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BACKGROUND

Technology in childbirth is one of the most debatable
topics around childbirth. The metaphor of the body-
as-machine (and the related image of the female
body as a defective machine) eventually formed
the philosophical foundations
technocratic childbirth model.

instance, can present us with numerous examples of

of contemporary

‘Physicians, for
women who would have died had they not given birth
in the hospital. What they refuse to see, however, is
that they, and the women they deliver, all believe that
childbirth is painful and dangerous—otherwise they
would not be doing it in a hospital equipped with all
the latest technology’!. Their belief, then, is precisely
what makes it so. ‘It is believed that the bigger the
hospital, and the bigger the intensive care baby unit,
the safer the birth’2.

Medicalisation of childbirth is the ritual of technocratic
model. WHO defines medicalisation as:

By medicalizing birth, i.e. separating a woman from
her own environment and surrounding her with
strange people using strange machines to do strange
things to her in an effort to assist her (and some of
this may occasionally be necessary), the woman’s
state of mind and body is so altered that her ways
of carrying through this intimate act must also be
altered and the state of the baby born must equally
be altered. The result is that it is no longer possible to
know what births would have been like before these
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manipulations. Most health care providers no longer
know what ‘non-medicalized’ birth is. This is an
overwhelmingly important issue’.

As has been seen the medicalised approach to
childbirth is based on the belief that every birth has
a high potential for pathology®. According to this
approach it is critical to tackle this pathology with
medical or surgical interventions. Among the medical
interventions, the active management of labour has
become a common practice’. Active management is
viewed as the health worker’s domain. Connor ® argues
that oxytocin, the artificial uterine muscle-contracting
hormone that has been in use for active management
of labour has potential side effects. These include rare
cases of maternal deaths, intrapartum foetal deaths,
uterine rupture, a salient factor in infant brain damage,
and a slight increase in jaundice in the newborn. In
addition, many birthing women dislike the feelings
associated with such procedures. In one study 8% of
mothers said labour hurt more, and over half would
not want it again’. Another study surveyed hundred
and fifty-nine new mothers and found that sixty-five
of them said oxytocin drips were stressful®.

Several authors have expressed various opinions
towards the surgical procedures in childbirth. ‘Medical

and social prejudices against women sidestepping
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their biblical sentence to painful childbirth are still
with us and a consumer advocate states I do not
believe that anyone has the right to demand women
give birth vaginally’®. However, James'® has identified
the emotional trauma attached to surgical procedures.
He notes that surgery holds high-level significance for
many people. It disrupts their personal, professional
and economic lives, as well as their physical bodies.
He adds that fear, anxiety, depression and a range of
other emotions, accompany the patient to the surgical
suite. Strong emotions, both happy and terrifying,
are stored in our long-term memory. Some feelings,
thoughts and images can be recalled with clarity years
later. Frightening recollections may be pushed deep
into the subconscious. While we do not consciously
remember these impressions, they nevertheless color

our thinking, feeling and behaviour in subtle ways.

It is important here to review some of the controversial
and commonly used surgical procedures associated
with childbirth, notably episiotomy and caesarean
section. Episiotomies are the surgical enlargement of
the vaginal orifice by an incision of the perineum during
the last part of the second stage of labour. Episiotomies
have become one of the most commonly performed
surgical procedures in the world!"'2, Unfortunately,
this procedure brings with it considerable side effects,
both emotional and physical.

Another common obstetric operation, caesarean
section, has been part of human culture since ancient
times (3000 B.C. in Egypt). There are tales in both
Western and non-Western cultures of this procedure
resulting in live mothers and offspring!®. Despite rare
references to the operation on living women, the initial
purpose was essentially to retrieve the infant from a
dead or dying mother. Above all, it was a measure of
lastresort, never intended to preserve the mother’s life.
It was not until the 19th century that the possibility
of saving the mother really came within the grasp
of the medical profession. Caesarean sections have
since become among the most commonly performed
surgical procedures. For example, France currently
has a national cesarean section rate of 30%', while
the combined operative and instrumental delivery rate
in Spain is 40%'2. However, ‘we should be concerned,
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not at what the caesarean section rate should be but at
what the true section rate is now and why’'>? The tales
of pain, trauma and injuries inspire little confidence
in attempting a vaginal delivery for many women'®.
These reasons are understandable in a culture where
medical intervention is a normal occurrence and

caesarean sections are considered a safe alternative.

During its evolution, caesarean section has meant
different things, to different people, at different times.
The indications for it have changed dramatically from
the ancient to the modern times!”. The most quoted
indication of caesarean section is the dictum of ‘once
caesarean section forever caesarean sections’ has
been disproved by some studies. Studies indicate that
when a woman attempts to have a vaginal delivery
after having a past caesarean section, the odds that
her baby will die during labour, or soon thereafter,
are quite low'®. Moreover, ‘psychological trauma
associated with these surgical procedures is even so
noteworthy’!?. Caesarean sections leave a woman
with a number of emotions that do not seem to be
understood, nor how they should be addressed’.
Women who have a caesarean section often report
feeling dehumanized, humiliated and distressed by the
experience, and this often has a profoundly adverse
effect on their future lives and that of their babies.

While childbirth technology is blessing, it could
be curse as well in women’s lives. Hence, the most
difficult task for the 21st centurion obstetrician is that
of rationalizing childbirth technology.
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