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Abstract

Problem: Separating women and babies in the first hours after birth reduces birth

satisfaction and contributes to a poor birth experience and trauma.

Background: The experience of birth is as individual as the women who are birthing, a
complex interaction of when, where and how, influenced by people both in and out of the
room. This experience changes the woman in an instant, as she transforms to ‘mother’. She

is changed physically, emotionally and spiritually, and how she feels during each of her births

will remain with her over a lifetime.

In a landscape of birth trauma recognition, simply becoming a mother and getting a ‘healthy
baby’ is not enough. Negative experiences of birth affect maternal mental wellbeing,
parenting, relationships and future pregnancy planning. The experience of fear, loss of
control, grief and shame are influenced more by the people and environment the woman

births in than how her baby is born.

Birthing by caesarean section increases the risk of separation and is known to reduce
maternal satisfaction and negatively impact transition to motherhood. It is often not the
woman’s preferred mode of birth and commonly occurs in an emergency scenario. Op erating
theatres are cold, bright, sterile, and noisy, the oppositeto the ideological environment fora
babyto be born. This further limits bodily autonomy for the woman and increases fear. While
alterationsto the physical environmentcan be minimal, adjustingthe clinical practice of care

givers in the birthing space can improve the experience for women.

Keeping a woman in close physical contact with her baby after birth, ideally skin-to-skin, is
known to create a positive experience. This facilitates a sense of control over her own body
and baby which improves the overall experience alongside bonding, mothering and feeding
outcomes. While this has been standard practice at vaginal births for many years, women
birthing by caesarean section continue to be separated from the baby at birth even when

both are well.

This study was conceived through an antenatal lactation clinic environment where |

supported women with previous breastfeeding issues. While breastfeeding is well known to

iv
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be negatively impacted by the separation of the mother and baby, it was clear that their
experiences were about more than poor breastfeeding outcomes. Women who had birthed
by caesarean section stood out as they recounted the experience of being separated from
their baby. No skin-to-skin, not knowing if the baby was safe, and the ongoing trauma
associated with this separation. Evidence on the benefits of skin-to-skin and policies to
supportit were not enough to make this standard practice within mylocal health district. This
anecdotal experience of women was not valued as sufficient proof to change practice and
there was insufficient evidence to be foundin the literature to support thisimportant aspect

of caesarean birthing.

Aim: The aim of this research was to understand the experience of women who were

separated from their baby at caesarean section birth without a medical need.

Methods: Participants were purposively sought through a social media maternity advocacy

group in one local health district. Inclusion criteria included women who had birthed by
caesarean sectioninthe previousten years and had been separated from their newborn baby
without medical indication. Fifteen women from across Australia were subsequently
interviewed using an unstructured phenomenological interview style. Data was coded with
NVIVO software then analysed using a Modified van Kaam approach. A novel feminist
phenomenological framework embedded with two birthingtheories was then used to explore

the experience of the participants.

Findings: The results of this research exposed the significant trauma experienced by all study
participants from both the separation event and overall perinatal care. Four major themes
emerged from the data and characterised the experience of being separated from one’s
healthy baby at caesarean section — Disconnection (from their own body, babyand partner),
Emotional Turmoil (intense and prolonged feelings that impacted their significant
relationships), Influence (displaying the vulnerability and unequal balance of power for
women) and Insight (the reflection and wisdom of women as they came to terms with their

experience).

The importance of the birthing event and the transitionto motherhood did not appearto be
acknowledged by the health care providers caring for the participants. Provider and facility

needs were valued above those of the woman, decision making and control were balanced

\%
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firmly in favour of the hospital, and the powerlessness and subsequent violation of human
rights of women were not recognised. Woman-centred care is a notion that appears
frequently in maternity services policy and education and linked to midwifery care through
foundational and ethical documents. However, this did not translate to woman-centred

practices as shown by the participants stories.

Conclusion: Separating mothers and babies at caesarean section birth causes and
exacerbates significant trauma for women. Midwives are particularly well placed to advocate
for, protect, and support women to have choices around their pregnancy and birthing care.
Within the operating theatre environment, a midwifes purpose is similar to that of the
birthing unit - to provide and relay information, encourage and emotionally support the
woman, and observe for signs of wellbeingin mother and baby. Enablingthe woman to have
skin-to-skin with her baby and not be separated promotes essential physical and emotional
health and should be recognised for its significance in perinatal care. Midwives are the key in

keeping mothers and babies together and improving birth experience.

Key Words: women; skin-to-skin; feminist; caesarean section; birth; mother; midwife;
phenomenology
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1.1 Chapter Foreword

The following thesis chapters will show the path taken as | sought to find answers to
understanding the experience of women who had been separated from their babies at
caesarean section birth without medical need. These women presented to my lactation clinic
with histories of breastfeeding struggles closely linked to trauma and interventions. Asthey
shared their birth story, each spoke of their babies being sent away, usually back to the post-
natal ward with their partner. They shed tears as they told of the fear of not knowing their
baby was safe or even alive, of not understandingwhy they were not ‘allowed’ to hold their
baby, and of now being angry as they realised this was a big part of how they lost that early
connection to their child. They talked of desiring skin-to-skinfor bonding and feeding, but the
separation event added so much more to their trauma. | needed to understand why being
separated from their baby had such devastating consequences for them and why there was

such little evidence available to make meaningful changes to our hospital practice.

1.2 Introduction

The inextricable connection of a woman and her infant reaches well beyond the
gestation of a pregnancy. The terminology of ‘mother-baby dyad’ seeks to identify this
important foundational relationship - one entity with two elements. Identifying and
supporting this dyad promotes health and wellbeing for women, infants, families and
communities. Keeping mother and baby together in the immediate period following birth,
ideally in skin-to-skin contact, enables the process of attachment and nourishment to begin
and its value is recognised with high level evidence. The establishment of the newborn
microbiome, epigenetic modification, hormonal balance, physiological stability, nutrition, and

emotional attachment all optimally require the physical connection between mother and
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baby (Almgren, 2018; Campbell et al., 2019; Guala et al., 2017; Moore et al., 2016; Zapata-
Martin Del Campo et al., 2018). It is well documented that separationimpacts thisimportant
basal event for the infant (Almgren, 2018; Widstrom et al., 2019). Reciprocal benefits have
also been established for the mother, hormonally preparing her body for post pregnancy and
reducingtherisk ofiliness and disease over her lifespan. Removing her baby increases the risk
of haemorrhage, delaysinvolution, increases the risk of depression and anxiety, and inhibits
milk production and the ability to breastfeed (Campbell et al., 2019; Moore et al., 2016;
Schwartz & Raines, 2018). Despite this evidence babies continue to be removed from their

mothers immediately after birth.

Separation of mothers and babies began as a consequence of advancing medical
practicesin the early 1900’s (Anderson et al., 2004; Stelfox & Nagle, 2011). Increasing hospital
births under obstetric care, expectations that mothers needed rest, and that babies were
more safely cared for by staff in a nursery created the accepted culture of separation (Anjur

& Darmstadt, 2023).

In more recent literature, the benefits of maintaining the close contact of the dyad
have focussed more on benefits to the baby and breastfeeding initiation and duration
(Almgren, 2018; Guala et al., 2017; Stevens et al., 2014). International bodies developed
evidence-based policy and guidelines to protect the rights of the child and their health
through breastfeeding in the 1970 — 1990’s including the Ten Steps to Successful
Breastfeeding and the WHO Code for the Marketing of Breastmilk Substitutes (United
Nations, 1989; World Health Organization, 1981, 2018b). As early as 1977 research identified
the risk involved with separation of the mother and baby after birth identifying reduced

breastfeeding and increased infant mortality (Anderson, 1977, 1989). Anderson proposed
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thattheinteraction between a motherand her babyin the early post-partumperiod is one of
mutual care-giving and benefit, promoting physiological development for the infant (1989).
These historical research foundations have continued to inform best practice and ongoing
studies of separation into the 2000’s, including limited association with maternal experience

(Anderson et al., 2004; Guala et al., 2017; Stelfox & Nagle, 2011).

Research into dyad separation has predominantly considered maternal outcomes in
relation to mortality and morbidity, particularly regarding breastfeeding success (Crenshaw,
2014). Breastfeedinginitiation and duration is associated with reduced incidence of breast
and ovarian cancer (Scoccianti et al., 2015; Stordal, 2023), cardiovascular disease (Nguyen et
al., 2019; Tschidereret al., 2022) and diabetes (Melov et al., 2022; Poudel & Shrestha, 2016).
However, maternal emotional and mental wellbeing associated with mother-infant

separation at birth has been less well studied.

Skin-to-skin is recommended irrespective of birth mode or feeding choice because of
the known benefits to the maternal-infant relationship (Widstrom et al., 2019). Maternal
oxytocin is released when in skin-to-skin contact with her baby, shown to calm the mother,
reduce her pain, and promote bonding (Crenshaw, 2014). Emotional wellbeing and
psychological health are closely linked for both the mother and baby, with separationand no
skin-to-skin shown to increase risk of negative effects (Buil et al., 2016; Schwartz & Raines,
2018; Townsend et al., 2020). While the benefits of skin-to-skin practice are invaluable it is

also one of the best ways to ensure motherand baby do not get separated from each other.

Understanding the mother’s experience of being separated from her baby at birth,
particularly when the birth is operative has not been well researched, and less so with

separation as the primary focus. Bayes et al. (2012) used a grounded theory approach to



“WHERE’S MY BABY?”

identify the experience of women havinga medically necessary caesarean section. Whilst not
specifically looking at separation, thisissue was identified and showed a negative impact on
mother-baby attachment well beyond the initial post-partum period. When separated,
women described feeling “irrelevant, invisible, disconnected and surplus to requirements”
(Bayesetal., 2012)[p. €902], and while they initially had a strong desire to hold their baby this
dissolved to feeling disengaged from their infantand indifferent to the baby’s needs following
the separation period. Similar findings were shown in a study by Nystrom and Axelsson (2002)
using a phenomenological-hermeneutic approach with women separated from their unwell
babies when transferred to neonatal care, who described loss of control, disempowerment
and disappointment. Disempowerment of the woman is a common theme identified in
research, with health professionals seen to be holding the power of ‘allowing’ women and
babiesto stay together (Bertrand & Adams, 2020; Fahy & Parratt, 2006; Patterson et al., 2019;

Zwedberg et al., 2015).

Bystrova et al. (2009) found that no skin-to-skin or early breastfeeding and separating
the dyadin the first two hoursimpacted the relationship a mother had with her baby twelve
months after birth, even when they were reunited after the two-hour period. A similar result
was found in another study which compared the outcomes of skin-to-skin contact and
mother-child relationship nine years later, showing how the disruption of this critical early

period can impact far beyond the post-partum phase (Bigelow et al., 2018).

While available research broadly describes the issue of separating mothers and babies
and not supportingskin-to-skin, it lacks the specific focus on the area of concern - that of the
experience of women who have a caesarean section birth and are separated from their

newborn without a medical reason. Finding contrasting studies which demonstrated the
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experience of women who had a caesarean and were not separated was more achievable,

especially if skin-to-skin was the baseline.

In Chapter Two | present the integrative literature review of papers on the birth
experience for women who had skin-to-skin contact at caesarean birth and were therefore
not separated from their babies. This provides clear rationale for this original research study
which I subsequently conducted. It establishesthe positive birth experience women feel when

they stay in close physical contact to hold and feed their babies at birth.

Separation ofthe dyad is about more than where or how a woman births. Birthingin
hospitals led to the creation of environmental barriers such as independent maternity and
neonatal care environments which promoted separation (Anjur & Darmstadt, 2023).
Furthermore, it represents the systemic androcentric issues experienced by women seeking
health care in general. This sex and gender-based gap changes the experience of care for
women as compared to men. Female physical symptoms are often dismissed or labelled
psychological, diagnosis delayed or misidentified, and treatment not sufficient or effective
(Merone et al., 2022). | have further explored this as a feministissue for perinatal women in
Chapters Three and Four as the theoretical underpinnings and methodological choices are

justified in detail.

Dismissive and disrespectful maternity care stems from a health service which already
disadvantages women. This fragmented model hasoverlooked the evidence of midwifery-led,
continuity of care which is strengthened by woman-centredness (Homer, 2016; Leap, 2009).
Midwifery philosophy is underpinned by the feminist principles of woman-centred care,
coined during the woman’s health movement of the 1960’s and 70’s (Davison, 2021; Leap,

2009). Even in the event of unexpected or planned medicalised births, woman-centred care
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from all health care providers, but particularly midwives, ensures focus on the woman and
her rights for choice, respect and self-determination. In general, health services have moved
from patient-centred to person-centred frameworks in policy to better represent the
individual person receiving care (Edgar et al., 2020), however in patriarchal facilities this
language still exposes women to invisibility. Research and policy have also toyed with the
concept of women-centred care which weakens the idea of individualised care to the woman
(Leap, 2009). Woman-centred terminology is founded in the care midwives should be
providing but this is difficult in a fragmented and medicalised health system where the
connection between woman and midwife is often forgotten by the midwives themselves or
unvalued by the institution (Davison, 2021). It is further challenged by the predominantly
female midwifery workforce who are also subject to gender bias. The findings and ensuing
discussion in Chapters Five and Six describes this lack of woman-centred care evidenced by

the participant stories.

The findings which are explored through this research show how this loss of woman-
centredness has created negative and traumatic birth experiences, with the fetus valued
above the woman’s right to self-determination (Davison, 2020). While is it is unclear whether
these participant caesarean section events were life-saving or essential, all mothers and
babies were stable at birth and all showed that the personal autonomy of the woman was
disregarded. The treatment of women in the perinatal period reflects their societal value and
imbalance of power of men over women (Tsakmakis et al., 2023). Birth trauma stemming
from interventions women agreed to through poor information and coercion is a systemic
function of discipline within health care which needs to be exposed and confronted (Boecker,

2023; Chadwick, 2017; Dahlen et al., 2022). Despite valid definitions of birth trauma and
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obstetricviolence, psychological damage and distress has not been considered adequately. |
have explored this further in Chapter Seven to consider the terminology of obstetric neglect
asitrelatesto humanrights and to this research. Recommendations from my research include
addressing the workplace culture, policy and practice of maternity care providers and
particularly of midwives who are best placed to improve outcomes and birth experiences for

women.

The thesis will conclude with Chapter Eight, presenting the journey of this PhD
candidate along with an overview of key findings. This novel approach to understanding the
birth experience of women who were separated unnecessarily from their babies at caesarean
section setsthe stage for both further research and beinginstrumental in policy, practice and

cultural change.
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1.3 Overview of Thesis

Thesis Structure

Introduction and thesis overview "The Why"

Published: Deys L, WilsonV & Meedya S (2021) What are women's

Literature . . X R . :
. experiences of immediate skin-to-skin contact at caesarean section
LEVEN birth? An integrative literature review. Midwifery, 101, 103063
Theoretical Framework
Methodology & Published: Deys L, WilsonV, Bayes'S & Meedya§ (2024) Uflng a
Chapter 4 Method novel approach to explore women's caesarean birth experience.
€L10C3 British Journal of Midwifery, 32(5), 258-263.
Published: Deys, L, Wilson, V, Bayes, S & Meedya, S“Where’s my
R baby?” A feminist phenomenological study of women

experiencing preventable separation from theirbaby at caesarean
birth. Women & Birth, 37. 101828

Chapter6

Discussion

Strengths, Limitation & Recommendations

Chapter8 Conclusion & Reflections
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Chapter 1 explains the background of maternal-infant separationand the reason this research

was necessary, and an overview of thesis structure.

Chapter 2 reportsthe current evidence to support keeping mothers and their babies together
immediately after birth in skin-to-skin contact. It describes the experience of women who
have been supported to stay in this close physical contact with their babies with three main
themes identified — a positive birth experience, sense of control and natural. The author
accepted manuscript of this integrative review is included, having been published in

Midwifery in 2021 (PDF of publication is displayed in Appendix D)

Chapter 3 exhibits the theoretical underpinnings of this feminist qualitative research project,
and showing why two feminist birthing theories are of value to this study. Both theories focus

on woman-centred care and the important role of the midwife.

Chapter 4 develops the feminist framework and demonstrates the methodology of Feminist
Phenomenology and how this fits with the PhD candidates epistemological and ontological
understandings. The methods used to conduct the research are then explainedin this chapter.
It includes the author accepted manuscript that was published in 2024 in the British Journal

of Midwifery (PDF of publication can be seen in Appendix E)

Chapter 5 presents the findings of the research includingthe themes and subthemes, with a
focus on the words of the participants within each section — Disconnection (desire to hold
baby; separation, no skin-to-skin, breastfeeding), Emotional turmoil (emotions at birth,
emotions since birth, impact on relationship with baby, impact on relationship with partner),
Influence (power & control, maternal choice and consent, coercion, staff actions), and Insight

(mother’s knowledge, interventions, the partner, next birth). The author accepted manuscript

10
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publishedin Women & Birth in 2024 is also presented. (PDF of publication can be seen in

Appendix F)

Chapter 6 argues the relevance of the research and offers a discussion of the findings that
show separating mothers and babies at caesarean section birth negatively impacts their
experience and causes trauma. It also considers the importance of unexpected findings

related to breastfeeding outcomes.

Chapter 7 firstly explores the strengths and limitations of the research. It then expands the
concept of obstetric neglect and presents the recommendations of policy and workplace
culture changes that are needed to improve the wellbeing of birthing women. It also
highlights the important role of the midwife and the need for them to step backintothe space

of advocate, protector and supporter of the women in their care.

Chapter 8 shares an overview of the key findings and draws final conclusions. | reflect on my

PhD journey and close with final recommendations.

11
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Chapter 2: Literature Review
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2.1 Chapter foreword

As discussed in the previous chapter, evidence was lacking to understand the
experience of women who had been separated from their baby at caesarean section when
mother and baby were well. Therefore, a review of the literature was completed on the
contrasting experience for women who birthed by caesarean and were supported to remain
in close physical contact with their baby soon after birth. Close physical contact was identified
as skin-to-skin contact, based on best-practice evidence of skin-to-skin immediately after
birth for at least one hour. This enabled an understanding of what was possible for women
birthing by caesarean section and how this experience could impact their birth satisfaction

and wellbeing.

The original review was publishedin Midwifery, 2021 andis presented next. The PDF
can also beviewed in Appendix D. An abstract on the review was also accepted and delivered
as a poster at thevirtual International Normal Labour and Birth Conference, India held on the
2" - 4™ December 2020, titled What are women’s experiences of immediate skin-to-skin

contact at caesarean section when mother and baby are well? (see Appendix G).

2.2 Author accepted manuscript for Original
Literature Review

Deys, L, Wilson, V & Meedya, S (2021) What are women’s experiences of immediate skin-
to-skin contact at caesarean section birth? Anintegrative literature review. Midwifery, 101,

p103063. https://doi.org/10.1016/j.midw.2021.103063

Scientific Journal Ranking - Q1; Impact Factor 2.86

Abstract

Background: Skin-to-skin is a well-established practice at vaginal births promoting the health
of women and babies. Facilitation of skin-to-skin at caesarean section birth is growing despite
environmental and historical challenges. This is led by the expectancy of women and of health

professionals increasingly understanding its importance.

Objective: To synthesise original research that explores the experience of women having
immediate and uninterrupted skin-to-skin contact at caesarean section when woman and

baby are well.

13
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Design: Integrative literature review.

Data sources: The databases of SCOPUS, PubMed, CINAHL plus, Wiley Online, Cochrane
Library, Web of Science and MIDIRS were used to identify studies from 2010-2020. Hand

searching of library journals, reference and citation lists were also used.

Methods: The framework of Whittemore and Knafl (2005) was used to guide the literature
search, thematicanalysis, and synthesis of original research. Initial screening against inclusion
criteria was utilised for English-published papers of full-term, well, woman and baby dyads
who experienced skin-to-skin at caesarean section birth. Papers were not limited by
methodology. The validated Mixed Methods Appraisal Tool (MMAT) was used for critical

quality appraisal (Bartlett et al., 2018).

Findings: In total, 750 results were returned in the initial search and a final 13 papers were
included in this review including quantitative (6), qualitative (5) and mixed method (2)
designs. Immediate and uninterrupted skin-to-skin at caesarean section birth, when mother
and baby are well, is safe, appropriate, and desired by women, improving birth experience
and satisfaction. Three main themes were identified with sub-themes — Positive birth
experience (satisfaction; breastfeeding goals); Sense of control (empowered; birth, not a

procedure); Natural (wanting to hold their baby; becoming a mother).

Conclusions: The findings of this review show that skin-to-skin improves the experience for
women, and particularly empowers women having a caesarean section giving them a sense
of a more natural birth. Women see skin-to-skin as an opportunity to maintain control and
not be separated from their baby. Many studies have focused on the benefits of skin-to-skin
but less so on the wants and choices of women. Women want to see, hold and feed their
babies but are unable to achieve this of their own volition during a surgical birth.
Understanding how women value this close physical contact can seek to inform further

research on the impact of separation. This can inform policy and practice development in

maternity care services to ensure best outcomes for both women and infants.

Implications for practice: The practice of skin-to-skin and keeping motherand babytogether
is valued by women and justified by research as best-practice for health and wellbeing. The

findings of this paper highlight the importance of maternity settings facilitating both skin -to-
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skin and non-separation for all women and their newborns, even more so at caesarean section

births.

Key Words: skin-to-skin — caesarean section — mother — experience

Introduction

Keeping well mothers and babies in close physical proximity, ideally in skin-to-skin
contact, facilitates a biologically normative sequence of events. The standard and accepted
definition of skin-to-skin contact is direct, skin on skin contact between a woman and
newborn at the moment of birth, undisturbed for at least an hour or until the baby has
breastfed (United Nations Children's Fund (UNICEF), 2019). Irrespective of birth mode the
World Health Organization (WHO) recommends the practices of both immediate skin-to-skin
and keeping mothers and babies together in their Ten Steps to Successful Breastfeeding

(World Health Organization, 2018b).

The many benefits of skin-to-skin include calming, bonding and physical stabilisation
of the dyad regardless of feeding choice (United Nations Children's Fund (UNICEF), 2019). The
birth event, and period immediately following, exposes the immune-naive newborn to a
microbial cascade, triggering immunological and epigenetic changes which impacts the
lifetime health of the infant and may have impacts well into the following generations
(Csészar-Nagy & Bodkkon, 2018; Tow, 2014). Skin-to-skin establishes the mother-infant
relationship, with shared and responsive communication initiated during the contact
(Velandia et al., 2010). Immediate and continuous skin-to-skin contact for both term and pre-
term infants has been shown to reduce the need to transfer babies to neonatal care units
(Schneider et al., 2017), to reduce infant stress, and improve the relationship of the dyad

(Mehler et al., 2020; Morelius et al., 2015).

The promotion and initiation of breastfeeding during skin-to-skin is known to extend
the duration and exclusivity of breast milk feeds, providing further shortand long term health
benefits to woman and child and the communities in which they live (Campbell et al., 2019;
United Nations Children's Fund (UNICEF), 2016). Not having immediate skin-to-skin with the
mother at caesarean section birth has been shown to impact exclusive breastfeeding for up
to six months. This remains independent of being reunited within two hours or having skin -

to-skin with the other parent (Crenshaw, 2014; Guala et al., 2017; Moore et al., 2016).
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Caesarean section birth has commonly and historically increased the likelihood of
mother-infant separation at birth, even when the woman and baby are well (Bayes et al.,,
2012; Chalmerset al., 2010; Niela-Vilen et al., 2020; Rowe-Murray & Fisher, 2001). Research
has shown barriers to the practice stem from over-stretched resources (Koopmanet al., 2016;
Mbalinda et al., 2018; Stevens et al., 2016), inadequately trained or knowledgeable staff
(Koopman et al., 2016; Zwedberg et al., 2015), hospital practice and policies (Niela-Vilen et
al., 2020; Puia, 2018; Stevens et al., 2016) and workplace cultural challenges(Niela-Vilen et
al., 2020). Lack of antenatal education on the benefits of skin-to-skin means parents may be
unprepared and unexpectantof the importance of skin-to-skin at birth (Stevens et al., 2016;
Zwedberg et al., 2015). Particularly at a caesarean birth where women are already physically
and emotionally disempowered (Bayes et al., 2012; Coates et al., 2020; Puia, 2018) or feel
they are expected to be compliant non-participants in their birth event (Niela-Vilen et al,,
2020). Increasing caesarean rates, mean around a third of women in developed countries are
at risk of separation and poorer birth experience (Australian Institute of Health and Welfare,

2018; Coates et al., 2020; Townsend et al., 2020; World Health Organization, 2018a).

Since the 1970s pioneerresearchersincluding Kennell and Klaus (1979) and Anderson
(Anderson, 1977, 1989) have highlighted the risks of separation in the critical post-birth
period. Bonding, self-regulation, mutual-caregiving and breastfeeding are all negatively
impacted by taking babies away from their mothers. Studies have shown both swaddlingand
separatingmothers from their infants have similar results, women shown to be rougherand
less responsive to their infants and experiencing painful breastfeeding when compared to
those who have immediate skin-to-skin (Dumas et al., 2013). Separation and no skin-to-skin
contact has also been shown to impact the mother-infant relationship longitudinally, up to
nine years after the birth event, impacting sensitivity, reciprocity and engagement (Bigelow

et al., 2018; Bystrova et al., 2009).

Separation impacts birthing experience and decreases satisfaction for women even
when accepted it is accepted as necessary for medical reasons (Carquillat et al., 2016; Coates
et al., 2020; Ghanbari-Homayi et al., 2020). Prolonged separation, when the woman or baby
require additional specialist care, further limits physical contact, sense of control and ability
to ‘mother’ (Baum et al., 2012; Schwartz & Raines, 2018). The birth experience remains with

the woman well beyond the period of infancy (Bayes et al., 2012; Bossano et al., 2017; Puia,
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2018). This can influence her future mother-child attachment, her psychological wellbeing

and future childbirth planning (Bayes et al., 2012; Puia, 2018; Townsend et al., 2020).

This integrative literature review critically analyses and synthesises research over the
last decade to seek understanding of the woman’s experience of skin-to-skin at caesarean

section when both woman and baby are well.

Methods

Design

An integrative literature review design was chosen to encompass the broad range of
experimental and non-experimental research to better understand the phenomenon (Booth
et al., 2016). The methodological framework developed by Whittemore and Knafl was used
to rigorously analyse and synthesise the diverse and complex perspectives and develop new
understanding (2005). This included identifying the problem, carrying out the literature

search, evaluating and analysing the data and presenting a synthesis of the findings.
Search strategy

Skin-to-skin at caesarean section birth is historically recent in both practice and
research, first described in 2008 as a ‘natural caesarean’ (Smith et al., 2008) and present in
findings mainly within the last decade. Consideration of a timeline for inclusion in this
integrative review search was 2010-2020. To ensure rigour in this research decision, simple
topic search terms (skin-to-skin, caesarean, English, full text) were additionally run through
two data bases in earlier time periods (2000-2004 and 2005-2009) with only one result,

confirming the date selection choice was appropriate.

A comprehensive search of seven databases was carried out, ensuringa wide casting
for possible literature sources and minimisingthe risk of missing relevant research —SCOPUS,
PubMed, CINAHL plus, Wiley Online, Cochrane Library, Web of Science and MIDIRS. Key word
search terms using Boolean operators included spelling variations and interpretations for
‘skin-to-skin’ (early contact, golden hour, kangaroo mother care); caesarean section
(cesarean, c-section); mother (maternal); and experience (perception, attitude, feeling).
Inclusion criteria were well, full-term infants, healthy women, skin-to-skin contact, caesarean

section and printed in English language (Ames et al., 2019; Booth et al., 2016; Whittemore &
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Knafl, 2005). Full-text and peer-reviewed papers were identified with no limitation in
methodology of the studies. Hand searching of journal titles, reference and citation lists also
contributed to title selection. The Endnote program was used for screening and reference

management.
Study selection and quality appraisal

An initial 750 results were retrieved, 58 records were screened after duplicates were
removed, 32 full-text articles reviewed for eligibility, with 19 removed for not satisfying
selection criteria. This was independently assessed by the first and third authors. The Mixed
Methods Appraisal Tool (MMAT) version 2018 (shown in Supplementary Table) was used as
an approach to critically appraise the quality of empirical mixed studies literature for inclusion
(Bartlett et al., 2018). Whittemore and Knafl (2005) suggest a data evaluation stage of the
integrative review process to ensure overall quality of the diverse methodologiesincluded.
MMAT has been validated for reliability and quality testing of studies and was therefore used
tounderpin the selection process (Bartlettet al., 2018; Pace et al., 2012). Scoring greater than
5 (highest possible =7) was used as a baseline forinclusion, completed independently by the
two authors and discussed for selection consensus. The overall quality was highand no papers
were excluded as all scored 2 5. Twelve studies were included, with two findings papers from

one of these, resulting in a final 13 papers for analysis and synthesis in the review.

The results of the search and final selection of articles is shown using an adapted style flow

diagram (Figure 2.1).
Data analysis

The data was manually extracted, summarised and coded following the Whittemore
and Knafl model (2005). This allowed for reduction and organisation of the data for thematic

analysis and interpretation, identifying the three main themes. This is shown in Table 2.1.
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Figure 2. 1 Flow Diagram
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Table 2. 1 Included Papers Findings Summary

Author/Year/Country Study design Participants Aim/intervention Key findings MMAT Themes
score
Quantitative
Armbrust et al Prospective RCT 205 women and their Aim: To evaluate the Primary outcome: 7 e  Positive birth
/2016/Germany partners having a safety, satisfaction and satisfaction and subjective experience
planned, term CS, birth experience  for birth experience - more
term, low risk, spinal  patients using the “Charité positive birth experience e Sense of
anaesthetic Cesarean  Birth”  (CCB) (CCB vs CS) Mother: CI 1.7- control
1:1 simple procedure compared to 21 (0.97) vs 2.1-2.4 (1.4)
randomisation — 102 standard caesarean (CS) ’ ' o - e  Natural
intervention (CCB) and less breastfeeding
103 control (CS) Data collection: modified problems: 2.1-2.5 (0.96) vs
Likert-Scales and interview 1.4-2.0 (1.2)
with questionnaire
Secondary outcome: safety
Intervention: - no significant difference in
CCB = parents actively risk for mother or baby
engaged in the birth by (length of procedure, EBL,
visualisation, cord cutting vitals, Apgar)
and early s2s.
cs = baby  taken
immediately for
assessment, no  cord
cutting, no s2s
Brubaker et al/2018/USA Prospective cohort  Total - 3006 women, Aim: To see how soon after Women who had a CS birth 7 e  Positive birth
English or Spanish birth mothers got to see, (planned/emergency) experience
speaking, 18-35yrs, hold and feed their reported less positive birth
singleton pregnancy, newborns — association experience compared to e Sense of
primiparas, infants 34- between mode of birth and Control

42 weeks gestation

Of these - 155 elective
CS, 708 unplanned CS
(n=863 CS)

maternal-newborn contact
on maternal experience

Data collection: secondary
analysis of the data from
First Baby Study (FBS) -1-
month post-partum

normal vaginal birth (NVB) —
significant association with
being able to see their baby
immediately (47.9-56.1% vs
87.6%, p= <0.001) or feed
them <30mins after birth
(12-19.7% vs 43.8%, p=
<0.001), some association
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Crenshaw et al/2019/USA

Quasiexperimental

40 women having
elective CS at term, 20
in intervention group,
20 standard care
(randomly assigned),
18-45yrs singleton
pregnancy, English
fluency, well at birth

interviews using FBS Birth
Experience Scale

Aim: To describe feasibility
and outcomes of
immediate and
uninterrupted s2s at CS -
maternal newborn
physiologic stability and
stress, maternal comfort,
satisfaction and exclusive
breastfeeding (is it feasible
and safe to do s2s)

Intervention: s2s  that
began during
surgery/immediate

Data collection:
Feasibility/Pilot study -
Interview using validated
Maternal Satisfaction with
Cesarean tool with one
added open-ended
question on their
experience of s2s contact

found with being able to
hold baby within 5 mins of
birth (7.8-8.4% vs 76.5%, p=
0.074)

CS mothers had a positive
birth experience if they
could see, hold and feed
their babies <30mins —more
so that vaginal births with
same time frames (p=0.010)

Women who had s2s were
significantly more satisfied
with both CS and s2s
experience (p=0.015)

No difference in maternal or
newborn stability

Mother’s cortisol was lower
in s2s group (p=0.003), no
difference in babies (p=
0.549)

No statistical difference in bf
outcomes at hospital
discharge (p=0.182)

NVIVO textanalysis of open-
ended question showed
more positive sentiment in
the s2s intervention group —
‘bonding’, ‘natural’

Overall: immediate s2s is
feasible and safe and
women are more satisfied

Positive  birth
experience

Natural
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Jabraeili et al/2017/Iran

Onsea et al/2018/Canada

RCT double
blinded

Prospective
observational
cohort

105 womenwhohad a
CS, spinal, term
infants, Apgar >7 at
5min (low risk)

Low risk, term
pregnancies with
elective CS - 15

couples had standard
care and 6 couples
‘gentle’ CS (total 21)

Definition of ‘gentle’
CS — music/lowlights
and warmer OT,
drapes dropped so
parents can watch
baby born, mothercan
‘push’, doctor
massages baby’s chest
to mimic vaginal birth
canal, immediate s2s

Aim: To assess the impact

of s2s on maternal
satisfaction
Intervention: immediate

and for 1hr at birth — plus
30m in recovery then
30min 3x/day for 3 days
Standard care: no s2s

Data collection: Interview

Validated  questionnaire
used to measure
satisfaction. No

standardised tool was used
to measure satisfaction.

Aim: To investigate the

need for a ‘gentle’
caesarean section
approach to improve

satisfaction of parents.

Data collection:
questionnaires
(adapted/validated, based
on Wijma Delivery and
Expectancy Questionnaires
A and B and Maternal
Satisfaction  Scale  for
Cesarean Section)
measured maternal
satisfaction ~and  birth
experience pre-birth, 2-5
days post-partum and 6
weeks post-partum.

Structured interviews pre-
birth and at 6 weeks post-

Maternal satisfaction:

Significantly higher overall
satisfaction of mothers who
had s2s Cl: -2.29 (-2.83 - -
1.75), p=0.001

Motherswho had s2s liked it

There was no difference in
maternal satisfaction and
birth experiences between
the groups

The qualitative content
analysis demonstrated that
women reported more
positive birth experience in
the intervention group -
100% (gentle CS) vs 84.6%
standard care

The ‘gentle’ CS group felt
more involved in the birth
(66.7% vs 46.2% in standard
care) and less anxiety (50%
vs 69.2%)

Positive birth

experience

Natural

Positive birth

experience

Sense
control

Natural

of
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Souza et al/2017/Brazil Cross-sectional 200 recently birthed

women

Qualitative

Bertrand&Adams/2020/USA  Phenomenology 13 women who had
s2s at CS within the
last 10 yrs, 18 yrs at
time of consent

Frederick et al/2016/USA Ethnography 11 women, aged 23-
38yrs, well, term

infants, CS birth

partum analysed using
statistical qualitative
content analysis.
Recruitment continued
until data saturation was
achieved and no new
findings at interview.

Aim: To analyse the
mother/infant bond in
association with type of,
and experiences, during
and after birth

Data collection: Interviews
using the validated
Mother-to-Infant Bonding
Scale

Aim: To explore the
experience of women
having s2s at CS birth

Data collection: interviews
via social media video chat,
purposive sample —validity
of method tested using a
feasibility study to set
standards of questions
used

Aim: To explore and
describe the experience of
a mother having
immediate s2s with her
baby at CS

Data collection:
observation of s2s at CS

Women who did not have
s2s showed significantly
more ‘sadness’ (p=0.037)

Pain and type of birth did
not significantly influence
bonding between
mother/baby (p>0.05)

Women felt they had a
sense of control with their
birth when they had s2s

S2s is a highly positive
influence of the birth
experience of women

Women want to hold their
babies but were worried it
wouldn’t be allowed

Primary theme - mutual
caregiving — shared and
reciprocal relationship and
interaction between mother
and baby

Positive birth
experience

Natural

Positive  birth
experience

Sense of
control

Natural

Positive  birth
experience

Sense of
control

Natural
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Moran-Peters et
al/2014/USA

Stevens et al/2018/Australia

Descriptive
qualitative study

Video
ethnography

6 women >18yrs
having  their  2nd
elective CS birth —
English, well/term
infants

— purposive sample

21 mother/baby
dyads having an
elective repeat CS
with no other medical
complications, 25-
39yrs, singleton,
planning to BF

26 support persons

and in-depth interviews
24-48 hours post-partum

Aim: To compare birth
experience of mothers who
had/did not have s2s at
their second CS

Data collection: semi-
structured interviews

Aim: To explore the impact
health professionals have
on s2s contact within 2hrs
of CS birth

Data collection: video
recordings, observations,
field notes, focus groups
and interviews

Sense of empowermentand
bonding for the mother

Presence and participation
of the father was important
for women doing s2s in OT

Caesarean/surgical
environment described as
difficult and impersonal but
s2s helped to distract,
relieve anxiety and engage
with her baby

S2s improved birth
experience and mother-
baby relationship

Women disliked separation
from their baby

S2s felt ‘natural’

Breastfeeding was
easier/more successful with
s2s — overall described as
“good” or “wonderful’,
latching easier, baby calmer,
better in comparison to
previous birth experience

Mother/baby not seen as
one, but separate beings

Obstetricians ‘owning’ the
bottom half of the woman,
anaesthetists the top half

Midwives ‘owning’ the baby
and controlling what

Positive birth

experience

Natural

Sense
control

Natural

of
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Stevensetal /2019/Australia  Ethnography
(part of the above study — interviews
focus on previously

unreported data)

Mixed Methodology

Lewis et al/2014/Australia Mixed methods

210 health
professionals, 125
involved in CS, 43 in
focus
groups/interviews

21 mothers who had
an elective repeat CS 6
weeks prior

Planned CS, English -
117 women (256
invited) did postal
survey, 38 women
interviewed (stopped
this recruitment at
saturation stage)

Aim: To explore women'’s
experience of s2s and what
they want in the 2hrs after
CS

Data collection: audio
recorded interviews

Aim: To increase
knowledge around the
perception women have
for preparing and then
experiencing a planned CS

Data collection: At2 weeks
post-partum a survey tool
for satisfaction using Likert

scale - frequency
distributions for responses
with univariate

comparisons for repeat CS,
statistical software used.

Semi-structured telephone
interviews —  thematic

contact the woman had with
her baby

Mothers wanted to hold
their baby and have s2s but
realised it was challenging in
the theatre setting

S2s keeps women and
babies together and
provides a woman a sense
of control/empowerment

One overarching theme — “|
want our baby”

Subthemes - ‘I felt
disconnected when | was
separated from my baby’, ‘I
want to explore my naked
baby’, ‘1 want my partner
involved’ and ‘it felt right’

Quantitative findings
showed most women were
satisfied with the birth
(78%)

Giving women choices and
answering their questions
empowers them (83%)

Skin-to-skin and being with
their partner improved
satisfaction and women
wanted it — only 59% of
women had s2s in OT and

Positive  birth
experience

Sense of
control

Natural

Positive birth
experience

Sense of
control

Natural
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Sundin&Mazac/2015/USA

Quality
Improvement
Project

46 out of 205 women
chose to have s2s in
OT for a repeat
elective CS (to assess
satisfaction/compare
with previous)

Total of 583 CS, 60 s2s
(to assess pain
perception)

analysis  of interview
transcripts.

Aim: To evaluate
satisfaction and the
perception of pain of
women when having a CS
with immediate s2s.

Data collection: Interview
early post-partum with 2
questions using a Likert
scale comparing previous
CS no s2s with current CS
with s2s (quantitative).
Also then asked for
‘additional comments’,
results sorted in broad
categories (qualitative).

Medical record review_of
anaesthetic  record -

additional and
administration of analgesia
(quantitative).

38% continued into
recovery.

S2s at CSincreased maternal
satisfaction and lowered
perceived pain compared to
nos2s

Using s2s 96% reported
being ‘very satisfied’ and 4%
‘satisfied’, previous birth (no
s2s) 10% ‘very satisfied’,
84% ‘satisfied” and 6%
‘dissatisfied’

Additional analgesia was
required for 53% of women
without s2s and 43% if they
had s2s

Positive birth

experience

Sense
control

Natural

of

Key: Skin-to-skin (s2s), Normal Vaginal Birth (NVB), Caesarean Section (CS), Operating Theatre (OT)
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Results

The integrative literature review allowed for a broad inclusion of design and
methodologies. The included papers were geographically diverse but predominantly from
developed countries — United States of America (6), Australia (3), Canada (1), and Germany

(1), with two developing nations Brazil (1) and Iran (1) (United Nations, 2014).

All met the criteria for well women and babies birthed by caesarean section at term, and
reviewed outcomes of non-separationand skin-to-skin experience. The parity of the women
and primary reason for caesarean section varied across the selected studies and included
planned, unplanned and repeat procedures, the latter allowing for direct personal

comparisons of skin-to-skin outcomes.

Some articlesincluded partners and health professionalsin their results, but the focus of the

review was the experience of women. It is however acknowledged that both these groups

play a significant role in the facilitation and support of women having skin-to-skin.

All thirteen papers reviewed highlighted the fact that skin-to-skin is not standard
practice at a caesarean section. Safety for the practice was not seen as an issue, some papers

specifically including and reporting on these outcomes positively (Armbrust et al., 2016;

Crenshaw et al., 2019).

Skin-to-skin was identified as a specific intervention or as part of a new style of
caesarean procedure to evaluate safety alongside maternal satisfaction and the
establishment of breastfeeding (Armbrust et al., 2016; Jabraeili et al., 2017; Sundin & Mazac,
2015). It was used comparatively with multiparous women without previous skin-to-skin at a
caesarean birth, emphasising their contrary outcomes and experience (Armbrust et al., 2016;
Moran-Peters et al., 2014; Stevens et al., 2019; Sundin & Mazac, 2015). Women hoped for
but did not expect skin-to-skin, most papers describing the fear of separation. The skin-to-
skin experience was positive and emotional. Women viewed a caesarean section as a
significant event and more than a surgical procedure, the overall experience improved when
skin-to-skin was supported (Bertrand & Adams, 2020; Frederick et al., 2016; Lewis, 2014;
Souza et al., 2017; Stevens et al., 2018). Noted was the unequal influence of power the

woman had duringa surgical birth, requiringother people to advocate for herto enable skin -
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to-skin (Bertrand & Adams, 2020; Brubaker et al., 2019; Frederick et al., 2016; Stevens et al,,

2019).

Three main themes, with sub-themes, were identified consistently in the papers

reviewed. A positive birth experience, a sense of control and a perception it was natural (Table

2.2).

Table 2. 2 Themes and subthemes analysis

Themes

Authors/sub-themes
Armbrust et al, 2016
Bertrand&Adams, 2020
Brubaker et al, 2018
Crenshaw et al, 2019
Frederick et al, 2016
Jabraeli et al, 2017
Lewis et al, 2014
Moran-Peters et al, 2014
Onsea et al, 2018
Souza et al, 2017
Stevens et al, 2018
Stevens et al, 2019
Sundin&Mazac, 2015

Representation (n, %)

Positive Birth Experience (sub-themes ‘satisfaction’ and ‘breastfeeding goals’)

Supporting a positive birth experience was aligned closely with keepingthe woman in

close physical contact with her newborn infantin theimmediate newborn period in 12 of the

Positive birth experience

Satisfaction

SR N N N N T N N NN

12/13

92%

Breastfeeding

goals

6/13

46%

28

Sense of control

Empowered Birthnota
‘procedure’

9/13

69%

9/13

69%

Natural

Wanting
to hold
their baby

v

v

8/13

62%

Becoming a
mother

NS N N N N S R NN

10/13

77%
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papers. Women highly rated beingable to see, hold and feed their babyin the first hour after
birth (Armbrustetal., 2016; Bertrand & Adams, 2020; Brubaker et al., 2019; Crenshaw et al.,
2019; Moran-Peters et al., 2014; Onsea et al., 2018). Two studies trialled procedures which
included modifyingand integratinga number of less medicalised measures, including skin -to-
skin, to improve maternal satisfaction (Armbrust et al., 2016; Onsea et al., 2018). The total
numbers were small (205 in Armbrust et al, 21 in Onsea et al) but had similar results with the
intervention groups (102 and 6) showingimproved satisfactionthrough women feeling more
involved, less fearful, increasinginfant bondingand the perception of being better cared for.
Crenshaw et al (2019) suggested a dose-responsive skin-to-skin duration to improve maternal
satisfaction. Theirintervention group of 20 women continued this contact for five hours and

showed significantly higher satisfaction (p = 0.015) and more positive text analysis responses

focusing on the opportunity to touch, bond, hold and breastfeed their baby.

The prospective cohort study of Brubaker et al (2019) did not specifically ask about
skin-to-skin but compared results for around 3000 women from the ‘First Baby Study’ (around
30% caesarean) on the time until they saw, cuddled and breastfed their newborn. Early dyad
contact was noted to improve women’s experience at caesarean section, more so than at
vaginal birth (p = 0.010), particularly if the caesarean was unplanned. The births studied are
noted to have occurred between 2009-2011 when skin-to-skin at caesarean section was
novel, however the results of keeping the dyad in close physical contact reflected similar
outcomes of the other studies — women wanting to hold their babies. It was more likely to
occur with midwife or doulainvolvement, emphasisingthe role woman-focused staff have in
facilitating positive birthing experiences. The phenomenological results of Bertrand and
Adams’ research (2020) showed the similar association women had with skin-to-skin and
being able to remain with their babies to meet and bond, the interaction itself being most
important. The women in this study valued the experience, noting it alleviated feelings of
disappointment at not birthing vaginally and reduced the clinical aspect of the surgical birth.
The cross-sectional analysis of 200 women by Souza et al (2017) also did not focus on type of
birth but with how bonding was related to experiences including skin-to-skin, and showed a
significant increase (p = 0.037) in women’s ‘sadness’ when it did not occur. While this study

included vaginal births, the rate of caesarean sections in this Brazilian study was unusually

high (80%) with only around half of all births receiving skin-to-skin.
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Twelve papers identified satisfaction as a measure of positive birthing experiences.
Questions centred on time periods from birth to starting skin-to-skin and assessed women’s
fears and expectations. Psychometric scale enquiry specifically asked questions about the
immediate post birth criteria which are generally taken for granted at a vaginal birth such as
skin-to-skin, bonding and birth experience (Armbrust et al., 2016; Brubaker et al., 2019;
Crenshaw et al., 2019; Jabraceili et al., 2017; Lewis, 2014; Onsea et al., 2018; Souza et al.,
2017). Open-ended questions and observation measured satisfaction with the experience of
the woman’s involvement in the birth (Bertrand & Adams, 2020; Crenshaw et al., 2019;
Frederick et al., 2016; Moran-Peters et al., 2014; Stevens et al., 2019; Sundin & Mazac, 2015).
Results from these studies showed that including skin-to-skin at caesarean section increased
positivity and emotional satisfaction. Women who had less fear, anxiety and pain would also
be expected to be more satisfied. Three studies showed skin-to-skin eased these negative

emotions (Crenshaw et al., 2019; Onsea et al., 2018; Sundin & Mazac, 2015).

Meeting breastfeedinggoals as a positive birthing experience was also shown in some
studies as being related to skin-to-skin contact, particularly noted by women having repeat
caesarean sections (Armbrust et al., 2016; Frederick et al., 2016; Moran-Peters et al., 2014;
Sundin & Mazac, 2015). This was associated with overall breastfeedingrates, earlier initiation
and fewer problems encountered (Armbrust et al., 2016; Frederick et al., 2016; Jabraeili et
al., 2017; Moran-Peters et al., 2014; Stevens et al., 2019). Two studies could not account for
any statistical difference in breastfeedingrates forwomen who had skin-to-skin comparedto
those who did not. Crenshaw (2019) only measured exclusive breastfeeding at hospital
discharge, and both intervention and control groups had early, if notimmediate, skin-to-skin
which may account for the limited lack of difference. Onsea et al (2018) also found no
association for breastfeeding with their ‘gentle’ surgical approach which included skin -to-skin

which they considered may be due to small study size and no randomisation.
Sense of control (sub-themes ‘empowered’ and ‘birth, not a procedure’)

Women’s lack of choice and control over their birth experience was a common theme
across many of the papers. Lewis et al (2014) mixed methods study examined the preparatory
period of a planned caesarean section, including birth plans, and compared this with the

actual experience of the birth. Two-thirds of the 117 women surveyed had prepared a birth
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plan which included skin-to-skin, but only a little over half of these felt it had directed their
caesarean care. Most (83%) still saw it as a positive step to beingincluded. Women who had
immediate contact with their baby perceived improved overall birth experience and sense of
control. Women felt empowered when planning their birth, describing being listened to,
supported, informed and involved. There was a negative impact of not being heard despite
indicatingbirthing preferences, or of not havingthe optionto make a birth plan. As with other
research, not having choice created a more clinical, surgical experience rather than ‘birth’
(Stevens et al., 2018). A sense of control through skin-to-skin was highlighted in the study by
Bertrand and Adams (2020). Women feared separation and saw skin-to-skin as away to regain
control of where their baby was, also improving satisfaction and birthing involvement.
Stevens et al (2018) noted that the physical possession of the baby being handed to the
mother returned the sense of control that the woman experienced. This was identified as
‘ownership’ of the baby. Other studies also reflected this sentiment of ownership and
belongingthat women reclaimed with skin-to-skin, increasinga sense of control (Bertrand &

Adams, 2020; Moran-Peters et al., 2014).

The importance of being able to play a central role in the birth was emphasised by
Onsea et al (2018) and Armbrust et al (2016) evaluatingtheir ‘natural birthing’ interventions,
including skin-to-skin at caesarean section. Women identified less disappointment in not
birthing vaginally, felt safer, and perceived they were active participants. In a number of
studies, feelings of involvement were shown to be improved with the inclusion of skin-to-skin
care when compared to the woman’s previous caesarean births with no skin-to-skin contact
or to control groups (Bertrand & Adams, 2020; Frederick et al., 2016; Lewis, 2014; Onsea et
al., 2018; Stevens et al.,, 2019). Women also associated skin-to-skin with feelings of
empowerment, despite an environment which removes much of their physical control
(Bertrand & Adams, 2020; Frederick et al., 2016; Stevens et al., 2018). Focusing on their baby
provided a distraction from the surgical procedure and discomforts and reduced anxiety
(Bertrand & Adams, 2020; Crenshaw et al., 2019; Frederick et al., 2016; Onsea et al., 2018).
Stevens et al (2019) noted that immediate and undisturbed contact between mother and
baby caused women to feel more connected and bonded with their baby, emphasised in
descriptive and distressed quotes comparing their previous caesarean birth experiences

without skin-to-skin (“..most traumatic thing...”, “...felt like | was being cheated...”, “...hard
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time bonding...baby doesn’t love me...shouldn’t have been a mum...” p. 142). The study also
identified thatinterruption of skin-to-skin negatively impacted the birth experience, women

describing anger, sadness and loss.

Including skin-to-skin during a caesarean section made women feel they experienced
a birth rather than a surgical procedure (Armbrust et al., 2016; Crenshaw et al., 2019;
Frederick et al., 2016; Lewis, 2014; Onsea et al., 2018; Stevens et al., 2019; Sundin & Mazac,
2015). Women connected with their baby and disengaged with the clinical operating theatre
environment. This placed the woman and her birth experience at the centre of the care and
supported her right to be involved (Bertrand & Adams, 2020). When health professionals
proactively enabled skin-to-skin, this was specifically noted in the results as an important
consideration, with women reporting they did not feel they should have to advocate for

themselves while in a vulnerable position (Bertrand & Adams, 2020; Brubaker et al., 2019;

Lewis, 2014; Stevens et al., 2019).
Natural (sub-themes ‘wanting to hold their baby’ and ‘becoming a mother’)

Twelve of the thirteen reviewed papers portrayed the inclusion of skin-to-skin at a
caesarean section birth as a more ‘natural’ approach. It enabled women to bond, discover
and breastfeed their babies as they would at a vaginal birth. Naturalintervention approaches,
including skin-to-skin contact, when compared with standard caesarean care, showed
improved birth experience and participation, the perception of receiving better care, more
involvement and bonding, and less anxiety (Armbrust et al., 2016; Onsea et al., 2018).
Mothers felt calmer and were able to respond, observe and communicate with their
newborns (Bertrand & Adams, 2020; Crenshaw et al., 2019; Frederick et al., 2016; Jabraeili et
al., 2017; Moran-Peters et al., 2014).

Results from all the qualitatively designed studies and the subjective findings from
Sundin and Mazac’s Quality Improvement project (2015) showed women wanted to hold their
babies. Stevens et al (2018) describe this as an “urgency” (p. 461) and “intense maternal
desire” (p. 460), with women traumatised by separation. This was further explained in their
next paper (Stevens et al., 2019), women needing to be reassured their baby was safe and
well by holdingand exploring the naked baby during skin-to-skin. Bertrand and Adams (2020)

identified the value women felt with skin-to-skin as a sense of contentment and belonging,
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where they could know their baby was safe. A significant theme of Frederick et al (2016) was
the desire women had tointimately hold, see and interact with their baby to be reassured the
baby was well. Confirming the safety and wellbeing of the baby was also shown as important
to women in the study by Moran-Peters et al (2014), the natural feel and smell of a newborn
baby placed immediately in skin-to-skin contact was strongly associated with connection and

calm.

Many women in these studies saw skin-to-skin at caesarean birth as the step
associated with establishinga bond and assuming the role of mother (Bertrand & Adames,
2020; Frederick et al., 2016; Jabraeili et al., 2017; Lewis, 2014; Moran-Peters et al., 2014;
Onsea et al., 2018; Souza et al., 2017; Stevens et al., 2019). They described themselves as
becoming mothers. Birth is the first moment of physical separation of the woman and baby
and within the environment of an operating theatre this often becomes spatial, with babies
taken away fromthe woman and often the room. At a vaginal birtha woman typically remains
responsible for maintaining a safe physical environment of warmth and security for the
newborn, and there is opportunity for the dyad to communicate to meet each other’s needs
through mutual caregiving. Stevens et al (2018) described the division of the mothers’ body
during the operative procedure, with the anaesthetist ‘owning’ the top half of the woman’s
body, the obstetrician the bottom half, and the baby owned by the midwife once it was born.
Skin-to-skin meets the need of the woman to own and ‘mother’ the baby by enablingher to
comfort and feed her newborn (Jabraeili et al., 2017; Stevens et al., 2018). Bertrand and
Adams (2020) identified skin-to-skinas a transitioning step as women moved into the role of
mother, responsible for keepingtheir baby safe and well rather than worried about what the

staff were doing to them.

Discussion

This integrative review synthesises new knowledge from the combined and analysed
results of 13 original research papers. Three main themes were identified for the experience
of women having skin-to-skin at a caesarean section birth - positive birth experience, sense of
control and natural. The findings from this review indicate evidence of the importance of
early skin-to-skin contact at caesarean section to improve a woman’s overall birth experience.

Women have a strong desire to stay close to their babies to see, hold and feed them. Skin-to-
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skin delivers them the opportunity to inspect and connect with their newborns, which reduces

their own fear and anxiety.

Skin-to-skin provides the option for women to not be separated from their baby.
However, the studies are not clear whetheritis the actual skin contact or the non-separation
which improves the woman’s experience. This close physical proximity to the baby has been
shown in earlier research to enhance dyad attachment, bonding and maternal emotional

wellbeing, well before skin-to-skin was standard care at modern births (Anderson, 1989;

Feldman et al., 1999).

Women remember how they feel at their birth, with experiences vividly recalled well
into the future (Bossano et al., 2017; Brubaker et al., 2019; Puia, 2018). The care a woman
receives at her birth has the potentialto impact her psychological health and the relationship
with the baby across her lifetime. All papers showed the value of skin-to-skin in improving the
experience of women at caesarean section birth. Both quantitative and qualitative results
demonstrated similar results and themes. A large selection of the data analysed was for
planned caesarean cases, results could be potentially less clear for emergency procedures.
However, the selection criteria for the review specified well women and babies, to establish

there was no medical indication for separation, counteracting this ambiguity.

An operative birth places a woman in a vulnerable position where there is limited
physical option to control her circumstances and surroundings. The woman cannot feel or
move the lower half of her body, her safety and that of the babyisin the hands of others, and
she often feels unwell as a result of medication and positioning. Without staff
acknowledgement of the maternal significance of this event, the woman can be left feeling
irrelevant and disconnected from her birth (Bayes et al., 2012). The balance of power against
her is understood by women who desire skin-to-skin but experience fear as they expect
interventions and separation (Bertrand & Adams, 2020). Returning ownership of the baby
through skin-to-skin resonates with the meta-synthesis by O’Connell, Khashan and Leahy-
Warren (2020) where women experiencing fear of childbirth can regain ownership of their
birth through fear acknowledgement, empowerment and a sense of security. While all birth

modes are experienced more positively with skin-to-skin, the findings of this review show the
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themes of havinga sense of control and feeling natural are particularly distinctive for women

havinga caesarean section birth. This new knowledge should direct the care women receive.

It is clear from this review that women want to be close to and hold their baby and
that it is an important step in assuming the role of mother to the new baby. Mercer’s
Becoming a Mother theory identifies the importance of transitioningto the maternal role for
the woman’s own psychosocial development and the association of external factors, such as
skin-to-skin and separation (Husmillo,2013; Mercer, 2004). Sense of control, satisfactionand
confidence in herself all have the potential to be impacted by an experience such as
separation at caesarean section which risks poor self-esteem and role failure (Mercer, 2004).
Ghanbari-Homayiet al (2021) in a systematic review of 19 studies with over 10, 000 women
alsoidentified thatthe woman feeling safe and taking control over childbirth was important

for improving birth experience.

Limitations of this review

The main limitation identified by this integrative review was the lack of a consistent
and standardised definition of skin-to-skin for caesarean section births. Researchers used
varying standardsforinitiation and duration which were not clearly comparable. The general

postulation was in comparing skin-to-skin versus none.

The UNICEF definition (2019) is challenged by the surgical setting where skin-to-skin
practice is inconsistent. Some studies met this standard while others exceeded or fell short.
The time frame of the last decade also meant that some of the research was being done when

skin-to-skin at caesarean section was innovative and unexpected which may have influenced

the lack of uniform definition.

While the majority of papers reviewed were of small sample sizes, making some
results less conclusive at an individual level, this analysis has correlated the data to inform
new understanding. The study populations were similar across all papers with results from
both developed and developing countries showing universal outcomes and experiences for

the women.

Implications for practice, policy and research
It is evident from thisintegrative review that women want and benefit from stayingin

close physical contact with their babiesimmediately after birth. Health professionals need to
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recognise their role in accommodating and advocating for this practice in an environment
where the balance of power lies with them. Having policies which support skin-to-skin at
caesarean section, planning consistent implementation with education, staffing and
resources, and promotingthe practice as standard care unless there is a medical indication to

separate is imperative to improving women’s birth experience.

The phenomenon of skin-to-skin and non-separation at caesarean section is
demonstrated to positively improve the birth by giving a sense of control and more natural
experience. Medicalisation of the birthing event to a surgical procedure has led to a general
acceptance of separation and the expectation of medical need even when woman and baby
are well. Further research for how women experience this separation is needed in order to

change policy and practice and improve outcomes for women having caesarean births.

Conclusion

Skin-to-skin contact between a well woman and her newborn at caesarean section
birth isa simple and safe way to ensure future physical and emotional wellbeing of both. The
establishment of the mother-child relationship through bonding and mutual-caregiving,
promotes ongoingsecurity of care and nutritionfortheinfantand psychosocial wellbeing for
the woman. The findings of this review have shown the urgent desire women have to see,
hold and feed their babiesin the moments after birth. The vulnerability of the woman during
a surgical birth dictates the response woman-centred health professionals should guarantee

— keeping the dyad together.

2.3 Revisiting the Literature in 2024

Figure 2.2 shows the preliminary analysis mapping of the original literature review
process on a whiteboard. This was used along with multi-coloured sticky notes and
highlighters in the printed papers. It helped with grouping, organising and comparing
thoughtsin the early stages. | found the visual and tactile style of putting my thoughts outin
colourand being able to easily move and change ideasimproved the outcome. | took photos
alongthe way to share with my supervisors over Teams while we discussed both my process
andthe results. When reviewing the literature for the final time | used highlighters and sticky
notes along with the theme table that was part of the final product of this original work as |

was more familiar with the activity.
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Figure 2. 2 Preliminary Analysis of Literature Review

Methods

As presented in the previous section, the original search returned 750 articles of which
thirteen were selected for inclusion in the review. A Whittemore and Knafl framework was
used as to guide the search and analysis (2005) and to ensure a critical quality appraisal, the
validated Mixed Methods Appraisal Tool (MMAT) was employed (Bartlett et al., 2018). In
March 2024 the search terms were rerun through the Australian Catholic University (ACU)
library database myself, and the librarians at the lllawarra Shoalhaven Local Health District
(ISLHD) also repeated a search they had done in mid-2020 using the same key words as the
original search were used, Boolean operators, and including variations in spelling and
meaning of terms, for skin-to-skin, caesarean section, mother and experience The search was
completed in the same data bases of SCOPUS, PubMed, CINAHLplus, Wiley Online, Cochrane
Library, Web of Science and MDIRS (Deys et al., 2021). The new timeframe was from 2020 (to

ensure articles published in the second half of 2020 were not missed) to 2024.

Only papers that studied the experience of healthy women with well, term infants
were again included. The ACU library search gave a broad 1368 results, with only one
repeated article from 2020 which was used in the original integrative review. These were
considered for relevance with a further eight, original research articles selected that met the
search criteria. Two papers were by the same authors and from the same study, publishedin
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separate years (Kahalon et al., 2021, 2022). Literature review papers, including my original
review paper (Deys et al., 2021), were not included. The ISLHD library search produced 75
articles, afterinitial title screening 28 abstracts were reviewed, and only one additional paper
was included in this update that did not appearin the ACU search. A total of nine papers were
then reviewed, quality for inclusion verified using MMAT, with all scoring 5 or higher (see

Table 2.3).
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Table 2. 3 Review of Literature 2024

Junk-Wilson et al, 2024, USA

Cross-sectional,
retrospective

2327 women who had a
CSin the 10 yrs prior to
2022; 29.7%
experienced s2s

Aim: To assess incidence and
maternal characteristics of those
who had s2s

Data collection: survey

Emergency and primary
CS, being young, lower
education and place of
birth (state) increased risk
of nos2s

Planned CS births showed
more women knew about,
requested, were offered
and experienced s2s
Women wanted s2s more
often than it happened
2/3 of participants knew
of s2s, 1/3 requested it
and less than 173
experienced it

90% of women who didn’t
get s2s said they would
have liked to

Positive birth experience

Machold et al, 2021, Canada

Hermeneutic
phenomenology

10 women with a
previous CS and no s2s
who then had a CS with
s2s. Interviewed 1-19
months post partum;
all planned cs,
well/term mother and
baby at birth

Aim: To describe birth experience
with and without s2s
Data Collection: semi-structured
telephone interviews

4 themes —

1. Support for s2s —
families and medical team
2. Control — greater sense
of control, empowerment
and identifying as a
mother with s2s

3. Connection with infant
— greater with babies that
had been in s2s, more like
a NVB; disappointment
they lost this with
previous birth/no s2s

4. Logistical
considerations — staffing
and standard practice in
OT had to be altered for
s2s

Positive
experience

birth

Sense of control

Natural

Radtke et al, 2022, Germany

Prospective cohort

110 birthing women,
29% of whom had

Aim: To assess safety of a
“Charite” (natural) CS which

Charite vs wusual CS
improved wellbeing and

Positive
experience

birth
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Charite CS, 7% usual CS,
15% vacuum and 49%
NVB

included s2s, along with parental
birth experience and long term
effects compared to other birth
modes

Data collection: standardised
questionnaire at birth and again at
8 months

satisfaction without
increasing maternal or
neonatal morbidity and
similar results to NVB

Kahalon et al, 2021, Israel Prospective cohort 1833 baseline with | Aim: to see if s2s improved birth S2s improved birth Positive birth
1371 women | satisfaction for CS births more satisfaction for all birth experience
Kahalon et al, 2022, Israel completing both | than other birth modes modes
surveys (birth & 2 | Data collection: questionnaires in While less s2s at CS, s2s
(2 papers describing findings from same months) — 16% CS pregnancy and at 2 months post- associated with improved
research) partum, using the Childbirth satisfaction, reduced
Satisfaction Scale feelings of fear and guilt
Igarashi et al, 2023, Tanzania Quasi-experimental 172 women -86 in | Aim: to understand the Improved birth Positive birth
control, 86 in | effectiveness of early s2s at CS satisfaction with s2s, no experience

intervention group

(breastfeeding, Birth Satisfaction
Scale, infant morbidity

Data Collection: questionnaire
and follow up 4 month survey

significant difference in
breastfeeding at 4 months
less infections requiring
hospitalisation for those
who had s2s

Kram et al, 2021, USA

RCT

129 women having CS —
68 control, 68
intervention group

Aim: To compare birth
satisfaction between a traditional
or ‘family-centred’ (&)

(intervention — view birth of baby,
have immediate s2s)

Data collection: randomised 1:1,
not blinded; self-administered
questionnaire in hospital plus
baseline variable and
characteristics taken from
medical records

No statistical difference
with general satisfaction
found other than s2s
occurred sooner  with
family-centred approach
(immediate s2s)

Women in traditional
group still had control of
when baby was given to
them after initial check by
medical team

Sense of control

Campbell & O’Connell, 2021, Ireland

Participatory  Action
Research

84 women, elective CS

Aim: To understand the birth
experience of women

Data collection for women:
questionnaire

(The rest of the study focused on
staff practice and attitudes)

Elective CS only but this
was a new practice of s2s
introduced

Women felt happy,
connected to their baby,
bonding was promoted
and women felt
empowered

Facility s2s increase of
60% with this study

Positive birth
experience
Sense of control
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Kjelland et al, 2020, USA Mixed method 44 women having an

elective CS

Aim: to examine the effect of a
designated s2s nurse at elective
CS on breastfeeding, patient
satisfaction, and cost involved
Data collection: bedside
interviews to evaluate birth
experience; feeding outcomes
were recorded from patient
records; cost was valued on the
provision of a dedicated nurse for
s2s care annually

Strong satisfaction
experienced by most
women — increased

bonding, infant safety,
more natural birth

Having a dedicated nurse
to help increased early
initiation and discharging
from hospital
breastfeeding

Cost estimated at US$263
per patient

Positive
experience
Natural

birth

Key: skin-to-skin (s2s); normal vaginal birth (NVB), caesarean section (CS), operating theatre (OT)
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Results

Similarly to the initial integrative review in 2021, the nine included papers
encompassed a broad range of methodology and design from predominantly high-income
countries — United States of America (3), Canada (1), Ireland (1), Germany (1), Israel (2) and
Tanzania (1). The use of MMAT was appropriately used again to appraise the quality of the
mixed method studies with all papers bar one scoring 7, this other scored 5, demonstrating

good quality.

The themes identified were consistent with the original review — Positive Birth
Experience, Sense of Control and Natural. What was evident in more recent research was that
the expectations of women appear to have changed, with more being aware of, and
requesting, the practice of skin-to-skin at caesarean section. Unfortunately, it also
demonstrated thatit continuesto not be standard practice and resultsin mothers and babies
being separated unnecessarily (Junk-Wilson et al., 2024). As with the original review, lack of
a consistent and standard skin-to-skin definition was a limitation in the literature, which had

not improved with time.

The original sub-themes of Positive Birth Experience were satisfaction and
breastfeeding. Skin-to-skin was, as expected, associated with improved confidence and
success in breastfeeding (Igarashi et al., 2023; Kjelland et al., 2020; Machold et al., 2021).
Satisfaction with birth continued to be seen as improved when women were given the
opportunity to have skin-to-skin contact with their babies (Campbell & O'Connell, 2021;
Igarashi et al., 2023; Kahalon et al., 2021, 2022; Kjelland et al., 2020; Radtke et al., 2022).
Interestingly, the study by Kram et al (2021) found no statistical difference with satisfaction
between their two randomised groups, one a ‘family-centred’ approach which included
immediate skin-to-skin and the other a traditional approach. However, both groups still
included skin-to-skin with only a small difference in time to it first occurring (sooner with
‘family-centred’). This shows in the time since the first literature review was done that at least

some facilities have prioritised including skin-to-skin contact as standard care.

Havinga Sense of Control, and sub-themes empowered and birth, not a procedure was
highlighted in three papers (Campbell & O'Connell, 2021; Kram et al., 2021; Machold et al.,

2021). Givingwomen choice over what happensto their babies at caesarean birth, including
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the choice to hold their babyin skin-to-skin contact, left feelings of empowerment, happiness
and connection to theirinfant. This was evidentagain in the papers demonstratingthe theme
of Natural, with sub-themes of women becoming a mother and wanting to hold their baby.
Skin-to-skin helped women to identify as a mother (Machold et al., 2021) and improved the
experience of bonding with their baby while knowing they were safe (Kjelland et al., 2020;

Machold et al., 2021).

Conclusion

Revisiting the literature highlighted again that women strongly want to be in control
of what happens to their baby after a caesarean section birth, to see, hold and feed them.
Providingthe opportunity for women to remain in close physical contact with their babyis a
critical step in establishing the mother-child relationship that will improve the wellbeing of

both, far beyond the day of birth.

This second review reaffirmed the value of this research for women who did not get
to experience the close physical contact with their baby at birth. Their experiences should be
shaping the changes in maternity care that seem to have commenced in some facilities,
ensuringwomen birthing by any mode have controlover what happens to their own and their

baby’s bodies and are not separated from each other.
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Chapter 3: Theoretical
Framework
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3.1 Chapter Foreword

The use of feminist theories aligned with a feminist phenomenological research
enquiry provided a framework with which to better understand and analyse data collected.
Two that are particularly related to the experience of birth from a midwifery context arethat
ofthe Birth Territory Theory by Fahy and Parratt (2006) and Reed, Barnes and Rowe Childbirth
as a Rite of Passage (2016). Both focus on the importance of woman-centred care for the
pregnant and birthingwoman and the role of the midwife in protectingtheir rights physically,
emotionally and spiritually. This fits with both the Heideggerian understanding of lived
experience and the holistic model of midwifery care which seeks to understand mind, body

and spirit of the individual woman (Miles et al., 2013; Moloney & Gair, 2015).

3.2 Birth Territory

The theory of Birth Territory was developed to describe and predict birth outcomes
and the woman’s experience through the relationship between the physical birthing
environment and balance of power and control (Fahy & Parratt, 2006). It defines key concepts
which can be used to guide the understanding of women’s birth experiences for research and
practice. Fahy and Parratt define the birth environment or ‘terrain’ as two extremes,
‘sanctum’ or ‘surveillance room’(2006). Within current hospital-based models of care most
birthing environments would sit somewhere along this continuum, with midwives ideally
working towards reducing a surveillance room atmosphere. The safe, private, and optimal
sanctum promotes normal labour and birth where the woman feels in control and supported.
It enhances her sense of comfort and self-embodiment, offering the optimal woman-
controlled territory which improves physical function and emotional security. The more the
terrain deviates to that of the surveillance room (a clinical terrain, focused on staff needs and
comfort) the greater the fear and poorer outcomes for the woman (Fahy & Parratt, 2006).
The woman in this situation has limited choice, less bodily autonomyand isunableto rely on
her own intrinsicknowledge and power in the landscape of surveillance (Fahy et al., 2008). It
leads to increasing emotional distress, decreased wellbeingand poorer physical performance.
Whilst it would be ideal for all women to birth within the sanctum, realistically, measures that
improve medical safety can be necessary but often increase fear and reduce satisfaction for

the woman, including the operating theatre.
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The balance of this theory is the presence of power and control within the birthing
environment, explained as ‘jurisdiction’ by Fahy and Parratt, divided furtherinto ‘integrative
power’ and ‘disintegrative power’, ‘midwifery guardianship’ and ‘midwifery domination’
(2006). Midwifery guardianship, as a form of integrative power, is at its core woman-centred
care. Irrespective of birth outcomes, the woman is respected and supported and ensured of
a sense of safety. Disintegrative power and midwifery domination is wielded as disciplinary
power - coercive, manipulative and undermining the woman’s ability to make decisions for
herself. In this space, women will often become docile and hand over their decision making
and power to others in the room increasing the experience of birth trauma and decreasing

satisfaction.

Even within the more medicalised and obstetric-led model of birthing care, a midwife
or other care provider acting in the guardianship role can return power to the woman by
enabling feelings of safety and sense of control. They can harness the use of enhancing the
woman’s mind, body and spirit by restoring her integrative power to make choices about her
birth (Fahy et al., 2008). This can impact a woman’s overall experience irrespective of the

labour or birth outcome.

The environment of an operating theatre for a caesarean section birth provides the
extreme example of a surveillance room. This medicalised environment, set up to meet the
needs of the clinicians performing the procedure, limits physical function and emotional
wellbeing of the woman while increasing fear and emotional distress. The midwife is ideally
placed to adopt the guardianship role in this terrain. They do not attend as accoucheur and
are well placed to advocate for respectful and supportive care, centred on the woman. By
seeking consent and choice, promoting skin-to-skin and not separating her from her baby this

has been shown to improve the birth experience of women at caesarean section (Deys et al.,

2021).

3.3 Childbirth as a Rite of Passage

The role of the midwife as a woman-centred guide and protector is explored further
in the theoretical framework of Childbirth as a Rite of Passage (Reed, Barnes, et al., 2016).
The birth journeyis described through three phases: separation, liminality and incorporation.

Thisis understood as the woman minimising external and internal distractions, enteringinto
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an altered state of awareness, and finally, with the birth of the baby, reintegrating with the
external world, adding her experience into her sense of self (Reed, Barnes, et al., 2016). A

positive experience is closely associated with the protection and care a woman receives

duringher labour and birth and of feeling in control of her body and her baby (Reed, 2021).

Thetheory balances the rites of passage with the rites of protection in woman-centred
care, maintaining safety of the woman and assessinglabour progress, without distracting her
from her internal wisdom — the woman as the expert of herself (Reed, Rowe, et al. (2016).
Even within a medicalised birth scenario such as caesarean section, respectful and kind
midwifery care which advocates and supports maternal choice, empowers the woman to be
her embodied self and have a positive experience (Reed, 2021). In her research, Reed
identifies that the transformationto ‘mother’ comes from the experience of birth rather than

the birth itself (Reed, Barnes, et al. (2016).

Rites of passage focus on the holistic essence of the birth experience, safeguarding
the preferences of the woman, ensuring her sense of control, and not putting her in a position
of needing to defend her choices (Reed, 2021). The initial intent of this framework was to
understand the experience of physiological birth (Reed, Barnes, et al., 2016) however Reed
further developed this to include the medical rites of protection for births involving
interventions, including caesarean sections. These rites of protection ensure a positive birth
experienceis possible for women having a medicalised or unplanned birth by protectingand
supporting their rites of passage as they transition to ‘mother’, promoting ‘self-trust” and

empowerment in the woman.

These theories each provide the structure to understanding the perinatal experience
as an entire perspective, a summary is provided in Table 3.1. They highlight the importance
of the metaphysical aspect of birthing women and the influence of power and control.
Pregnancy, birth and motherhood all intimately entwined to form the lifeworld understanding
for the woman, no stage separate or less significant in how she feels. Both theories
compliment the feminist and midwifery context of this research. The important elements of
the birthing environment and the people within it, supporting the rights of safe, respectful

and consensual birthing care to promote the wellbeing of women transitioning to
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motherhood. This gave a structure to the data analysis process to understand the lived

experience for the participants in the study.

Table 3. 1 Theory Summary

Birth Territory

Describes,
explains and
predicts how a
woman’s

wellbeing as her
embodied self is
impacted by the
birth environment
(terrain) and use
of power
(jurisdiction).

Terrain (birth
environment)

Private, comfortable,
Sanctum enhancing woman’s sense of

self, optimal physical &

emotional wellbeing, safety
Surveillance Clinical, observed, staff

comfort, reduced physical &
emotional wellbeing, fear

Jurisdiction (power
& control)

Integrative power

Woman-centred, shared goals,
enhanced maternal mind-
body-spirit, self-expression &
confidence

Disintegrative power

Ego-centred and self-serving,
undermining of woman’s
decision making

Midwifery (HCP) guardianship

Integrative power, respectful
care, protecting woman &
environment, sense of safety

Midwifery (HCP) domination

Disintegrative and disciplinary
power, subtle, manipulative
with woman conceding power

Childbirth as a
Rite of Passage
Describes how the
childbirth
experience

Is shaped by
maternity ‘rituals’
— what is said and
done to support
(rites of passage)

and to protect
mother & baby
(rites of

protection)

Rites of Passage

Preparation and planning for birth, including intervention,
minimising distractions, woman-centred, intuitive knowing,
respectful and consensual, integration of mother and baby,
connection, attending to the birth story

Rites of Protection
(non-physiological
birth)

Options & decisions, minimising distractions, advocating &
supporting, meeting those providing care, woman’s choices,
non-separation — mother in control of her body and baby,
processing the birth experience — not staff interpretation
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Chapter 4: Methodology and
Methods “The How”
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4.1 Chapter Foreword

My need to understand the lived experience of women giving birth in a patriarchal
health system most closely aligned with a phenomenological framework viewed through the
feminist theoretical underpinnings described in Chapter Three. Based on my clinical
experience, | expected possible common themes as | reflected on the stories already told to
me over many years. My focus was always on the value of the individual birth stories and
points of view rather than generalising how women as a group experience something. As a
midwife whose profession is underpinned by the philosophy of woman-centred care, each
individual woman’s perinatal experience is fundamental to understand and inform clinical
care, and therefore research (Rigg & Dahlen, 2021). This chapter will further describe why
feminist phenomenology best suited this research, and how this was executed through
methodology and methods. Section 4.2 will describe my personal ontological and
epistemological assumptions and how these fit with the methodological choice for this
research. The methodological frameworkis explored in Section 4.3, while the actual methods
used to conduct the research are presented in Section 4.4. This includes ethical

considerations, how rigour was ensured, and shows reflexivity.

In addition, a paper has been published in the British Journal of Midwifery (Deys et al.,
2024a) to exhibit this novel approach to understanding caesarean birth experience. The

author accepted manuscript is presented at the end of this chapter (Section 4.5).

4.2 Ontology, epistemology and methodology
Understanding one’s own personal paradigm is essentialin developingthe theory and
methodology to be usedin a research project as it reflects the personal belief of what counts
as truth (Giddings & Grant, 2006). A researcher’s personal world view will likely align with
certain ontological and epistemological assumptions for certain research paradigms and may
colourhowdatais collected and understood. However, whilst a personal paradigm can shape
the approach to be taken, the researcher may still choose a methodology which suits the
purpose of the knowledge sought (Schneider, 2007). Giddings and Grant explain that a
researchers ontological position will understandably control their epistemology, however the

methodology chosen is more about how we gain the knowledge (2002). Kivunja and Kuyini
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(2017) define ontology as the personal assumptions we make about reality and epistemology

as what is counted as knowledge and how we know it.

My personal philosophy is one based on an ontology of a middle-aged, middle class,
white Australian woman. | have been encouraged to achieve education and life experiences.
I had anindependent mother, an independence-supporting father, no brothers, and attended
an all-female, selective school which promoted autonomous learning, feminist values and
female autonomy. My career is one of a dominantly female workforce, with an early period
of nursing but ultimately midwifery. The definition of the word ‘midwife’ has always sat very
strongly with me — “with woman”. Although | have not always described myself as a feminist,
| have recognised and valued women'’s beliefs, experiences and ways of knowingas valid and
authoritative, which aligns with thisterm (Jirojwangetal., 2011) and would now define myself

this way.

My personal ontology assumes that women are of equal importance because my
experience is one of fairness and being valued. | have grown up in a country and era where
opportunities for women have been developing along a similar trajectory to my personal
timeline, powered by women before me. | was born in a year that already gave me the right
to vote, take contraception and work if | was married. | had just started my schooling when
women started to see pay equality changes, financial support for single mothers and the first
paid maternity leave. By the time | entered high school there were women in parliament,
domestic violence was getting recognition and funding, and women could file for a divorce.
My schooling was completed with me unconsciously knowing | had equal opportunities at
work and education, and legal protection against discrimination for just being a woman
(Victorian Women's Trust, 2024). |value these rights, recognise these are not global, and now

continue the gender-equity fight for women in maternity care.

Kivunja and Kuyini (2017) describe the importance of philosophical assumptions such
as these in understandinghow the researcher makes meaning of the data. A feministlens in
qualitative research about women, by a woman, is an important facet in creating equality,
equity and a non-judgemental position between the researcher and the participants

(Holloway & Wheeler, 2010).
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Knowledge generation, and seeking to interpret the information, was instilled in me
by both parentsandschool. My personal epistemology assumesthatboth critical and creative
thinking will generate knowledge, influenced by my ontology of female importance and
equalityin the world. My beliefin what is true is based on experts in the field, be it a health
professional or researcher with vast knowledge or the woman who is the expert in her
experience of her own body and baby. Kivunja and Kuyini (2017) describe this as an
‘authoritative epistemology’, where knowledge is gathered from people who are authorities
on the subject. | understand this from a clinical midwife perspective, where although there
are rights and laws to protect women in Australia, the women experiencing our maternity
care system give accounts where this is not the case. These health inequities for sex and

gender are reflected across all health systems that provide care, research and education for

and about women, based in androcentric history (Merone et al., 2022).

This gives rationale to how my own values and philosophy sit easily within a
qualitative paradigm, in particular an interpretivist paradigm where the subjective reality is
understood through human experience (Holloway & Wheeler, 2010; Kivunja & Kuyini, 2017).
Phenomenology, specifically feminist phenomenology, appreciates the significance of the
lived experience of the birthing woman, interpreted through the eyes of a female and
feminist, midwifery researcher who recognises the historical gender-inequities in health

research. This idea is explored and connected further in this chapter.

As a midwife still working clinically who has frequently heard similar birth stories to
the ones shared by the participants it was important for me not to use this lens of past
experience colour the way | collected and interpreted the data. | needed to remain curious
about each narrative as a new experience, being careful to put assumptions aside, and to
avoid commenting on clinical care decisions that had been made. All the participants knew |
was a midwife, and a small number of the participants had birthed in my local health district.
It would have been unethical for me to give opinionsof particular practices or clinicians, so |
was careful to maintain some neutrality, although | was able to clarify some of the details
given using my midwifery and lactation knowledge without leading the participants to
particular conclusions. In this context | saw my midwifery background as a benefit to being
the interviewer. Impartiality was more challenging with later interviews as themes were

starting to take shape, | maintained a research journal throughout the PhD and used this to
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reflect on each interview in an effort to ensure | maintainedthis objectivity and openness to

new concepts with each participant.

4.3 Methodology

Introduction

The choice of methodology was made clear through the recognition of my
philosophical, ontological and epistemological understanding. The participant stories |
expected from my clinical experience were grounded in gender-inequity and the hierarchal

and patriarchal maternity health system. | wanted the expert knowledge of the participants’

lived experience.

This section will now show why a phenomenologicalapproach was best suited to the
aim of my research to understandthe experience of women who have been separated from
their baby at caesarean section birth without a medical reason. It will describe the evolution
of phenomenology into a feminist approach with the novel perspective of two feminist
birthingtheories. The purpose of this theoretical framework was to support feminist research

to improve understanding of women’s birthing experience.

Phenomenology

Qualitative midwifery research seeks to place value on the unique position of the
midwife within academic exploration, moving away from the dominating and favoured
quantitative, medical model which leads studiesin the health system (Newnham & Rothman,
2022). To answer my research question, a naturalistic-interpretive paradigm aligned with the
purposive and contextual sampling needed to understand the phenomena which was
independently experienced by women who were separated unnecessarily from their baby at
caesarean section birth (Holloway & Wheeler, 2010; Schneider, 2007). While | expected
commonality, my focus was on the importance of the subjective, individual stories of
participantsto understand the experience. In considering methodology, the woman-centred
nature of my personal and philosophical midwifery perspective did not fit with the
hypothetical approach of Grounded Theory. My aim was to describe the essence of the
phenomena rather than explain it with relationships of social processes and theory

development (Polit & Beck, 2017; Urcia, 2021).
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Phenomenology describes how an event, such as birth, is understood within the
landscape of surrounding experiences and overall context (Dodgson, 2023). The subjective
and contextual approach suits health research in providing the rich data of patientencounters
within clinical services. Examining and understanding participant reflections of personal
experience such as in maternity care can help inform policy and practice and improve

outcomes well beyond general morbidity and mortality.

The foundation of phenomenology was based on the approach of the philosopher
Husserl, highlighting and distinguishing between the physical and mental experience of
phenomenato show the essence or true meaning (Dowling & Cooney, 2012). It required the
researcher to set aside, or bracket, their own beliefs or assumptions to be able to fully
understand and describe the experience of the participant. It is arguable that within the
maternity care landscape of historical gender inequality and sexual difference, complete
bracketing is ineffective as the experience influences both researcher and participants alike

(Mann, 2018b) .

Heidegger further developed phenomenology to move beyond simply describing the
experience to interpretation of the hidden meanings, identifyingandincluding the beliefs of
the researcher (Dowling & Cooney, 2012). This hermeneuticstyle of phenomenology clarified
the context and is particularly well suited to midwifery-led research where midwife and
woman are often entwined metaphorically, physically, and contextually (Dowling & Cooney,
2012; Miles et al., 2013). This type of relationship between researcher and participant is seen
as a fundamental concept of phenomenology (Dodgson, 2023) and is somewhat reflective of

the midwife-woman connection.

The need for a feminist approach

Care of the woman through the childbearing episode has traditionally been carried
out by other women trained through both lay and professional apprenticeships (Davison,
2020; Reed, 2021). The medical paradigm of hospital-based, male controlled, obstetric care
has increasingly dominated from the 19" century, movingaway from female, midwifery-led,
home-based care (Reed, 2021). Morbidity and mortality rates of women and babies improved
with medical advances and training however it increasingly removed the woman as the

person of greatest value in the birthing space. This in turn is now associated with increasing
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levels of physical and psychological birthing trauma. In the developed world maternal
morbidity and mortality is also now increasing, despite the plethora of scientific advances
(Hoyert, 2023). Gender equality, political empowerment of women, and maternal birthing
outcomes, are closely linked with midwifery-led, woman-centred care rather than the
obstetric-led model, and known to improve results for women and their babies (Bhalotra et
al., 2023). A midwife as the lead carer, maintains the critical support the woman needs,
without compromisingon appropriate referrals and escalations of care, and with no harmful
outcomes when compared to other models (International Confederation of Midwives (ICM),

2017b).

The position of the midwife has increasingly diminished to one of handmaiden status,
whereby these health care professionals are valued as a specialist nurse rather than a
profession of their own right (Drife, 2023). This has been in contrast to midwifery training
models which have continued to advocate for woman-centred care, physiological labour and
birth targets, and autonomous continuity of midwifery care (Crepinsek et al., 2023). The
definition of a midwife is of one who is a recognised as an accountable specialistwho works
across the perinatal spectrum in partnership with women, their family and the community
(International Confederation of Midwives (ICM), 2017a). Evidence is mounting that midwifery
care is safest formost women and babies and more viable for the health care system (Gamble
et al., 2021). The medicalisation of the normal progression of labour has led to poorer
outcomes, particularly maternal (Reed, 2021). Interventions such as external fetal monitoring
have resulted in externalising the fetus as a separate entity from the woman and resulted in
undermining her embodied knowledge and right to bodily autonomy (Melamed, 2023).
Interfering unnecessarily in pregnancy, labour and birth leads to poorer outcomes and
reduces the autonomy of women, leadingto more negative birth experiences (Dahlen et al.,
2022). Birthing by caesarean section further reduces maternal control, exacerbated by
separatingwomen and their infants at birth, causing distressand trauma (Deys et al., 2021).
Birthingwomen themselves are now standing up to demand evidence-based maternity care

led by midwives through consumer networks and parliamentary inquiries (Boecker, 2023).

Caesarean section births have a rightful place in maternity care provision, a viable and
life-saving option in certain circumstances. Midwives continue to be ideally placed in this

scenario, not as accoucheurs but to continue their role as advocate and support for the
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woman. Accordingto the International Code of Ethics for Midwives (2014), midwives’ partner
with, empower and support women to be active participantsin deciding how they birth. The
Australian Code of Conduct for Midwives (2018) identifies the values and domains to which
the midwife must abide, focusing on safe, woman-centred care that is respectful, honest, and
compassionate. The Australian Governmentdescribes woman-centred care as focused on the
unigueness of each woman’s needs, choices and right to bodily autonomy (2020). While these
standards appear to guide the care of women birthing in Australian health systems, the
majority of maternity services are policy, not woman focused, demonstrating the obstetric
hierarchical barriers that protect the system and its practitioners(Dahlen et al., 2023). Thisiis
exemplified when the term ‘woman-centred care’ does not appear once in the Royal

Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG)

‘Maternity Care in Australia’ framework (2017).

Research using a feminist, qualitative framework such as phenomenology has been
demonstrated in other literature and aligns with the midwifery content and context of
working ‘with woman’ in all models of care and all birthingenvironments (Hawke, 2021). It is
less about gender identity of the health professionals and birthing people, and more about

the history that set up the systems. It follows the central principle of woman-centredness that

midwives learn, work and teach in.

Feminist Phenomenology

Research in general, including phenomenological enquiry, tends to be grounded in a
patriarchal world view, where the ‘normal’ human experience is often androcentric (Bailey &
LaFrance, 2016; Mann, 2018a). Historically, studies and philosophies have used man as the
standard (primary) and woman as ‘other’ (secondary), implying lesser value (Bailey &
LaFrance, 2016; Beauvoir, 2009). Female experiences have been dismissed as subjective and
personal rather than philosophical and valuable (LaChance Adams & Lundquist, 2013). A
feminist phenomenology style enables recognition of subjective and social constructs,
strippingit back to identify the uniquity of female experience (Zeiler & Kall, 2014). It supports
an inquiry about women as both the primary subject and the frame of reference (Mann,
2018a). Birth experience as a phenomenonimpacts women - without the female-sexed body
there would be no birth. Feminist Iris Young explored the shared circumstances of women,

pregnancy and motherhood, the contexts and experiences that are both connected and
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individual, influenced by each woman’s history, culture and background (LaChance Adams &
Lundquist, 2013). Feminist phenomenology accounts for these distinctions and understands
the broad landscape of women and birthing. Thisis in contrast to the authoritative knowledge
of the patriarchal obstetric model which has progressively focused on fetal wellbeing and
selfhood over that of the woman (Melamed, 2023). Devaluing the female body to one of an
organic, and often faulty, machine to simply create a child has reduced woman’s agency over
her own body (Davison, 2020; Reed, 2021). Feminist phenomenology research within
maternity care offers the opportunity for emancipation, whereby women and midwives

voices are heard, enabling a restoration of power and control.

Traditional research conducted with a phenomenological approach lacks diversity and
offers a male-dominated view of the world, even when the subjects are female (Shabot &
Landry, 2018). Research continues to underrepresent women in human studies, particularly
those who are pregnant or breastfeeding. Applying feminism to phenomenology deepens and
informs the phenomenological context of the sexual difference of experience in areas such as

pregnancy and birth, illness and pain, and even what health means to individuals.

As an early feminist, Beauvoir argued that woman was more than a ‘womb’ and
motherhood, seeing reproduction and fertility as the link to society’s subjugation of the
female sex (2009). She described femininity, womanhood and becoming a mother as being
connected to the ontological expectation of a female, being both accepted and expected that
a woman marries, cares for her husband and has children. Beauvoir gave no thought to any
innate desire a woman may have to be a mother, perhaps because in her era, marriage was
the only choice fora woman that was socially acceptable. Moving onto the 21st century, there
is still a stereotypical tendency to bringup girls to nurture, be helpful and behave, and expect
‘boys to be boys’ - masculine, aggressive and dominant (Ford, 2018a). This dominance is
demonstrated in feminist sociocultural models of both rape (Walsh, 2015) and obstetric led

maternity care (Fahy et al.,, 2008). Women and midwives commonly describe birth

experiences as ‘rape’ - violent, non-consensual and dominating (Shabot, 2016).

Contemporary feminists have focused on women’s rights in society and employment but have
largely avoided the rights of the birthing woman and mother (Hill, 2019). They have

acknowledged the disparity of where women live and birth, questioned the need for

57



“WHERE’S MY BABY?”

disproportionate interventions, and highlighted the powerlessness of the perinatal woman.
However, pregnant and birthingwomen have been otherwise left out of the sense of urgency

for feminist reform except in the reproductive choice of termination (Ford, 2018b).

Connection: Feminism, Feminist Phenomenology, the Mother and
the Midwife

In a landscape of insignificance, birthing women are valued more for their ability to
carry and birth a healthy child than make decisions about their own wellbeing. Around the
world, religious and government regulations continue to control a woman’s reprod uctive
right to prevent, space, or end pregnancy (Hill, 2019; LaChance Adams & Lundquist, 2013).
Choosing to not become a motheris ridiculed at the very least and forcefully denied at the
other end of the spectrum where the choice of marriage, sex and procreation may not be the
woman’s to make (Leach, 2020). However, many women continue to desire and strive to be
mothers, an innate yearning often shown most glaringly in those who are unable to become

one without medical intervention (Ulrich & Weatherall, 2000).

Conceiving, carrying and birthing a child is understood and experienced as a
transformation of woman to mother, hormonally and culturally driven, and unique to those
of female sex (Ulrich & Weatherall, 2000). Using a feminist approach to understand the
experience of women identifyingas women is not trivialisinga gendered point of view to
diminish others, but recognises the specific nature of the phenomena that values the
woman’s experience (Mann, 2018a). Feminism does not seek to devalue those who choose
not to use the terminology of ‘woman’ or ‘mother’ but continues to highlight the historical
undervaluing of women and advocate for those who remain the majority of birthing persons

(Gribble et al., 2022).

A midwife is educated in the holistic nature of birth, using a mind, body and spirit
understanding of how each element impacts the experience and outcomes for women (Miles
et al., 2013; Moloney & Gair, 2015). It is well understood through both cultural transmission
of knowledge and research that the emotionaland spiritual experience of the woman can and
will impact normal labour progression, hormonal patterns and ongoing mothering — her
embodied self (Fahy et al., 2008). This hasthe potential to affect the future of the woman’s

immediate and wider family, as well as the society in which they live, across many

58



“WHERE’S MY BABY?”

generations. Midwives have a unique role to guide and protect a pregnant and birthing
woman to enhance positive experience and outcomes well beyond the birthing room.
Feminist phenomenological research can examine the roles of both mother and midwife,

through the intellectual, emotional and ideological perinatal experience.

Using the Feminist Phenomenological Framework to Understand
Caesarean Birthing Experience

A positive birthing experience should not depend on modality or environment.
Women should expect safe and compassionate care at a birth which leaves them empowered
and satisfied. The impact of birth extends well beyond the perinatal period, influencing the
mother-child relationship, emotional wellbeing and if or when she will have future children
(Deys et al., 2021). How a woman is made to feel during her birth impacts the overall
experience. Positivity and empowerment are derived more from the way a woman is treated

than how she births (Reed et al., 2017).

A caesarean section birth is known to increase the risk of a negative birth experience,
limiting or removing power and control over her own body, choices, and baby (Deys et al,,
2021). The woman is more likely to be separated from her baby, compounding the lack of
control they have, to see, feed and hold their own newborn (Deys et al., 2021). Midwives
continue to be present for a caesarean birth, creating the opportunity to be ‘with woman’,
guarding, respecting, protectingand supportingthe woman and the environment. Creatinga
safe settingin an operating theatre is less about the equipment and architecture and more
about the people within that space. It is about the social hierarchy, physical control and the
perception of power and how the woman is ranked in priority in that birth setting. A feminist
lens creates the opportunity to view a caesarean birth from the woman’s unique perspective

and positively influence her experience of birth and transition to motherhood.

Summary

Midwives are philosophically and ethically best placed to work within both a feminist
and a woman-centred framework. Their professional and educational bodies, which define
and demonstrate midwifery practice, direct midwives to provide safe, respectful and
supportive maternity care. It is well within their domain to advocate and act for the change

needed to improve birthing experiences for women in all birth scenarios.
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This use of feminist phenomenology provides the structure for researchers to explore
birth experience within a landscape of increasing birth trauma and obstetric neglect. It is
grounded in feminist philosophy and can be developed further with the theoretical lens of
the two feminist birthing theories, Birth Territory and Rites of Passage presented in Chapter

Three.

4.4 Methods

This section will outline the methods used to recruit participants, conduct interviews
and analyse data. It will present consideration of the ethical requirements of the study along

with rigour and a reflexivity statement of myself and the research team.

Study Setting

The participants of this study were to be collected retrospectively to their birth
experience. It was expected they would be mothers of young children and potentially had

returned to work since the birth, so interviews which would meet their needs in terms of time

and location were a priority.

Study Sample

Interest for inclusion in this study was collected through a single social media posting
in 2021 (Figure 4.1). The original post was placed in an Australian maternity consumer
advocacy group of my local health district. It is acknowledged that people who follow this
group were targeted as those who were proactive in improving maternity care in Australia.

Inclusion criteria: female; previous caesarean section with separation from baby at

birth (any parity); well mother with healthy term infant/s at the birth event; birthed

in Australia between 2010 and 2021; over 18 years of age at time of consent for

interview; English speaking.

Exclusion criteria: medical reason for separation at birth.
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Have you had a caesarean section birth since 20107

Were you separated from your baby immediately after birth even though you were both
well?

Iam conducting research for my PhD at the University of Wollongong to understand the
experience of women separated from their babies.

Would you be willing to share your story with me?
This would be expected to be an interview of 1-2 hours.
If you are interested in being involved and would like more information please contact me:
Linda Deys, PhD Candidate —

Eoi
LNV
OF W GONG
AUSTR

Version 5, March 2022, HREC Approval number 2021/380

Figure 4. 1 Social Media Post

The initial research inclusion criteria included residence in the one local health district
area to enable face-to-face interviews. However, the COVID-19 pandemic created the
unexpected opportunity to use virtual technology, so this criterion was eliminated. Despite
having some initial doubts about the effectiveness of the interview platform (Zoom), the
benefits outweighed potential disadvantages (Oliffe et al., 2021) and suited the participants

who had young children.

Participant Recruitment and Sampling

An unexpected response of 27 expressions of interest resulted in the first 24 hours,
the post being spontaneously shared by group followers across other social media platforms,
groups and private sharing. The use of social media as a recruitment strategy has been
demonstrated by other researchers as an effective tool in purposive and snowball sampling
(Kosinski et al., 2015; Leighton et al., 2021). This approach suited the methodology of this
study, purposively seeking participants who have experienced the phenomenon of dyad
separation to obtain rich data (Holloway & Wheeler, 2010). While the snowballing was
unintentional on the part of myself, it clearly showed there was keen interest in the
phenomenon. It also made participants who were outside of my local health district

catchment accessible to me through the social media connections (Leighton et al., 2021).
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Participant information and consent forms were sent to all of those who expressed
interest via email. Recruitment was established by fulfilling inclusion criteria and returning

the signed consent form via return email.

Data collection - Interviews

The decision to use interviews for data collection was made early in the protocol for
this study. It allowed the opportunity to gainin-depth, individualised experiences of the event
necessary for the phenomenological framework. Initial planning for in-person interviews
included a venue of participantchoice, the provision of morningtea as an opportunity to take
a breakif needed, and the prospect of suitable childcare arrangements if chosen or required.
The transition to virtual interviewing and pandemic restrictions for all but one interview
meant participants were all in their home environment and children were onsite. Most had
made arrangements for their children to have supervision or alternate activities. Those with
younger children chose times which fitted with sleep-time or easily managed their child’s
needs, such as breastfeeding, while being interviewed. There was no predetermined length

or structured format to the interview style, so the change in setting was immaterial.

Despite my reservations about the change in modality, online interviewing has been
shown to be comparable to face-to-face styles for sharing personal and sensitive information
(Guest et al., 2020). The unstructured, in-depth phenomenological interviews were
conducted by myself and recorded, primarily via the Zoom platform, with one face-to-face

interview done for participant preference, which was voice recorded.

It was clear from the first interview that the participants were not hesitant to share
their experiences over Zoom. The phenomenological interview style allowed for the depth
and detail needed for the rich data of each participant’s experience (Holloway & Wheeler,
2010). The unstructured approach enabled an informal and interactive conversation between
myself and the participants to encourage a sharing of stories with little interruption, with
prompting and redirecting questions to focus on the separation event used as needed (Polit

& Beck, 2017).

The interview protocol was based on McGrath et al (2019), which included rapport

building, listening and reflection and has been previously demonstrated in other health
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related qualitative research interviews, (Huglin et al., 2021; Vafaei et al., 2023) andis shown

in Table 4.1.

Table 4. 1 Interview Protocol

Interview Protocol (based on McGrath et al 2019)

1. Rapport building and comfort creation — general questions about things such as family,
number of children — offerrefreshments now and advise a further break can be added when
the participant feels the need — ensure seating is of equal height

2. Remind the participant that the interview will be recorded and start recording

3. Thank participant for their involvement, remind them of their consent including their
freedom to withdraw at any time up until data analysis, remind them again of the purpose
of the research/interview (to understand their personal experience of being separated from
their baby at caesarean section birth)

4. Ask participant verbal consent to proceed with the interview question

Question 1 — “Tell me about your birth experience”

6. Prompting/clarifying questions based on participant responses —eg: How did that make you
feel? Can you explain that more?

7. Provide ample time for participant to respond, actively listening, respecting silences and
maintaining interest

8. Pause the interview or take a short break if unanticipated emotions result

9. Conclude the interview with “Is there anything else you would like me to know?”

10. Stop recording, thank participant for her time and involvement

o

In preparation for the interviews and anticipation of potentially retriggering trauma
for the participants as they shared their birth stories, | completed a Psychological First Aid
Certificate through my local health district. | felt confident in my interviewing skills through
my extensive clinical experience. Interviews were set up at mutually agreed times for each

participant. I have discussed this further in the Ethical Considerations Summary to follow.

The one-to-two-hour interviews, with an average of 62 minutes duration, commenced
with the opening question of “Tell me about your birth experience” followed by participant
specificprompting and clarifying questions to focus on the phenomenon of separation. At the
end of each interview, | did dot point handwritten notes in a notebook reflecting on how it
went and my initial thoughts. These field notes included nonverbal cues and emotional
behaviours to provide context to the next stage of data analysis (Sutton & Austin, 2015).
These were identified in the notebook by date and time of interview only. The first two
interview transcripts were completed verbatim by myself and reviewed by two of my

supervisors, with remainingtranscripts completed by a transcription service in verbatim style
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soon after each interview. The verbatim text offered the opportunity to factor in significant
emotions, pauses and other key pointsin the text (McGrath et al., 2019). A professionaland
secure research support transcription service was engaged, with video and audio files
transferred under participant numbers for identification. These numbers were later

transferred to pseudonyms for analysis and findings.

Data Analysis

Data analysis was manually conducted using a Modified van Kaam approach which
included the grouping, reducing, thematizing, validating and describing of themes
(Moustakas, 1994). This descriptive data analysis method seeks to understand the
phenomenon by limiting researcher perceptions and beliefs from influencing participant
responses (Galinha-de-Sa & Velez, 2022; Moustakas, 1994). It was well suited to this research
as the participant voices and experiences are explored in depth and verbatim to fully

understand their lived experience. A description of this process is shown in Table 4.2.

The interview recordings were initially replayed while reading the transcripts as they
were returned to ensure accuracy, and handwritten notes taken on demographics and points
of interest. | found this a good way to remember the emotion that was attached to what each
participant was saying. The transcribed narrative data was then coded using the NVIVO
program (Zamawe, 2015) — as | read through each transcript again, sections of the data were
selected and placed under headings (nodes) that emerged. These nodes reflected
experiences, emotions, and perceptions. Sixteen nodes, or by then sub-themes, were the
result, which were further grouped into four overarching themes (incidence represented in
Figure 4.2) with the frequency of data groupinginto each sub-theme shown in Table 4.3 (node

column).
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Table 4. 2 Modified van Kaam Data Analysis

Data Analysis — 7 steps
(Modified van Kaam)

How I did this

1.Listing & Preliminary
Grouping

e Reviewing of each interview audio with transcriptions

e Handwritten notes on demographics and points of
interest, looking for the central common interest
between participants

e Re-reading each transcribed narrative through NVIVO
software

e Discussion of initial listing with 2 supervisors

2.Reducing & Eliminating

e Selecting text and putting into nodes of similar phrases
and meaning from each participant

e Using the common phrases to merge nodes into 16 more
specific and descriptive sub-theme titles

e Removing elements that were not relevant to the
experience of dyad separation

3.Categorising & Theming

e Exploring the meanings behind the quotes in each node
(sub-themes)
e Themes constructed from the sub-themes

4.Applying & Validating the
themes

e Rereading of the transcripts and nodes — checking the
themes alongside the data

e Reflecting on whether the themes describe the
phenomenon of experiencing separation from one’s baby

e Discussion with 2 supervisors — changes made to define
each theme more clearly

5.Construction of individual
text description

e Verbatim quotes and passages of each participant
collected under each sub-theme/theme

6.Construction of individual
structural description

e Frequent and prominent themes from each participant
collected showing common experiences of being
separated from their baby

7.Construction of Structural-
Textural Description

e A synthesis of experiences, quotes and themes combined
together for an overall description and understanding of
the phenomenon

e Eachtheme related back to the lived experience of being
separated from a well baby at caesarean section
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Figure 4. 2 Frequency of data coding by theme

= Emotional turmoil

¥ Disconnection
» Influence

* Insight

Figure 4. 3 Data Analysis "Sticky Notes"
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Coding and themes were regularly reviewed and refined by the research team. The
sticky notes featured again at this point, see Figure 4.3. These were then aligned with and
viewed through the lens of the feminist birth experience theories - “Birth Territory” (Fahy &
Parratt, 2006) and “Childbirth as a Rite of Passage” (Reed, Barnes, et al., 2016), see Table 4.3
for mapping. The birthing theories were reflective of the participant experiences, through the

influence of terrain and jurisdiction and rites of passage and protection.

Table 4. 3 Data analysis mapped with birthing theories

Nodes Codes/Themes Feminist Birthing Theory

(no. of references)
Birth Territory — Rites of Passage Rites of Protection
(Terrain &

Jurisdiction)

o Desire to hold

baby (19)
o  Separation (126)
o No skin-to-skin »  Disconnection

(37) ) °
o  Breastfeeding

(60)

o  Emotions at birth

(60)
o Emotions  since

birth (90)
o Impact on

relationship with »  Emotional

baby (31) Turmoil [ [ ]
o Impact on

relationship with

partner (10)

o Power & control
(104)

o Maternal choice
& consent (65)

o  Coercion (29) » Influence (] (]
o  Staff actions (143)
o  Mother’s
knowledge (35)
o Interventions (35)
o  The partner (53) » Insight
o Next birth (78) [ ] [ ]
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Ethical Considerations

Ethical conduct of medical research has been guided by the Declaration of Helsinki,
developed by the World Medical Association, since 1964. It was most recently updated in
2013 and governs the ethical principles of medical research involving humans (World Medical
Association, 2018). In short, these standards ensure research is carried out by suitable
persons, risksare accounted for and should not outweigh potential benefits, confidentiality
and dignity is maintained for the subjects, and there should be a benefit for the population
being studied (World Medical Association, 2018). This is echoed by the National Health and
Medical Research Council (NHMRC) National Statement of Ethical Conduct in Human
Research. These guidelines direct research to have merit and integrity, justice, beneficence

and respect for human participants (National Health and Medical Research Council, 2023).

Ethics approval

In demonstratinghow this research met these principles, ethical approval was sought
and granted. Initially this was granted by the University of Wollongong Human Research
Ethics Committee (HREC), Australia (approval number 2021/380) and later transferred to the
Australian Catholic University Human Research Ethics Committee (ethics register number

2021-3064T). For HREC approval letters see Appendix B.

Data Storage

Data protection was managed as per university guidelines. Participant names and
contact details were removed from all transcripts and handwritten field notes taken were
recorded under participant number and date of interview. These were later typed to include
in electronicstorage and originals destroyed. Consent forms were also stored electronically —
all were sent via email so no hard copies were kept and any participant email files were
permanently deleted once data analysis commenced. The deidentified electronictranscripts
and audiovisual recordings were stored initially on a password protected personal laptop then
transferred to password access required Australian Catholic University (ACU) OneDrive
storage. Ongoingretention and disposal scheduleis as per ACU Research Data Management

Policy.
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Research merit and integrity

The contribution of new knowledge and understanding from this research has the
potential forimprovementin the way women are treated in the perinatal period, in particular
that women and their baby are not separated unnecessarily at caesarean section birth. This
research was conducted by a suitably qualified and competent team including myself as the
PhD candidate with extensive clinical knowledge and supported by senior academic
supervisors with methodological, clinical and research expertise. The findings of the recent
Birth Trauma Inquiry in NSW have highlighted the common but avoidable experience of birth
trauma in both this state and further afield (New South Wales Parliament, 2024).

This integrity of this research has been demonstrated by the results which have
increased knowledge and understanding, with these outcomes being already disseminated
through publications and conference presentations. The papers and virtual conference
presentation recordings have also been shared with maternity consumer networks through

the social media group the participants were recruited from to maintain openness.

Justice
Participation in this research was voluntary with inclusion dependent on women
responding to the social media post, being sent participant information, and then signing
consent and returningthat to me. The sharing of the post onto other social media platforms
was done spontaneously by the original Facebook group members, not requested or
expected. The women who participated were given clear information about what the study
entailed, their rights to withdraw at any stage up until deidentification of data, and the

prospective risk of reliving the trauma.

Beneficence
Interviews were conducted at times which were mutually suitable. | made sure |
checked in with their wellbeing if they were becoming visible distressed during the
conversation and offered pauses or halts. Therisk of being retraumatised wasincludedin the
participantinformation sheets and revised on the day of interview, reminding the participants
of therightto stop theinterview or withdraw consent on the day. The altruistic motives of all

participants were strongly felt and communicated duringthe interviews. They wanted to see
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positive change come from sharingtheir stories. | saw the enormity of what they were giving

me and this made me feel very responsible to ensure the quality of the research was high.

Respect

All participants were consenting adults who spoke and understood English and were
therefore able to make decisions about theirinclusion in this study. | was very mindful of the
time, commitment and energy this took from them, particularly as mothers who had to leave
the interview to go back to caring for their children. My respect for them has been
demonstrated in my commitment to complete this research in a timely mannerand to share
the results widely, including sharingit back to the social media groups where they came from.
All contact details were destroyed during the deidentification process, however all
participants were told to expect publications to be shared on their consumer group social

media pages.

Ethical considerations summary

Informed consent: Participant information sheets were provided to all interested responders

to the social media post (Appendix A). This discussed the potential risks of reliving the trauma
and included recommendations or contact details for organisations providing emotional
wellbeing support, including their own General Practitioner. Study participants were
reminded of this on the day of interview and their option to take a break, conclude or
withdraw their consent, before commencing the interview. While most became emotional

duringtheirinterviews, none elected to take a break, end early or withdraw their consent.

Consent forms were signed and emailed to me by all participants prior to interview and
reconfirmed verbally prior to starting. This included the option to read their interview
transcript before giving final consentto be included in analysis, only six participants chose to
read their transcript, and all subsequently confirmed they were happy to continue to be
included in the study. Transcripts were deidentified after agreement to continue, with

participants given a final pseudonym to identify individual data and protect anonymity.

Right to withdraw: During the written/signed and verbal/confirmation consent process

participants were informed of their right to withdraw at any stage up until deidentification

for data analysis.
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Confidentiality: All electronicand written documentation and data which could be linked with

an individual participant was deidentified using participant number and date of interview
initially, then pseudonyms. All data was stored electronically in my password protected
personal laptop in my own home, and ongoing in accordance with ACU Data Management

(password protected OneDrive).

Complaints: Interviews were done while | was a candidate at UOW, the participant
information sheet provided both email and telephone contact details for the UOW Ethics
Officer if participantshad concerns or complaints about the conduct of the research (see

Appendix A). No complaints were received by the participants or their personal associates.

Quality & Rigour

The relevance and trustworthiness of qualitative research hinges upon transparency
of the research methods and methodology and a thorough depiction of the epistemological
and theoretical underpinnings (Adler, 2022). The qualitative research style explores the
essential details of human experience with credibility and reliability when trustworthiness, or
rigour, is established through thorough and competent process (Holloway & Wheeler, 2010).
This includes demonstrating the research process is credible, transferable, dependable and

confirmable (Ahmed, 2024).

Credibility is demonstrated through the clear depiction of research method and methodology,
transparency of the research team, including myself and the three supervisors, and reflexivity.
The data collection protocol included rapport building to establish trust and promoted the
collection of rich data from the open and honest birth stories which were shared. Interview
transcripts were reviewed alongside the recordings to ensure tone and intent was clear,
nodes and themes were reviewed in conjunction with my supervision team, and the two

birthing theories were used to support the context of the data analysis.

Transferability The theoretical underpinnings and methodological framework described
enables a deep understanding of the research and could be used in a variety of maternity
settings and birth modalities. Publishing this framework enables replication for other
researchers seeking to understand maternal experience from a feminist perspective (Deys et

al., 2024a). In noting that the experience of these participants was similar for all 15 it is
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significant that data saturation was complete by 13 participants however achieving and

analysing the 15 reinforced there were no new themes being identified.

Dependability was also demonstrated with findings that were consistent for all 15 participants
who had been separated from their babies at caesarean section birth unnecessarily. The data
findings and themes were reviewed by the research team regularly. These methods,
techniques and procedures for collecting and analysing data are clearly outlined in this

chapter and would allow other researchers to replicate the process in their own context.

Confirmability ensures that the findings from the data reflect what the participants said, and
this was verified through the liberal use of quotes from the data to support each sub-theme

and theme. | kept a research journal during my PhD journey to reflect on my thoughts,

processes and potential bias.

Reflexivity Statement

| conducted all interviews as the PhD candidate, with my background of being a Clinical
Midwifery Consultant and International Board Certified Lactation Consultant (IBCLC). |
conceptualised this research based on clinical experience and lack of evidence to promote
meaningful change for women birthing by caesarean section who had experienced separation
from their infant in my local health district, and this was supported and enhanced by the
supervision team. |come from a background of having had two caesarean section birthsina
time before skin-to-skin contact was usual practice at any birth type and experienced no
personal birth trauma. The supervision team all identify as female, with expertise in nursing,
midwifery, and qualitative research. While it is acknowledged that not all birthing people
identify as female, in line with the feminist underpinnings of this research and the importance
of not erasingwomen from literature, the words woman, women and mother are used, along

with the associated pronouns. All participants in this research identified as female.
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4.5 Author accepted manuscript for Methodology
Paper

Deys, L, Wilson, V, Bayes, S & Meedya, S (2024) Using a novel approach to explore women’s

caesarean birth experience. British Journal of Midwifery, 32:5, p 258-263. DOI:
10.12968/bjom.2024.32.5.258 (Published PDF version in Appendix E)

Scientific Journal Ranking — Q2; Impact Factor 0.49

Abstract

Background: How a woman experiences birth is influenced by how she is treated, and who
has power and controlin the birthingenvironment. Focus on ‘delivery’ of an infant disregards
the transformative event for the woman, with poorer physical and psychological outcomes.
New evidence is needed to understand how to prevent trauma and improve maternal

wellbeing.

Aim: To design a framework to view caesarean birth experience of women within an

androcentric maternity system using a feminist, midwifery lens.

Discussion: This paper presents a feminist methodology to view the lived experience of
caesarean birth. Feminist birthing theories integrated with a phenomenological perspective
provide insight for those working in maternity care and creates a novel framework for
researchers considering the position of women within a medicalised health care system.
Feminist phenomenology with a theoretical feminist overlay refreshes the methodological

framework for a new understanding of how this perinatal event impacts women.

Key Words: birth experience; feminism; phenomenology; caesarean section; midwifery;

women

Introduction

Care of the woman through the childbearing episode has traditionally been carried
out by other women trained through both lay and professional apprenticeships (Davison,
2020; Reed, 2021). The medical paradigm of hospital-based, male controlled, obstetric care
has increasingly dominated from the 19" century, movingaway from female, midwifery-led,

home-based care (Reed, 2021). Health and survival rates of women and babies improved with
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medical advances and traininghowever it increasingly removed the woman as the person of
greatest value in the birthing space. This is now associated with increasing levels of physical
and psychological birthingtrauma. In the developed world maternal morbidity and mortality
isnow increasing, despite the plethora of scientificadvances (Hoyert, 2023). Gender equality,
political empowerment of women, and maternal birthing outcomes are closely linked, with
midwifery-led, woman-centred care rather than the obstetric-led model known to improve

results for women and their babies (Bhalotra et al., 2023).

The position of the midwife has increasingly diminished to one of handmaiden status,
whereby these health care professionals are valued as a specialist nurse rather than a
profession of their own right (Drife, 2023). This has been in contrast to midwifery training
models which have continued to advocate for woman-centred care, physiological labour and
birth targets, and autonomous continuity of midwifery care (Crepinsek et al., 2023). The
definition of a midwife is of one who is recognised as an accountable specialist who works
across the perinatal spectrum in partnership with women, their family and the community
(International Confederation of Midwives (ICM), 2017a). Evidence is mounting that midwifery
care is safest for most women and babies and more viable for the health care system (Gamble
et al., 2021). The medicalisation of the normal progression of labour has led to poorer
outcomes, particularly maternal (Reed, 2021). Interventions have resulted in externalising the
fetus as a separate entity from the woman and resulted in undermining her embodied
knowledge and right to bodily autonomy (Melamed, 2023). Interfering unnecessarily in
pregnancy, labourandbirth leadsto poorer outcomesand negative birth experiences (Dahlen
et al., 2022). Birthing by caesarean section further reduces maternal control, exacerbated by
separatingwomen and their infants at birth, causing distressand trauma (Deys et al., 2021).
Women are now demanding evidence-based maternity care led by midwives through

consumer advocacy networks and parliamentary inquiries (Boecker, 2023).

According to the International Code of Ethics for Midwives (2014), midwives’ partner
with, empower and support women to be active participantsin deciding how they birth. The
Australian Code of Conduct for Midwives (2018) identifies the values and domains to which
the midwife must abide, focusing on safe, woman-centred care that is respectful, honest, and
compassionate. The Australian Governmentdescribes woman-centred care as focused on the

uniqueness of each woman’s needs, choices and right to bodily autonomy (2020). While these
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standards appearto guide the care of birthingwomen the majority of maternity services are
policy, not woman, focused highlighting the obstetric hierarchical barriers that protect the

system and its practitioners (Dahlen et al., 2023).

Research using a feminist, qualitative framework aligns with the midwifery content
and context of working ‘with woman’ in all models of care and all birthing environments
(Hawke, 2021). Itisless about genderidentity of the health professionals and birthing people,
and more about the history that set up the systems. It follows the central principle of woman-
centredness that midwives learn, work, and teach in. Qualitative midwifery research seeks to
placevalue on the unique position of the midwife within academicexploration, moving away
from the dominating and favoured quantitative, medical model which leads the health system
(Newnham & Rothman, 2022). This paper shows the development of phenomenologyinto a

feminist approach enriched by the novel perspective of two feminist birthing theories to

address knowledge gaps for women experiencing birth by caesarean section.

Phenomenology

Phenomenology can describe how an event, such as birth, is understood within the
landscape of surrounding experiences and overall context (Dodgson, 2023). The subjective
and contextual approach suits health research in providing the rich data of patientencounters
within health services. Examining and understanding participant reflections of personal

experience such as in maternity care can help inform policy and practice and improve

outcomes well beyond morbidity and mortality.

Foundational work of philosopher Husserl, highlighted and distinguished between the
physical and mental experience to show the essence or true meaning (Dowling & Cooney,
2012). Thisrequired the researcher to set aside, or bracket, their own beliefs or assumptions
to be ableto fullyunderstand and describe the experience of the participant. However, within
the maternity care landscape of historical genderinequality and sexual difference, it could be
argued that complete bracketing is ineffective, with the experience potentially influencing

both researcher and participants alike (Mann, 2018b) .

Heidegger further developed phenomenology to move beyond describing the
experience to the interpretation of the hidden meanings, which identified and included the

beliefs of the researcher (Dowling & Cooney, 2012). This hermeneutic style clarified the
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context and is well suited to midwifery-led research where midwife and woman are entwined
metaphorically, physically, and contextually (Dowling & Cooney, 2012; Miles et al., 2013). The
relationship between researcher and participant is seen as a fundamental concept of

phenomenology (Dodgson, 2023) and is reflective of the midwife-woman connection.

Feminist Phenomenology

Research in general, including phenomenological enquiry, tends to be grounded in a
patriarchal world view, where the ‘normal’ human experience is often androcentric (Bailey &
LaFrance, 2016; Mann, 2018a). Historically, studies and philosophies have used man as the
standard (primary) and woman as ‘other’ (secondary), implying lesser value (Bailey &
LaFrance, 2016; Beauvoir, 2009). Female experiences have been dismissed as subjective and
personal rather than philosophical and valuable (LaChance Adams & Lundquist, 2013).
Feminist phenomenology enables recognition of subjective and social constructs, stripping it
back to identify the uniquity of female experience (Zeiler & Kall, 2014). It supports aninquiry
about women as both the primary subject and the frame of reference (Mann, 2018a). Birth

experience as a phenomenon impacts women.

Feminists have explored the shared circumstances of women, pregnancy and
motherhood, the contexts and experiences that are both connected and individual, and
influenced by each woman’s history, culture and background (LaChance Adams & Lundquist,
2013). Feminist phenomenology accounts for these distinctions within the broad landscape
of women and birthing. This is in contrast to the authoritative, patriarchal obstetric model
which has progressively focused on fetal wellbeing and selfhood over that of the woman
(Melamed, 2023). Devaluingthe female body to one of an organic, and often faulty, machine
to create a child has reduced woman’s agency over her own body (Davison, 2020; Reed,

2021).

Traditional research offers a male-dominated view of the world, even when the
subjects are female (Shabot & Landry, 2018). Research continues to underrepresent women
in human studies, particularly those who are pregnant or breastfeeding. Applying feminism
to phenomenology informs the context of sexual difference in experiences such as pregnancy

and birth, illness and pain, and what health means to individuals.
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As an early feminist, Beauvoir argued that woman was more than a ‘womb’ and
motherhood, seeing reproduction and fertility as the link to society’s subjugation of the
female sex (2009). She described femininity, womanhood and becoming a mother as being
connected to the ontological expectation of a female. Beauvoir gave no thought to anyinnate
desire a woman may have to be a mother, perhaps because in her era, marriage was the only
choice for a woman that was socially acceptable. Moving onto the 21st century, there
continues a stereotypical tendencyto bring up girls to nurture, help and behave, and expect
‘boys to be boys’ - masculine, aggressive and dominant (Ford, 2018a). This dominance is
demonstrated in feminist sociocultural models of both rape (Walsh, 2015) and obstetric led
maternity care (Fahy et al.,, 2008). Women and midwives commonly describe birth

experiences as ‘rape’ - violent, non-consensual and dominating (Shabot, 2016).

Contemporary feminists have largely avoided the rights of the birthing woman and
‘mother’, focusing on women’s rights in society and employment (Hill, 2019). While
acknowledging the disparity of where women live and birth, questioning the need for
disproportionate interventions, and highlighting the powerlessness of the woman, pregnant
and birthingwomen have been otherwise left out of the sense of urgency for feminist reform

except in the reproductive choice of termination (Ford, 2018b). Feminist research in the

birthing space seeks to identify and rectify these gaps and informing policy and culture.

Connection: Feminism, Feminist Phenomenology, the Mother and
the Midwife

In a landscape of insignificance, birthing women are valued more for their ability to
carry and birth a healthy child than make decisions about their own wellbeing. Around the
world, religious and government regulations continue to control a woman’s reprod uctive
right to prevent, space, or end pregnancy (Hill, 2019; LaChance Adams & Lundquist, 2013).
Choosingto not become a mothercan be ridiculed or denied, where the choice of marriage,
sex and procreation may not be the woman’s to make (Leach, 2020). However, many women
continue to desire and strive to be mothers, often demonstrated with those who are unable

to become one without medical intervention (Ulrich & Weatherall, 2000).

Conceiving, carrying and birthing a child is understood and experienced as a

transformation of woman to mother, hormonally and culturally driven, and unique to those
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of female sex (Ulrich & Weatherall, 2000). Using a feminist approach to understand the
experience of women identifyingas women is not trivialisinga gendered point of view to
diminish others but recognises the significance of a woman’s experience (Mann, 2018a).
Feminism does not seek to devalue those who choose not to use the terminology of ‘woman’
or ‘mother’ but continues to highlight the historical undervaluing of women and advocate for

those who remain the majority of birthing persons (Gribble et al., 2022).

A midwife is educated in the holistic nature of birth, using a mind, body and spirit
understanding of how each element impacts the experience and outcomes for women (Miles
et al., 2013; Moloney & Gair, 2015). It is well understood through both cultural transmission
of knowledge and research that the emotionaland spiritual experience of the woman can and
will impact normal labour progression, hormonal patterns and ongoing mothering — her
embodied self (Fahy et al., 2008). This hasthe potential to affect the future of the woman’s
family, as well as the society in which they live, across many generations. Midwives have a
unique role to guide and protect a pregnant and birthing woman to enhance positive
experience and outcomes well beyond the birthing room. Feminist phenomenological
research can examine the roles of both mother and midwife, through the intellectual,

emotional, and ideological perinatal experience.

Linking feminist theory with methodology — Birth Territory and
Childbirth as a Rite of Passage through a feminist phenomenological
enquiry

The use of feminist theories aligned with a feminist phenomenological research
enquiry provides a framework with which to better understand and analyse data collected.
Two that are particularly suited to the experience of birth from a midwifery context are that
ofthe Birth Territory Theory by Fahy and Parratt (2006) and Reed, Barnes and Rowe Childbirth
as a Rite of Passage (2016). Both focus on the importance of woman-centred care and the
role of the midwife in protecting women’s physical, emotional, and spiritual rights. This fits
with both the Heideggerian understanding of lived experience and the holistic model of
midwifery care which seeks to understand mind, body, and spirit of the individual woman

(Miles et al., 2013; Moloney & Gair, 2015).
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Birth Territory

The theory of Birth Territory describes and predicts birth outcomes and the woman’s
experience through the relationship between the physical birthing environment and balance
of power and control (Fahy & Parratt, 2006). It defines key concepts which can be used to
guide the understanding of women’s birth experiences for research and practice. Fahy and
Parratt define the birth environment or ‘terrain’ of two extremes, ‘sanctum’ or ‘surveillance
room’(2006). Within current hospital-based models of care most birthing environments
would sit somewhere alongthis continuum, with midwives ideally working towards reducing
a surveillance room atmosphere. The safe, private, and optimal sanctum promotes normal
labour and birth where the woman feels in control and supported. The more the terrain
deviates to that of the surveillance room, clinical and focused onthe staff’s needs, the greater
the fear and poorer outcomes for the woman (Fahy & Parratt, 2006). The woman has limited
choice, less bodilyautonomyandis unable to rely on her own intrinsicknowledge and power
in the surveillance room (Fahy et al., 2008). Whilst it would be ideal for all women to birth
within the sanctum, realistically, measures thatimprove medical safety can be necessary but

oftenincrease fear and reduce satisfaction for the woman, including the operating theatre.

The balance of this theory is the presence of power and control within the birthing
environment, explained as ‘jurisdiction’ by Fahy and Parratt, divided furtherinto ‘integrative
power’ and ‘disintegrative power’, ‘midwifery guardianship’ and ‘midwifery domination’
(2006). Even within the more medicalised and obstetric-led model of birthing care, a midwife
or other health care provider actingin the guardianship role can return power to the woman
by enablingfeelings of safety and sense of control. They can promotethe woman’sintegrative
power of mind, body and spirit to make decisions for herself and her birth (Fahy et al., 2008).

This can impact a woman’s overall experience irrespective of the labour or birth outcome.

The environment of an operating theatre for a caesarean section birth provides the
extreme example of a surveillance room. This medical environment, set up to meet the needs
of the clinicians performing the procedure, limits physical function and emotional wellbeing
of the woman while increasing fear and emotional distress. The midwife does not attend as
accoucheursoiswell placed to advocate and ensure care is centred on the woman by seeking

consent and choice, promoting skin-to-skin, and not separating her from her baby. This has
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been shown to improve the birth experience of women at caesarean section (Deys et al.,

2021).

Childbirth as a Rite of Passage

The role of the midwife as a woman-centred guide and protector is explored further
in the theoretical framework of Childbirth as a Rite of Passage (Reed, Barnes, et al., 2016).
The birth journeyis described through three phases: separation, liminality, and incorporation.
Thisis understood as the woman minimising external and internal distractions, enteringinto
an altered state of awareness, and finally, with the birth of the baby, reintegrating with the
external world, adding her experience into her sense of self (Reed, Barnes, et al., 2016). A
positive experience is closely associated with the protection and care a woman receives

during her labour and birth and feeling in control of her body and her baby (Reed, 2021).

The Reed et al theory balances the rites of passage with the rites of protection in
woman-centred care, maintaining safety of the woman and assessing labour progress,
without distracting her from herinternal wisdom —the woman as the expert of herself (2016).
Even within a medicalised birth scenario such as caesarean section, respectful and kind
midwifery care that advocates and supports choice empowers the woman to be her
embodied self and have a positive experience (Reed, 2021). Reed et al connects that the

transformative passage of woman to ‘mother’ comes from the experience of birth rather than

the birth itself (2016).

These theories both provide the structure needed to understand the depth of
perinatal experience. They highlight the importance of the metaphysical aspect of birthing
and the influence of power and control. Pregnancy, birth, and motherhood all intimately
entwine to form thelived understanding for the woman, no stage separate or less significant

for how she feels.

Using a Feminist Phenomenological Framework to Understand Caesarean
Birthing Experience

A positive birthing experience should not depend on modality or environment.
Women should expect safe and compassionate care at any birth leaving them empowered
and satisfied. The impact of birth extends well beyond the perinatal period, influencing the

mother-child relationship, emotional wellbeing and if or when she will have future children

80



“WHERE’S MY BABY?”

(Deys et al., 2021). How a woman is made to feel during her birth impacts the overall
experience. Positivity and empowerment are derived more from the way a woman is treated

than how she births (Reed et al., 2017).

A caesarean section birth is known to increase the risk of a negative birth experience,
limiting or removing power and control over a woman’s own body, choices, and baby (Deys
et al., 2021). The woman is more likely to be separated from her baby, compoundingthe lack
of control they have, to see, feed and hold their own newborn (Deys et al., 2021). Midwives
continue to be present for a caesarean birth, creating the opportunity to be ‘with woman’,
guarding, respecting, protecting, and supporting the woman and the environment. Creating
a safe settingin an operatingtheatreisless about the equipment and architecture and more
aboutthe people within that space. It is about the social hierarchy, physical control, and the
perception of power and how the woman is ranked in priority in that birth setting. A feminist
lens creates the opportunity to view a caesarean birth from the woman’s unique perspective

and positively influence her experience of birth and transition to motherhood.

Conclusions

Midwives are philosophically and ethically best placed to work within both a feminist
and a woman-centred framework. Their professional and educational bodies, which define
and demonstrate midwifery practice, direct midwives to provide safe, respectful, and
supportive maternity care. It is well within their domain to advocate and act for the change

needed to improve birthing experiences for women in all birth scenarios.

The use of feminist phenomenology provides the structure for researchers to explore
birth experience within a landscape of increasing birth trauma and obstetric neglect. It is
grounded in feminist philosophy and can be developed further by the lens of these two

feminist birthing theories.

Key Points
o Negative birth experiences are increasingly acknowledged as being related to how

women are treated during pregnancy and childbirth, and a feminist issue.

e Woman-centred care, led by midwives, can improve the experience for women.
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e The patriarchal medical system negatively impacts both the birthing women and the

midwives caring for them.

e This paper shows a new framework to understand birth experience using a unique

feminist methodological and midwifery-based theoretical approach.

Reflective Questions

1. What element of maternal care most influences a woman’s birth experience?

2. What are the challenges for midwives who strive for woman-centred care in the

hospital setting and what can you do to make change?
3. Do midwives still have a primary woman focused role in the operating theatre?
4. Can a feminist viewpoint be reflected in clinical care?

5. How does a feminist lens in midwifery research create change?

4.6 Chapter Conclusion

This chapter has outlined the rationale and consideration of methodological choice, and
the methods utilised to conduct this research. It has demonstrated the ethical principles
which were adhered to, including the storage of data, and the data collection changes needed
to continue theresearch duringthe Covid-19restrictions. The chapterhas concluded with the
author accepted manuscript of the paper published in the British Journal of Midwifery (Deys

et al., 2024a). The following chapter will present the findings of my research.
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Chapter 5 - Findings
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5.1 Chapter Foreword

The previous chapters have explained that a negative birth experience has the
potential to impact a woman’s transition to motherhood and emotional wellbeing far beyond
the newborn period. It has established that separating woman from their baby at birth is
known to reduce birth satisfaction and is more likely to happen at caesarean section births,
and then outlined why and how this study was undertaken. This chapter now presents the
findings of my research. The chapter will complete with the author accepted manuscript
published in Women and Birth (Deys et al., 2024b). The PDF of this published paper plus
supplementary file (themed participant quotes) and the Standards for Reporting Qualitative
Research (SRQR) form submitted to the journal are in Appendix F. Pseudonyms are used for

participants’ quotes.

5.2 Findings Part A

My initial reflections on the interviews and transcribed data were of the enormity of
these birth stories as an overall picture. Separationitself meant no skin-to-skinand being able
to hold and begin nurturingthe baby, and to transition to ‘mother’. However, it was far more
than just a physical construct of maternal-infant separation, with the participants describing
the ripple effect of their perinatal journey along with physical and hormonal reactions. The
merit of viewing this through a feministlens was emphasised by their descriptions of obstetric
violence and disregard. Figure 5.1 shows a mind map of my original thoughts when listening

to the recordings the first time through and reflecting on the aim of the study.

The participants commented on their position of intensified vulnerability due simply
to beinga woman, and therefore a feminist problem. “/ have been like, this is, you know, this
is a feminist issue” (Erin while emphasising it wasn’t the caesarean birth that caused her
trauma but the separation from her baby). It grounded me to listen to recent accounts from
the last decade which continued to reflect the historical feminist mantra of the last century.
Miranda said “I feel like the system fails women, and | feel like if men gave birth...the hospital
systems would be just, you know, A-class for them and no one would ever — they wouldn’t
have any problems. The system would really, really support them. But because it’s women,
um, you know, we’ve come from a position of women didn’t even have the right to vote, you’re
man’s property.”
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Figure 5. 1 Initial Reflections
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Identifying the maternal-infant separation phenomenon from the overall perinatal
experience was initially challenging, with all fifteen participants revealing distressing and
traumaticperinatal stories. The separation at birth was not shared as anisolated event butas
part of their overall interpretation of what had happened to them. However, the whole
experience set the scene for their general treatment and care management which ultimately
led to them being separated from their baby. The four main themes which emerged from the
data—Disconnection, Emotional Turmoil, Influence, and Insight - characterised the experience
of separation without a medical indication. These themes consider how disciplinary power
and a focus on facility priorities consequentially disempowers women as they transform to

being ‘mother’, impacting relationships and emotional wellbeing well beyond the day of birth.

The language used by the women was powerful, the emotion was intense, and the

purpose behind the participants choosing to be involved in this research was very clear — to
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make changes for birthing women. | have underlined some of this powerful language in the

guotes that follow to emphasise the significance of these women’s contribution.

Theme 1: Disconnection

Disconnection was experienced for all participants, isolated from their own body, baby
and partner, detached from the birth outcomes they expected to have. The four subthemes
coded within this theme underline how the dyad separation was experienced by the
participants — Desire to hold baby, Separation, No skin-to-skin, and Breastfeeding. This
resonated particularly with Rites of Passage and Protection, centringon the needsand desires
of the woman as she prepared to meet her baby, attend to her perspective of the birth story
and become emotionally and physically connected with her child. The enormity of this process
was not considered by the attending staff and lacked respect for the important role the

woman had in her birth.

Desire to hold baby
The participants desire to hold their babies were not valued in any of these birth
stories and some felt this physical separation was a deliberate act for not agreeing to

treatment plans — “...she was deliberately keeping me there to keep me separated from my

baby. That’s the punishment is — is being kept separate.” (Louise, 5 hours separation). The
duration of being apart, before being able to hold them, was sometimes unclear in their

memories, but any amount of time felt too long — “/t was probably about an hour, but it felt

like forever.” (Naomi).

“I don’t even know how long | was in recovery for, to be honest, | don’t know when — how long
it was till we got to the room. Um, like she was born at, um, 1:40pm in the end and — yeah, |
don’t know — I’'m not really sure. | feel like it was maybe around 5:00pm but then | could be

completely wrong.” (Maria).

Some were able to quantify the period of separation by external factors such as time-
stamped photographs. But photographs also reminded them of the separation and being

unable to hold the baby themselves — “I don’t have any memory of seeing him...he was kind

of like, put around my shoulder area. | wasn’t holding him...The anaesthetist took some photos

for us...just stay on a file on my computer, and we never look at them.” (Miranda). Not holding
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their baby prohibited them from checking their baby was safe and well, particularly for those

pressured into a caesarean birth over concerns of fetal wellbeing.

“I just wanted to be with her. | remember going ‘Hurry up! Like, am | good yet? Can | get out?’
I think | was pretty much annoying the nurses going, ‘Okay, I’m good. Can | leave yet?’...|

remember going, ‘But, I’ve got to get to my baby’, and they kept saying to me, ‘But you can’t’.
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I was just like, ‘Please, please let me see my baby.”” (Michelle, separated for 4 hours)

“And | kept on asking them, like, they were stitching me up. | was like, ‘Can you bring my baby

back?’... | just didn’t feel like they really understood the urgency of it. | don’t think they

understood, like, how important it was to me.” (Sally, separated for ‘at least an hour’ but

unsure)

Separation
This sub-theme emerged from the emphasis the participants placed on the physical
separation andthe ongoingdisassociation. Rather thanempoweringthe woman to claim and
bond with her baby it reinforced the dangers of her body, the baby more safely cared for by

other people. Louise said “They just took him. | didn’t hold him for two hours [crying].” Maria

said she could not see her baby initially but the baby was passed near her head so she could
kiss her and was then taken for a brief stay in NICU despite the good condition, along with
her partner “And I think they were crowding her a lot, so | couldn’t really see her much, and |-
I-I can’t really remember much of it, to be honest, other than she got passed to my head...|
kissed her on the head, and then she was sent to the NICU even though she got nine out of

nine Apgar scores.”.

The reasons for separation were not communicated with the women, thereby not
consented for. “I had about three minutes. He was wrapped and given to me, and | kind of
held him, looked at him, really. Then after a couple of minutes, it was, “Okay, he’s gotta go

now,” but | didn’t know why.” (Alice, then separated for three hours)

The concurrent removal of the partners who were sent with the babies added to the
experience of separation, the loss of the only person in the room who was there for the

woman herself: “it really impacted me psychologically to be separated from the one person

[husband], that I, you know, loved and was relying on” (Miranda). The importance for the

women was to see their baby was safe, to be a mother and be reunited with their partner:
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“I need, | want to go and see my baby, and | wanted to be alone with her and my partner.”

(Louise, separated for 5 hours)

“Where's my baby? Where's my husband? Why-why am I still in the operating theatre?” (Jane,

separated for two hours)

The further barriers and interruption to being able to connect with their baby,
included the cleaning of all signs of the woman from her baby. Almost all participants brought
this subject up, describingthe rubbing, wipingand wrapping of theirinfants. Maternal senses
which normally promote connection and relationship during transitionto ‘mother’ were lost

with this decontaminatingand then removal of the baby —visual, aural, olfactory, and tactile:

“Like three metre’s away. They’re cleaning every sign of me from her. She came all wrapped

up and clean to my arms. Well, what kind of skin-to-skin is it when the baby’s completely
wrapped up and clean?” (Rose) Rose went on to say the loss of the olfactory connection
significantly impacted the relationship with her daughter “I couldn’t smell my [daughter] until
she was about 8 months. | couldn’t smell her. No sense of like this is how my daughter
smells...It’s still very dull. | think that’s had a very big impact on me and | truly think that has
to do with the separation, of like not being able to be the mammal of like licking your own
baby once it comes out of you...It probably, yeah like the emotion that | could never put out of

my body. The numbness.” (16 months later).

The participants saw mother-infant closeness at birth as a normal expectation,
irrespective of birth mode: “Caesarean or vaginal is not the issue, it's just that no matter which
way you give birth, you should be going as close to the natural process as we can, and that is
that the mother and the child stay together. So, | wouldn’t care one iota, it would just be an-
an assurance that she was with me, she came straight to me, um, my preference also would
be that she wasn't cleaned off before she comes to me. Like, | would like her to just be given

straight to me. Like, | don't care, it's all my fluids and stuff anyway.” (Lauren)

The physicality of connection was lost through the wrapping process, another barrier
from each other “It’s a bit heart breaking, even just that, like, he was wrapped up before | got
to cuddle him—like we never really did proper skin-to-skin.” (Lily) and an obstacle that
impacted the visual connection also “/ didn’t even really get to see her face cause they — the

way they’d swaddled her up.” (Louise).
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No skin-to-skin

Not being able to have close physical touch with their babies exacerbated the
experience of separation and disconnection. Skin-to-skin contact with their newborn was
expected by all participants and some had explicitly put thisin their birth plans. It was not a
priority of the hospital staff or facility, with only two participants supported briefly while in
the operating theatre to attempt skin-to-skin. A further participant had attempted skin-to-
skin contact, but the babywas half wrapped, seven held their wrapped baby briefly, four had
a babywrapped and held neartheir head and one had only a fleeting glimpse before her well
baby was taken away. The women were taken to the recovery area within the operating
department after the surgical procedure, however no babies remained, or returned to be,
with the women, with some separations being many hours. The woman’s perceived low
statusin the birthingroom was made clear through participant comments around skin-to-skin

contact:

“She cut the cord before she even lifted her up...she literally went against everything that had

been organised, ...I was denied delayed cord clamping and the skin-to-skin. Skin-to-skin should
be encouraged...you know, having mum and bub together and skin-to-skin costs the hospital

nothing.” (Louise)

Others were more submissive and docile in their responses, dominated by the staff in
the room and without any sense of power. Alice had requested skin-to-skin contact on her

birth plan “but | guess they didn’t see it as being important.” Miranda described having a

detailed birth plan which included the importance of skin-to-skin contact to her but felt
unable to ask when it didn’t happen “No [didn’t ask for skin-to-skin], | didn’t know when he

came out and, just the hostility in that room was, like, horrific.”

If women did ask for it to happen clinicians gave excuses for no skin-to-skin, ranging
from staffing restrictions, infection risk, or room temperature: “/ was told that they are not
allowed to do that because of infection control.” (Susannah); “But they told me beforehand,
‘Oh, sorry, it’s too cold down in the theatre, so once you go to recovery, you’ll be able to do
skin-to-skin’.” (Michelle, the baby was not returnedto recovery). Afterfilinga complaint, Jane
was told “Oh, whether or not the baby stays with you is really up to the flow in the birth suite

and whether we've got enough staff." But this was not explained on the day.
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Some women didn’t ask, and it didn’t happen, and thought this was because it was

seemingly not usual facility practice:

“And you know, they didn’t talk about skin-to-skin or anything like that, so it was just slice,

cut, over to the table, do all things, weigh, wrap her up, and then bring her to me all wrapped

up.” (Naomi)

“I didn’t get to have him on me straight away. They put him back down, cut the cord, and
then like rubbed him off, wrapped him up and then brought him over, which | was sort of more
hoping that he would come to me, but we didn’t really voice that very clearly in the theatre. |
don’t think anyone in the theatre sort of knew, ‘cause it was a different midwife in the theatre

with us than who was getting us prepped.” (Lily)

Breastfeeding
The participants in this study had all planned to breastfeed and understood the
importance of having skin-to-skin contact and an early feeding opportunity. They feared that
separation had the potential to negatively impact breastfeeding success. Most of their

breastfeeding journeys were challenging due to the early separation from their baby:
“I was very worried about the effect it could’ve had on our breastfeeding.” (Louise)

“I was also nervous that | was gonna have trouble breastfeeding because it was like...how’s

the milk gonna start running when like, this is what’s happening.” (Erin)

All fifteen participants breastfed their infants with determination to succeed after
their birthing experience and delays incommencing feeding due to being separated from their
baby. Early challenges were expected and faced by most. Misinformation, absence of
breastfeeding support and inconsistent advice from staff while in hospital exacerbated the

early challenges:

“..they’d sort of plonked me there with the bed, and put the brakes on, and just sort of left me
there, and then one of the ward midwives came in, and was like, unwrapped him and put him
on, somehow got him on my boob, and...told my husband ‘make sure she does this for 20

a4

minutes’.” (Susannah)

“I was just about to attach (baby) to the breast, and she just came over and was like ‘you’re

doing it wrong! Hold the areolal’... Like, wow, | just for a split second started to feel
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comfortable in my own ability, and no, no, no...it was like she just came in to tell me that | was

doing breastfeeding wrong.” (Erin)

Even so-called ‘experts’ created unnecessary barriers to successful breastfeeding “one

of the things that pissed me off the most, | guess, was the next day, having the lactation

consultant from the nursery come down — ‘Oh yeah, no, he doesn’t seem to have a very good
latch, you know we have this formula’. And I’'m like, get out.” (Maggie, exclusively breastfed

without any need for formula).

The physical, hands-on approach by midwives further disempowered and
disembodied the women: “..it was that sort of midwife-led, um, you know, jamming...”

(Naomi, describing her first breastfeed attempt when reunited with baby).

The participants surmounted the early, and for some ongoing, breastfeeding
challenges in spite of their birth and separation experiences. They attributed breastfeeding

to healing disconnection and create relationships with their babies:

“I still feel proud of 13 months...breastfeeding was the thing that really helped me to narrow
that gap and form the bond with [son].” (Miranda)

“I think | was just very lucky, to be honest, that he fed well from the get-go, it’s been actually

really healing.” (Alice)

These rites of passage to motherhood were interrupted through disconnection from
their bodies, babies and partners. Rites of protection wielded to only further remove control
over what happened to their body and baby increasing rather than protecting their

vulnerability.

Theme 2: Emotional Turmoil

Emotional turmoil created conflicting and distressing responses through the
separation event. The distress of the separation caused significant and conflicting emotions
which impacted birth satisfaction, ongoing emotional wellbeing and relationships within the
new family. The environment where birth took place, physically, characteristically and
contextually impacted these emotional responses and connections. Four sub-themes were
identified — Emotions at birth, Emotions since birth, Impact on relationship with baby, and

Impact on relationship with partner.
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Emotions at birth

Describing the first moments after birth was very emotional for all participants. They
used words that conveyed fear, failure, confusion and trauma. The participants had no sense
of control over what was happening to them, most becoming docile and compliant with
acceptance of having no choice. Although thirty percent of the births were planned caesarean
sections, all participantssimilarly felt the reasons given for the caesarean, particularly the risk
to their babies, were exacerbated to ensure compliance or were caused by previous medical
interventions. In the clinical environment they experienced emotional distress, loss of safety
for themselves and their baby, and manipulative control over the options given, including not
being able to remain in close physical contact with their infant. These early emotions at

separation were described as numbness, sadness and helplessness:

“..verysurreal, like | know in my head | just had a baby but it doesn’t feel like | just had a baby

at all cause there’s no baby.” (Lily while in recovery)

“l was really worried about him [baby], it was something that | had put in my birth plan, about
skin-to-skin, and that, especially in the first hour afterwards it is really important to me... | just

felt anxious, but also really sad that | was missing out on that.” (Sally)

“I didn’t hold him for two hours [crying]. | didn’t know what had happened to him and nobody

knew what had happened to me. Like, it’s just insane, and we were probably only a couple of

corridors apart.” (Clara)

The early signs of trauma were very clear in the way the participants described their
experience, as Alice* waited for her baby to be born, lying on the operatingtable she said “/t

was like being in a car accident.”. Miranda also said that moment of waiting for the baby to

be born “it was just shattering. It shatters you.” and after being coerced into the caesarean

because of concerns for baby’s safety:

“I was scared, but the whole time that | was [tearful] the caesarean was occurring, | thought

he was dead. | thought he was — | thought he was dead. And | thought, um, | was just waiting.

And he didn’t come out crying...but then he came out, and he was — he was fine.” (Miranda
was then shown just his face as baby held, wrapped, near her shoulder before being taken to

the postnatal ward).
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The intensity of these relived emotions was raw and powerful. The interview
recordings and the verbatim transcripts ensured the context and authenticity of these

emotions were preserved.

Emotions since birth

In retelling their birth stories, the participants relived much of this emotional turmoil,
however as they moved back to the present time and explainedthe outfall of the separation
since the day of birth the description of their emotions changed. They felt disconnected from
their own body through medication and equipment as well as separated from their baby
which creating feelings of disembodiment and lack of control. Lauren felt self-conscious of
her nakedness under the blanket, “feeling strange and uncomfortable”. Having to remain in
the recovery ward on her own: “It just felt really weird. It was being under the sheet and not

being able to move and feeling out of control.” Lauren went on to have a Vaginal Birth After

Caesarean (VBAC) for her next birth and compared how she felt about her nakednessin each

birth, she felt this was not an issue in the VBAC as she could move, was less vulnerable, and

felt in control of her own body.

Being given the very brief time with their babies before they were removed was
experienced as negatively as those who had no contact at all, Alice describingthisas “/ got to

hold him, but it was — it was sort of felt tokenistic in a way, and it didn’t feel like he was my

child.”

The sadness and emotional turmoil continued in the longer term, many of the
participants later diagnosed with depression, anxiety or Post Traumatic Stress Disorder
(PTSD). Rose said “I cry almost every day, if not every day, about this still.” She described her
PTSD diagnosis, intrusive thoughtsand suicidal ideation that had engulfed her since the birth,
“I’'m afraid this thing is never going to leave me, it has been so long.” (16 months later) She
continued to feel so alone and felt nobody in her family understood the enormity for her.
Rose said that despite being willing to sacrifice everything for her daughter, “If I could buy

magic, go back in time and not be pregnant, not to be true, all of the things that | did go

through now of course | wouldn’t have her. | would swap today, | would go back in time, not

be pregnant. And | tell you more, | would leave that hospital with empty hands but not as

traumatisedas | did. [crying...distressed]. | know this is very hard to understand, but | would.”

93



“WHERE’S MY BABY?”

She further described her guilt at feeling this “like a sin”, the “suffocating anger” and the

trauma. This long-term anguish was resonated with by others, Naomi said “/ feel like I’ll never

get over it.”

All participants felt guilt for not beingable to control what had happened to them and
angry that the option of staying with their baby was not given to them. Erin summed it up
concisely with “This experience was fucked, | don’t get to trade it in.” She did not get to see
or hold her well baby but was shown a photograph and reunited after two and a half hours.

This anger was a common description with the participants:

“What just still makes me angry a year on, is going, ‘why did this happen to me’, and then now

knowing what | know, it’s like, well, this seems to happen unfortunately to a lot of people

unnecessarily. | just feel robbed of all the stuff that | should’ve done.” (Clara)

“I should be more supported. And it just makes me so angry, and | have just felt angry ever
since having children, about the inequalities that you face. And it just — it extends all through

the birth system.” (Miranda)

“I felt guilt about feeling numb. | felt guilt about being separated from her. | feel guilt about
missing those, like, those first couple of hours of her life. | think | was just so disappointed in
the system. | think the guilt’s lessened. | think the frustration and anger still remain...I know

that I wasn’t in control, and | know | fought really hard. | was powerless inthat, so | can’t carry

guilt over something | had no control over.” (Lauren)

It was these immense, prolonged and devastating emotional feelings which led the
participantsto be involved in this research, Miranda saying “My story is just one of, yeah,
trauma and pain and all that kind of thing, and that’s why I’'m talking to you.” The visceral
and palpable emotionsin all fifteeninterviews consistently demonstrated the turmoil created
by the experience of being separated, the participants notgiven the consideration from carers

of how this event would impact them.

Impact on relationship with baby
The separation experience negatively impacted bonding and establishing a
relationship with their baby both immediately and in the longer term for all participants.

Some of the women felt the connection with their baby had improved through breastfeeding
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and over time, while for others they still felt the relationship with their child was permanently

and negatively affected from not having the early hours with their babies after birth:

“I didn’t feel that bond with him for a good couple of months...breastfeeding was the thing

that really helped me to narrow that gap and form the bond with (baby).” (Miranda)

“..the feelings, the connection, the indescribable love, | think | even haven’t got there yet. |

have a good relationship with her. But a lot of it, it’s out of duty. | know how I have to behave

and | behave, but it’s not this natural overjoyed burst of emotion.” (Rose, describing the

prolonged negative impact on bonding with her baby aged 16 months)

Some multiparous participants were able to compare the births with separation (index
birth) to another birth, even when this was another caesarean section, where they were
supported to have skin-to-skin and remain in close physical contact with their baby.
Experiencing integrative power, feeling supported and having staff advocating for their
choices to not be separated from their baby positively changed their parenting style. Birth
order did not appear to make a difference to these experiences. Lily felt her emotional
attachment and childrearing with her subsequent two children was very different to that of

her first child (index), from the day of birth:

“I definitely think, looking at the differences, it was a very different connection and different

feeling, um, even just from that very beginning” (Lily)

For Susannah who experienced two separation at caesarean events and then fought
for a maternal assisted caesarean and no separation for her third, the connection was
overwhelming different which she put down to not being separated from her baby. She
described “the connection | have with [baby] is, it feels horrible to say, completely different to

the other two. From the get-go. Completely...amazing.”

The emotional response, or for some the lack of emotion and numbness, caused by
the separation was clearly different when their baby stayed with them after birth, forming

stronger bonds with the infant:

“I was so happy with that birth, | felt powerful, | feltin control, | felt comfortable, | felt strong,

and | did connect with her, and so when | compare, it took a I-like a long while I think for me

to feel—I don't know if | didn't feel connected to her, but | think it was just, it still felt
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theoretical. You know, there was just something was off, and it just took time, and for both
births, my-my whatever day blues they are, three or five days, were terrible, like | had a really
bad hormone crash, and was just like ridiculously over the top emotional for both of them, and
| do remember that | felt a bit or relief having that emotional day after [next baby] because |
was-I think that's when | could start to pinpoint that | felt less numb, and | must care, and |

must have some emotion.” (Lauren, 10 years after this birth)

The participants talked of how the separation was felt by their babies, Erin felt
rejected by her son in the first six weeks as she couldn’t comfort him “At first, | was jealous

‘cause he loved everyone but me.”; Sally carried a lot of guilt that the separation made her

son anxious about being separated again “/ can’t help but think that the separation, like,
actually had [sobbing] an impact on him a little bit and he seemed to be worried that we would

get separated.”

Establishing a relationship with their babies was important for all participants,
becoming ‘mother’ was impacted as they navigated the consequences of a birth dyad
separation. Guilt about caring for one child differently to their others or being hypervigilant

in providing quality care for the child they had been separated from was evident.

Impact on relationship with partner

All partnersin this study were male, in committed relationships with the women and
invested in the pregnancy and future child. Although not the focus of this research, the
participantsopenly discussed how births and separations had significant impacts on the men
as well as causing negative change and tension in their partnerrelationships. They recognised
that their partners were as helpless as themselves and were limited in their ability to advocate
and protect them, including at the separation of mother and baby. In discussing this Maggie
said “the damage it does first hand on, you know, not just the breastfeeding relationships but
family, like entire family units can suffer because of this.” Connection and communication was

changed for participants and their partners due to the separation experience.

Separating the woman from her main support person increased her vulnerability
increasing fear and emotional distress. Partners own fear and distress was also increased by
asking them to leave the woman in the operating theatre, not given information about her

wellbeing, and then not being able to bond as a family and provide maternal support when
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they were reunited. As predominantly first-time parents, the partners were not supported by
staff but left alone with their new baby, often unsure what to do, including whether to do
skin-to-skin contact. They continued to have negative effects on their mental health and
relationships with their partners. The participantsdiscussed the impact this has had on their
sexual relationships and the planning of future pregnancy and birth plans. Rose was
profoundly impacted by the trauma of her birth and separation and it continues to

significantly affect her relationship with her husband:

“I left the hospital telling my husband that | wanted a divorce straight away because | couldn’t
believe that he wasn’t there for me anyway. He has all the best intentions and | do see that
he was also afraid and just didn’t know any better. But that doesn’t change the fact that he
was the only one that could have said ‘stop’, put something out more than | was already

screaming. But because he was silent and calm, it was one way of siding with the hospital,

with the things that were done to me. He didn’t advocate for me whatsoever.”(Rose)

Erin also described the impact of the birth on her sexual relationship, saying “But it
was like, | started to just fear, | sort of have disconnected from that part of my body, and |
don’t know if that is the caeser, | don’t know if it’s a-uh, if it’s the birth trauma, or you know,
a physical thing mixed with the psychological, you know, but I’'ve never really, like sexual

function has never been the same.”

The data was very clear that separatingthe mother and baby had consequences which
continued to echo into the ongoingrelationship between the participants, their partners and
their children. The transition to becoming a mother was interrupted, the disempowerment

and loss of control impeded relationships, some of which were irrevocably changed.

The emotional turmoil experienced by the participants was influenced by the
maternity health care providers across the whole perinatal journey but most significantly
during the events that led to dyad separation. Figure 5.2 shows a word cloud of words used
by the participants to describe their emotions over time, from immediate responses to then

looking back and reflecting on how they felt after the birth up to time of interview.

Figure 5. 2 Emotions Over Time
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Immediate Retrospective

Theme 3: Influence

This theme demonstrates the impact of the interactions and events that influenced
the motherand baby separation. It is associated with the medicalised terrain that focused on
staff needs over the that of the woman, with disciplinary privilege that coerces, manipulates
and undermines the woman’sability to have choice in what is happeningto herand her baby.
The four subthemes demonstrate disintegrative power and removal of self-embodiment—

Power & control, Maternal choice & consent, Coercion and Staff actions.

Power & Control
Prioritising provider and facility agendas over the women’s choices and needs
increased fear and decreased emotional wellbeing of the participants. The participants felt
decisions to have a caesarean birth, who was present, and the power imbalanced against
them, resulted in their submission to the birth management and procedures that followed.

They had very limited recourse to make demandsfor optionsand this created an environment

which necessitated or promoted the separation from their infant:

“At about 6/6.30 a.m | had an obstetrician storm into my room and demand — he wasn’t
talking to me, he was talking to my midwives, demanding that | had a C-section...No, like,
introduction or anything to me...I was, like, very, very scared about one — I did not want a
caesarean. There were a lot of people in the room — obstetricians are like the hierarchy, |

guess.” (Maria)

“I know that it wasn’t in my control, and | know | fought really hard” (Lauren)

The loss of power, while not always consciously and purposefully removed, was

detrimental to the woman both at the time of birth and in the months and years that
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followed, Maggie said “Maternity care doesn’t realise how damaging it is when they, even

though you know they, they probably don’t mean to, but they very much take woman’s power

away and it has lifelong effects.”

It felt for some participants that the timing of their caesarean section was based on
doctor preference rather than medical necessity, further removing control from the woman

to delay or avoid further interventions:

“It’s not lost on me that my C-section happened at 5pm...after you know, sort of trying to

coerce me into it for a few hours before that.” (Naomi)

“I was the last caesarean of the day because they didn’t want to have to monitor or have a
caesarean at three in the morning. Seven o’clock was just, ah, perfect for the end of the shift.”

(Rose)

The participants perceived their low value within the hospital system, Jane highlighted

this with “basically | disappeared the moment I set foot in the hospital.” The participants’ felt

power was not theirs and had been given away because of their vulnerability in the perinatal

period:

“I think a lot of the time, women give their power to a doctor because they're a doctor. Like,

we trust doctors inherently, don't we?” (Miranda)

“I just feel like women are so vulnerable, and it sometimes feels like we get preyed upon for a

convenience, or for an opinion, at a particular time when you're even more vulnerable.”

(Lauren)

Their compliance had been groomed through much of their perinatal care, to put their
trust in others rather than themselves. Retrospectively, the participants could see the

unfairness in what had happened to them and that it was not in their power to control.

“You know they [women] shouldn’t have to fight for their respectful maternity care.” (Maggie)

Control was also a physical thing, being immobilised through drugs and the use of
equipment such as blood pressure cuffs, restricted their ability to control what happened to

themselves and their baby. Lily said “I recall feeling very out of control, especially after the
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epidural went in for my, um, caesarean. Like not being able to move my legs or, you know,
wriggle my bottom around or do like anything.” Michelle was unable to touch her baby when
she was brought over to her “So, they wrapped her up and brought her and sat her like here,
so |l was able to like, touch, my hands were down, so, ‘cause they had cannula in, so | couldn’t

actually touch her.”

Maternal choice and consent
The participants birthed in environments that created mistrust in their own bodies
and intuition, disintegrative power used to serve the health professionals bestinterests rather
than the woman’s. They did not realise they had the option to make a choice, or if they did

the options were presented in a way that favoured the providers.

Overall, the participants described dismissive care that didn’t include them in the
decision-making process for interventions or care options, told what would happen rather

than seeking informed consent. Jane said “/ felt like | was being managed as a misbehaving

uterus, not a person”. Despite proactively choosingproviders who would appearto support

maternal choice, participants such as Michelle continued to be refused the option of their
choice. She was refused the option to have a Vaginal Birth After Caesarean (VBAC) with her

next pregnancy and denied skin-to-skin contact again with this second caesarean:

“I don’t even remember them asking for my opinion. It was just ‘You’re having a caesarean,

you’ve got no choice basically’... | honestly don’t remember them really asking my opinion or

anything. | just remember on the way down, the midwife saying ‘We’re short staffed. So if you

wanted to have her [baby] in recovery [area] you probably won’t be able to’” (Michelle)

The participants described feeling they were not included in decision making during
and immediately after the birth, or even that they were allowed to, such as Jane who

explained, “Unless someone tells you you’ve got a choice, you just do what people tell you to

dO 7

Consent was not fully informed for care and procedures throughout the perinatal
journey. And many of these procedures resulted ultimately in the separation from their baby.
The participants agreed to things without always understanding the risks, benefits, or

consequences:
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“so there was no informed consent. | couldn’t advocate for myself ‘cause | didn’t know”

(Naomi)

“When | asked her [obstetrician] what the medical reason was she couldn’t give me an

answer.” (Louise for repeat caesarean section)
“I was given a choice, but it felt like a very pressured choice.” (Sally)

“It’s not a question, it’s like information, ‘I’'m gonna break your waters now’. She made me
sit, I did sit, and | did consent, stupidly, and she broke my waters.” (Rose, the midwife wanting

to speed up labour at a planned home birth)

Naomi described two episodes of signing consent forms — for an induction of labour
“where it says the doctor had to fill it in to say that they had informed the patient and blah
blah blah, and that’s all blank, and I've just signed like a blank form.”. And then for a repeat
caesarean section, she asked “Are you going to tell me about the long-term effects, and the
effects on my next pregnancies? He was like ‘What do you mean?’” Susannah echoed this lack

of information given to gain consent for a second caesarean:

“He also didn’t tell me when he was telling me these things that if | had a second Caesar, that
they wouldn’t allow me in [hometown hospital] to attempt a VBAC after having two caesars
for a third baby. He didn’t ask me how many children | wanted to have, he didn’t tell me any

of that information.”

Rose likened aspects of her care to rape, having interventions performed explicitly

against her wishes and clearly voicing she did not give consent:

“..she said that she was putting the thing on her scalp to have the continuous monitoring. And

I was like | don't want that. | can't do that. Don't do that. You don't have my consent to do

that. Don't do that. - Done.”

This physically assaultive behaviour was also discussed by Clara who explained “I'm
just lying in the bed, and then another doctor comes in, and like, another doctors gonna do an

internal, and she literally shoves her hand up and goes, ‘We need to do an emergency

77

caesarean right now.”” (no reason given to Clara, well baby, separated for 2 hours). Louise felt
badgered by an obstetrician who tried to enforce compliance by frequently booking

caesarean procedures, phoning her at home and telling her when she came for appointments
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that she couldn’t go home, despite being unable to give her a medical reason for the
procedure. She eventually agreed with another doctor to have the caesareanas she felt worn
down (“/ can’t take the harassment anymore”), but only if the first doctor was not present.
After her spinal block, lying on the operating table the first doctor came in and took over. “/

kept telling her that | don’t consent for her to touch me, um, it went ahead anyway. And there

was nothing | could do ‘cause | was, you know, | had the spinal block in and couldn’t move.”

No other staff present advocated for her.

None of the participants felt they gave fullyinformed consent to either procedures or

removal of their well-baby, “They just took him.” (Clara). There was no woman-centred care

described and practitioners, in particular midwives who are there for the woman, did not
advocate for and protect them. Health care providers were more likely to cajole and coerce

the participants into compliance.

Coercion
The experience of coercion and control over decision making and interventions, timing
of birth and separation from their baby was common with all participants, as described
through the previous sub-themes. Health care provider domination subtly manipulated
formal agreeance to procedures and actions, but in hindsight the women saw that the choice

was not theirs. They used terms such as coercion and bullying being used:

“..they were so coercive — they still kind of called the shots even though we were the ones that

made the decisions. It was because we were coerced to make those decisions.” (Maria)

“I was doing more research, | was finding out more information, | knew that | would have a
fight based on what | was reading, but | just, | didn’t expect the extent that the obstetrician
would go to, to bully me into a caesar.” (Susannah, when planning her second birth, separated

again)

“I unfortunately had four weeks of intense coercion, and then it went to bullying to book a C-

section.” (Louise)

Potential of elevated risk of harm to the baby was a frequently cited tool used to have
the procedures which would eventually lead to dyad separation. Lily’s obstetrician wanted

her to plan a scheduled caesarean due to her height — “Some women really like to try, and
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you know, we can do an induction but more than likely you’ll end up in an emergency
caesarean. The alternative is we book you in a scheduled caesarean, um, so your baby doesn’t
have to go into distress.” There appeared to be choice, Lily didn’t want her baby to go into
distress, so she agreed. She went on to have two subsequentVBAC births, her third over four

kilos, with a doula as support.

Being able to make a decision for themselves was only acceptable if it met the

clinician’s need. Susannah wanted to trial a VBAC but was told:

“He said, if you don’t book in a Caesar and you attempt a VBAC, I’m going to write down |
don’t agree with it, and what will happen is you could potentially have a shoulder dystocia,

um, you will become very ill, and your baby could die. So, I’'m gonna write down that | don’t

agree with that. You take all responsibility for anything that happens to you and your baby if

you choose to go ahead with a VBAC.”

Health care providers of all disciplines had an impact on the experiences of the
participants, taking ownership of the birth and the baby from the woman, physically and
symbolically. Intimating the mother’s body was not safe, before or after birth, and the baby

was better cared for by someone else.

Staff actions
All participants gave accounts of staff interactions that showed domination and
control which extended from individual to facility level. Use of the ‘dead-baby card’ was
common to gain consent for the caesarean sections birth. This exploitation of their
vulnerability led to the increased and potentially unnecessary interventions which led to the

maternal-infant separation despite all babies being well at birth:

“So, when you’re two first-time parents and you hear ‘If you don’t do this, your baby’s gonna

die’, like, what do you do?... | wasn’t spoken to. | wasn’t told anything. | wasn’t asked

anything.” (Clara)

“I got to 10cm dilation and, that’s when, you know, he just came in and said — told me | was

gonna have a dead baby, and...he said ‘I don’t want to hear another word from you. You’'re

having a caesarean.”” (Miranda)
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Some health care providers restricted knowledge or challenged opposing views. Susannah
was told by her obstetrician to stop seeing midwives during her antenatal care as they were
giving her “misinformation” about her options, she said “he was 100 per cent abusing his

position of power in that, in that moment.”

Despite many negative interactions, the participants did recall some positive
exchanges and attempts by some providers to support them, and these were remembered
with words that reflected respect, safety, and trust. Simple gestures such as introductions, a
gentle manner, and kindness. Miranda felt the anaesthetist’'s warmth and kindness shown by
holding her hand and explainingwhat was happeningas her baby was born prevented further
trauma “he saved me from having a severe psychological injury.”. Sally also shared her
interaction with two male staff in the recovery area as she desperately asked to be reunited

with her baby “And they were, like, very caring and lovely, but | just didn’t feel like they really

understood the urgency of it. Like, | think they were like, ‘Oh, we’ll check. Oh, sorry. No, they

say no,” [maternity ward where baby was]. But | didn’t feel like they were really advocating
for me.” Maggie made positive mention of midwives caring for her in labour and postnatally,
puttingin “an extra bit of work for us”, as though this was not a standard expectation. The
midwife at her caesarean section also attempted skin-to-skin through obstacles of people and
equipment — “my midwife kind of grabbed him off the paeds and kind of got him over to me
and opened up my my gown and tried to rip the blankets off him and and get him onto my

chest.”

The negative encounters with staff were disappointing for the participants, most of
whom had sought maternity care providers and facilities that they thought aligned with their
preferences. In preparation for the birth they had pursued knowledge for themselves and
their partners and developed ideals and plans forlabour and birth. In hindsight they reflected

on a medicalised and patriarchal maternity care system:

“I really wanted to have a low intervention birth, so | tried to pick an obstetrician that was
aligned to that...I’'m someone who researches. | read everything...we probably did three birth
courses...the system sets us up to fail — it’s just not set up to support women...it’s medicalised.
And to find that person who will treat it as a natural event and support you through it, it’s

always gonna be a needle in a haystack” (Sally)
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“..and that’s partially the reason why | picked a female obstetrician, and yet, she is part of
that patriarchal system...I think maybe | might have had a better go with a male obstetrician.”

(Naomi)

Despite their pregnancy preparation, none of the participants achieved the positive
birth experiences they had hoped for, including skin-to-skin contact, and were not prepared
for the disregard and disrespect they encountered. They had been realistic regarding the
possibility of unexpected circumstances and outcomes, including caesarean birth, but some
participants did note this could have been better covered during formal birth education

classes:

“I did the hospital antenatal classes which are how to be a good patient at this hospital.”

(Naomi)

“..it didn’t really help me prepare for the sort of politicky [sic] things that were going to
happen...all this pressure to do these things that | didn’t really want to do. I didn’t know how

to deal with that.” (Jane)

Tounderstand andresolve their conflicted feelings about their experiences, several of
the participants soughtinformal or formal responses from the individual doctors, facilities, or
governing bodies to explain and debrief the birth events. The general responses were
indifferent, denied culpability, and were aimed at preventing litigation. Oneresponse from a
health facility was shared with me by a participant. It acknowledged and apologised with how
the woman felt but assumed no responsibility for what caused those feelings. It included a
timeline and documentation and put the responsibility of what had transpired back on the
woman. Alice interacted with an obstetrician while she remained an inpatient, “His debrief
was limited to, | guess, the CTG, and he basically came in, rolled it across the bed, and said,

‘Look at that. That’s massive. You're all good now though, right? Alright, see ya!””

The use of disintegrative power undermined and disenfranchised the birth experience
for these participants. They recognise that the health service, policy, and personnel, create

conditions which disadvantaged the consumer.
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Theme 4: Insight

This theme reflected the longer-term impact of the birth separation, and how the
women sought understanding of what had happened to prevent it occurring again. The four
sub-themes were Mother’s Knowledge, Interventions, The Partner, and Next Birth. This theme
shows how their experiences influenced their lives beyond the birth of separation. It showed
them how their rites of passage to motherhood and the medical rites of protection were

voided by the providers of maternity care.

Mother’s knowledge
Despite their antenatal preparation, the women understood that their knowledge was
insufficient for the health systems they birthed in. They understood the conflict and
inconsistency between evidence, policy, and individual practice. Trust had been lost and they
didn’t feel safe, Clara said “[crying]...I don’t know if | ever want to do this again...Like, we’ve

been so mistreated, that | don’t trust them.” This mistrust and fear was reflected in other

participant comments:

“They’re supposed to have our best interests at heart. But actually they’ve all got their own
agendas as well. Like, you’ve still got to advocate for yourself. You’ve still got to think for
yourself, in my experience. And, you can’t trust. You cannot trust a doctor. No way. That is

something | learnt from that process.” (Miranda)

“I was really quite nervous of my midwife, and the whole hospital. Like, I just felt so unsafe...At

the time, | didn’t even know that labour could stall. Like, and now of course, looking back, I’'m
like, yeah, I friggin stalled because | was feeling completely unsafe, was scared of my midwife.”

(Erin)

Since the birth and separation from their infant, all participants had sought further
knowledge and ways they could protect themselves for the next birth. They recognised the
vulnerability of themselves and their partners and the imbalance of power within the health
system. If planning subsequent births, they again attempted to find maternity care providers
which would support their choices, whether by caesarean or not, including private midwives
and doulas. Five had a Vaginal Birth After Caesarean (VBAC), with a further one attempted

but resulting in another caesarean and again being separated from her baby, this time for

106



“WHERE’S MY BABY?”

medical reasons. Susannah and Michelle both described not being ‘allowed’ to have a VBAC,

both had elective procedures and were separated from their well infants again.

Lily had a successful VBAC with the next birth. She increased her knowledge and
discussed compromises she had been willing to make and of fighting for the things that were

really important. She employed a doula, as did others, to support her and her partner.

“The more | thought about it [VBAC], the more | was like ‘Well, we’re gonna have to really

focus and stand up more for what | really want if that’s gonna happen’” (Lily)

The women increased their knowledge and the knowledge of others after having
experienced being separated from their baby. They read resources by well-known
researchers, authors and government documents and understood that their experience was

not unique and readied themselves to have a better outcome if planning another baby:

“I kind of look at the Mothers and Babies reports when they come out, and | know that 2021
was published semi-recently, and that [her town] has the highest rate of inductions in New
South Wales...I don’t feel so bad about what happened during my birth because it’s clearly a

systemic problem.” (Clara, who said she wished she had this knowledge before her birth)

“and we read, um, oh, | can't remember, but we read so many of those, you know, really
empowering kind of, this, if you want a natural birth, you read these books... and as soon as
I'd finish, [partner] would read them... And we almost did a mind map, like, if this happens,
then do this, but if it doesn't happen, then—you know... Like, we walked into that ward with,
like, boxing gloves on, basically, ready to have this birth.” (Miranda, discussing her preparation

for the next birth, a VBAC)

Sally took herincreased knowledge further and set up a website for other women that
gives reviews and statistics on birth providers and facilities to help women making choices

about their pregnancy and birth care.

Knowledge and feeling empowered was what they needed to be in control of what
was happeningtothem forthe next birth, despite feeling they had prepared for the birth with
separation they were disempowered by the system and health care providers. They
understood the use of interventions and the medicalisation of the perinatal process led them

to being separated from their baby.
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Interventions
This specificaspect of the participants new knowledge was that medical interventions
had the potential to negatively impact their birth experience and outcomes. In describing
their birth stories and their lack of input into decisions being made about their care,
interventions were commonly described as not being evidence-based or done without
consideration of individual circumstances. This ultimately ended up with a caesarean and

being separated from their baby.

“So, | was put on the CTG which I’'m actually annoyed about it. That is something that does
bother me because | now have found out from, I’'m quite a big fan of Kirsten Small’s research
around CTG use that even in high risk instances there’s no benefit to CTG, and in fact it can

lead to you know, things such as caesarean.” (Maggie)

Some described the process of maternity care as factory like, everyone treated the
same rather than woman-centred. Clara said “We’re just a cog in the hospital machine, just
getting churned out like a sausage.” Naomi had a similar butcher type analogy saying “/ was

just like a piece of meat on a slab.”

The use of interventions and inconsistencies of advice given to the participants who
had attempted labour was not conducive to physiological birth and felt by these participants
to have contributed to the outcomes. Naomi said “so they put me in a bed, and said | need to
stay in the bed to keep the, um, trace”. Clara was given a timeline of expected progress for
herinduction of labour, told “Ifyou’re active, that’ll cut four hours off. If you’ve got a positive
mindset, that’ll cut another four hours off” but then was attached to the machine to monitor
contractions which immobilised her. Erin also described being attached to this machine which
required straps around the abdomen: “/ think those belts are another thing that like, are just
so spectacularly bad for labouring”. Jane echoed these sentiments, “So, yep, I’'ve got this

bloody wired CTG, uh, and can’t really go anywhere.”

Equipment which would have helped the progress of labour was not offered or
unavailable, Erin said “I just like desperately wanted a bath, but there was no bath.” Jane
described findinga cupboard on herown in the birth room that contained the equipment she
needed “Uh, this is the cupboard with all the stuff in it, I'll just get something, and | was sort

of sitting there bouncing.”
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Further interventions were offered to control the pain of labour rather than
supporting the process, the power of suggestion intimating they weren’t coping — Sally said
“essentially, the midwife said to me, ‘Oh, um, you know, like, you’re in a lotta pain. Like, do
you want and epidural?’ And | end up saying yes. | end up getting an epidural.” Rose also felt
that her homebirth midwife was focused on the pain “Instead of, | don’t know, telling me to

change positions, like not once my midwife offer me the grace of like would you try this

position, or would you try this? It was just about contractions.”

The participants knew that having a caesarean section resulted in their separation
from the baby and that a physiological birth would have kept them together. The
interventions created the opportunity for cascading medicalisation of their births,

disempowered them and voided their rites of passage.

The Partner
Partner support, or perceived lack of, had a deep impact on the birth experience for
the participants. The partners vulnerability within the medical system was also recognised
and the negative impacts for them acknowledged by the participants — “those factors were

extremely traumatic for him, um, thinking that, you know, he was never going to see me

again...He thought | was gonna die.” (Miranda). However, as men, they were also more likely

to have their opinions respected or requested and could be asked to convince their partners
to have certain procedures. Jane’s obstetrician wanted to do a vaginal examination and
membrane sweep at the 38-week antenatal appointment to initiate labour. When Jane was
unsure aboutit the doctor said to her husband “.."you should really do this’. She’s like, ‘Would

you talk to her?’” rather than answering Jane’s questions.

Ultimately, the impact of mother-infant separation was exacerbated with separation

of the participants from their significant other soon after birth:

“So the doula ended up spending those two and a half hours with [partner] and the baby,
which | also was just so furious about, that another woman was there seeing [partner]

becoming a dad and seeing my baby.” (Erin)

Beingreunited with the baby and partner was short-lived for many, with partners told

to leave soon afterwards:
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“So basically she was born, he went to NICU, came back to our room to get his stuff and get

changed, and then got kicked out. Sent home.” (Maria, after a brief visit)

“Basically in that same conversation when | was reunited, they told [partner] he was gonna

have to go.” (Erin)

In subsequent births, partners, like the participants, were better prepared and more
likely to demand better care and be involved. After two caesarean births and separations
Susannah said her partner did not want anymore. She persisted and at the final, maternal-
assisted and emotionally healing caesarean he said “Now | understand. Now I get it.” It was a

healing birth for him as well.

Next birth
The decision to have another baby was complex, led by fear and trauma of the past,
along with being hopeful for a better outcome. Eight had gone on to have a baby after the
separation event and two were pregnant at the time of interview. All considered a repeat
caesarean was either likely or possible and were attentive to details and birth plans for the

next.

“I have future birth maps. So meticulously planned out in the case of, you know, future
caesareans. Like if you dare take my baby away from me like sort of thing.” (Maggie, had not

yet had another pregnancy)

Some changed providers or models of care and some engaged a professional advocate
such as a doula. Naomi said “/ wanted to have another one, but | knew | wanted a different
experience, and so | went on an education spree basically, and | hired myself private midwives

and that experience was much better.” (despite birth complications)

Susannah had experienced two caesarean births with separation from baby so, as
previously discussed, sought an obstetrician who would do a maternal assisted caesarean
section for the third. She said - “The third one | found a doctor who was willing to support
maternal-assisted caesarean. It was the most healing, amazing experience of my life, and |
think will be forever, will be one of the best memories | ever have.” (not separated at this
birth). Others, such as Clara also considered how the option of a maternal assisted caesarean

would make a difference “just from what I’ve seen is a possibility I've known, even the idea of
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a maternally assisted caesarean...being able to do skin-to-skin...and [baby] not just being

wheeled away for no reason.”

The women recognised the importance of psychological wellbeing alongside the

physical. Despite many hoping, planning or achieving a VBAC, the mode of birth was not the

most significant objective. Lauren shared:

“I would just want it to be that | still got to have my baby with me all the time. Like, | don’t
care. Caesarean or vaginal is not the issue, it’s just no matter which way you give birth, you
should be as close to the natural process as we can, and that is that the mother and child stay

together.”

The participants understood there are risks associated with giving birth, but felt these
were often exaggerated to get compliance from women. Sally summed this up well, saying —
“And | think that that’s the problem, at the moment, is that all of the risk assessment that they
do is based on physical, but they’ve not taken into account the psychological impacts of those

decisions.”

5.3 Findings Part B - Author accepted manuscript
Deys, Wilson, Bayes & Meedya (2024)“Where’s my baby?” A feminist phenomenological

study of women experiencing preventable separation from their baby at caesarean birth.

Women and Birth, 37, 101828. https://doi.org/10.1016/j.wombi.2024.101828
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Abstract

Problem: Separating women and babies immediately after birth contributes to poor birth

experience and reduced satisfaction.

Background: A negative birth experience can impact a woman’stransition to motherhood and
emotional wellbeing beyond the newborn period. Separatingwomen from their baby at birth

is known to reduce birth satisfaction and is more likely to happen at caesarean section births.

Question: What is the experience of women who are separated from their baby after

caesarean section birth without medical necessity?
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Methods: Unstructured, in-depth phenomenological interviews were conducted with fifteen
women who had been separated from their well-baby at caesarean section birth. Data was
analysed using a Modified van Kaam approach. A novel feminist phenomenological

framework with two birthingtheories was used to explore the experience of the participants.

Findings: Four major themes emerged — Disconnection, Emotional Turmoil, Influence, and
Insight. These demonstrated significant trauma that both the separation and perinatal care

created.

Discussion: The participants recognised their vulnerability and the lack of power and control
they had over themselves and their baby, which was seemingly not acknowledged. Provider

and hospital needs were valued above those of the women.

Conclusion: Woman-centred care was not evident in the treatment of these women despite
the attendance of a midwife at each birth. This research challenges midwives and other health
care providers to support and advocate for those birthing by caesarean section to return
power and control and support them to remain in close physical contact with their baby

immediately after birth.

Keywords: birth; caesarean section; feminism; women’s experience; phenomenology; skin-

to-skin

Statement of Significance

Problem of Issue

Separation of mother and baby at caesarean section birth.

What is already known

Evidence shows the benefits of keeping mothers and babies together immediately after
birth in skin-to-skin contact. Value is placed on physiological safety and institutional need,
with birth experience and emotional wellbeing not always considered in settings such as
operating theatres.

What this paper adds

This research presents a novel lens to understand how separation of mother and baby at
birth impacts women. It highlights the unfair use of power and control by health care

providers and facilities which benefits the system and traumatises women.

112



“WHERE’S MY BABY?”

Introduction

The experience of birth is one individualised by the interplay of people and
circumstances, includingwho, where and how the woman is cared for, and importantly, how
she is made to feel (Downe et al., 2018; Reed, 2021). The idealised image of a powerful
birthingwoman, in control of her body and thosearound her (Furr, 2019) sits in stark contrast
with the surgingtestimonies of obstetricviolence and birth trauma inquiries (Boecker, 2023;

Thomas, 2024).

Unfortunately for many women, birthing is no longer a traditional practice but a
medically controlled and traumatic procedure (Reed et al., 2017). Commonly lip service is paid
to ‘woman-centred’ care while the reality is one of facility focussed control. Women birthing
by either an expectant or emergent caesarean section step further from the tradition of ‘birth’
to one of ‘procedure’, a surgical ‘delivery’, where the woman is far from the centre of care.

The woman faces birth feeling powerless and fearful with the expectation she should just be

grateful to have her baby (Tsakmakis et al., 2023).

Caesarean section has been shown to negatively impact a woman’s overall birth
experience, particularly for primiparous women and those for whom it is an emergency.
(Kjerulff & Brubaker, 2018) Enabling skin-to-skin contact between the mother-baby dyad and
non-separation of the woman from her baby are protective measures to improve birth
experience, breastfeeding and long-term health (Brimdyr et al., 2023; Deys et al., 2021;
Sheedy et al., 2022). Despite the evidence, women continue to be separated from their baby
at caesarean birth, with healthcare process taking precedence over maternal choice. In
Australia, rates continue to increase with 38% of women birthing by caesarean section in
2021, (AustralianInstitute of Health and Welfare, 2023) a figure similar to other high-income

countries. This common medical event can lead to indifferent care for women who may be

negatively impacted well into the future (Sega et al., 2021).

The phenomenon of maternal-infant separation from the woman’s perspective has
not been well studied. Previous research has focused on the impacts for maternal-child

bonding and the physiological aspects of separation, but less is known about women’s

experience and outcomes.
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Participants, ethics and methods

Study Design and Theoretical Framework

A feminist phenomenological framework was used to explore the experience of
women separated from their baby at caesarean section birth inthe previous ten years without
medical necessity. This reflects the period in which skin-to-skin at caesarean section (and non-
separation) was first recognised and documented in literature (Deys et al., 2021). It also
accounts for evidence that show women remember and can recount their experience for

many years after birth (Bayes et al., 2012; Bossano et al., 2017; Pereda-Goikoetxea et al.,

2023; Puia, 2018).

Using a feminist approach to phenomenology sought to address the contextual and
sexual difference of pregnancy and birth (Zeiler & Kall, 2014) .Human experience is not
gender-neutral, and phenomenology typically portrays a male-dominated world view, even
when participants are female (LaChance Adams & Lundquist, 2013; Shabot & Landry, 2018).
The dominant modern maternity care paradigm devalues the female-sexed body as a faulty
machine, with increasing interventions and pregnancy interruptions promoting the
importance of the fetus over the woman and disregarding her right to self-determination
(Davison, 2020). Birth trauma and obstetric violence occurs in maternity settings, with gender
inequality reflecting the cultural and societal power imbalance of men over women

(Tsakmakis et al., 2023). Feminist phenomenology provides opportunity to expose disparity

in obstetric health care, policy and practice.

Adding the theoretical feminist lens of “Birth Territory” (Fahy & Parratt, 2006) and
“Childbirth as a Rite of Passage” (Reed, Barnes, et al., 2016) facilitated focusfor understanding
woman-centred care in an androcentric obstetricsystem, encompassing physical, emotional
and spiritual needs (Deys et al., 2024a). The theory of Birth Territory highlights the importance
of maternity care providers, particularly midwives, in supportingand protectingthe woman,
applying her own intrinsic knowledge to foster a satisfying and empowering birthing
experience. Environments and care providers that limit a woman’s power and control
increase fear, poorer outcomes and reduce birth satisfaction (Fahy & Parratt, 2006; Reed,
Barnes, et al., 2016). The theory of Childbirth as a Rite of Passage highlights the rights of

women to bodily autonomy does not change with birth mode (Human Rights in Childbirth,
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2019). Birth experience is associated with how a woman is treated and should reflect human
rights. Recognising and challenging these intrapersonal and social factors that disempower

women can be manifested with feminist research and theory (Harrison & Fahy, 2005) (see

Table 5.1).

Table 5. 1 Birth Theories

Birth Territory

Describes, explains
and predicts how a
woman’s wellbeing

as her embodied
self is impacted by
the birth

environment
(terrain) and use of
power
(jurisdiction).

Terrain
environment)

(birth

Private, comfortable, enhancing

Sanctum woman’s sense of self, optimal
physical & emotional wellbeing,
safety

Surveillance Clinical, observed, staff comfort,

reduced physical & emotional

wellbeing, fear

Jurisdiction (power
& control)

Integrative power Woman-centred, shared goals,
enhanced maternal mind-body-
spirit, self-expression &

confidence

Disintegrative power Ego-centred and self-serving,
undermining of woman’s decision

making

Midwifery (HCP) guardianship Integrative power, respectful care,
protecting woman & environment,

sense of safety

Midwifery (HCP) domination Disintegrative and disciplinary
power, subtle, manipulative with

woman conceding power

Childbirth as a Rite
of Passage

Describes how the
childbirth

experience

Is shaped by
maternity ‘rituals’ —
what is said and
done to support
(rites of passage)
and to protect
mother & baby
(rites of protection)

Rites of Passage

Preparation and planning for birth, including intervention, minimising
distractions, woman-centred, intuitive knowing, respectful and
consensual, integration of mother and baby, connection, attending to
the birth story

Rites of Protection
(non-physiological
birth)

Options & decisions, minimising distractions, advocating & supporting,
meeting those providing care, woman’s choices, non-separation —
mother in control of her body and baby, processing the birth experience
- not staff interpretation

Eligibility and Recruitment

Interest for inclusion in this study was collected through a single social media posting

in 2021. The original post was purposively placed in an Australian maternity consumer

advocacy group of the first authors local health district.
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Table 5. 2 Methodology Summary Table

Ethics — ACU HREC 2021-3064T
Methodology Feminist phenomenology
Inclusion criteria Female, previous caesarean section with separation from baby at birth

(any parity), well mother with healthy term infant/s at the birth event,
birthed between 2010 and 2021, over 18 years of age at time of consent
for interview, English speaking.

Exclusion criteria Medical reason for separation of mother and baby at birth
Recruitment Social media, snow balling.
Consent Participants were sent an information sheet and if they agreed to

participate, signed consent forms. Consent was verbally confirmed
during interview.

Participants Fifteen women aged between 23 and 38 years at time of birth separation
who had birthed between 5 months and 10 years prior to interview. All
participants were deidentified after data collection and provided with a
pseudonym to protect confidentiality.

Data collection Unstructured, in-depth phenomenological interviews based on the
McGrath et al protocol.
Data analysis Initial coding with NVIVO. Data analysed using a Modified van Kaam

approach then viewed through the lens of two feminist birthing theories
— Birth Territory (Fahy & Parratt, 2006) and Childbirth as a Rite of
Passage (Reed et al, 2016).

Data collection & analysis

Unstructured, in-depth phenomenological interviews were conducted and recorded
by the first author using a video conferencing platform for all but one which was in person
and audiorecorded. This interpretive approach allowed for the depth and detail need ed for
the rich data of each participant’s experience (Holloway & Wheeler, 2010). The interview
protocol was based on McGrath et al, (2019) including rapport building, listening and
reflection and has been previously demonstratedin other health related qualitative research

interviews (Huglin et al., 2021; Vafaei et al., 2023).

The one-to-two-hour long interviews commenced with the opening question of “Tell
me about your birth experience” followed by participant specific prompting and clarifying
questions focusing on the phenomenon of separation. The firsttwo interview transcrip ts were
completed by the first authorand reviewed by the research team with remaining transcripts

completed by a transcription service in verbatim style soon after each interview.

Transcript data was initially coded into 16 nodes using the NVIVO program (Zamawe,
2015) then manually analysed using a Modified van Kaam approach — grouping, reducing,

thematizing, validatingand describing (Moustakas, 1994). This was then viewed through the
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lens of the feminist birth experience theories - “Birth Territory” (Fahy & Parratt, 2006) and
“Childbirth as a Rite of Passage” (Reed, Barnes, et al., 2016). Coding and theming were

regularly reviewed and revised by the research team, reducingthe nodes to four overarching

themes.

The Study Team and Reflexivity

The first authoris a Clinical Midwife Consultantand PhD candidate and conducted all
interviews. She conceptualised this research based on clinical experience and lack of evidence
to promote meaningful change for women birthing by caesarean section who had
experienced separation from their infant. She comes from a background of having had two
caesarean section birthsin a time before skin-to-skin contact was usual practice at any birth
and experienced no personal birth trauma. The author team includes three PhD supervisors,

all who identify as female, with expertise in midwifery, nursing, and qualitative research.

Ethical Considerations
Initial ethicalapprovalto conduct this study was given by the University of Wollongong
Human Research Ethics Committee, Australia (approval number 2021/380) and later

transferred to the Australian Catholic University Research Ethics Committee (ethics register

number 2021-3064T).

Results

Participants

An unexpected response of 27 expressions of interest resulted in the first 24 hours,
the post being spontaneously shared by group followers across other social media platforms,
groups and private sharing. The use of social media as a recruitment strategy has been

demonstrated previously as an effective tool in purposive and snowball sampling (Kosinski et

al., 2015; Leighton et al., 2021).

Of the original 27 responses, two did not meet criteria, and 25 eligible women were
sent participantinformation and consent forms via email. Fifteen women returned signed
consent form and were subsequently interviewed over the next three months. All were
included in data analysis and were anonymised with pseudonyms. Further recruitment was

determined to not be necessary with data saturation reached.
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The participants (Table 5.3) birthed in Australia, ranged in age from 23 to 38 years at
the time of birth, all were in a permanent, heterosexual relationships and well educated. Their
experience of separation had happened five months to ten years prior to the interview.
Fourteen out of fifteen participants had been first time mothers and two experienced a
subsequent caesarean section and separation event, providing a total of seventeen birth

experiences included in the data. Twelve of these were emergent procedures.

Table 5. 3 Participant Demographics

Name (Pseudonym) Age at birth/s Parity at birth/s *  Time since birth/s separation
Maggie 34 primip 16 months
Rose 38 primip 16 months
Alice 33 primip 5 months
Louise 35 multip 5 years
Lauren 26 primip 10 years
Susannah 28, 30 primip, multip 3% & 2 years
Jane 30 primip 3 years

Erin 35 primip 5years

Sally 31 primip 2% years

Lily 23 primip 10 years
Maria 30 primip 2 years
Michelle 27,29 primip, multip 6 & 4 years
Naomi 34 primip 5years

Clara 28 primip 1year
Miranda 33 primip 2% years

*Primiparous/Primip = first birth; Multiparous/Multip = subsequent births
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Findings

Initially distinguishing the maternal-infant separation phenomenon from the overall
perinatal experience was challenging with all participants sharing distressing and traumatic
birth stories. Isolation of four main themes characterisingthe experience of being separated
from one’s healthy baby at birth emerged from the data —Disconnection, Emotional Turmoil,
Influence, and Insight. The themes were then mapped with where they most aligned with the
birthing theories, highlighting the significance of the separation event as a feminist issue.
Rites of Passage was balanced with Rites of Protection based on the medicalisation of the

birth experience (Table 5.4) (Reed, 2021).

Table 5. 4 Data analysis mapped with birthing theories

Nodes Codes/Themes Feminist Birthing Theory

(no. of references)

Birth Territory — Rites of Rites of
(Terrain & Passage Protection
Jurisdiction)

o Desire to hold
baby (19)

o Separation
(126)

o No skin-to-skin » Disconnection

(37) [ ] [ ]

o Breastfeeding
(60)

o Emotions at
birth (60)

o Emotions since
birth (90)

o Impact on
relationship

with baby (31)

> Emotional
o Impact on Turmoil

relationship L ®
with  partner
(10)

o Power &
control (104)
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o Maternal
choice &

consent (65) » Influence ° °
o Coercion (29)
o Staff actions
(143)
o Mother’s
knowledge (35)
o Interventions
(35)
o The  partner > Insight

(53) [ ) {

o Next birth (78)

Theme 1: Disconnection
Four subthemes were coded within thistheme — Desire to hold baby, Separation, No

skin-to-skin, and Breastfeeding.

Desire to hold baby

Wanting to hold their baby at birth was strongly recalled by all participants. They
described pleadingand demandingforthisto happen, and felt their urgency was at odds with
hospital staff. The interval before they were able to hold their baby was sometimes unclear
in their memories, butany amount of time was described as feelingtoo long, Naomi* saying

“It was probably about an hour, but it felt like forever”.

Separation

In all cases, separation at birth did not reflect poor health of mother or baby. Initially
the separation was within the room, babies taken out of view of the mother. Photos were
offered as substitutes to seeingtheir baby, Jane* described how strange it was to see a photo
of the student midwife holding her baby before seeing the baby herself. Some were shown
the baby in what several women described as the ‘circle of life’ hold — baby held up high,
under the armpits to show off genitalia over the drapes. This was distressing and confusing
for Rose* as she didn’t realise female genitals may be swollen at birth so thought she had

been shown a boy. The expectation of examining their baby at birth, counting fingers and
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toes, and confirming gender was not realised due to separation. Erin* recounted she did not
see her baby’s genitals for over 24 hoursand how odd it was to see them after all that time.
Babies were commonly taken to the neonatal unit, despite beingin peak condition at birth,
with fathers all going with the baby. This added to the experience of separation as their
support person were also removed. All participants wanted to see their baby was safe, to be

a mother and be reunited with their partner.

Separation impacted what the participants spoke of as tangible elements that connect
mothers and babies, including smell, touch, and taste. The participants frequently described
their babies beingrubbed, wiped, cleaned, and wrapped. It was seen as a further barrierand
interruption to being close to their baby, changing how they connected with their baby
beyond the birth. Rose* shared she still had no sense of what her daughter smelled like 16
months later and likened it to stoppinganimals lickingtheir babiesto bond and connect. She

felt this significantly impacted her relationship with her child.

No skin-to-skin

All study participants anticipated skin-to-skin contact with their newborn directly after
birth, to hold, meet and feed their babies. Only two participants were supported with this
briefly whilein the operatingtheatre. Thewomen were taken alone to therecovery area after
the caesarean, with some separations being many hours. The woman’s perception of low
statusin the birthingroom was explained through comments around skin-to-skin contact, and

it not being ‘allowed’.

The participants felt that skin-to-skin was not valued in the operating theatre or
recovery room environment. Alice* had requested skin-to-skin contact on her birth plan but
stated she didn’t think the staff saw it as important. Miranda* described havinga detailed
birth plan which included the importance of skin-to-skin contact to her but felt unable to ask
when it didn’t happen. If women did ask for it to happen clinicians gave excuses for no skin -

to-skin, ranging from staffing restrictions, infection risk, or room temperature.

Breastfeeding
Despite traumatic birth experiences and being separated from their infants after the

caesarean birth, the participants all knew skin-to-skin contact and breastfeeding was optimal
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despite the immediate separation. They feared and came to realise that their relationship and

feeding journeys may not be as expected.

All women in this study breastfed their infants through early challenges expected from
a delay to first feeding through separation, many into toddlerhood. They described
misinformation and lack of breastfeeding support soon after birth followed by poor and
inconsistent advice from staff while in hospital. This exacerbated the experience of the initial
separation from their infants with midwives latching babies to their breasts, further

disempowering the women.

The inability to control what happened to their baby was devastating for the

participants, their vulnerability increased with birthingin the operating theatre. They were

disconnected from their body, their baby, and their partner with no right to self-agency.

Theme 2: Emotional Turmoil
Four sub-themes converged into this theme —Emotions at birth, Emotions since birth,

Impact on relationship with baby, and Impact on relationship with partner.

Emotions at birth

The participants first moments after birth were filled with fear, confusion, and
sadness. They used words which portrayed feelings of numbness and trauma, having to
accept what was happening with no choice. While 30% of the births were planned caesarean
sections, all felt pressured to accept the recommendation and were unsure about the true
risk for their baby or necessity of the procedure. They had concern over their own and baby’s

safety, and then experienced the distress of being separated from their newborn.

Emotions since birth
These early feelings and emotions had turned to guilt and anger in the time since the
birth separation experience. The participants recalled theirlack of power and control and of
disembodiment. The separation from the baby at birth hadimpacted how they mothered and

their experience of motherhood. Clara* said she felt robbed of what should have been

possible and had since realised this was not uncommon which increased her anger.
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Impact on relationship with baby

All participants were negatively impacted by the experience of separation, affecting
bonding, mothering and establishing a relationship with their baby in the hours, days and
years since birth. Breastfeeding was commonly highlighted as areconnecting feature of their

mother-child relationships. For Miranda* this took months but was the thing she credited

with narrowing the gap to form a bond with her baby.

Some multiparous participants compared the index birth to subsequent birthswhere
theyremained in close physical contact with theirinfant and were clear about how it affected
their parentingstyles. Lily* felt the emotional attachment and childrearing with her following
two children was very different to her first (index), from the day of birth, attributed to
connection and positive feelings. Susannah* experienced two separation at caesarean events
and fought for a maternal assisted caesarean and no separation for her third, she describes
“the connection | have with [baby]is, it feels horrible to say, completely different to the other

two. From the get-go. Completely...amazing.”

Impact on relationship with partner

Although partners were not the focus of this research, the births and separations had
significant negative impacts on them as well as the marital relationships. The participants
recognised that their partners were also vulnerable and limited in their ability to advocate for
and protect them, including during the separation of mother and baby. In discussing this
Maggie* said “the damage it does first hand on, you know, not just the breastfeeding

relationships but family, like entire family units can suffer because of this.”

Partners were sent with the baby when taken away, not given informationabout the
wellbeing of the women, and commonly asked to go home soon after mother and baby were
reunited. Some did skin-to-skin with the babies but most were first-time parents and didn’t
know what to do. They continued to have negative effects on their mental health and
relationships. The participantsdiscussed the impact this had on their sexual relationships and
planningof future pregnancy and birth plans. Rose* was profoundly impacted by the trauma
of her birth and separation, had not had sex since, significantly affecting her relationship with
her husband. Separatingthe mother and baby had consequences which were significant and

enduring for the entire family.
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Theme 3: Influence
The theme identified as ‘Influence’ demonstrated the impact of interactions and
events that predisposed mother and baby separation. Thisincluded four subthemes —Power

& control, Maternal choice & consent, Coercion and Staff actions.

Power & Control

Maternal care was not woman-centred and prioritised provider and facility agendas
overthe women’s choices and needs. The participants felt decisions to have a caesarean birth,
who was present, and the power imbalance, created an environment which necessitated or

promoted the separation, despite their wishes. Some felt that the timing of their caesarean

section was based on doctor or facility inclination rather than medical necessity.

Vulnerability of the women and therefore the inability to speak up for themselves was
evidentinthe data. They were not valued, Jane* highlighted thiswith “basically | disappeared
the moment | set foot in the hospital.” The participants’ felt power was not theirsand it was

given away because of their susceptibility.

Retrospectively, the participants could see the unfairness in what had happened to
them and that it was not in their power to control. They felt that rather than havingto be

combative, women should be able to expect respectful maternity care as standard.

Maternal choice and consent

Overall, the participants described maternity health care providers who were
generally dismissive. In some cases, they did not address women directly, did not introduce
themselves, and participants were told what would happen rather than asked what they
wanted, and were expected to comply. Michelle* chose the private health system twice, to
have continuity of carer with an obstetrician. She was refused the option to have a Vaginal
Birth After Caesarean (VBAC) with her next pregnancy and denied skin-to-skin contact again

with her second caesarean:

“I don’t even remember them asking for my opinion. It was just ‘You’re having a
caesarean, you’ve got no choice basically’... | honestly don’t rememberthem really asking my
opinion or anything. | just remember on the way down, the midwife saying ‘We’re short

staffed. So if you wanted to have her [baby] in recovery [area] you probably won’t be able to
(Michelle*)
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The participantsidentified thatthey didn’t feel they were permitted to be included in
decision making during and immediately after the birth. Consent was not ‘fullyinformed’ for

care and procedures throughout the perinatal journey. The participants agreed to things

without understanding the risks, benefits, or consequences, including separation.

Coercion

Across the perinatal period, including birth debriefing and provider feedback, the
participants described the experience of coercion and control over decision making for
interventions, timing of birth and separation from their baby. They felt that even though they
formally agreed to procedures and actions, the choice was not theirs, describing the situation
as both forced and bullying. One participantdescribed the preparation and research she had
donein preparationfor her second caesarean section birth, havingbeen separated from her

baby at her first:

“I was doing more research, | was finding out more information, | knew that | would
have a fight based on what | was reading, but | just, | didn’t expect the extent that the

obstetrician would go to to bully me into a caesar.” (Susannah*, separated again)

Staff actions

The sub-theme of staff actions was developed from participantdata aboutindividual,
multi-disciplinary staff members as well as the facility. Maternity care provider interactions
included threats of harm or death for the baby if the participantsdidn’t agree to the caesarean
section. The participants realised retrospectively these risks were generally unfounded. Their

vulnerability was exploited, leading to increased and potentially unnecessary interventions

which led to maternal-infant separation.

While negative interactions were common, the participants acknowledged positive
exchanges and attempts by some staff to support them, and these were remembered with
words reflecting respect, safety, and trust. Simple gestures recalled such as introductions, a
gentle manner, and kindness. Miranda* felt the anaesthetist’s warmth and kindness shown
by holding her hand and explaining what was happening as her baby was born prevented
further trauma and psychological injury. Sally* shared her interaction with two male staff in
the recovery area as she desperately asked to be reunited with her baby “And they were, like,

very caring and lovely, but | just didn’t feel like they really understood the urgency of it. Like, |
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think they were like, ‘Oh, we’ll check. Oh, sorry. No, they say no,” [maternity ward where baby

was]. But | didn’t feel like they were really advocating for me.”

The negative encounters with staff were further disappointing for the participants
who sought maternity care providers and facilities they thought aligned with their
preferences. They pursued knowledge for themselves and their partnersand developed plans
for labour and birth. In hindsight they reflected on a medicalised and patriarchal maternity

care system:

“..and that’s partially the reason why | picked a female obstetrician, and yet, she is
part of that patriarchal system...| think maybe | might have had a better go with a male

obstetrician.” (Naomi*)

Despite pregnancy preparations, none of the participants achieved the positive birth
experiences they had hoped forand were not prepared for the disregard and disrespect they
encountered. They were realistic regarding the possibility of unexpected circumstances and
outcomes, including caesarean birth, butsome participants noted this could have been better
covered during formal birth education classes. Antenatal classes were felt to have not met

their needs but instructed how to behave within the system and do as they were told.

To understandand resolve their conflicted feelings about their experience, several of
the participants soughtinformal or formal responses from the individual doctors, facilities, or
governing bodies to explain and debrief the birth events. The responses were generally
indifferent, denied culpability, and aimed at preventing litigation. Alice* interacted with an
obstetrician as an inpatient, “His debrief was limited to, | guess, the CTG, and he basically
came in, rolled it across the bed, and said, ‘Look at that. That’s massive. You’re all good now

though, right? Alright, see ya!””

The use of disintegrative power undermined and disenfranchised the birth experience
and promoted separation of the dyad. Health service, policy, and personnel was seen to

create conditions which disadvantages the consumer.

Theme 4: Insight
This final theme reflected the longer-term impact of the birth separation, how the

women sought understanding of what had happened, and how to prevent it occurring again

126



“WHERE’S MY BABY?”

to either themselves or others. The four sub-themes were Mother’'s Knowledge,

Interventions, The Partner, and Next Birth.

Mother’s Knowledge
The women understood their pre-birth knowledge and preparation was insufficient
for the health system they birthed in. They saw the conflict and inconsistency between

evidence, policy, and individual practice.

Since the birth and separation from their infant, all participants had sought further
knowledge. They recognised the vulnerability of themselves and their partners and the
imbalance of power within the health system. If planning subsequent births, they again
attempted to find maternity care providers which would support their choices, whether by
caesarean or not, including private midwives and doulas. Five had a VBAC, with a furtherone
attempted but resulting in another caesarean and separation from her baby, this time for
medical reasons. Susannah* and Michelle* both described not being ‘allowed’ to have a

VBAC, both had elective repeat procedures and were separated from healthy infants again.

Lily* had a successful VBAC with the next birth. She increased her knowledge and
discussed the compromises she had been willing to make and of fighting for the things that

were important. She employed a doula, as did others, to support her and her partner.

“The more | thought about it [VBAC], the more | was like ‘Well, we’re gonna have to

really focus and stand up more for what | really want if that’s gonna happen’” (Lily*)

Interventions

One specificaspect of the participants new knowledge was that medical interventions
had the potential to negatively impact their birth experience and outcomes. In describing
their birth stories and their lack of input into decisions being made about their care,
interventions were commonly described as not being evidence-based or done without
consideration of individual circumstances. This ultimately ended up with a caesarean and

being separated from their baby.
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The Partner
Partner support, or perceived lack of, had a deep impact on the birth experience for
the participants. As men, they were more likely to have their opinions respected or requested

and were sometimes asked to convince their partners to have certain procedures.

Ultimately, the impact of mother-infant separation was exacerbated with separation

of the participants from their partner soon after birth. Being finally reunited as a family was

short-lived for many, with partners often told to leave soon afterwards.

Next birth

Eight of the fifteen participants had birthed further children after the separation event
and two were pregnant. They were hypervigilantin their preparations for birth, considered a
repeat caesarean was possible, and as noted earlier, used their knowledge and experience to
prepare. Susannah* sought the obstetrician who would do a maternal assisted caesarean
section for her third birth after two previous caesareans with baby separation. She was both
overwhelmed at this transformative experience and regretful that she did not get this with
her previous births. Her experience led her to widely share her personal birth video to

encourage both women and health care providers to see what was possible.

The women in this study recognised the importance of psychological wellbeing
alongside the physical. Sally* summed this up well, saying — “And | think that that’s the
problem, at the moment, is that all of the risk assessment that they do is based on physical,

but they’ve not taken into account the psychological impacts of those decisions.”

Discussion

This study highlights the significant impact for women separated from their baby at
birth. Those who participatedin this research collectively showed their experience was similar
for all fifteen, includingwhen it happened a second time, providing a valuable understanding
ofthe phenomenon. While the overall perinatal experience for the participants was reflective
of birth trauma and obstetric violence, the significance of the separation event escalated
these profound psychologicaland emotional consequences. The desire to hold their baby was
strong, and as has been demonstrated in other studies, was urgent, intense and affirming
(Stevens et al., 2019) which can influence birth experiences (Ghanbari-Homayi et al., 2020).

The women we interviewed were denied immediate skin-to-skin contact with their baby,
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known to improve birth satisfaction, increase a sense of control, and seen by women as a way
to ensure stayingin close physical contact with their newborn to promote breastfeedingand
connection (Deys et al., 2021). Despite separations lasting many hours in some cases, the
breastfeeding outcomes in this study were largely in contrast with expectations, with
separation and no skin-to-skin contact at birth usually associated with reduced durationand

exclusivity (Crenshaw, 2014; Widstrom et al., 2019).

It could be argued that the stories recounted by participants up to ten years after birth
were distorted by time, however thisis not reflected in research showing women are able to
recall birth experience and events for many years (Bigelow et al., 2018; Bossano et al., 2017;
Brubaker et al., 2019; Puia, 2018). The feelings experienced by a woman at birth is directly
related to how she perceives her safety. In viewing this through both “Birth Territory” (Fahy
& Parratt, 2006) and “Childbirth as a Rite of Passage” (Reed, Barnes, et al., 2016) theories,
safetyis influenced by the people who are caring for awoman, and the environmentin which
she births. Reed and colleagues have also demonstrated, as we did, that when care provider
agendais prioritised over the birthingwoman’s needs itis a factorin the woman’s experience

of birth trauma (Reed et al., 2017).

Hospital birthing facilities are generally designed for staff benefit rather than women'’s
feelings of safety and sense of control (Fahy & Parratt, 2006). “Birth Territory” describes this
‘surveillance’ terrain where women feel fearful, resulting in poor physical functioningand
emotional wellbeing (Fahy et al., 2008). This study highlights the importance of creating
physically and psychologically safe birthing spaces, recognising the power imbalance and

vulnerability of women.

The organisation and management of obstetric-led maternity services creates an
environment prone to facility-controlled power to disadvantage and discipline women into
submission. The participants explored both positive and negative accounts of midwives and
health care providers who impacted their birth experience. Their descriptions included
respectful and supportive care but recognised that this was often exceptional, not standard
practice. The participants saw the potential of midwives, expected their support and
guidance, and while being disappointed in what the midwives didn’t or couldn’t do, they saw

this as a system failure. Hospital policy and androcentric power does not encourage care
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provider guardianship for women and the hierarchical structure is a risk to women’s safety
(Kanaris, 2023). Patriarchy disempowers midwives and other care providers which in turn

disembodies and traumatises women (Patterson et al., 2019).

Power and control were strong concerns for all participants, who recognised the little
they had. Previous work, like our study, has shown that skilled and even kind caregivers who
meet their own needs first take away the power, respect and confidence of woman, limit her
participation, and cause negative birth experience and trauma (Goer, 2023). Empowering
women to give birth, rather than being delivered-of their babies, improves birth satisfaction

and wellbeing of the dyad (Fahy et al., 2008).

The strength of this research was using feminist theory to deeply explore the rich data
sets. Both birthing theories illuminated the power imbalance created when women are
surrounded by staff and environments that manipulate and discipline. The women who chose
to be in this study were motivated to change this system, and perhaps not representative of
all similarly birthing women who were separated from their baby. This limitation could be
developed with further research to understand a broader selection of women and the

providers who have cared for them.

Conclusion

This study sought to understandthe experience of women who birthed by caesarean
section and were unnecessarily separated from their baby. The findings demonstrate that
separation caused deep emotional and psychological impacts for the participants. Their sense
of control was diminished by facility power, discipliningwomen into submission using policy
and fear. Australian maternity systems, like others around the world, focus on the physical
risk of pregnancy, labour and birth, and particularly the risk to the infant. Consideration
should be given to the woman’s human right to self-embodiment, preventing psychological

harm and the consequences of separation at birth for both mother and child.

5.3 Chapter Conclusion

The results of this research were raw, emotional and rich with the maternal lived
experience of being separated from one’s baby at caesarean section. It shows the labyrinth

of the perinatal experience and the consequential cascade each interruption, opposition and

130



“WHERE’S MY BABY?”

intervention had in leading to dyad separation. The next chapter will discuss these findings,
argue their relevance to maternity care systems and providers and challenge health care

providers, in particular midwives, to do better.
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Chapter 6: Discussion
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6.1 Chapter Foreword

Chapter 5 presented the findings into four overarching themes Disconnection,
Emotional turmoil, Influence and Insight. In this chapter | will discuss the findings and
demonstrate how these have answered the research question on how women experience
separation fromtheir baby at caesarean section birth whenitis not medically necessary. The
emotional turbulence will be described first, the psychological trauma of the removal of their
baby having resoundingand ongoinginfluence in the life of the participants. Being prepared
for both the birth of separation and for subsequent births will then be explored further,
followed by the theoretical underpinnings and methodological framework which were shown
in Chapter’s 3and 4. Birth Territory and Rites of Passage are brought together to understand
the lived experience of the participants through a feminist lens. | will then reflect on the term
‘Obstetric Violence’ and how this corresponds with my findings, contemplating an extension
to this terminology to better encompass the psychological trauma caused by health care
providers and systems. The unexpected breastfeeding outcomes will also be further explored
in this part of the thesis. While breastfeeding outcomes were not the aim of this study, these
ancillary findings further describe the maternal experience of separation in reestablishing

and connecting with their infant through breastfeeding.

Despite the overall traumatic perinatal experience, the separation of the participants
from their newborn infants demonstrated profound psychological and emotional
consequences. The desire to hold their baby was strong and this has been also described in
other studies as urgent, intense and affirming (Stevens et al., 2019). My literature review in
Chapter 2 developed these pointsin more detail, showinghow women experience this close
physical contact with their newborn at birth. The women | interviewed were denied
immediate skin-to-skin contact with their baby, which is known to improve birth satisfaction
and give women a sense of control, and is seen by women as a way to ensure non-separation

and promote breastfeeding and connection (Deys et al., 2021).

6.2 Emotional Turbulence
In describing their emotions at the birth and time of separation, the participants used
words known to be associated with a traumatic event — numb, frightened, scared, anxious.

This detached and emotionally critical response was also evident in their descriptions of
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physical reactions such as uncontrollable shaking, representing a dominance of the
sympathetic nervous system (Walter et al., 2021). The participants in this study were all
denied the opportunitytoincrease their endogenous, stress-relievingand soothing oxytocin
with immediate skin-to-skin contact and early breastfeeding, known to alleviate these
feelings and physical reactions (Walter et al., 2021). Whilst acknowledging that the majority
of these caesarean births were not planned or wanted, and therefore inherently stressful,

trauma was inflicted further by maternal-infant separation.

Over time, including for some up to ten years later, the emotions progressed to anger,
sadness, frustration, shame and failure that were still fresh duringthe interviews (see Figure
5.2). The responses reflected normal reactions to trauma rather than signs of mental illness
(Center for Substance Abuse Treatment (US), 2014) although some participants had been
diagnosed with Post Traumatic Stress Disorder (PTSD) and Post Natal Depression since the
birth of their child. Women with both a negative experience and caesarean section as
independent factors are at increased risk of birth trauma and PTSD related to the birth
(Horsch et al., 2024). Although some participants had been established to exhibit childbirth
related mental health conditions, all displayed emotional responses linked to birth trauma

which was exacerbated by being separated from their baby.

6.3 Being Prepared

All participants talked of the preparations for childbirth and the knowledge they had
sought prior to the birth and separation event. They navigated their entire perinatal
experience during the research interview to explain how the period of separation had
impacted them, and it was clear that these women did not enter the process blindly. They
chose providers, facilities and expertise that would ensure the best outcomes for themselves
and their babies, whatever the mode of birth and most had written birth plansthey discussed

with the providers.

Women are expected to prepare for childbirth by health facilities, health care
providers, families, friends and social media. It is a time of joy and excitement for many as
well as some trepidation. Birth plansshould offer the opportunity for women and health care
providers to communicate and cooperate to improve informed decision making (Bell et al.,

2023). Developingthe plan andfinding the right perinatal support provider is promoted, often
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at high prices, as being a way to ensure a safe pregnancy and birth. However, perception of
safety differs between maternity care disciplines and providers, and as already discussed,
generally focuses on baby wellbeing (Davison, 2020). Women value psychosocial safety
equally with the physical, and want a positive experience from their birth (Downe et al., 2018).
They can feel empowered when supported and involved in planning their birth, even when

the outcome is unanticipated (Lewis, 2014).

While only five of the birth stories in this research involved a planned caesarean birth,
the women were given littleinformed choice priorto the event and most did not understand
the exact reason for an elective caesarean. The value of a birth plan for women having
planned caesareansections reflects a right to respectful maternity care, however the majority
of women can still be denied their preferences, including immediate skin-to-skin at birth,
regardless of requests (Barnes et al., 2022). Developing a birth plan, even with contingency
options for emergent or unanticipated events, requires ongoing respect and support from
health care providers to be effective. This was not evident in the stories recounted in this

study.

6.4 Birth Territory and Rites of Passage

Many of the participants described transiting through terrains which resembled
surveillance rooms, from the monitoring in birthing units to the ultimate transfer to the
operatingtheatre. Hospital birthing facilities are commonly designed to monitor women and
provide ease for staff to do so rather than the homely and sacred places conducive to
physiological birth (Goldkuhl et al., 2022). “Birth Territory” describes this terrain as places
where women feel unsafe and fearful, with resulting poor physical functioningand emotional
wellbeing (Fahy et al., 2008). Safety has been linked with the birth environment in other
studies, influencing birth satisfactionand outcomes (Maxwell et al., 2024). Feeling unsafe and
havingno sense of control in the clinical environment was described by these participants and
implicated in their overall birthing experience and subsequent separation from their babies.
The operating theatres were portrayed to them as “too cold”, insufficiently staffed, and an

environment that would cause infections for babies left with their mothers.

The terrain of the mother’s bodies was additionally deemed unsafe, both before and

after birth, with actions and comments alluding to the baby being safer in the care of staff,
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neonatal units or fathers. The design of the operating theatres created visual separation of
the dyad, with equipment and people in the way for mothers to even be able to see if their

baby was alive and well.

Therituals around birth, including the medicalised processes can either strengthen or
delete the power a woman has at a time when she is most vulnerable and opento suggestion
(Reed, 2021). Autonomy for the participants was thwarted by removing their right to make
informed decisions abouttheir own care (Brand & Gartland, 2024). This lack of autonomy was
particularly emphasised when the rights of the fetus was elevated above the woman, coercing
compliance rather than seeking consent. This health care provider focus of fetal rights over
maternal humanrights complicatesany notion of woman-centred care (Newnham & Kirkham,
2019). The rituals demonstrated in the births of these participants emphasised their failure
to safely carry and birth their child, let alone care for them with their bodies after they were

born.

The jurisdiction of the operating theatre, in particular the people who were in the
environment caused disintegrative power that undermined the participants self-
embodiment. The medical Rites of Protection which could have supported the women having
non-physiological birth, worked against the participants to favour the health care providers.
This was highlighted with the lack of support given to them to stay in close physical contact
with their newborns. Health care providers, in particular midwives, should be well placed to
provide respectful, safe and supportive care to improve the psychological as well as physical

birth outcomes by centring on and partnering with women (Shiindi-Mbidi et al., 2023).

The organisation and management of obstetric-led maternity services creates an
environment prone to facility-controlled power that disadvantages and disciplines women
into submission. Midwifery or health care provider guardianship versus domination was
illustrated by all participants who explored both positive and negative accounts of midwives
and other health care providers who impacted their birth experience. Their descriptions
included respectful and supportive care but recognised that this was often exceptional, not
standard practice. The potential of midwives to provide protective and respectful care was
anticipated by the participants, particularly those who had established relationships with

them in the antenatal period. While disappointed in what the midwives didn’t or couldn’t do
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in the labour and birth period, they also understood this was an organisational failure.
Hospital policy and androcentric power does not encourage care provider guardianship for
women and the hierarchical structure is a risk to women’s safety (Kanaris, 2023). Patriarchy
disempowers midwives and other care providers which in turn disembodies and traumatises

women (Patterson et al., 2019).

Power and control, or jurisdiction, were strong concerns for all participants, who
recognised the little they had. Previous work, like our study, has shown that skilled and even
kind caregivers who meet their own needs first take away the power, respect and confidence
of the birthing woman, limit her participation, and cause a negative birth experience and
trauma (Goer, 2023). Empowering women to give birth, rather than being delivered-of, their
babies improves birth satisfaction and wellbeing of the dyad (Fahy et al., 2008). And while
medical interventionsand caesarean births are more likely to disempower women and reduce
birth satisfaction itis not the birth mode butinstead how a woman is treated by health care
providers that will impact her experience (Brand & Gartland, 2024; Lawal et al., 2024; Reed,
2021). It was also the production line, ‘butcher shop’ experience which was not woman-

centred, individualised or respectful that impacted birth experience (Schobingeretal., 2024).

The impact of the birth separationevent altered how the participants transitioned to
‘mother’ and continued to impact the relationships they had with their partners and infants
beyond the perinatal period. Some felt that a lack of action from their partners to provide
protection had made them complicit in the trauma and separation they experienced. For
several this was short lived as they reflected on the shared distress and lack of control but for
others it continued to affect their relationships. Similarly, while the majority felt little or no
attachmentto theinfantimmediately after birth, most developed positive relationships over
days or months. The participants clearly associated this lack of early connection with the
separation at birth, including being parted from partners. They also reflected that skin-to-skin
and breastfeeding were healingand supportive factorsin the establishmentof a relationship
with their baby. Thisis understandable with the well-known role of oxytocin for mother-infant
bonding, the hormone being released during both skin contact and suckling on the nipple

(Walter et al., 2021).
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6.5 Obstetric Violence and Neglect

Obstetric violence, a gendered abuse within maternity care, is increasingly affecting
women, and beingrecognised, globally (Keedle et al., 2024). It is a term which has been added
to legislature in many countriesin an attempt to protect women duringthe perinatal period,
covering the physical, sexual, emotional and psychological harm caused by maternity health
care (Chervenaket al., 2024; Perez D'Gregorio, 2010). Australiais not one of these countries,
however the 2023 Birth Trauma Inquiry in New South Wales, has sought to report on and
address this shortfall (New South Wales Parliament, 2024). | was impelled to make a
submission to this inquiry in 2023 based on my clinical experience and the prominence of
obstetric violence portrayed in this research (see Appendix C). The care the participants in
this study received caused harm which was significant and enduring— physical trauma, non-
consensual and painful sexual touch, emotional turmoil and psychological injury. This fits
directly with the definition of obstetricviolence. Separatinga woman from her baby without
medical reason and stopping her from holding and feeding her baby immediately after birth

fits the definition of obstetric violence (Perez D'Gregorio, 2010).

Obstetricviolence can be normalised by governments, institutions and providers with
the belief that it improves safer outcomes for women and babies (Downe et al., 2023). It
increases when the rights of a fetus are elevated over the rights of the woman, and does not
account for the woman’s authority to make choices that are right for her and her baby (Deys
et al., 2024a). Declining or disagreeing with a proposed treatment increases the risk of abuse
and disrespectful maternity care (Niles et al., 2021). This was evident in the stories the
participantsshared, with coercion and bullying being used alongside threats of harm for their
babiesiftheydidn’t comply with recommendedinterventions. Obstetricviolence has become
a form of discipline, concealed within the context of maternity services, to ensure compliance

from women (Chadwick, 2017).

In Australia around one third of women birth by caesarean section (Australian Institute
of Health and Welfare, 2023) and the same number experience birth trauma (Keedle et al.,
2022). The general perception of trauma requiring physical harm disregards the significance
of psychological injury. This research has demonstrated the significance of maternal-infant

separation for increasing psychological and emotional harm. In particular, it has highlighted
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the influence of healthcare providersin propagating this harm through invalidating maternal
choice, pressuring consent, and removing power and control from the woman. Vulnerability
of the women was not considered, and facility and provider agendas were prioritised. Fear
was used to limit and direct decisions made by the women who felt intimidated and
defenceless. The use of threats and coercion is associated with the experience of
psychological abuse (Keedle et al., 2024). The participants all complied with the caesarean
section birth which resulted in being separated from their baby because of the escalated risks
presented to them to gain ‘consent’. They had no choice about the subsequent removal of

their newborn babies.

Any debriefing the participants experienced did not acknowledge the trauma they
experienced but focused on reducing litigation and the obligation of gratitude to have their

baby. This neglected the significance of the trauma and minimised the importance of the

woman.

6.6 Ancillary Findings Related to Separation -
Breastfeeding

Although separation from their babies lasting hours in most cases, the breastfeeding
outcomes of the participantsin Theme 1 were largely in contrast with expectations, with
separation and no skin-to-skin contact at birth known to be a factor in lactation failure
(Crenshaw, 2014; Widstrom et al., 2019). These unexpected outcomes were presented in
2023 at the Lactation Consultants of Australia and New Zealand (LCANZ) conference in

Melbourne, abstract as follows and also presented in Appendix G.

Abstract: Lactation Consultants of Australia & New Zealand (LCANZ), Melbourne 2023 -

Breastfeeding In Spite Of — unexpected findings

Keeping mothers and babies together in the immediate period after birth, ideally in skin-to-
skin contact, is well known to facilitate a biologically normal chain of events, including

breastfeeding.

In my PhD research | have sought to understand the experience of women who were
separated from their baby after caesarean section birth without medical reason. | expected

to hear stories of breastfeeding struggles and failure, but what | found was resilience and
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determination in spite of their negative and often traumatic birth experiences. Breastfeeding
was not without challenges but the women overwhelmingly took back the control they lost
during their birth and sought to re-establish the relationship with their baby by feeding and

nurturing them.

This presentation shares the stories of 15 women who participated in interviews of a feminist
phenomenological research study. It will show the strength of women who despite a loss of
centrality, power and connection with their baby during and soon after birth, still breastfed

successfully and long-term.

Breastfeedingis a human right, closely associated with positive health and wellbeing
of both motherand baby (Van et al., 2023). Initiation, exclusivity and duration all play a part
in preventing short- and long-term illness, supporting healthy relationships and protecting
emotional as well as physical health. Successful breastfeedingis closely related to pregnancy,
birth and early post-natal experiences with medical interventions likely to have negative
impacts (Andrew et al., 2022). Caesarean section births are associated with reduced initiation,
duration and exclusivity, for multifaceted reasons, including interrupting how women and
babies interact with each other in the first moments after birth (Guala et al., 2017; Walker,
2022). Women having caesarean sections are more likely to have underlying health conditions
leadingto more medicalised births, are given more medications, have more difficulty finding
comfortable positions to feed their babies, but notably they are more likely to be separated
from their baby in the first hours. Women who are traumatised by their birth event are less
likely to enjoy and transition to becoming a mother which correlates with reduced
breastfeeding over at least the next 12 months (Mitchell & Whittingham, 2023). No
immediate skin-to-skin, delays to first feed and prolonged separations are all known to have

poorer breastfeeding outcomes (Crenshaw, 2014; Parker et al., 2020; Smith et al., 2017).

In spite of this evidence, the participantsin this study all achieved a breastfeeding
relationship with their child, many long-term or still breastfeeding at interview. Being
successful in breastfeeding enabled bodily autonomy, power and control lost at birth to be
returned to them. This served to ameliorate some of the birth and separation trauma,
promotinga physical and emotional connection between the dyad. Most had anticipated and
experienced early struggles with establishing lactation but were triumphantintaking back the

control that had been taken from them, independent of breastfeeding duration. Those who
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did not achieve their full goals or the mother-child relationship they wanted blamed the
separation fromtheir baby at birth, unable to bond and experience the biological norm. The
participantsin this study frequently described cultural practices within the services they
birthed in which negatively impacted satisfaction and demonstrated that skin-to-skin contact

and keeping mothers and babies together was not either respected or standard practice.

Protectingwomen from birth trauma and negative birth experience should be the goal
of all maternity care providers. Ensuring women have informed choice, supporting their
decisions, keepingmothers and babiestogether, and ensuring safety and respect will improve
both birthing and breastfeeding outcomes. Providing more intensive breastfeeding support
and care to women who have experienced adverse birthing events such as caesarean section
or unavoidable separation from their newborn enables them to bond and breastfeed more
successfully with theirinfants (Tzitiridou-Chatzopoulou et al., 2023). This unexpected finding
should inspire both women and health professionals to encourage the psychologically and
mutually protective effect of breastfeeding for mothers as well as babies following birth

trauma.

6.7 Chapter Summary

The participants in this study frequently described cultural practices within the
services they birthed in which negatively impacted satisfaction and demonstrated that skin-
to-skin contact and keeping mothers and babies together was not either respected or

standard practice.

Thetheoretical relationship for Rites of Protection was significantly associated with all
themesasseeninTable 4.3. Medical interventions have a rightful place in maternity care with
the potential to save maternal and neonatal lives. However, informed consent is difficult
when patriarchal medical systems expect compliance from women who are given misleading
details, suggestion and exaggerated risk to comply with procedures (Reed, 2021). Rites of
Protection need to be balanced with the Rites of Passage, with health care providers, in
particular midwives, ensuring women remain at the centre of care and supported to be

involved in decisions with options, not ultimatums.
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Blending the terrain and jurisdiction of the Birth Territory theory (Fahy et al., 2008)
with the conception of power and control with Rites of Passage and Protection (Reed, 2021)
provided insight into the experience of the participants in the research. The influence of
maternity care providers and facilities is the largest, modifiable factor where change can

positively affect all other experiences for women.
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Chapter 7: Strengths,
Limitations &
Recommendations
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7.1 Chapter Foreword

This study sought to understand the experience of women who had a caesarean
section birth and were separated from their baby unnecessarily. The findings demonstrate
that separation caused deep emotional and psychological impacts for the participants. Their
sense of control was diminished by facility power, disciplining women into submission using
policy and fear. Australian maternity systems, like many other around the globe, focus
predominantly on the physical risk of pregnancy, labour and birth, and especially the risk to
the infant. My research stresses that consideration needs to be given to the woman’s human
right to self-embodiment, the prevention of psychological harm and the consequences for the
woman separated at birth from her baby. Keeping mothers and babies together at birth can
mitigate the impact of birth trauma and protect ongoing maternal wellbeing. This chapter will
present the strengths and limitations of this body of work and share recommendations to
improve the maternity care experience for women through practice and policy change, along

with suggested future inquiry.

7.2 Strengths & Limitations

Critically examiningthis research for limitations and strengths created the opportunity
to discover flaws in the appropriateness of the study and the findings made. The greatest
strength was in the use of a feminist phenomenological approach using feminist birthing
theories to create the structure to understand the birth experience. The traumatic and
negative experiences shared through this approach strengthened the quality of the findings

due to the rich descriptions of the participant data.

While the findings may not represent the experience of all women birthing by
caesarean section who are separated from their babies, they were consistent for these
participants. Potential limitations were identified and considered —that of the purposive and

snowball sampling technique, a smaller number of participants, participant demographics,

and the trustworthiness of participant memory recall.

Strengths

Feminist birthing theories: The strength in using feminist birthing theories supported the

methodological enquiry with previously developed tools on the experience of birth. These
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have been used formerly to understand physiologicallabour and birth, however the premise
of a woman ‘giving birth” and transitioningto ‘mother’ through mind, body and spirit should
be viewed the same regardless of birth mode. The feelings experienced by a woman at birth
are directly related to how she perceives her safety which is influenced by the people who
are caring for her, and the environment in which she births. This is the first research to use
both “Birth Territory” (Fahy & Parratt, 2006) and “Childbirth as a Rite of Passage” (Reed,
Barnes, et al., 2016) theories (see Chapter 3 for more details) to understand the maternal
caesarean birth experience and the particular aspect of being separated from a baby without
medical indication. The participants in this study all birthed in a similar environment — an
operatingtheatre, in Australia, with similar health professional disciplinesaround them. The
results were comparable for both planned and emergent procedures, showing that the
agenda of the care providers were prioritised over the needs and wants of these women,
something also demonstrated in other research, and a factor in the woman’s experience of
birth trauma (Reed et al., 2017). This continues to be relevant when no change is being seen
over the last ten years, despite growing evidence to support keeping mothers and babies

together in skin-to-skin contact.

Limitations

Purposive Sampling: As discussed in Section 4.4 Participant Recruitment and Sampling,

purposive samplingin qualitative research provides the opportunity to explore rich data sets
such as these and provide subjective knowledge of the phenomena rather than population
generalisations (Bolderston, 2012; Polit & Beck, 2017). Seeking participant involvement from
a proactive maternity consumer group known to be seeking better outcomes for women was
a deliberate technique to find the unique set of vulnerable women who had been impacted
by the phenomenon. As a qualitative study seeking to understand the experience of women
separated from their baby at caesarean section this suited the objectives well. The
phenomenological framework meant searching for the subjective and specific knowledge of
the participants rather than a generalised assumption of all birthing women. As considered,
not all women negatively experience separation from their baby, however this group of
women were all deeply and comparably impacted, providing abundant datato be considered.
Replicatingthis study across a broader population sample could identify different themes or

reinforce the validity of this research.
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The participantsindividually chose to be involved in this study by respondingto the call out,
alongwith the social media group members who chose to share the original recruitment post

to other platforms, creating a snowball effect. This altruistic motivation for research

participation has previously been demonstrated, with expected shared empathy and
connection to a community, along with feelings of common good benefiting participants
(Carreraetal.,2018). All participantsinthis study had altruisticreasons for their involvement,
connecting and empathising with future birthing women and wanting to improve birthing
experience for those having caesarean sections. Erin* had shared the Facebook recruitment
post with her extended family, her mother respondingstraight back with “this is what you’ve
been waiting for”. She felt relief that this research was being conducted and very keen to be

involved:

“The fact that someone out there is identifying this as an issue, and it’s, you know,

being looked into, and maybe this will change, is also just a healing thing to know”

Small participant numbers: Only fifteen women participated in this research, however they

collectively showed that separating a mother from her baby at caesarean birth was
experienced similarly. This included when it happened a second time. There were no
differences seen in experiences of being separated from their baby for procedures which
were either planned orunplanned. This provided a strong and valuable understanding of the
gender-based phenomenon and hints at the breadth of the issue in our patriarchal health
systems. A much larger sample may have added to the sub-themes or themes however data

saturation was noted at participant 13 with no additional themes in the final two interviews.

Participant demographics: All participants in the study were well educated and predominantly

white women who birthed in the Australian health care system. The findings may not be
replicable with women of different cultural or national backgrounds experiencing the same
birth and separation event around the world. However, respectful maternity care is globally
recognised as a human right, acknowledging the importance of women’s preferences and
maternal birth experience (World Health Organization, 2018c). Including more culturally and
linguistically diverse women who birthed in Australia who experienced the same separation

event at caesarean section birth may have provided a broader understanding. This research

146



“WHERE’S MY BABY?”

could also inform investigators from other countries to replicate the study to gain an

understanding of the lived experience of their birthing women.

Trustworthiness of participant recall: In considering the potential limitations it could be

argued that the stories recounted by these participants up to ten years after birth could be
distorted by time, however this has notbeen reflected in other literature, with women shown
to be ableto recall birth experience and events for many years (Bigelow et al., 2018; Bossano
et al.,, 2017; Brubaker et al., 2019; Puia, 2018). The participants collectively reported
consistent stories despite up to a decade since their births, reinforcing the validity of the time
period used. | justified the study term through my original literaturereview to show that skin-
to-skin asthe ultimate method of not separating babies from their mothers was not routinely
presented in literature or potentially occurring at caesarean sections prior to 2010 (see

Chapter 2, Section 2.2).

7.3 Policies That Support Women

Respectful and safe maternity care should not be dependent on an individual
practitioner but supported by policy and informed practice. International policy advocates for
woman-centred, midwifery-led continuity of care that supports every woman’s human right

to safe and respectful perinatal care (World Health Organization, 2018c).

Woman-centred care in midwifery-led continuity of care (CoC) models have been
demonstrated repeatedly as being safest for women and equally safe for babies and yet
continue to have slow uptake in high-income countries including Australia (Homer, 2018;
Renfrew et al., 2014). Lack of access to this option increases risk of obstetricviolence and the
experience of trauma (Keedle et al., 2024). Including midwifery-led CoC in policy facilitates
the shift to a reducinghierarchical structure and improving power balanced decision making

for women (Cummins et al., 2020).

Policy should be developedin consultation with both evidence and the women it aims
to support. A national Australian guiding document on woman-centred care was released in
2019 (COAG) but neglected to fully address the evidence of midwifery CoC and to clearly value
maternal choice and right to self-embodiment (Dahlen et al., 2023). This research provides

evidence of the importance of woman-centred practice, psychologically safe and respectful
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maternity care which can be used to inform practice documents at local, state and national
level. It highlights the importance of the consumer experience and right to self-determination,

both of which should be addressed by policy.

Respectful maternity care practice should be evidence-based, including supporting
skin-to-skin care at all births unless medically contraindicated. Maternal choice and consent
should include pathways for women who decline the treatment being recommended by the
practitioner withoutretribution, and ensure the woman has ultimate rights to both her body
and her baby. These policies and pathways must recognise the inherent gender-bias and
patriarchal health system history to make meaningful change for future birthing women
(Betron et al., 2018). Sharing the findings of this research through both conference
presentations and publications ensures this new evidence can inform policy and procedure

change.

7.4 Addressing Workplace Culture

Addressingthe challenges of workplace cultures that remove power and control from
women, increase fear and lead to poor birth satisfaction requires change at all levels. The
historically androcentric and gender divisive norm of health services creates a culture of

inequity and dismissive care towards women, both as givers and receivers of treatment

(Betron et al., 2018; Dahlen et al., 2022; Merone et al., 2022).

Providers who deliver care to women, including maternity services, must be
challenged and systems put in place that promote the bodily autonomy of women. Respectful
care does not require women to acquiesce to care providers or be a ‘good girl’, or to give
away their power to the authority of the provider (von Benzon et al., 2024). Changing cultural
behaviours includes shifting the language that both midwives and doctors use, recognising
the reason change is important, and acknowledging the rights of women to disagree with

suggested treatment plans.

Hospitals currently function within hierarchical structures and a balance of risk and
complexity, however women still need respectful, fair, kind and psychologically safe care
(Lephard, 2023). Cultural norms which respect the human rights of childbearing women start

with supporting the individual care providers, particularly those who are also challenged by
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patriarchal constraint such as the predominantly female midwifery workforce (Dahlen et al.,

2022).

Educating and empowering women is a small but important part of changing
maternity care practice and culture. However, telling women they have a choice is not the
same as giving them informed choice. The current system needs to change, returning power
through truly woman-centred care, before women will beable to make autonomous decisions
about their care. Informed choice and shared-decision making does not account for facility
and provider power (Yuill et al., 2020). Education of maternity care providers to understand
the balance of power, bodily autonomy and what increases risk for childbirth trauma and
reduced maternal wellbeing has the potential to improve outcomes for women (Heys et al.,

2022; Leinweber et al., 2023; Yuill et al., 2020).

7.5 Midwifery Care

It would be expected that not all women who have had a caesarean section and are
separated from their baby have been traumatised, however this was the experience of the
participantsin this research. Lily* who was traumatised by her caesarean birth went on to
have two successful VBAC births. She did not think it was the mode of birth but the care
provider supportshe experienced, “People who have beautiful caesarean experiences, they’re

usually pretty happy to just have another one.”

Health care providers, in particularmidwives, are the key to supporting women to feel
safe and have a sense of control for all births, including the choice to hold and stay with their
baby (Avery, 2023; Dahlen et al., 2022). Midwifery-led care can reduce the incidence of
caesarean section births however this birth mode will remain an important and safe option
for many women and babies. Midwifery attendance at caesarean section birthsin Australiais
standard and all participants talked of midwives’ presence. The midwife’s role is valuablein a
supportive context, advocating for and supportingwoman’s choices. Thisincludes skin-to-skin

contact, non-separation of the dyad, and early feeding, all known to be desired by women

(Deys et al., 2021).

This was not the overall midwifery experience of the participantsin this research who

talked of mistrust, lack of protection and unsupportive care, Miranda* saying “/ don’t feel she
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was supportive at all. She was certainly not an advocate.” Maria* also said that “/ felt like they
didn’t really protect me as well as they should have” but acknowledged, along with other
participants, that midwives may behave like this to protect themselves “I know that that’s
because of the fact that they’re still governed by the policies of that hospital, and they didn’t
want to get in trouble.” Naomi* saw this as them beinginstitutionalised “They were basically
obstetric nurses...note-takers, and um, you know, IV checkers. That’s all they were because it’s

the institution, and it’s the culture.”

The International Definition of the Midwife recognises the importance of the
midwifery scope of practice as a partnership role with the woman (International
Confederation of Midwives (ICM), 2017a). Midwives responsibilities include being a supporter
of women'’s rights to make decisions about their care and empower them to speak for
themselves (International Confederation of Midwives, 2014). The findings of this study call
outthe challenge to midwives towork withintheir code of practice and ethics with allwomen,
at all births. Improving perinatal satisfaction, providing respectful care and eliminating

harmful practices sits soundly within midwifery responsibilities (Avery, 2023).

However, gender and power inequality extend to the staff caring for women in
maternity services (Betron et al., 2018), with midwifery being a predominantly female
workforce. The patriarchal hierarchy of maternity care systems dominates both midwives
and mothers with science and risk modelling rather than supportingautonomy (Dahlen et al,,
2022; Einion & Robertson, 2023). Future post-doctoral research should include the
experience of midwives, particularly as these are the health care providers most likely to be

able to improve outcomes for women.

7.6 Redefining Psychological Obstetric Trauma

The discrediting which occurs for psychological trauma leads me to considerthe term
‘obstetric neglect’ as an additional but significant description for what these participants
experienced. It does not seek to devalue or remove the terminology of ‘obstetric violence’
which includes psychological trauma in its overall definition. However, it highlights the
important facet of disempowerment by voiding choice, influencing consent and coercing
compliance. While this research showed examples of violent physical trauma it was the

psychological distress and damage that remained with them well beyond the day of birth.
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Women are consistently told that these experiences are not valuable by escalating the
importance of the baby over themselves — “you better be thankful because you have a
healthy, beautiful baby” Rose* (Perrotte et al., 2020). The gendered interpretation of a
woman prepared to sacrifice herselffor her baby has been perpetuated through androcentric
health systems and needs to be recognised as neglectful of the rights of women. Neglect
indicates a failure of care or provision for theimportance of the woman in her own right, not
just as ‘mother’. As with obstetric violence, obstetric neglect can leave women feeling
disrespected, powerless, dehumanised and violated (Keedle et al., 2024). Using the term
‘obstetric violence’ alone has led some health providers to call it a misleading term because
itisatoo strongand emotionally charged, likened to acts of terrorism (Chervenak et al., 2024).
The watered-down version suggested by Chervenak et al (2024) to ‘mistreatment’ emphasises
the patriarchal influence and the minimises the trauma experience of women. | propose the
fully informed label of ‘obstetric violence and neglect’ to fully validate the experience of

women.

7.7 Chapter Summary

The potential for meaningful change for perinatal women in the current maternity
care system leans on current and future research. Acknowledging and redefining birth
experience language to include the dissatisfaction and trauma women are facing is the first
step towards transforming the service. Table 7.1 summarises the policy, practice and research

recommendations | have made from this research.
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Table 7. 1 Recommendations summary

Recommendation

Policy & Practice

Research

Policies that support women

CoC Models of Midwifery care
increased

Woman-centred care
embedded in all policy and

procedure documents

Non-punitive pathways of care

for women who decline
recommended treatment
option

Skin-to-skin at all births as

standard practice —set in policy
and auditing processes

National monitoring of skin-to-
skin and exclusive
breastfeeding rates of
individual facilities

Addressing workplace culture

Challenging hierarchical
structures through HCP
education and policies which
acknowledge individual rights
and autonomy

Midwifery care

Support for midwives to work
within their scope of practice as
autonomous practitioners
including through CoC

Understanding the gender and
power experience for midwives
working in health care facilities.

Redefining
Obstetric Trauma

Psychological

Valuing psychological trauma
and violence through the
additional term of ‘obstetric
neglect’

HCP education on the impact of
psychological birth trauma and
confronting current practices
which exacerbate and
precipitate the experience of
trauma for perinatal women
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Chapter 8: Conclusion and
Reflections
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8.1 Chapter Foreword

This chapter seeks to bring summation and conclusion to this thesis body of work.
Each segment of the research purpose and process has been presented, with the final
chapters showing the assumptions drawn and recommendations made. The following will
presentaconclusion to the thesis, reflect on the PhD journey which led to this culmination of

work and make closing remarks.

8.2 Conclusions - “Where’s my baby?”

This feminist phenomenological study provides new understanding on the lived
experience of women separated unnecessarily from their baby at caesarean section birth. In
examiningthe participant births within an androcentric obstetric system, a framework of two
feminist birthing theories, Birth Territory (Fahy & Parratt, 2006) and Childbirth as a Rite of
Passage (Reed et al, 2016) have been used. This has presented a deeper understanding of
birth as more than a physical experience and the negative impact of removing power and
control from the woman and placingit with the health care provider. Thisresearch explores
birth trauma exacerbated by separation of mother and baby, through both obstetricviolence

and neglect.

Fifteen women were interviewed on this experience of separation immediately after
birth and being denied the opportunity to have skin-to-skin contact, hold or breastfeed their
baby, despite them both being medically stable. The disregard of woman’s choice and a focus
on ‘delivering’ a baby did not account for the transformative experience of birth and
becominga mother. The woman’s vulnerability was extorted by the medical system, ignoring
wants, requests and rights, with the balance of power sitting firmly with the medical system.
The distress and trauma of the participants births continued to impact their relationships,

wellbeing and lives to at least ten years after birth.

As described, four main themes were identified — Disconnection, Emotional Turmoil,
Influence and Insight. While the entire perinatal experience for these women was traumatic,
the separation from the baby at birth had profound emotional and psychological impacts.
They saw theirlack of power and control in the birthingenvironment as something that was

removed or denied by the health care providers. Physical safety, predominantly of the baby,
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was prioritised by health care providers as a rationale for denyingor limiting mothers’ choice
to stay with her baby even when they were medically stable. Psychological safety of the

woman was disregarded without considering consequences beyond the birth room.

Returning power and self-advocacy to the woman is a basic human-right which
maternity services should be striving for. The most modifiable factor to improve birth
satisfaction and reduce trauma is the influence of health care providers, especially midwives.
Recommended changes to policy, practice and culture based on this and future research has
the potential to create positive change for birthing women (see Table 7.1). This includes
changinglanguage and terminology in the way we communicate with women and define their

experience.

8.3 PhD Reflections — Trees

Looking back at my PhD diary leaves me wonderinghow | ever came to be here at the
finish line, especially starting off in the year Covid-19 commenced and ‘unprecedented’
became a popular word. My passionate but naive startin 2020 wanted meaningful change for
women birthing by caesarean section in my health district and beyond. | was fortunate to
have supervisors who also saw the value in what | wanted to achieve in findingthe evidence
needed to change culture, policy and practice. The research broadened my usual focus and
anyone who asked me what my research topic was about was always surprised it wasn’t about
breastfeeding alone. While this started out in a lactation clinic, | am reminded of the tree of
life analogy, often used to symbolise both birth and breastfeeding - my feminist roots so deep
in the ground | could only feel their strength, my strong midwifery trunk and my growing

canopy of woman-centred care and lactation knowledge.

The Problem Tree is also another good analogy for this work, remembering that the
problem we see is rooted in something much deeper and bears the fruit of what nourished
thetree (Figure 8.1). Deep in the soil isthe societal value of women and the patriarchal health
systems which care forthem duringthe perinatal period. This grows roots which prioritise the
fetus over the woman, create dominion over the woman and not give her the information she
needs to make decisions about her care. This control over the woman leads to outcomes
which include the dyad separation at caesarean section birth, where the woman has lost

autonomy and fears for the safety of her baby. The fruits born by this separation alter her
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path to being ‘mother’, create trauma and emotional damage and redirect her relationships
and psychological wellbeing. My hope is that this research fertilises the roots of maternity

services to change outcomes for future birthing women.

The Problem Tree also helps describe the “What?” of Driscoll’s Model of Structured
Reflection (What? So what? & Now what?) (Stonehouse, 2020). The visualisation of where my
PhD started, at the problem of women being separated from their babies at caesarean section
without a medical reason —well-mother and well-baby who in another context of birth would

have been in close physical, skin-to-skin contact immediately.
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Figure 8. 1 Problem Tree

Which leads to:

Leads to:

This is because:

Which is because:

The Problem Tree
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The growth of my own tree was like any good life event, with challenges along the
way. My Integrative PhD journey was planted at the University of Wollongong, | was excited
to have face-to-face classes and be physically linked with a university campus. However, after
just a few sessions the pandemic took hold and progressively everything in my study, work
and social life became virtual. | was amazed at the support of UOW, lectures and courses
continuingonline, physical books were mailed out from the library, and my supervision with
Val and Shahla went to Skype. It was still an isolating experience, confounded by the general
restrictions of living during a pandemic, but my PhD seedling continued to grow. Despite
movements forward such as publishing my literature review, | noted in my diary that | was
“feeling very unenthused and have lost my mojo” (Diary reflection August 2021), as the
restrictions meant no face-to-face interviewingand | had to consider usingZoom. So much of
life was on a computer that it was disheartening to think my research interviews would be

too, | couldn’t imagine any benefits at that stage.

Working full-time added to the complexities of doing a PhD, especially with a large
portion of this being from home, | used up all the nutrients in the soil which had to be
replenished frequently by my supervisors, colleagues, friendsand family. Workingin a Clinical
Midwifery Consultant role, | continued to provide breastfeeding support and education for
patients and staff across the district. | have created content for our health district website
development, prepared and presented education for local and state forums, participated in
local and state working groups, and reviewed and developed policy documents. In 2023 | took
ten months of reduced hours from work which gave me the time to propel data analysis and

writing.

It was hard going back to full-time at the end, but | was now a strong sapling. | also
had the “So what?” of my research (Stonehouse, 2020), my themes were identified and
findings being developed, “Feeling the responsibility of these birth stories, powerful,
traumatic” (Diary reflection April 2023). The responsibility of getting this done right was a
little overwhelmingat times. | started presenting some of these preliminary and unexpected
findingsin 2023. | found this cemented what was being analysed and developed into a thesis.
But the ‘so what’ was more than the thesis, it was about getting it done well so that change

was possible for the women.
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As a midwife and IBCLC | have been passionate about woman-centred care and
supporting women in the choices they make. | feel very strongly about the impact of
commercial interests such as infant formula companies undermining women with suggestive
marketing ploys. In early 2023 | had an abstract presenting some of my research findings
accepted for the NSW Australian College of Midwives (ACM) conference, excited to share this
at my professional association program. However, | soon noticed that a major sponsor of the
conference was also the fifth largest formular manufacturerin the world. Despite claims and
reassurances about company parentage for other products from ACM | chose to withdraw my
abstract. Thisresearch journey has empowered me and given me a strength in knowing | am
able to make change. The outcome of this was a change to the ACM National sponsorship
policy and the company was removed from the conference. | didn’t get to speak but | am

proud to have been able to make effective change.

“Update on ACM — email received from CEO — they dropped **** as a sponsor for all future
conferences (and the NSW one which was on the next weekend after receiving my email — such a relief
and an amazing and unexpected result — will have to add that into my thesis!! A huge win!!
Unfortunately, | wasn’t able to present at that conference and the abstracts for the national conference

are closed but | have rejoined as a member (to keep an eye on them!) and will consider conferences in

2024.” (Diary reflection April 2023)

| have continuedto ‘keep an eye on them’ and have been onthe NSW ACM conference
organising committee for 2024 and now for 2025. Thisis a new side of me | have discovered
duringthis PhD journey, that| can be bold and take a stand, very much like the women in my

research. There have been tears and insecurities along with the cheers and triumphs.

The year 2023 also saw my tree roots dug up and replanted at the Australian Catholic
University. Supervisor moves led the transfer, Shahla became my primary supervisor, Val
continued her support and Sara joined the team. The move was challenging in many ways,
but the transplant shock was minimal. My roots took strongly at ACU, and | grew taller and
stronger under the cultivation of my team. Writing papers and chapters has at times been all-
consumingand at others | have struggled to commit to the process.| was reminded of a HDR
workshop I did at UOW in my first PhD year by Hugh Kearns, based on his book Defeating self-
sabotage: getting your PhD finished (Kearns et al., 2009). He talked of managing

procrastination (don’twait for motivation, break it down, build ina reward) and perfectionism
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(being selective with what needs to be perfect, setting deadlines, just finishing). | struggled
with motivation at times and ‘wasted’ time that could have been better spent, but on
reflection some of the wasted time was me recharging my batteries. | do recognise in myself
the need to be ‘perfect’, my integrative year of course work in 2020 saw me with a GPA 6
average, | was very disappointed to get less than a high distinction. And this carried over to

draft papers and chapters, | wrote and rewrote — nothing was ever ‘rough’ in draft form.

So, “What now?” (Stonehouse, 2020) As a tall, strongyoungtree | have completed the
PhD cycle. | have born the fruits of publications and conference presentations, summarised
againinTable 8.2. There are many small branches still growing which are supporting changes
in the way women are treated when giving birth. | have shared, and will continue to share,
publications and presentation recordings, when possible, with the social media group
members where my original post went out. | want to ensure that the women who so bravely
shared their stories and bared their emotions with me will get to see the results. And then
there is policy change in both my local health district and across NSW. Despite occasional
bouts ofimposter syndrome, doingthis PhD has encouraged my activity in state-wide groups
and given me a voice to use the evidence from this research to change culture and practice
and future projects. Ongoing propagation is needed so that perinatal care into the future is
a place where women feel safe and powerful and in control, even when things have gone
awry. The forest of change is growing around me and there is strength when we are all

working towards the same outcomes.
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Table 8. 1 Research Output "Where's My Baby?"

Presentation Publication

International Normal Labour and Birth Conference,
India (Virtual). 2-4" December 2020. What are women’s
experiences of immediate skin-to-skin contact at
caesarean section when mother and baby are well?
Poster presentation.

Deys L, Wilson V & Meedya S (2021) What are women's
experiences of immediate skin-to-skin contact at
caesarean section birth? An integrative literature review.
Midwifery, 101,
103063. https://doi.org/10.1016/j.midw.2021.103063

UOW School of Nursing Research Conference.
November 2021. Through the eyes of a midwife: Using

Deys L, Wilson V, Bayes S & Meedya S (2024) Using a novel
approach to explore women's caesarean birth experience.

Presentation, July 2022. Valuing women in maternity
care — how a woman-centred approach improves birth
experience. Virtual-oral presentation. (Invited Speaker)

a feminist phenomenological approach to explore British Journal of Midwifery, 32(5), 258-263.
maternal birthing experience. Virtual-oral https://doi.org/10.12968/bjom.2024.32.5.258
presentation.

SESLHD & ISLHD Person-Centred Masterclass Deys, L, Wilson, V, Bayes, S & Meedya, S (2024) “Where’s

my baby?” A feminist phenomenological study of women
experiencing preventable separation from their baby at
caesarean birth. Women & Birth, 37(6) 101828
https://doi.org/10.1016/j.wombi.2024.101828

Virtual International Day of the Midwife (VIDM)
Conference. 5™ May 2023. “Where’s my baby?” How do
women experience separation from their baby at
caesarean section birth. (preliminary findings). Virtual-
oral presentation.

Lactation Consultants of Australia and New Zealand
(LCANZ) Conference. 20-21% October 2023. Melbourne,
Australia. Breastfeeding In Spite Of. Oral presentation.

Virtual International Day of the Midwife (VIDM)
Conference. 5" May 2024. Understanding birth trauma
from the perspective of obstetric neglect. Virtual-oral

presentation.
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8.4 Final Recommendations & Conclusion

Using a feminist phenomenological framework to understand the experience of
women separated at caesarean birth from their well, term baby demonstrated a new
understanding of the maternity care system. Birth traumais beingincreasingly brought to the
attention of governments and the public, no longer shrouded in the complexities of risk and
biological expectations of women. This research has added evidence to the knowledge of
maternal birth experience and highlights the value of the woman, not just as procreative

vessels, but the main character of her birth event.

This study has shown that separating these participant mothers from their well-babies
at caesarean section birth caused disconnection and emotional turmoil, influenced by an
inequitable balance of power favouring health care providers. Their insight was part of the
reason they chose to be involved in this research, to improve birthing for future women,
includingthemselves. The fact that they all experienced this separation similarly should lead
those who provide, develop, and educate on maternity care to consider the significance this

has for many birthing women.

The results show that the environment a woman births in and the people who are
supporting her have the potentialto impact her psychological and emotional wellbeing across
her lifetime. Removing power and control from the woman and leaving it in a patriarchal
health system is leading to reduced satisfaction, poor birth and postnatal experiences, and
increasingthe disease burden of mental health in our communities. Women are experiencing
obstetric violence and neglect, causing long lasting trauma and relationship crises. We need

to do better.

Recognising that current practices are not working is just the beginning. The culture
of maternity care needs to change, midwives need to remember their rolein woman-centred
care and birthingwomen need the support and confirmation of safety and respect which gives
them the option to stay in close physical contact with their baby after a caesarean section

birth.
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Appendix A: Participant Information & Consent Form

Research Participant Information Sheet

What is it?

You are invited to participate in research being conducted by Linda Deys, PhD
candidate at the University of Wollongong. Linda is a Clinical Midwife Consultant and
Intermaticnal Board Cerified Lactation Consultant.

Linda iz seeking to understand the experience of women who are separated from
their babies at caesarean section birth without medical reazon.

The research is being supervised by Professor Valerie Wilson, Professor of Nursing
UOW & ISLHD and Dr Shahla Meedya, RM, IBCLC, Senior Lecturer, Faculty of
Science, Medicine and Health, UOW.

What will it involve?

Participation in this research will involve a single interview with Linda. This will be
voice recorded. The interview session is expected to take 1 to 2 hours. This can be
done in your own home, via Zoom or in a safe and private venue of your choice.
Child care can be provided free of charge if needed.

Participation is voluntary and cpen fo women living in the lilawarra Shoalhaven
district who have experienced separation from their well, ferm baby during a
caesarean section birth in the last 10 years without medical reason. Women who live
outzide of the area can be incleded with interviews conducted via Zoom only.
Paricipaniz must be over 13 years of age at the time of consent to be interviewed
and be English-speaking.

Are there any risks to me?

The topic is an important one to many woemen. You may find it helpful to discuss your
birth story but it may bring up emofions as you re-tell your experience. Debriefing

and counselling can be provided through the lllawarra Shoalhaven Local Health
District {ISLHD) if required. Alternatively, you can contact your GP or one of the
services listed below. Breaks and refreshments will be provided as you need during
the interview.

You can choose to stop the inferview at any fime without any negative
consequences. You can decide to withdraw your consent to be involved in the
research up uniil the point of data analysis where your details will no longer be
identifiable.

You will have the opportunity to read a copy of the inferview transcript before it is de-
identified for analysis if you would like.
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Privacy and confidentiality are assured. All data, audio and written, will be
deidentified and stored securely in UOW cloud-based data management program for
a minimum of five years in accordance with the University of Wollongong’s Research
Data Management and Privacy policies and guidelines.

Linda is responsible for the analysis of the data, assembling the results, and sharing
the findings through publications and presentations under the supervision of Prof Val
Wilson and Dr Shahla Meedya. Ethics approval has been sought and granted
through the UOW Human Research Ethics Committee (ethics approval number
2021/380). If you have any concerns or complaints about the conduct of the research
you can contact the UOW Ethics Officer on 02 42213386 or email uow-
humanethics@uow.edu.au

Linda, her supervisors and the UOW have no conflicts of interest to declare. The
information from the interviews will be used to understand how the separation from
her baby affects mothers. The aim is to improve birthing outcomes for women who
have a caesarean section. The results will be published in Linda’s PhD thesis,
publications in peer-reviewed and clinical journals, conference presentations and will
include an open community forum presentation in the lllawarra.

Would you like to be involved or do you have any questions?

If you would like to participate, please complete and sign the attached consent form
and return it to Linda via email at Jid996@uowmailedu.au

You are free to choose to participate and to withdraw from the research at any time
up to the point of data analysis.

If you have any further questions you can contact Linda on 0418532997 or email

address |jd996@uowmail edu.au; Val Wilson -vwilson@uow.edu.au; or Shahla
Meedya smeedva@uow eduau

Contacts for emotional well-being support:
Beyondblue - https://www.beyondblue.org.au/, ph. 1300 22 4636

PANDA (Perinatal Anxiety and Depression Australia) - https://www_panda.org.au/,
ph. 1300 726 306

COPE (Centre of Perinatal Excellence) - https://iwww.cope.org.au/
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Consent to participate

Study Title - What is the experience of women who are separated from their well
babies af caesarean section birth?

* | have read the participant information and understand the purpose of the
study, what is involved, what data iz being collected

* | understand what will be done with this data upon completion of the research

* | have been given the time and opportunity to ask questions and have been
given clear answers

+ | give conzent to be interviewed and for this to be voice recorded

* | am aware | can choose where | want to have the interview conducted

» | understand that all information provided by me will be kept private and
confidential and | cannot be identified in the analysis and results

* | understand that retelling my story may bring up strong feelings and that
support will be provided during and after the interview if | need it

* | understand that | may withdraw from the study at any time up until data is
being analysed and | do not need to answer questions | feel uncomfortable
with

* | understand | will keep a copy of the paricipant information and signed
consent form

# | am over 18 years of age cumently

* | agres to participate in this research and give my consent voluntarily

{full name of participant)

{signaturs)

(date)
| would prefer a virtual interview O
| would like to read the transcript of my interview O

| would like the option of a baby sitter (face-to-face only) O

Version 5, Mardh 2022, HREC Approval number 2021380
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Appendix B: University Ethics Approval

University of Wollongong - 2021

From: uow-humanethics@uow.edu.au <uow-humanethics@uow.edu.au>

Sent: Wednesday, December 8, 2021 7:58 AM

To: Val Wilson <vwilson@uow.edu.au>

Cc: Shahla Meedya <smeedya@uow.edu.au>; Linda Deys <ljd996@uowmail.edu.au>; UOW Human
Ethics <uow-humanethics@uow.edu.au>

Subject: HREC Approval of Application 2021/380

Dear Professor Wilson,

I am pleased to advise that the application detailed below has been approved.
Currently face-to-face research is not permitted without an approved COVID safe plan.

When you resume face-to-face research, if it has not been approved in your original protocol, you
must submit an amendment to the HREC for approval at that time.

Please be aware that for any future data collection that occurs face-to-face, the current UOW
requirement is that all researchers must complete a COVID-19 Safe Work Plan and have the
document signed off by an appropriate WHS signatory. The document is accessible from the
Intranet here https://intranet.uow.edu.au/coronavirus/returning-to-campus/index.html, and
should be submitted to whs-admin@uow.edu.au. The COVID-19 Safe Work Plan also requires
Ethics approval prior to face-to-face research commencing/recommencing.

Ethics Number: 2021/380

Approval Date: 08/12/2021

Project Expiry

07/12/2022
Date: 12/

“Where’s my baby?” What is the maternal experience of separating well

Project Title:
) mothers and babies at caesarean section birth?

Researcher/s: Meedya Shahla; Deys Linda; Wilson Valerie
Documents Ethics Application 18092021
Approved: RDMP 16092021

Response to review 06122021

Interview Protocol 05102021

Interview Protocol Questions 30092021

Research Proposal updated Dec 2021

Participant Information Sheet and Consent Form V3 06122021

Ethics Training Certificates for: Meedya Shahla; Deys Linda; Wilson Valerie
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H . I
Sites: Site Principal Investigator for Site

I
Participants choice of location/venue | Linda Deys

The HREC has reviewed the research proposal for compliance with the National Statement on Ethical
Conduct in Human Research and approval of this project is conditional upon your continuing
compliance with this document. Compliance is monitored through progress reports; the HREC may
also undertake physical monitoring of research.

Approval is granted for a twelve month period; extension of this approval will be considered on
receipt of a progress report prior to the expiry date. Extension of approval requires:

e The submission of an annual progress report and a final report on completion of your
project.

e Approval by the HREC of any proposed changes to the protocol or investigators.
e Immediate report of serious or unexpected adverse effects on participants.

e Immediate report of unforeseen events that might affect the continued acceptability of the
project.

If you have any queries regarding the HREC review process or your ongoing approval please contact
the Ethics Unit on 4221 3386 or email uow-humanethics@uow.edu.au.

Yours sincerely,

Natascha Klocker

Associate Professor Natascha Klocker,
Chair, UOW & ISLHD Social Sciences Human Research Ethics Committee

The University of Wollongong and lllawarra and Shoalhaven Local Health District Social Sciences
HREC is constituted and functions in accordance with the NHMRC National Statement on Ethical
Conduct in Human Research.
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Australian Catholic University — 2023

From: Tanya Quesnel <Tanya.Quesnel@acu.edu.au> On Behalf Of Res Ethics

Sent: Tuesday, 21 March 2023 4:14 PM

To: Shahla Meedya <Shahla.Meedya@acu.edu.au>; Sara Bayes <Sara.Bayes@acu.edu.au>
Cc: Res Ethics <Res.Ethics@acu.edu.au>; 'valerie.wilson@health.nsw.gov.au'
<valerie.wilson@health.nsw.gov.au>; Linda Deys <linda.deys@myacu.edu.au>

Subject: [2023-3064T] - Ethics application approved!

Dear Applicant,

Chief Investigator: Dr Shahla Meedya, Dr Sara Bayes, and Prof. Valerie Wilson
Student Researcher: Linda Jane Deys

Ethics Register Number: 2023-3064T

Project Title: "Where's my baby?” What is the maternal experience of
separating well mothers and babies at caesarean section birth?

Date Approved: 21/03/2023

End Date: 20/12/2024

The Australian Catholic University Human Research Ethics Committee has considered
your application for ethics transfer 2023-3064T. As this application has already been
ethically reviewed by UOW & ISLHD Social Sciences Human Research Ethics
Committee (Ethics Reference: 2021/380), ACU HREC accepts the approval with no
further conditions.

This project has now been recorded as an ACU project for which ACU is responsible.
Continued approval of this research project is contingent upon the submission of an
annual progress report which is due on/before each anniversary of the project approval.
A final report is due upon completion of the project. A report proforma can be
downloaded from the ACU Research Ethics website.

Researchers are responsible for ensuring that all conditions of approval are adhered to
and that any modifications to the protocol, including changes to personnel, are
approved prior to implementation. In addition, the ACU HREC must be notified of any
reportable matters including, but not limited to, incidents, complaints and unexpected
issues.

Researchers are also responsible for ensuring that they adhere to the requirements of
the National Statement on Ethical Conduct in Human Research, the Australian Code for
the Responsible Conduct of Research and the University's Research Code of Conduct.

Any queries relating to this application should be directed to the Ethics Secretariat
(res.ethics@acu.edu.au). Please quote your ethics approval number in all
communications with us.

We wish you well with your research project.

Kind regards,

Tanya Quesnel
on behalf of ACU HREC Chair, Assoc Prof. Michael Baker

Research Ethics Officer | Research Services | Office of the Deputy Vice-Chancellor
(Research)

Australian Catholic University

T: +61 2 9739 2646 E: res.ethics@acu.edu.au

THIS IS AN AUTOMATICALLY GENERATED RESEARCHMASTER EMAIL
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Appendix C: Submission to NSW Parliamentary Senate
Inquiry into Birth Trauma, NSW

Submission
No 1167

INQUIRY INTO BIRTH TRAUMA

Name: Ms Linda Deys
Date Received: 15 Angnst 2023
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Submission to the Birth Trauma Senate Inquiry, NSW

15/8/2023

Linda Deys

Clinical Midwife Consultant for the Local Health District
PhD Candidate at

| will be addressing all of the Terms of Reference in my submission

I would like to be given the opportunity to give evidence at the hearing and share my clinical and
academic knowledge and experience

Dear Committee,

| have been a midwife for 32 years, | have worked across the whole scope of midwifery practice in
this time, in the private and public health system and for an Aboriginal Maternal Infant Health
Service. All of this has been in NSW, around 6 years in Sydney metropolitan, but predominantly in the
regional and rural sector of the south coast. | make this submission as both a clinician with
substantial experience and an academic researcher.

As a clinician | have witnessed and been an unwilling participant to obstetric violence perpetrated on
women in labour and birth. The vast number of midwives are women, caring for an all-female
clientele, in a hospital system which is ruled by patriarchal history, culture and policy. Midwives, as
women, are subjected to similar power and control issues within the maternity space. Some of us
fight against this as ‘midwives’, while others submit to becoming ‘obstetric nurses’, the latter being a
passive group who do as they are told in an attempt at self-preservation. Neither is an easy path.

Vicarious trauma is rife within maternity care. Midwives work ‘with women’ as our title defines, and
we are governed by registration standards to provide safe, respectful and quality care that is woman-
centred (1). This means focusing on each individual woman and her unique needs, hopes and
expectations, including physically, socially, emotionally, psychologically, spiritually and culturally. Her
rights to bodily autonomy, informed choice and control, over both herself and her baby are
paramount. Our standards acknowledge that the woman alone has the right to make decisions about
both herself and her baby and that the baby is not an independent being, separate from the mother
(2). However, we are unable to fulfill these standards in the current maternity system. Despite often
knowing the women intimately, emotionally and physically, the care we provide is always trumped by
obstetric input in even the most normal and physiological circumstances. Obstetric care is an
essental role within maternity services when pregnancy, labour, birth or post-partum events step
outside the normal range. It saves lives. However, it should have no part of the ‘normal’, as medical
doctors are not trained in normal. Midwives are trained to support the typical and therefore
recognise abnormal and refer on as per our clearly defined National Midwifery Guidelines for
Consultation and Referral (3).

As a midwife | have held women’s hands and looked into their eyes while they are restrained to have
their bodies cut and babies pulled from their bodies. Their partners, other midwives or health
professionals also enlisted to help hold them down as they screamed for the doctor to stop, while
the doctor has told them to ‘shut-up’. Hand holding is not enough.
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As a midwife | have tried to explain why a doctor has decreed an induction of labour or a caesarean
section is warranted, knowing there is often no medical indication and that the evidence they have
cited to the woman is out of date, statistically biased or has been refuted. | have advised the woman
she has the ‘right’ to say no, that it is her body, her baby, her choice but | know she does not have
that power or right in the current system. | have often heard doctors tell women that if they don’t do
what they say their ‘baby could die’ or that they would refuse care or send them to another facility.

As a midwife | have heard the stories of women who are so traumatised by their previous birth that
they are choosing care outside the system for their next birth. They fear the health system and do
not trust any of us working within it.

In my current leadership role | specialise in lactation support. This includes antenatal clinics for
women who have experienced previous breastfeeding challenges or are expecting them with their
current pregnancy/baby. | have sat with so many women who described birth trauma, obstetric
violence, and loss of bodily autonomy with previous pregnancies which have then resulted in poor
breastfeeding outcomes. Much of the traumatic birth experience centred around being separated
from their baby soon after birth, particularly at caesarean section. This heightened the fear and
trauma as they often did not know what had happened to their newborn. There is very little
evidence to show how maternal separation impacts women emotionally which has led to me doing a
PhD on the subject.

My research is titled “Where’s my baby?” Understanding the maternal experience of unnecessary
separation of women from their babies at caesarean section birth. | commenced this is 2020 and am
currently writing up my findings papers. | interviewed 15 women who had a caesarean section birth,
well mothers and babies, elective and emergent procedures, whose babies were removed from their
care, sight and proximity shortly after birth. Their support persons were sent with the baby. They
were not reunited for many hours and there was no medical indication for the separation. This is
despite many hospital policies which supported keeping mothers and babies together.

The birth experience for these women has been profound. | only looked at women who had birthed
in the previous 10 years, but other research has shown that women remember their birth experience
for much longer than this. Keeping mothers and babies in immediate and uninterrupted skin-to-skin
contact after birth has the potential to improve the overall experience and is protective for both
mothers and babies emotional and physical well-being. My published literature review on this topic
explains the evidence further (4). And yet, in 2023, they are still being separated and traumatised
further.

My background as a midwife, my experience of caring for women experiencing obstetric violence,
and my clinical and academic knowledge of the long term impacts of separating mothers and babies
at birth makes me feel very responsible for the 15 participant stories in my data collection. Fifteen
one to two hour interviews of traumatised women who cried, swore and expressed anger and
frustration at what had been done to them. This impacted their decisions to have further children,
changed their relationships with partners and infants, and negatively impacted their mental health
and well-being. They had no power and control and did not give informed consent for many of the
procedures that were done to them during pregnancy, labour & birth, and post-natally. They were
coerced and threatened with risk of harm to their babies and had interventions initiated which were
mostly not necessary and caused a further cascade of emergent procedures. | attach below a word
cloud of the emotional responses from those interviews to highlight how these women felt both at
the time of birth and separation and in the days, months and years since (appendix 1). All of these
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women identified their own vulnerability and lack of power and control. They knew it should not be
up to themselves to fight for what they needed and wanted during their birth.

| have presented my preliminary findings at an international midwifery conference this year (Virtual
International Day of the Midwife) which includes some quotes from the participants and this can be
viewed here - https://www.youtube com/watch?v=is7Tho3NoP4w&ab channel=VirtualMidwives. |
have draft papers in progress which | hope to have published in the coming months as well as further
conference presentations. This will add to the growing body of evidence of birth trauma and
obstetric violence in our current maternity heaith system. It has to change, we cannot continue to so
negatively impact the lives of women in our community as these women are the ones caring for our
children and future. Trauma is generational, now is the ime to make change and protect our future.

In summary, my recommendations for making a change are as follows:

® True woman-centred care with a known midwife caring for all women, independent of risk or
cultural identity, in a continuity of care model

® Support currently publicly funded Aboriginal Maternity care services to expand to full
continuity of care models
Trust midwives to work within their scope of practice and professional standards
Increase midwife numbers — recognise this is a profession distinct from nursing and
acknowledge the unique skills they have to care for pregnant, birthing and post-natal women
— continuity of care cannot happen without sufficient midwives

*  Work within our medical systems to change the patriarchal and hierarchal culture — equality
for women truly starts here

* Informed consent for all women throughout their perinatal journey, and a medical system
which understands a woman has the right to decline recommended care

® Understanding that a woman is not a vessel to incubate a baby — her rights will always
eclipse those of an embryo, foetus or baby — her choice, her body, her baby - if we support
women they will make the choice that is right for them and their baby

* Provide birth debriefing for all women so they have the opportunity to understand what
happened during their birth and why certain things happened — only women have the option
to say if they have experienced birth trauma, there is no criteria or box ticking to define birth
trauma

* Be mindful in language that excludes women in any decision or outcomes from this inquiry —
the majority of people having babies are women/mothers, removing this language further
impacts the rights of women

® Be aware that some people having babies do not identify as women and that some people
who are breastfeeding may not be biologically female — all need respect and care which is
centred around their specific needs, including the language that defines them

Kind regards

Linda Deys
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ARTICLE INFO ABSTRACT

Kiywords: Background:  Skin-toeskin is a wellestablished practice at vaginal births pmamoting the health of women and
Skin-toskdn Imbies. Facilitation of skindo-skin & caesarean section birth & gmwing despite emvimmmental amd historical
CRCT pocian challenges. This i led by the expectancy of women and of health professionalk increasingly undlerstanding its
u;:::lum impartanoe.

mather

Objective: To synthesise orginal reseanch that ex plomes the experience of women having immediate and uninter-
rupied skinto-skin contact at cassarean section when woman and baby ane well

Design: Integrative literatuns review.

Do soarres: The databases of SOOPUS, PubMed, CINATIL plus, Wiley Online, Cochrame Library, Web of Science

and MIDIRS were used to identify studies from 20102020, Hand sesrching of library journals, reference amd
citation lists were ako ussd.

Methods: The framework of Whitemore and Knafl (2005) was used to guide the litemtume ssanch, thematic
mmalysis, and synthesiz of origim] reseanch. hitial screening against inclision criteria was utilised for English
mublished mpers of full-eerm, well, woman and baby dyade who experienced skinto-skin at casmmean section
hirth. Papers were not limited by methodaogy. The validated Mixed Methads Appraisl Tool (MMAT) was used
fr critical quality appraisal (Bartlett et al, 2018).

Findfings: In total, 750 results wers retumed inthe indtial search and a final 13 pa perms were included in this review
incluling quantitative (6], qualitative (3] and mixed method (2) designs. Immediate and unineoupted skin-to
skin at caesnem section birth, when mother and baby are well, is sife, appropriate and desired by women,
improving birth experience amd satisfaction. Three main themes wene identified with swh-the mes - Positive hirth
experience (satidaction; bresstfesding poals); Sense of omtral (empowensd; birth, not a procsdumn]); Natural
{wanting to hold their baby; becoming a mother).

Conchdons:  The findings of this review show that skintoskin improves the experie noe for women, and partics
ularly empowers women having 3 cassameam section giving them a seree of 3 mone natiral birth, Waomen ses
skin-toeskin as an opportunity to maintain control and not be sepated from their by, Many studies have fo-
cimed on the benehits of skinto-skin but less 50 on the wants and choices of women. Women want to see, hokl and
leed their babies but are unalle to achieve this of their own vaition during a surgical birth. Understanding how
woanen value this close physical contact cm seek to inkmm further research on the immct of sepamtion. This
cm inform policy and practice development in matemity cane services to ensune best outcomes for both women
amal inbants.

Implimtions for puctie: The practios of skin-toskin and keeping mother and baby together is valeed by women
amal justified by m=eanch as best-practics for health and well-being. The fndings of this paper highlight the im par-
tnee of matemnity settings Beilitating both skin-toskin and nonseparation for all women and their newhormns,
even more 5o af cassnean section births

httpe/ Sdoi org 1001016/ j. midw 2021103063
Received 8 February 3021 ; Accepted 2 June 221
0266-61 38 Crown Copyright € 2021 Pullished by Elsewvier Lid. All rights reserved.
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Introduction

Keeping well mothers and babies in close physical proximity, ideally
in skin-to-skin contact, facilitates a biologically normative sequence of
events. The standard and accepted definition of skin-to-skin contact is
direct, skin on skin contact bepween a woman and newbom at the mo-
ment of birth, undisnrbed for at least an hour or until the haby has
breastfed (United Mations Children's Fund {LUNICEF], 201 9). Irrespective
of birth mode the World Health Organization (WHO) recommends the
practices of both immediate skin-to-skin and keeping mothers and ha-
bies together in their Ten Steps o Swecessfil Breastfeeding (World Health
Organization, 2018b).

The many benefits of skinto-skin include calming, bonding
and physical stabilisation of the dyad regardless of feeding chaoice
{United Mations Children's Pund (UNICEF], 2019). The birth event, and
period immediately following, exposes the immunenaive newborn to
a micmbial cascade, triggering immunological and epigensetic changes
which impacts the lifetime health of the infant and may have impacts
well into the following generations (Cafszdr-Nagy and Békkon, 2018;
Tow, 2004). Skin-to-skin establishes the mother-infant relationship,
with shamed and responsive communication initiated during the contact
(Velandia er al, 2010). Immediate and continuous skin-to-skin contact
for both term and pre-term infants has been shown to reduce the need to
transfer habies to neonatal care units (Schneider et al., 2017, to reduce
infant stress, and improve the relationship of the dyad (Mehler et al.,
202, Mbrelius et al., 2015)

The promoton and inidatdon of breastfeeding during skin-to-skin
iz known to extend the duration and excusivity of breas milk feeds,
providing further short and long term health benefits to woman and
child and the communities in which they live {Cam pbell et al, 2019;
United Matons Children's Fund (UNICEF], 2016). Not having immediate
skin-to-skin with the mother at caesarean section birth has been shown
to impact exclusive breastfeeding for up to s monthe This remains
independent of being reunited within two hours or having skin-to-skin
with the other parent (Crenshaw, 201 4; Guala et al., 2017; Moore et al.,
2018).

Caesarean secton birth has commonly and historically increased
the likelihood of mother-infant separation at birth, even when the
woman and baby are wel (Bayes et al, 2012 Chalmers et al., 201
Nigla-Vilen et al., 2020; RoweMurray and Fisher, 2001). Research
has shown bamriers to the practice stem from over-sretched resounes
(Eoopman et al, 2016; Mbalinda et al, 2018; Stevens et al., 2016),
inadequately trained or knowledgeable staff (Koopman et al., 2016;
Bwedberg etal., 201 5), bospital practice and policies (Miela-Vilen etal.,
2020; Puia, 2018; Stevens ef al., 2016) and workplace cultural chal-
lenges (Miela-Vilen et al, 2020). Lack of antenatal education on the
benefits of skin-to-skin means parents may be unprepared and unex-
pectant of the importanee of skin-to-skin at birth (Stevens et al., 2018;
Dwedberg et al., 2015). Particulady at a caesarean birth where women
are almeady physically and emotionally disempowered (Bayes et al.,
2012 Coates et al, 2020; Puia, 2018) or feel they are expected to
be compliant non-participants in their birth event (Miela-Vilen et al.,
2020). Increasing caesarean rates, mean around a third of women inde-
veloped countries are at risk of separation and poorer birth experience
(Australian Institute of Health and Welfare, 2018 Coates et al., 2020;
Townsend ef al., 2020; World Health Organization, 2018a)

Since the 1970s piloneer mesearchers induding Kennel and
Elaus (1979) and Anderson (1977, (19897 have highlighted the risks
of separation in the critical post-birth period. Bonding, self-regulation,
mutual-caregiving and breastfeeding are all negatively impacted by tak-
ing babies away from their mothers. Sndies have shown both swaddling
and separating mathers from their infants have similar results, women

Michetfery 101 (2021) 103063

mugher and less responsive to their infants and experiencing painful
breastfeeding when compared to those who have immediate skin-to-skin
{Dumas et al., 2013). Separation and no skin-to-skin contact has also
been shown to impact the mother-infant elatonship longiudinally, up
to mine years after the hirth event, impacting sensitivity, reciprocity and
engagement (Bigelow et al., 2018; Bystrova e al., 2009,

Sepamaton impacts birthing experience and decreases satisfaction
for women even when accepted it is necessary for medical reasons
(Carquillat et al,, 2016; Coates et al., 2020; Ghanbari-Homayi et al.,
20207, Prolonged separation, when the woman or baby require addi-
tional specialist came, further limits physical contact, sense of control
and ability to ‘mother’ (Baum et al., 2012 Schwartz and Raines, 20187
The birth experience remains with the woman well beyond the period of
infancy (Bayes et al., 2012; Bossano et al.,, 20017; Puia, 2018). Thiz can
influence her futume mother-child attachment, her psychological well-
being and future childbirth planning (Bayes et al, 2012 Puia, 2018;
Townsend et al., 2020).

Thiz integrative literature review critically analyses and synthesises
mesearch over the last decade to seek undersanding of the woman's ex-
perence of skin-to-skin at caesarean section when both woman and baby
are well

Methods
Design

An integrative literature review design was chosen to encompass the
broad mnge of experimental and non-experimental research to better
understand the phenomenon (Booth e al, 2016). The methodological
framework developed by Whittemore and Knafl was used to rigorously
analyse and synthesise the diverse and complex perspectives and de-
velop new understanding (2005). This included identifying the problem,
carrying out theliteranre search, evaluating and analysing the data and
presenting a synthesis of the findings.

Search sorategy

Ekin-to-skin at cassarean section birth is historically recent in both
practice and reseamch, first deseribed in 2008 as a ‘natural cassarean’
(Smith et al., 2008) and present in findings mainly within the last
decade. Consideration of a imeline for inclugion in this integrative re-
view search was 3010-2020. To ensure rigour in this research decizion,
smple tople search terms (skin-to-skin, caesarean, English, full text)
were additionally mn through two data bases in earlier fime periods
(2000-2004 and 2005-2009) with only one result, confirming the date
selection choice was appropriate.

A comprehensive search of seven databases was camried out, ensur-
ing a wide casting for possible literature sources and minimising the
risk of mizsng relevant esearch-SCOPUS, PubMed, ONAHL plus, Wiley
Online, Cochmane Library, Webof Science and MIDIRS. Key wond search
terms using Boolean operators inclided spelling variations and interpre-
tations for “skin-to-skin' (early contact, golden hour, kangaroo mother
care); caesarean secton (cesarean, c-section); mother {maternal); and
experience (perception, atitude, feeling). Inclusion criteria were well,
full-term infants, healthy women, skin-to-skin contact, caesarean sec-
ton and printed in English language {Ames et al, 2019 Booth et al,
2016; Whittemore and Knafl, 2005). Fulltext and peer-reviewed papers
were identified with no imitation in methodology of the studies. Hand
searching of journal dtes, eference and citation lists also conributed
to ttle selecton. The Endnote program was used for screening and ref-
eFence Managemant.

* Correspancding Author at: Schoal of Nursing, University of Wollngong, Northfields Avenue, Wollingong, NEW 2500 Awmstalia
E-monl aefdresees: 1jd 9596 uowmailedw my, linda deys el thonsw gov_aw (L. Deys), vilsond@ uweduan [PV, Wilson), soeedya fuow edu.ao (DS Mesdya)
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Fig. 1. Flow diagmm
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An initial 750 results were retrieved, 58 records were screened after
duplicates were removed, 32 fullted articles reviewed for eligibility,
with 19 removed for not satifying selection criteria. This was indepen-
dently asmessed by the first and third authoms. The Mixed Methods Ap-
praizal Tool (MMAT) version 201 8 (shown in Supplementary Table)was
used a5 an approach to critically appraise the quality of empirical mixed
studies liberature for inclusion (Bartdert e al., 2018). Whittemore and
Emafl (2005) suggest a data evaluation stage of the integrative review
process to ensure overall quality of the diverse methodologies included.
MMAT has been validated for reliability and quality testing of studies
and was therefore wed to underpin the selection process (Bartlett et al.,
2018; Pace et al., 201 Z). Scoring greater than 5 (highest possible = 7)
was wsed a5 a basline for inclusion, completed independently by the
twio authors and discussed for selection consensus The overall quality
was high and no papers were exchided as all scored = 5. Twelve studies
were included, with two findings papers from one of these, resulting in
a fimal 13 papers for analysizs and synthesis in the review.

The results of the search and final selection of articles is shown using
an adapted style low diagram (Fig. 1)

Data analysis

The data was manually ectracted, summarised and coded following
the Whittemaore and Knafl model (20051 This allowed for reducton and

200

tfying the three main themes. This is shown in Table 1.

Resul tz

The integrative literature review allowed for a broad inclsion of
design and methodologies. The included papers were geographically di-
verse but predominantly from developed countries — United States of
America (6], Australia (3), Canada (1), and Germany (1), with two de-
veloping natons Brazil (1) and Iran (1) (United Nadons, 2014).

All met the criteria for well women and habies birthed by caesarean
section at term, and reviewed outcomes of non-separation and skin-to-
sin experience The parity of the women and primary reason for cae-
srean section varied across the selected studies and included planned,
unp lanned and repeat proced ures, the later allowing for direct personal
comparisons of skin-to-skin outcomes.

Some arficles included parmers and health professionals in their re-
aults, but the focus of the review was the experience of women. It is
however acknowledged that both these groups play a significant mle in
the facilitation and support of women having skin-to-skin.

All thirteen papers reviewed highlighted the fact that skin-to-skin is
not standard practice at a caesarean section. Safety for the practice was
not $een 8% An isue, some papers specifically including and reporting
on these outcomes positdvely (Armbmst et al., 2016 Crenshaw et al,
2019).
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Table 1
Tnchuded pmpers findings summary
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Axthor/Year Coumrgud y design Pardcpants Adm/inervention Key findings MMATscore  Themes
Prospective RCT 205 women and Aim To evzluzte the Primary oulCome: Paositive birth
{(Armbrass er al. Their parmers having  safety. satislaction and SAMSTACTION and suljecTive EXpeTience
2016)] Germany 2 planned, term OS5, birth experience for bifth expeTience - mone Sense o
eTm, low risk, spinal  patients using the “Charit®  Positive birth experience conerol Mamral
anaesthetic 1:1 Cesarean Birth® [CCB) {CCE ws C5) Mother: O
simpie procedure compared o 17-2.1 (057} vs 2.1-2.4
randomisation - 102 sEndard caesarean (C5) { 1.4}, less breasteeding
inteTvention [CCB) Dama collection: modifled  problems: 2.1-2.5 [0L95) vs
and 103 conmrol {C5)  Likers-Scales and inerview 1.4-2.0 {1.2) Secomdary
Wwilh Questicnnaire outcome: siery - no
Intervention: {CR - significane difference in
parents aotively engaged i risk for marher or baby
the binth by visumhisoe ion, (length of procedure, EBL,
cord kg md sarly 575 vitals, Apgar}
(S = baby wken
fmmediquely for assessment,
no cond cuning, no 525
{Erubaker Prospective cohort Total - 3006 women,  Aim: To see how soon Women who had a C5 Fositive birth
er al, English or Spanish aler birth mothers got m birth {plannedjemergency ) B peTience
I013)USA speaking, 1B-35yTs, see, hald and Teed their reparted less posisive birth Sense of
SiNZemn pregnancy,  newborns - Jssociamon EXPEriEnce compared o Comerol
primiparas, infants berween mode of birth normal vaginal birth [NVE)
34-4F weeks and maternal-new barm - signiflcant associaman
gesmamion Of these - COMILT 0N matemal with being able m see
155 plective £5, 708 experience Data their baby immediately
unplanned C5 collection: secondary (47.9-56.1% vs ET.6E, p=
(N=EE3 [5) analysis of the dara from «<0.001] ar Teed them
Firsz Baby Srudy (FES) «<30mins 1eT birth
-1-manth post-parum {12-19.7% vs 43.8%, p=
inETviews using FOS Birth <0001 ), SOMme I550Ciat0n
Experience Scale found with being able m
hold baby within 5 mins
af birth (7.B-8.4% vs 765X,
p= 0.074) CS mohers had
2 POSitive Birth Experience
if they could see, hold and
feed their babies <30mins
- more 5o thar vaginal
Dirths with same ime
frames [p=0.010)
QuasiexpeTimental 40 women having Aimx To describe ‘Women wiho had =2 were Paositive birth
{Crenshaw et al. elective C5 ar erm, feasibility and oucomes of  signifcanidy more satisfied B peTience
2019)TUsA 20 in iNETVENTioNn immediare and with both C5 and s2s Marural
groap. 20 smndard unintermpred 525 ar 5 - Experience (p=0.015) No
care (randomly maternal newborn difference in mamernal or
assigmed). 18-45yrs physiglogic stzhility and newbarn srability Mather's
SiNZemn pregnancy,  Soess, marernal comior, Cortisol was lower in 525
English Muency, weil  sarisfaction and exclosive group (p=0.002], ne
a1 birth breasteeding (is it leasible  difference in babies {p=
and sale m da 525) 0.549) No staristical
Ineervention: 525 that difference in I oUrcomes
began during at hospinal discharge
surgery immediate Daa (p=0L1E2} MVIVD mExT
collecrion: FeasibilinyjPilor  analysis of open-ended
srudy - IMIErview using question shiwed mare
validated Mawnal POSITIVE SENTIMERE in the
SmEsfacrion with Cesarean 525 iNIETVENLEON group -
mal with one added ‘bonding’, ‘natural’
open-ended QUeston on Overall: immediate 525 is
heir experience of 525 feasible and safe and
COMEALCT WOIMEN 38 more satisfed
{Jabraeili eral.  RLT double blinded 105 women who had ~ Admc To assess the impact Marermal satisfaction: Fasitive birth
2017 Iran a C5, spinal, erm of 525 on maternal Significantly higher overall B erience
infants, Apgar =7 ar SALISTACTON INTerY ention: SaslacTion of mothers Marural
Smin [bow risk) immediate and for 1hr ao who had 52s (I -228
birth - plus 30m in {-2.E3 - -1.75), p=0.001
MECOVETY Then 30min Morhers who had s2s liked
Ixday for 3 days it
Stamdard care: no 55
Dama collecrion: Interyiew
Validated questionnaire
used m measare
sarisfacman. No
sandardised ool was used
ID MEasure sarisfaction
(ot o R page)

201



“WHERE’S MY BABY?”

L Deys PV. Wion and D5 Meedya

Table 1 {cotinued)
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Srdy design Partid pants Afmyin ervenition Ky fndings MMATszzare  Themes
Author,Year o ntry
{Onsea et al, Prospective Low risk, TeTm Aim: To ivestigate the There was na difference in Pasitive birth
i18)jCanada abservarianal cohort Pregnancies with need far a ‘gentle’ miaternal sa6sfaction and EXperience
elective C5 - 15 Caesarean secrian Bbirth expeTiences berween Sense of
couples had standard — approach m improve the graops conzrol Mamral
care and 6 couples saristacrion af parents _
enue’ C5 (moml 21)  Dara collection: * The qualitative cantent
Definicéon of gende’  questonndires analysis demonsTaced
5 - musiciowlights  (adaptedivalidared, based e L
and warma O, on Wijma Detivery and Tre positive Dirth
drapes dromped 50 Expecymcy (uestmnmines EXPETIENCE il [he
parents can wanch A @md B and Maremnal Y I
baby bomm, mother SmisfacHon Scole fior 100% (gende C5) vs
om pusk’, doctor Cesmrem Section} measured B46% sandard cane
massages baby's ches  maternal Audacton and .
o mimic vagmal birth experience pre-birch, E&Emﬂ;gfﬁ;& 1::.:“
binth comal, 1-5 days post-parmm and (BETE vs 46.2% in
mmediae 523 mﬁ;ﬂmﬁiﬂ smandard care) and less
1 1 .
PIE-DTCh and &t G weeks T (S0 VS 63.2%)
pOSC-partum analysed
using smanstical qualimtve
CONEEAC analysis.
RECTUiTMEnE continwed
unil dam SITUFATON Was
achieved and no new
ANCinES at ENErView.
(Souza e al., Cross-sacTional 200 recently birhed Aimc To anakyse the ‘Wiomen wiho dud nor have Pasitive birth
2017)jBrazil women matherfinfant band in 525 showed significantly Experience
assOCiarion with ype of, moe “sadness’ [p=0.1037) Marural
and experiences, during Fain and oype of birth did
and after birth Dara not signifcantly infiuence
collection: NEmViews bonding berween
using the validaed mothentaby (p>0.05)
Mother-to- Infant Bomding
Scale
Phenomensiogy 13 women who had Aim: To explore the ‘Women felr they had a Positive birth
{Barrand&ALams, 535 ar CS within the  EXpeTience of wWomen sense af contral with their EXperTience
MIM)LISA last 10 yrs, 18 yrs ar  having 525 ar €5 birth Dirth when they had szs Sense of
Lme of Consent Dara collection: 525 is 2 highly positive conerol Mamral
INETViews via social infuence of the birth
media video char, experience of wamen
pUTpOsive sample - Women want @ hald their
validity of method rested babies bur were worriad it
using a feasibility study 0 wouldm't be Zllowed
SB[ SEndards of Questions
msad
Erhnography 11 women, aged Aim: To expiore and Primary theme - mutual Pasitive birth
(Frederick et al, 23-3Eyrs, well, IBrm describe the experience of  Caregiving - shared and EXpeTienoe
MIUG)LISA infanrs, C5 birth 2 mather having reciprocal Telationship and Sense of
immediare 535 with her iNEraction berween conzrol Mamural
baby at C5 Daa mother and baby Sense of
collection: chservamon of  eMpOwerment and
s2s ar OS5 and in-depth bonding for the mother
imETViews 24-48 hours Fresence and participation
POSL-ParTLm af the facher was
imporiant for women
doing 25 in OT
Caesareanjsurgical
erwironmens described as
difficulr and impersonal
bur sxs helped m disTract,
relisve anxiety and engage
With her baty
(Moran- Descriptive qualitarive & women = 18yrs Aim: To compare birth 535 improved birth Pasitive birth
Pezers et al, STudy naving their 1n¢ mxperience of mohers experience and B perience
201 4)UsA elecrive C5 birth - wha had[did nor have 525 moher-baly relationship Marural
English, weilljrerm ar their second C5 Dara Women disliked
infants - purposive collection: separanian from cheir baby
sample SEMi-Siroctumed inteTviews 525 felr ‘namral
Hressdepding wis
2asierjmone suocessiul
with 525 — owerall
described as “good® ar
“waonderful*, larching
easier, haby caimer, beer
if COMPErisoa o Previaus
birth experience
5 (oot on Rt page)
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Stdy design Partic pamnts Admy/inEervention Kew findings MMATsoore Themes
Andhor/Year/ Conniry
(Scevens e al Video erhnagrapiny 21 matherjbaby Aim: To explore e Mochierbaly ot seen a5 Sense of
H1BjAustrakia dyads having an impact heaith one, bar separate beings conerol Matural
elecrive repear C5 professipnals have on 575 OOSIEINICians ‘W ning” the
with no other CONEAcT within 2ars af £S5 boram half of the woman,
medical birth Diama collecton: anaesthecists the mp half
complicazians, video recordings, Midwives ‘owning’ the

[5cevens et al
HH9yAustrakia
[parT of the
abave study -
focus on
previously
unrepared
i)

[Lewis et al.
2114y Australia

(Sundin &
Mazac,
201SYUSA

Ethnography -
ANTETVIEWS

Mixed methods

Quality Improvement
Froject

25-39yrs, singlecoa,
planning o BF 35
SUppOrt persons 210
health professionals,
135 imvoheed in C5,
43 in foogs

TP iNEViEWS

21 mathers who had
an elective repeat S
G weeks prior

Planned CS, English -
117 women {256
invited) did postal
sarvey, 38 women
inmerviewed [seopped
This rECrailment ar
SATArALIoN SLage)

46 out af 205
women chose m
have 525 in OT for a
Tepeat eleckive C5 (I
I55RES

ST acTon compare
with previgus) Total
al 583 (5, 60 525 {10
I55255 [ain
percepricn)

abservamons, feid noes,
Tocus groups and
inETViEWS

Aim: To explome Women's
experience of 525 and
WAL they want in the
2hrs afer C5 Data
oolletion: andio recorded
inTErviews

Adm: To increase
knowiedge around the
PETCEDLON WHmen have
ior preparing and then
EXPETIENCng a planmed C5
Dara collection: At 2
WEEKS POST-parum a
survey mal Tor satistactan
using Likert scale —
frequency dismibutions for
TESPONSES Willl Univariae
Comparisans for repeart C5,
staristical sofoware used.
Semi-sIroored elephone
interviews - themartic
analysis of iNEerview
TTANSCTipLs.

Aim: To evaluae
sarisfacTion and the
perception of pain of
WOMmen when having a .=
with immediate 525 Dara
colletion: [nmerview eary
|post- parmum with 2
(UESTIaNS Using a Likert
sCale COMpPAring previous
% N0 525 with current C5
with 525 (qUanmitative].
Alsa then asked far
‘adiitanal CHmments,
resulis soreed in broad
camegories (quakitacive].
Medical record review of
ANAeSChETiC Tecarnd -
addirional and

adminisraton of analgesia

(QuUaniative).

baby and controlling what
cantact the woman had
with her baby Mothers
wianced Ta hald their baby
and have s2s but realised
it was challenging in the
theatre SeIing 52s keeps
women and babies
mogesher and provides 2
WOImian a sense af
CONTrod /e MmpOWerment
One owerarching theme -
S want our baty*
Subthemes - *I Telt
disconnected wihen 1 was
separated from my baby”,
‘| wane o explore my
naked baby’, 1 wanr my
parmer imoived” and ‘it
felr right’

Quanti@tive Andings
showed MOST WODER Were
sarisfied with the birmh
(7EX) Giving women
choices and answering
hir QUESLIONS SMpowWeTs
them (83F) SKin-to-5kin
and being with their
parmer imprwed
SATisTaction and women
wanced it - only 59% af
women had s2s in OT and
IBY contimued inem
MECIVETY.

525 ar C5 increased
marernal satisfaction and
lowered perceived pain
compared 10 ma 525 Using
525 OFX reported being
Wery satished” and 4%
‘sanisfied’, previous birth
(na sIs} 10% “very
sarisfied’, 84X ‘sarisfed”
and GF ‘dissarisfled’
Additional analgesia was
required for 53% of
WOImen without 525 and
43% il they had sXs

Paositive birth
EXperience
sense of
conerol Namural

Positive birth
EXperience
Sense of
conirol Kamral

Pasitive birth
B perience
Sense of
conerol Karural

KEey: Skin-to-skin {x2<], Nonmmal Vaginal Birth (NVB], Cassarean Section (OS], Operating Theatre (OT)

Skin-to-skin was identified as a specific interventon or as part of a
new style of caesaman procedure to evaluate safety alongside mater-
nal satisfaction and the establishment of breastfeeding (Armbrust eral.,
2014; Jabrmeili et al., 2017; Sundin and Mazac, 2015} It was used
comparatively with multparous women without previows skin-to-skin
at a caesarean birth, emphasizing their contrary outcomes and experi-
ence (Armbrust ef al, 2016 Moran-Peters et al., 2014; Stevens et al.,
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2019 Sundin and Mazac, 2015) Women hoped for but did not ex-
pect kin-to-skin, most papers describing the fear of sepamtion. The
din-to-skin experience was positive and emotional. Women viewed a
caesarean secton as a dgnificant event and more than a surgical pro-
cedure, the overall experience improved when skin-to-skin was sup-
ported (Bertrand and Adams, 2020; Frederick et al., 2016; Lewis, 2014;
Souza etal., 2017; Stevens e al., 2018). Noted was the unequal influence
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Table 2

Themes amd subthemes amlysiz
Themes Possittve bird experiences Sargme of condral Namral
'“"_;""i“""’d" Satsfaction  Heasteeding gak  Empowered  Birh not a ‘procedore’ ‘Wantng to hold der baby  Heoming a mogher
{ATmbrust et al, 1016) ¥ v v v v
(BermandBAdams, 2020) o Vv W ' v
{Brabaker et al, H015) v ¥
(Crenshaw er zl, 2019) ¥ v v
{Frederick et al., J016) ¥ ¥ Y v ¥ v
{Jabrasiki et al, 3017) ¥ v v
{Lewis et al, 2014) v v v v
{Maoran-Peters ex al_ 2004) o/ " v ¥ ¥
(Omsea ex 2k, Z016) b, Vv ¥ v o
(Souzz et al, 2017) ¥ )
{Stevens et al, 18] W " W ¥
{Stevens er al, 2019) v ¥ ¥ v v v
(Suntin & Mazac, 2015) i y ¥ ¥
RepressnmLion (1, k) 1213 13 913 313 g3 1012

a3 46% [ 3 BO% G2% 7%

of power the woman had during a surgical birth, requiring ather people
to advocate for her to enable skin-to-skin (Berrand and Adams 2020;
Bruhaker et al., 201%; Frederick et al., 2016; Stevens ef al., 2019}

Three main themes, with sub-themes, were identified consistently in
the papers reviewed. A positve birth experience, a sense of contmol and a
perception it was maeneral (Tahle Z).

Positive birch experience (auh-themes Sansfoction’ and “breasgeeding
goals )

Supporting a positve birth experience was aligned closely with keep-
ing the woman in close physical contact with her newborn infant in the
immediate newbom period in 12 of the papers. Women highly mted
being able to see, hold and feed their baby in the first hour after birth
(Armbrustetal., 2016; Bertrand and Adams, 2020; Brubaker et al., 2019;
Crenshaw et al., 2019 Moran-Peters et al., 2014; Onsea et al., 2018).
Two studies trialled procedures which included modifying and integ mat-
ing a number of less medicalised measures, incuding skin-to-skin, to im-
prove matemal satisfaction (Armbrust et al, 2016; Onsea et al., 2018).
The total numbers were small (205 in Armbrust etal, 21 in Onsea et al)
but had dmilar results with the intervention groups {102 and &) showing
improved satisfaction through women feeling maore involved, less fear-
ful, increasing infant bonding and the perception of being better cared
for. Crenshaw et al. (2019) suggested a dose-responsive skin-to-skin du-
ration to improve maternal satifacton. Their intervention group of 20
waomen continued this contact for five hours and showed dgnificantly
higher satisfaction (p = 0.015) and more positive text analysis responses
focusing on the opportunity to touch, bond, hold and breastfeed their
baty.

The prapective cohart study of Brubaker et al. (2019) did not specif-
ically ask about skin-to-skin but compared results for around 3000
women from the “First Baby Smdy’ (around 30% caesarean) on the time
until they saw, cuddled and breastfed their newborn. Early dyad con-
tact was noted to improve women's experience at caesarean section,
mare so than at vaginal birth (p = 0.010), partcularly if the caesarean
was unplanned. The births sndied are noted to have occumed between
2009-2011 when skin-to-skin at caesarean section was novel, however
the mresults of keeping the dyad in close physical contact reflected sim-
ilar outcomes of the other studies — women wanting to hold their ba
bies. It was more likely to occur with midwife or doula involvement,
emphasizing the role woman-focused staff have in facilitating positive
birthing experiences. The phenomenological results of research Bertrand
and Adams (2020) showed the dmilar asociaton women had with skin-
to-skin and being able to remain with their babies to meet and bond, the
interaction itself being most important. The women in this study valued
the experience, moting it alleviated feelings of disappointment at not
hirthing vaginally and reduced the clinical aspect of the surgical hirth.
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The cross-sectional analysis of 200 women by Souza ef al (2017) also
did not focus on type of birth but with how bonding was related to
experiences including skin-to-skin, and showed a significant incresse
(p=10.037) in women's ‘sadnes’ when it did not occur. While this sdy
included vaginal births, the rate of cassarean sections in this Brazilian
sudy was unusually high (B0%) with only around half of all births re-
celving din-to-skin.

Twelve papers identified sadsfaction as a measure of positdve
birthing experiences. Questions centred on time periods from birth o
sarting skin-to-skin and assessed women's fears and expectations. Psy-
chometric scale enquiry specifically asked questons about the immedi-
ate post birth criteria which are generally taken for granted at a vaginal
birth such as skin-to-gkin, bonding and birth experience [Arm brust et al,,
2016; Brubaker et al., 2019; Crenshaw et al., 2019; Jabraeili et al.,
2017; Lewis, 2014 Onsea et al., 201 8; Souza et al., 201 7). Open-ended
questions and observation meassured satifaction with the experience
of the woman's imwobrement in the birth (Bertrand and Adams, 2020
Crenshaw et al., 2019 Frederck et al., 2016 Momn-Peters et al., 2014;
Sevens etal., 2019; Sundin and Mazac, 2015). Results from these stud-
ies showed that including skin-to-skin at caesamean section increased
positivity and emotonal satsfaction. Women who had less fear, amxd-
ety and pain would also be expected to be more sarisfied. Three stud-
ies showed skin-to-skin eased these negative emotions [Crenshaw et al.,
20149; Onzea et al, 2018; Sundin and Mazac, 2015).

Mesting breastfeeding goak as a positive birthing experience was
alzo shown in some studies as being related to skinto-skin con-
tact, partdcularly noted by women having repeat caesarean sections
(Ambrust et al, 2016 Frederck e al, 201& Moran-Peters et al,
2014; Sundin and Mazac, 2015). This was associated with ovemll
breastfeeding mates, eadier inidation and fewer problems encountered
(Armbrust et al, 2016; Frederick et al., 201&; Jabreili et al, 2017;
Moran-Peters et al.,, 2014; Stevens et al, 2019). Two studies could
nmot account for any statistical difference inm breastfeeding rates for
women who had skin-to-skin compared to those who did not. Crenshaw
(2019} only measured exclusive breastfeeding at hospital discharge,
and both intervention and control groups had early, if not immedi-
ate, skin-to-skin which may account for the imited lack of difference
Onzea ef al. (2018) also found no association for breastfeeding with
their “gentle’ surgical approach which included skin-to-skin which they
congdered may be due to small study size and no randomisation.

Sense of conmmol (sub-themes ‘empowened” and birth, not @ procedure’)

Women's lack of choice and control over their birth experience was
a common theme acrs many of the papers. Lewis et al (2014) mixed
methods study examined the preparatory period of a planned caesarean
section, including birth plans, and compared this with the actual experi-
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ence of the birth. Two-thirds of the 117 women surveyed had prepared
a birth plan which included skin-to-skin, but only a litfle over half of
these felt it had directed their caesarean care. Most (B3 %) stll saw it as
a postive step to being included. Women who had immediate contact
with their baby perceived improved overall birth experience and sense
of contmol Women felt empowered when planning their birth, deserib-
img being ligenad to, supported, informed and involved. There was a
negatve impact of not being heard despite indicating birthing prefer-
ences, or of not having the opton to make a birth plan. As with other
research, not having choice created a mome cinieal, surgical experience
rather than “birth" (Stevens et al, 2018). A sense of control through skin-
to-skin was highlighted in the study by Bertrand and Adams, (2020).
‘Waomen feared separaton and saw skin-to-skin as a way to regain con-
ol of where their baby was, also improving satisfaction and binthing
involvement. Stevens et al. (20 18) noted that the physical possession of
the haby being handed to the mother rerumed the sense of control that
the woman experienced. This was identified as ‘ownership' of the baby.
(rther studies also reflected this sentment of ownership and belonging
that women reclaimed with skin-to-skin, increasing a sense of contmol
(Bertrand and Adams, 2020; Moran-Peters et al., 20147,

The importance of being able to play a central role in the birth was
emphasised by Onsea e al (2018) and Armbrust et al. (2016) evaluat-
img their ‘natural birthing' interventions, including skin-to-skin at cae-
sarean section. Women identified less disappoiniment in not binthing
vaginally, felt safer, and perceived they were active participants. In a
mumber of studies, feelings of involvem ent were shown to be improved
with the indudon of skin-to-skin care when compared to the woman's
previous caesarean birthe with no skin-to-skin contact or to contml
groups (Bertrand and Adams, 2020; Frederick e al., 2016 Lewis, 2014;
Onsea et al., 201 8 Stevens et al, 2019). Women ako asociated skin-
to-skin with feelings of empowerment, despite an environment which
removes much of their physical contmol (Bertand and Adams, 2020;
Frederick et al., 2016; Stevens eral., 2018). Focusing on their baby pro-
vided a distraction from the surgical procedure and discomforts and
reduced amdety (Bertrand and Adams, 2020; Crenshaw et al, 2019;
Frederick et al., 2016; Onsea et al, 2018). Stevens et al. (2019) noted
that immediate and undisturbed contact befween mother and baby
caused women to feel more connected and bonded with their baby,
emphasised in descriptive and distressed quotes comparing their previ-
ous caesaman birth experiences without skin-to-skin (... most moenanc
thareg....", “...felt like I was being cheated...”, “.. hand dme bonding. . baby
doem 't love me. .. showldn’ have been a mum.. ™ p. 142). The sudy ako
identified that interruption of skin-to-skin negatively impacted the birth
experience, women describing anger, sadness and loss

Including skin-to-skin during a caesarean section made women
feel they experienced a birth rather than a surgical procedure
(Armbrust et al, 201&; Crenshaw et al, 2019 Frederick et al, 201&;
Lewis, 2014; Onsea et al, 2018; Stevens et al, 201% Sundin and
Mazac, 2015). Women connected with their baby and disengaged with
the c¢linical operating theatre environment. This placed the woman and
her birth experience at the center of the care and supported her right
to be imvolved (Bertrand and Adams, 2020). When health professonals
proactvely enabled skin-to-skin, this was specifically noted in the re-
sults a5 an important consideraton, with women reporting they did not
feel they should have to advocate for themselves while in a vulnerable
positon (Bertrand and Adams, 202{; Brubaker etal., 2019 Lewis, 2014;
Stevens et al., 2019).

Nanmal (sub-themes wanting to hold ther baby” and ‘hecoming @ mother)

Twelve of the thirteen meviewed papers portmayed the inclusion of
skin-to-skin at a caesarean secton birth as 8 more ‘namural’ approach.
It enabled women to bond, discover and breastfeed their habies as
they would at a vaginal birth. Natural intervention approaches, includ-
img skin-to-skin contact, when compared with standard caesaman care,
showed improved birth experience and participation, the perception of
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meceiving better care, more involvement and bonding, and less andiety
(Armmbrust et al., 2016; Onsea et al., 2018). Mothers felt calmer and
wene able to respond, observe and communicate with their newborns
(Bertrand and Adams, 2020; Crenshaw et al., 2019 Prederick et al,
2016; Jabraedi et al, 2017; Moran-Peters et al., 2014,

Results from all the qualitatively designed studies and the subjective
findings from Sundin and Mazac's (2015) Quality Improvement project
showed women wanted to hold their babies. Stevens et al. (2018] de-
scribe this as an “urgency” (p. 461) and “intense maternal desire” (p.
4501, with women traumatised by separation. This was further ex-
plained in their next paper (Stevens of al., 2019), women needing to
be reassured their haby was safe and well by holding and exploring the
nmaked haby during dkin-to-skin. Bertmnd and Adams (2020) identified
the value women felt with skin-to-skin as a sense of contentment and be-
longing, where they could know their baby was safe. A significant theme
of Frederick et al. (2016) was the desire women had to indmately hold,
see and interact with their haby to be reassured the haby was well Con-
firming the safery and well-being of the baby was also shown as impaor-
tant to women in the study by Moran-Peters et al. (2014), the naniral
feel and smell of a newborn baby placed immediately in skin-to-skin
contact was strongly associated with connection and calm.

Many women in these studies saw skin-to-skin at caesarean
birth as the step associated with establishing a8 bond and asmim-
ing the mle of mother (Bertrand and Adams, 202(; Frederick et al,
2016 Jabmeili et al, 2017; Lewis, 2014; Momn-Peters et al., 2014;
Onsea ef al, 2018; Souza e al, 2017; Sevens et al, 2019). They de-
seribed themselves as becoming mothers Birth is the first moment of
phiysical separation of the woman and baby and within the emviron ment
of an operating theatre this often becomes spatial, with babies taken
away from the woman and often the mom. At a vaginal birth a woman
typically remains respondble for maintaining a safe physical envimn-
ment of warmth and security for the newhorn, and there is opporfunity
for thedyad to communicate to meet each other's needs through mumal
caregiving. Stevens et al (201 8) described the division of the mothers’
hady during the aperative procedure, with the anaesthets ‘owning' the
top half of the woman's body, the obstetrician the bottom half, and the
haby owned by the midwife once it was born. Skin-to-skin meets the
meed of the woman to own and ‘mother’ the baby by enabling her to
comfort and feed her newborn (Jabraeili ef al, 2017; Stevens er al,
2018). Bertrand and Adams (2020) identfied skin-to-skin as a transi-
toning step as women moved into the mle of mother, responsible for
kesping their baby safe and well rather than worred about what the
aaff were doing to them.

Discussion

This integrative review synthesses new knowledge from the com-
hined and analysed results of 13 orginal research papers. Three main
themes were identified for the experence of women having skin-to-skin
at a cassarean section birth - pedtve birth experience, sense of contral
and nangral The findings from this review indicate evidence of the im-
portance of eady skin-to-skin contact at caesaran section to improve a
woman's overall birth experience Women have a strong desire to stay
close to their babies to see, hold and feed them. Skin-to-skin delivers
them the opporunity o inspect and connect with their newboms, which
meduces their own fear and ancdety.

Skin-to-gkin provides the option for women to not be sepamted from
their haby. However, the studies are not clear whether it is the actual
din contact or the non-separaton which improves the woman's experi-
ence. This close physical procdmity to the baby has been shownin earlier
research to enhance dyad attachment, bonding and maternal emo tonal
well-being, well before skin-to-skin was standard care at modem births
(Anderson, 19689 Feldman ef al., 199497

‘Women remember how they feel at their birth, with experi-
ences vividly recalled well into the futwre (Bossano et al, 2017
Brubaker et al, 2019 Puia, 2018). The care a woman receives at her
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hirth has the potential to im pact her psychological health and the rela-
tonship with the haby across her lifetime. All papers showed the value
of skin-to-skin in improving the experience of women at caesarean sec-
ton hirth. Both quantitative and qualitative resulis demonstrated sim-
ilar results and themes. A large selection of the data analysed was for
planned caesarean cases, results could be potentdally less clear for emer-
gency procedures. However, the selection criteria for the meview speci-
fied well women and babies, to establish there was no medical indication
for separation, counteracting this ambiguity.

An operative birth places a woman in a vulnerable postion where
there is limited physical option to contral her cimumstances and sur-
roundings. The woman cannot feel or move the lower half of her body,
her safety and that of the baby is in the hands of others, and she of-
ten feels unwell as a result of medicadon and positioning. Without
staff acknowledgement of the maternal sgnificance of this event, the
woman ¢an be kefi feeling irelevant and disconnected from her birth
(Baye= et al., 2012%). The halance of power against her is understood by
women who desire skin-to-skin but experience fear as they expect inter-
ventions and sepamtion (Hertrand and Adams, 2020). Refurning owner-
ship of the baby through skin-to- gkin resonates with the meta-synthesis
by O'Connell, Khashan and Leahy-Warren ( 2020) where women expe-
riencing fear of childbirth can regain ownership of their birth thmough
fear acknowledgement, empowerment and a sense of security. While
all birth modes are experienced more positively with skin-to-gkin, the
findings of this review show the themes of having a sense of control
and feeling natural are particularly distinctive for women having a cae-
sarean secton birth. This new knowledge should direct the care women
receive.

It is clear from this review that women want to be dose to and hold
their haby and that it & an important step in assuming the role of mother
to the new baby. Mercer's Becoming a Mother theory identifies the im-
portance of ransidoning to the maternal mle for the woman's cwn py-
chosocial development and the association of external factoms, such as
skin-to-skin and separaton (Husmillo, 201 3% Mercer, 2004). Sense of
control, satifaction and confidence in herself all have the potential to
be impacted by an experience such as separation at caesarean section
which risks poor self-esteem and role failure (Mercer, 2004). Ghanbari-
Homayi et al. (2021) in a systematic review of 19 studies with over
10, 000 women ako identified that the woman feeling safe and taking
contral over childbirth was important for improving hirth experience

Limitations of this review

The mainlimitation identified by thisintegmtive review was the lack
of a congstent and standardised definition of skin-to-skin for caesamean
secfion births Reseamhers used varying standards for initiation and du-
ration which weme not clearly comparable. The general postulation was
in comparing skin-to-skin versus none

The UMICEF (2019) definiton & challenged by the surgical setting
whem skin-to-skin practice is inconsistent. Some studies met this stan-
dard while others exceeded or fell short. The time frame of the last
decade aleo meant that some of the research was being done when skin-
to-skin at caesarean secton was innovative and unexpected which may
have influenced the lack of uniform definiton.

While the majority of papers eviewsed were of small sample sizes,
making some pesults less conclusive at an individual level, this analysis
has correlated the data to inform new undestanding. The study popu-
lations were dmilar across all papers with results from both developed
and developing countries showing universal outcomes and experiences
for the wo men.

Implications for practice, policy and research

It is evident from this integrative review that women want and ben-
efit from saying in close physical contact with their habies immediately

206

Michweifery 101 {2021) 108063

after birth. Health professionals need to recognise their role in accom-
madatng and ad vocating for this practice in an envimnment where the
halance of power lies with them. Having policies which support skin-
to-skin at caesarean section, planning consisgent implementation with
education, staffing and resources, and promoting the practice as stan-
dand care unless there is a medical indication to separate is imperative
to improving women's hirth experience.

The phenomenon of skin-to-skin and non-sepamtion at caesarean
section is demonstrated to positively improve the hirth by giving a sense
of contral and more natural experience. Medicalisaton of the birthing
event to a surgical procedure has led to a geneml acceptance of separa-
ton and the expectation of medical need even when woman and haby
are well. Further research for how women experience this separation is
needed in order to change policy and practice and impmve outoomes
for women having caesarean hirths.

Conclusion

Ekin-to-skin contact between a well woman and her newhorn at cae-
sarean secton birth & a simple and safe way to ensure future physical
and emational well-being of both. The establishment of the m ather-child
relationship through bonding and mutual-caregiving, promotes ongo ing
security of care and nutrition for the infant and psychosocial well-being
for the woman. The findings of this review have shown the urgent de-
sire women have to see, hold and feed their babies in the moments after
hirth. The vulnerability of the woman during a surgical birth dictates
the response woman-centred health professionals should guarantee —
keeping the dyad together.

Supplementary materials

Sup plementary material asociated with this article can be found, in
the online version, at doi10.101 6/ midw.2021.103063.
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women's caesarean birth experience
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Abstract

Howr 3 woman experiences birth is influenced by how she iz treated . and who haz power and comtrol in
the birthing smviroament. Foons on ‘delivery” of an infant disregards the transformatve event for the
woman, with poorer physical and psycholezical outcomes. Mew evidence is needed to undsrstand how
1o prevent wauma and improve maternal wellbeing, Thizs papsr presants 3 feminist methodology to view
ths lived experience of caszarsan birth. Feminizt birthing theories integrated with 2 phenomenological
perzpective provide meight for those working i matemnity care and create 3 novel framework for
researcher: considering the positdon of women in a medicalized healthcare syvstem. Feminist
phenomenolozy with 2 theorstical femimizt ovarlay refrecshes the methodological framework for a new
understanding of how this permatal event iIMpacts Womsn.
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CHENOmMennlogyY

Phenomsenolosy can describ= oo an event, such asz birth | is understood in the landscape of sumoumding
experiences and overall context (Dodgson, 2023). The subjective and contextual approach soits health
rezearch in providing the rich data of patisnt encountsrs in health samdices. Examining and
undsrstanding participant reflections of personal exparience, such & in maternity care, can belp inform
policy and practice and improve outcomes well bevond morbidity and monality.

Foundational wrork by the philosopher Husserl hizhlizhied and distinguizhed betwesn the phov=ical
and mental sxperisncs to show eszence or tue meaning (Dowling and Cooney, 2012}, This required the
researcher to set azide, or bracket, their ovm belisf: or assumpdions to be able to filly understand and
dezcribe the experience of the participant. However, in the maternity cars landscape of historical gender
insguality and sexosl differemce, it could be arsued that complete bracketing iz ineffective, with the
experience potentislly influsncing both researcher and participants aliks (hfann 2018a).

Heidezzer further developed phenomencloszy to move bevond describing the experience to the
interpretation of hiddsn meanings, which identifisd and mchided the belisfs of the researcher (Dowling
and Cooney, 2012} Thiz hermeneutic siyvile clarified the context and iz well-moited to midwifery-led
research, where midwife and woman are entwined metaphorically, physically and contexually
{Dowling and Cooney, 2012; Aliles et al, 2013). The relationship between researcher and participant is
zeen 33 8 fundarental concept of phenomenclogy (Dodzzon, 2023} and iz reflective of the midwife-
WOIEn COnnecion.

Feminist phenomenology

Fezsarch in general, including phenomenological enguiry, tends fo be groundsd in 3 patriarchal world
view, where the ‘nommal’ buman experisnce iz often androcentric (Bailey and LaFrance, 2017; hlann,
2018%). Historically, studies and philosophies have uzed man as the standard (primary’} and woman a:
‘pther’ (secondary’), implying leszer vale (Besuvoir, 200%; Bailey and LaFrance, Z017). Female
experiences have besn dizmissed az zubjecimce and perzomal rather than philozophical and vahliable
{LaChance Adams and Lundquist, 2015). Feminist phenomenology enables recognition of subjectve
and zocial constructs, smipping it back o idenfifv the uniguity of female experisnce (Zailer and Kall
2014). It supporis an inguiry about women as both the primary subject and the frame of reference
{hlann 2018k} Birth experience az a phenomenon impacts wotnen.

Feminiztz have sxplored the shared circumstances of women pregnancy and motherhood, the
contexiz and experiences that are both comnscted and individusl, and mfiuenced by each woman's
history, culture and backsround (LaChance Adzm: and Lundguist 2013). Feminist phenomenolagy
accounts for these distinctions in the broad land:cape of women and birthing. This is in contrast to the
authoritative, patriarchal obstetric model, which ha: progreszively focused on fetal wellbeinz and
zalfhood ower that of the woman (Melamed 20230, Devaluing the femals body to one of an orzanic, and
often faulty, machine to create a child has reduced women's azency over their own bodiss (Davizon,
2020; Rieed, 2021).

Traditional ressarch offer: 3 male-domminatad view of the world, even when the subjectz are fomale
{Shabot and Landry, 2018). Research coofirmes to under-represent women in lnwman stodies,
particularly thoze who are prezmant or breastfeeding. Applyins feminizm to phenomenology infonms the
context of sexual difference in experiences such as presmancy and birh, illnesz and pain, and what
health means to individuals.

Az an early feminist, Beawvedr (200%) argned that worman was more than a “womb’ and motherhood,
zeeing reproduction and fertility as the link to society's subjusstion of the famale zex. Bhe described
femminity, womanhopd and becomming 2 mother 2z being connectad to the entological expectation of a
femals. Bemvoir (2000) gave no thousht to any innsts desire 3 woman may have to b2 2 mother,
perhaps becauss in her era, marmiage was the onlv cheoice for 2 woman that was socially acceptabls.
hlovinz on to the 21st century, there contimes a stersotvpical tendency to bring up girls to nonture, halp
and behave, and expect ‘bovs fo b2 boyvs’, in other words masculines, agaresszive and deminant (Ford,
2018a). This dominance is demonsitated in feminist socioculioral models of both rape (Walsh, 2015)
and ohstetric-lad maternity care (Faky et al 2008). Women and midwives commonly dsscribe birth
experiances as ‘rape’. violant, non-consenznal and domimsting (Shabot, 2018).
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Enclusan Parroile, prewious oo e sectiom with srperetin from by st

rriferi=a hiriks jurry ity ), well mothar wiitk kendthy termn iefaria st e
hirik s, barthed bebwern 3000 and 2027, cver 18 pean of
e Bt time of comemi for eieceiew, g bl speslcing.

Exrlusian Madicnl nmaon for separation. of moiharsad baby ai bih

criferia

Hecruiimend Sociml madie, sparw bellicg.

Corseni 7 were s shawi aed il iharp sgreed in
pariiciuin, sigaed comeel fomm, Coasan wis vestally
ronfirrand durtey Sneendaw.

Pariicpants Ftoen wiarem aged briwee 323 and 5 yean st fioe of kirih
spamtion who beed hiriked between 5 maeths sd 10 yesrs
pricr io Snterview. All paricionis were detdn i Bed sher Sain

i aed p ied with | 2 prevect
confderiinlity.

Dim exallertl n-dapih | mirrcsay baed on
the McGnih a sl proinml

il w roslywis i inll ook wiik VIO, Deis snabpsd iy s Wisd ifed v

Namrn mppneeh thee virmed daraigh dar bns ol i feinii
hirikire thecries - Rirdh Terewory (Paly & Parzaii, 2000 and
Chilkdrh o o Rie of Possogy (Read o sl 2008

redated qualitative reseanch intervievs [29,.30).

The ane-to-twa-boar long nierviews commeneed with the opening
quiestion of “Tell me aloat vour birth expertence” followed by particd-
pant specifie pronpting and clarifying questbons feensieg om the phe-
nomenss of separatbon. The fist twe interview  amscripls were
completed by the first anthor and reviewed by the ressiech peams with
reaainieg iranscripts sompleted by a transcriptbon servies in verbatim
style soon after each Imerview.

Trarscript data was inftially coded inte 16 nodes ming the NIV
program |11 them manually amalysed wsing a Modifled vam Kaam
approach - grouping, reducieg, thematizing, validating and describing
[42]. This was then viewsd theough the lens of e feminkst Mah
experienee theores - “Birth Tersdioey™ [22] and “Childbieth as a Riee of
Prosage” |23 ). Coding and theming were regnlarly reviewed apd revised
liy the ressarch team, reducieg the nodes 1o fous overarching themes.

The study mnim aved reflexdeny

The first anthor is a Clizgeal Midwile Consnlzant and PRD casdidate
andl conducted all imerviews. She concepmalised this research based on
clinical experence and lack of evidence in promote meaningul chage
[ women birthing by camsarean section whio had experienced separa-
thom from ety infamt. She comes from a background of havieg bed two
caesafen section hisths im & e befoee skin-o-skin contest was nsial
prawctice at any bMeth and experienced no personal birth tranma. The
anibear team incliades theee PRD supervisors, all whe identldy as female,
with expestise in midwifery, nursing, and gualitetive seseirch.

Ethlcal consbderaiions

Initial ctbdeal approval 1o conduet this sudy was given by the e
vershty of Wolloageng Hiuman Research Ethbes Commitiee, Australia
[approval number 20213800 aed later transfereed w0 the Australinn
Cathalbe University Research Ethics Commbttes (etbies reglster nimber
HYEL G004

Results

Farnicipanis

An unexpecied response of 27 expresshons of intefest resulied imoike
fisst 24 bonrs, the post being spontancously sharsd by group followers
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acsoss others social media platforms, gronips and peivate sharisg. The e
ol sodal media as a recraitment sirategy bas been demsonstrated previ-
niisly &s an effective tool in purpasive and seowhall sampling | 23,04].

Of ik original 27 sesponses, two did nobt mect critera, and 25
eligible wamen were sent paricpant information and consent o via
email. Filteen women retimed signed oonsent form and were sibse-
quently intervbewed over the pext thres montks. All were inclided in
data analyxis and were anonymissd with peesdonyms. Further pecmilt-
mend Wi determined to not be necewary with data ssturation resched.

The partichpants [ Talle 2) Brthed inAnustralia, ranged in age from 23
o 38 yeass at ke time of beh, &ll were in o permaent, heteroseal
relatienships and well sducated. Ther expericnes of separation had
hapgened flwe months 1o ten vears prior to the interdew, Fonirteen out of
fifteen participants bad beem (st tinee mothers and two experienced a
subsenuent saesarean section and separation event, providing & total of
sevemieen histh experienees beluded in the data. Twelve of these wers

eEErgent proeadipes.

Findings

Initially distingulshing the matemal-infae s=paration phenomenon
frcas the everall pesinatal experience wis challenging with all pamici-
panes sharing distressing asd traumatic birih stiories. lsolation of four
mailm themes characiersing the experience of being separated from
one's healthy baby ar bieth emerged frome the data -Disconnecrin,
Emononal Tiumesl, Inffiosace, and Msight. The themes were then mapgesd
with where ihey most aligned wiih the birtking theeries, highlighoiog
the significance of the sepamibon event & a feminksl kene. Rives of
Fassage wis balanced with Rites of Protection based om the medical-
Isation of the birth experiemee (Talde A3 [1].

Thare [0 Discommes i
Fousf wiibthemes were coded within this theme - Destre to dald baby,

Separarion, No skir-ro-ikin, and Breafnading.

Disire re fold haby, Wanting 1o Bald their habiy at birth was sirongly
reealled by all particpanis. They described pleading and demaeding foe
this i happen, and feli their wrgeney was ag odds wiith hospiial staf. The
imterval before they veere able to hold theie baby was somsetimes inelear
im thelr memsories, hut any amount of tme wees deseribed as feeling oo
loeg, Meoml® saying “& was probaldy abaur an howe, S e felr fke
Jforever,

Separerion. In all cases, sepasation at birth did not rellect poor B=alth of
mather ar haby. Initially the sepamation wis within the room, babies
taken ot of view of the mother. Pholos were offered s substimies o

Table ¥
Parli .u I L |..-
Hame Agmak Paniy sk Time winee birihos
i Pevuri=aym) hirihs [ separsiian
Magpin M PR 185 mozas
B L] pIETIR 185 mozas
Alice as PR 5 miarihs
Lo as mulip 5P
Lwanm F 1 pEETp 10 yomrn
Smonirah 28, 30 prinip, mukip q% & 3 yaan
Jane oo pIETR O pramn
Erin as PR 5 prams
Saly a1 prEnip 1% ywars
Liy as PRI 10 yemrs
Rharin a0 PRI 2 pram
Michair T, 30 perimigp, maukip 8§ yow
Haznd J4 PRI 5 prars
Clam 1] prEnp 1 prar
PMrrarda as pranp 2% ywars
" Primi paromy Primip = sl bt Multig Telualligs ~ staluingy Lanths
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Introd wetbon

The experience of hirth & one individualized by the interplay of
prople amd drenmstances, igcluding who, where and how the woman is
cared for, and imporiantly, how she s made o fesd [1,2]. The idealised
image of a powerfnl birthdng womsan, im coniesl of her bady and those
aronnd her 1] siis in stark conirast with the surgieg estimonies of
ahstetrie violenee amd eth tranma nguisies 4,5

Uedortunately for many women, Mehieg ks ne loeger a traditional
practice it a medically controlled and teimatic proceduse |G
Commody Hp service is padd io woman.cenired” mee while the reality is
ane of factlity focwsed comtrol. Wossen histhing by clther an expectant
arf emergent cacsarenn secibon sep firikber from the tradition of *birtk 1o
ane of ‘procodiire”, a surgloal '‘delivery’, where the woman is far from ke
centre of care. The woman feces birth feeling powerdess and Tearful with
the= expectaibon she should just be graseful i have her haby [7].

Cacsarean section his been shown o pegatively impact & woman's
anverall birth experience, particnlarly for primdparons women and ke
foe whasim it i an emergency. |= ) Emabling skis-to-skin contact benvesn
the= msoiibeer-haby dyad and son-separation of the woman from her baly
afe prodective measieres o improve birth sxperience, breasifeeding and
long-term healibs [-17 ). Despite the svidenee, women contiome o be
sepasabed from their baby ab cassarcan birth, with healthcare process
takieg, precedence pver matermal chodee. In Australia, sites continoe io
ineresise with 3% of women birthing by cacsarean section in 2021,
[12] a fgure similar e other high-income coumtries. This common
medical event can lead po indifferent case for women who may be
negatively impacted weell Inte the fuaree [17).

The phenomenon of matemal-infas separation from the woman's
persperiive Bas mod been well studied. Previous research his locnsed on
the= bmpacts foe maternal-child bonding and the physiologieal aspeces of
separation, but less s known about women's sxperence and anbeomes.

Particlpants, ethles and methods
Emdy disign amd drencs framesark

& feminkst phenomenologheal framework was meed 1o explore ihe
eaperience of women sepamied from their haby al casarean section
hieth in the previous tem years without medbeal nesessity. This rellerts
the periced im which skim-ioskin ar cacsarean secibon (and mon-
separation) was first recognised and domemented in Blermbere (90, I
alsn acronnis for evideses that show women remember and can recownt
their enperience for many vears after birh (19277,
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Using a feminist approach o phenomenology sought o addres e
coniexisal and semal differesee of pregnancy and bisth |15 ) Human
experience ks nod gemder-neniral, and phescmenalogy typleally postrags
i male-dominated world view, even when participants are femsale |10,
20]. The dominant moderm matembty care paradigm devalues ibe
female-s=xed body as a faubty machine, with isereasing interventions
and pregnancy imterrptions promedieg the importance of the femns over
the woman and disregarding her dghi o seli-deiermination [ 21 ]. Birth
trawma and obsteiric violenee coars in matemiiy seoiiegs, with gesder
ieeqquality reflecting the culmeml asd societal power imbalaree of men
over women | 7). Feminst phesomenology provides opporiunity o
rxpose dispariny in olsierric health care, policy and practice.

Adding the thenretical feminkst bens of “Bieth Tesvitory™ [22] and
“Childlieth és a Rite of Passage” [ 23] faciliated focns for nndess tanding
waman-cenired care in an andeoeeniee obstetric spsiem, enoompassing
physieal, emotional and spisiiual nesds [24). The theory of Birth Ter-
ritory highlights ik importasee of maternity care providers, particn-
larly midwives, in supporting amd prtecting the woman, applying her
v Imir esle kecswledge oo fnster a satisfying and compowesing hirthing
experience. Environments and care providers that llmin a swoman's
power apd control increase fear, poorer owiromes and eeduce birth
satlsfaction [22,27]. The theory of Childbinh as a Riee of Passage
highlights thear the righes of women o bodily aniosomy dors mot change
with histh mode |25, Birth experienee s asociated with bow a woman
is treated and shonld reflect buman rights. Recognising and challengiog
these intrapersomal and social Tactors thar disemposwer womsen can be
manifested with feminist research amd theory |20

Highiliny ami secrubomens

Interest for imclusion im this spedy wis oollected throngh o simgle
social media posting in 2027, The original post wis purposively placed
im an Australian matemity cossumer advoeacy group ol the fiest asthors
licil health district.

M collecnon & oaslysis

Unsirwctured, in-depih phenomencdogioal interviews wene con.
ducted and recorded by the fist author wsing a viden conferencing
platfoem for all bat one which was in person and andic recorded. This
imterpretive approach allowed for the depib and deall needed Tor e
rich data of sach pasticipant’s experience |27, The imerview proboeol
waes hiserd on MeCiragh et al., |22 inelading sappont bailding, listeniog
and reflection and bas been previcmsly demoestrated in other health

Tabla 1
Rirth Theeosi.
Birth Terrgsry Terrain (Hrih Sancium jareable, erhaar ¥
o i [ ard tris haw s vl b vy o faer snvirzamaei] wense ol s, irradl pi e jzmmll
rrabodied sell & rpacied by ike bisth sevironmend (iameén] sad welbeing, salriy
1w of pawear {ferisdictiom L sumvetllnres dinicsl, cheerved, sind comiar, reduced
physical & smoticesl wellbring, Trer
{uclh ip & ive poreesr Wikt i, sl { paals, 4
waairodl maternel misd-bodp-anine, selfexpressian &
confideacs
. i g i nard solf-serving, undermining =f
PEwr wammn's dectdnn makisg
Mirwidery [HCP) Intmgrative p:rrﬂlr, respecifal rare, proferciing
disnshi & wenss al mafriy
erhl':l-n-_r[rl:ll 4 ive mrd i powar, subils,
ipead with '....-:rn-'
Childbirih as s Bige of Passsge Rilew of Passage :Iﬂl_ﬂlu:lrlphnhhm fnarki rag | i
o bm Aow ke child distrartinrs, k ing, rowpectiul and
Inshaped by amtamsty ‘diedy - whsi iseed snd doae to agposi conssunl, intogralinn L:l'm:lhr and behy, rozneciinn, stiending g
Irsiew of pamage} smad ic protect mothar & haby [cies of protecton ] Ehe Birth siory
Rits of Prolertion (nea-  Opticas & decisi dzimisiag & i | ing &
physinlepionl birth) meetiay thiss previding care, s rhal
muk b bu czairel of ber body snd by, processing ihe hlrih-!:pn-.hml

- nnk siwdl inéerproteiion
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Alice® interacted with an obstetriclan as an inpatbent, “His dabeig wes
Limttd 1o, § guess, she £0G, and e basteally come i, redfisd it ocross e fed,
and sabd, ‘Look ar thar. Thar's muasshee. Foeie'se all good mow though, mghe?
Alnighi, e el

The wse af disinbegrative power nndermised and disendranchised the
hirth experienee amd promaoted sepamation of the dyad. Health service,
poliey, and persnand wins seen to create conditioes which disadvantages
thes consumer.

Theme 4: Insighr
This final themse reflecred the longer-tesm impact of the birth sepa.

ration, how the women songht understasding of what had happened,
andd how to prevent B cecurring again o clther themselves or ok, The
foar suh-rhemes wene Monbser's Knowfiadge, Interrennons, The Parmer, and
Miext Hirtit.

Murfur's knowladge. The women undesstood their pre-hirth keowledge
andl prepasation was insufflcient for the health system they Hrthed in.
They saw the conflict aed ieconsisiency between evidence, policy, and
individuwal practice.

Sinee the brth and sepasation from their infant, all participanes had
sonight further kpowledge. They recogrised the valnerability of them-
sefves and thedr parimers and ke imbalanee of poser within the bealth
system. If planning sulsepnent hieths, they again attempied o fAnd
maternity care providers which would suppaort thelr cholees, whether by
carsarean of mol, indwdieg privaie midwives and doulas. Five had a
WHAL, with a further one aviempeed but resalting bn another cassarenn
andl separation from Ber baby, this time for medical reasons. Snsannah®
andl Michdle® both described not being ‘allowed” in have a VBAC, both
had elective repeat procedures and were separted from healthy infanis
agaln,

Lily* had a suceessful VBAC with the next birtk. She increised ber
knnwledge and discussed ibe compromises she bad been willisg o palke
and of fightieg for the ihings that were important. She employed a
dunla, as did oikess, to swpport her and ber pastner.

“The meore 1 ibought aboun it [WHAC], the more [ wns like Well, we're
gones have to really foens and stand np moee for what § really wang if
that™s gonma Bappen™ (Lily*)

Innevennnns. One specific aspeact of the participants new knowledge was
thar msedical interventions had the potential to negatively impact their

higth experiences and onicomes. In deserthing theie bieth sioees and their
lnck af inpat into deckions being mades abont their care, intesventions
were commonly deseribed as not being evidence-based or done withowt
corsideration of individnal crcnmstances. This altimately ended up
with a cacsarean and beirg separterd from their haby.

The parmer. Pariser support, o pereelved Lack of, bad a desp impact on
ik birih expefience of the paribcipasits. As men, they were moee likely
tix hivve their opinions respecied oF requested and were sometimes asboed
tix comvinee thelr partners to have certain procedures.

Ultimsately, the impact of mother-infang separation was exacerhated
with separation of the pasticipants from their pastner soom after birth.
Heleg finally reumited & o Gamily was shos-lved for many, with part-
niers aften told o leave soon aflerwands.

Miext béemle. Elight of the fidtern participants bad hirthed farther children
after the separation event and two were pregnaet. They were hyper-
vigilamt in their preparatioss for hirth, cossidered a repeal cacsarean
was possible, and & noted eardiern, psed their knowledge asd experienee
tix pre pare. Susamnah® songht the obstetricdan who weald do s matemal
acstsled cassarean seetion for ber thisd bieth after two previons cacsar-
ears wilh haby separation. She was both overwhelmed ar this trams-
formative experience amd regeetful that she did mod get this with ber

223

“WHERE’S MY BABY?”

Woamem osd Srdh 37 (AR 107

previous birtks. Her experience led ber to widely shase ber personal
Iveth video o encourage boih women aed health care providers o see
whil was possible.

The womsen in this study recogrised the imporance of psypehological
weelll-beieg alongside the physical. Sally® snmmeed this np well, sayiog -
“And I think ol far's dee proddas, ar the somer, 5 thar o of e mish
nesessmnt that shey do 15 hased on plysiond, bty e mor mken o ac
coiunt e peyctalogicad fmpocrs off those dedsons.”

1 * penschoryms

Déscussbon

This study highlighes the significant impact for women sepabsd
from their baby ar birthe Those who panidpaied in this research
collectively showed thelr rxperiener wis similar for all fifieen, incleding
when it happensd & seeond time, providing & valusble andemstanding of
the phenomeson. While the ovemll pefinatal experience for the pariie-
ipamts was refleciive of birth trasma and obstetric violence, the signid-
icance of the separation event cscalated these profoued peyehologioal
and emctional monsa)neees. The desire i hold their haby was sirong,
and as bas been demonsirated in other stmdies, was nrges, intense and
affirming | 15] which cam influence birth cxpericness | 30]. The women
we [mtervicwerd were depied immediate skinco-skin eontact with ibeir
by, known io impeove birth satlslaction, iBcrease a senee of comtrol,
and seen by wWomen i a way 0o emenre staving noclose physioal contact
with their newbom o promole bresifeeding and connection (7]
Dl separaticns lisiing many howrs n some cases, the breastfeeding
miteeees in this study were largely in comet wiih expertations, with
separation and no skin-io-skin contact at birth nsually assocated with
reduiced durathon and exclisivity |57, 00].

It coadd be argned that the stories reconnted by partbepasits npic en
years aler birth weree distorted by time, however this is sot reflecied in
ressirch shivwleg womnen are able to recall hieth experence and events
fior mnany years [15,10,3%,40). The feelings experienced by a woman al
lirth = directly related to how she perecives her safeqy. In viewing this
throngh both “Birth Tesrsary™ | 22] and “Childbisth as o Rite of Passage™
(23] theories, safeiy is influesced by the people who anre carieg for a
waman, and the environment in which ske hirtks. Reed and colleagnes
have alse demoestested, & we did, that when cire provider agenda is
priceitised over the birthing woman's needs i s a factor s the woman's

experience of birk trasma |G].
Hspital Methieg facilities are generally designed for stafl beefii
raiber than women's feelings of salety amd serse of conieed | 22]. “Hirth

Territory”™ describes this ‘surveillance’ rerrain where women feel feastful,
resmlting in peos phivaial fancticning and emotional well-being |41,
This stndy highlights the importance of epeating physically and psy-
chologically sale brihing spaces, recogmising the power imbalanee and
vilzerability of woneen.

The arganisation and maragement of obstetric-led malemity ser-
viees creabes an envimament prone o fecllitp-ronirolled power o
dlsadvaniage and discipline women knie submisshon, The particpanis
explored boih positive and pegaiive arcoumts of midwives asd health
cafe providers who inpacted their Wrth experence. Thelr decriptions
imcluded respertful and suppomive care bt recogpised that this was
aften exceptiomal, noi standard practice. The partickpanis siw the po-
temtlal of midwives, sxpected thelr support and guidancs, amd whils
being disappodinted imwhat the midwives didn o or couldn’t do, they saw
this & i system lailure. Hospital policy and andecceniee power does not
eneirage care provider gnardianship for womeen anid the hierarebieal
strctnee |5 a rsk to women's salety [42]. Parfarchy disempowers
midwives amd oiber care providers which s um disembodies and
Irainat becs womsem | 471].

Power and enmtrol were strong conceres for all participanes, who
recagnised the livile they had. Previous worl, like onrsisdy, has showmn
that skilled and evwen kind caregivers who mest theie own eeeds fless wake
away the power, sespect and confidence of woman, limit her
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parteipation, and cause segative histh expefenee asd tramma [14).
Empowering women o give IHath, rather than being delivesed-of their
hahies, imnproves hieth satislaction and well-bang of the dyad (11].
The strengih of this research was using feminist theory io deeply
explore the Fich data sees. Both birtking theories illnmimated the power
imbalapee ereated when women are surrcunded by stalfl aed envison.
ments that mandpilate and discipline. The women whi chose o be in

ihis stedy were motivated o change this system, and perhaps o
representative of all simdlarly birthing women whi wese separated from

thedir haliy. This limbtatson conld be deveboped with furber rescanch o
ninderstand a hrosder selection of women and the peoviders who have
cared for them.

Conclusion

This sty songht 1o understand the experience of women who
hirthed by ciesarean secticn and were unnecessanly separaied from
thedr baly. The findings demonstrase that separation cansed deep
ematbonal and piychological impacts for the parbepants. Thelr sense of
comtrol was dimiskshed by facllity power, disclplining women o
snbmission usleg polbey and fear Anstvalian maternity systems, like
aibsers aronnd the world, focis on the physioal dsk of pregeaney, labour
& birth, aed particularly the rsk to the infant. Considemtion shoubd k=
given e the woman's human fght o sell-embodiment, preventing
payebological harm and the consequenees of separation at binh for both
mother and child.
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“Where’s my baby?” A feminist phenomenological study of women experiencing

preventable separation from their baby at caesarean birth. — Supplementary File, WOMBI

Themes/Supportive Quotes (additional)

Theme Sub-theme Supporting quote

Disconnection Desire to hold baby “And | kept on asking them, like,
they were stitching me up. | was
like, ‘Can you bring my baby
back?’... | just didn’t feel like they
really understood the urgency of
it. I don’t think they understood,
like, how important it was to me.”
(Sally*, separated for ‘at least an

hour’ but unsure)

Separation “I need, | want to go and see my
baby, and | wanted to be alone
with her and my partner.”

(Louise*, separated for 5 hours)

“Where's my baby? Where's my
husband? Why-why am | still in
the operating theatre?” (Jane*,

separated for two hours)
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No skin-to-skin “And you know, they didn’t

talk  about  skin-to-skin  or
anything like that, so it was just
slice, cut, over to the table, do all
things, weigh, wrap her up, and
then bring her to me all wrapped

up.” (Naomi*)

Breastfeeding “I was also nervous that | was
gonna have trouble breastfeeding
because it was like...how’s the
milk gonna start running when
like, this is what’s happening.”

(Erin*)

“...it was that sort of midwife-led,
um, you know, jamming...”
(Naomi*, describing her first
breastfeed attempt when

reunited with baby)

Emotional Turmoil Emotions at birth “..very surreal, like | know in my
head | just had a baby but it

doesn’t feel like | just had a baby
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at all cause there’s no baby.”

(Lily* while in recovery)

“I didn’t hold him for two hours
[crying]. | didn’t know what had
happened to him and nobody
knew what had happened to me.
Like, it’s just insane, and we were
probably only a couple of

corridors apart.” (Clara*)

Emotions since birth “I felt guilt about feeling numb. |
felt guilt about being separated
from her. | feel guilt about missing
those, like, those first couple of
hours of her life. | think | was just
so disappointed in the system. |
think the guilt’s lessened. | think
the frustration and anger still
remain...I know that | wasn’t in
control, and | know | fought really
hard. | was powerless in that, so |
can’t carry guilt over something |

had no control over.” (Lauren*®)
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Impact on relationship with “..the feelings, the connection,

baby the indescribable love, | think |
even haven’t got there yet. | have
a good relationship with her. But
a lot of it, it’s out of duty. | know
how | have to behave and |
behave, but it’s not this natural
overjoyed burst of emotion.”
(Rose*, describing the prolonged
negative impact on bonding with

her baby aged 15 months)

Impact on relationship with “I left the hospital telling my
partner husband that | wanted a divorce
straight away because | couldn’t
believe that he wasn’t there for
me anyway. He has all the best
intentions and | do see that he
was also afraid and just didn’t
know any better. But that doesn’t
change the fact that he was the
only one that could have said
‘stop’, put something out more
than | was already screaming. But

because he was silent and calm, it
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was one way of siding with the

hospital, with the things that
were done to me. He didn’t
advocate for me

whatsoever.”(Rose *)

Influence Power & Control “At about 6/6.30 a.m | had an
obstetrician storm into my room
and demand — he wasn’t talking
to me, he was talking to my
midwives, demanding that | had a
C-section...No, like, introduction
or anything to me...| was, like,
very, very scared about one — | did
not want a caesarean. There were
a lot of people in the room —
obstetricians  are  like  the

hierarchy, | guess.” (Maria*)

“I think a lot of the time, women
give their power to a doctor
because they're a doctor. Like, we
trust doctors inherently, don't

we?” (Miranda*)
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Maternal choice & Consent “Unless someone tells you you’ve

got a choice, you just do what

people tell you to do.” (Jane*)

“I was given a choice, but it felt
like a very pressured choice.”

(Sally*)

Coercion “..they were so coercive — they
still kind of called the shots even
though we were the ones that
made the decisions. It was
because we were coerced to

make those decisions.” (Maria*)

Staff actions “So, when you’re two first-time
parents and you hear ‘If you don’t
do this, your baby’s gonna die’,
like, what do you do?... | wasn’t
spoken to. | wasn’t told anything.

I wasn’t asked anything.” (Clara*)

“I got to 10cm dilation and, that’s
when, you know, he just came in

and said — told me | was gonna

231



“WHERE’S MY BABY?”

have a dead baby, and...he said ‘I

don’t want to hear another word
from you. You’re having a

caesarean.”” (Miranda*)

“I really wanted to have a low
intervention birth, so | tried to
pick an obstetrician that was
aligned to that...I’m someone
who researches. / read
everything..we  probably  did
three birth courses...the system
sets us up to fail —it’s just not set
up to support women..it's
medicalised. And to find that
person who will treat it as a
natural event and support you
through it, it’s always gonna be a

needle in a haystack” (Sally*)

Insight Mother’s knowledge “They’re supposed to have our
best interests at heart. But
actually they’ve all got their own

agendas as well. Like, you’ve still
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got to advocate for yourself.

You’ve still got to think for
yourself, in my experience. And,
you can’t trust. You cannot trust a
doctor. Noway. That is something
| learnt from that process.”

(Miranda*)

Interventions “So, | was put on the CTG which
I’m actually annoyed about it.
That is something that does
bother me because | now have
found out from, I’m quite a big fan
of Kirsten Small’s research around
CTG use that even in high risk
instances there’s no benefit to
CTG, and in fact it can lead to you
know, things such as caesarean.”

(Maggie*)

The Partner “So the doula ended up spending
those two and a half hours with
[partner] and the baby, which |
also was just so furious about,

that another woman was there
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seeing [partner] becoming a dad

and seeing my baby.” (Erin*)

Next birth “The third one | found a doctor
who was willing to support
maternal-assisted caesarean. It
was the most healing, amazing
experience of my life, and | think
will be forever, will be one of the
best memories | ever have.”
(Susannah*, not separated at this

birth)

*pseudonym

Standards for Reporting Qualitative Research (SRQR)*

http://www.equator-network.org/reporting-guidelines/srgr/

Page/line no(s).

Title and abstract — “Where’s my baby” A feminist phenomenological study of women
experiencing preventable separation from their baby at caesarean birth.

Title - Concise description of the nature and topic of the study Identifying the study as
qualitative or indicating the approach (e.g., ethnography, grounded theory) or data
collection methods (e.g., interview, focus group) is recommended 1

Abstract - Summary of key elements of the study using the abstract format of the intended
publication; typically includes background, purpose, methods, results, and conclusions 1-2

Introduction

Problem formulation - Description and significance of the problem/phenomenon studied;
review of relevant theory and empirical work; problem statement 3-4

Purpose or research question - Purpose of the study and specific objectives or questions | 4

Methods
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Qualitative approach and research paradigm - Qualitative approach (e.g., ethnography,
grounded theory, case study, phenomenology, narrative research) and guiding theory if
appropriate; identifying the research paradigm (e.g., postpositivist, constructivist/
interpretivist) is also recommended; rationale**

Researcher characteristics and reflexivity - Researchers’ characteristics that may influence
the research, including personal attributes, qualifications/experience, relationship with
participants, assumptions, and/or presuppositions; potential or actual interaction between
researchers’ characteristics and the research questions, approach, methods, results, and/or
transferability

Context - Setting/site and salient contextual factors; rationale**

Sampling strategy - How and why research participants, documents, or events were
selected; criteria for deciding when no further sampling was necessary (e.g., sampling
saturation); rationale**

57

Ethical issues pertaining to human subjects - Documentation of approval by an appropriate
ethics review board and participant consent, or explanation for lack thereof; other
confidentiality and data security issues

Data collection methods - Types of data collected; details of data collection procedures
including (as appropriate) start and stop dates of data collection and analysis, iterative
process, triangulation of sources/methods, and modification of procedures in response to
evolving study findings; rationale* *

5 — 7 plus table 1

Data collection instruments and technologies - Description of instruments (e.g., interview
guides, questionnaires) and devices (e.g., audio recorders) used for data collection; if/how
the instrument(s) changed over the course of the study

Units of study - Number and relevant characteristics of participants, documents, or events
included in the study; level of participation (could be reported in results)

7, plus table 2

Data processing - Methods for processing data prior to and during analysis, including
transcription, data entry, data management and security, verification of data integrity, data

coding, and anonymization/de-identification of excerpts 5-7
Data analysis - Process by which inferences, themes, etc., were identified and developed,
including the researchers involved in data analysis; usually references a specific paradigm or
approach; rationale** 5-6
Techniques to enhance trustworthiness - Techniques to enhance trustworthiness and
credibility of data analysis (e.g., member checking, audit trail, triangulation); rationale** 5-6

Results/findings

Synthesis and interpretation - Main findings (e.g., interpretations, inferences, and themes);
mightinclude development of atheory or model, or integration with prior research or theory

7—19 plus table3

Links to empirical data - Evidence (e.g., quotes, field notes, text excerpts, photographs) to
substantiate analytic findings

7 - 19 plus
supplementary file
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Discussion

Integration with prior work, implications, transferability, and contribution(s) to the field -
Short summary of main findings; explanation of how findings and conclusions connect to,
support, elaborate on, or challenge conclusions of earlier scholarship; discussion of scope of
application/generalizability; identification of unique contribution(s) to scholarship in a
discipline or field 19-21

Limitations - Trustworthiness and limitations of findings 19

Other

Conflicts of interest - Potential sources of influence or perceived influence on study conduct
and conclusions; how these were managed 22

Funding - Sources of funding and other support; role of funders in data collection,
interpretation, and reporting 22

*The authors created the SRQR by searching the literature to identify guidelines, reporting
standards, and critical appraisal criteriafor qualitative research; reviewing the referencelists
of retrieved sources; and contacting experts to gain feedback. The SRQR aims to improve
the transparency of all aspects of qualitative research by providing clear standards for
reporting qualitative research.

**The rationale should briefly discuss the justification for choosing that theory, approach,
method, or technique rather than other options available, the assumptions and limitations
implicit in those choices, and how those choices influence study conclusions and
transferability. As appropriate, the rationale for several items might be discussed together.

Reference:

O'Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards for reporting qualitative
research: a synthesis of recommendations. Academic Medicine, Vol. 89, No. 9 / Sept 2014
DOI: 10.1097/ACM.0000000000000388
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Appendix G: Accepted Conference Research Abstracts

15th Normal Labour and Birth Research Conference (NLBC) December 2020
(held virtually due to pandemic)

Presentation theme - “Positive Birth” abstract — literature review

Title: What are women’s experiences of immediate skin-to-skin contact at caesarean section

birth when mother and baby are well?
Background:

The benefits of keeping mother and baby inimmediate and uninterrupted skin-to-skin contact
after birth are well known. Skin-to-skin triggers the biological sequence of events which
promotes physiological, psychological, microbial and epigenetic changes thatimpact the dyad
across their lifetime. The promotion of early feeding during skin-to-skin increases the
initiation, exclusivity and duration of breastfeeding, furthering health benefits for mother,
baby and their community. Research additionally shows that skin-to-skin contact promotes
bonding, mutual-caregiving and self-regulation that impacts the mother-infant relationship

well beyond the perinatal period.

Caesarean section birth occurs in around a third of women and significantly impacts the

facilitation of skin-to-skin, increasing separation, even when both are well.
Objectives:

To understandwhat is already known about the experience of skin-to-skin for women having

caesarean section births at term when both are well.

Methods:

Anintegrative literature review, critically analysingand synthesising data from mixed designs
and methodologies. A comprehensive search with keywords (truncations, spelling variations
and Boolean operators) for ‘skin-to-skin’, ‘caesarean section’, ‘experience’ and ‘woman or
mother’, 2010-2020, was undertaken in seven data bases. 32 articles were appraised for
eligibility with 13 studies chosen to meet inclusion criteria — quantitative (6), qualitative (5)

and mixed method (2).
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Analysis included organising data into themes by describing, extracting and coding. These
concepts have been interpreted and integrated to synthesise new understandings and

identify knowledge gaps to inform further research.
Findings:

Skin-to-skin at caesarean section is as valuable to women as when having a vaginal birth.
Women wanted to hold and meet their babies and experienced these yearnings physically

and emotionally. Themes included “becoming a mother’, “sense of control”, “satisfaction”

P«
and “empowerment”. Women experienced immediate skin-to-skin as a normal and natural
process, an establishment of their importance as ‘mother’, enabling bonding and alleviating
fear. They felt satisfied and involved with their birth and experienced earlier and more
successful breastfeeding outcomes. Women feared separation but felt they had limited

influence on it being ‘allowed’.
Conclusions/implications:

Keeping mothers and babies together is well established as benefitting lifelong health.
Women want to be with their baby. The reasons behind separation at caesarean section are
ofteninstitutionaland can be improved by education and change to policy and practice. This
review has highlighted the gap in literature on the emotional impact for women separated
from their well, term infants at surgical births. Further research in this space seeks to inform

policy and change in practice.
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AIM: To understand the experience of women having : METHOD: An integrative literature

immediate and uninterrupted skin-to-skin contact at review of 13 mixed design and
caesarean section and identify gaps in knowledge to inform methodology papers.
future research and improve birthing outcomes for women. 48

RESULTS: Skin-to-skin is not usual practice ‘\“
at caesarean section births in both \
developed and developing countries
despite proven evidence. A standard
definition of skin-to-skin was not found
across all papers.

Women fear and expect separation and
see skin-to-skin as a tool to keeping their
baby close. When mother and baby are
well, immediate and uninterrupted skin-
to-skin contact is safe, appropriate and
strongly desired by women.

Three main themes (with sub-themes)
were identified — positive birth
experience (satisfaction; breastfeeding);
sense of control (empowered; birth, not a
procedure) and natural (women want to
hold their baby; becoming a mother).
The experience of skin-to-skin is positive
and emotive, and alleviates
disappointment at not birthing vaginally.
Women highly rate being able to see, hold
and feed their newborn immediately, and
perceive being active participants in their
birth when having skin-to-skin.

Virtual International Day of the Midwife Conference (VIDM) 2023 -

“The Art and Science of Midwifery: Celebrating 15 Years of VIDM” Abstract (virtual
presentation) - preliminary findings

Abstract topic: Skin-to-skin at caesarean section has been around for as long as VIDM but

women continue to be separated from their babies unnecessarily. The art of empowering

women is a midwifery skill — they are the key in supporting women in all births.

Abstract title: “Where’s my baby?” How do women experience separation from their baby at

caesarean section birth?

The problem: Midwives guide, create safety and share goals with women through labour and
birth. When the birthinglandscapeis an operatingtheatre, women lose their autonomyand
the midwives’ role of being ‘with-woman’ is challenged. Midwives have the opportunity to
create an environment where the woman has power and agency over her body and baby.

Separating a mother from her baby can negatively impact her birth experience.

Design: Using a feminist phenomenological framework, fifteen women who experienced non-

medically indicated separation from their infant at caesarean section were interviewed.
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Results: Preliminary data analysis using a Modified van Kaam approach showed feelings of
powerlessness, loneliness, sadness and frustration which lasted well beyond the perinatal
period. This reflected a patriarchal, staff-focused environment where women were

disregarded and did not feel safe.

Conclusion: Separating mothers and babies at caesarean section negatively impacts birth
experience. Midwives have the opportunity to recognise power imbalance and create a
sanctum within the surgical environment. Recognising that birth is more than the mode of
delivery, midwives are often the only ones in a position to be the woman’s advocate as she

births and meets her baby.

Key words: midwife; caesarean section; separation; birth experience; feminism;

phenomenology

Lactation Consultants of Australia & New Zealand (LCANZ), Melbourne 2023 -
Breastfeeding In Spite Of —unexpected findings

Keeping mothers and babies together in the immediate period after birth, ideally in skin -to-
skin contact, is well known to facilitate a biologically normal chain of events, including

breastfeeding.

In my PhD research | have sought to understand the experience of women who were
separated from their baby after caesarean section birth without medical reason. | expected
to hear stories of breastfeeding struggles and failure, but what | found was resilience and
determinationin spite of their negative and often traumatic birth experiences. Breastfeeding
was not without challenges but the women overwhelmingly took back the control they lost
during their birth and sought to re-establish the relationship with their baby by feeding and

nurturing them.

This presentation shares the storiesof 15 women who participated in interviews of a feminist
phenomenological research study. It will show the strength of women who despite a loss of
centrality, power and connection with their baby during and soon after birth, still breastfed

successfully and long-term.

240



“WHERE’S MY BABY?”

Virtual International Day of the Midwife (VIDM) 2024 —
“Sustainable Midwifery: Caring for Tomorrow’s World” Abstract (virtual presentation)

Research Findings
Topic: Partnering with women.
Title: Understanding birth trauma from the perspective of obstetric neglect.

The problem: Obstetric violence creates visions of a brutal and purposeful assault, however
more covert practices cause similar psychological harm, are less understood, and more likely
to be disregarded. Separating women from their well-baby at a caesarean section birth can

cause long-lasting trauma.

Method: A feminist phenomenological study, using birthing theories to understand the
experience of women separated from their baby at caesarean section birth withouta medical

indication.

Results: We identified four main themes that were interlinked: Disconnection, Emotional
Turmoil, Insight and Influence. This presentation expands on Influence and the sub-themes of
power & control, maternal choice & consent, coercion and staff actions. While obstetric
violence was perceived with the physically forceful actions that some of these women
experienced, it also showed more insidious events which caused comparable traumatic
responses. The term ‘obstetric neglect’ was coined to symbolise maternity care where
maternal choice and consent was voided by health care providers using power, control and

coercion that influenced participant birth outcomes and experience.

Conclusion: Birthing in an operating theatre environment limited the capacity of the
participants to bodily autonomy and this vulnerability was not accounted for with woman -
centred care. Midwifery training and values align with the need for the protection of, and
advocacy for, women. These findings demonstrate the importance of a respectful,
empoweringand supportive midwifery contribution through every pregnancy and birth, inthe

development of policies and procedures, done in partnership with women.

Theme connection: The identity of midwifery has been increasingly tested both externally and
internally. Holding on to the definition, scope and ethical integrity of a midwife is essential to

sustain midwiferyinto the future or we risk steppinginto the role of 'obstetric nurse'. It should
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not matter where a woman chooses or needs to birth, from home, to birthing unit to the
operating theatre - midwifery care must be the same. Woman-centred, protective, supportive,
empowering to provide psychological and physiological safety and improve birth experience.
Traumatised women impact family and societal wellbeing, changing how our communities will

experience birth and mothering well into the future.

This research challenges midwives to hold onto their past to protect their future.
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