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suffered from the blues. This would appear to support the view that high technology deliveries
are detrimental to a woman's emotional state after birth. However, despite the fact that those
experiencing the blues after birth were more often those who had high technology births, it would
appear that the extent of medical intervention in a birth is only one factor. Of equal importance
is the perceived success of the birth, in terms of feeling safe, secure and in control. It was found
that a low intervention delivery that amounted to a disappointing or traumatic birth experience
was more likely to constitute a hazardous start to motherhood than a successful high intervention
birth taking place within supportive and relaxing surroundings. This accounts for inconsistencies
such as the fact that a woman who delivered her baby naturally reacted negatively to early
motherhood, feeling weepy, restricted and resentful, while another woman who had an unplanned
Caesarean bonded immediately with her child and painted a glowing report of her first moments

of motherhood.

Kitzinger (1992:67) states, in this regard, that where a woman is isolated from sympathetic
human contact or processed through a hospital system as if on a factory production line, the
experience and its aftermath may be distressing even if there are few obstetric interventions. This
is further testified to by the fact that regardless of the type of birth, all the women in the study
who expressed direct disappointment with their birth experiences struggled emotionally and
found the experience of motherhood difficult. One woman saw her difficult birth experience as
effecting her initial relationship with her son: "It was a nightmare in the beginning. It took a
while. He was freaked out. I was freaked out. I didn't want him in a way. I wanted him, but I

didn't want to have to put up with all that howling."
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Dix, 1987:75).

In the present study, the relationship between the blues and the demands of motherhood may be
clearly demonstrated. Symptoms such as weepiness, irritability and over-sensitivity, associated
with the blues, are also a consequence of sleep deprivation, a common problem experienced by
new mothers. In the study, 15 women found lack of sleep to be a serious problem. As one woman
elaborated: "I'm coping. You get weepy days just because you're so tired. When you're tired you

lose all perspective. Everything's wrong. The whole world's a disaster."

The blues are also an obvious and understandable outcome of the shattering of idealised
expectations of the joys of motherhood: "I was totally unprepared for it because I'd always
wanted children. I thought it would never happen to me. At antenatal when they talked about it
I didn't really listen. I was trying to think of all the things that were said."; "I had a feeling of
flatness when I came home, feeling I ought to feel overwhelmed with love. Why am I not feeling
that? Am I getting depressed? I think there's soup of emotions.” The very nature of babycare as
time-consuming and repetitive can be depressing: "Everyday the same thing - feed the baby,
change the baby. That depressed me. Here I thought I'd be going shopping, visiting. You don't
do that. It takes four hours to get out of the house and by that time the traffic's started.” The
blues, or weepiness, experienced by many of the mothers may then be understood as not simply
the result of hormonal imbalances, but as an obvious response to the shock and stress of

first-time motherhood.
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of a situation, which may result in different courses of action being taken, each with diverse sets
of consequences. The extent of variation in childbirth management is demonstrated by Jordan

(1993) in her cross-cultural study of childbirth.

THE USE OF UNNECESSARY INTERVENTIONS

It was clear from the interviews that the use of many of the interventions was precautionary,
motivated by the desire to avoid any potential problems. Many other interventions were the result
of the knock-on effect, where the use of one intervention necessitates the use of another. For
example, all of the women whose labour was induced also required an epidural because of the
painful and rapid induced contractions. Similarly, all the women making use of epidurals,
required the use of forceps or vacuum extraction to aid delivery because of their inability or

reduced ability to push.

Apart from the obvious financial cost, the high rate of medical intervention has physical and
emotional costs. Inductions were often accompanied by painful and intrusive internal
examinations. The experience of being induced is generally not pleasant and in several case the
induction did not work. In the presence of unexpectedly intense labour pain, epidurals were
welcomed. There are, however, negative aspects to their use, other than physical symptoms such
as a rise in blood pressure and severe headaches. As a result of the epidural, the women were
confined to bed and thus unable to continue walking which was found to help alleviate the pain
of the contractions. The administration of the epidurals was also frightening, as the women were
well aware of the risks involved. The women delivering their babies by Caesarean struggled with

the extended recovery period combined with having to care for a demanding newbomn.
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Physically, recovering from a Caesarean and other procedures such as episiotomies, was a

painful process.

Nearly half the women felt drowsy after delivery as a result of medication and in some cases
over-medication. This affected their first moments with their babies, several women having only
vague recollections of what occurred. The babies delivered by Caesarean needed additional
medical attention as a result of the operation. Where this was unanticipated, the women were left
frantic, not knowing in what state their babies were. The removal of their babies for testing and
observation a few moments after delivery was also a source of anxiety and frustration for the

women.

While not in relation to themselves or the medical care they personally received, several women
did allude to motives for the high Caesarean rate relating to the time saved in the performance
of Caesareans and, most importantly, the inflated cost. It is clear that interventions add
considerably to the bill. Of relevance here is a point made by Birke et. al. (1990:54) with regard
to reproductive technologies and technologies for managing birth. They state that considering
that technology is a social product, it should not be surprising that a combination of personal

ambition, the profit motive and patriarchal control is evident in technological development.

Lilian (1996:151), a medical professional and journalist, refers to a profit incentive in no
uncertain terms, stating that in South Africa the owners of private maternity clinics are usually
a group of gynaecologists and obstetricians who practice their professions there. In terms of
financial cost, it is the medical aid companies that bear the brunt, which has motivated these

companies to investigate further. According to a recent survey, 24% of all hospital admissions
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in America are unnecessary, as is 62% of the time patients spend in hospital and 49% of doctors'
visits (Focus, 1995b). In South Africa specifically, a study undertaken by a medical adviser for
a medical aid company revealed that 77% of all hospital accounts are inaccurate. By scrutinising
870 accounts, massive savings were able to be made. Furthermore, the extent of some of the
mistakes was found to be astonishing. One hospital claimed to have administered sufficient

ampoules of a particular medicine in one day to "kill an elephant” (Focus, 1995a & 1995b).

Foster (1995) adds to this by arguing that the information women health care consumers receive
is strongly biased towards an overly optimistic view of the efficacy and safety of modem
medicine. She questions the extent to which ineffective and unnecessary medical interventions
are promoted and perpetuated because of many vested interests involved in their continued
expansion. Ironically, while the general public is still being fed a predominantly optimistic view
of the triumphs of modern medicine, a relatively superficial review of a range of serious medical
journals reveals a significant body of medical doubt and questioning in relation to a wide range
of drugs and procedures, which remains almost totally hidden from most layperson's eyes. In
relation to childbirth, enthusiastic supporters of fetal monitoring have notably failed to provide
any clear evidence of benefits from its ever-increasing use. Research has rather demonstrated
a number of significant costs, such as a significant increase in the Caesarean rate due to a high

rate of detection of apparent fetal distress (Foster, 1995:38-40).

It should be noted that another possible reason for the high Caesarean rate is that some women,
though none in the study, may choose to book themselves for a Caesarean because they regard
it as quicker, easier and less painful at first assessment. A further reason may be that Caesareans

do not damage or weaken the vaginal muscles and so allow women to retain their pre-birth
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characteristics. These reasons emphasis the way in which medicalised birth has been thoroughly
internalised. Birth is viewed as a technical process and the field of a medical specialist.
Subsequently any emotional or transformative value that birth, as a natural process, may provide,

is disregarded.
HOSPITAL REFORMS

The women were generally happy with the medical care they received and though they voiced
complaints, most found their time at hospital a positive experience. Some reforms within the
hospital have visibly improved the experiences of women. In private hospitals, an element of
depersonalisation is removed where regulation hospital night-gowns are no longer required to
be worn. Hospital visiting hours have become more flexible, fathers are allowed to be present
in the delivery room, women are not confined to bed immediately on admission to the hospital
and different positions for delivery are permitted where this is not impeded by the use of
epidurals or monitoring equipment. Some of the practices that used to be performed routinely
without the support of research findings or the consideration of individual wishes, such as

shaving and enemas, have been done away with.

In terms of the call for demedicalisation, Riessman (1992:130) points out that as in many reform
movements, larger issues have been silenced. Challenges to the medical domination of
pregnancy and demands for demedicalisation have been co-opted by an exclusive focus on the
birth environment. Even though the setting of birth is improved, and restrictive, unnecessary
routines are removed, birth is still medically defined. It is still under the control of doctors and

still occurs in hospital.
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THE SCIENCE - NATURE DICHOTOMY

Within the birth process, obstetrical science and technology are thought to be more reliable and
predictable than the natural process. As a result, the risk-taking of vaginal birth is being replaced
by the risk-taking of surgical birth. In general, the scientific enterprise has been seen in
opposition to nature, as attempting to control and gain ascendancy over nature. This has
implications in the light of the nature - culture dichotomy, where women have been associated
with nature and seen as nurturant, co-operative and suited to domesticity, while men have been
associated with civilisation and culture. This socially constructed dichotomy has been challenged
because it has brought about the creation of different spheres for men and women through the
division between public and private realms. This has served to legitimate women's lower status
in society and their restricted position within the home. In terms of this dichotomy, the power
of male obstetrics over women's bodies has been likened to the power scientific discourse has

claimed over a passive ‘female' nature (Cosslett, 1994).

This is seen most clearly in the fact that specialised scientific knowledge has been shown to
dominate over a woman's own subjective experience. Biomedical knowledge, seen as both
legitimate and authoritative, is often judged as superior to a woman's knowledge and judgement
of her own body. Within the medical context, attention is not focused on the woman's judgement
or feelings, but on the messages coming from machines. With the use of the fetal monitor, for
example, women come to depend on others to give them information about themselves. They
come to rely less on what they themselves think and experience and in the process they are

robbed of confidence and the feeling that they can manage by themselves.
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In relation to this, Oakley (1980:98) argues that the medicalisation of reproduction has changed
the subjective experience of reproduction, making dependence on others instead of dependence
on self a condition of the achievement of motherhood. Dependence on others is also a
consequence of the professionalisation of motherhood and the resultant industry of books
offering advice about every aspect of childcare. This explicitly encourages the readers to distrust
their own expertise or that of friends and family and to seek instead advice and expertise from
medical professionals. The situation is aggravated where advice is contradictory or simply does

not have the desired effect, as seen particularly in the case of breastfeeding.

Bergum (1989:91) gives another example of the way in which specialised medical knowledge
dominates over other forms of knowledge. She states that although women wanted their babies
with them after delivery, it was not until there was scientific “proof' of the value of those initial
hours that the "natural' was supported by the “scientific' and so the practices were changed. In the
present study, the women were initially allowed only limited time with their babies and this was
the only area in which the women resisted the advice of medical personnel, some repeatedly

demanding to see their babies.

DOMINANT DISCOURSES

It would appear then that the experience of pregnancy and childbirth is portrayed not so much
as a subjective experience shaped by the women's own frame of reference, but as a response to
the paradigms or discourses available to them. The medical discourse, the natural birth discourse
and discourses of femininity and motherhood interact to shape the experience of childbearing.

Martin (1989) has commented, in this regard, that the more a woman is exposed to various
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institutions and their discourses, the more dense the mediating screen becomes so that she

becomes increasingly distanced from her own subjectivity.

The complexity surrounding the interpretation and experience of childbirth reiterates the fact that
pregnancy and childbirth are not only physical, but cultural processes with many different
representations. No consistent, unified point of view can thus be presented from which to define
the experience. Furthermore, the social construction of the dominant discourses means that they
are not without underlying motivations and repercussions. Ultimately the dominance of the
medical model of birth marks the further encroachment of scientific thinking into everyday social

life.
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34. How important do you think motherhood is to women?
35. Do you think that all women have a maternal instinct?

36. How do you feel about the women's liberation movement?
37. Would you consider yourself to be a feminist?

INTERVIEW SCHEDULE: AFTER BIRTH

1. Can you describe your experience of childbirth.

2. Where did the birth take place, within what surroundings?
3. Who was present at the birth?

4. How involved was the father?

5. Do you feel that he was sufficiently involved?

6. What type of delivery did you undergo?

7. What medical procedures and drugs were used?

8. What were your reasons for choosing this type of delivery?
9. What reasons were given by your doctor?

10. What choices and information was made available to you?
11. Do you know what was done with the baby immediately after birth?
12. How much time had elapsed before you held your baby?
13. How long did it take before the first breastfeed?

14. How do you feel the birth went?

15. Did you have any particular worries or anxieties during the birth?

16. What were the best and worst aspects of labour and birth?

17. Is there anything that you would have liked to be done differently?

18. Do you feel that you were in control of the way in which the birth was handled?
19. Was having a baby anything like you'd expected it to be?

20. How did you feel immediately after delivery?

21. How would you describe your experience of hospitalisation?

22. Describe the hospital routine.

23. Did you experience any problems with regard to being in hospital?

24. How do you feel about the medical care you received during the birth?

25. How do you feel about male and female doctors?

26. How would you describe your relationship with your doctor/s?

27. Have you been able to ask him or her any questions you may have and have the answers been
explained adequately?

28. Do you feel that you understand the relevant medical terms?

29. Were you involved in making the decisions about what was going to happen to you?

30. Do you feel that the baby has affected your relationship with your partner?
31. How does your partner feel about becoming a father?

32. How much does your partner participate in babycare?

33. What do you feel about the amount he does for the baby?

34. Can you describe the division of labour within your home.
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35,
36.
37,
38.
39.
40.
41.
42.
43.
44,
45.
46.

47.
48.
49.
50.

What does motherhood mean to you?

How would you describe your first moments of motherhood?
How do you feel you are coping?

Has becoming a mother been an easy or difficult experience?
Do you feel you have a relationship with your baby?

What sort of person is s/he?

Are you aware of being a mother?

Are you breastfeeding?

Did you feel at all anxious about looking after your baby?
How would you assess your satisfaction with motherhood?
Do you ever feel angry with your baby?

How much difference do you think having a baby has made to your life?

How would you describe your physical and emotional state?
Did you feel depressed at any time during your stay at hospital?
Did you expect to get depressed?

Why do you think you were depressed?
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APPENDIX B 1997 MATERNITY RATES 2

RATES FOR NON MEDICAL AID PATIENTS
Hospital charges are according to Representative Association of Medical Schemes.
These rates also apply to those with insurance cover.

ACCOMMODATION:
Private ward (A) (Matemity only) R709.10
Private ward (B) R659.10
Semi-private ward (without bathroom) R559.10
Semi-private ward (with bathroom) R584.10
General ward R459.10
QOut patient facility fee R148.70

NORMAL DELIVERY: ,
Labour ward R.962.70
Epidural (including pack) R347.00
Vacuum extraction R55.00
Forceps R55.00
Entonox R47.69 per 30 minutes

OTHER CHARGES:

Nursery Fee R199.80
Stress Test - in patient R75.00

- out patient R75.00
Incubator R20.00 per day
Phototherapy R55.00 per day
Observation  (Infant) R568.90 per day
High care ( Infant intensive nursing) R1266.00 per day
High care (Infant standard nursing) R824.50 per day
[C.U. (Adult) R 1823.60 per day
Neonatal [.C.U. (Infant) ’ R2272.80 per day
Baby pack R70.00
Mother items R50.00

All pharmacy consumables used in Theatre, wards and nursery

CAESARIAN:

Epidural (including pack) R347.00

Theatre R 18 84 per minute

Oxygen R15 .92 per hour

Oxvgen & Nitreus oxade R1.95 per minute (theatre)

*After hours fee R129.40
CIRCUMCISION:

Nurserv (in patient) R6.06 per minute in theatre

*(7PM - TAM. SAT 1PM - MON 7AM & PUBLIC HOLIDAYS)
(01/01/97) Please note, that prices are subject to change without prior notice.
Ref: kmatarif sam
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1997 MATERNITY RATES |

FIXED FEE
(ALL MEDICAL AIDS)

NORMAL CONFINEMENT

Code 53009 R2134 .40 for the first day

Code 58010 R727.70 for each consecutive day thereafter

Code 58017 R527.90 for each consecutive day (excluding nursery
fees)

Code 58011 R347.00 for an epidural (includes epidural pack)

These amounts do not cover pharmacy consumables.

CAESARIAN SECTION

Code 38012 R3169.00 for the first day
Code 58015 R713.00 for subsequent davs
Code 38018 R513.30 for subsequent days (excluding nursery fees)

PRIVATE WARD DIFFERENCE
R250 00 extra per day on the above amounts, for private ward (A)
R200.00 extra per day on the above amounts, for private ward (B)
R100.00 extra per day on the above amounts, for semi-private ward without bathroom.
R125.00 extra per day on the above amounts, for semi-private ward with bathroom
This difference is not included in the fixed fee and will not be covered by your Medical

Aid.

EXCEPTIONS:

If your baby requires a circumcision, or has to use High-Care, Neonatal Intensive Care Unit or
needs special observation, he / she would then become a patient in their own right and the fees
will be charged outside the fixed fee procedure. The same applies when the mother needs
specialised care in the form 6f High care or Intensive Care.

NOT COVERED BY MEDICAL AID

Baby pack of R70.00
Mother items 0of R50.00

Please note, that prices are subject to change without prior notice. 01/01/97
Ref: kmatarifsam
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APPENDIX C

COST ANALYSIS OF A TYPICAL NATURAL DELIVERY (1997

RATES)

The most common type of delivery for those women within the study who gave birth naturally
was an epidural, instrumental delivery. The costs listed below are in terms of the average
confinement for a natural delivery, which was five days, and the most common accommodation,
a semi-private ward. The information was attained from an examination of one woman's medical

accounts.

Normal Confinement:

Use of labour ward:
Pre-op assessment:

Time - 65 minutes:

Epidural:

Forceps:

Epidural top up for perineal tear repair:

Time - 32 minutes:
Nursery fee:
Stress test:

Total:

R2134,40 (the first day)

R2910,80 (four consecutive days thereafter, at
R727,70 a day)

R625,00 (extra cost for semi-private ward, at
R125,00 per day)

R962,70

R165,92

R454,50

R347,00

R55,00

R303,00

R227,25

R799,20 (at R199,80 for each of four days)
R75,00

R9059,77
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APPENDIX D

GLOSSARY
Amniotic fluid - The fluid surrounding the fetusin the uterus. It provides freedom of
movement, a constant temperature and protection from trauma and infection.

Apgar score - The rating of weight, heart-rate, respiration, muscle tone and reflexes given to the
baby at one and five minutes of age. The scores range from one to ten.

Catheter - A tube inserted into the bladder before surgery.

Caesarean Section - The birth of a baby through a surgical incision made through the abdominal
and uterine wall.

Colostrum - The yellowish fluid secreted from the breast during pregnancy and during the first
few days after childbirth until milk flow is established. It contains antibodies to protect the
baby against infection.

Elective Caesarean - A Caesarean that is planned in advance.

Enema - The injection of liquid into the rectum to clean out the bowels.

Entonox - A pain relief administered in gas form. It reduces rather than removes pain and has
a drowsy effect on the woman.

Epidural Analgesia - An anaesthetic injected around the spinal nerves, leaving the mental
consciousness of the mother unclouded, while dulling the sensation of contractions.

Episiotomy - A surgical incision in the perineal tissuesto widen the vaginal opening and
facilitate delivery.

Forceps - Two curved blades that interlock and fit closely around the baby's head to aid
extraction.

Induced labour - Labour that begins artificially, usually using pitocin, before it begins on its
own.

Meconium - A black tar-like substance in the large intestines of the fetus and newbomn. It's
presence is an indication of fetal distress.

Pethidine - A pain relief administered by injection. It lessens pain, but has a drowsy effect.
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Placenta - The oval, spongy organin the uterus through which the fetus obtains oxygen and
nouris

Show - A blood-tinged mucous discharged from the cervix, often just prior to the onset of labour.
Spinal Block - An anaesthetic injected into spinal nerves, leaving the lower body completely
numb. It is more invasive than an epidural, but has a quicker effect.

Ultrasound - A test performed to check for fetal maturity using ultrasound waves to produce an
outline of the baby's head. It is also used to determine the position of the placenta or multiple
births.

Umbilical cord - The cord connecting the navel of the fetus with the placenta.

Vacuum Extractor - A metal cup attached to suction equipment that is attached to the scalp of
the baby. This creates a vacuum thereby aiding extraction.

Vermix - The thick, white substance which covers the skin of the fetus to protect it while in the
amniotic fluid and immediately after birth.
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