vid nefndina hafi peir 6nnur rok eda sjénarmid sem beir
6ska eftir ad koma & framferi.

/ ) ;mdasﬁﬁﬁ'e'fnaar ~

P
Bjorn jornsson, forma6 1r
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Olaf Asta Olafsdéttir
lektor vid Haskdla Islands

forstodumadur fredasvids Ljésmééurfrééi og heilbrigdi kvenna
. 17.03:2004

Efni: Leyfi til 20 framkvzma rannséknina : Fadingarsogur og pekkingarpréun i
ljosmoédurfraedi, annar hluti.

Agzta O16f Asta

Undirritadir svidsstjorar kvennasvids hafa lesid yfir upplysingar um rannsékn pina.
Svidsstjorar gera enga athugasemd vi® form og inntak pessarar rannséknar og heimila
fyrir sitt leyti ad rannsoknin verdi gerd. Leyfid er had tilkynningar til Persénuverndar.
Vi6 éskum pér g6ds gengis med framkvemd rannsdknarinnar

M 7”{% 7 %@V’W%’/fé&@/ , 17(MJZ /%[u /‘g{/uzg

. Margrét 1. Hallgnmsson \/fon Hilmar Alfredsson
sviOsstjori/yfirlj6smodir svidsstjori/yfirleknir
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T 9
Olosf Asta Olafsdéttir 1

Arholti 10
640 Htsavik " Personuvernd

Raubardrstig 10 105 Reykavik
simi: 5109600 bréfasimi: 5109606 ___

netfang: postur@personuvernd.is

/ veffang: personuvernd is

Reykjavik 4. jali 2006
Tilvisun: $3007/2006/ HS/~

Hér med stadfestist ad Persénuvernd hefur métrekid tilkynningu i y8ar nafni um vinnslu
persénuupplysinga. Tilkynningin er nr. $3007/2006 og fylgir afrit hennar hjalagt. ST

Allar tilkynningar sem berast Persénuvernd birtast sjalfkrafa 4 heimasidu stofnunarinnar.

Tekid skal fram ad med méttdku og birtingu tilkynninga hefur engin afstada verid tekin af halfu
Persénuverndar um efni peirra. :

Virdingarfyllst,

Hrund Sigurdardéttir

L



