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AI M s For a betier birth...

Editorial - Trust and responsibility: Goingwith the flow

AIMS Journal, 2024, Vol 36, No 3

By Alex Smith

Welcometo the September 2024 issue of the AIMSjournal. The themefor this quarter exploresdifferent

aspectsof trust encountered in the courseof a person’'s maternity care.

Bringing ababy into the world isfraught with uncertainty, and always has been. Do | redly want this? Will
| find the support | need?Will the pregnancy go to term?Will the baby be al right? Will | survivethis? WIII
my partner-relationship (if thereis one) survivethis? Will | still have ajob? Will | be agood parent?Will |
beable to providefor another person?And, an uncertainty down the generations, will the world be a safe
place for my baby? The honest answer to al of those questionsis, ‘probably, hopefully, | trustit will, but

who knows?’.

Uncertainty is part of life. It isnatural and inevitable, and we weigh probabilitiesevery time we climb the
stairs, crossthe road or use atoaster. While our mothersmay secretly worry about us, we generally get
used to living with these everyday uncertainties, we generally learn to trust ourselves. In pregnancy
however, self-trust is systematically undermined. From the moment of conceptionwe are taught to defer
decision-makingto the midwife and doctor, and to the birth technology - it isasif the mother is merely an
incubator and cannot be trusted with responsibility for the baby, but thatisnot the case inlaw. With very
rare exception, even whenwe might actively want to abdicate responsibility and appoint ‘experts’ to
makethe best decisions,the appointment of those other people, and whether or not we comply with
their advice, require ‘master’ decisionsthat are ours and ours aloneto make. However much we may
want to trust the doctor or midwife, if we experienceany senseof doubt or reluctanceor uneasiness in

responseto their advice or behaviour, we have amoral and ethical duty to ourselvesand our baby to



respect and trust this intuition. As Rachel Wolfe and Sarah Fisher describein their accountsin this issue
of the journal, parents too oftenlook back at their birth experiencewishing they had trusted themselves
more. Medical authority isnot aways right, and even whenit may be right for some, it may not be right

for others. Therefore, unquestioning obedience, in the presenceof personal doubt, could be regarded as

irresponsible - we have only to think of the Milgram experimentsin the 1960sto be reminded of this.

Unquestioning obedience (“l will do anythingthey tell me to”) isalso unfair to the practitioner who isthen
burdened with asense of total responsibility. It isa powerful sense, but only a sense because, legally,
nothing can happen without the mother’s consent. In truth, the practitioner isonly responsiblefor the
quality of care that they offer; they are not responsiblefor whether or not that care is accepted.
Unfortunately, this senseof total responsibility isso real and so burdensome (as isthe accompanying fear
of litigation) that the practitioner, as Mary Nolan toucheson in her article, may feel that they cannot trust
themselves, or indeed, trust the mother. Instead, just as many parents unquestioningly trust the midwife
and doctor, many midwivesand doctors unquestioningly trust the current protocolsand feel unsafe
when parents do not comply. Thisiswhenthe shroud-waving begins- further undermining the ability of

parentsto trust their own instincts.

Parentswho do experience doubt, reluctance or uneasiness about medical advice are obliged to make an
active decision. In the face of uncertainty, a common decision-making strategy isto ‘do what most other
peopledo’, or ‘to go with the flow’. But thereare two flows, the flow of the physiological process aflow that
does not require decisions, only responses, and the mainstream mater nity care flow, which, in modern
times, isthe deeper channel carved by what most people currently do. Naturally, without one’s hand on
the rudder, this isthe flow that we tendto be sweptinto, and to resist this flow risks incurring social

disapprobation. Reflectingon freebirth recently,Malika Bonapace who writesin this issue, said to me:

Isn’tit ironicthat those who place 100% of the responsibility for their birth into the hands of
strangers are considered the most responsible, while those who assume 100% of the

responsibility for their birth are considered the most irresponsible.

Even if we know the maternity care flow has risks or repercussionswe would rather avoid, the fear of the

disapproval makesit hardto really trust ourselvesand our instincts. What to do?

When parents tell me that they wouldn’ttrust themselves to know what to do at any given point, |invite
themto ‘trust their traffic lights’.

Imagine that you have an internal set of trafficlights, red, amber and green:

Thered light would flash if someonewantsyou to agreeto something that immediately makes
you feel distressed, on high alert, afraid or coerced. Red isfor whenyour instinctisto shout NO or
STOP.



The green light would flash if the suggestion immediately triggers awave of relief and a sense of
being heard, cared for and respected, if it resonates comfortably with every fibre of your body and
you want to shout YES, LET’S GO.

The amber light would flash if you are just not sure. You may needtime aloneto tuneinto your
body, you may need more information, you may needto discussthingsin private...or you may just

be feeling “possibly yes, but not just now’. Amber isaways WAIT.

The body isintelligent and the greenlight will always respondto an offer of help if the situationis urgent.
Reachingout for help isone of our deepest instincts. It issafe (as safe as life gets - stairs, road and toaster

safe) to trust our internal trafficlights. Whichever flow you decideto go with, onlyflow on green.

Flow on green

Image not found or type unknown

Flowing on green meansthat you trust and do what feels best at any given point. The physiological process
of labour islike ariver. With rare exception, it islikely to flow unimpeded, to its destination. No decisions
are required but instinctsmight draw you to move or vocalisein certainways, seek a deepwarm bath,
hideaway inthe loo, or call out for help. The body knowswhat it isdoing. AsKath Revell writesin this
issue, “Trust is at the heart of physiological birth”, and this was certainly the case withSalli Ward when
shehad her three babiesat home. Whenthe idea of letting nature take her coursestirs agreen light
feeling, trustingthis isentirely reasonable and responsible, and safer today than ever beforewith easy
accessto medical support should the lights change.

The maternity care flow in labour is morelike acanal with a seriesof ‘locks’ representing the sequence of
predetermined maternity care customsand proceduresthat both disrupt and then governthe course of
Iabour.l Lock one: labour must start by a certaintime or be medically induced. The mother must trust
whether this isreally necessary or not. Lock two: when labour starts spontaneously the mother must
trust herself to know whento ‘goin’, or cal the hospital and trust that someonewho she has never met
will be better placedto make that judgement.L ock three: when she does go inthe mother is ‘triaged’ to
determinewhether she can go to the Iabour ward, her own feelingsabout this are not to be trusted; and

sothe flow proceeds.
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If amother has decidedto go with the maternity care flow, each ‘lock’ (or offer of atest, examinationor
procedure) isa chanceto check inwith the trafficlights, and to only flow on green. For example:

Whenamother istold she isnot inlabour and should go home, but she isnot so sure (amber light)
she can simply stay put and WAIT for awhile.

If she really doesn’twant avaginad examinationbut istold she has to have one in order to progress
to the labour ward (red light), she can cheerfully and firmly say NO.

If she ishaving really strong contractionsand the midwife offersto get the pool ready and the
thought of that feels glorious(green light) she will say YES, LET’S GO!

Even whenthere isagood reasonfor the advice being given, thereare aways alternativeways of going
about things. Nothing can be donewithout the mother’s willing consent, and legally, gaining consent
must involve al the optionsbeing on the table.3 However, the maternity care flow runs along a deeply
entrenched ‘canal’. The midwife or doctor’s assumption that you will “‘go with the flow’ (accepting every
procedure offered) isa powerful force for compliance. It almost feels dangerous, badly behaved and



ungrateful to say no, stop or wait.

If the mother’sred or amber light isflashing it may be useful for everyoneto know what the possibility of
actual danger redlly is. The parents shouldbe able to trust the person offeringthe procedureto provide
an accurate answer and thento support the mother’s decision. For example, a midwife offeringinduction
because pregnancy is continuingbeyond 40 weekscould refer toresearch showingthat for mothers
continuing pregnancy to 42 weeksor beyondthe possibility of a perinatal death is about 2 in 1000
compared with 1.3 in 2000 for babiesborn at 40 weeks, and that when babies strugglingto grow in the
womb are taken out of the equation, there may be no differenceinrisk at all. She should then have the
informationto hand that will enablethe mother to balancethis risk with the risks of induction. If the
parents cannot trust the midwife or doctor to offer impartial and balanced information - and if the
midwifeor doctor cannot trust that they will still have their job if they do support womenin this way -

thenthe systemisuntrustworthy. AsClaire Dunn and Ryan Jonesfoundfrom their separate experiences,

whentrust in maternity care has been breached it feels quite shocking.

The maternity care flow worksbest when, as midwivesMarie Lewis and Bernadett Kasza notein their

personal reflections, there is continuity of carer and a devel oped relationship of trust betweenthe
mother and her midwife. The AIMS Campaignsteam actively campaignsfor this, becauseas described in

this issue, continuity matters Whenthere isno continuity, the next bestthing isthat every “stranger’

practitioner trusts and respectsthe consent processby offering every option at every ‘lock’. For example:

At this point inthe pregnancy we are able to offer you induction of labour, but there are other
options you may prefer to consider. What areyour immediate feelings? Here issome information
so that you can consider the pros and cons. Have a think and let me know. Whatever you decide,

you have our total support.

Truly consensual care allows the person, the person whosebody isdoing the work, to trust their instincts
and to flow throughthose ‘lock gates’ on green. At the same time it safeguardsthe practitioner who is
acting in accordancewith their code of practice4 by offering truly consensual care at every step of the
way - a prerequisite of every NICE guidelineand an absolutelegal requirement. The midwife or doctor
practisingin this way need have no fear that ‘trusting the mother’ may result in disciplinary procedures,
asthey will be recording this “properlyinformed consent” processin the notes- "before carrying out any
action”. No one can arguewith that, it isstipulatedin The Code® Trusti ngthe law (the ‘rules’) in this way
isabrilliant form of ‘working to rule’ or of non-violent direct action, or ironically, of civil disobedience
(ironic becausethe act of resistanceistaking the form of obedienceto the law) - and perhapseven, a

brilliant way of changingthe systemand restoringour trustin birth.



Continuing the exploration of trustin this issue, AIMSvolunteer Danielle Gilmour has sourced two
thought-provoking poemson the theme. Jo Dagustunreflects on whether the word ‘“trust’ in relationto
‘NHS trusts’ issimply away to seduceus into believing exactly what they want us to believe about their

organisation, and Gemma M cKenziechallenges yet another attempt by health care practitionersto

silencewomen and their use of the term “obstetric violence’. Birth activistMars Lord gives an
impassioned account of the disparitiesfor Black bodied women in trusting maternity care, while the
AIMS Campaigns Team calls on all birth activiststo help their local community - and improve national

practice- by investigating the accessibility (and trustworthiness) of theCare Quality Commission

(CQC)’s rating for their loca maternity services. In her second piece, Jo Dagustun calls on us all to

‘actively’ attend more conferences, and Nadia Higson on behalf of the AIMS M anagement Team asks you

to consider supporting us to continueour work by becomingan AIMS member, if you are not already one.
We aso have an updatefrom our PIMS (Physiology-Informed Maternity Services)team, and last but

never least, the AIMS Campaigns Team updatesus about their recent activities.

We are very grateful to al the volunteerswho help in the production of our Journal: our authors, peer
reviewers, proofreaders, website uploaders and, of course, our readersand supporters. This edition
especially benefited from the help of Anne Glover, KatherineRevell, Jo Dagustun, Jo Williams, Esther
Shackleton, Carolyn Warrington, Danielle Gilmour, Salli Ward and Josey Smith.

The themefor the December issue of the AIMSjournal will be focused on the experienceof maternity
carefor Deaf parentsand on the experienceof parentswho find that their baby isdeaf. If you have an
experienceor insight about this topic and would like to writeabout it for the journal - I would love to hear

from you. Pleaseemail: alex.smith@aims.org.uk

1 1 once heard an obstetrician proudly describe the channelling of labouringwomen through the hospital
care systemas being like the channelling of flight passengersthroughthe airport security system.

2 Adapted from an image in the EncyclopediaBritannica

3 AIMSMaking decisionsabout your care. www.aims.org.uk/information/item/making-decisions

4 NMC The Code: Professional standards of practiceand behaviour for nurses, midwivesand nursing



associ ates.

www.nmc.org.uk/standards/code/read-the-code-online

5 NMC The Code: “4.2 make sure that you get properly informed consent and document it before

carrying out any action.”
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Aninterview with Dr MalikaM. Bonapace, D.Psy

AIMS Journal, 2024, Vol 36, No 3

“Theway the world sees pregnancy isbroken...and it’s our mission to change that! We’re teaching the world to
trust inbirth.”

Dr Malika M. Bonapace, D.Psy

Interview by Alex Smith
Thank you for agreeingto be interviewed by AIMS, Malika. How would you introduce your self?

My nameisMalika Morisset Bonapace. | am a doctor of clinical psychology and | specialisein perinatal
psychiatry. It was inthe courseof this work that | discovered how Mother Nature has provided the
innate vulnerability of the perinatal phaseand how protectivethis is supposedto be. Yet | saw with my
own two eyes what the system’s lack of respect for this does to women'shealth. | saw that whenwomen
give birthin acontext that isnot safe, it createsalot of damage. | was aclinician for some yearsbut have
now closed my clinic and am training health care professionals about physiologichbirth and about an

approach to non-pharmacological pain management called the Bonapace method.

The Bonapace method was put together by my mother Julie Bonapace. My mother has been training
parentsand health professionalsfor 35 years, enabling those accompanying the birthing womanto help

her, her partner and the baby in a humane way.
What drew you towardsyour interestin birth and early parenting?

| feel asif | was born into it, literally. My mother devel opedthe method while she was pregnant with me

and it has been part of my life since | was very young. | remember her addressing conferencesand



bringing and showing pictures of my tooth that had beendrilled by the dentist. She would explain to the
delegateshow non-pharmacol ogical methods of pain management work and that even children can use
them, that even | could get afillingwithout alocal anaesthetic. So | discovered through the teachings of
my mom that the body isresourceful and by tappinginto thoseresourceswe can accomplish amazing
thingsand feel really empowered. This discovery fostered my deeptrust of human potential, my deep
belief that we are part of a beautiful world of love and energy and that throughlove we can truly make

humansshine and that'saways been somethingthat | wantedto do.

Taking the work that my mom has doneand making sure that it keepson going throughthe generations
made so much sense because| believethat birth isnot only a fundamental moment in the experience of
women but also inthe development of a society. | believethat birthispivotal and if you can get birth right
you can changethe world. That ismy true belief.

You say that “theway the world sees pregnancy isbroken...”,can you say abit more about that?

Yes, | do believethat. Humansexist today because humansare able to reproduce. Based on evolution
principles, it ishighly likely that some speciesbecame extinct because their method of reproduction was
unsustainable, and those speciesare no longer here. But we are still here, and | believethat we are till
here specifically because our bodiesare perfectly adapted and madeto reproduce; it isour innate ability.
| believethat seeingwomen as unable to bring their babiesto the world causestremendous harm. |
believethat, becausewe are so fearful, we routinely do thingsin caring for pregnant womenthat cause
problems,l and thenwe are redly good at fixing those problems. This vicious circle (FEAR- MEDICAL
RESPONSE - IATROGENIC HARM - FEAR) perpetuatesour belief that pregnancy and birthis dangerous.
In actuality, the way we takecare of pregnant and birthingwomenisthe problem. If we understood that
behind this uterusand this fetusthereisa humanthat isintrinsically made to create connectionswith
other humans, we would never send her into the arms of strangers; never, that's dangerous. So whenwe
say what's ‘safe” isfor you to give up al of your responsibility and give it to someoneelse who isa
stranger who doesn't know who you are and whereyou come from and who has no emotional links and
connectionsto you, that's whenwe causeharm and create these problemsthat we're really good at
fixing. And then healthcare professionalssay, “It’sagood thing we werethereto fix the problem” while,

so often, they causedthe probleminthe first place.
Aslong aswe're good at fixing theseharms, why does it matter?

Birth isa pivotal moment for the mother and the baby, the father, the couple, and the family. Birth isa
transformative experiencefor mothers, an opportunity for themto discover their power, to discover
their innate abilities, to discover their connection with the universe, and to heal from deep trauma. Birth
ismeant to be protectivefor women. Birth also has a deep impact on babies because duringbirth, in
order for birthto happen, oxytocinneeds to be released and oxytocinisthe hormoneof love. Humansare
deeply emotional creatures and so we are meant to experiencethis huge tsunami of love from oxytocin
whenwe come to the world. We now know through the study of epigeneticsthat the way humansare

bornwill impact the way their brains devel op.ZSo birthis protectivefor babies. We are meant to come to



the world with this huge wave of oxytocin. When we give birthin unfamiliar clinical settingswherethe
oxytocinlevels are so much lower, coupledwith synthetic oxytocin quasi-systematically used in labour,
we probably impact those babies’ ability to create oxytocinfor the rest of their Iive's.4 Lower daily levels
of oxytocinincrease depressive symptoms,5 and, in yearsto come, girl babiesgrow into womenwho may
be unableto produce sufficient oxytocinto give birtheasily themselves. When Michel Odent talks about
the risk of no longer being able to reproduce,6 he says that, sure, we wereable to make that baby come

out of the mom alive, but what about the safety of our species?

When mothers experiencethis huge wave of oxytocinand whenthey are connectingwith their baby,
they fall deeply deeply inlove, mother and baby. Thisiswhat is necessary to make sure that these
motherswill take fiercecare of these babies, that they will protect themand choosefor them exactly
what they need. Whenyou takethat away from mothersand you tell them, “We will tell you what your
child needs”, thenwe lose the most preciousresource that we have as humans, which is human

connection.

So yes, | do believethat this mattersand | believethat it's very important for couplestoo. Mothersand
babiesfall deeply deeply in love becauseof all this oxytocinand this happensin proximity to the father.
The father also gets submerged by the wave of oxytocinand in turnfalls deeply in love with his wife and
with his baby. We want this becausea father who is present, who isdedicated, who isin love with his wife
and baby, isafather who will protect them. We need that. We need men to step up7 and protect this
dyad, the mother-baby dyad. Whenmen are thereto protect and to support womenand to say to their
wife: “You know our baby best - you know your body - you know who you are, you are the holder of the
sacred knowledgeof what this dyad needsand | will fiercely support and protect you”, thenthis shapes
the way families operateas a whole and functionin society. The way this family will then take care of the
child, being bonded and in sync with its needswill shapethe next generationand in turn, society and the

rest of humanity. Truly, birthis a pivotal moment.

This moment can't just be discarded as, “Oh it's just the baby coming out of the mother”. No, itisa
moment where everybody gets empowered and imbued with this knowledgethat humansare to be

loved, and are to love, and are to be surroundedin this deep love.
Have we reached a tipping point? Isit too late to rescue physiological birth?

Wow, that'satough question! Thereisa part of me that believesthat that's the case. When|'ve had a
really bad day and I've been exposedto the obstetrical violencethat we perpetrateon women and
babies, | start to wonder if that'sthe case. Then at other timesl have rea hope, especially when | see
moreand more mothers awakeningand questioning, “Wait a minute, why isit that we al have these
broken bodiesthat can't work?”. When | see these beautiful bookswritten about free births (births
unattended by a midwife or doctor), and these women reclaimingtheir birthright of being able to give
birth under their own resources, then | become more hopeful. Ultimately | believethat God has a plan for
humanity and that | can only do what God's plan isfor me and thatisto talk about physiologicbirth to as

many health care professionalsas | can find who are willing to question current birth practices. | don't



know the bigger picturebut | trust that yes, dl | have to do ismy part.

You are teachingall of thesehealth professionalsabout trusting birth. How do you go about that?

What exactly isthe Bonapace method?

Its hidden objectiveisto protect families; that was my mother'sgoa from the very beginning. What do we
know about protectingfamilies? We know that alot of couplesget separated and divorced and we know
that alot of those divorcesare initiated by women. When my mother worked for the Ministry of Justice
herein Canada, she worked with coupleswho werein the processof separating. She aways asked the
same question, “When did it start going wrong - when did this relationship start dismantling?” and they
systematically answered, “When we started having kids”. The men would say, “l know we weren't doing so
great, she was no longer very interested in intimacy, but | had no idea it was that bad”. But the women
would say, “Look it's simple, I've got to takecare of the kids, the house, the groceries, the food,

the car, my job and him. If | get divorced, not only will I no longer have to takecare of him but on top of it
I'll have every second weekend off from the kids”. And so basically, many separations stenmed from the
unfair distribution of work betweenthe couplereaching a point that was unsustainable. It didn’t feel fair
and didn’t add up mathematically. Research on paternal involvement showsthat couplesare more likely
to stick together whenthe women say, “l don't know how | would do it without him; we'resuch a good

partnership; we do this together”.

My mother considered what was necessary for men to become more involved postpartum and what the
predictivefactorsfor this involvement were. She discovered through research that readly clear prenatal
involvement of fathers predicted their postnatal involvement, but she knew that if she offered dads a
classon how to protect the family unit, nobody would come. What parents werereally motivatedto learn
about in pregnancy was connected with their fear of pain in childbirth. So my mom studiedin alab that
wasdedicated to pain management and she was able to create a connection between the non-
pharmacological methods that the human body has accessto and show how theseapply specificaly in
childbirth. She enabled the dads to becomehighly involved prenatally by preparingthe coupletogether
during pregnancy ensuring that the dads could be highly involvedin the management of pain during
childbirth.

Assuch, the Bonapacemethod, at its origin, was really focused on pain management. The more my mom
studied the more she discovered that actually, if you respect what the body is supposedto do, you have
less pain, and that's whenwe started learningand teaching about physiologicbirth. Inour experience, the
primary ways of ensuringthe family issafe isby understanding the natureof birth; by showing women
that they have deeply embedded natural resources and strategiesto managewhatever Mother Nature
presentsthemwith in childbirth; and by giving men specific tools and techniquesfor supporting their
wivesin that moment. And so we createthis deep senseof trust within womenthat they are able to
harness these innate resources, that they can work in partnership with their husbands, and that together,
they can safely bring this baby to the world.



What opposition or challengeshave you faced and how do you counter these?

When health care professionalsare only trainedto see what goes wrong, and to only use outside
resourcesto fix problems, huge doubtiscast on the natural or physiologic ability of the body to do what it
ismeant to do. We could apply this to any form of physiologic process. There's a wonderful (spoof)video
that was madeby an Italian groupthat compares birth to conception. A couplegoes to the hospital and
the really well-intending health care professionalstry to assist themin having sex to conceivetheir baby.
However, the health professionalsdon’t understandthat privacy and non-disturbanceis necessary for
the coupleto be able to just have physiologicsex. They keep interveningand it just doesn’t happen, so
artificial insemination isrequired. The pointisthat, if this isonly what health professionalshave ever
seen, then they will naturally be convinced that the only way women can become pregnant isthrough

insemination.

So the opposition| am faced with most oftenisfrom health care professionalswho have never seen
physiologicbirth. They don't even know that it existsand what it looks like. The vast majority of healthy
women come to themfor care - care that disruptsthe physiologic process and creates pathology and
danger, from which they then rescuethe mother and baby. They do not understand the vicious circle
effect and have no knowledgeof the virtuouscircle of TRUST - PHY SIOLOGIC CARE APPROACHES -
SAFERBIRTHS- TRUST.

So the absence of knowledgecreates this opposition. Assoon as informationstarts seeping through to
them though, if it’s donewith sensitivity and love and gentleness, then they can start seeingthe problems
that they cause, but it's along and arduous process. | was once told by an obstetricianthat the definition
of birth isa catastropheto be prevented. The belief that you can only know in retrospect if you'vedonea
good job as adoctor or midwife by having avoided al those catastrophes, showshow deeply ingrained is
the accompanyingbelief that women'sbodiescannot be trusted to give birthsafely to their babies.

Ifyou had amagic wand and could change the birth world in any way, what would you do?

If 1 had amagic wand the thing that we would needto do first and foremostisto takeall of our health care
professionalsand takecare of themrealy realy well. We would needto allow themlots of healingtime
becausethey have beenvery mistreated, both through their education process, and by the way the
systemtreats them. It would requirealot of self-love, self-compassion and willingnessto heal on their

part, but that would be step one.

Next, | would abolishwomen giving birthwith strangers. | would make sure that womenare only
accompaniedin birth by health care professionalswho love them. The creation of a deepbond between

the mother and her attendants, one wherethey can trust each other on a deep fundamental basis, isvital.

| believethat if we wereto allow the care-giversto heal, and if we wereable to createthe spacefor there
to be abond of deep human connection between the care-giver and the pregnant women, that this would
drastically, rapidly and spontaneously changewhat is going on inthe way we give birth presently. Asit is

right now, the absenceof connection alows the continuation of harmful practices. With healing and



connection, our brokenview of birthwould fix itself because health care professionalswho are there
with really good intentionswould realisewherethey are going wrongand they would figure it out, and

women’s innate abilitieswould be honoured and supported.

The last use of my wand would be to sprinkle training about physiologic processes to everybody so that
they would understand what'sgoing on and have amodel to grasp what undisturbed birth actually looks
like. Then, | feel like thingswould just fall into place from thereon. | think thoseare the necessary

ingredientsfor adifferent world of birth.

Author Bio: Maika M. Bonapaceisa doctor of clinical psychology specialised in perinatal psychiatry, a
trainer of the Bonapace Method for over 15 years, and an internationally recognised speaker.
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first 6 yearsof life on the child's mental health, social engagement, and empathy: The moderating role of
oxytocin. Am J Psychiatry. 2013 Oct;170(10):1161-8. doi: 10.1176/appi.ajp.2013.12121597. PMID:
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6 Michel Odent (2015) Do we need midwives?Pinter & Martin

7 Editor’s note: The Bonapace M ethod has an inclusiveapproach and during the official training they
systematically refer to ‘the partner’ rather than ‘the father’. The use of the words ‘father’ and ‘wife’ in

the context of this informal interview isin no way meant to excludefemalepartners and co-parents.
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Aninvitation to contemplatethe meaning of trust

AIMS Journal, 2024, Vol 36, No 3

—
By Bernadett Kasza

When | began my midwifery training, | was beaming with hope, eager to be ‘with woman’ and fulfil my
lifelong call. Coming from aworld wherel believedin the ethosof the Hippocratic Oath: “l will do no
harm or injusticeto them.” | still get goosebumpswhen | read the translation ofthis ancient Greek text.

Althoughtaking this oath today israrely required, | feel it should be basic moral guidancefor al medical
professionals- the foundation on which trust can flourish between families and maternity staff, and
among colleagues workingtogether to support women, birthing people, and families, duringone of the

most pivotal life events: birth.

Trust feels like ahollow word only mentioned briefly during university lectures and, in reality, has faded

into the realm of some long-forgotten ancient kingdom.

It’s almost as if the tapestry of maternity care provision had been ripped, and the threadswere
disintegrating between midwivesand policymakers, healthcare practitioners and families but most

importantly between policymakersand women’s bodies.

This rupturewas so great that it pushed me to leave midwifery to carvea pathto support women and



families inthe way that is best for them. | am to stay trueto the deepest meaning of the word: trust.
Accordingto the Oxford Dictionary of English, ‘trust’ is, “ A firm belief inthe reliability, truth, or ability of

someone or something”.l

Whenit comesto pregnancy, birth, and early parenthood, it ssemsthat trust isan extremely complex and
fragile phenomenon. In this modern, busy, overwhelming, and loud world, it has becomedifficult for
womento trust themselves, trust in their own body and trustin their deep instincts. The widespread
feeling of mistrustin one’s ability to conceive, to grow ababy, and to meet the baby'sneedsin the womb
isexperienced at avisceral level, and whenthe ability to trustin one’s capabilitiesis damaged, birth
suffers. This loss of trust has becomean avalanchethat affectseverythingwe hold as precious, rolling
ontoearly parenthood and its questions, concerns, and worries. Of course, | cannot speak for everyone,
as | am limited to my own professiona experience, and thereare always notable examplesof women
whosebody confidenceis greatly intact, however, | cannot dislodgethe sadnessfrom my heart whenl

think of how women’s trustin their body's natural abilitiesis bleeding from a thousand wounds.

Could the loss of trust be a symptom of our modern ways of living? Can patriarchy be blamedfor
spreadingits power and robbing women of their unwaveringand proudtrust in themsel ves across
millennia? Thisissue, like many others, isnot simple but multifaceted; however, it could be of great
benefitif womenwere fully awareof their worth, and could say no without concerns, feelingsof guilt, and

second thoughts.

Which trustwas lost first? Women's confidencein their capabilitiesof growingand birthinga child - or
the ‘medical men’s’ loss of trustin women’s bodiesand their needto date, sedate, medicalise,
proceduralise, and un-naturalisethe processbecausethere isa perceived danger in the femalebody that

cannot be trusted?| trust you know the answer.

Medical tria and error,the obstetric dilemma one-size-fits-all care, and the constantly reaffirming

messagesimplying that women’s bodiesare failing. Expressionslike failureto progress, prolonged
pregnancy, trial of labour, incompetent cervix, poor maternal effort, and so on, send the messagethat

women’s bodies, and thus women per se, cannot be trusted.

If women are not supposed to trust their bodies, who can they trust then? Doctors, midwives, doulas,
antenatal teachers, sisters, their mother or mother-in-law, social media groups, friends, or their
neighbours? Research? Guidelines?Old wives tales? Superstition? Google? Logic? Physiology? All of

them? None of them? Some of them?



Why do | feel like thereisalack of an expecting family’s ‘firm belief inthe reliability, truth, or ability” of
maternity care providers?|sit a Herculeantask to anchor our trustin medical professionals? | have seen
it inmy practice. | have worked mostly with second-timemums as adoula, and their choice of working
with adoula was fuelled by the general wish of not wantingto have the same birth experiencethey had
before. They werelooking for someonethey could trust, a personfrom outsidethe systemwho would
represent their wishesand keep them safe. That’s when | could see that those women and families lost

their trust in midwivesand doctors.

Let me shareanother very personal experience. Back inthe days when | had my uniformon, | felt an
omnipresent barrier between me and the women, whether it was on award or at the antenatal clinic.
Generally speaking, women were alot more withdrawn. This could have beenfor a plethoraof reasons of
course, but it made me wonder whether not feeling so at easein the presence of a uniformed healthcare
practitioner could have a negativeimpact on women’s birth experiences, or if that distancewas asign of
an already inherent mistrust that | picked up on. When | meet an expecting couplefor the first time as a
doula, they are relaxed. Understandably, we aren’t meetingin a hospital or a birth centre, so that might
be partly adding to the general mood of the meeting.

| am aware, there isalong list of reasonsfor both of the above, however, | can’t help but think that some
of those reasonsare rootedin the loss of trustin healthcare practitioners. How can trust be restored; in

whom can a pregnant person trust?

Maybe women are looking for answersfrom outside as opposed to searching from within. Restoring an
individual'sself-trust, both in their intuitionor instinct, and in their ability to interpret appropriate,
quality information, may lead to them making better choicesabout who they would chooseto support
them during birth and what they want and don’t want to happen during pregnancy and birth and

postpartum.

Wouldn’tit be amazing if women could tell poor-quality information apart from good-quality
information?But that isn’t necessarily their job. Of course, like every hero or heroinein global folklore,
women and families could go throughthe arduoustask of sortingout the seedsof information and
meticulously separating them. It isalaborioustask, one that isrootedin mistrust and feeling the need to

arm themselveswith information and research in anticipation of their consultant appoi ntment.

How can professionalsenhance their trustworthiness? Good intentionsare not enough. Do you know the
saying about good intentionsand how the roadto hell is paved with them? | think that professional
dedicationand loyalty to the birthingfamilies can be agood starting point, but this does not mean just
working a shift. It ismy belief thatto be with women during childbirthisacalling, not a ‘workload’.

A drivenand eager midwife may always find the best way to acquirenew knowledgeto integrate into
their practiceto enhancewomen’s and birthing people’s experiences. Listeningisgold but most
professionalsdo that. The real concernisthat listeningdoes not equatewith respecting, believingand
trustingwhat is heard. During my yearsof workingin the field of birth support, the problem | heard the



most started with, “They didn’t believeme when | said...”. Thisissue could be easily solved by simply
trusting what women say is happeningin their bodies. The ssmple notion of giving creditto women may

enhancetheir trust in their healthcare providers.

I will leave you with afew questions:
What can be doneabout outdated protocols, low-quality research, and decadesof “cultural
conditioning’?

What can be doneabout the low moraleand backstabbing culture among staff of some

maternity units?

What can be done about |ong-embedded notions of medicalised, ‘high-risk label’, trigger-
happy maternity care?

What can be doneabout the litigation culture so that midwivesand doctorsare not fully

preoccupied with continuously watching their backs?

How can educationincreasethe level of mutual trust between womenand healthcare

practitioners?
What can be doneto build trustworthy maternity services?

Perhapswe already have the answersand we simply needto trust them.

Author Bio: Bernadett Kasza isa birth professional who worksindependently with women, birthing
people, and families. She specialisesin getting her Doula clientsthe birththey wish to have and has been

doing it with a100% successrate.

She can be found at: Womanly Art of Birth

1 Stevenson, Angus. Oxford Dictionary of English. 3rd ed., Oxford, Oxford University Press, 2010.
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Areview of the Joint position statement: ‘Substandard and
disrespectful carein labour — because words matter’.

(1]

AIMS Journal, 2024, Vol 36, No 3

Thisisthe joint statement of the European Association of Perinatal Medicine (EAPM), the European Board and
Collegeof Obstetricians and Gynaecologists (EBCOG), and the European Midwives Assaociation (EMA).

By Gemma McKenzie

I read the articleinthe title with acup of tea and araised eyebrow. It comprisesyet another attempt by
health care practitionersto silencewomen and their use of the term “obstetric violence’ when describing
their own knowledgeand experience. As someonewho researches obstetric violenceand who has been
subjectedto it, | find the articleboth startlingand confusing. There are alot of linguistic gymnasticsused
as away of (unsuccessfully) arguing that “violence’ should not be used inthe terminology. | do note with
some relief however that no British obstetrician or midwife has signedtheir nameto the piece; my hope

isthat anyonewho was approached, recognised the authors’ argument for what it is: out of touch, one



dimensional and misinformed.

Beforewe dive into the article under review, let’s ask abasic question: who has the right to decidewhat
should be labelled “violence’? Whenwe discussother forms of violence, we do not ask the perpetrators or
their institutions what languagethey prefer. If they offered a suggestion, we would certainly not be
under any obligationto use it. And that isdoubly true if we are the victim/survivor. While theremay be
many morearticleswritten by health care practitionerson their distaste of the termand the labels they

would preferto use, no one isrequiredto follow their attempts at instruction.

Importantly, there is power in language. Suppose we refrained from using the term ‘domestic violence’
and instead replacedit with ‘marital disharmony.” Or if we dropped the term ‘rape’ in favour of ‘non-
consensual sexual relations’. Perhaps a more appropriate examplereflecting the insidiousnature of
obstetric violencewould be to swap the word ‘racism’ to ‘unfavourable treatment’. If these changeswere
pursued, the seriousnessof the acts would be undermined, resulting in a minimisation of the
victim/survivor experience. Ultimately, we needto ask whoseneeds are served when violenceis
minimised. Whilst the authorsmay consider this agood way to forge collaborative working “between
individualsand institutions” in aid of improving women’s experiences, | consider it away for the medical

establishment to dictatethe narrativeand silence women.
Obstetricviolenceversus ‘substandard and disrespectful care’

Obstetric violenceis a nebulous term. Academicswho study the phenomenon are still grappling with the
creation of a specific definitionand the ways in which it can manifest. One thing that muddiesthe waters
iswhenauthors substitute the term for other phrases, such as ‘disrespect and abuse’, ‘D&A’,
‘mistreatment’ and even sometimes ‘birth trauma’. *The authorsin the article under review have

introduced an additional term: substandard and disrespectful care inlabour.

Thereare several problemswith the authors’ use of this termand their descriptionof what it constitutes.
Let’s begin with substandard care. Thisisdescribed as:

® The use of healthcare interventionsthat are not considered best practice.
® Inadequate use of interventions.

® Situationswhere best-practice interventions are not offered or are withheld from patients.

What the authorsare describing here is medical negligence. Inthe UK, laws aready exist regarding this.
An additional examplethe authors providefor substandard care is:

® The performanceof healthcare interventions without adequate informed consent.



In England and Wales, this isnot simply “substandard care’ — this isacriminal assault. A non-consensual
vaginal examination, episiotomy, stretch and sweep, forcepsbirth, and al other non-consensual
interventionsare forms of battery. Laws already exist againstthis, and assault and battery are legally

recognised forms of violence.

The authors’ use of the term “disrespectful care’ createsan even more incoherent picture. Althoughin
their title, the authorscontendthat “words matter”, the term “disrespectful care’ isan oxymoron. Care is

the very oppositeof disrespect and it isdifficult to think of an examplewhen both can co-exist.

Accordingto the authors, “disrespectful care’ includes‘“disrespect for ethnic, cultural, religious, gender or
other beliefs”. It isinterestingthat this languageisused. Are the authors actually referring to behaviour
that would be better described as racist, homophobic, sexist, misogynistic, transphobic or incorporating
forms of religiousdiscrimination such as antisemitism or islamophobia? The dangersattached to these

typesof discrimination go far beyond the concept of “disrespect’.

The authorsalso state that “‘disrespectful care’ includesverbal, emotional, physical and financial abuse.
Again, such behaviour can amountto acrimina act. Notably, verbal, emotional, physical and financial
abuseare forms of domestic violence. Within that sphere, we do not describethose acts as simply
“disrespectful’; we correctly describethem as forms of violence. Yet the authors perceivethe label of
‘disrespect’ as appropriate when such violenceis carried out on pregnant women by health care

practitioners.

The authorsdo provideadefinition of ‘violence’. Thereare (feminist) scholars who have spent their
whole careers exploringthis term, its meaning and the way it manifests. Sadly, the authorsdid not engage
with this literature, preferringinstead to simply refer to the dictionary. Bizarrely, the authors’ definition
of violenceincludes“the use of physical force so asto injure, abuse...” yet this is exactly what they

describeas ssimply “disrespectful care’ and argue shouldnot be termed violence.
So why isobstetricviolenceamore appropriate term?

It isunfortunatethat the authors believe obstetric violenceissimply healthcare practitioners’

substandard or disrespectful ‘care’. This limits their understanding of the concept to the idea that it
occurssimply during one-to-one interactions. Thisisnot the case with obstetric violence. Of course,
thereare ‘bad apples’ in medicine— as thereare in all professions— but obstetric violenceisnot just
about individualsnot following guidelines. To make an analogy, that would be as simplistic as saying

sexism only occurswhen men hit women.

Obstetric violencedoes not requirea ‘bad’ midwife or doctor who deliberately harmspeoplein their
care. It can exist even when health care staff have the best of intentions. For example, obstetric violence
can be institutional. A hospital may insist awoman be 6 cm dilated before she can move to the delivery
ward. This requiresthe labouring womanto submitto avaginal examinationand underminesany notion

of real informedconsent. It islikely that the midwife who undertakesthe vagina examination has no



intention of violating the woman concerned, but her act isaviolation of boththe woman’s rightsand her
body.

Obstetric violencecan also be structural and emanatefrom wider social inequality and discrimination.
For example, the maternity system operates within a capitalist and patriarchal society that reveres
scientificand medical knowledge and the peoplewho claim to possessit. In capitalist countrieswithout
free maternity care, women may be subjected to over-medicalised births because they are financially
morelucrativeto the health care practitioner and the institutein which they work. In patriarchal
societieslike our own, thereisa power imbalanceweighted against women and this does not suddenly

disappear once they enter the maternity system.

With regardsto scientific knowledge, this assumptionisevidentin the article under review. The authors
writethat some doctorsmay have “judgemental or paternalistic” approaches and alow this to reflect in
their behaviour “particularly in situationswherethey hold the power of knowledgeand decision”. Itis
important to consider here, when do doctorshold the “power of knowledgeand decision”? In other
words, when do pregnant womenand peoplehave no knowledgeand no right to decide? Beyond
situationsin which womendo not have mental capacity, for example, if they are unconscious, it isdifficult
to conceiveof such asituation. Even in an emergency situation, if awoman has mental capacity, she can

declinea medical intervention.

In addition, women always possesssome form of knowledge, for example, of their own bodies,
preferences, needs, previouslife history and family lives. Theseare all important forms of knowledge that
impact decision making. When health care practitionersdo not recognisethis, they have falen foul of
socia assumptionsthat there isaknowledge hierarchy, and their medical knowledgeis at the top. Itis
this very attitude that permeates maternity care and fuels obstetric violence. It also flies in the face of
what the authorsare claiming they wantto achieve: individualsand organisationscoming together to

improve maternity care.
A final note

I wanted to make one final pointwith regardsto this review. The authorssimply do not understand the
impact obstetric violencecan have on awoman’s life. They claim that it can leave her with “negative
feelings” and she may “feel mistreated, humiliated... abused”. Negative feelingsminimise the reality of
women experiencing post-traumatic stress disorder (PTSD) and post-natal depression (PND), not to
mention stress and anxiety linked to obstetric violence. These are recognised mental health conditions

and are not simply “negative feelings”.

Further, when peopleuse this turn of phrase aboutfeeling mistreated or abused, it avoids any contrition
from the abusers, their institutionsand systems. It issimilar to the type of apology that begins“we are
sorry you feel thatwe...” In other words, the fact that you feel abused does not meanthat you actually
were. This type of approach smacksof the dehumanisation that is central to obstetric violence. If the

maternity system and its practitioners cannot empathisewith the peoplethey are supporting, then



obstetric violencewill continue unabated.
And finally

Everyoneisentitledto call their own knowledgeand experienceswhat they want — especially
victims/survivors. Some victims/survivorsmay hatethe term obstetric violence, and that’s fine. Others
may feel it appropriately reflectstheir experience. Asto health care practitioners’ attempts to stop people
using the phrase, the horsehas already bolted, and the genie iswell and truly out of the bottle. We do not
need health care practitioners’ blessingto use the languagewe feel most appropriate.

Whilst it would be great to have as many medical professionals aligned with the views of organisations
such as AIMS, it isnot entirely necessary. Vast improvementsto the cultureof maternity care, and in
particular that which enables obstetric violenceto thrive, will only come from pressure outsideof the
system. The problemsfuelling obstetric violenceare too ingrained socially, institutionally, structurally
and culturally. It isup to us as women, pregnant and birthing people, activists, researchers and al others
who want to challenge obstetric violence, to use our voice, to use the languagethat feels right for us, and

to shareour knowledgeand experiencesin the ways we feel best.
For moreinformationon obstetric violencesee:

Obstetric Violence— What isit?

AIMS Information Page — Obstetric Violence

AIMS Position Paper on Obstetric Violence

Obstetric and Gynaecological Violencein the EU

Author Bio: Gemmaisan ESRC post-doctoral fellow at King's College London who isexploring freebirth,
obstetric violenceand social conceptsof ‘good' motherhood. She isalso the organiser of Threads of
Protest, a crochet exhibitionon human rightsin childbirth. More information about her work can be

found here You can find her on Instagram as @dr_gemma._mckenzie

[1]

EJOG (2024) European Associationof Perinatal Medicine(EAPM), European Board and College of
Obstetriciansand Gynaecologists (EBCOG), European MidwivesAssociation (EMA). Joint position

statement: Substandard and disrespectful care in labour — because words matter

www.gjog.org/article/S0301-2115(24)00107-6/fulltext




A

Exploringtrust within the midwife-mother relationship

AIMSJournal, 2024, Vol 36, No 3

By Dr Marie Lewis (RM BSC MA Phd)

This paper is a personal reflection on the journey of trust within the midwife-mother relationship,
highlightingits significancein modern maternity servicesand advocating for its continued cultivationand
prioritisation. While in this article, ‘woman’, ‘women’, ‘she’ and ‘her’ are used to refer to the person giving

birth, this isin no way meant to excludebirthing peoplewho do not identify as women.

My per spectiveon relationship-based trust:

Rel ationship-based trust isamutual confidenceand reliance that develops between individualsover time
within the context of their interactionsand shared experiences. It isbuilt on afoundation of honesty,
integrity, and consistency, where each party believesin the other's competence, intentions, and

commitment to the relationship.
Background:

In 2008, | embarked on a journey that would lead me to research one of the most fundamental yet
intricate aspectsof healthcare: trust within the midwife-mother relationship. Now, as | reflect on my
research, publishedin 2017[1] I am struck by the profound impactit has had on my understanding of the
dynamicsbetween midwivesand mothers duringthe birthing process. This reflective paper revisitsthe

foundations, methodologies, findings, and implicationsof my study, sheddinglight on how the concept of



trust has evolved and remainedrelevant in the yearssince its publication. Join me as we delve into the
complexitiesof trustin the midwifery realm, re-examiningits significanceand exploring the pathwaysit

createsfor nurturing a supportiveand empowering environment for mothersand midwives alike.
Research summary:

My PhD research exploredthe concept of trust within the midwife-mother relationship, aiming to
deepen our understanding of individual women's experiences of trust and its significancewithin the
caring relationship. Employing ahybrid model approach,[z] underpinned by aHeideggerian
phenomenological perspective[3] the study seamlessly integrated theoretical concepts with
empirical dajt.[‘l] Longitudinal semi-structured interviewswere conducted with women navigating
through the journey of becoming a mother at three key time points: early pregnancy, 37 weeksof
pregnancy, and 8 weekspostnatal, with a purposive sample[5] of nine women experiencing

uncomplicated pregnancies and receiving continuity of carer.Thematic analysiS[G] revealed that trust

evolvedover time as a series of building blocks, influenced by the developingrelationship between
midwife and mother.

Initially, trust is associated with an expectation of midwife competence, but it becomes more nuanced as
the relationship progresses. The study highlighted the importance of women's agency in developing a
two-way trust, where the midwife also trusted the woman. Key themes identified included the need for
trust, expectations, the nature of the midwife-mother relationship, the impact of continuity of care, and
the significance of women's agency. This research provided valuableinsightsfor clinical midwifery
practice, emphasising the dynamic nature of trust and its pivotal role in fostering positivebirthing

experiences.
Trust within the context of today’s mater nity services:

In today's maternity servicesin the UK, trust within the midwife-mother relationship holds a central and
dynamic position. Midwivesplay acrucia role not only in providingclinical care but also infacilitating
emotional support and empowerment for mothers throughout their pregnancy, childbirth, and postnatal
period. Trust isessential as it forms the bedrock of this relationship, fostering an environment where
mothersfeel safe, respected, and empowered to make informed decisionsabout their care. With the
increasing emphasis on woman-centred care and continuity of midwifery support, the role of trust has

becomeeven more significant.

In 2013 Coxen et al published a studyl /] about how discoursesof risk, blame and responsibility
influenced women’s birth choices. They argued that planningthe place of birthis mediated by cultural
and historical associations between birth and safety, and further influenced by prominent contemporary
narrativesof risk, blame and responsibility. | believethat the growing number of reportsof bad care,
shared via socia media, has damaged the reputation of maternity servicesin the UK and significantly
impactedtrust within the midwife-mother relationship. Negative publicity, whether through news
reportsor social media, can erodetrust by creating doubt about the quality and safety of care provided.

Mothersmay feel anxiousor hesitant to engagewith midwivesor maternity services, fearingthat their



own care may be compromised. In 2018therewas agloba call to actionfor respectful maternity care and
Betronet a (2018)[8] examined the links between inequalitiesand unequal power dynamicsand the
quality of care and women’s capacity to exercisetheir rights. The limited evidence avail able showed that
pregnant and labouring women lacked information, voice, and agency to exercisetheir rights.
Mistreatment of womeninside and outsideof the health facilitieswas normalised and accepted,
including by women themselves.

| hear from midwifery colleagues’ anecdotal evidence that a growing number of womentoday are
choosing to freebirth or seek the servicesof doulasto ensurethat they can remainin control of decisions
surrounding their care. Ford, Crowther and Waller (2023)[9] wrote about midwives’ experiences of
personal and professional risk when providing care to womenwho declined recommendations, and their
willingnessto support such care. Their argument revolvesaround the violation of women’s rightsto
bodily autonomy and choice in childbirth, and the restricted accessto safe midwifery care for
physiological birth, within maternity systemsthat are adversarial toward midwivesproviding the care
womenwant. Midwiveswho offer such care oftenface risks including damage to their reputation,
conflictswith colleagues, intimidating disciplinary processes, inner conflicts, and significant psychological
strain. Despite these challenges, these midwivespersist because they believeit isethical and morally
right, recognisingthat women depend on them. However, maternity systemsand colleaguescan pose
significant risks for these midwives, particularly those who support womenin declining
recommendations. Theserisks can render it unsustai nablefor midwivesto continue providingwoman-
centred care, contributingto workforceattrition, and limiting optionsfor women, paradoxically

increasing risks for both womenand babies.

Literatureis growing exploring the psychological and physical impact of birth traumafrom the
perspectiveof boththosewho experiencepoor care resultingin sad loss and thosewho have felt
betrayed, bullied, and abused by a care pathway that was not of their choosingand a systemthat would
not support their needs. Rebuildingtrust in such circumstancesrequires transparency, accountability,
and acommitmentto addressing underlyingissues, reassuring mothersthat their concernsare being

taken seriously and that stepsare being takento improve care standards.

Developing under standing as a cor ner stoneto building trust:



Recognising the significance of understanding and trusting women has been a valuablelesson for me since
completing my PhD. National initiativespromoting greater cooperation and co-productionwith service
usersin the development of new care modelshave becomea significant political priority. However, in
practice, there seemsto be a disconnect between the political push for user involvement and

the prevailing culture, where reciprocal trust based on relationshipsand shared decision-making are
often challenged. Crowther and Smythe (2016)[10] describe the importance of relationshipsin rural
midwifery care; they suggest that relationshipsare built on mutual understanding attuned to trust and
that trust culturebuilds healthy communities of practice[ll] where collaborative learning, open

respectful communication and acknowledgment of personal and professional differences enables focus

on what matters most - safe positive childbirth.

| believe that ‘understanding’ isthe cornerstoneof the midwife-mother relationship. It appeared that the
womenin my study grasped this concept well, which iswhy it was crucial for the womenthat the midwife
truly ‘knows’ them. It ispossiblethat they needto establishthis understanding so that trust can be an
informed decision, rather than blind trust. The womenin my study possessed an understanding of the
system, the midwives, and how to collaboratewith themand they often talked about trust as thoughit
wereagiven, yet never describedit as absolute. The thing that appearedto hold them back was believing
that the midwife understood them and was able to trust themin return. As| reflect on the changesin
maternity servicessince my PhD | wonder if this notion of reciprocal trust would be even moreimportant
today, where arelianceon intervention and technology over relationship building has changed women’s

experiencesof maternity care.

While on holiday, | had a moment of reflection about trust as | went for aswim inthe Mediterranean Sea.
The day was beautiful, and the water was refreshing, but the waveswere quite high. Despitebeing a good
swimmer, | found the waves splashingover my head and in my face unpleasant. Asl triedto stand firm on
the bottom, the wavescrashed harder around me, pushing me over. | realisedthat by floatinginstead of
fighting, | could ride with the waves. Aslrelaxed, | noticed the wavesgently bobbing me up and down
near the shore, and | felt safe, comfortable, and trusted the water. It struck me as bizarreto trust the sea,
but then| had alight bulb moment: it's not just abouttrust but understanding. Trust without
understanding could be mere stupidity. Trust with understanding, on the other hand, could be
comfortable. Trust isn’t about blind faith in medical advances or an expectation of perfectionwithin a
service. It's about comprehending the options, possible outcomes, weighingrisks and benefits, and truly
'knowing'. | knew what was happeningin the sea, acceptedit, and understood the potential outcomes. So,
| was able to relax, be comfortable, and trust. If we are to maintain a cultureof trust within maternity
servicesand the midwife-mother relationship, we must prioritisesystemsthat enablerelationship

building and understanding.
Benefitsand challengesof building trust through the model of continuity of carer:

One of the advantagesof continuity of carer modelslies in the relationships that midwivescan form with
women and their families. Sandall (2017, updated 2024)[12] suggested that the advantage of relational



continuity was the development of atherapeutic relati onship between the user and midwife, which over
time positively impacts experiences and outcomes. Bradfield (2019)[13] described the trusting

relationship as central to being 'with woman'.

In my postdoctoral research study, which delvedinto midwives experiences of providing continuity of
care (Lewis 2020),[14]
developing understanding. The data highlightedthe benefitsof this acquaintance, includingan increased

midwivesdescribed continuity as afacilitator in getting to know women and

understanding and empathy that fostered a buildup of trust, mirroringfindings in Rayment-Joneset al.'s

(2020) study[ls] on continuity of care with vulnerable women.

In my study, the primary challengein working with the new model was the on-call system, particularly the
number of on-callsexpected of midwives. The dataillustrated timeswhenthis was particularly
challenging, especially during periods of high activity or whenthe team experienced staff shortages.
However, there was an acknowledgment that the new model had some advantagestoo. Therewas a
perception among midwivesthat despite being on call for moredays, they werecalled less frequently
thanin the standard model. This perception stemmed from the belief that womenwho werefamiliar with
the midwiveswould only call out of hourswhenthey truly neededto, rather thanfor less urgent
inquiries. This phenomenonwas linked to the establishment of relationshipsand mutual understanding.
Thereislimited evidencein the literatureon studies exploringthis phenomenon, and | believeit warrants

further investigation, particularly in relationto building trust.

Continuity of carer models, where women are supported by the same midwife or small team of midwives
throughout their maternity journey, have been shownto enhancetrust by promoting familiarity,
consistency, and personalised care. However, in the context of today's maternity services, challenges
such as staffing shortages, resource constraints, and institutional pressures have impacted the
development and maintenanceof trust. Therefore, it iscrucia for maternity servicesto prioritise
practicesthat nurture trust, including effective communication, shared decision-making, and supportive
relationships between midwives, mothers, and other healthcare professionals, ensuring that trust

remainsat the heart of maternity care inthe UK.
Closing remarks:

Relationship-based trust isa cornerstone of effective healthcare, fostering mutual confidence and
reliance between individuals. Rooted in honesty, integrity, and consistency, it forms the basis for fruitful
interactionsand shared experiences. My PhD researchaimed to deepen our understanding of trust
within the midwife-mother relationship. The study revealed that trust evolvesover time, influenced by
the developingrelationship between midwife and mother. It becameapparent that trust isnot a static

concept but rather a dynamic process, shaped by understanding, empathy, and shared experiences.

| believethat building trust requires understanding and reciprocity. The womenin my study emphasised
the importanceof being truly knownand understood by their midwives. They sought mutual trust, not

blind faith, intheir caregivers. This notion of reciprocal trust iseven morecrucial today, amidst a



changinglandscape of maternity care. Thus, it isimperativeto prioritise practicesthat nurturetrust,
including effective communication, shared decision-making, and supportive relationshipsbetween

midwivesand mothers.

Author Bio: Dr Marie Lewis, a senior midwife with wide-ranging experience and a passionfor woman-

centred care, isnow working as an independent healthcare improvement consultant.
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| trust we can change

AIMS Journal, 2024, Vol 36, No 3

By Claire Dunn

| found myself sittinginthe waiting room of a prestigious hospital in West London pondering what lay
ahead, for | was on my first placement studyingas an Adult Nurse. The detailsgiven to me by the
University had been somewhat scant; however, | trusted that my mentor would soon arrive, explain what

was expected and provideme with an outlineof the day.

Time was ticking by and | was startingto feel anxious. | left the room and startedto enquireif anyonehad
seenor knew the whereaboutsof my mentor, Maia. No success; she seemed elusive, so | settled myself in
the staff room and waited patiently. My excitement started to dwindleand | had afeeling that new

studentson the ward were somethingof a bind.

This unfortunate beginning was the start of a spirallingdownward progression that confirmed my
suspicionsabout the medical world, but it also fueled my passionto help bring about change. Ultimately,
we can and must strivefor abetter future. | was already a Naturopathic Nutriti onistt and had healed my
own issueswhere doctors had failed. | saw the integration of holistic and modern as the way forward.

The door was suddenly flung openand aflurry of midwivesenteredthe room ready for the “hand-over’. |

had been waitingfor nearly two hoursand was relievedto finally meet Maia.

“But | have no informationabout you. | was not told | was to mentor you”, she said. It was clear that Maia

was not interestedin sharing her time with a student. She was very seriousand | sensed she was on her



own journey, climbing her own ladder, so to speak, and that | was definitely not on her agenda! | followed
diligently behind Maia and was told to “observe”. | took thatto mean, “Don’t get inthe way!”.

So, finally, we entered a privateroom on the ward wherealady had beenin labour for some time. It was
quite bizarre. No words were spoken. Maia took to checking monitors, reading notes and writing down
stats. That was it. | felt such compassion for this lady and her husband as, to me, they did not seemto be in
agood place. Intuitiontold me that she was exhausted and in agreat dea of pain. | wantedto get a cool
flannel for her sweat-beaded brow. | wantedto talk to her anxioushusband. | wanted to help her move
intoa positionthat felt more comfortablefor her. Asit was, she was lying on her back on the hospital bed
with half adozenwires and beeping machineshooked up to her, and her ability to move was completely
restricted. Isthis realy what a maternity ward isall about? Surely not, for haven't we progressed as a
society to the very bestin health care? | pushed this doubt aside and held on to the adage, ‘Trust in the

plan’ - this presumably isthe best for modern womenin childbirth.

I waited and waited, standing in the corner of the room as Maia scurriedin and out. Hardly any words
were spokenlet alonedirected to me. It was such abizarresituation. | had to keeptrustingthat the very
best thingswere happeningin this situation and that this was what was expected of a student nurse. My
entirefirst day consisted of smply standingand watching this poor couplego throughtheir first
experienceof childbirthwith such anxiety, confusion, and exhaustion. The underlying dogmawas ‘this is
how we aways do it and no one isgoing to stray from the guidelines’ - and God forbid anyoneto actually
help this woman with a changeof positionor with other humaneand natural efforts. | am afraidto say
that her labour continued with the administration of an epidural, after which | could see that not only the
mother but the baby as well was getting tired. Finally, the mother was takenfor a caesareanlater that

evening.

I had movedto West London from my homein Waleswith the hopethat | could bring my knowledge and
passion for healthand total body healing to the larger audienceof our capital. | wanted the opportunity
to show how, by merginginnate knowledge and wisdom and natural integrativeapproacheswith modern
medicine, we could bridgethe gap between successor failurein how we approach medicinetoday.
Unfortunately, that was not to be. The events that unfoldedover the following week becameeven more
concerning and ultimately led to me walking out of the ward and never returningto nursing. My high
hopeswere dashed.

To summarisewhat | observed over the following days - | observed mothers-to-be and their families
placing their whole-hearted trust in a systemthat was creaking and groaning under the weight of a
dogmatic management that favoured procedure and checklistsover nurturing care - with never ahint of
the upliftingand exciting energy that one would expect to accompany the bringing of new lifeinto the

world.

“Can anyonehelp please!” A gentleman stood in front of the reception desk on the ward, wide-eyed and

clearly distraught. | waited for amidwife to answer him. Silence!

Again - “Please, anyone. Can you help my wife, she iscoveredinarash and it’s driving her mad. What can |



do?” Silence again! | had learnedthat being behindthe reception desk was where midwivescould hide
away and no one ever wantedto be the first to help out. My mouth opened and | felt desperateto reach
out to this man. “What about trying calaminelotion or calendula? That may help with the irritation”, |
offered. Then an older midwife finally joined in saying, “We have donewhat we can. Your wife can take
some paracetamol. We can’t administer any lotion; you will have to go and buy some”. My heart sank. So
many ideas rushed throughmy mind on how | could help soothethis poor woman’s skin condition - surely

these things were common knowledge?

Later, | followed ‘Sue’ into a privateroom whereavery young new mother of around 17 yearswas
waiting to see us. Sue had told me that she was going to help the young mother in getting her baby to
latch on to the breast. We must have beenin therefor awhole eight minutes; it definitely was under ten!
Sue had abrief conversationwith the mother, saying, “Ahh, isthe baby not feeding properly?” The young
woman looked very upset and in discomfort. Apparently her nippleswere sore, but the baby was strong
and healthy and eager to feed. Sue immediately said, “Well, sometimesit’s just not to be. Better on the
whole if we start with the bottle. Don’t worry, it happensall the time”! Sue then reportedto the sister on
the ward saying, “Yes, I’ve spent some time with the mother showingher how to latch the baby on

correctly; there doesn’t seem to be any morewe can do”. Case closed - the mother was to bottle feed.

I couldn’t believewhat had just happened. It was utter nonsense. We had spent no time at al with the
young mother let alonemadeany effortsto help her and her baby try different positions- no offer of
extrapillows - nothing. | felt saddened. | knew only too well the importance of breastfeedingfor the baby
and for the mother, and she received no skilled support at al. This was definitely not my idea of care. The
mother was aloneand had completetrust inthe midwives; a trust that was very much betrayed. It was
nearly the end of the shift and | had the feeling that | just couldn’t accept the methodsand practicesthat
werebeing used. | would either get into troubleor get thrown off the ward if | spokeabout everythingl
had observed.

Two midwivescame to the desk. “Well, I’'m not having another late one so we’ve managedto stretch her”,
said one. Apparently, | learned, this practicewas al part of a systemwherethe mother needed to be at a
certain dilation (of the cervix) beforeshe could be movedto the activelabour ward. | couldn’t believe my
earswhen| was told that in the processof trying to speed thingsup they had accidentally ruptured the
mother’s membranes as well,2 and then “overdosed” her.3 “Well, we will keepthat quiet”, said one of the
midwives, and this incident wasn’t recorded. | was in utter disbelief. Three midwiveswere huddled in a
corner with aclipboard; the incident was kept quiet, and | suspect that the mother was unaware of what
had happened. This was the fina straw. | had seen enoughand couldn’t cope with this experience any
longer. It was afar cry from what you would expect on a maternity ward. | gathered my belongingsand
left.

I left not with aheavy heart or broken morale- the experience fuelled my belief that, even if it was to be
inasmall way, | could still forge ahead in sharing knowledge, information and better practicein helping
others embark on a more nurturing and empowering journey of self-healing. When it comesto caring for

ourselvesand others, how have we becomeso far removed from our deep, innate, intuitiveand inherited



wisdom - wisdomthat has stood the test of time. It was not so long ago that midwivesmade daily visits,
patiently offeringall of their knowledgeand support on a one-to-onebasis inthe calm, familiar and caring

spaceof the mother’s own home. Why did we let that go so easily?

This accountisnot intended to be a criticismof the NHS and all of its employees. In many caseswe are
indebted to their help, support and intervention. But, | believewe must standin our sovereignty and
authenticity when speakingthe truth. Just becausea system has evolved in away where standard
practiceshave becomeentrenched, it doesn’t mean that those practices are good practice; it doesn’t
mean that thingscannot be changed. The willingnessto changeis a practicewe should all embrace. We
should not be afraidto returnto older ways now that, with hindsight, we can appreciatetheir value - or to

mergethese older ways with modern skillsin anew integrative approach.

I know thereisamovement, a shift within society where peopleare becoming more consciousof adesire
to exploreand delve deeper into their intuitive knowledgeof self-help, and adesireto returnto a more
natural way of living and al that that encompasses4l truly believethat, one by one, little by little, if we

al speak out for what we know isthe truth, the collective consciousnesswould support this shift. There

are better practices, there is greater knowledgeand this older wisdom could work seamlessly alongside
the true advancesin modern medicine. But therehas to be adesirefrom al of us as individualsto push
the powersthat be to hear the voice of thosewho speak out and speak in truth. | trust that we can do this.
| have faith.

Author Bio: Claire Dunn lives inamagical areaof West Wales. She has been a naturopathic nutritionist,
laser therapist, energy worker and lover of the natural sciencesfor over 20 years. Her passionand vision
isthat of sharing her knowledgefor al thosewho seek the transition of their everyday lives into a
healthy harmony with themselvesand with Mother Earth.

1 College of Naturopathic Medicine- What is Naturopathic Nutrition?www.naturopathy-
uk.com/home/home-what-is-naturopathic-nutrition

2 Editor’s note: Thisisat best, ‘meddlesome midwifery’, and without the fully informed consent of the

mother, it qualifiesas obstetric violence.

3 Editor’s note: | imaginethat the mother was given alarge dose of pethidineto sedate her.

4 Editor’s note: Perhapsan undercurrent shift away from the pathogenic and toward the salutogenic?

See - ‘Salutogenesis: Putting the health back into healthcare.” www.aims.org.uk/journal/index/33/1
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Trusting myself in birth

AIMSJournal, 2024, Vol 36, No 3

Salli and her mum on a bench commemor ating the midwife who attended when she was born.
By Salli Ward

I was born at homein 1962 in rural Cheshire. My mum recallswatching from her bedroom window as the
midwife arrived on her bike acrossthe field. The midwife/district nurse who delivered me into the world
was well knownand highly respected. My mum recallsthe doctors (therewereonly two) saying, ‘yes

Maud’ when she instructed them. She was the expert.

When | was first pregnantin 1986, | assumed | would also have my baby at home. In my innocence, |



didn’t think this was so controversial - though obviously | was awareit was slightly unusual - becausel|
didn’t associategiving birthwith anything medical — certainly not with illness. | didn’t entirely mistrust
the medical profession; | wouldn’t hesitateto involve themif | was poorly, and they have saved much

loved lives and limbs over the period of my life.

In birth, however, | believed in my body, inthe bodiesof women, and in nature. Thisisn’t to say |1 don’t
think we shouldinterfere with nature- surgery, antibiotics, defibrillators—they al interferewith nature
that would have us die — but what has this to do with birth? Yes, peoplecan have problemsgiving birth(l
now believe, the moreinterventions, the more problems) but we can have problemsclimbing mountains,

crossing the road, slicing bread, yet we don’t have doctorson stand-by when we do those things.

Back then | didn’t think al this throughuntil my GP refusedto — well, what do you call it? - be my GP! |
found another GP, read abook called Birth Matters, and found out about my rightsand about research
into homebirth. All long beforethe recent very worrying signs of impending doom in maternity services.

(1]

Back then | somehow knew my body would be able to give birth. 1 wasn’t super-assertive, so | foundit
hardto insist, but | trusted myself. 1didn’t even ask my then husband; to me, it was no-one’s business but

my own. | expected (and got) his full support.

I now have two grown up daughters; one has experienced giving birthand it was awful. She did plan to
have her baby in an excellent birthing centre but it was closed on the day. My second daughter is
pregnant now and planning something similar, but in adifferent area. My step daughter-in-law is also

pregnant but | can’t claim to have the right or the reality of much influenceover grown people.

| cannot understand why women, particularly feminist women like my own stroppy, strong and mighty
daughters, put so much trustin medics, in hospitals, in intervention, whenthey are planning delivery of
their babies. | don’t understand why they fight misogyny, standup for equality, dismiss damaging
stereotypesand push themselvesforward- yet willingly hand their beautiful, powerful pregnant bodies
over to male dominated services(l know thereare plenty of womenin medicinenow, but | believeit is
forgedinthe fires of masculine domination). Furthermore, why do they fal for the notionthat their
bodiesaren’t good enough, that they can’t standthe pain of childbirth, that they needinterferenceto do

what their bodiesare built to do?

| am awarethis sounds critical of other people’s choices. | want to stressthat | believein choice and if
womenwant to choose hospital birth or caesarean or pain relief or whatever, that’s fine by me. What |
questionishow much itisafree choice. What puzzlesme iswhy people make that choice whenthey are

otherwisequick to stand up for women’s rights.

When | announced | was having my baby at home, the most commonresponse was ‘how brave’. | took this
to meanthey thought | was doing something dangerous- this isworse than criticismto me. It meansthey
thought | was deliberately putting myself and my baby in danger. For years| wanted to say, ‘how brave’

when friends announced their impending hospital birth, but I’m older now and have two birthing



daughters— what can | say?

| did have my baby at home- and two others. My pregnancieswere marred by concernsthat | would be
two weeksoverdue and feel forcedinto being induced (my daughter was automatically booked for a
cervical sweep when she was only aweek ‘overdue’). With each of my births, | had to find my own doctor
—al three weregood — and work with the community midwives, who wereamazing. |trusted them. |
trusted myself and | trusted the power of nature. In labour with my first baby, | pacedthe floor until
ready to push. | know that natural birth[2] can happenin a hospital but | would be scared (‘how brave!”) of
interventionsand attitudes gettingin my way (possibly literally).

| am awarethat these days some conditionsof birth— such as breech - can be dangerous because there
areso few midwivesleft with the skillsto assist a natural birth under those circumstances. Women’s
bodiesare essentially the same (actually better and stronger) and birthis unchanged, but so few people
really know how to assist. My dad, born in 1927, famously (in the confinesof our village!) came out feet
first and had to be ‘pushed back in’ (full disclosure— he was atwin). My daughter’s baby isbreechnow — 5
weeksbefore she isdue — | can’t adviseher to resist interventionif the baby doesn’t move becausel don’t

know if we can trust anyoneto deliver that baby safely. The skills may not be there.

Thisisatragedy. Aswe move towards morecaesareans and other interventions, will the humanrace
eventually lose completetrust in women’s bodies? If my granddaughter is pregnantin 30 years’ time, will

therebe no-onewho knowshow to attend a natural birth?

Thisisn’t progressfor women. | learnt recently that in Americanatural birthing (and breast-feeding)
women are considered anti-feminist. It ssemsto be connectedto the idea that women should be able to
do exactly what men do — go back to work ten minutesafter birth? What womendo — especially if men

can’t do it — has becomeso devaluedthat even ardent feministsare convincedit has little worth.
Why aren’t we demanding respect for what we do — whatonly we can do?

I try to trust the next generationwill see sense. My three-year-old granddaughter knowsthat boys can
wear dresses, that some children have two mummies(or daddies), that no-one can touch her without her
consent, that bodiesvary — and that’s al so very good. | hopethat one day she trusts herself, her body

and nature enough- | hopewe can still leave her that legacy.



Bench in the villagewhere | was born, remembering Nurse Hatton who delivered me.

Author Bio: Salli is mother/stepmother to 8 grown-up children with 2 — almost 3 — grandchildren. Born
and bredinthe north west of England, she now lives with her husband on a narrowboat around London —
to wheremost of the children have moved - but she dreamsof the countrysideand looks forward to
inter-generational communal living planned by two of the kids. Salli has been a dramatherapist, a charity
CEO, acelebrant, and afundraiser but isnow awriter of policies, funding applications, articles, lettersto

the Guardianand unpublished (but extraordinarily good) books.

[1] Editor’s note: The author may be referring to the increasingreports from parentsof poor support and
of traumatic experiences, alongside documented concerns about staffing numbers, increased rates of

inductionand caesarean, and lack of support for women’s choicesabout where they have their baby.

[2] Editor’s note: Pleaserefer to the AIMS position paper on Physiology-Informed Maternity Services:
www.ai ms.org.uk/assets/media/730/a ms-positi on-paper-physi ol ogy-inf ormed-maternity-care. pdf
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Trust in maternity care — Going, going, gone?

AIMS Journal, 2024, Vol 36, No 3

By Mary Nolan

While inthis article, ‘woman’, ‘women’, ‘she’ and ‘her” are used to refer to the person givingbirth, thisisin no way

meant to exclude birthing people who do not identify aswomen.

What istrust?

Trust has been of interest to academicsworkingin avariety of fields, including psychol ogy, sociology,

philosophy, theology and economics. There seemsto be genera agreement that:

Trust isthe belief that another person will do what isexpected. It bringswith it a willingness for
one party (the trustor) to become vulnerable to another party (the trustee) on the presumption
that the trustee will act inways that benefit the trustor 1

For someoneto trust another, she or he must be confidentthat the other personhas good intentions. The
trustor iswilling to follow the advice of the other person (or group of peoplesuch as a profession)
because she believesthat this person knows‘the truth’; will tell the truth as they know it; and have the
trustor’s best interest at heart.

The key componentsof this definition are that the trustor isvulnerable, and that the trusteehas integrity



and will act in such away as to meet the expectationsand needsof the trustor. Perhapsthe most
vulnerableof al peoplein our society are babiesand young children, and this iswhy1001 Days
practitionersput so much effortinto educatingand supportingtrustors not to let their tiny trustees
down. Babies acquirean understanding of trust whentheir carersrespondto their fearsand distress
consistently and lovingly. Peoplewhose earliest experienceslead themnot to trust will struggleto form

healthy, satisfyingrelationships over their life-course.

Inthe case of maternity services, we find another group of exceptionally vulnerable people, namely
birthing mothers. First-time mothers in particular need to be able to trust their midwivesto be confident
in their ability to birth their babiesand to convey that confidence strongly in the way they communicate
with them, touch them and support them. Their midwives’ confidencesignals to the birthing mothers that
they are strong women, able to make the transitionto motherhood and to cope with the challenges
motherhood brings. During pregnancy, women’s self-concept undergoes radical reformulation including
their understanding of who they are, of the key relationshipsin their lives and of how they want to
conducttheir lives. During labour, that self-concept undergoes further transformation so that by the
time they have birthed - twelve hours, aday or two days later — they are literally different people from
whom they wereonly a short while before. The confidence midwivesdemonstratein their ability to make

good decisionsthat are right for themisa powerful yeast in this transformation.

Until the mid-twentieth century, birthing mothers placed their trust in womenwhom they already knew.
The trustees weretheir own mothersor femalerelatives, or community midwiveswho knew local
familieswell and may have beenat the birthof two or even three generationsof the same families’
babies. Today, birthingmothers are expectedto place their trust in midwiveswhom they generally do not
know. They do so becausethey trustthe professionto which midwivesbelong; they trust that, as
professionals, midwivesadhere to codesof conduct and ethicsthat make placing trustinthema
reasonablething to do; they sharein that confident expectation that midwives‘can berelied upon to act
with good will and to secure what isbest for the person seeking help’ (Carter, 2009:393).2

Itisin many ways aleap of faith to place our trustin complete strangers. However, as citizensof an
‘advanced’ economy with ahighly regulated, evidence-based health service, we have been programmed

to trust that we will get excellent care whenwe encounter healthcare professionals.

The problemis, as we are al beginningto understand from the relentless exposureof failuresin
maternity servicesacrossthe country (Morecambe Baby,3 Shrewsbury and Telford,4 East Kent,5

Notti ngham6), that the trusteesare sadly conflicted. They may be relied upon to act with good will —
instancesof healthcare professionalsacting with deliberate malice are fortunately rare - but they cannot
be relied upon to ‘secure what ishest’ for the birthing mother because the mother’s concept of what is
best may be at varianceeither with the trustee’s, or with ‘the system’s’ concept. The trustee’s concept of
what is best may be the same as the mother’s or the same as the system’s but either way, she may run into

conflictin honouring the woman’s trust.

‘The system’ isnot a listening system. Even when forced to listen, for examplewhen the subject of official



inquiries, its only meansof demonstrating that it has doneso isto amend its protocols. This does not
necessarily increase confidenceon the part of either the trustor or trustee because protocolsare rigid
whereaseach birthing mother isunique. A situationthereby is perpetuated where, in order to act inthe
best interestsof the birthing mother, the trusteewho decidesto listento her rather thanto the system
may have to be preparedto face criticism, ostracismand possible disciplinary procedures.

Understandably, most are fearful of the repercussionsand aren’t willing to run such arisk.

When even independent trustees can’t be trusted

A young friend of mine —we’ll call her Amy - has been recently pregnant with her second baby. Her local
hospital is, as isso oftenthe case, short of midwivesand it was clear that they could not supportthe home
birth she wanted. Althoughher friendshad had good experiencesat the hospital, Amy was concerned
about high inductionrates and the consequent cascadeof interventions. The hospital was also associated

in her mind with atragedy that had occurredthere involving a member of her family.

In order to give herself the best chanceof having an uninterrupted, peaceful birth, she decidedto employ
an independent midwife. This was not an easy decisionbecause the midwife’s fees put aheavy strain on
Amy’s already tight domestic finances. Nevertheless, she went ahead and startedto form a strong
relationship with her midwife who gave her the time she neededto think through both her birth plan and
how she could help her toddler daughter adjust to having a sibling.

Monthly, and then fortnightly, visits continued until Amy was 30 weeks. At this visit, the midwife
measured the bump and was alarmedto find the measurement alot less than she would have expected at
this stage of pregnancy. The baby was lying transversewhich probably explained the unexpected
measurement but the midwife was clearly disturbed and strongly advised Amy to go to the hospital for an

emergency scan.

Anironic reversal of roles thentook place. Amy triedto reassurethe midwife that the baby was kicking
vigorously — keeping her awakemost of the night! —and that she knew from having been pregnant before
that this was not asmall baby; infact, the baby felt much larger than her daughter who had beenborn a
very healthy 8lbs. Amy was confident that all was well. The midwife, however, wanted the reassurance of

ascan and very reluctantly, Amy went to the hospital where she was told that her baby was thriving.

Of course, this incident led Amy to lose trustin her midwife. She felt that the midwife did not trust what
she, the mother, knew about her own body and her unbornbaby. She questionedthe extentto which the
midwife put her trustin atechnological approach to pregnancy and birth. The relationship between the

two was fractured.



Of course, the independent midwife was in adifficult position; she had to cover her back by exerting
pressureon Amy to have ascan once the fundus/pubic measurement seemed to suggest the baby wasn’t
growing well. But Amy felt, as so many womenwho contributed to the recent Report on Birth Traumafelt,

7 that she was not listened to and was not respected. She felt forcedto make achoice that was what her
carer wanted, not what she wanted.

Amy hopesto have another baby but says that she will freebirth as she now doesn’ttrust either NHS-

provided or private maternity care.

Where do we go from here?

The sad reality to emergefrom this story isthat once trustislost it isvery very hardto regain. This
includestrust in a particular healthcare professional, or profession, or system of care. Thereisan

asymmetry inrelationto trust, namely: Itismuch harder to build it than to destroy it.

My feeling isthat trustin the maternity serviceisat an all-timelow. In her wonderful book, ‘Birthing
Autonomy’,8 Nadine Pilley Edwardsdiscussestrust at some length. She asserts— surely correctly - that
trust is based on relationships. She argues that women desperately want to trust their midwives, but
repeatedly find that the hospital or ‘the system’ disruptsa trusting relationship:

Thereisan inherent paradox in obstetric ideology focusing on safety and at the same time
decreasing safety by placing obstacles in the way of trust developing between women and

midwives. (p186)

So wheredo we go from here?If many midwivesare finding it increasingly difficult to respond to

women’s choicesin labour and birth, and to trust women’s understanding of their bodiesand their babies,
this will ultimately reduce women’s trust in themselves. The likely consequence of this will be a gradual

or steep declinein the incidenceof straightforward, unassisted, uninterfered with labour and birth. There
would be thosewho arguethat a 100% caesareanrate would be no great problem. It would. Every time a
medical intervention isadministered — and surgical birth isnot aminor procedure-thereisarisk that
something will go wrong. And with a100% surgical birth rate, the frequency of thingsgoing wrong will
inevitably increase. Thisissimply statistics. If every medical procedure carries a 1% risk of iatrogenic
harm, and 100 caesareansare performed, all of which are necessary, 1 woman will be harmed as aresult
of the procedureitself. If caesareansare performed on al 650,000 womenwho give birth every year in
the UK, 6500 womenwill be harmed - alarge proportion of whom didn’t need a caesareanin the first
place. And, of course, this isn’t taking into account harm that may be causedto the babiesexposed to

surgical birth.

DonnaOckenden, who has spearheaded the inquiriesinto failings in maternity care, has made numerous
recommendationsthat she believeswould improvetrust inthe maternity service, but remains
pessimistic about the future. Her doubtsas to whether the ‘whole system’ can be rescued are very

evident in the ‘if’ of the final sentenceof this extract from an openletter to the Secretary of State for



Health:

NHS maternity services and their trust boards are still failingto adequately address and learn
lessons from serious mater nity events occurring now. We recognise that maternity services have
very significant workforce challenges and this must change. Clearly, workforce challenges that
have existed for more than a decade cannot be put right overnight. However, it isour belief thatif
the ‘whole system’ underpinning mater nity services commits to implementation of all the
[recommendations] within this report, with the necessary funding provided, then this review
could be said to have led to far-reaching improvementsfor all families and NHS staff working

within maternity servi c&s.g

So what isthe answer?| believethatif trustisto be restoredin the maternity service, firstly midwives’
training has to be looked at. A midwifery lecturer told me recently that it isnow commonfor studentsto
graduatefrom her department without ever having witnessed a normal physiological birth. Thisisin

direct contravention of the Nursing and Midwifery Council’s (NMC) 2023 directive:

The aim of the birth standard isfor all student midwives to facilitate 40 spontaneous vaginal
births. Facilitated spontaneous vaginal births enhance the confidence in student midwives for
registration and prepare them to practise autonomously, and in some instances, on their own in

the birth environment.l0

Itisnot entirely clear what the NMC definesas a “spontaneous vagina birth” althoughit uses the term
‘unassisted” alongside ‘spontaneous’. If “spontaneous vaginal births’ includethe whole panoply of medical
interventions, includinginduction, acceleration, labour in bed, and epidural, and the 40 birthsstudents
attend are al characterised by such interventions, then midwifery training isgoing rapidly inthe
direction of obstetric nurse training. In order to prevent this from happening, it isgoing to be vita, as
Ockenden says, that governmentincreasesthe number of midwivesto enable continuity of carer. Thisis
an unfulfilled aspiration of at least 30 years’ standing, ever since it was the keystoneof the famous
‘Changing Childbirth’ report, chaired by Julia Cumberl ege.ll Enabling continuity of carer in this way
would facilitatebetter relationshipsbetween womenand midwives, better births, and greater job
satisfaction for al those midwiveswho wantto be listening, responsive carers, and, by extension, create

an optimal training experience for student midwives.

However, more midwivescan’t be the whole answer. The system remainsstrong, although | believethat
the first inklings of arebellion against ‘the evidence’ can be perceived, signalled by a growing
appreciation that the evidenceis oftenlimited, insecureand based on analysisof populationswhich are
racialy, ethnically and culturally homogenous. ‘The evidence’, whatever it isand however derived,
cannot be appliedin al circumstancesto al people. Human beingsare far too variedin their epigenetics,
their geneticsand physiology, as well as their experiences, lifestylesand temperamentsfor it to be
reasonableto believethat ‘the evidence’ could apply equally and without qualificationto every single

person. Instead, the “‘evidence-based’ approach needs refiningto becomefar more nuanced; we need to



ask ‘what worksfor whom, and in what circumstances?’

[Evidence Based Specialists] have highlighted the ..... importance of evidence-in-context [and
advocate] more context-sensitive approaches to evidence evaluation, requiring multiple methods
and information sources to be considered asthe relevant evidence accumulates over both time
and place......Nutley et al. (2019)12 arguethat the evidence required for effective decision-
making includes evidence of the gravity and (a)typicality of any particular situation. They
encourage academics and practitioners alike to deepen their examination of ‘what works’ by
asking supplementary questions, such as precisely how and why interventionswork, for whom, at

what priceand with what consequences.l3

Inthe meantime, it may be that womenwill needto look elsewherefor peopleto do the listening and
providethe advocacy that the system quashes. They may needto look for people whose unique selling
pointisthat they are not inthe system. Would doulasfit this role? In putting together arecentissue (Vol
11, Issue 4, July 2024) of the International Journal of Birth and Parent Educationof which | am Editor,

with the themeof ‘Doulas and Re-Imagining Birth’, | was struck by how extensivethe doula offer now is.
Organisationssuch as the European Doula Network (EDN), and Doula UK providesupport and resources
for doulas; the EDN has recently organised doulasto work with displaced pregnant Ukrainian women.
TheNCT inthe UK trainsBirth Companions. Red Tent Doulasnot only train doulasin the UK but support
doulasworkingin some of the most dangerousparts of the world, such as Gaza. Inthe United States, the
prestigious International Childbirth Education Association (ICEA) has a well-established and respected
doula training programme and the American College of Obstetriciansand Gynaecologists(ACOG)]'4 has

recognised doulasas an important strategy for improving maternal outcomes.

Midwiveswill rightly say that doulasare taking over their role, or, at least, the best bits of their role. This
may be the case but until midwivescan be liberatedto truly be ‘with women’ in their vulnerablehour of

need, what are womento do?

The toneof this articlewill seemto you pessimistic. And | do have very deep concernsabout the

rel ationshi p between mothers and midwives. This should be one of the most preciousrelationshipsa
woman may experiencein her lifetime, arelationshipthat can be transformativeand leave awoman
healed and triumphant, who was previously broken by lived experiencesof not being able to trustor be
trusted. I'll finish with the following quotationfrom abook written by a politician (a member of another
much vilified and mistrusted profession);it capturesthe existential challenge that midwivesand the
maternity serviceare facing inthe mid 218t century:

We come back to the question of trust.....Trust is a two-way process. You cannot secure trust
simply by asserting that you are trustworthy. You can only win trust by showing that you are
willingto work ina spirit of mutual respect with those whose trust you seek.(Cook, 2003:87)15

Author Bio: Mary Nolan worked as abirthand early parenting educator for 28 years before spending 13
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