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Abstract

The part played by fathers in hospital childbirth was investigated over a
period of eight months during 1997-8 in a Northern UK hospital using
various research methods. Semi-structured interviews were conducted
with small groups of expectant and new mothers and fathers, midwives
and doctors. Concepts were then developed which formed the basis for a
labour room observation schedule. The researcher, a qualified midwife
using anthropological techniques, attended the birthing experiences of 15
women in the labour rooms and recorded the movements and interactions
in space and time of those routinely present as well as her own. A
quantitatively analysable questionnaire was sent to a larger sample of the
population, and a schedule was devised and used to interview the directly

observed couples some time after the experience and away from the ward.

A systematic approach to the analysis produced five overarching
analytical categories: alliance formation, supportive championship,
protective vigilance, linkmanship, and becoming a father as useful to
provide an initial theoretical framework for analysis. This gave rise to the
overall conclusion that relationships, movements and events experienced
in and around the labour process were structured by, but also, reinforced
complex and sometimes shifting inequalities of power which however had
the overall effect of marginalizing fathers who shared less than fully in the
total experience. It is suggested that awareness of these apparently fixed
cultural, structural and processual constraints could enable those
professionally concerned to facilitate the empowerment of women and
their partners and at the same time improve their own work experience.
The findings suggest that future research might explore the educational,
ideological and emotional relationship of midwife, mother and father and
the ritual and pragmatic implications of fatherhood, as itself a complex
rite of passage, of which presence at birth is only one fraction.
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Glossary of Terms and Abbreviations

Cervix.
Gravid

Perinatal Mortality

Stages of labour

Q

Q

Para

Maternal Mortality

First

Second

Lower third of the uterus

Pregnant (e.g. G2 pregnant for the second
time)

The maternal mortality rate for any year is
the number of deaths attributed to

pregnancy and childbearing per 1000
registered total births.

The perinatal rate is the measure of the
number of stillbirths and deaths in the

first week of life infancy per 1000
registered total births

The period from the onset of regular
uterine contractions, accompanied by
effacement of the cervix and dilatation of

the cervical os, to full dilation of the os
uteni

The period from full dilatation of the os
uten to the birth of the baby.

The period following the birth of the baby

until complete expulsion of the placenta
and membranes.

Having borne a child (e.g. G3p2 having

bome two children and pregnant for the
third time)

11



Os uten

ABBREVIATIONS

MW
Dr
EF

NF
NM
PW

FN

Obs.

PO
FG

Q

Internal and external openings of the

cervix

Pre-observation interviews midwife
Pre-observation interviews doctor
Pre-observation interviews expectant
father

Pre-observation interviews new father
Pre-observation interviews new mother
Pregnant woman

Field notes

Observation in the labour ward /room
Post delivery interviews

Focus group

Response from questionnaire (numbered)
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Preface

State Power

‘Power has to do with whatever decisions men make about the
arrangements under which they live, and about the events
which make up the history of their lives. Events that are
beyond human decision do happen; social arrangements do
change without the benefit of explicit decision. But in so far as
decisions are made, the problem of who ts involved in making
them is the basic problem of power. In so far as they could be
made, but are not, the problem becomes who fails to make
them?”
Wright Mills (1967 p23)

According to Wright Mills (1967) there are at least three types of power.

They are, authoritative, that which is justified by the beliefs of the
voluntarily obedient, manipulative, that which is wielded unbeknown to

the powerless and coercive whereby power is exerted overtly on the

powerless.

In the United Kingdom Her Majesty’s Government is the seat of authority
and it has the power to make decisions of national and international
consequence on behalf of the state. Although it can be argued that some
of the decisions that are made can affect institutions such as the family in
a manipulative and even coercive manner the actual power can be
simplistically (albeit disputably) considered to be given-to Parliament by
the people. This makes the ‘people’ powerful and the State’s power
authoritative. The State (the body politic) requires that its objectives in the
political, military and economic areas be met. In order to.do 80 it needs a
healthy population and this is monitored by its various bodies such as the
Department of Health, and its success is published in league tables by the
Office of Population, Censuses and Surveys (O.P.C.S.). The stability of the
body politic, as Scheper-Hughes and Lock (1987) point out rests on its

13



ability to survey and to regulate populations (the social body) and to
discipline individual bodies. This surveillance is achieved in the modern

era through what Foucault (1980, 1991) termed ‘the Gaze’.

One of the factors under constant consideration is the perinatal mortality
rate, which is then compared with that of other developed countries to give
an indication of Britain’s relative standing. One of the desired outcomes of
maternity care is a low mortality and morbidity rate for both mothers and
babies. To this end the maternity services are either delivered through the
government’s instrument, the National Health Service or in a minority of
cases through private institutions which are strictly controlled and
regulated. Legislation is put in place by means of which all aspect of
provision and providers can be regulated. These include regulation of
professional education, resource allocation, quality initiatives and
managerial structures. Government policies are devised and developed
more often than not by Select Committees such as that chaired by
Winterton (House of Commons 1991-92) These in turn seek evidence from
and are advised by the various health professionals such as obstetricians
and midwives as well as lay people. Midwives and obstetricians have
conducted a struggle for professional control over childbirth that is well
documented (Donnison 1988, Garcia 1990 Tew 1995). It is probably true
to say that the doctors have won the contest and are the dominant
profession. They have achieved and maintain their superior position
through the mechanism of authoritative power i.e. higher education,
symbolic appearance, (white coats and use of artefacts) and society
respects their objects and perceived objectivity. This being so they are
more likely to be heeded at national level and their biomedical model of
care more likely to be the prevailing system within the maternity unit
setting. There are other advisory bodies such as the Standing Nursing and
Midwifery Advisory Body (SNMAC) which report on health from a nursing
and midwifery viewpoint. However the major challenge to the doctors’

14



position now comes from another male dominated profession, health
service management, which acts in pursuit of economic aims rather than
on philosophical grounds.

Women who are the bearers and chief carers of children, (who in turn will
be the State’s future workers and fighters) must meet the State’s approval.
Several writers (Ortnerl974, Ardener 1975, Moore 1988, McNay 1992)
have pointed out how problematic this is to society because of the
perception and belief that women are, as Ortner puts it symbolically
nearer to nature than culture. Nature is uncontrolled and must be
regulated by culture, which is seen to be superior to the natural world.

“Since culture seeks to control and transcend nature, then it is
‘natural’ that women, by virtue of their close association with
‘nature’, should also be controlled and contained’.

(Moore 1988)

In order to gain particular objectives, the State use its power for the social
construction of motherhood. These objectives have changed several times
over the past fifty years. During and immediately after the Second World
War mothers were exhorted to leave their children in day nurseries and to
work outside their home. Later, in the 1970s and 1980s, they were made
to fear the spectre of latch-key kids’ and encouraged to stay at home. The
latest view of an acceptable mother is someone who is economically
supported and who breast-feeds her baby. She is encouraged in this by
the granting of maternity leave, maternity pay and the direct payment of
child benefit. There is also a move to reduce the number of unsupported
and teenage mothers and economic sanctions and incentives to work are
being directed towards them. Maternity units are devising policies which
aim to improve breast feeding rates and the Government is considering a
new ‘carrot’, a monetary grant of up to ten pounds a week which has to be
spent on healthy food (RCM 2000).
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Fatherhood as a social construction has not been as much of a concern to
the state as has motherhood. However because the Government want
mothers to be supported there are new initiatives afoot to strengthen
marriage and to make fathers more accountable. Coercive measures are
used to ensure that even absent fathers contribute to their children’s
upbringing. One such measure is the Child Support Act (1991) that
enabled the setting up of the Child Support Agency (CSA) which has far-
reaching statutory powers to ensure payments are calculated and taken
at source from salaries and wages. In addition to direct pressures there
are also incentives and subtle pressures for men to become involved in
family life. These include paternity leave arrangements and activities
such as parentcraft classes and a direct role model in the new dad, new
man look of the current (2001) Prime Minister Blair himself.

Because the power of the maternity service providers is legitimate in that
it is derived from the Government and so indirectly from the people it is
tempting to think that it is unchanging. If this is the case it would have
implications in that internal decisions regarding the care given to women
would always be in the hands of the health professionals and external
decisions would be changed only through the usual political routes.
However as Foucault's work shows (1983, 1991) power is not a constant
unless there is no freedom. Where freedom exists there is always a power
relationship and within a power relationship there is always potential for
struggle, movement and ultimately a power shift.

An Overview

Within the labour ward there exists a society, which is unique, bounded
and almost self contained. Functioning within it, at home so to speak, is
a core staff of midwives, doctors and healthcare assistants. There are
also other health professional staff members such as community

midwives, student midwives and medical students who are there on a
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long or short-term temporary basis. The labour ward can be viewed as a

small-scale society and as such has its own customs, rituals, rules,
values and acceptable behaviours which give meaning and order to the
working lives of the people within it. It has a culture of its own. The
women in labour and their partners and relatives are passing through
this society and are found to be marginal. The women are the object of
the care process which is (according to the rhetoric) woman-centred and
dedicated to giving ‘informed choice’ (Dept of Health 1993) and their
presence is the crucial factor without which the staff’s ‘raison d’étre’
would cease to exist. However their partners and relatives have a much
newer and perhaps more fragile right to be there.

In order to understand what the role of the father is one could possibly
take a theory and apply a research method that has been developed for
such a purpose but this could be quite narrow and result in a one
dimensional representation. Human behaviour is based upon cultural
beliefs, social meanings, attitudes, motivations and intentions. It can
change from context to context and from person to person and the same
person can act differently at different times. There is probably no such
thing as truth to be discovered or an accurate picture, for the social world
is not changed by causal events affecting universal laws.

There is also the problem of the researcher’s perspective and power for as
Layton (1997) says about ethnography from his postmodernist viewpoint:

‘Ethnography has usually been written by the dominant about
the weak and the practice of translation confers power. When

the anthropologist chooses what to render meaningful or
rational about another culture (s) he is using that power.”

. Layton (1997) page 213

The object of this research is to gain as much understanding as possible
and needs to use an approach that is broad, reflexive and multifaceted. It
must enable the voices of the participants to be heard and to gain

17



provisional knowledge that can be triangulated to give an opportunity for
validation. Because of the nature of the study it is envisaged that both
qualitative and quantitative methods will be helpful.

The Beginning

The beginnings of the research go back to the late 1970s. As a new
midwife to a particular hospital I was shocked at the antagonism that was
shown by some (and I stress only some) of the midwives towards men in
the labour room. Unfortunately although they were in a minority they
were in positions of power and they were able to develop and implement
policies and procedures either formally or informally, which disadvantaged
men. One of these was that the midwives were instructed to discourage or
even to forbid the father to stand whilst his baby was being born. The
motives for doing so were deemed (by those issuing the instructions) to be
moral and pure because it was suggested that men had prurient sexual
motives for looking at their wives in that position! I am a married woman
with two (now grown up) children and, at an earlier period, when our
daughter was born 1n 1967, my husband had been excluded not only from
the labour ward but from the maternity home itself. His delight at being a

father was something that transformed his life and when I later gave birth
to our son in 1970 at home it seemed the natural thing for him to be

present. He was supportive to me and overcome with a long lasting and
deeply felt joy.

Based on this deeply personal and overwhelmingly satisfying experience I
' found myself In complete opposition to the ideas proposed by those
midwives. At the time I did what was within my power and many years
later published my thoughts about the issue of sexuality in the labour
room Mﬂton 1994). Prior to this publication I had qﬁa]jﬁed and was
practising as a midwifery lecturer and entered the MSc in Medical Social
Anthropology programme at Keele University. An off shoot of my thinking

about fathers in the labour room was an interest in the power structures
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inherent in the delivery of maternity care and so I studied the role of men
in the labour room for my dissertation (Walton 1993).

The 1993 study was written from a feminist perspective with the emphasis
on the efiect of men as whole, not just fathers, on women in the labour
room. I focused particularly on power structures and their effects. I was
concerned that women would find themselves greatly disadvantaged in
labour, if surrounded by men. In the event I found that on the surface, at
least, this was not the case. However the whole situation was organized in
such a hierarchical way that the exercise of covert or subliminal control
over the women was nevertheless paramount. I also found that the fathers
were as, if not more, marginalized than were the women in labour. The
effects of patriarchy and power struggles between the competing groups of
professionals in the labour ward have, of course, now been well-
documented (Oakley 1984, Donnison 1988). 1 therefore decided to
concentrate on the role of the fathers in the labour room and their

relationships and associated behaviours, and to study this phenomenon
for my Ph.D.

Introduction to the thesis

The overall aim of the study was to investigate the role of the father in the
labour ward. I was interested in particular with the right, if any, of the
father to be there, whether or not he was accepted, and how he was
supposed to behave and what duties he was expected to fulfil. I was also
interested in his support function as seen by himself, his partner and by
the midwives and doctors who worked on the labour ward. Initially I
conducted a comprehensive literature search and from this I discovered
that there seemed to have been two major paradigm shifts in the theories
about the optimal care of women in labour. The first was the almost
complete move from home to hospital confinement and the second was
the admission of men as the main companion to the woman in labour.
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There is a great deal written (Tew 1995, Donnison 1988, Oakley 1986)
about the ‘how’ of the move into hospital but little (except by Davies-Floyd

(1992) in the USA) regarding the cultural acceptance of this move by
women. The literature dealing with the father as a companion to the
woman in labour concentrates mainly on his function rather than the
meaning of the experience to him. It also showed that there was very little
written about the role of fathers in the labour ward and what was
available showed discrepancies in the views of the writers. From this
search I identified five main functions that I describe in chapter one and

consider as foreshadowed issues.

Using an ethnographic approach I aimed to look the expectations of the
fathers, the mothers and the health professionals and to observe the
interactions between them. I hoped to identify the role performance of the
fathers, the support required by the mothers and that of the expectant
fathers whose partners were giving birth.

I identified foreshadowed issues prior to collection and analysis of the
data, by conducting a literature search before entering the field. I also
collected much data prior to detailed analysis. However, 1 was reflexive
and theoretically sampled the actual data using the analytical methods of
Glaser and Strauss (1967) and Strauss & Corbin (1990).

I undertook a series of interviews with fathers and mothers (both
expectant and newly delivered), and midwives and doctors. In addition I
formulated questionnaires and from them I identified concepts, categories
and issues that I explored further. This was done by the development
and distribution of quantitative questionnaires, ethnographic fieldwork
and post-observation interviews with the couples that had agreed to my
presence‘in the labour ward. The quantitative questionnaires resulted in
ordinal data, which was then analysed using the Statistics Package for
the Social Sciences (S.P.S.S.) computer package. Means were examined
and significant differences within and between groups were identified
using the one way ANOVA and Tukey HSD tests.

20



During the course of this research it became obvious to me that the role
of the father in the labour room was dependent on many factors not least
of all the relationship between the father and his partner and the
women’s need for support. As the time went on it became obvious that
the father’s competence at supporting his partner depended very much on
the prevalent power relations, his ability to ascertain the situation,
comply with the rules and make allies of the midwives. It was useful to
look at role theory, infantilization and Foucault’s concepts of power
relations to make the data meaningful for practice.

I reflected on the whole process and identified the limitations of the
methodology and the tools I developed and used. I discussed the research
process and the generation of concepts and categories. The theoretical
framework was identified as a story line. Following this I identify the

power issues, implications for practice and make recommendations for

future research.

Organisation of the Thesis

I have organised the thesis into the following chapters,

Chapter One. Fore shadowed Issues from the literature
In this chapter I review the literature starting with a look at the history of

having a baby in this country and how there has been a paradigm shift in
the culture of women’s birthing experiences. This has changed from
nearly 100% home confinement to almost all hospital births. Men’'s
entrance to the birthing room is charted and their role and function
explored with particular emphasis on the support function, gap filling,
mother’s advocate and team member roles. The concepts of at risk woman
and men and invisible women and men are considered. The chapter

concludes with a consideration of social support outcomes.

21



Chapter Two. Methodoloqical and Ethical Considerations

In this chapter following a consideration of various methodologies I
describe my concerns with potential problems and describe my
methodological choice. In the event I chose a mixed methodology
incorporating both qualitative and quantitative methods. [ used
preliminary  unstructured interviews, ethnographic fieldwork
observations, structured questionnaires and semi- structured interviews.
Potential ethical problems were considered and the underpinning theory
was carefully thought about. They are utilised to forestall problems.
Issues of informed consent, privacy, confidentiality, gatekeepers, and the
right to withdraw from the research are discussed. I then identify the

research question and aims and describe the sample size

Chapter Three. Context |
This deals with a description of the context itself. It starts with a

description of the hospital and the way that a couple would progress from
the outside past the gatekeepers and into the inner sanctum of the labour
room itself. I then go on to show how the couple are institutionalised I
look at the issues of privacy, and how the design of the labour ward and
set up of the labour room itself, has a part to play in such regulation.

Chapters Four. Beliefs and Knowledge
In these chapters I analyse the belief systems of the fathers, the mothers

and the health professionals. I deal with the knowledge that people have
and the ways in which they acquire and value it. Both the men and the
women'’s beliefs are inextricably linked to such factors as social duties,
obligations and responsibilities and are acquired as cultural and gender
ascribed determinants. The midwives and the doctors’ beliefs are
acquired in part by their socialisation into the profession and by the

concepts’of the dominant knowledge base.

Chapter Five. Opinions
Prior to the observational part of the study I had developed a quantitative

questionnaire which was sent out to expectant fathers and mothers, new

fathers and mothers, midwives and doctors. This chapter presents the
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meaning of the results. I draw conclusions from the six sections of the
questionnaire which centre on the presence and role of the father, the
context, education for labour and birth, gender issues and personal

information. These are discussed as the opinions and expectations of the
various respondents.

Chapter Six. Power, Compliance and Alliance
In this chapter I deal with the concept of power and how this is

transmitted by the design of the labour ward, artefacts, and symbols.
Foucault’s (1980, 1991) concept of the ‘gaze’ is discussed, particularly in
relation to the role of the professional groups and their policies, protocols
and working practices. The power of the mothers and fathers over the

environment of care was shown to be limited and in the case of the

fathers tenuous.

Chapter Seven. In the Birthing room

Here the process of birth and the activities of the man as he becomes a

father are examined. 1 explore the frames of behaviour as described by

Goffman (1974) and Perakyla (1989) and show how the midwife moves
between two frames of them, the medical and lay, but in each of which she

is higher in authority than the woman and her partner. I analyse the
transcripts of the observations that I made in the labour ward and labour

rooms. Using a WinMax Pro computer package I employ a systematic
approach based on Strauss & Corbin’s (1990) work and discourse analysis
(Silverman 1993) to identify the concepts from the data, the phenomena
and finally the overarching categories that can explain the role of the

father in the labour room.

Chapter Eight. Follow Up

Following the births I interviewed ten couples in their own homes. The
interviews were taped and transcribed. The transcripts were analysed
using the concepts and categories that had been developed previously. In
addition my understanding of the meaning of observed behaviours was
checked against the participants explanations. The overarching categories

were examined for sufficiency and inclusiveness.
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Chapter Nine. Reflection
This, the final chapter discusses the limitations of the study from

methodological aspects to weaknesses or limitations with the tools used.
The research questions are revisited and the findings discussed in the light
of the questions. The concept and category generations is detailed and the
theoretical framework shown as the story line. Role theory, Turner’s work
on liminality and rites of passage, and Foucault’s work on power relations,
struggles and shifts are used as the basis for analysis of the effects.

Implications for practice are discussed and recommendations for further

research are made
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Chapter One. Foreshadowed Issues from the literature

Introduction

In most cultures pregnancy and the birth of a baby has been a
predominately female event with the father playing a minimal and
functional role (Heggenhougen 1980). Until the late nineteenth century
birth in this country took place mainly in the home and it is thought
(Mitchell 1982) that when a woman went into labour she called her
woman friends and relatives who made most of the birth arrangements. It
is likely that these would include blocking up of all crevices including the
doors and the windows to keep out draughts that could cause the flux
(Carter & Duriez 1986). The fire would be built up and a warm enclosed

space was formed (which could possibly have become very stuffy and
added to the woman'’s discomfort). Apart from making the room warm,
this practice is thought (Carter & Duriez 1986) to have originated in the
desire to keep the woman safe by preventing the entrance of evil spirits.
This was perhaps because although birth is a normal life event it seems
to have been less safe than today. For example the national maternal
mortality rate for the years 1847-1854 was 5.4 per 1000 (Tew 1995 p201).
In comparison for 1994-96, the total number of maternal deaths
including direct and fortuitous for the whole of the United Kingdom was
376 women (DOH 1998). Records were not kept of perinatal deaths until
later than 1854 but the perinatal mortality rate for 1896-1900 was 156
per 1000 compared with 8.2 per 1000 for 1998 (DOH 2001a).

It seems (Gelis 1991) that the father of the baby was very often the person
who took ‘the main responsibility for the blocking up of the crevices and

although it was perhaps not an act of overt couvade, it can be linked to
this because as Munroe et al (1980) say,
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‘Ritual couvade is generally regarded as prosocial
behaviour signifying magicoreligious protection for the
infant and the mother.”
These female relatives (Gelis 1991) would probably talk and recall their
own deliveries, gossip and comfort (or scare) the woman in turn. It was
generally considered to be women'’s space and if a midwife was in
attendance she was more often than not a woman although ‘from the
1720s onwards, more and more men were coming tnto the field’ who were

more inclined to use instruments (Donnison 1988 p34).

“Calling on outside help only slowed the labour down by its
psychological effect on the woman’ and a mere mention of
forceps ‘triggered a panic reaction’

(Gelis 1991).

It is thought that the father was usually supported by other relatives or
friends in another part of the home and entered the birthing room after
the baby was born and bathed (Chapman 1991). There are many
woodcuts extant which show the woman in labour and they very often
show her surrounded by other women but few if any men are ever shown
to be present e.g. frontispiece of Midwives Chronicle (December 1982)

During the last one hundred years birth has increasingly taken place in
hospital with an associated increase in the presence of men. With the
arrival of antenatal care and associated procedures this was initially
mainly as general practitioners or obstetricians rather than husbands
and partners. In 1919 following the First World War and the massive
influenza pandemic the Ministry of Health was established with a
separate department for maternity and child welfare. The Senior Health
Officer Campbell ordered a series of investigations into various aspects of
maternity care including training of obstetricians and midwives and
maternal and infant mortality. The results showed that women were at
most risk from incompetent practitioners e.g. manual interference, and
less from insanitary home conditions (Campbell 1924). However the
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recommendations which were aimed at “the establishment of a
comprehensive and efficient maternity service®, enabled the local
authorities to upgrade and expand obstetric and gynaecological units and
by extension increase the number of labour beds.

Following World War II, in 1946 the Population Investigation Committee
in collaboration with the Royal College of Obstetricians and
Gynaecologists (R.C.0.G.) carried out an inquiry into pregnancy and
childbirth as a preliminary to restructuring the health service (Tew 19995).
They found that, although the risk of booking for a home con<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>