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ABSTRACT

This thesis presents the findings of a doctoral study which analysed video tapes of labouring
Australian women at the end of the 20" century, historical data from midwifery and medical
textbooks, consumer material, and personal experience as a midwifery student in 1970-
1971. The data analysis was achieved using discourse analysis, but was influenced by
Michel Foucault together with anthropological and sociological approaches, particularly as

these can be applied to visual material.

‘Dirt’ is a commonly accepted term, but it becomes difficult to define as it is so dependant
on the context. Since the discovery of the germ theory in the 19™ century, however, it is
difficult for western health professionals to conceive of dirt as being anything but
unaesthetic, unhygienic and pathogenic. When analysing the data from this study, it
became evident that birth and dirt have a close association. The changes that have occurred
in childbirth have revolved around who and what is perceived as clean, and who and what
is perceived as dirty. This thesis argues that ‘birth dirt’ exists, but, its form will vary
depending on the time, the place, and the culture, although it is always centred around the

physical reality of birth.

Video tapes of the birthing process indicate that midwives, in their ritualised behaviours
of containing, controlling and cleaning up the ‘dirt’ associated with birth, create a barrier
between themselves and the women. ‘Dirt’ in this instance is the ‘contaminating’ body
fluids and substances derived from the woman and her baby. The dirt relationship is a
power relationship and the midwife is an essential part of its structure. The midwife is the
dirty worker who maintains the cleanliness of the environment and controls the ‘dirt’ during
birth. There is considerable rhetoric about midwives as being ‘with woman’, but the reality

is that the midwives are more often ‘with dirt’.
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CHAPTER 1

APPROACHING BIRTH

INTRODUCTION

Childbirth is constructed across a range of cultures differently: as a momentous time for
some, a developmental stage, or life crisis, a journey, or a rite of passage. It is a profound
experience in western cultures that has a lasting impact on the women, their partners and
their families. The birth of the baby changes these family dynamics. Depending on the
woman's experiences of birth, it can be on a continuum from a joyous and momentous
occasion, an opportunity to mature and develop, a confirmation of herself, her family, and
life, to a devastating disappointment, an horrific event, a reason for grief. Some of this

range of responses occurred for the women in this study.

This thesis entitled, Birth dirt: Relations of power in childbirth, is about women, both
birthing women and midwives, and their experiences of birth as they travel this journey
together. It is about childbirth in Australia, but particularly about 22 couples who were
willing to have the labour and birth of their baby video taped, and it is about the midwifery
and medical staff who provided their care. Information about the women, their labour and
birth, and their partners are presented in Appendix 1. The names by which the couples are

referred to are fictitious.

The video tapes were collected from 1996 to 1998 when the women laboured in a delivery
suite and a birth centre. The aim of the study was to identify and explore the discourses
surrounding birth, and how these discourses shaped the relationships between the women
and their care givers. | was particularly interested in the power relationships. During the
preliminary analysis of the video taped data, however, the focus narrowed because “clean
and dirty’ and how this is constructed and played out exemplified the location and the
symbolic representation of power. The research became centred, therefore, on the
discourses and discursive practices surrounding who and what is clean, and who and what
is dirty in childbirth.



In the health arena, the “clean’ and “dirty’ concepts can be translated to ‘clean’ or ‘sterile’
and ‘contaminated” and usually refer to body products or substances or items which have
been in contact with them. The study was conducted in the era in which universal /
standard precautions were being emphasised in health care workplaces, but particularly in
the study site as many of the midwifery staff had embraced the philosophy of ‘natural’
childbirth. Many staff had become used to wearing minimal protective clothing during the
birth with some staff wearing none. They were now being asked to practice in a very
different way. Because this transition from ‘natural’ to universal precautions is the context
in which the study was conducted, the major tenets of universal / standard precautions are

presented in Appendix 2.

My personal view of the world has coloured this thesis. 1 am a woman, a midwife, a nurse
(although it is many years since | practised as a nurse), a clinical manager in a delivery
suite, and feminist with a strong sociological background, a liking for philosophy (as long
as itis not too complex), a love of reading, an appreciation of the visual, a fascination with
other cultures and times, and a preference for qualitative research. All these factors have

influenced how this thesis was conceptualised and developed.

My occupation as a midwife, together with my sociological background, awakened me to
the importance and relevance of feminism in my life. Both sociology and feminism have
helped shaped how I work as a midwife. | believe sociology has enabled me to have a
broader view of the world, be critical and reflective of the health system in which | work,
while feminism has made me a better midwife by making me more woman focussed. My
midwifery and feminist focus were influential in choosing the area for study — the
interaction between the woman and her family and the health professionals who provide
their care. | did not set out to “‘do’ feminist research, although I always acknowledged that
I was taking a feminist approach with my study. Because this influenced the thesis, there is

a brief discussion on feminism and research in this chapter.

Also in this chapter | introduce a discussion on authoritative knowledge, particularly as it is
applied to childbirth. The authoritative knowledge of the midwifery and medical staff in

this thesis is both obvious and covert while the power that they derive from it is extensive.



It is such an important overarching concept in relation to the analysis of the data that |
decided to present an exposition of the concept at the beginning of the work. Authoritative
knowledge underpins all the interactions between the women and their support people, and
the health professionals, with the term used repeatedly in the analysis chapters. However,

authoritative knowledge and who owns/holds it is also important throughout the thesis.

ORIGINS OF THE STUDY

The focus of this thesis, women's experience of labour and birth, was the result of a
previous study in which I had examined midwives™ perception of care during labour (H.
Callaghan, 1996; H. M. Callaghan, 1990). Throughout the analysis of the data and trying
to understand midwives™ perception of care, | was left with many unanswered questions.
Some of these questions related to how the women ‘chose’ particular positions for birth.
Many queries were related to the interactions that occurred between the women, the
midwives and other health professionals. Further questions related to the manner in which
the women's agreement to particular interventions, such as, vaginal examinations,
amniotomy, analgesia, or epidural, or a syntocinon infusion, was obtained. Some questions
were related to the degree of autonomy the women who were cared for by the independent
midwives really had, and would the midwives always agree to what the women wanted,
regardless of the severity of the complications. While some of the midwives in this earlier
study described the power of the medical profession, and sometimes that of the midwife,

the latter was not really acknowledged, let alone understood, by many of the participants.

My own experience as a midwife made me aware that the power relationships in childbirth
could be both obvious and subtle. My personal view was that medical staff were powerful
and that midwives, many without acknowledging it, were also powerful in their relationship
with childbearing women. This ‘space’ between the woman, her family and the health
professionals deserved detailed study and analysis. Thus, a design for the research, which

became the focus of this thesis was developed to explore this ‘space’.



In this study, I set out to identify and explore the discourses and related practices
surrounding birth and explain how power was manifest and reproduced. This was to be
achieved by studying the interactions that occurred between the childbearing women and
their caregivers. The data was collected by video tape with discourse analysis the method
of analysis. Although the aim of my study remained the same, how this was to be achieved

was modified.

Twenty-two women were video taped during labour with a range of recorded data from
three to 33 hours. Pilot and early analysis showed that taping time was irrelevant. What
was more essential, however, was that taping captured the critical incidents* between the

women, their families and the health professionals.

Further refinement in the direction of the study occurred during the analysis process. The
video tapes showed the importance of ‘dressing’ or covering the body and this provided a
focus for the analysis of power and the use of dress to enhance the wearer's power. The
importance of dress reminded me of how we worked when | was a student midwife and
how concepts of cleanliness and asepsis were strictly enforced with labour ward dress and
cleaning procedures emulating an operating theatre. The protective clothing at that time
was supposed to protect the woman and her baby from infection. This was followed by a
relaxation of protective apparel in the 1980s associated with the emphasis on ‘natural’
childbirth. This emphasis on ‘cleanliness’ and protection changed again with the discovery
of AIDS/HIV and an improved understanding of hepatitis. The focus of the study became
more specifically an investigation of what clean and dirty meant, especially in relation to
the birthing woman's body. In this study | provide an overview of dress in the childbirth
encounter. These explorations made the role of dirt in the changing modes of dress
surrounding childbirth more apparent and led to an examination of professional textbooks
and consumer books. Although, the study expanded and incorporated these other sources

of data, the focus of the research remained the same.

! Critical incidents are defined as: “any observable human activity that is sufficiently complete in itself to
permit inferences to be made” (Cormack, 1991, p. 242)



AUTHORITATIVE KNOWLEDGE

The concept of authoritative knowledge is attributed to Brigitte Jordan (Davis-Floyd &
Sargent, 1997) following her publications in the 1970s and 1980s (Jordan, 1977, 1978,
1987, 1989). As Jordan (1993, p. 152) noted, authoritative knowledge is a social process
which is considered the “natural order” and both reflects and builds upon the power
relationships within the practice of a knowledge system. Jordan (1992, p. 3) considers that
authoritative knowledge is similar to Garfinkel's notion of common sense in that it is
“unselfconsciously constructed, displayed and used” by people in their everyday
interactions. Where Jordan considers it different, however, is that the authoritative
knowledge is owned and used by a privileged group. The characteristics of authoritative

knowledge are summarised in the following quote:

Authoritative knowledge is persuasive because it seems natural, reasonable

and consensually constructed. For the same reason it also carries the

possibility of powerful sanctions, ranging from exclusions from the social

group to physical coerciveness .... people not only accept authoritative

knowledge (which is thus validated and reinforced), but are actively and

unselfconsciously engaged in its routine production and reproduction ....The

power of authoritative knowledge is not that it is correct but that it counts

(original layout) (Jordan, 1992, p. 4).
For Jordan (1997) authoritative knowledge does not mean the knowledge of those who are
in authority, although she acknowledges they share an understanding of the local version of
authoritative knowledge with the other members of their practice community. For her
authoritative knowledge is about the way “participants ... make visible to themselves and to
each other” the rationale for their behaviour in particular environments (Jordan, 1997, p.
58). Jordan dispenses with the concepts of authority and knowledge and prefers to

determine how participants deal with these notions in practice.

Jordan acknowledges that there are usually several knowledge systems for a domain, but
believes one will become dominant. The dominant knowledge system may “carry more
weight than others” because it provides a better explanation of “the state of the world ...
(efficacy)”, or it may have “a stronger power base (structural superiority)”, but most likely
it will have both (Jordan, 1997, p. 56). Jordan (1997, p. 56) acknowledges that “equally

legitimate parallel knowledge systems exist” with people moving freely from one to the
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other, however, one system usually gains dominance resulting in the devaluing of other
systems of knowledge with those who believe in the alternative knowledge system often
being denigrated. In Australian childbirth, medicine is the dominant knowledge system
with midwifery as the lesser valued, but alternative knowledge system. Medicine has a
stronger power base than midwifery while the societal perception is that medicine is more
effective and necessary. Some midwives and some doctors move to and from a midwifery
knowledge system to a medical knowledge system depending on the situation and the

woman'’s wishes.

Other authors (Johnson, 1999; Kennell, 1999; J. L. Martin, 1998), have also discussed
authoritative knowledge with much of this relating to childbirth and/or anthropology
(Davis-Floyd & Davis, 1996; Daviss, 1996; Gaskin, 1996; Trevathan, 1997), presumably

because that is the area in which the term originated.

Trevathan (1997) speculated that birth was originally a solitary activity, but became a
social activity when hominids began bipedalism. This resulted in the birth canal being
orientated differently, with the baby born facing away from the mother, therefore making it
difficult for the woman to clear the baby's airways and release the umbilical cord, if it was
around the neck. Trevathan (1997, p. 82) theorised that the outcomes for women who
birthed near other women was better than for those who birthed unassisted, thus
authoritative knowledge transference “from the birthing woman to her attendants” began
millions of years ago. Encephalization in the genus homo increased the need for the
birthing woman to have assistance which Trevathan (1997, pp. 82-83) assumed resulted in
“joint communication and coordinated action” between the woman and her attendant with
the woman's knowledge equally or more important than the assistants. This era is long
past, with the dominant perception now being that the most important knowledge and
technical expertise on childbirth is held by the health professionals, particularly the doctors

who specialise in this field, the obstetricians.



Authoritative touch in childbirth has been discussed in detail by Kitzinger who noted that:

Touch is never neutral. It is emotionally supportive or disabling. It is

empowering or disempowering. Authoritative touch by caregivers in

pregnancy and childbirth conveys strong messages to the woman

concerning her status vis-a-vis her attendants, the reproductive efficiency of

her body, the normality or abnormality of this birth, and about her value as

a woman (Kitzinger, 1997, p. 229).
Kitzinger (1997) notes that touch during birth has several functions, while different levels
of the meaning of touch are conveyed to the participants, this may or may not be
acknowledged, while various interpretations of touch may conflict. Kitzinger (1997)
describes seven different forms of authoritative touch: blessing touch, comfort touch,
physically supportive touch, diagnostic touch, manipulative touch, restraining touch, and
punitive touch. She acknowledges that these categories “overlap” and that there is a
“merging of meanings” between the categories (Kitzinger, 1997, p. 215). In the video
tapes, it is evident that there is another form of authoritative touch which I have referred to
as directive touch. Directive touch occurs when the care giver uses touch to give the
woman directions or commands, for example, applying pressure or traction to a part of the

woman's body in order to get her to change her position.

Over time the nature of authoritative touch has changed. In the early history of medicine,
touch was limited, but it increased with increasing technical expertise. Kitzinger (1997)
considers modern nursing has incorporated the blessing touch into its practice with the
notion of therapeutic touch. Similarly, “touch was formalized as massage” and
incorporated into midwifery in the United Kingdom, and training methods for birth, such as
Lamaze, with the partner being taught the techniques (Kitzinger, 1997, p. 219). Kitzinger
considers that restraining touch decreased in response to the increased use of mechanical
equipment which ties the woman to the bed, for example, electronic fetal monitoring,
intravenous therapy, etcetera (1997). As Kitzinger (1997, p. 228) noted any procedure may
be perceived by the woman as punitive, “even when this [was]... not the intention”.
Restraining, punitive and directive touch demonstrate the powerfulness of the care
providers, while diagnostic and manipulative touch can be either supportive and
informative, or painful. If touch provides “comfort, offers physical support, and embodies

cultural values shared” by the woman and her care giver, “it bridges the social space
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between them” (Kitzinger, 1997, p. 229).

In the design of this study, | was interested in exploring the patterns of verbal and non
verbal communication, including touch, during labour. I came to appreciate, however, that
touch was only one form of non verbal communication and that other important messages

were being sent by the birthing environment and how people were dressed.

Dress and the childbirth encounter

All medical encounters, no matter how mundane, are dramatic episodes.

The protagonists, often without conscious thought, play out their respective

roles of patient and healer according to their society's expectations. In

some cultures, the dramatic aspect of healing is overt. Performers’

costumes can add to the specialness of a healing encounter, ranging from

obviously theatrical dress to a medical white coat, or a stethoscope around

the healer’s neck (Laderman & Roseman, 1996b, p. 1).
This quote highlights the hidden, but none the less, powerful messages that health
professionals convey during what Laderman and Roseman (1996b, p. 1) refer to as the
“healing encounter”. These authors also discuss the relevance of odours, sounds,
appropriate or inappropriate treatments, art forms, “players, audience, props, plots, comedy,
poetry and dialogue”, and the verbal and non verbal messages inherent in healing
performances (Laderman & Roseman, 1996b, p. 2). Some would argue that childbirth is
not a healing encounter, as childbirth is a normal physiological function, however, in our
society childbirth is treated as a potentially dangerous event requiring medical assistance to
achieve the best outcomes. When I first read this quote, | was trying to come to terms with
what | was seeing on the video tapes. When viewing the critical incidents on the video
tapes, the richness of the data in a single frame could be translated into most of the items,
except odour, which these authors considered relevant to any ‘healing encounter’. The
appropriateness of this quote will be demonstrated throughout the thesis. The majority of
midwives and many of the medical staff in the study wore theatre clothing throughout the
labour, while a few midwives wore their corporate uniform. Some doctors and a few
midwives wore normal clothing. This section focuses on the ‘costumes’ or uniforms of
health professionals, but particularly what is worn by staff in a modern Australian hospital

for birth, and demonstrates how important the humble uniform /costume is to the childbirth



encounter as it enhances their position as the holders of authoritative knowledge.

All the hospital’s clinical midwifery and nursing staff wear a corporate uniform which they
have bought and for which they are responsible to clean. The Study Area Health Service?
(1994), Section 1, p. 19} requires this uniform to be “freshly laundered” each day. The
midwives in the delivery suite and the birth centre, in the institution in which the research
was conducted, have been given the option of wearing a normal corporate uniform, or
wearing “operating theatre ‘blues’” (Study Area Health Service, 1994, Section 3, Obstetric
guidelines: Delivery suite), commonly referred to as a theatre scrub suit. This is provided
by and cleaned by the hospital. The majority of midwives wear the scrub suit, a few
midwives wear their hospital uniform, and a couple of the team midwives wore their
ordinary clothes, or ‘civvies’. The wearing of normal clothes by the ‘team’ as distinct from
rostered midwives was initially encouraged by the midwifery leadership to facilitate the
woman to woman / midwife interaction and normalise the process (S. Paine, personal
communication, 24 May 2000). This was never formalised in documentation, but it
continued while the team midwives were in operation and has extended to the birth centre
team midwives on their clinic days. These approaches are contrary to my midwifery
training when our student uniforms were provided, washed and ironed by the hospital.

These were the only uniforms we wore.

2 The name of the area health service has been removed to preserve the anonymity of the participating
institutions and individuals.



Wearing a theatre scrub suit means that the midwife does not have to worry about her
uniform becoming dirty, usually from blood, mucus, liquor, urine, or meconium, or, the
problem of taking hospital dirt into her home, or, the effort of removing ‘the dirt.” It is
required that “Clothing will be changed if contaminated” (Study Area Health Service, 1994,
Section 3, Obstetric guidelines: Delivery Suite). This is much easier to do, if there is a
clean uniform, such as theatre clothing, available. The midwife can keep clean the uniform
which she wears to and from work, or she can wear ordinary clothes to work. If she gets
splashed on her scrub suit, she places it in the dirty linen bag and obtains a new clean outfit.
Similarly, the medical officers on duty in delivery suit and the birth centre may wear

theatre scrub suits.

While the video taping was in progress (1996-1998), very few of the medical staff wore the
scrub suits, but now the majority of medical officers change into the scrub suit at the
beginning of their shift in the delivery suite. This is probably related to the increased
emphasis on the use of universal precautions and the increased compliance of medical staff
with infection control guidelines. For Laderman and Roseman (1996a), the ‘healing
encounter’ is sometimes explicit, while the costumes of the participants contribute to the

encounter. The theatre scrub suits and the corporate uniform fulfill this role in this study.

While the use of the theatre scrub suits does have very practical implications, it also
highlights the hospital environment and its ‘high tech’ nature. Most Australians are
familiar with operating theatre garb from television and the movies. Normally the only
hospital areas to wear scrub suits are operating theatres and, rarely, some adult intensive
care units. Reproductive medicine, particularly in vitro fertilization techniques, operating
theatres and intensive care units symbolise modern medicine and the perception of it as a
miraculous science with its attendant technology. From a historical perspective, asepsis and
aseptic techniques developed following progress in both obstetrics and gynaecology and
surgery, so the alignment of these two areas is not surprising. The wearing by delivery
suite and birth centre staff of this style of uniform is indicative of the high level of medical

influence on childbirth in Australia symbolised in dress.

FEMINISM AND RESEARCH
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There are certain theoretical and conceptual frameworks that influenced the approach to
data collection and interpretation of this thesis. One of these was feminism. In the
following section | have outlined the way in which feminist research approaches are

relevant to the thesis.

Feminism has many forms and covers a wide range of beliefs: liberal, radical, Marxist,
socialist, cultural, poststructuralist, French, North American, Black, Latino, Australian, and
others. The different forms of feminism, however, have a commonality of beliefs: there is
“a valuing of women” and their experiences (J. M. Hall & Stevens, 1991, p. 17) together
with an opposition to systematic inequality based on gender (Doering, 1992). Mills (1991),
however, believes that “the essence of feminism [is] the pluralism of the ideology” with this
position being supported by the approach taken in A feminist dictionary (Kramarae &
Treichler, 1985) which provides several pages of quotes defining feminism. For Hawxhurst
and Morrow (1984, cited in Tuttle, 1987, p. 107) “feminism is a call to action”. An
alternative view is provided by male sociologists (Abercrombie, Hill, & Turner, 1984, p.
89) who describe feminism as a “doctrine suggesting that women are systematically

disadvantaged in modern society”.

The methods used to collect data in feminist research are the same as those used for more
conventional approaches with Reinharz (1993) advocating the freedom of feminist
researchers to tackle any topic with any method deemed suitable. Draper (1997) provides a
table listing the 14 characteristics of feminist research which she derived by examining
Webb's (1993) work. This approach, although certainly woman centred, is fairly rigid and
can be accused of excluding “the other”, in this case the male from all feminist research.
To conceive of feminist research in this manner, has resulted in criticism of feminist
methodology (Thorne & Varcoe, 1998). Recently Bradby (1999, p. 290) commented on the
“fault-line” of feminist research, particularly in relation to childbirth, where women are
seen as either “victims” (oppressed and excluded) or “agents” (initiate action) and the

difficulty in incorporating both notions into an analysis.

According to Hall and Stevens (1991), feminist research is distinctive. For these authors,

the research topic is of concern to women, with the results being important for women
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rather than an institution. The research is conducted without exploiting women with
thought being given to the possible uses of the outcomes of the research. The researcher’s
personal history, beliefs, needs, “interests and interpretations are ... scrutinized” during the
reflexive study, while a reciprocal relationship with the participants is desirable (J. M. Hall
& Stevens, 1991, p. 18). Similar comments are made by Davis and Gremmen (1998), and
Reuben (1978). Feminist research is seen by Reuben (1978) as a challenge to traditional
methods because of the use of autobiography and personal choice.

In their book on Feminist methods in social research, Reinharz and Davidman (1992, p. 6)
categorise feminist research methods as that in which the researcher/s self identify “as a
feminist or as part of the women's movement”, or the results are published in feminist
journals or material, or the research has been granted a feminist award. These authors
acknowledge that this does not mean the definition fits all feminist research as some
researchers may be unable to, or reluctant to, use the term “feminist’. This definition was
chosen, however, as researchers doing feminist research only identify their methods as such
if it “is unusual” (Reinharz & Davidman, 1992, p. 7). Reinharz and Davidman (1992, p.
204) suggest that the use of multiple methods by feminist researchers is an
acknowledgement of personal conditions being the result of both “personal and structural

factors”.

Reinharz and Davidman (1992) consider that feminist research draws upon multiple
disciplines and is more likely to use multiple methods. The reasons for choosing multiple
methods may be technical, or reflect the researcher/s “intellectual, emotional and political
commitments” (Reinharz & Davidman, 1992, p. 197). Feminist research projects are often
protracted to permit a profound analysis and are considered as “journeys”, demonstrate risk
taking, “thoroughness”, an “open-ended” approach, while allowing the linking of the past
with the present through both data collection and activities (Reinharz & Davidman, 1992, p.
197). One form of data will often assist in the validation, or refinement of other data
(Reinharz & Davidman, 1992). Multiple methods often developed because of changes that
occur during the research process, but this enables previously “unexamined or
misunderstood experiences” to be clarified, understood, often in layers of meaning, while
increasing the credibility and the utility of the research (Reinharz & Davidman, 1992, p.

197). Feminist research is “driven by the subject matter” while the multiple methods
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approach “put[s] texts or people in contexts, thus providing a richer and far more accurate
interpretation” (Reinharz & Davidman, 1992, p. 213).

Although my conception of this research was informed by a feminist approach because of
the area being researched, and a desire to improve the conditions of women during birth, |
was aware that the method of data collection could be seen by some as exploitative of the
labouring women and their families. Video taping, however, appeared to be the best choice
when examining this topic for a variety of reasons which are discussed in detail later.
Because of an awareness of the power differentials between the participants and the
researcher in any research project, every effort was made to give the women what they
wanted from the research. The birthing women and their families who participated in the
study were very clear, however, that for them, the video camera was not a problem, because

they were keen to receive their edited copy of their labour as a memento.

As the analysis of the video tapes progressed, the study became more focussed and
additional data was collected and autobiographical information included. The changes
made to the study were driven by the early analysis. This has improved the final
interpretation and permitted a more comprehensive understanding of what is occurring
during birth. Only in hindsight has the multiplicity of methods been recognised as

originating from a feminist approach.

THE END PRODUCT

This thesis is about women and their bodies and how they have been constructed by
society, but particularly by medicine. During my analysis | have drawn upon a wide and
diverse range of theorists. Because of this, some of the more important concepts related to
the study are presented in the introduction to the thesis, Chapter 1: Approaching birth. The
concepts discussed in this chapter provide a framework for the study and an understanding
of the material presented in this thesis. Feminist research has guided the approach taken in
the study. Authoritative knowledge, especially as it relates to childbirth, is so important to
appreciating the data that is presented in the thesis, that it required being ‘up front’. The
way in which health professionals present to, or approach patients, in this thesis the women

and their families, is often ignored during the analysis. While watching the video tapes,
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however, it became apparent to me that dress in the childbirth encounter reinforced the
unassailable power of authoritative knowledge. This resulted in a brief discussion on this

topic in order to set the scene for the rest of the work.

In Chapter 2: Getting the dirt on birth, the discussion centres around the methods and
methodology used in the thesis and the major influences on the study. There is a section
devoted to Michel Foucault who has influenced how | see the world. Foucault is often
associated with discourse analysis and this was the main method of analysis. There is a
brief overview of the way in which the various theorists have explicated this method and
how it can be applied to both visual and written material. A short history on the use of the
visual in the social sciences is presented and is followed by a discussion on justifying the
use of this form of data. The current use of film is explored and demonstrates a wide range

of uses in a variety of disciplines.

| presented a discussion on the way in which analysis of visual data has been described by
various experts from various disciplines, however, two authorities from different disciplines
provided the blue-print for the analysis. John Collier and Malcolm Collier (1986) are well
known and recognized visual anthropologists who have produced a classic text used by
many disciplines when analysing visual data. Their book provided me with a starting point
and the reassurance that the video tapes would be able to be analysed. lan Parker (1992), a
psychologist, who is one of the leading proponents of discourse analysis considers that it
does not matter what is being analysed, as long as it can be interpreted. He also provided a
framework for the analysis of data. Detailed information is given on how these two
approaches for analysis were synthesised, together with suggestions from other theorists.
The preliminary analysis of the visual data led me to examine other data, but this time the

sources were books, both professional and consumer orientated.

Because of the pivotal role the analysis of the books has played in development of the
thesis, how these texts were “found’ and eventually used, has been described. Many of the
books were donations or loans from strangers, colleagues and friends. The generosity of

these people has been acknowledged in the earlier pages of the thesis.
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The video taping section of the thesis is described in detail and forms another section of
Chapter 2. The study sample, the pilot study, together with inclusion and exclusion criteria
are described. There is a section on the ethical issues that were relevant to the study.
Developing appropriate protocols that protected the participants® privacy and
confidentiality was essential. The women, their families and the health professionals had to
be aware that they could withdraw from the study at anytime, or ask for the camera to be
turned off. The recruitment process is discussed together with some of the challenges |
faced. | had always assumed, as it turned out correctly, that the majority of women and
their families would reject the idea of video taping their labour, but a minority would be
totally accepting of the idea. The health professionals’ agreement to participate was
challenging with the main stumbling blocks being a fear of litigation and the idea of being
under surveillance. Prior to the commencement of the video taping, these fears threatened
to terminate the study. The technical details related to collecting the videos are provided,

together with the work involved in collecting the labour tapes is recounted.

Chapter 3: There's something about dirt ... is extremely important to the thesis as it
provides the foundation on which the thesis developed. In this chapter the concepts of
pollution, defilement, contamination, and dirt are explored using theorists from a variety of
disciplines, although the work of Mary Douglas (1966/1992) is the starting point for the
discussion. It was only when | understood how western thought has categorised what is

‘dirty” or “clean’, that I could make sense of what | was seeing on the video tapes.

Douglas considered that the western concept of pollution is really just one way of
separating and classifying our world with what has been rejected from various symbolic
systems. She pointed out that our current ideas are more related to notions of hygiene,
etiquette and aesthetics while the connection between dirt and germs followed the
acceptance of the germ theory. Several authors (Enzensberger, 1972; Kubie, 1937;
McLaughlin, 1971; Sartre, 1943/1984) discuss feelings of pollution and note how irrational
itis. Enzensberger (1972, pp. 22-23) considers that there are four sources of dirt (“‘contact
and excretion”; intermingling; decay and upsetting order; “mass”), which cause pollution.
While there is considerable agreement on these categories, there are some differences of

opinion. Dirt itself has been defined as “matter out of place” (Chesterfield cited inDouglas,
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1968/1999a, p. 109). Again there is considerable agreement on this, although there are
many who interpret this definition differently, or expand upon it. Enzensberger (1972)
takes the time to detail the characteristics of dirt and notes how we apply these
characteristics to people and their behaviours. For Douglas (1966/1992, p. 10), dirt is
culturally bound, and is figuratively “in the eye of the beholder”, while for Kubie (1937)
dirt is a fantasy which is based upon a perception of the body as a dirt factory. He points
out that there is a hierarchy of dirtiness, but most importantly, he acknowledged that
woman was almost universally constructed as dirtier than man. These ideas are introduced

in Chapter 3, but are addressed in detail in Chapter 4.

The dangerous nature of the body margins’ is discussed as this has relevance for how we
perceive the changing margins of the woman's body during childbirth. Whatever crosses
the margins of the body become “refuse” (Douglas, 1966/1992, p. 120). The relationship
between dirt and power is discussed, as is, the relationship between dirt and work, together
with the concept of dirty work and dirty workers. The types of work that have been
described as dirty are noted, indicating that dirty workers are unable to control when, where
or how they work, often they are poorly paid, have low status, work with “dirt’, however it
has been defined in society, work with people who are on the margins of society, or do
heavy physical work. It is not surprising to find that some examples are related to house

and body work.

We have come to accept that anything that is dirty must be cleansed or purified through
ritual and this is discussed with particular relevance to the health care system. The

relationship between dirt, germs and asepsis is dealt with briefly.

In Chapter 4: Woman as the dirty ‘other’, I have briefly explored how western societies
have constructed women as ‘the other” over the centuries. This has included the belief that
women's sexuality makes them dangerous, powerful and as threatening to men. Men were
considered the normal sex for the human race with women being judged against them and
found to be deficient. Ancient medical Greek and Roman texts are briefly discussed as they
remained in use for centuries and shaped western philosophical and medical thought about

women. | show that women were constructed as dirty and this was played out against their
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normal physiological functions of menstruation, childbirth and production of colostrum.
Because women were considered dirty, men would not involve themselves in childbirth
except in extreme cases. Naturally, the midwives were women and so were ‘doubly dirty’.
However, when men decided to enter midwifery, there was opposition from both midwives,
medical men and women. Other doctors considered the man-midwife as dirty because of
his occupation and the new professional group, obstetricians, had to prove that they were
worthy of the title doctor — they had to become “scientific’. The midwives were denigrated

as dirty and lost ground to the new professional group.

In the thesis, | have two chapters which relate to birth and dirt in specific historical periods.
The first of these is Chapter 5: Birth and dirt — Puerperal sepsis, in which I examine the
relationship between birth, dirt, and puerperal sepsis over time, but particularly in the
period which led to the validation of obstetrics. Prior to the use of hospitals for birth,
outbreaks of puerperal sepsis were rare or sporadic. With the admission of women to lying-
in hospitals for birth, the rate of puerperal sepsis escalated with a corresponding increase in
the maternal and neonatal mortality rates. The hygienic state of the various institutions
was, by all, accounts poor and in some places horrific. Numerous doctors who were
interested in childbirth proclaimed the origins of the disease. There was much discussion
on the topic, but it took over 100 years for the medical profession to accept the
contagiousness of the disease and that health professionals (doctors and midwives) had
carried the disease from one patient to another. | have argued that some doctors have never
really accepted their culpability in this childbirth disaster and have managed to put the
blame on midwives. This ‘truth’, however, has been accepted by society. Pasteur, a
chemist, is the person responsible for ensuring that the medical profession accepted the role
of microbes in the aetiology of the disease and the necessity for cleanliness. Once the germ
theory was accepted, the medical profession dictated the various rituals considered
necessary to prevent puerperal sepsis. Protective apparel was gradually developed for

health care workers with only face masks being introduced for the benefit of the patient.

The second set of historical data is presented in Chapter 6: Birth and dirt — Reflections. In
this chapter I reflect on my midwifery training which I commenced in 1970. This was

recognised as a period with a high level of medicalisation in childbirth. The chapter was
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important in the development of the theory on birth dirt because | kept reflecting back on
how we had operated during this period, and commenting on how different, yet how similar
‘things’ were if you looked under the surface. During my midwifery training we were
focussed on searching for sepsis and preventing its appearance. There were numerous
rituals associated with cleansing the maternal and newborn body. Birth was treated as if it
was a surgical operation with intense and constant scrutiny of the maternal body. The
women were treated as passive dependant children who would often require assistance
during labour and birth. Postnatally, the scrutiny of the women was continued, but now it
included their babies. There was segregation of the women and their babies from each
other and from the rest of their family, while strict timetables had to be followed. Thiswas

done in a futile attempt to keep everything clean.

In Chapter 7: All in a day's labour, the video tapes are the original source of data from
which the vignettes, or short sketches, have been extracted. These are used to demonstrate
who and what is currently considered clean and dirty in Australian childbirth. It is evident
from these examples, that the discourses and discursive practices surrounding birth,
indicate that the woman and all her body products, including the baby, are dirty. The focus
of the health care workers, both midwives and doctors is on protecting themselves from the
contaminating blood and body substances which are released during labour and birth.
There is considerable rhetoric about midwives as being ‘with woman’, but the reality is that
the midwives are more often ‘with dirt’. The irrationality of some of these practices is

obvious and is discussed later in the thesis.

In Chapter 8: Treated like dirt, the analysis focuses on the verbal and non verbal
communication that occurred during labour. It highlights the dirtiness of the women and
their body products, including the baby. In many instances, this is done without the staff
appearing to have to think, it is automatic. Women are still being constructed as powerful
and dangerous, but particularly to the health professionals. The rituals that the parents
participate in are an acknowledgement that the birth is a rite passage for the families.
However, these rituals follow the hospital script. Because of their perceived dirtiness, the
women and their families are kept in their place, while it is obvious that the doctor is in

charge of the birth process. When the doctor is not present, it is the midwife who takes
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control and manages the birth, the woman, and her family.

In Chapter 9: Labour and birth is dirty work, I explore the discourses and discursive
practices surrounding the women and the midwives as the labour progresses. The woman is
dirty and doing dirty work for several reasons: she is continually leaking throughout her
labour; she is on the margins; she is about to deliver / excrete a dirty being who will also be
on the margins; and, she is doing hard physical work. Following the birth the woman needs
to be cleaned, but now she is considered the most appropriate person to do it. Similarly, the
midwife is doing dirty work and incorporates the dirty work into her midwifery work. She
controls, contains and cleans the dirt that occurs during the birth.

Because of the focus on dirt, there is a corresponding focus on protecting the health care
worker from the dirt. Because of the midwives™ role in relation to dirt, they act as a
protective layer for those health professionals who have more status and power than they
do. The contradictions and the inconsistencies displayed by the health professionals in

relation to the contaminating blood and body products are discussed.

In Chapter 10: Birth dirt, | present an overview of the findings of the study, including what
birth dirt is and how at times it may overlap with “sick dirt” (Littlewood, 1991, p. 168).
Birth dirt exists but its exact nature will vary depending on the time, the place, the culture
and the discourses which surround birth. However, whoever does the dirty work will be in
a subordinate position. This final chapter reviews some of the main concepts relating to
pollution and illustrates that the ‘relations of power’ in the three different time frames have
remained the same, although the form and function may have changed. This chapter
reiterates some of the points made in the earlier chapters, most importantly that women's
bodies were constructed as dirty and dirtier than men’s bodies with the dirt relationship
clearly being a power relationship. The midwife as a mediator and in a paradoxical
position of powerful to powerless is discussed briefly, while her importance in managing
the dirt by controlling, containing and cleansing the dirt of birth is made explicit. Thereisa
more theoretical discussion on the dirt of birth and how this has related to the various items
/ products which were considered dirty in the vignettes. The methods of sanitising birth are
examined, while the implications for women, the health professionals, but particularly the

midwives, and society are suggested.
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There was one other important goal set for any research that would develop from this topic.
This was the need to write the results in a “‘plain language’ version of English, so that they
would be accessible and understood by consumers, and a variety of professional groups, but
particularly midwives. This goal became more necessary, and more desirable, when the
decision was made to use discourse analysis, a methodology renowned for its use of strange
terms, particularly those used by Michel Foucault. The use of ‘old’, and translated texts in

my analysis further strengthened my desire for ‘plain language’ in the thesis.

CONCLUSION / SUMMARY

This chapter has introduced the thesis, Birth dirt: Relations of power in childbirth, to the
reader and presented a broad outline of the study. The origins of the study have been
acknowledged as has my own personal view of the world which influenced the thesis’
conceptualisation and development. Feminism and its™ influence on the research has been
explored, while the importance of authoritative knowledge, which is explicit throughout the
study, has been highlighted. The sociological and practical aspects of the use of uniforms /

costumes have also been presented.
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CHAPTER 2

GETTING THE DIRT ON BIRTH

INTRODUCTION

In this chapter the factors which influenced how the research was conducted are discussed.
Initially, the study was directed very broadly at discovering and exploring the discourses
surrounding childbirth. This original study design was influenced by feminism, midwifery
knowledge, and Foucauldian concepts. | believed that visual methods of data collection,
analysed using discourse analysis would expose new understanding and insight into power
relations in birthing. As the study evolved the focus sharpened, and the study narrowed to
the discourses surrounding who and what is clean and who and what is dirty. As this
direction became clearer, both professional and consumer texts were added to the study.
This added an historical component to the study, influenced by Foucault’s concept of

genealogy.

It is now many years since | first read Foucault's (1975) The birth of the clinic: An
archeology of medical perception. This book has remained a strong influence on how I
perceive the world in which I work. Many of Foucault’s other works were read and
incorporated into my understanding of society, health care delivery and the professions.
The subtitle of the thesis owes its origins to Foucault’s (1994a, p. 291) phrase “relations of
power”. While Foucault's understanding of power and the clinical gaze had been
influential in my choice of study design, his work became even more important when |
recognised and accepted the centrality of women's bodies in the analysis of the discourses
surrounding labour. Initially, I had ‘resisted’ the development of a thesis that focussed on
‘the body’. Because of the Foucauldian influence on the thesis, this chapter includes a

section on Foucault and some of his concepts as these are used in the thesis.

MICHEL FOUCAULT

Michel Foucault, the French post-structuralist philosopher, is an important influence in

many disciplines: psychiatry, philosophy, history, sociology, penology, medicine,
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linguistics, literature, cultural studies, and feminism. Although Foucault (1966) was
concerned about methodological issues, he did not provide clear guidelines for his
methodology. However, he has been used to guide research, for example, Rose (1985) and
Hacking (1991), while others have discussed ways of using Foucault's methods (Kendall &
Wickham, 1999; Shildrick, 1997; Wearing, 1996). Although used by many feminists
(Grosz, 1990; Sawicki, 1991; Weedon, 1987), Foucault is criticised for being “gender
blind” (Wearing, 1996, p. 34). He is also “dense and subject to multiple interpretations”
(Ritzer, 1981, p. 463) with his position changing over time. As Foucault (1972/1982, p. 17)
himself noted: “Do not ask who | am and do not ask me to remain the same”. This is
further complicated for non French speakers who must attempt to access his work in

translation.

Danaher, Schirato, and Webb (2000, p. 3) have described the range of influence of
Foucault, commenting that he has been utilized by “professionals in areas such as medicine,
public health, social work and welfare; law economics, business management and
government; criminology and prison management; media, education, architecture, art and
journalism; and computing, public relations and ecology”. Foucault's work was concerned
with many issues, but probably the most recognised themes are the history of ideas, power,
knowledge, the human body as a subject, especially as this is related to sexuality,
surveillance, discipline and ethics. Foucault's major works have been devoted to particular
topics but the themes were interrelated. The Foucaudian concepts particularly important to
this thesis are: panopticism, the clinical gaze, power / knowledge, history of ideas, and

practices related to the body.

Panopticism is a concept based on Bentham's Panopticon architectural design in which a
central prison tower is surrounded by a building containing individual cells (Foucault,
1977/1991). Each cell has a window through which a supervisor in the tower can view the
individuals in their cells without being seen. The cell inmate is invisible to other inmates.
Because of the lighting in the cells, the person in the cell is constantly visible, but never
knows when being observed. For Foucault (1977/1991, pp. 200-201) the inmates’
lateral “invisibility is a guarantee of order” with the major accomplishment of

Panopticon to “induce in the inmate a state of conscious and permanent visibility
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that assures the automatic functioning of power”. The result is that the inmates
modify their behaviour just in case they are being observed. In the Panopticon, the
central tower is a symbol of the authoritative gaze, rather than the gaze of
individual persons. Itis irrelevant who operates the Panopticon “machine” as the

result is still an “homogeneous effects of power” (Foucault, 1977/1991, p. 202).

The efficiency of panopticism is that the surveillance is now being done by the
person being observed and the resulting power relationship is inscribed in the
observed. According to Foucault (1977/1991, p. 205), the Panopticon
diagrammatically presents “a mechanism of power reduced to its ideal form”, while
it can be applied to many situations: reforming prisoners, treating patients,
instructing children, restricting the insane, supervising workers, finding work for
beggars and idlers. This disciplinary power is a form of power which uses various
“instruments, techniques, procedures, levels of power, [and] targets”, thus
demonstrating the “anatomy of power” (Foucault, 1977/1991, p. 215). Disciplinary
power serves to infiltrate, link, and sometimes undermine, or extend other forms of
power, thus providing a boundless “distribution of the power relations” (Foucault,
1977/1991, p. 216).

Not long before his death Foucault re-evaluated his understanding of power and
refined it (Rabinow, 1994). He identified two forms of power. Initially, when
Foucault (1976) wrote of power, he also wrote of resistance. For him, the use of
power was related to achieving specific aims and objectives. He questioned
whether resistance was inescapable and “inside’ power”, but considered that
power relationships are dependent “on a multiplicity of points of resistance: these
play the role of adversary, target, support or handle”(Foucault, 1976, p. 95). For
Foucault (1994c), resistance was a creative process. Foucault expanded upon
these concepts in an interview. He considered that “relations of power” were
human relationships, referred to them as “strategic games”, which were productive
and could be verbal, amorous, institutional or economic, where “one person tries to
control the conduct of the other”, while the other person tried to prevent their
conduct being controlled (Foucault, 1976, p. 94; 1994b, pp. 291-292 & 299). Most

importantly, Foucault (1994b) considered that the relations of power could be
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unstable, modified, or reversed, while they were mobile and were never fixed. He
used the terms “struggle”and “possibilities” to indicate the changing nature of
“strategic situation[s]” with others and commented that “power relations are obliged
to change with resistance”(Foucault, 1994c, p. 167). Later, Foucault (1994c, p.
168) made the point that the form of the resistance “always relies upon the

situation against which it struggles”.

The second form of power which concerned Foucault (1994b, p. 299) was “the
states of domination”. He believed that this was the form of power which most
ordinary people thought of when referring to power. Linking both forms of power is
the “technologies of government” and broadly includes how institutions, including
the family, are supervised (Foucault, 1994b, p. 299). Foucault considered the
“technologies of government” required analysis as they were the method by which
domination was initiated and sustained. Thus, any analysis of power had to include
“strategic relations, technigues of government and states of domination” (Foucault,
1994b, p. 299).

Foucault had a particular way of describing how institutions achieved their power.
For example, he used the term “games of truth”, meaning the rules, principles or
procedures that were used to produce the truth, while it is a game because
someone wins or looses, or is “considered valid or invalid” (Foucault, 1994b, p.
297). Foucault (1994b, pp. 281-282) had originally seen these games as “coercive
practices ...or theoretical or scientific games”. The former he described in his
books on madness (Foucault, 1967/1997) and the prison system (Foucault,
1977/1991) with the discussion centred around the social control of people (the
insane, the poor, those unable to work, the unemployed, the sick, and criminals).
Initially, the insane had lived freely within their communities, but later, with criminals
and vagabonds, they were excluded to the margins of society and incarcerated in
the old leper houses, or consigned to a “Ship of Fools” and taken from town to town
(Foucault, 1967/1997, pp. 7-8).

The theoretical or scientific games are described in his book on medical perception

with the central themes being the emergence of modern medicine which is
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structured around “the normal and the pathological” together with the importance of
the “clinical gaze” (Foucault, 1975, pp. 35 & 108). The “clinical gaze” was, for
Foucault, both the clinical setting, the hospital, and the new way in which medicine
operated by directly observing the patients. The examination is a combination of
an “observing hierarchy .... [and] a normalizing gaze, a surveillance that makes it
possible to qualify, to classify and to punish”(Foucault, 1977/1991, p. 184). Foucault
(1977/1991, pp. 184-185) considered the examination as “highly ritualised”, a powerful
ceremony and a method of establishing the truth, while it subjugated and objectified those
subjected to the “normalizing gaze”. The “art of surveillance” (Foucault, 1977/1991, p.
172) is necessary to ensure that any deviations from normal are detected and reported to the

relevant authority, in this thesis the medical staff.

‘Discourse’ is a term which has a long history, but in our age it is inevitably linked to
linguistics, cognitive psychology and Foucault. Foucault is one of the main influences on

the method of discourse analysis and this is discussed in the next section.

DISCOURSE ANALYSIS

Discourse analysis is a relatively new research method within the nursing/midwifery
professions. It has recently become a more popular method with these professions in
Australia, however, with several authors (Cheek & Rudge, 1994; V. Lane & Lawler, 1997;
Raftos, Jackson, & Mannix, 1998; Rudge, 1999; Schmied & Lupton, 1999, 2001; Street &
Kissane, 2001) undertaking work which has used this technique. Research using this
method has been applied to various health situations and is particularly useful when gender
influences outcomes. For example, Lupton (1994) applied discourse analysis to AIDS and
discussed how it is presented in the news media; Davies (1994) used the method to analyse
gendered primary school classroom practices; Miles (1993) applied the method to research
on women, power and their use of safe sex practices, while West (1984) applied the method
to the interaction that occurs when the doctor is a ‘lady’. Hewison (1993) was one of the
first to suggest it has utility for midwifery. Silverman (1993, p. 121) noted discourse
analysis is concerned with a broad spectrum of activities in which the concerns of
“conventional social science”, such as, gender and social control are apparent. For

Silverman (1993, p. 124) discourse analysis is an appropriate method for providing
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“insights into institutional talk”.

One of the most challenging aspects of discourse analysis is the different ways in which the
terminology is defined and the methodology applied. According to Potter and Wetherell
(1987, p. 6), this is the result of concurrent developments in the study of discourse
occurring in a variety of disciplines: “psychology, sociology, linguistics, anthropology,
literary studies, philosophy, media and communication studies”. It is interesting to note
that feminist studies are not included in their list although feminists have been at the
forefront of this research method. (See, for example, Cixous™ (1981) Sorties, Canto’s
(1986) The politics of women's bodies: Reflections on Plato, and Spelman’s (1982) Woman
as Body: Ancient and contemporary views.) Discourse analysis has as its focus the socio-
cultural and political world. According to Lupton (1992, p. 149) the identifying
characteristic of discourse analysis is “its goal in identifying cultural hegemony and the
manner by which it is reproduced”. As aresult of the various disciplinary approaches, there
are many ways of ‘doing’ discourse analysis and no clear and agreed method or
methodology identified. The common thread in all the approaches, however, is the
privileged position of language and its structuring effect together with an interpretative and
reflexive analysis (Burman & Parker, 1993). Rose (2001, p. 139), however, considers that
two forms of discourse analysis, with “different methodological emphases”, developed
from Foucault’s work. One form focuses on the discourses as presented through visual
images and visual texts, while the other is more involved with the practices of institutions.
Rose (2001, p. 140) acknowledges the “distinction is not clear-cut” with examples of the

combined approach not difficult to find.

What is discourse?
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‘Discourse’ because of different approaches and uses of the term, has a variety of meanings
depending on who is using it. For example, according to The Penguin Macquarie
Dictionary (Arthur Delbridge, 1986, p. 171), “discourse” has two meanings: “1.
communication of thought by words; talk; 2. a formal discussion of a subject in speech or
writing, as a dissertation, treatise, sermon etc”. A feminist dictionary provides a
contradictory definition: “For women, ... [discourse] usually means conversation, not
written work” (Kramarae & Treichler, 1985, p. 125). While Ardener (1975) postulates that
the reason men feel comfortable with public discourse and women do not, is because both
the form and what has been encoded is controlled by men. Both these points are illustrated
by the midwives™ change of shift ‘handovers’. The verbal ‘handover’ is colourful, graphic
and at times very funny. In contrast, the written reports are dry and staid, while the
language used is that of obstetrics. A linguistic definition of discourse is “language above
the level of the sentence” while in semiology, it is “a set of related utterances” (Cameron,
1985, p. 189). Both of these definitions are fairly narrow and limited, while a sociological
perspective is much broader: “discourse ... is a domain of language use, structured as a
unity by common assumptions. There may be competiting discourse and discourses will

change over time” (Abercrombie et al., 1984, p. 70).

This definition transforms the neutral “talk” of the mainstream dictionary and there is the
possibility and the probability of discourse being a source of conflict. Lupton (1993) is
very clear on this point and believes that individuals are able to oppose the dominant
discourses and to construct alternative discourses. Foucault considered discourse complex,

and unstable. It was

... both an instrument and an effect of power, but also a hindrance, a stumbling-
block, a point of resistance and a starting point for an opposing strategy. Discourse
transmits and produces power; it reinforces it, but also undermines and exposes it,
renders it fragile and makes it possible to thwart it (Foucault, 1976, p. 101).
Foucault’s concept of discourse is of a many faceted process, while Parker (1992, p.1) is
explicit in his notion of discourses: they “reproduce and transform the material world”.
Macdonell (1986) proposes that there are hierarchies of discourses, which may differ from
institution to institution and may vary even within the institution. For example, it is

probable that the discourses of labour are different in a birth centre from those in the
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delivery suite. The most obvious discourses during childbirth are the dominating medical
model of childbirth and the lower-ranked normal life event model of childbirth, which is
sometimes referred to as the midwifery model (H. Callaghan, 1996; Rothman, 1984;
Steiger, 1987). Macdonell (1986) believes that gender and class may effect a discourse, but

this is done by taking a stand against other discourses.

How are discourses identified?
Parker provides a detailed method of identifying discourses and provides seven criteria

which deal with various levels of discourse analysis.

1) Adiscourse is realised in texts ....

2) A discourse is about objects ....

3) A discourse contains subjects ....

4) A discourse is a coherent system of meanings ....

5) A discourse refers to other discourses ....

6) A discourse reflects on its own way of speaking ....

7) A discourse is historically located .... (Parker, 1992, pp. 6-17)
Parker (1992) believes there are three other auxiliary criteria which should be the focus of
research: institutions, power, and ideology. For Parker (1992, p. 17) “the most interesting
discourses” are those which support institutions as these discourses are reflected in the
“material basis of the institution”. Discourses and power in an institution need to be
considered together as they both support the power relations within the institution (Parker,
1992). However, the increase in the use of discourse analysis has almost seen the demise of
the category of ideology (Parker, 1992). Ideology is considered important, but there are
two important aspects to it: not “all discourses are ideological”, while some discourses “tell
the truth” (Parker, 1992, p. 19) (original layout). For Parker (1992) the importance of an
ideology can be seen in its effects and the relationships which result in a particular place,

and in a particular time.

Using Parker's criteria, labour talk, that is the interaction that occurs between the labouring
women, their families and their health care providers, is a useful focus for discourse
analysis. The birth occurs in a hospital, an institution and the woman is in the transition
phase to another institution, the family and her role as mother. There are power

differentials between the medical practitioners and the midwives and between the health
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care providers and the women and their families. There is the power the hospital has as a
major health facility or institution and the powerlessness of the woman as an inpatient
within that institution. Birth is surrounded by several competing ideologies, these include
medical technology, parenthood, motherhood, professions, gender, active birth, active

management of labour, homebirth, and normal or “natural birth’.

The basis of the study of discourse is a critical analysis of how language is utilised to
reproduce the dominant themes and ideologies of our society. The dialogue and the
language used will vary according to the specific culture or subculture in which it is set and
the social positions or status of those who are using it. For example, the language of

childbirth is distinctive and is used by the health professionals and to a lesser degree, by the

women and their families.

Discourses assist in the creation of various practices and yet at the same time are essential
to the continuation and reinforcement for these practices. For Foucault (1972/1982, p.
49) the analysis of discourses leads to “a loosening of the embrace, apparently so
tight, of words and things” and ultimately provides the “rules proper to discursive
practice ... [and] the ordering objects”. Foucault (1972/1982, p. 49) considered
discourses more than just signs, and “this more ... renders them irreducible to
language (langue) and to speech”. This research explored these processes. This study
demonstrates how discourses surrounding birth, particularly those in relation to who and
what is clean or dirty, are essential to the creation and the reproduction of these discourses.
In Fairclough's (1992, p. 4), opinion, “any discursive ‘event’ (i.e. any instance of
discourse) is seen as being simultaneously a piece of text, an instance of discursive practice,
and an instance of social practice”. While for Lupton (1994, p. 29) “discourses are the

verbal products by which ideologies are expressed, produced and reproduced”.
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What is text?

For Parker (1992, p. 6) if any form can be given an “interpretative gloss”, then it is a text.
He provides some obvious and not so obvious examples of text: “speech, writing, non-
verbal behaviour, Braille, Morse code, semaphore, runes, advertisements, fashion systems,
stained glass, architecture, tarot cards and bus tickets” (Parker, 1992, p. 7). For Fairclough
(1992) the term “text’ is used in the linguistic manner and refers to any product which is
either written or spoken, but he has extended the term to include visual images. A similar
list to Parker's is produced by Lupton (1993, p. 3) who describes texts as “any tangible
forms of communication” which can be depicted in a written format. She also provides a

specific list for people interested in medical discourses:

... medical textbooks, hospital records and admission forms, popular self-
help manuals, novels, television programs about health issues, articles in
medical and public health journals and popular newspaper or magazine
articles, as well as the transcripts of conversations between doctors and
patients or interviews between researcher and subject (D. Lupton, 1994, p.
18).
Waitzkin (1991, p. 37) who is well known for his critique of medicine uses “an expansive
definition of text” in that it may be either “a written or spoken unit of language” but must
be able to be appraised. This definition by Waitzkin implies that critical analysis is
important. In fact, Waitzkin (1991, p. 37) advocates the techniques of “deconstruction” in

promoting understanding of texts specifically related to medical discourse.

Discourse analysis and visual data

As Kress and van Leeuwen (1996) have noted, language was considered the unchallenged
medium of communication, but now it is just one of the many mediums of communication.
These authors (Kress & van Leeuwen, 1996, p.32), note that “visual communication is
always coded”, but it is transparent to members of the culture who know and have
internalised the code. They acknowledge that sometimes we know it “passively” and have
difficulty in verbalising what we do when we read the code. Kress and van Leeuwen
(1996, p. 12) believe that analysis of visual communication is an important aspect of the
critical disciplines as they consider all visual images “within the realm of ideology”. This

stance is similar to that of Parker (1992) who considers that discourse analysis implies a
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critique of ideology.

In this research, | have taken the stance that visual analysis, when combined with a verbal
analysis, will provide a sounder base for critiquing texts than one which depends only on
the verbal medium (Chaplin, 1994). Chaplin (1994, p. 88) notes that even when the text
contains only written words, the “layout and typography draw upon a visual repertoire”, so
the text is always visually coded. For example, the headings, words that are in bold print,
or in italics, or in a different font type, or in a different case emphasise the importance of
the text, or give it another meaning: these differences result in *highlighting” particular
aspects in the written work. Where illustrations or photographs are positioned, and what
the caption says, are all essential to any analysis. This is sometimes ignored in an analysis
of texts. For Chaplin (1994, p. 89) “images may signal both iconically and symbolically”,
while colour is often symbolic. Iversen (1979) takes this further and notes that linguistic
signs, or words, have iconic characteristics due to the rationale of using particular sentence
structures. For example, who or what takes precedence in the sentence. In English, the

most important person or item is always placed first.

This equates well with Parker's (1992, p. 1) belief that language is “structured to mirror
power relations” but often we can see no other way of existing. When examining texts it is
important to examine the composition of the text, particularly when it is a combination of
verbal or written language and visual images. Most of the time the two different
components will act together to reinforce and reproduce institutions, power relationships
and ideologies. Sometimes there will be competing discourses in a text. When examining
data visually, it is important to note what is the most prominent aspect of the text, what is
the relationship between the images within the text and what these images suggest. What is

represented in the text and what is left out often influences our interpretation of the data.

THE USE OF THE VISUAL

A history of still and moving images as data
The ability of the camera to enhance observation has been known for centuries with
Leonardo da Vinci describing the principles of its use (Collier & Collier, 1986). The

modern era of the camera is considered to have commenced with Johann Heinrich Schultze
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in 1725 when he discovered the ability of silver nitrate to turn black when exposed to light
(Matrix, 1983). Progress was slow till in 1829 Louis-Jacques-Mandé Daguerre produced a
permanent image, commonly known as daguerrotype. The camera and the photo-chemical
process continued to be developed, with George Eastman devising a method of mass
production, then following this with “the first piece of real photographic film” in 1889. The
production of motion pictures became possible in 1895, while video recording was
discovered by John Baird in 1928 (Matrix, 1983, p. 628). Cameras, films, and video tapes
have continued to develop and photography has become relatively easy and cheap. The
Colliers (1986, p. 8) believe that many people consider “the camera cannot lie”, while the
impact of the camera can be seen in our altered perception of the world. For Sontag (1977,

p. 15) “photographs furnish evidence”.

Filming as a method of data collection has been widely used for decades especially among
anthropologists, sociologists, journalists, and more recently by psychologists, psychiatrists,
and nurses/midwives. The various disciplines have used both still and moving images. In
1895 Louis Lumiere produced a film, L* Arivee d’un Ttrain en Gare, which included a
segment of people walking past his camera unaware of its function. According to
Weinberger (1994, p. 4), this was the first, “purest non-fiction film” as the participants were
neither actors, nor self conscious. However, he points out that Félix-Louis Regnault is
usually recognised as the first ethnographic film maker because in the same year he filmed
a Wolof woman as she produced a ceramic pot (Weinberger, 1994). This is because the
ethnographic film is “a representation of a people on film”, and although this is an
“unlimited definition”, he contends that the people are always other people, not ourselves
(Weinberger, 1994, p. 4) . The result was film makers travelling the world to portray other

people’s behaviours (Weinberger, 1994), or “cultural patterning” (De Brigard, 1975, p. 13).

Around the same period, the 1890s, the graphic photographs of New York slums taken by
Jacob A Riis, a reporter, are credited by Chaplin (1994) as being the beginning of social
science in the United States of America. Equalling disturbing photographs were used from
1907 to 1918 by Lewis W. Hine, a sociologist, to fight child labour (Chaplin, 1994). Stasz
(1979) has commented on the early encounters by sociology with film. She examined early

issues of the American Journal of Sociology and found that between 1896 and 1916, 31
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articles used photographs to illustrate and provide evidence for their discussions (Stasz,
1979). For Stasz (1979, pp. 131-133), the demise of film as a medium in sociology was due
to a variety of factors and she suggests some possible causes: editorial decisions, economic
rationalism, the perception of sociology as “a pure science”, “responsible” and “scientific”,
and contamination of photography by females so it was “devalued and seen as frivolous”.
Stasz's examination of this early phase of visual sociology indicates that the photographs
were often manipulated to suit the author's needs. This is a topic that John Tagg (1980;
1984, p. 11; 1988) writes about frequently: photography does not always represent the
truth, nor reality, but is dependent “upon the institutions and agents which define it and set

it to work”.

Film became marginalised within sociology. The story was slightly different in
anthropology where by the 1920s the “representation of other people” could be categorised
into three genres: a focus on aspects of culture in anthropology, romantic stories of
indigenous people, or documentaries which were “somewhere-in-between” (Weinberger,
1994, p. 5). Although there was increasing technical advances in filming, there was also a
“reluctance ... to take film seriously” (De Brigard, 1975, p. 14). Mead (1975, p. 5) saw this
as a bias towards “verbal descriptions”. The period between the World War | and 11 was
one of “isolated achievements” in academia, with the development of an audience for
documentaries which focused on the social (De Brigard, 1975, p. 14). In 1952 the
International Committee on Ethnographic and Sociological Film was formed with the
discipline being reinterpreted and growing rapidly 21 years later (De Brigard, 1975). For
De Brigard (1975, pp. 14-15) ethnographic film, which was based on colonialism, has “now
turn[ed] the camera on ourselves”. For the Colliers (1986) anthropology does not use
visual records well and has not been able to bridge the gap between the visual and the

verbal.

It was not until the 1970s that the use of still and moving images were rediscovered by
sociologists (Stasz, 1979). Since then there has been an explosion of the use of the visual
in sociology and anthropology. Goffman’s (1976) Gender advertisements has become a
classic, while Mead’s (1965) Family, and Cohn and Leach's (1987) Generations: A

universal family album, have continued the tradition of combing text and visual images.

33



More recently the print and television media, and movies have been analysed using feminist
and critical approaches, for example, Defining women: Television and the case of Cagney
and Lacey (D acci, 1994), Women in mass communication (Creedon, 1993), Psychology,
science fiction and postmodern space (Parker, 1996a), and Women and soap opera: A study

of prime time soaps (Geraghty, 1991).

Current use of film

Research using video tape to collect data has not gained wide acceptance even in our
technological age. The reason may have something to do with the cost of the equipment
and the difficulty in organising the study setting. According to Gross (1991, p. 658),
because the technology has only recently advanced, it is now possible for “less experienced
investigators with limited budgets” to use this method. Another possibility is that
researchers believe that the participants would be too self-conscious with a video tape
running. According to visual sociologists, Cheatwood and Stasz (1979) people react to a
camera over a prolonged period in the same way that animals do: they ignore it. They also
suggest that if people know they are being photographed, especially if they are working,
who is operating the camera and why it is being used, they can be photographed without the
need for the photographer to be hidden. That is, the photographic results obtained over
long periods will still be meaningful. This was the experience of J. Donoghue (Associate
Dean, University of Technology Sydney, personal communication, 25 March, 1995) when
she video taped nurse educators and their students. Mead (1975) makes a similar claim.
Although Cheatwood and Stasz (1979, pp. 267-268) acknowledge that the camera is an
intrusion in some situations they believe that the main concern of researcher “must be a

sensitive and sincere concern for his or her subjects”.

A study by Campbell (1982), who video taped medical consultations for practitioner
assessment purposes, found that the patients considered the technique acceptable and non-
intrusive. This study design was used by Quam (1990) but she added a six point Likert
scale, to improve the assessment of the patients” comfort. She found 87 percent of the
patients were comfortable or very comfortable during the visit with seven of the patients
having seen their doctors previously and not noticed any difference in their behaviour

(Quam, 1990, p. 397). The same study found that patients preferred the video taping of
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their visit to having a supervising doctor present in the room (Quam, 1990). Another study,
Wiemann (1981), concentrated on conversational behaviours and found that there were no
significant differences in relaxation or anxiety levels due to reactivity from the
observational technology of video taping. Wiemann found that anxiety dropped
significantly in the first minute and then stabilised. Bottorff (1994, p. 252) found that the
participants in her study “forgot about the cameras”. To improve validity of the data, Gross

(1991) suggests delaying the analysis till some time into the data collection.

The major risk of using a video camera to obtain data, according to Gross (1991) is that the
researcher will be, to use Morse's (1993, p. 267) term, “drowning in data”. My own study
restricted the sample size to minimise this problem. Morse (1991) considers this a problem
of qualitative research and recommends a design that reflects the necessary sequence of
data collection and the avoidance of over sampling. Collier and Collier (1986) make
similar comments and stress the importance of organising the data and maintaining it in

sequence.

Justification for video taping

The rationale for choosing video taping rather than other methods of data collection were
consistent with the objectives of the study, that is, to identify and describe the discourses
and practices of labour and how these discourses influence the woman's experience of
labour. Video taping or filming of labour has been used successfully by various authors
(Aderhold & Roberts, 1991; Jordan, 1978; S. McKay & Barrows, 1992; S. McKay &
Roberts, 1990). It has also been used successfully when researching nursing activities (J. L.
Bottorff & Morse, 1994; Kihlgren, 1992; Lotzkar & Bottorff, 2001). The method allows
the full complexity of the discourses present in the environment to be studied. These
discourses were discovered in the verbal and non-verbal communication which occurred
during the labour and delivery process and the behaviours that accompanied the production

of language, and/or clinical practice.

Direct observation of labour was rejected as intrusive, it would require extensive note
taking over a prolonged period and a selective description of the labour process may be the

result. Video taping permits the capture and retention of events as they actually occur.
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These may be returned to repeatedly for clarification and verification of the analysis.
Jordan (1993, p. 107) in a revised edition of her cross-cultural study on birth admits to
being a victim of her “own cultural construction of the birth event” and described Yucatan
births incorrectly in her first edition. Only when reviewing the visual recordings of the

births did she realize what had occurred.

Direct or participant observation may also have a detrimental effect on the woman's labour.
Naaktgeboren (1989) states that all mammals, including humans, require a feeling of safety
in labour and removal of this safety element, will result in the inhibition of uterine
contractions. In a discussion of three research trials, Keirse, Enkin and Lumley (1989) have
demonstrated that the presence of a supportive companion in labour will have a positive
affect on labour and decrease some negative processes and outcomes. The presence of a
relative stranger, however, who attempts to separate herself from the interactions occurring
during labour, may have negatively affected the labour itself and was a major concern.
Moreover, from a technical viewpoint, observations via human eyes “are narrow of field
and capable of witnessing whole actions only by constantly shifting their focus” (Collier,
1979, p. 271). John Collier also states that the observer is consciously and unconsciously
selective in what they comprehend and irrelevant or disturbing data may be edited out.
Higgins and Highley (1986, p. 119) also identify this phenomena and add that our auditory
and visual senses have been “narcotized” by sensory overload. The human observer's
capability of interpretation and recording is erratic over a prolonged period (E. Webb,
Campbell, Schwartz, & Sechrest, 1966). Video taping permitted greater consideration
being given to an interactive and analytical editing process and, therefore, there was less

likelihood of removing essential data.

Because of the length of primigravida labours which may be greater than 24 hours, it was
possible that the quality of the data, if collected directly by one researcher, would
deteriorate as labour progressed due to tiredness and inattention. This would have been

detrimental to the study.

Audio taping was also considered and rejected because of the numbers of people involved,

the possibility of confusing sounds (many women are vocal during labour) and the
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difficulty in allocating the correct voice to a particular person. Interviewing as a method
was not considered because to depend only on interviewing the participants involved in the
birth process would yield individual perceptions of sections of the process rather than a
comprehensive overview of the discourses of the labour process. According to Kehellear
(1993, p. 5) unobtrusive measures, such as video cameras, “assess actual behaviour as

opposed to self-reported behaviour” (original emphasis).

The unobtrusive nature of video taping was one of the major benefits to the study. While
the participants agreed to the use of the camera and were aware of its presence in the room,
both the camera and its operator were separate from the labour and delivery process.
According to Mead (1975, p. 9) once the camera is set up and left undisturbed, it becomes
part of the “background” without the participants being continuously self-conscious of its
existence. Higgins and Highley (1986, p. 121) in their photographic interviews of mothers
of infants with congestive heart failure, found that “the act of photographing had a value of
its own, such as showing interest and sympathy and caring”. The study was conducted in a

manner which maximised this potential.

A major factor in the selection of the video camera as the method of data collection was its
ability to preserve concurrently the context of an interaction, with many of its nuances, the
behaviours, the verbal and non-verbal communication together with a two-dimensional
perspective of the physical environment. While many interactions may be readily
understood without all these components, it was anticipated that because of the possible
complexity of the interactions, the institutional nature of the setting with its own
subcultures, that both a visual and written record would be beneficial. For example, do the
positions of the people involved in an interaction demonstrate equality, or has someone
assumed a power position? It is not unusual in hospitals for a discussion to occur with the

patient prone in a bed and the health provider standing over them.

A study (Harrigan, Gramata, Lucic, & Margolis, 1989) of doctor-patient interaction on the
telephone, found that women patients rated the doctors more positively. Women perceived
the doctors as more empathetic, dominant, and calm than the males, but the authors

suggested that this may have been related to “greater compliance and cooperation on the
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part of female patients” (Harrigan et al., 1989, p. 91). Harrigan et al. (1989) believed that
the vocal behaviour was a major part of the interpretation of what was said in the
conversation. Silences, emphasis on particular words, the use of technical terms, voice
pitch, rate and volume of speech all influence how the interaction is perceived. |
considered it important to establish whether the non-verbal communication matched the
spoken word, or if incongruencies were evident in the visual record. According to Argyle
(1978, p. 50), “non-verbal communication can have five times as much effect on a person’s
understanding of a message compared with the words spoken”. While Raphael-Leff

strongly believes in the strength of non-verbal communication in labour.

[the woman depends] less on what is said than on how it is conveyed,
reflecting her sensitivity to subtleties in the manner of relating by birth
attendants. A woman in labour has a heightened awareness of non-verbal
cues, listening to the tone rather than the words, sensing brusque roughness
of touch or a disparaging glance, picking up unspoken 'vibrations' of
anxiety, acceptance or disapproval ... (Raphael-Leff, 1991, p. 275).
A major section of each woman's labour related to her interactions with her health care
givers. One of the characteristics of doctor-woman, doctor-midwife and midwife-woman

interactions are the power differentials between the participants.

One of the deciding factors in the use of a video camera in the study, was Margaret Mead's
(1970, p. 255) proposition that it was “scientifically unforgivable” not to use audiovisual
technologies which provide a superior quality of permanent data. She believed that
anthropology was “clinging to verbal descriptions” which were detrimental to the discipline
while she had little patience with the failure of research projects to include filming (Mead,
1975, p. 8). Mead stressed the importance of data that can be analysed years later without a
“screen” (Mead, 1970, p. 255). For Mead the “screen’ is created by written descriptions
and complicated notations from the field. Later in the same article Mead illustrated her
arguments with examples of photographs from Bali in which the authors (Bateson & Mead,
1942) had combined still photographs on trances with a brief descriptive text. Itis obvious
when viewing these photographs that such ritualistic and detailed physical behaviour could
not be described adequately without the use of the photographs. Similarly, the video taping
of labours appears to have the potential to reveal the symbolic and ritualistic nature of some

of the behaviours, particularly from the health professionals.
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Kellehear (1993, p. 74) considers that cultural themes can be assessed through “symbols
and icons in film”. While the video tapes of labour are not the films he was referring to,
they contain many of the symbols and icons of our technological age and assisted in the
analysis of the discourses of labour. This author also views audio-visual records as
providing a “non-literate source of information about people, especially less literate and
verbal groups” (Kellehear, 1993, p. 73). While the women in the study are not illiterate,
nor do they have difficulty in speaking, they are disadvantaged during labour because of the
stress of the labour process, their level of pain, and the resulting interference in their
concentration and ability to speak for prolonged periods. However, interaction and

communication still occurs.

Maxwell and Pringle (1983) comment on the remoteness engendered by watching a video
tape of a scene compared to actually viewing the scene and consider this one of the
disadvantages of video taping. However, in this instance it proved to be an advantage. The
researcher has worked in the area of maternity care for the majority of her employed life.
She is very comfortable, therefore, with her own subculture. It was anticipated that by
viewing the video tapes, the researcher would distance herself more effectively from her
cultural background and view the processes as texts to be studied. Crowley (1986) refers to
this ‘problem’ as role confusion and notes the difficulty nurses have in separating the

practice role from the research role.

The use of video tapes allowed an initial viewing of each woman's labour in its entirety.
As a practitioner who is employed on eight or ten hour shifts, this was quite different to the

way in which | normally see the labour and birth process, across a number of women.

Techniques for visual analysis

Various experts from diverse fields of enquiry have demonstrated or described
methods of analysing visual data. For example, an important early work was
Bateson and Mead's (1942) ethnography using photographs to analyse dancers in
Bali; Goffman (1976) and his ‘social portraiture’; Sontag's (1977) book On
Photography; Berger's discussions on different ways of seeing and looking (1980;
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1972); Collier and Collier (1986) provided an analysis of still and moving images;
Ball and Smith (1992) provided an overview of analysing visual data; Parker (1992;
1996b) has provided a method which can be used for both visual and written texts;
Chaplin (1994) has examined visual representation; Kress and van Leeuwen
(1996) provide a ‘grammar’ for reading visual images; while Rose (2001) advocates
a critical visual methodology. Semiotics, semantics, linguistics, feminism,
communication and cultural theories, have influenced how we perceive and
analyse ‘our world’. While all of these provided insight into ‘how to do’ the analysis,
the methodological approaches of Collier and Collier (1986), and Parker (1992;
1996b) were modified, combined and proved most helpful during the analysis.

Parker (1992; 1996b) provided a method for analysing text that can be used for
both written and visual texts. His approach is based on Foucault's (1972/1982, p.
49) concept of discourse in The archeology of knowledge: discourses are
“practices that systematically form the objects of which they speak”. For Parker,
the first step is to describe the objects in the written text and to redescribe the
visual text so that they can be spoken about as items of discourse. The second
step requires the analyst to freely generate ideas about the text and Parker admits
that sometimes these ideas may seem bizarre. Because of this, he suggests that it
may be helpful to do this with others. The ideas generated in this step may assist

in the formulation of the framework for the analysis.

The third step is to systematically itemise the objects in the text during the reading
process. If the text is a long piece of transcript, it may be necessary to work on
smaller sections of text, or, on reading the text, note those objects that stand out
for you as the reader. Parker considers the search for nouns, or implied nouns, in
a text as an important part of the analysis. He considers it is necessary to
determine what are the built in assumptions in the text and what type of
relationships are set up in the text. The fourth step is to treat the talk or visual
images as the object or objects and examine the ways in which the talk or visual
images in the text constitutes the objects. It is important to recognize the choices
that are set up in the text, about the various objects. The next step is to determine

the type of objects that are important for the ideological functions of a text, that is,
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the subjects. What type of persons are specified or addressed by the text? What
are the different rights to speak for each of these subjects. This will provide a
sense of the relationships between the different subjects in the text. Parker uses
Althusser’s concept of ideology with the individual as an agent of the structure of
social relations and asks who is addressed by the text or how are we ‘hailed’ by the
text. According to Parker, a text always positions you and calls you into a particular
type of position or person, even if you do not want to respond. Parker asks what
are the relationships that are set up between the subjects, addressees, and the
addressor who speaks through the text. If the addressor is a source of authority it
makes the text an authoritive text. Certain pictures of the world are developed by
the relationships described in the text, while these pictures are required to make
sense of our world. For example, what would happen if you do not follow the
rules? What would this lead to? Characteristic of a discourse is the way it folds
around and explicitly refers to itself at some point in the culture. It is reflected
upon. People will turn around and speak about it as a way of speaking. This
process will confirm that it is a discourse and not a theme. According to Parker,
the meaning of Derrida’s (1976, p. 158) statement that “[t]here is nothing outside
the text” is that the discourses in the text refer to the wider text of what is
happening in the world.

Collier and Collier (1986), in their text book on visual anthropology, have produced a four
stage model for the analysis of images. They note that although the model has wide
applicability it may require modification depending upon the research project. In the first
stage they recommend viewing the complete data, looking and listening, to discover
patterns. Collier and Collier (1986) consider the researcher’s impressions and feelings are
important and they should be recorded. First impressions are important as when viewing
something new there is no limit to our sensory perception and impressions are vivid.
Viewing the video as a cultural drama and responding to it by developing a context for the

research, is another of their recommendations that was useful.

The second stage of analysis requires the evidence to be indexed, so the content of the data

is known. This index must revolve around the categories “that reflect and assist your
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research goals” (Collier & Collier, 1986, p. 178). The third stage requires a more
structured analysis and Collier and Collier (1986) suggest asking specific questions that
will lead to obtaining the necessary information. This stages appears to correspond to
Lupton’s questions which she considers necessary to identify the taken for granted

ideologies.

The questions ... : what ideas, values, notions, concepts and beliefs are present in
the texts, and which are absent? Whose voices receive attention over others?
Whose interests are served by the reproduction of these ideas, values, notions,
concepts and beliefs in the texts? How might the audiences™ view of the world be
influenced by the texts? What kind of stereotypes are perpetuated in texts? What
norms and values are privileged over others? (Deborah Lupton, 1993, p. 29)

Collier and Collier (1986) also suggested that some form of statistical analysis may occur.
Importantly, these authors recommend making detailed descriptions which can then be used
to compare situations. The fourth and final stage of analysis consists of searching for the
overtones in the data and noting the significance of details, returning to the original text and
trying to respond openly to the data so that the patterns and their significance are ‘seen’ in
their complete context. For Collier and Collier (1986) ‘seeing’ the data in its complete
context is essential as without it the microanalysis can obscure the various patterns and

structures.

Parker stresses the importance of realising that texts may provide different audiences with
different discourses. Therefore, Parker (1992, p. 7) considers it preferable to “explore the
connotations of texts ... with other people”. Similarly, Collier and Collier (1986, p. 177)
found that by using other people to assist in the analysis resulted in a clarification of detail,
important questions were raised, conclusions were defined and “the interplay of ideas
sharpening our examination of evidence and the precision of our analysis”. Morse (1991)

supports this process.

Doing the analysis
According to the Colliers (1986, p. 169), simply because a study is well executed, does not
guarantee a satisfactory end to the study as “interpreting ... the field data ... can be more

difficult”. The analysis was difficult, partly because of technical difficulties related to the
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sound, partly because of the final topic which necessitated researching different areas of

literature, often translated texts, and my reluctance to be doing research on the body.

The original plan was for the master copies from each labour to be left intact with only the
critical incidents copied and transcribed. Each video tape was viewed in its entirety and
only relevant segments were to be copied. Examples of segments categorised as irrelevant
segments were: the room was empty, or everybody in the room was sleeping, or the woman
and her family are discussing personal matters, not related to her labour. The remaining
sections of tape were to be a series of critical incidents. However, the quality of the sound
on the original tapes was variable. Copying the tapes meant that the sounds and the visuals
were further degraded with subsequent transcription of the tapes being extremely difficult.
As a result the original tapes were used for the analysis with key sections transcribed.
Extracts from these transcriptions can be found in Chapter 7. The transcriptions of what is
occurring in the visual data is considered by John Collier (1979, pp. 169-170) as the
“bridge between the visual, which ... [is] associate[d] with intuition, art, and implicit
knowledge, and the verbal, which [is] ... associate[d] with reason, fact, and objective
information”. Although a certain level of analysis had occurred prior to transcribing the
tapes in detail, it was only during the transcription that the full extent of the midwives’ role
relating to the “dirt of birth” was understood. This was partly due to the ability of the eye to
screen out much of the detail. It was only by repeatedly viewing the tapes that the
movements of the actors, particularly those not central to the camera’s view, were able to
be detailed.

To facilitate the analysis, the tapes were viewed in different ways. The tapes were watched
with the sound off. This was particularly useful when watching sections of transition and
the second stage, as the noises inhibited concentration on behaviours and practices. It was
also useful when tracking the movements of the participants as recommended by the
Colliers (1986) in their third stage of the analysis. Mapping of people’s movements
indicated the focus of the health care professionals™ attention in labour. Fast forwarding
and reversing the tapes also provided a different aspect with the latter being particularly
useful as it allowed the sequence of events to be given a different perspective. The original

video recorder used for the analysis had a slow motion button which was also useful, but
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the machine became inoperable and was replaced with another machine which did not have
this facility. Impressions, themes, queries, language use, power relationships, institutions
and ideologies were noted when viewing the tapes. However, a higher level of analysis was
only possible once the decision was made to focus on how clean and dirty could be
identified, then who and what was clean and who and what was dirty in childbirth as this

reflected the power structures in these interactions.

According to Werner and Schoepfle (1987) the best way to view visual images is with
limited editing. Thus, in retrospect it was not a great problem using the original copies for
the analysis, as by using the fast forward or reverse facility till reaching the relevant
sections, the tapes were viewed repeatedly. But, there was the possibility that difficulties
may occur during the use of the tapes with the original tape being damaged and the data

lost.

Several factors made viewing the tapes and note taking difficult: “tired eyes’ from staring at
the tapes; the beginning of the woman's labour was often soporific making concentration
hard; and, initially the different height levels of the TV monitor and my notepad.
Rearrangement and modification of the furniture was done so that the TV screen and the
notes, and later the transcriptions, were more or less on the same eye level, resulting in the

analysis of tapes proceeding more easily.

Transcription was difficult and time consuming. Sometimes transcribing five minutes of
video taped interaction would take over an hour. This was not only related to the problems
with the sound, but to the detail, complexity and richness of the data found on the video
tapes. The description of film and video tapes as a “supersaturated” form of data are apt
(Collier, 1979, p. 176). During this phase there was much ‘toing and froing’ between the
tapes and the transcription. Even when it was thought the transcription was complete,
questions would arise during the analysis of the transcripts which necessitated returning to

the tapes and again clarifying what was happening.

Analysis of the audiovisual text was done, using the verbal transcriptions concurrently to

aid interpretation of the cultural drama being presented on the tape. The analysis searched
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for the patterns and themes of the women's experience of labour, ultimately becoming
focussed on rituals/practices surrounding cleanliness, as these demonstrated power and the
status of the actors. This analysis was then compared and contrasted to the findings from
each labour. The interpretations from each labour were synthesised into a unified socio-

political analysis.

There are numerous discourses surrounding birth apparent in the video tapes. The more
obvious ones are power, technology (not just medical technology), the family, the
fetus/baby, pain and ‘natural’ childbirth. While viewing the tapes initially I was, to use
Althusser's and Parker's term, “hailed’ by a midwife who dressed for birth wearing a face
mask, safety goggles, sterile gloves, protective arm sleeves and a plastic apron (see
illustration opposite). Thus, my midwifery knowledge and experience was an important
factor in how the focus of the analysis occurred. This *hailing” reminded me of how greatly
the birthing environment had changed since my midwifery training which was commenced
in 1970. Since then, in Australia we have had three distinct eras during which the way, or
manner of dressing for birth changed. These eras are referred to as: 1. Medicalisation of
childbirth; 2. “Natural’ childbirth; and, 3. Universal/standard precautions. Each of the
different eras of dressing has developed from the prevailing and dominating discourses
surrounding birth at that time, but despite labelling that implies difference, these eras reflect
Foucault’s (1972/1982, p. 74) “system of formation” in which “a complex group of
relations ... function as a rule”, and surround Australian childbirth. The ‘complex group of
relations’ are the power relationships between the medical and midwifery professions, and

the women and their families.

As several authors (Collier & Collier, 1986; J. Morse, 1991; Parker, 1992) have noted, the
analysis process may be enhanced by discussions with other people. Throughout the study,
supervisors and fellow students have offered suggestions and advice, queried the analysis,
clarified direction and been used as sounding boards. One of my supervisors commented
that it may be worthwhile examining the period of my midwifery training since it kept
coming up in the conversation. This produced Chapter 6. These initial stages of the
analysis led to an examination of the concepts of clean and dirty in childbirth. It was

difficult to come to terms with this stage of the ongoing analysis. Initially, the study results
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could have been on anything, but they were “not going to be on the body”. It took some

time to accept the importance of the body to the study analysis and results.

Concepts of cleanliness and dirtiness inevitably led to Mary Douglas™ (1966/1992) work,
Purity and danger, and other works which explored the concept of dirt in relation to the
body. The final pieces in the jigsaw came with the finding of three pieces of work. One
was by Littlewood (1991) who discussed the demarcation of “dirt” work in hospitals
between nurses and domestic staff. Littlewood (1991, p. 178), referred to the removal of
bodily excretions as “sick dirt” which was so polluting that it could not be done by the
domestics. Two authors, Murcott (1993) and Van Der Geest (1998) noted that children, the
elderly and the sick require special treatment because of their faeces. Van Der Geest
(1998), noted that the sick and the incontinent elderly people require professional assistance
which is provided by a specific group of ‘specialists’ — nurses. Dirt in childbirth, or “birth
dirt’, existed. It was not the same as “sick dirt” and a group of ‘specialists’ — midwives —

was required to manage it.

The discourses that became the focus of the study, however, are those related to how health
professionals™ dress for birth, together with the different perspectives of who and what is
clean or dirty during birth. The drama surrounding dirt, together with its construction and
the practices around it, enabled me to grapple with power relations and how these were
played out at birth.

power and its relationship to knowledge, and the built environment may
contribute to a “knowledge” of such things as how to behave, who may
behave in certain ways and who is ascribed particular privilege. Such an
approach emphasizes the “reading” of spaces by actors rather than the
“writing” of behavioural imperatives within the physical structure of the
built environment (Fox, 1997, p. 649).
The reading of the spaces was clearly important, and is similar to the Colliers™ suggestion
about mapping. Examination of the midwives™ behaviour, demonstrated how closely it was

linked to their unacknowledged role in childbirth as the “dirty worker’,

Because discourse analysis places such emphasis on language and the words actually used,

it was anticipated that transcription of key sections of the video tapes together with the
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audiovisual text would benefit the analysis and the production of discourses. These
sections can be found in Chapter 7. During the analysis of the transcribed vignettes, there
were several questions asked. Who and what is clean? Who and what is dirty? How is the
cleanliness or dirtiness demonstrated? Are universal/standard precautions followed? What
is demonstrated as the health professionals™ focus during the various practices? Does this
focus interfere with the commonly accepted aim of achieving a safe birth for the woman
and her baby? Is there ritualised behaviour present? Is power demonstrated by the actors?
What level of power is apparent in each of them? How are the power differentials
demonstrated? Are there any inconsistencies present? Was there anything else of
importance or relevance in the transcriptions? What is the predominant message conveyed
in the transcriptions? Does time have relevance for this transaction? Communication
patterns were examined. The words, metaphors, slang and jargon were examined in
relation to the context in which they are spoken. If there were periods of silence, an
understanding of what the silence meant was sought. In a number of critical incidents, it
was the absence of, or minimal use of, language which was important, but particularly
when linked to practice.

Similar questions were asked of the professional textbooks and consumer texts. As
mentioned earlier even the written word has a visual component to it and this was taken
into account when analysing the texts. Questions were used to guide that analysis, for
example: Who is the author of the text? Is it an authoritative text? Who is addressed in the
text? Who is missing from the text? What is the stated aim of the text? Does it fulfill this
goal? Who are the subjects within the text? What are the ideologies being presented in the
text? What are the relationships being presented in the texts? Who holds the power in the
texts? These questions were particularly important when examining the historical texts as
they provided a particular view of the world. The consumer orientated texts provided a
commentary on childbirth which sometimes was critical, but at other times was accepting of

the status quo.

The writing of the results of the analysis focussed on how the health professionals, but
particularly the midwife, treated and managed the woman as a source of dirt, the baby as a
source of dirt, and the boundaries or margins of the body and their dangerous nature.

Comparison of data from the other tapes is included. Equally important was a description
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of the power relationships inherent in Australian childbirth. The doctor, when present, is
the person in charge and is seen as ‘clean’. The midwife is either assistant, or second in
command, and in charge when medical staff were absent, but she is the dirty worker and
therefore also “dirty’. This is the paradoxical nature of the midwife’s role: they are both
‘clean’ and “dirty’, but are protected from the dirt by their position in the institution which
is demonstrated by their uniforms. The woman and her family have little control over the
process. There is a high level of surveillance in childbirth with it increasing as medical

technology ‘advances’.

THE VIDEO TAPING SEGMENT OF THE STUDY

The original aim of this study was to identify the discourses surrounding birth in a delivery
suite and a birth centre, then describe how these discourses influenced the experience of
childbirth for women in ways which reflect and affect their status, role and position in
society. The focus of the study was on the practices and interactions, particularly those
involving forms of communication, and the use of language between the woman and her
family and the health professionals providing her care. The desired outcome of the study
was to contribute to improvement in maternity services by incorporating women's
experience of a system which appeared to midwifery eyes to be preoccupied with a
pathological perspective on childbirth. This was to occur by interpreting the discourses and
practices of labour and using these to create a synthesis which illuminated the plight of

women giving birth.

The design was formulated in response to the desired outcome of the study, that is, to
generate knowledge that can improve the care given to women during labour and childbirth.
This can only be achieved if women's experience of birth is understood, both from their
experience as well as a professional perspective. The focus of the study was the
interactions, particularly communication patterns, the use of language and the practices that
occurred between the woman, her support people and health professionals. Nonverbal
communication and practices were considered an essential part of these interactions. In this
study, the video tapes were considered, not just as the method of data collection, but created

texts for analysis. Given the context of the study, a research method which would explore
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the labour and birth process and provide data for a comprehensive sociopolitical analysis of

the situation was essential for the study.

The study was conducted in the delivery suite and the birth centre of a New South Wales
hospital. The 530 bed tertiary hospital is located in the geographic centre of a regional city
and is the major referral centre for a large area of the State. When the study commenced
the delivery suite had 12 beds and a birth rate for the 1993 year of over 4400, the second
highest rate in New South Wales and one of the largest in Australia. The birth centre had

four beds and catered to 20 percent of the women who give birth at the hospital.

Pilot study

A pilot study was conducted to refine the methods of data collection and modes of analysis.
The specific areas to be examined in the pilot study were the sample size, the unobtrusive
versus obtrusive nature of videotaping, and the process of analysing the birth videos. It
was anticipated that two participants would be sufficient for the pilot study as between
them, it was anticipated they would produce 20 hours of data. These participants were to be

the first two women who had their labours video taped.

A trial was conducted with three videotaped labours to confirm the size of the study sample
and develop the processes to be used in analysis. The estimated sample size of ten to 15
women reflected the nature of qualitative studies which seek a depth and richness in the
data rather than breadth and gerneralizability (Zyzanski, McWhinney, Blake, Crabtree, &
Miller, 1992). Primigravida women, that is women having their first baby babies, were
chosen, however, because it was expected that the discourses surrounding labour and birth
would be more apparent in this group. This expectation was related to the longer labouring
period for primigravida women (Malinowski, Pedigo, & Phillips, 1989) and the higher
levels of interventions they experience during labour and birth (New South Wales
Department of Health, 1994b).

One pilot tape was commercially produced and the other two were filmed by support
persons who used hand-held video cameras. In each of these videos, participants are

obviously aware of the camera, but it did not appear to alter their behaviour. For example,
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a number of behaviours and interactions demonstrated interesting power relations — the
midwife in one video repeatedly refers to the woman as “a good girl” and the medical
practitioner in the same video performs a vaginal examination without speaking to the
woman. This pilot data confirmed the feasibility of video tapes of labour as a potentially

rich source of data that could be analysed as text.

The study sample

The number of labouring participants required for this study was anticipated to be between
10 and 15 as it was expected that this would produce at least 100 hours of data. Pilot work
tested the data collection and analysis method and also assisted in determining the sample
size as the richness and comprehensiveness of each woman's experience was assessed.
Text from the labour of ten women was considered sufficient to obtain a clear sense of
themes and generate a dense analysis. The small numbers relate to the nature of qualitative
research: “Because of the in-depth nature of such studies and the analysis of the data
required, samples of people included usually have to be small and selective” (M. Hunt,
1991, p. 121). Examples of this strategy are: Kroska's (1985) study of five ‘granny’
midwives by interview and observation; Dougherty, Courage and Schilling (1985) studied
body function and sex education by observation of three girl's classes; and, Bluff and
Holloway (Bluff & Holloway, 1994) researched 11 women's perception of their care in
labour using unstructured interview. Data collection was to cease when Morse's (1991, p.
135) test for adequacy was fulfilled: informational adequacy occurred if there were no
“thin” areas, when the data was complete, it was of sufficient amount and relevant. Morse
(1991) noted that many researchers refer to this as saturation and describe it as the stage

when they ‘hear’ nothing new.

The final number of labouring women in the study was more than anticipated: 22 including
the pilot tapes. This was necessary because of the difficulties in video taping the whole of
the woman's labour to ensure sufficient coverage of early labour through to post birth. One
of the 22 labour tapes was not used because the woman was not in labour, while six births
were not videoed and another three were only partially videoed. This left 11 complete sets
of labour tapes for analysis although all tapes, even the incomplete ones, were studied and

drawn on in the analysis.
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All the women were primarily cared for by one midwife each shift. Sometimes the woman
saw only two midwives, but it ranged from two to eight. Often the other midwives were
there for brief periods to relieve for meal breaks, deliver messages, or to provide care when
the primary midwife was involved with another woman. Doctors were not required to see
all the women and some women saw none. One woman was seen by five doctors. The

number of support people, excluding the partner, ranged from nil to seven.

A complete non-identified list of the women who participated in the study is provided in
Appendix 1. This listincludes the date of participation, the site of their labour, the outcome
of the labour and birth, and the number of video tapes generated. There is no similar list for
the other support people, or the health professionals as the latter were referred to by their

role, that is, doctor, midwife, or ‘baby person’.

Inclusion criteria

Only ‘competent’ adults, that is, over the age of 18, were accepted into the study (See
Ethical issues for detailed discussion). There was no exclusion from the study because of
complications of pregnancy and/or childbirth. In fact, complications and/or variations of
normal labour for the woman, produce patterns of care which extend discourses and

therefore, the quality and variety of data.

Exclusion criteria

Women having their second or subsequent babies are often admitted to hospital in an
advanced stage of labour and their length of labour is usually less than someone having
their first baby (Malinowski et al., 1989). Therefore, only portions of their labours are
observable and their requirements for care and/or interventions are often less, so, this group

produces less useful and voluminous data for analysis.

Only women from an English speaking background were to be accepted. According to

Jordan® (1993, p. 3) “Childbirth is an intimate and complex transaction whose topic is

® Although this book has two authors, the first section of the book is Jordan's original text.
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physiological and whose language is cultural”. The methodology used in this research
emphasised language and communication and so it was essential that all the participants
were fluent and comfortable with the Australian version of English. The difficulty of
communication for childbearing women from a non-English speaking background, living in
Australia, is well documented (Commonwealth Department of Community Services and
Health, 1989; Dugard, 1990; New South Wales Department of Health, 1994a; Northern
Territory Department of Health and Community services, 1993; Rice, 1993; Victoria
Department of Health, 1990; Western Australian Health Department, 1990). To use an
interpreter service for these women and include them in the study, would have resulted in
discourse analysis being applied to interactions where a first level of interpretation has

already occurred.

Ethical Issues

It was not difficult to find examples of the use of video tape as a method of data collection,
either in clinical practice (Murphy, 1984; Persutte, 1995; Quam, 1990), or in research (J.
Bottorff & Varcoe, 1995; Hersen, Miller, & Eisler, 1973; S. McKay & Barrows, 1992), or,
as an educational strategy (Mackenzie, 1995; S. Smith & MacLeod, 1981; Sulzbach, Burke,
& Beck, 1988), often combined with clinical practice. However, these authors seldom
discussed the crucial ethical issues which needed to be resolved before the video taping
could commence. The issues that were obvious on even superficial consideration were:
who could be considered participants, and what type of consent was appropriate for each
participant, when would it be most appropriate to obtain consent, privacy issues and how to
maximise protection of health professionals who participated, or declined to participate in
the study. It had been suggested that only the women in the study should sign consent
forms as it was their labour. | was uncomfortable with this approach as it devalued the
service of the health care professionals who were also labouring/working. A similar

argument could be used for the support persons.

Because the literature review on the use of images had demonstrated that video use was
quite commonly used, | anticipated that some person/s or institution would have the
answers to these questions and guidelines might already exist, but advice was difficult to

find from institutional sources, or individual ethicists who tried to assist.
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Protocols were developed which attempted to address all the ethical issues (Refer to
Appendices 3-8 for the Information Sheets and Consent Forms). It was ultimately decided
that if anyone appeared on the video tape, they needed to have given informed consent.
The most assistance given in the development of the protocols came, unknowingly, from
those who were most opposed to the study. Their questions and perceived difficulties with
the study allowed me to incorporate modifications which addressed their concerns with the
study protocols. Eighteen months after the study had commenced, work by Bottorff (1994)
confirmed that the decisions made about the study protocols had been reasonable and were

almost identical to those made by her when facing similar dilemmas.

Informed consent

All the participants (the women, their families and the health professionals) provided
informed consent (see Appendices 3 to 8). To promote informed consent by effective
communication between the participants and the researcher (Faden & Beauchamp, 1986;
Sorrell, 1991), there was a section on the Information Sheets that related to questions and/or
concerns the possible participants may have had about the research. Opportunity for
discussion was made in the hospital antenatal classes, but the public nature of the classes
themselves was inhibiting for most people. Potential participants were encouraged to think

about the project, and if interested to contact the researcher.

The information given to the potential participants specified the nature of the research, what
would be involved in participation, and that the care provided would not be altered because
of the study. There was openness and honesty with the subjects regarding the research
topic, the plan of action, the projected time table and the researcher's goals. The
participants were informed of their right to withdraw from the project any time. It was
stressed to the participants that even if they consented to participate in the study, the
videotaping of the labour could not be guaranteed. This was important as all the women
wished to obtain an edited copy of the videotape of their labour and were participating to
achieve this. A memento videotape would depend upon the availability of the two rooms,
the use of the camera, absence of mechanical problems, and a midwife willing to participate

in the study. Possible risks related to the research were identified: the possible stress of
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being videotaped, and the potential to be videotaped in difficult situations.

Most support people left the final decision on participation in the study up to the woman.
The edited video tape that the mother was provided with, fulfilled Faden and Beauchamp's
(1986 , p.373) “prudent course” when seeking consent. Instead of “psychological and
informational manipulation”, the reward that was offered was restricted to an object which

would be acceptable to the subject (Faden & Beauchamp, 1986, p. 373).

During the study, the researcher was alert and sensitive to the participants withdrawing
consent for reasons due to: self consciousness, unfavourable outcomes, such as, perinatal
death or feelings of failure, anger and frustration when the birth process has not occurred as
they anticipated. Due to reluctance to relocate to the room with the camera, one woman

withdrew from the study.

Privacy

This research involved investigating an area of life which is not usually open to
such scrutiny. For example, for the birthing women labour is a private, personal
time in their life and they may not feel comfortable being ‘captured’ on video.
Similarly, the health professionals may be self conscious about being observed.
Babbie (1989, p. 474) suggests subjects may reveal ‘bad’ attitudes, demeaning
characteristics, deviant behaviour and be forced “to face aspects of themselves
that they normally do not consider”. Therefore, confidentiality of information was

maintained.

Because of the private nature of childbirth, it is sometimes difficult for women to
understand what happened during childbirth and to accept the reality of the birth
process. According to Attrill (1984) this is an essential part of their assumption of
the maternal role. The receipt of their birth video tape provided an opportunity for
the woman to accept the reality of birth, fill in any ‘missing pieces’ and/or clarify any
confusion related to her labour (Affonso, 1977; Charles & Curtis, 1994; Stolte,
1986).
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During the video taping of the labours a control monitor was used to ensure that
the closed camera system was working and the data collection was progressing.
This monitor was situated in a locked room, referred to as the control room.
Instructions were provided on how to start the video taping and set the tapes if |
was unavailable when the woman came to the delivery suite (see Appendices 9 &
10).

Edited video tapes, of short interactions from ten to 30 minutes duration, which highlight
particular aspects of the research, have been made from the many hours of tapes. Prior to
any public showing of these tapes, consent was sought from the participants. A collage of
material from the video tapes, for educational purposes, has been made. Additional consent
from the participants was sought for this purpose. Cost factors precluded using a mosaic
patch to obscure the faces of the participants. Any public showing of the videos was kept
to a minimum and the participants’ identities, both the women and the health care workers,

was safeguarded.

Confidentiality

The confidentiality of the participants was safeguarded by coding the video tapes with a
letter of the alphabet and separating them from a password-protected list of the participants.
All material collected is kept in locked filing cabinets and accessible only to the researcher

and the supervisors of the research.

Turning off the camera

As | was not present all the time, there needed to be restricted access to the control room,
so the camera could be turned off without waiting for my arrival, in the event of any of the
participants wanting to withdraw, or a need to stop filming. The midwifery staff who
worked as in-charge were shown where the key to the control room was kept and provided

with written instructions on stopping the system (see Appendix 11).

Recruitment

The women and their families

It was not anticipated that it would be a problem recruiting women to the study.
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Importantly, the research did not affect the outcome of their labour, nor necessitate a choice
of treatment or procedure. Some women already record their labours on video tape. As an
incentive and a ‘thank you’, the women involved were promised an edited tape,
approximately 30 minutes in length of their labour. This video tape concentrated on the

woman, her birth and her support persons.

When discussing the National Birthday Trust's survey, Oakley (1993, p. 102) stated that
women expressed the desire to help other women have “better births”. It was expected that
Australian women would have the same motivation and recruitment to the research would

not be a problem.

The women were approached during the antenatal period via the parenting education
classes, while posters were displayed in the antenatal clinic and the birth centre clinic (see
Appendix 12). When the recruitment of the women was in “full swing’, three or four

antenatal classes were attended a week with 12 to 18 people in each class.

Recruitment was poor initially. Many couples were surprised to think that someone would
want to watch women in labour. | thought the response rate would probably improve if the
couples had some forewarning about the video taping. Asaresult, flyers (see Appendix 13)
were developed that were almost identical to the posters. This gave all the information in a
much more attractive format than the required information and consent forms. The flyers
were given out on the first week of the classes and the following week | addressed the class.
This gave the women and their families advanced notice about the research, while a
reminder note (Appendix 14), was given out on the last evening of the classes. The

recruitment rate improved.

If the couples were interested in participating in the study, they contacted me and a meeting
was arranged. Over recruitment was considered necessary because of the expected
difficulty in the women labouring in set rooms. Discussions took place with 36
women/couples. The majority of these occurred in their home at a mutually agreed time.
Six occurred at the hospital, while one was at a café as the couple lived some distance from

the area. The Information Sheets and Consent Forms were gone through in detail, with
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some couples signing immediately, however, those who were undecided retained the
forms, and it was up to them to return them. Seven of the couples declined to participate in

the study.

Recruitment of the health professionals

It was anticipated that the greatest professional challenge for the study would relate to
gaining the co-operation of the health professionals and their acceptance to participate in
the study by permitting their practices to be videotaped. This was the experience of J. A.
Schorr (Professor of Nursing, personal communication, 11 July, 1994) who used
videotaping in her research in nursing homes. Potential participants in my study were

similarly threatened and nervous.

Fear of litigation is strong among obstetricians (Gamble, 1993; Keeping, 1993; Kilvert,
1993; K. Lane, 2001; Nisselle, 1993) and midwives. One midwife who has articulated her

fears regarding videotaping stated:

Now I won't do itand I'm very definite about it .... I will not be videoed and

there are a group of us, because in five years time some enterprising young

lawyer, something’s wrong with the baby, nothing to do with us, but if he

can get my hands on something in the wrong position with my face (H. M.

Callaghan, 1990, p. 71).
It was necessary to be very open about the research, and freely communicate with
colleagues to obtain their collaboration and participation. For example, | presented an
overview of the study and information on discourse analysis to a Delivery Suite in-service
and a Perinatal Meeting (departmental level). Attendees were midwives, medical staff
from the Obstetrics and Gynaecology Department and neonatology staff. Informal
discussion also occurred with the staff from the Delivery Suite, the Birth Centre and the
Neonatal Intensive Care Unit. The research proposal was tabled at an Executive Meeting of
the Obstetrics and Gynaecology Department with the support of the Professor of Obstetrics
and Gynaecology and the Director of Obstetrics. All the health professionals were

provided with copies of the appropriate Information Sheet and the Consent Forms.
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I wrote an article about the research that was printed in the Area Health newsletter, to try to
increase the comfort of the health professionals. Despite many staff stating they were
supportive of research and this study, it appeared a reasonable level of self confidence as a
health professional, and courage to participate were necessary personal characteristics for
participants. Courage was necessary to withstand the pressure from a number of midwifery
and medical colleagues who appeared to actively work against the study and discouraged

those who wished to participate.

The midwives

During the period the research proposal and the protocols were being developed, the topic
of the research was introduced whenever it was appropriate with midwifery colleagues,
many of whom remained non committal about their participation. The issue that caused the
greatest discussion was the fear of litigation and its possible financial impact on their lives.
The video tapes were considered potentially powerful weapons in any litigation case.
Because of their fear of litigation, an article by midwife / lawyer Dimond (1996) on the use
of video tapes in childbirth was placed in the tea room, the birth centre notice board, and
the communication book. This did reduce some of the anxiety about the video taping but

did not change anyone's decision.

Another fear of the midwives was related to my role as both researcher and nursing unit
manager in the delivery suite. It was considered by some midwives that it would be safer
not to have their practices scrutinised by a manager. Sessions on the ethics of research and
the process of seeking ethics approval were done as in-service sessions with the required
ethical behaviour of the researcher stressed. Although there had been discussion on where
participants could take any complaints about the research, this aspect was reinforced during

the ethical sessions.

The medical practitioners

Throughout the development of my research proposal and the application for ethics
approval, the key stakeholders in the Obstetrics and Gynaecology Department were
informed of my progress. Once ethical approval had been given, it became necessary to

discuss the research in detail with all the medical staff. Some were happy with the research
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ILLUSTRATION 2.2

THE EQUIPMENT IN THE CONTROL ROOM

Top shelf: TV monitor to ensure the recording was occurring and to check
the view
Bottom shelf: The bank of three video recorders are on the right, with the time

date generator and switch for the camera position on the left



protocols, while others rejected the research outright. Because of medical opposition, | was
invited to address the next departmental meeting to discuss the research. The focus of their
fears, like the midwives, was the possibility of the tapes being used in litigation. Much of
this discussion was about how video taping would be perceived by the courts and how
failure to participate in, or withdrawal from the study would indicate guilt. As a result of
the meeting, the Chairman spoke to the lawyers on the ethics committee about the research,
while the Director of Obstetrics discussed the matter with the Medical Defence Union. The
response from the lawyers was that the doctors, if they participated, should ensure that
everything was documented, while the response from the Medical Defence Union was that

“provided both parties involved were happy with the taping then there was no objection”.

Discussion with the other medical professionals was delayed until after the Obstetrics and
Gynaecology departmental meeting. They agreed to participate as long as those not

consenting were protected.

Technical issues

Closed circuit TV system

In order to video tape the women's labour with minimal interference, a closed circuit TV
system was installed (Refer to Appendix 15 for the layout of the system). This consisted of
a control room, which for reasons of privacy was kept locked. The control room contained
a bank of three video recorders and a television set to monitor the taping. The clock was set
on each of the video recorders and was synchronised with a time date generator which
imprinted the date and the time in hours, minutes and seconds on the video tapes to ensure

the tapes were kept in chronological order (see illustration opposite).

Each room had a visual input and an audio input which was relayed to the control room. A
pressure zone microphone on the ceiling in the centre of each room provided the audio data.
A small fixed security style video camera was used to record the visual data. The data
collection was in real time. As the camera was positioned in a corner, near the ceiling, a
‘birdseye’ view of the room was obtained (see illustrations next page). There were no close

up views obtainable from this camera. As there was only one camera, video taping could
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ILLUSTRATIONS 2.3 & 2.4

AVIEW OF THE ROOMS WITH AND WITHOUT THE CAMERA

2.3: Looking towards the corner of the room in the birth centre prior to the camera

being fixed in position



2.4: Looking towards the corner where the camera was positioned in the delivery suite



only occur in one room at a time. The camera had a fixed focal lens with an automatic iris

adjusting to changes in the room's lighting and provided colour images.

The positioning of the camera was a source of much effort to ensure the best vision of
activity by staff, while trying to preserve the privacy of the woman in relation to her genital
area. None of the women appeared overly concerned about the camera’s position during
the private discussions. It was necessary to have a ‘time out’ option, which allowed the
camera to be turned off, so that the full frontal view of the woman's genital area was not

‘captured’ on the video tapes.

The tapes used to record the data were three hours in length. Because of the repeated

playing of the tapes during the analysis process, heavy duty tapes (E180B alpha) were used.

Collecting the video taped data

While the non consent of a number of staff was disappointing and created some gaps in the
data collection, the data was “the best available, considering the circumstances” (J. M.
Morse, 1999, p. 291). Originally, it was thought that it would be necessary for a large
proportion of the medical and midwifery professionals to participate, if the guiding criteria
used by Parker (institutions, ideology and power), was to be affective. The analysis of the
data, however, demonstrated that these three criteria were still apparent with the data

produced being totally unexpected, fascinating and satisfactory.

The process

Once the woman and her support person/s had signed the consent forms, several strategies
were employed, to prevent the women being ‘lost’ to the study. For example, stickers
identifying the study were placed on her charts. A regularly updated list of the women's
names, their expected date of delivery and chosen site of birth was kept at the admission
desk. This gave the staff some warning of when the women could be expected and if she
contacted the hospital, but failed to mention the study, they were able to check with her if
she was still willing to participate. A memo was placed in the communication book about
the research process and another one when the protocol was modified (see Appendices 16

& 17) The women and their partners were requested to telephone me when they went into

60



ILLUSTRATION 2.5

WARNING NOTICE ON THE DOOR




labour and were planning on going to the hospital. However, only one labouring woman

and two women who were being induced contacted me.

On natification of the woman's admission, | went to the hospital. Prior to commencing
each video taping, | checked that the woman, her support people, the midwife and the
medical staff were agreeable to participation in the study. A bright yellow warning sign
(Appendix 18) was placed on the door stating: “Video camera in use - Research in
progress” (see illustration next page). This was to warn those who had declined to
participate, so they could stay outside the door, or outside of the camera’s range. To ensure
that an error was not made with the times, a Tape Settings Sheet (Appendix 10) was used.
The midwives were informed of medical staff wishes about participation in the study. At
this time, it was checked that the midwife-in-charge and the woman's midwife knew where
the key to the control room was kept and how to turn off the video tapes, if this was
required. If there were any problems the staff were encouraged to telephone the researcher.
A warning system for the staff in the neonatal intensive care unit, and the anaesthetist on
call for the delivery suite was implemented: they were notified that one of the women in the
study was in the delivery suite or the birth centre. This whole process could take an hour or

two and was dependent on the busyness of the unit and cooperation of staff.

If the woman delivered, or there was no midwife on the next shift willing to provide care,
or there was a problem, the staff were request to contact me. Unless contacted earlier, |
returned to the hospital to ensure tapes were replaced and continuity of recording was

maintained.

The closed circuit TV system worked well except for the sound which was variable. There
was a degree of white noise in the rooms, but it was worse in the delivery suite room. This
made transcription difficult. If a radio, or tape deck, or CD player, or fetal monitoring
machine was in use, the sounds from these dominated on the video tapes. Despite tips
(Appendix 19) given to the midwives and the couple on reducing noise, this remained a

problem.

Opposition to the study
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Although medical opposition to the study had officially ceased, unofficially it persisted
with two doctors remaining particularly difficult and obstructive. This required intense
effort to ensure their active non co-operation did not sabotage the study. A private
obstetrician “persuaded” one woman to change hospitals when he discovered she was a
potential participant in the study. He felt it was ‘inappropriate’ for a midwife to potentially

examine the practices of medical personnel.

Midwives in general were less actively antagonistic, however, the midwifery staff who
participated in the study were exposed to frequent verbal harassment from their colleagues

who were opposed to the study. This problem was resolved over time.

Midwifery resistance by some to the study continued, manifest by, for example, a delay or a
lack of notification of the woman's admission to the hospital. One of the more bizarre
examples of resistance was with the camera. At regular intervals, the camera lens would be
covered with a theatre cap or theatre boot, or the camera angle would be altered, so that the
lens faced the back or side wall. This was the more tedious act to rectify as it took

considerable time to get the camera re-positioned

Participants’ responses to the study

It was anticipated, and confirmed, that a video camera, fixed in the room, and not hand
held, would be unobtrusive and the participants would forget that the camera was there.
The parturient women and their support people forgot about the camera once the woman's
labour was established, felt comfortable with its presence and did not find it intrusive. Staff
appeared to also forget about the camera, but occasionally they were reminded when they
said something they preferred was not being recorded. Two midwives felt uncomfortable
with the tape and it was there “in the back of their mind[s]”. This was not unexpected as
Arborelius, and Timpka (1990) commented that when they video taped medical
consultations, the physicians had felt influenced by the camera. However, when viewing
the tape of the consultation, the doctors realised they were less influenced by the camera
than they had thought.

The majority of couples saw the video tape as a memento of the baby's birth. Penny and
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Patrick wanted their video to send to family overseas, while one couple, Yvonne and Yuri,
planned to show their video tape at their child’s 21% birthday party. Some women
requested to view all of their labour tapes. For these women and their partners, it filled in
blanks in their memories and for the women, they were surprised to realise how their

memory of time had been distorted.

Health professionals who participated in the study were also offered the opportunity to view
themselves as they interacted with the women and their families. It provided them with a

chance to re-evaluate their communication skills. Most, however, declined this offer.

THE USE OF BOOKS

Throughout my thesis I have also relied heavily in my analysis of other sources of text -
from books. The first group of books are textbooks from midwifery, obstetrics and
gynaecology, and occasionally nursing over several centuries with the majority from the
19" and 20™ centuries. The authors / editors* of these books were, or are, acknowledged
experts in their fields, while the buyers of these books were expected to be midwifery and
medical students, clinicians and libraries. Titles of some of the older books may be
confusing, as until the mid 1930s, ‘midwifery’ was often the term used by both midwives
and doctors for their field of work. These books instructed health workers in the theory,

practice and rituals of their craft.

The second group of books also focus on childbirth, but the authors considered the most
likely readers would be the women, their families, support groups, such as, parenting
education groups, and local community libraries. The authors of these books are also
considered ‘experts’, often are midwives and doctors, but sometimes anthropologists,
physiotherapists, psychologists, sociologists, and consumer activists. The language used,
however, is more easily understood by lay persons. Initially, the aim of the authors of this
group of books was to inform, instruct and guide women about childbirth, but as the

consumer driven childbirth debate escalated, these books presented a divergent view to the

* Sometimes the books have one or more authors, or one or more editors. To avoid the cumbersome use
of authors / editors throughout this chapter, only author or authors will be used, but this term will include
any editor or editors of the books.
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dominant medical discourse that surrounded childbirth and contrasts with the professional
textbooks. Because of the original direction of the study, | also collected personal birth
stories as these were to be part of the literature review. These were derived from
newspapers, magazines, and edited collections. Although the study evolved in a different
direction, | became fascinated with these birth stories, continued to collect them, and have
also drawn on these throughout the thesis. According to Morse (2000, p. 579) qualitative
research is similar to being a detective in that “you ... follow clues, check out leads, confirm
facts” until everything comes together and “makes sense”. Discussion here describes how

the books in both categories came to be ‘chosen’ and ultimately used.

To support my discussion in Chapter 6 on maternity care during my own midwifery
training, | drew upon over 30 textbooks in use from 1960 to 1975. The ideas contained in
these texts would have been in circulation and practice for sometime. It was almost a
tradition at our midwifery training hospital that the non-required, extra textbooks were
‘passed on’ from the exiting students to new students. The tatty appearance of the books,
mostly ‘hand-me-downs’ from previous students, may have been because they were well
used rather than old. At that time, | certainly had no concept of clinical knowledge
becoming dated, however, and was not able to find a publication date on a book. These
books hold the authoritative knowledge regarding childbirth from obstetrics, gynaecology,
midwifery, nursing and neonatology or paediatrics for this era. | have also used two
midwifery training case books, mine (H. Callaghan, 1971) and a friend's (Sheehan, 1971).
In our case books, we kept details of what we had ‘witnessed’, that is, observed, and
performed as was required for registration as a midwife in that state. This documentation
included 20 case studies. These have been used to stimulate my memory of this period and

also for verification of the practices of the time.

I have used women's comments, taken from published birth stories and research on their
labour experience to demonstrate those aspects of care that usually were not discussed in
textbooks, or to demonstrate the impact of particular clinical practices on the women.
These comments are from a variety of published sources: women's birth stories (Adelaide,
1997; Lamprell, 1991b; Littlejohn & Shorne, 1994; McDonald, 1992), extracts from labour

reports (Close, 1975), and extracts from a five-year national study of home births in Ireland
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(O Connor, 1995). O Connor's work was particularly useful as she explored the reasons
the women gave, in their own words, for choosing a home birth. For many women this was
because of difficult or traumatic previous hospital births, or because of the

depersonalisation they experienced during their hospitalisation (O™ Connor, 1995).

Searching for books

Some of the books were in my personal library which is fairly extensive. For example, the
set textbook for my midwifery training, A textbook for midwives (6" ed.), by Margaret F.
Myles, was bought at the commencement of my own course. The 10" edition of her
textbook was acquired when it was published in 1985 as | believed it would be her last
edition. Over the years as part of my personal on-going education, | continued to acquire
more textbooks. | have never discarded these textbooks even though the clinical
information was outdated and some had not been used for years, but this archive has proved
very useful to this study.

It became evident that | required old textbooks to support the discussion in Chapter 6 on the
maternity care the women received during that time, and would probably need textbooks
from an earlier period. My first approach was to go to the university library and search for
midwifery and obstetric textbooks. This catalogue is linked to all the area health libraries,
that is, the three major hospital libraries and the five satellite hospital libraries in the area.
A catalogue search of the words in title or in the content note revealed that there were 103
works with ‘midwifery’, but when this list was limited to any material, in English,
published before 1976, the list was reduced to two books. A similar search was done with
‘obstetrics’ and revealed 223 items, which when limited in the same manner was reduced to
31 items. When journals, texts prior to 1960, those on anatomy and physiology, on medical
education, duplicates, lost items, texts written in note format, and obstetrical / surgical
texts were removed, there were no items left on the list. It is policy in many institutions to

remove clinical textbooks which are five to 10 years old.

I was particularly keen to find those books that | had used during my training and other
students may have used earlier. Unfortunately, I could remember only a few details about
the books we used. The strategies used to obtain the texts from the desired time frame

were: inter-library loans; personal enquiries to many of my midwifery colleagues; notices
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placed in the wards, the staff tea room, and clinic areas of the hospital in which | worked; a
request in midwifery journals and newsletters in my home state, and a national internet
midwifery chatline; a request in a state based Sunday paper and an advertisement in a local
paper; an e mail to all the nursing faculty staff at the local university; approaching staff of a
local hospital library who were consolidating their collection; canvassing the secondhand
book shops in my local area, two metropolitan cities and a rural district; and checking the

antiques shops in my local area.

The antique shops have been a valuable source of books. A book titled, The preparation
and after-treatment of section cases (1905) by Stewart McKay who was a senior surgeon at
the Lewisham Hospital for Women and Children, Sydney was sourced in an antique shop.
Although this book was not exactly what | was looking for, it does provide very detailed
information on the equipment used for caesarean section and details the processes of
sterilization used in Australia in the beginning of the century. Other finds were on medical
history (H. Graham, 1960; Haggard, 1932; Singer, 1928), on hygiene (E. M. Robertson &
Mclnroy, 1937) (Elkington, circa 1908), and infectious diseases (Hare, 1954; Sigerist,
1943). It is worth noting, however, that all except one of these books were written by
doctors. Probably the most useful ‘non medical’ books found in the antique shops,
however, were the ‘ladies handbooks’(W. A. Lane, 1934; Richards, 1946; Stockman, 1926).
These books all have sections devoted to childbirth and include the preparations for birth
in the home, as well as how to ensure sterility of equipment and clothing and the preferred

measures of hygiene.

A good source of consumer orientated books was the opportunity shops conducted by such
groups as, St Vincent's de Paul, the Good Samaritans, Lifeline, and the Salvation Army.
From these shops | have acquired birth story books (Bert et al., 1984; The Parents Book
Collective, 1986), several of Shelia Kitzinger's books, and antenatal education type books
(Balaskas & Balaskas, 1983; Ewy & Ewy, 1982; A. Robertson, 1989).

It has taken months, years even, to find the books that have helped inform this work. While
I have not drawn on all of these texts as references in my thesis, the examination of the

books from a variety of disciplines enabled me to have a broader and improved
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understanding of changing concepts related to hygiene in childbirth.

CONCLUSION / SUMMARY

In this chapter, | began by describing some of the concepts that Foucault advocated and
which are central to the understanding of the thesis: panopticism, power relations, and the
clinical gaze. The various approaches used by different theorist to discourse analysis were
explored with the privileged position of language being acknowledged. Texts and
discourses were identified with the importance of the three auxiliary criteria, institutions,
power and ideology, being flagged as sites for research. There was a discussion on how it
would be possible to use discourse analysis with visual data. The history of images as data
was discussed which included acknowledging that it had been marginalised within
sociology. The current use of film in research is varied and demonstrated that video taping
is an acceptable method of collecting data. The method of visual data analysis was based
predominantly on a synthesis of two different approaches by Parker (1992; 1996b), and
Collier and Collier (1986). The importance of various textbooks in the analysis and how

they were chosen has been acknowledged.
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CHAPTER 3

THERE S SOMETHING ABOUT DIRT ...

INTRODUCTION

The focus in this chapter is on the work of the theorists who have contributed to our
knowledge of pollution as a social construct that helps to explain human behaviour. Some
of the words used throughout this chapter need to be defined and are used consistently
within these definitions. Probably the most important words are the verb, ‘pollute” which is
defined as “1. to make foul or unclean; dirty. 2. to make morally unclean; defile. 3. to
render ceremonially impure; desecrate.” and the adjective ‘polluted” which is defined as
“made impure or unclean; tainted; contaminated” (A. Delbridge et al., 1997, p. 1660).
According to Room (1995, p. 313), “dirt’ is derived from the old Norse term “drit” meaning
excrement although the current understanding of the term has been extended to include
“filth generally, soil, dust and the like, as well as obscenity of any kind, especially
language”. These dictionary definitions are brief but they have been explicated by theorists

presented here and whose work focussed on some, or all of these terms.

The term pollution in the social sciences is most readily associated with Mary Douglas and
her seminal work, Purity and danger (1966/1992), in which she focussed on the symbolic
interpretation of the rituals associated with pollution. Her analysis established a basis for
understanding pollution which can be used across cultures, and religious, secular, or
temporal domains. She acknowledged her debt to two friends who struggled daily with the
rituals of cleanliness demanded by their particular religions and who increased her
sensitivity to “gestures of separation, classifying and cleansing” (Douglas, 1966/1992, p.
vii). For Douglas, an exploration of hygiene was the route used to investigate and
understand the religions of the world and some of the variations in meaning and practices

attached to pollution.

POLLUTION AND DEFILEMENT
Both Douglas (1966/1992, pp. 35 & 73), and Clark and Davis (1989, p. 651), defined ‘ritual
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pollution” and “secular defilement’ as a state of uncleanliness derived via contact with
either a “dirty” or ‘polluting’ person, object or activity. The distinction being that ‘ritual
pollution” occurs within the symbolic system of a religion, while “secular defilement’
occurs within a symbolic civil system and is not related to a religion. This distinction
between the terms is not usually made and they are used interchangeably in many
professional and lay discussions. Douglas herself does this. But the most commonly used
term is “pollution’. For example, in discussions about the non religious human, or the
natural environment the term used is usually ‘pollution’, or sometimes ‘contamination’,
rather than “defilement’. In health systems the term used, in the sense of the item or person

being dirty, is ‘contamination’.

Early in her book Douglas (1966/1992, pp. 34-35), argues that studying “ritual pollution”
in religious societies, obviously becomes a study of symbolic systems. She rejects the
notion that western ideas about dirt are simply a matter of hygiene. For Douglas
(1966/1992, p. 35), “our ideas of dirt ... express symbolic systems” and she considers the
variations in pollution behaviour in different parts of the world just “a matter of detail”.
Douglas (1966/1992, p. 35), noted that western concepts of dirt are actually a “omnibus

compendium” of what we have rejected from various symbolic systems.

Current European ideas on defilement, Douglas (1978) noted, are related to secular matters
of hygiene, or etiquette, or aesthetics, rather than religion as occurs in ‘primitive’ cultures.
She commented that the discovery of pathogenic organisms in the 19" century has made it
difficult for us to conceive of dirt as being anything but unhygienic and pathogenic
(Douglas, 1966/1992). This concept of dirt is, however, relatively recent (Douglas,
1966/1992). Corbin (1982/1994, p.33), referred to it as pollution from “a Pasteurian
viewpoint”. He noted that prior to this view, it was acceptable to dump rubbish and
excrement into the rivers as long as they dissolved and became invisible: thus retaining the
river's purity (Corbin, 1982/1994). What was of concern was the decomposition occurring
on the banks of the river and its accompanying stench. So, prior to our “Pasteurian

viewpoint”, the margins of the river and the land were considered dangerous.
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As Douglas (1978) has stated, Frazer, who was famous for his 13 volumes of the Golden
Bough, considered that philosophy evolved from a magical phase, to a religious phase and
then to a scientific one. He would not have found the current perception of ‘dirt’ as
equating to pathogenic in western cultures as extraordinary. Public health reformers in
America had discussed the similarities between the germ theory, their “traditional fears of
malign spirits” and the miasma theory® (Tomes, 1998, p. 7). The public’s acceptance of the
germ theory was understandable as the theory identified and named these poisonous agents.
A quote from T. Mitchell Prudden, a bacteriologist, writing in 1890, demonstrates the
perceived link between the mystic, religious and the scientific phases: “We no longer grope
after some mysterious, intangible thing, before which we must bow down or burn

something, as if it were some demon which we would exorcise” (cited in Tomes, 1998,
p.7).

Pollution, according to Douglas (1966/1992), functions at two levels in society. At the first
level, commonly held beliefs about pollution and social pressures are used to influence
other people’s behaviour. The second level of pollution beliefs occurs when transgressors
threaten the “ideal order of society” and the danger is then directed towards the
transgressors (Douglas, 1966/1992, p. 3). Douglas considered that this has a two pronged
effect: firstly, the threat of danger is used to force the person to maintain the social order
and secondly, the enforcer is also reminded of the need to remain righteous. Douglas
(1966/1992, p. 3), considered that the “whole universe is harnessed to men's attempts to
force one another into good citizenship”. The results of pollution have been discussed by
Douglas. She noted that in western cultures, they are “social sanctions, contempt,
ostracism, gossip, perhaps even police action”, while in other societies the effects are
“much more wide ranging” and disruptive (Douglas, 1966/1992, p. 73). Douglas does not
specify what these results are except by providing examples. One example was the
Israelites who could only win their battles if their camp remained holy. This was achieved
by the warriors attending to all bodily functions outside the perimeter of the camp.

Warriors with bodily discharges could not enter the camp, while warriors who had bodily

® Miasmia theory : it was believed that the disease was caused by an agent carried in the breathe of the
sick person, that is, the person had a ‘bad’ or ‘sick’ breath.
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emissions during the night had to leave the camp, they could not return till after they
washed, and it was after sunset (Douglas, 1966/1992). Although these rules have been
incorporated into the Jewish religion, Thorwald (1962, p. 97), noted that they can be traced
to “the hygienic rules and ideas of Egypt”.

Douglas (1978), commented that pollution and purification are linked by ritual while the
nature of the rituals will define the seriousness of the pollution. As this thesis shows, this
concept can be applied to the health care system where dirt ‘specialists’ undertake the ritual
purification or cleansing. This notion is discussed later in the chapter, in the section

“Purification and cleansing”.

Douglas (1966/1992, p. 120) noted that “body dirt is ... powerful” and may be seen and
used ritually as good or harmful. This is similar to Frazer's (1978, p. 96) statement about
an object having both “perils and powers”, but for him the power and the peril could be
directed at the same person, regardless of who broke the taboo. Thus, the level of danger or
peril may describe the vulnerability of the person involved. Douglas (1978), did note that
in some cultures the sexual and bodily fluids of one sex could be dangerous to the other
sex, and it was usually the male who was endangered by the female. This statement was
seen by Grosz (1994, p. 193), as indicating a possible site for “an analysis of sexual
difference ... where sexuality has become reinvested with notions of contagion and death, of

danger and purity, as a consequence of the AIDS crisis”.

Feelings of pollution were also explored by Kubie (1937), who by examining the structures
of adult life, particularly in neurotic people, attempted to demonstrate the fantasies that are
hidden behind our concept of dirt. Kubie (1937, p. 389), noted that the assumptions on
which we based our behaviour towards dirty objects were often confused, paradoxical,
absurd and contained “mutually contradictory implications and premises”. Kubie was
determined to provide a clinical definition of dirt by observing the behaviour of humans.
He commented on how there are certain objects which men (as is the case for many
psychoanalysts, he was phallocentric) do not want to take into their body, endeavour to
avoid if possible and are reluctant to even view. Kubie included in this the avoidance of

food derived from the particular parts of animals, their apertures and what emerges from
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them. There are difficulties with some parts of Kubie's theory as in western cultures we eat
tripe, tongue, intestines (as sausage skin), the parsons nose, brains, fish heads, eyes, roe,
while heart, liver and stomach are combined (as haggis). There are probably other animal
parts that are eaten but are not so well known. It is arguable that the cooking process
transforms these body parts into acceptable objects to eat, but again this is culturally

specific.

The feelings of pollution and the fear or terror associated with pollution has also been
discussed by other authors (Ricoeur, cited in Enzensberger, 1972 ; McLaughlin, 1971;
Sartre, 1943/1984). In my experience, nurses and midwives sometimes display these
“feelings of pollution” and/or fear after providing care for particular patients, such as, those
with worms, or nits, or scabies, or those who have been repeatedly incontinent of faeces
and who required regular cleaning to remove the faeces. The nurses repeatedly wash their
hands to remove the “dirt’, often because they can still smell the faeces on themselves, or
they fear the slightest itch because it may indicate a possible site of an infection or an

infestation.

For McLaughlin (1971, p. 2), “ritual defilement is one aspect of this feeling of pollution”
and although irrational, it exists in all societies. He has commented upon the practice
where we find some forms of dirt as irremovable. He provided the example of false teeth
which had fallen into the toilet, then into the sewerage system. The owner of the teeth was
relieved when they could not be found and acknowledged that she could “never have
fancied them again” (McLaughlin, 1971, p. 2). This is an example of the juxtaposition of a

‘clean’ item with a “dirty” item which causes us uneasiness or even revulsion.

Origins of pollution

Pollution, for Enzensberger (1972, pp. 22-23), originates or is derived from four sources of
dirt: 1. “contact and excretion”; 2. intermingling; 3. decay and a reversal of order; and,
“mass”. The first source is anything that endangers his “separateness ... his anxiously
guarded isolation”. Thus, his unwillingness to allow any person or thing to advance
towards him or retreat from him. This clearly includes the dirt of contact or excretion and

assists in explaining the second source of dirt: the fear of intermingling. Enzensberger
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(1972, p. 23), noted that there is an avoidance of anything in which ownership is ambiguous
as “in any confrontation he is afraid of succumbing to the ambiguity and mishmash, of
flowing apart, losing himself, suffering injury through processes like amalgamation
infiltration supplementation effluence effusion and excavation”. The prime example of
intermingling occurs during sex and therefore, according to Enzensberger (1972, p. 23), this
is why it has an “ineradicable association with dirt”. The third source of dirt is decay and
when the order is “topsy-turvy”, upside-down, or reversed. These create fear and horror.
The fourth source, develops from the individual's fear of “everything teeming and
swarming, any mass situation where he risks going under and disappearing” (Enzensberger,
1972, p. 24). According to Enzensberger (1972, pp. 32-33), the individual is “isolated,
untouchable, homogeneous, structured, unique; which explains the dirt of excretion,
contact, intermingling, decay and mass-crowding, marginal products of these orders”. He
acknowledged that the fourth source creates problems as we do not live in isolation but in

couples, or in groups.

For Goffman® (1971, p. 68) any study of “co-mingling” must include boundary offences or

violations, which he considered to be an “incursion, intrusion, encroachment, presumption,

transgression, defilement, besmearing, [and] contamination”. Although Goffman has used

only one concept, “co-mingling”, which sounds similar to Enzensberger's second source,

“intermingling”, clearly Goffman's concept is much broader than Enzensberger's.

Goffman has not mentioned sex except to note that “sexual molestation” is an extreme form

of body/touch defilement. There are six modalities Goffman used to describe how

defilement (pollution) occurred.

1.  “Ecological placement of the body” in relation to a claimed territory, for example the
Indian caste system.

2. “The body, including the hands ... can touch”, and therefore defile the “sheath” or
skin, or the person’s possessions.

3. “Theglance, look, penetration of the eyes”, although slighter than other offences, can

be incurred over considerable and multiple distances, on numerous occasions, and

® It appears that Goffman developed his work separately. Enzensberger's (1972) work was originally
published in German in 1968, with the first translation into English occurring in 1972. Unless Goffman
read German, or had a translation of Enzensberger’s work, each author developed their work
independantly.
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requires good, constant, and delicate eye discipline. A societal rule relating to gazes

is: “when bodies are naked, glances are clothed”.

“Sound interference” when individuals claim more than their share of “sound space”.

Speech as when subordinates speak out of turn, or when there is cross talk from an

individual who has not been given approval to speak.

“Bodily excreta” which has four “agencies of defilement”

I. “Corporeal excreta”, or the stains from them which will contaminate if touched:
“spittle, snot, perspiration, food particles, blood, semen, vomit, urine and faecal
matter.”

viii. Odour which includes, flatus, bad breath and body smells. Like the glance,
odour operates across distances, in “all directions”, it lingers in confined
spaces, and “cannot be cut off”, even when the original source has left.

iX. “Body heat” as found on toilet seats, or from “recently removed” coats or
cardigans.

X.  Imagined remaining body excreta or “markings left by the body”, for example,
left over food. (Goffman, 1971, pp. 68-74)

Goffman’s lists can be seen to incorporate some of Enzensberger's sources of pollution,

except for decay, although remaining body excreta in his fourth point does imply decay.

Another perspective on the origins of pollution for North Americans and for the Hua, a

Papuan tribe, has been described by Meigs (1978). This view does ‘fit’ many western

cultures, however, it has similarities with Goffman’s modalities:

(1) body emissions or nu

(2) carriers of them like soiled laundry or, in the Hua case, string bags ... , used
dishes or bamboo drinking tubes ... , partially eaten food, dirty hands

(3) symbols of them — in the Hua case the colours red and black, possums,
foods which are alleged to be hairy ... (Meigs, 1978, p. 310) (original layout)

Meigs (1978, p. 311) identified conditions when “bodily emissions and carriers of them are

polluting”. The first condition requires the items to be threatening to gain access to the

body. Meigs considered that taste and touch are the essential mechanisms through which

entry is achieved for both groups of people. The Hua add sight, sound and smell, which

Goffman also accepted. According to Meigs (1978, p. 311), however, for North Americans
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these mechanisms would only cause disgust and unpleasantness, rather than “extreme

revulsion ... the signal of the presence of pollution”.

There is some disagreement on the topic of disgust as Levy (1997, p. 384) claims that it is
the primary reaction to an impurity and is “specifically related to “dirty” ingested
materials”, while the sight, sound and smell categories used by Goffman and the Hua are
particularly relevant for pollution in a health institution. Meigs™ second condition is that
the bodily emissions, and whatever carries them, are polluting only if their access is not
desired by the individual. This is an important point and explains, for example, why love-
making is desired, as is contact with the partner’s bodily emissions while rape leaves the
victim feeling not only abused, but “dirty” or unclean (Kitzinger, 1985, p. 277; Russell,
1975, p. 168) and “as if she had some highly contagious disease” (Kitzinger, 1985, p. 277).

Both western and Hua cultures ingest body parts as a method of improving a person’s
mental and physical health: western cultures in the form of transplants (blood, heart, lungs,
kidney, liver, cornea, sperm, ova, fetus) and the Hua through eating, or topical application,
or intercourse (hair, semen, breath, sweat, vomit, corpse, faeces). These lists have much in
common with ancient Chinese and Egyptian medicine which used many of these items in

their pharmacopoeia (Thorwald, 1962).

Meigs has noted that body emissions are considered disgusting and feared by North

Americans because they are perceived as:

waste, as substances cut off from the vitality of the body and subject to
imminent decay .... dying, separated from that which can make them live ....
actually or potentially contaminated, ... having the power to cause an ill-defined
sickening. Our instinctive recoil from contact with other persons™ emissions
reflects our fear of their decaying power. (Meigs, 1978, p. 312)
There is a substantial amount of agreement between Goffman, Meigs, and Enzensberger on
the origins of pollution, but, Meigs™ theorising adds conditions not seen in the work of

others.

A different view of pollution is given by Kristeva (1982), who categorised pollution objects
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into two groups: excremental and menstrual. Kristeva (1982, p. 77), while she does not
specifically refer to childbirth, has discussed men's fear of women's reproductive powers
and the need for many “pollution rituals”, particularly in those societies where the
“patrilineal power” is weak. She also considered that pollution rites were common in
societies where overpopulation was of concern, while in those societies which had a desire
for procreation, there is a disappearance of incest taboos and pollution rites (Kristeva,
1982).

Maintaining our personal body space can be considered as a method of ensuring that our
body does not become defiled by too intimate a contact with someone else’s body. But first
we have to be able to determine our bodily boundaries. This is a problem for women as
they are considered, because of menstruation, to possess permeable leaking bodies. Leach
(1972, p. 49) considered bodily boundaries “the child’s first and continuing problem” and
involved determining the “edge” of the self. That this remains one of the child’s first
problems can be seen in the terminology surrounding the training of babies in appropriate
bowel habits. There is “Diaper Free” (Natural Wisdom Press, 20001), “Elimination
Communication, ... Elimination Timing, Going Diaperless, Natural Infant Hygiene and
Infant Potty Training”, while there is an Elimination Communication Email list (S.
Buckley, 2001, p. 17). All of these articles are devoted to how parents, but usually the

mothers, can quickly and successfully toilet train their children.

Since the publication of Hall's (1959; 1963; 1966) work, it has been accepted that there is,
in western cultures, an appropriate distance kept between individuals, though the distance
may vary according to the persons involved, their age, the time and the situation.
According to Hall (1966) we use several forms of distance: intimate, personal, social and
public. In personal distance or space, this is perceived as a protective bubble which defines
our personal space or distance, prevents us from being touched or contaminated by others,
and maintains our protection. It has been suggested that perfume or cologne are used to
disguise or hide body odour, and to set “the limits of the protective bubble around the
individual” (DeVito, 1989, p. 248). Thus, the perfume defines the limit of what is

acceptable contact with others.
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For Douglas (1966/1992, p. 2), our avoidance of dirt must be considered as a “creative
movement”, or as a way of organising our environment and as an attempt to unify form and
function. According to Douglas, our attempts at purification of our environment must be
seen as the equivalent of the purification and prophylactic process which occurs in
primitive societies. Douglas’ has argued that the community’s experience of using these

rituals creates unity within a society.

DIRT. WHAT ISIT?
According to Douglas (1968/1999b, p.109), “Lord Chesterfield defined dirt as matter out of

place”, but she does not give the source of this statement. This definition is used by
Douglas and its™ originality is often attributed to her. For Douglas (1966/1992, pp. 35 & 2),
“dirt is matter out of place” or “disorder”. This is very similar to Freud's (1924/1950, p.
48) description as “matter in the wrong place”, but this did not stop him from spitting on
the carpets on the stairs in patient’s house (Freud, 1932/1971, pp.238-239). For Douglas
(1966/1992, p. 2), the coding of what is dirt is defined by the culture and shared by those
who belong to the culture, that is, “it exists in the eye of the beholder”. This meaning is
similar to McLaughlin (1971), who claimed that almost anything we choose can be dirt and
it is a matter of relativity. Kubie was more derogatory about our perceptions of dirt. He
believed ‘fantasy’ was the correct term to use when referring to dirt rather than ‘reality’, as
he considered it was an emotional response imposed upon the growing child (Kubie, 1937).
A more restrictive definition is provided by Meigs (1978, p. 313), who considered that
dirty meant anything which was “perceived as decaying, carriers of such substances and
symbols of them ... [which threatened] ... to gain access to the body where that access is not
desired”. Douglas was the starting point for Kristeva (1982, p. 69) who expanded on the
original definition and noted that dirt or “filth is not a quality in itself, but applies only to
what relates to a boundary and ... represents the object jettisoned out of that boundary, its
other side, a margin”. What is worth noting about this definition is that the boundary and

the margin are conceptualised by her as two different domains.

McLaughlin (1971, p. 1), has noted that the definition provided by Douglas (1966/1992) is
limited and refers to socks on a piano which “are certainly out of place, but ... not

necessarily dirty”. The socks example does, however, fit Meigs™ (1978, p. 310) definition
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of “messy things” which may annoy people, but they fail to cause pollution. According to
McLaughlin (1971, p. 1), for something to be dirty, it also has to be difficult “to remove
and unpleasant”. Further criticism of Douglas™ definition has come from Harris (1979, p.
197), who noted that if Douglas had “to tidy up a lawn strewn with gold watches and
diamond rings”, she might accept that disorder is not the only or major component of dirt.
McLaughlin (1971, p. 2) also referred to Sartre's discussion on the elements of sliminess or
stickiness which he noted revolves around our concepts of dirt and our “feeling of pollution
... Where something dirty has attached itself to us and we cannot get rid of the traces”

(original emphasis).

Sartre (1943/1984, p. 605), had observed that even *“very young children” demonstrated
“repulsion” for anything slimy as if its symbolic values were already understood by their
psyche. These children would not have had the opportunity to learn the rules of
cleanliness, and would not understand about germs, yet they identified slimy things as
unpleasant. He believed that this was because slimy things, cling to us and blur the
boundaries between ourselves and the slime, thus creating in us fear and disgust. For Sartre
(1943/1984), the metamorphosis itself was not the problem, but that we would become
slime which is frightening. He had considered that if he was liquified, he would become
water which for him was the “symbol of consciousness”, is often compared to a river, and
“evokes the image of perpetual interpenetration” (Sartre, 1943/1984, p. 610). Therefore,
for him to be metamorphosed, not into water, but into slime was horrifying. Sartre
(1943/1984, pp. 607-611), used several colourful adjectives and metaphors to describe
slime and they convey his feelings of fear and disgust: “aberrant fluid”, “ambiguous”, “the
agony of water”, “symbol of an antivalue”, “a sugary sliminess”, “soft clinging”, “sly
solidarity”, “leechlike parts”, “vague, soft effort”, “emptied, “sucked in”, “deflation”, “soft
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to touch”, “it runs”, “a poisonous possession
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, “atrap”, “degraded”.

As McLaughlin (1971, p. 3), has commented, “most of the products of the human body are
slimy - salvia, mucus, excrement, pus, semen, blood, lymph - and ... sweat”, while Linke
(1997, p. 567) noted “dirt dwells in the depths, in the bowels of the body. There nothing is
solid; everything is sloppy mush.” The latter quote conveys an image of deep dark

impenetrable and dirty depths. McLaughlin (1971) noted we are reluctant to be too closely
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and permanently associated with other humans as we would be made dirty or polluted by
them. He commented that “dirt is ... other people” (McLaughlin, 1971, p. 6). As Sartre
(1943/1984, p. 611), noted, even a handshake, because of its previous association, will

constitute contact with “the great ontological region of sliminess”.

Dirt is defined by Enzensberger (1972, p. 9), as what is created on the outer surface of the
body, specifically “anything that comes out of the skin or touches it and clings”. That is,
dirt is the equivalent of human excrement which while part of the individual is loved, but
when no longer a part of the individual, is disowned. Thus, the leftover food which has
been touched, or been in contact with our mouth or saliva is classed as dirty. Enzensberger
(1972, p. 32) considered human to include human's social behaviour and he wrote about
dirt as being essential when there is “structure and order”. Dirt, for him, was the negation
of the structure and order. This definition has some similarity to the theorising by Douglas

and Sartre, but Enzensberger incorporated ‘social’ into his “order’.

A different perspective is provided by Kristeva (1982, p. 71), who considered that
excrement was equivalent to “decay, infection, disease, corpse, etc” and signified a threat to
the body, either human or symbolic while Meigs™ (1978) position is similar: She considers
excreted body products as “dirty’ because once they are no longer a part of the living body,

they are decaying.

Weaver (1994, p. 77) has pointed out the difficulty of defining dirt and the various
meanings associated with it in different “signifying networks”. She begins her argument by
the use of terms which are the opposite: “ ‘dirt” does not mean clean, good, clear, fresh,
brightness of colour, hygienic, innocent, morally pure” (A. Weaver, 1994, p. 77). These
various states are neither “natural or inherently stable”, while the person must fight to
maintain these states through various methods: “cleaning, washing, confessing”, all of
which indicate that there must be “ritualistic practices” to maintain cleanliness (A. Weaver,
1994, pp. 77-78). When it comes to the definitions of various forms of physical dirt, such
as, “mud, dust, germs, bacteria” they can only be described in positive terms as “there is no
opposite to “dirt” except its absence”, while our understanding of the word ‘clean’ revolves

around the absence of dirt (A. Weaver, 1994, p. 78). What is unusual about the clean/dirty
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opposition is that the dominant term is “clean’, but it is also a negative term because of the
absence of dirt, while the subordinate term is “dirty’, but it is the positive term and “has
been repressed to the margins” where it continually threatens to “ursurp the clean” (A.
Weaver, 1994, p. 78). Most importantly, there is a clean/dirty hierarchical structure as
noted by various authors (Clark & Davis, 1989; Enzensberger, 1972; Kubie, 1937; W. D.
Ross, Hirt, & Kurtz, 1968), while “clean and dirty are not equal, dichotomous, mutually
exclusive categories with independent and inherent meanings” (A. Weaver, 1994, p. 78).
Derrida (1981, p. 41) when discussing “a classical philosophical opposition”, which
clean/dirty are, considers them a *“violent hierarchy” which is structured around conflict and
subordination, rather tha