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ABSTRACT

The role of midwife has been an integral part of the culture of
childbirth in Queensland throughout its history, but it is a role that has
been modified and reshaped over time. This thesis explores the factors
that underpinned a crucial aspect of that modification and reshaping.
Specifically, the thesis examines the factors that contributed to the
statutory regulation of midwives that began in 1912 and argues that it was
that event that etched the development of midwifery practice for the
remainder of the twentieth century.

In 1859, when Queensland seceded from New South Wales,
childbirth was very much a private event that took place predominantly in
the home attended by a woman who acted as midwife. In the fifty-three
years that followed, childbirth became a medical event that was the
subject of scrutiny by the medical profession and the state. The thesis
argues that, the year 1912 marks the point at which the practice of
midwifery by midwives in Queensland began a transition from lay practice
in the home to qualified status in the hospital.

In 1912, through the combined efforts of the medical profession,
senior nurses and the state, midwives in Queensland were brought under
the jurisdiction of the Nurses’ Registration Board as “midwifery nurses”.
The Nurses’ Registration Board was established as part of the Health Act
Amendment Act of 1911. The inclusion of midwives within a regulatory

authority for nurses represented the beginning of the end of midwifery
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practice as a discrete occupational role and marked its redefinition as a
nursing specialty. It was a redefinition that suited the three major
stakeholders.

The medical profession perceived lay midwives to be a disjointed
and uncoordinated body of women whose practice contributed to
needless loss of life in childbirth. Further, lay midwives inhibited the
generalist medical practitioners’ access to family practice. Trained nurses
looked upon midwifery as an extension of nursing and one which offered
them an area in which they might specialise in order to enhance their
occupational status and career prospects. The state was keen to improve
birth rates and to reduce infant mortality. It was prepared to accept that
the regulation of midwives under the auspices of nursing was a
reasonable and proper strategy and one that might assist it to meet its
objectives. It was these separate, but complementary, agendas that
prompted the medical profession and the state to debate the culture of
childbirth, to examine the role of midwives within it, and to support the
amalgamation of nursing and midwifery practice.

This thesis argues that the medical profession was the most active
and persistent protagonist in the moves to limit the scope of midwives and
to claim midwifery practice as a medical specialty. Through a campaign
to defame midwives and to reduce their credibility as birth attendants, the
medical profession enlisted the help of senior nurses and the state in
order to redefine midwifery practice as a nursing role and to cultivate the

notion of the midwife as a subordinate to the medical practitioner.
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While this thesis contests the intervention of the medical profession
in the reproductive lives of women and the occupational territory of
midwives, it concedes that there was a need to initiate change. Drawing
on evidence submitted at Inquests into deaths associated with childbirth,
the thesis illuminates a childbirth culture that was characterised by
anguish and suffering and it depicts the lay midwife as a further peril to an
already hazardous event that helps to explain medical intervention in
childbirth and, in part, to excuse it.

The strategies developed by the medical profession and the state
to bring about the occupational transition of midwives from lay to qualified
were based upon a conceptual unity between the work of midwives and
nurses. That conceptualisation was reinforced by a practical training
schedule that deployed midwives within the institution of the lying-in
hospital in order to receive the formal instruction that underpinned their
entitlement to inclusion on the Register of Midwifery Nurses held by the
Nurses’ Registration Board.

The structure that was put in place in Queensland in 1912 to
control and monitor the practice of midwives was consistent with the
policies of other Australian states at that time. It was an arrangement that
gained acceptance and strength over time so that by the end of the
twentieth century, throughout Australia, the practice of midwifery by
midwives was, generally, consequent upon prior qualification as a
Registered Nurse. In Queensland, in the opening years of the twenty-first

century, the role of midwife remains tied to that of the nurse but the
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balance of power has shifted from the medical profession to the nursing
profession. At this time, with the exception of a small number of midwives
who have acquired their qualification in midwifery from an overseas
country that recognises midwifery practice as a discipline independent of
nursing, the vast majority of midwives practising in Queensland do so on
the basis of their registration as a nurse.

Methodology

This thesis explores the factors that influenced the decision to
regulate midwifery practice in Queensland in 1912 and the means by
which that regulation was achieved. The historical approach underpins
this research. The historical approach is an inductive process that is an
appropriate method to employ for several reasons. First, it assists in
identifying the origins of midwifery as a social role performed by
women. Second, it presents a systematic way of analysing the
evidence concerning the development of the midwifery role and the
status of the midwife in society.

Third, it highlights the political, social and economic influences
which have impacted on midwifery in the past and which have had a
bearing on subsequent midwifery practice in Queensland. Fourth, the
historical approach exposes important chronological elements
pertaining to the research question. Finally, it assists the exposure of
themes in the sources that demonstrate the behaviour of key individuals
and governing authorities and their connection to the transition of

midwifery from lay to qualified. Consequently, through analysing the
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sources and collating the emerging evidence, a cogent account of
interpretations of midwifery history in Queensland may be constructed.

Data collection and analysis

The data collection began with secondary source material in the
formative stages of the research and this provided direction for the
primary sources that were later accessed. The primary source material
that is employed includes testimonies submitted at Inquests into
maternal and neonatal deaths; parliamentary records; legislation,
government gazettes, and medical journals. The data has been
analysed through an inductive process and its presentation has
combined exploration and narration to produce an accurate and
plausible account. The story that unfolds is complex and confusing. Its
primary focus lies in ascertaining why and how midwifery practice was
regulated in Queensland. The thesis therefore explores the factors that
influenced the decision to regulate midwifery practice in Queensland in
1912 and the means by which that regulation was achieved.

Limitations of the study

The limitations of the study relate to the documentary evidence
and to the cultural group that form the basis of the study. It is
acknowledged that historical accounts rely upon the integrity of the
historian to select and interpret the data in a fair and plausible manner. In
the case of this thesis, one of its limitations is that midwives did not speak
for themselves but were, instead, spoken for by medical practitioners and

parliamentarians. As a consequence, the coronial and magisterial
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testimonies that are employed constitute a limitation in that while they
reveal the ways in which lay midwifery occurred, they relate only to those
childbirth events that resulted in death. Thus, they may be said to
represent the minority of cases involving the lay midwife rather than to
offer a broader and perhaps more balanced picture.

A second limitation is that the accounts are recorded by an official
such as a member of the police or of the Coroner's Office and are
sanctioned by the witness with a signature or, more often, a cross. It is
therefore possible that the recorder has guided these accounts and that
they are not the spontaneous evidence of the witness. Those witnesses
and the culture they represent are drawn predominantly from non-
Indigenous working class. Thus, a third limitation is that the principal
ethnic group featured in this thesis has been women of European decent
who were born in Queensland or other parts of Australia. This focus has
originated from the data itself and has not been contrived. However, it

does impose a restriction to the scope of the study.
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INTRODUCTION

To enable man (sic) to understand the
society of the past, and to increase his
mastery over the society of the present,
is the dual function of history.’

This thesis deals with childbirth in Queensland during the period
1859 to 1912. In particular, it explores the reasons that underpinned the
transition of the role of midwife from lay to qualified. For the purpose of
this study, lay practice is defined as habitual action or custom that is not
supported by formal qualification and does not conform to learning or
conduct that is synonymous with a profession.? The question posed at
the outset of the research was, “Why and how did midwifery practice in
Queensland arrive at its present point?” That point describes a childbirth
culture in 2003 in which midwives work almost exclusively in the
institutional environment of the hospital and are governed by nursing
regulation in the form of the Nurses’ Act 1992 and the Nursing By-Law
1993.°

The statutory body that regulates midwifery practice is the
Queensland Nursing Council from which the midwife receives an
endorsement to practice midwifery based upon prior registration as a
nurse. For midwives who have obtained their midwifery qualification in

Queensland, there is no provision for midwifery practice other than that

1 E. H. Carr, What is History? 2nd edition, R. W. Davies (ed), (Middlesex: Penguin,
1987), p.55.

2 J.M. Hughes, P.A. Mitchell, W.S. Ramson, (eds) The Australian Concise Oxford
Dictionary, 2nd edition, (Melbourne: Oxford University Press, 1992) pp. 639, 889, 905,
3 Nursing Act 1992, Nursing By-Law 1993.
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derived from a general nursing qualification.* The exception to the
requirement that midwives must first obtain registration as a general nurse
exists in circumstances where a person has received qualification as a
midwife outside Australia through what is often termed “direct entry” into a
formal course of instruction that leads only to certification as a midwife.”
This exception is possible under Section 77 (1) of the Nursing Act
whereby the Queensland Nursing Council has the authority to grant
permission for a person to practice as a midwife without first obtaining a
qualification as a nurse. The powers of Council and the terms under which
it make its determination are quite broad as the wording of this clause
indicates:

An individual may be authorised by the Council to practise midwifery if
the person has successfully completed a midwifery course accredited by
the Council or a comparable course outside Queensland that is based on
similar competencies.®

In such an event, the midwife is classified as a non-nurse and is
authorised to practice solely as a midwife. According to a Council
representative, there are currently approximately eighteen people working
as midwives under this authorisation, the majority of whom are from New
Zealand and the United Kingdom.” The total number of registered nurses

who currently hold an endorsement to practice midwifery is eleven

4 Queensland Nursing Council, Policy for the Accreditation of Nurse Education
Courses, (April 1998), pp.2-5.

5 Telephone conversation with Ms. Phyllis Davey, Nurse Adviser (Registrations),
Queensland Nursing Council, 7th January 2003.

6 Nursing Act 1992.

7 Telephone conversation with Ms. Phyllis Davey, 7th January 2003.
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thousand four hundred and fifty-five.® The Queensland Nursing Council
was unable to provide figures relating to the numbers of practising
endorsed midwives. However, a study conducted by the government
initiated Health Workforce Planning and Analysis Unit in 1998 found that,
at that time, approximately thirty-two percent of registered nurses
authorised to practise midwifery were working as midwives, representing
in the region of three thousand six hundred midwives.® This figure is
consistent with thirty-two percent of the current midwifery workforce of
eleven thousand four hundred and fifty-five.

Although the work of most midwives in Queensland is dependent
upon initial qualification as a general nurse, the midwife performs an
essential role in the provision of maternity care. The most recent birthing
statistics issued by Queensland Health indicate that, during the latter
years of the twentieth century and in the year 2000, the midwife or the
midwife student constituted the principal accoucheur in “normal” childbirth
that being, births defined as “spontaneous vertex” to indicate the

retrospectively unproblematic nature of the event.™

During this period,
Queensland’s average annual birth rate was almost fifty thousand, with

the majority of these births taking place in a hospital institution."

8 Ibid.

9 Queensland Health, Midwifery Workforce Planning for Queensland to 2011, (Health
Workforce Planning and Analysis Unit, Project Report Draft Copy, May 1998), p.26.

10 Queensland Health Information Centre, Perinatal Data Collection 1995/1996
(preliminary). See also, Perinatal Data Collection 1997/1998.

11 Queensland Health Information Centre, “Total Number of Births in Queensland by
Principal Accoucheur and Method of Delivery, 1995/1996”, Perinatal Data Collection
1995/1996 (preliminary), (1997). See also Queensland Health Information Centre.
“Total Number of Births in Queensland by Method of Delivery and Principal
Accoucheur, 1997 & 1998”, Perinatal Data Collection, (1999). And, Queensland
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Midwives and student midwives took responsibility for an average
of seventy one percent of such births compared with twenty-four percent
conducted by obstetricians or medical officers. At the same time,
midwives constitute the primary caregivers in the maternity service
workforce.'? Although midwives perform a crucial role in the processes of
childbirth in Queensland, they are devoid of a professional standing of
their own. Midwives work within the parameters of nursing legislation and
derive their right to practice from registration as a nurse. This policy is
comparable with other Australian states and territories in that there is no
legislation specifically for midwives.” In some states, midwives are
required to register as nurses in order to work as midwives, even though
they do not possess a nursing degree, but have instead, obtained their
midwifery qualification from a country where direct entry rules apply.™
However, this may change as recently devised Bachelor of Midwifery
programs begin to impact upon state regulations.'

The situation of non-nurses registering as nurses in order to
practice as midwives has come about as a result of differences in the way

in which midwives are viewed in countries other than Australia where the

Health Information Centre, “Number of Births by Method of Delivery and Principal
Accoucheur, Queensland, 1998 to 2000, Perinatal Data Collection, (Client Services
Unit, Queensland Health, data extracted 23 July 2003).

12 Queensland Health, Birthing Services Program; Service Provision Model,
(November 1995), pp. 3-5.

13 Nurses Act, 1999, (South Australia); Nursing Act, Dec. 2001, (Northern Territory);
The Nurses Act, 1992, (Western Australia); Nurses Act, 1991, (New South Wales);
Nurses Act, 1993, (Victoria); Nurses Act, 1988, (Australian Capital Territory).

14 S. Tracy, L. Barclay, P. Brodie, “Contemporary Issues in the Workforce and
Education of Australian Midwives”, Australian Health Review, (Vol. 23, No. 4, 2000),
p.85.

15 Ibid., p.85.
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midwife exists as a separate entity and midwifery practice conforms
closely to the ideals of a profession.’® In such countries midwifery
expertise is perceived of as a skill that is not reliant upon nursing in the
same way that midwives are accorded their own professional framework.
Bennett and Brown profess that the concept of a midwife as an
independent practitioner is not readily recognised, accepted, or
acknowledged.” They explain this anomaly in the following way:

The concept of the midwife as an independent practitioner in her own
right is one that is precious to those within the profession but not always
fully understood. The midwife may diagnose pregnancy and various
conditions related to it, give certain drugs without prescription, especially
during labour and the postnatal period and retain responsibility for the
total care of a childbearing woman as long as events remain within the
range of normality.'®

An important aspect of the appearance of midwives as distinct
practitioners rather than as midwives who practice as an adjunct to
nursing, is a vision of midwifery practice that does not issue from, or
interlink with, nursing.”® Instead, midwifery practice is seen as a discrete
body of knowledge that is as dissimilar from nursing knowledge as it is
from medical knowledge. So different are these branches of learning that
the renowned midwife advocate, Caroline Flint, was moved to comment

that to enforce nurse training upon a midwife was as ludicrous as to

16 A. Symonds, S. Hunt, The Midwife and Society: Perspectives, Policies and
Practice, (Hampshire: Macmillan, 1996), pp.182-213. See also, H. Marland, A.M.
Rafferty, Midwives, Society and Childbirth: Debates and Controversies in the Modern
Period, (London: Routledge, 1997), And, T. Murphy-Black, (ed) Issues in Midwifery,
(London: Churchill Livingstone, 1995), pp.119-220.

17 V.R. Bennett, & L.K. Brown, L.K. (eds) Myles Textbook for Midwives 12th edition,
(Edinburgh: Churchill Livingstone, 1993), p.4.

18 Ibid., p.4.

19 C. Flint, Communicating Midwifery: Twenty Years of Experience, (Cheshire: Books
for Midwives Press, 1995), pp.7-8.
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require midwives to train first as florists, or dentists to undergo medical
training, or solicitors to join the police force in order to study law.*

From Flint's perspective, midwifery is a profession that draws on its
own body of knowledge; is woman-focused and facilitative of women’s
needs.?’ The term “profession”, as it is employed in this thesis, defines an
occupation whose mechanism of control is independent of outside
influence.?? Witz draws on the work of Freidson to argue that:

...a profession is an occupation which has successfully struggled for the
right to control its own work, and so has been granted legitimate
organised autonomy, usually by a dominant elite or by the state.?

Adopting this viewpoint, an occupation that seeks professional status is
required to demonstrate a functional resilience that is sanctioned by the
state and to be independent of outside interference.

In New Zealand, midwives gained independent status in 1990
when legislation was changed to enable them to offer a full range of
maternity services to women.?* This change reversed an amendment in
1971 that required medical practitioners to supervise all births and
represented a culmination of moves on the part of the medical profession
and nurses to tighten their control over midwives.?® Similarly, midwives in

the Netherlands are renowned for providing independent care maternity

20 Ibid., p.7.

21 Ibid., pp.229-231.

22 A. Witz, Professions and Patriarchy, (London: Routledge, 1992), pp.39-69.

23 Ibid., p.41.

24 V. E. M. Fleming, “Midwifery in New Zealand: Responding to Changing Times”,
Health Care for Women International, (17, 1996), pp.343-359.

25 Ibid., p.344.
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care either at home or in the hospital.?® It is claimed that this care has its
roots in the conservative culture of its people, a pluralist political system
and an educational arena for midwives that was focused upon midwifery
rather than medicine or nursing.?’ Whatever the basis of the Dutch
system, it has been of interest to health planners outside of the
Netherlands, with both Britain and Canada drawing upon its organisation
to implement policies within their own maternity services.?

In the province of Ontario, Canada, where midwives had been
outlawed since 1865 when the Medical Act excluded all but medical
practitioners from practising midwifery, a resurgence in demand for
midwives in the 1980s resulted in the re-emergence of licensed midwifery
as an independent profession.? In Britain, the concept of midwives as
independent practitioners is a tradition that has withstood onslaught from
medicine and nursing.>® An important aspect of the services offered by
midwives in Britain is midwife-led care both in and outside the hospital

environment.®’

This type of facility was reaffirmed in the 1990s in
response to government reports that identified a need to bring maternity

services in line with consumer expectations.> An essential part of

26 R. G. DeVries, “The Social and Cultural Context of Birth: Lesson for Health Care
Reform from Dutch Maternity Care”, The Journal of Perinatal Education, (Vol. 5, No. 2,
1996), pp.25-30.

27 Ibid., pp.29-30.

28 Ibid., p.26.

29 H. Tyson, A. Nixon, A. Vandersloot, K. Hughes, “The Re-emergence of
Professionalization of Midwifery in Ontario, Canada”. In T. Murphy-Black (ed) Issues in
Midwifery, (Edinburgh: Churchill Livingstone, 1995), pp.163-175.

30 C. Flint, Communicating Midwifery: Twenty Years of Experience, pp.1-6.

31 L. Page (ed) Effective Group Practice in Midwifery: Working with Women, (Oxford:
Blackwell Science, 1995), pp. 12-31.

32 Department of Health (U.K.) Changing Childbirth | & II, (London: HMSO, 1993).



8
consumer expectations was that the midwife would act as a principal
service provider and that midwifery care would promote a continuity
lacking in medical models. Indeed, twentieth century maternity care in
Britain that had come to be closely linked with medical ideals was
censured in a Government report with the criticism that:

...it is no longer acceptable that the pattern of maternity care provision
should be driven by presumptions about the applicability of a medical
model of care based on unproven assertions.*®

The report, in moving away from the medical model, enabled midwives to
reaffirm the autonomy they once held and by so doing, assisted them to
provide the type of service women wanted while at the same time meeting
the principles of safe practice.>*

In Australia, in the last decade of the twentieth century, it became
apparent that maternity services were not meeting client needs and the
extent of that deficit emerged as a political issue. Government reports
conducted in New South Wales in 1989 and Victoria and Western
Australia in 1990 confirmed that a divide existed between what women
wanted and what they were getting from the state.>® Subsequent research
sought to identify ways to offer women a safe and cost effective service.

The role of the midwife became a focus of attention as ways were sought

33House of Commons (U.K.) Maternity Services Vol 1: Report Together with
Appendices and The Proceedings of the Committee, (London: HMSO, 1992), p.xciv.
34 L. Page, Effective Group Practice in Midwifery: Working with Women, pp.131-139.
35 New South Wales Department of Health, Report on Ministerial Task Force on
Obstetric Services in New South Wales, (Sydney: NSW Department of Health, 1989):
Health Department of Victoria, Having a Baby in Victoria: Final Report of the
Ministerial Review of Birthing Services in Victoria, (Victoria: Government Publication,
1990): Health Department of Western Australia, Report of the Ministerial Task Force
to Review Obstetric, Neonatal and Gynaecological Services in West Australia, (Perth:
Government Printer, 1990).
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to offset the dissatisfaction that some client groups had expressed
towards maternity care provision.

In 1998, the National Health and Medical Research Council
published a Review of Services Offered by Midwives.*® This review
acknowledged the need to support the provision of midwifery models of
care, defined as those in which, “...the midwife is the primary care

provider for women with uncomplicated pregnancies...”.?’

In accepting
the wisdom of adopting this approach, the review confirmed that midwifery
models of care are associated with fewer birthing interventions, lower
costs and greater levels of satisfaction for women.>®

In 1999, the Department of Human Services of South Australia,
formulated guidelines for the creation of a midwife practitioner role in
South Australia that is distinct from its nurse practitioner counterpart.®
Taking direction from the Australian College of Midwives Incorporated, the
Department instituted a means whereby midwives could gain the
professional recognition and clinical endorsement that would enable them
to pursue an independent midwifery role.*> This means that midwives

may now offer services as maternity care providers as determined by an

especially convened Nursing and Midwifery Advisory Committee.*’ The

36 National Health and Medical Research Council, Review of Services Offered by
Midwives, (Canberra: Commonwealth of Australia, 1998).

37 Ibid., p.21.

38 Ibid., pp.1-8.

39 Department of Human Services, Guidelines for the Granting of Clinical Privileges
and Admitting Privileges for Nurses and Midwives in Public Hospitals in South
Australia, (South Australia: Department of Human Services, July 1999).

40 Ibid., p.3.

41 Ibid.
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distinction that the South Australian government makes between nurses
and midwives challenges the traditional view of nursing and midwifery as
having largely shared roles that has existed in Australia throughout it
history.

An important aspect of this initiative is the opportunity to gain
registration through a course of instruction that eliminates the need for
students to study nursing first and midwifery second.*? In this system,
which has been termed “direct entry”, the student is able to concentrate
on midwifery and its related topics and issues. Such a system positions
the midwife role as quite independent of nursing. The argument has been
put that nursing is not only inappropriate to the midwife role, but is harmful
to it because it moves the focus from supporting the woman through her
normal life event to caring for the sick women in the illness of her
childbirth.*® A contrasting and somewhat resilient view maintains that
education in general nursing is an essential prerequisite to qualification as
a midwife because it is through nursing knowledge that the family unit as
a whole may be best served.**

In 2001, a paper published by Brodie and Barclay argues the
case for a three year Bachelor of Midwifery program in all Australian

states and territories.*®> The authors maintain that, the regulation of

42 J. Alexander, “Midwifery Graduates in the United Kingdom”. In T. Murphy-Black (ed)
Issues in Midwifery, pp.83-98.

43 C. Flint, Communicating Midwifery: Twenty Years of Experience, pp.1-8.

44 R. Watson Lubic, “General Nursing Education: Prerequisite to Midwifery”, Nursing
and Health Care, (13: 6 June 1992), pp.314-315.

45 P. Brodie, L. Barclay, “Contemporary issues in Australian midwifery regulation”,
Australian Health Review, (Vol.24, No.4, 2001), pp.103-118.
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midwives as it exists in Australia at present is inconsistent and lacks
clear distinction between midwives and nurses. This distinction, they
contend, is necessary if the public is to be provided with greater choice
in maternity care and the role of the midwife is, as a consequence, to be
maximised.*® At present, midwifery education in Australia falls short of
international guidelines and competency standards.*’ Its regulation is
left to the individual states and territories to determine and there is no
shared basis for practice.*® Calling for a schedule of national standards
and a clear differentiation between the professional scope of midwives
and nurses, Brodie and Barclay urge that the title “midwife” be defined
and the public made aware of the services offered by midwives.*’

In 2003, there are further indications that Australia is growing
more tolerant of a midwife role that is not reliant upon nursing. There
are currently seven universities that offer a Bachelor of Midwifery
degree that does not rely upon previous qualification as a nurse.*
These universities are located in Victoria, Tasmania and South
Australia. While tertiary facilities in Queensland do not yet offer such
programs,51 it is reasonable to suppose that this situation will be
rectified in time. In May 2003, the Queensland Nursing Council

announced that it was to undertake a review of the regulation of

46 Ibid., pp.103-105.

47 Ibid., p.106

48 Ibid., pp.109-114.

49 Ibid., pp.114-115.

50 Http://users.bigpond.net.au/birthwise/education.html, (29th January 2003).
51 Http://users.bigpond.net.au/birthwise/education.html, (29th January 2003).
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midwifery.>?> Although by January 2004 this had not taken place, it is
likely that delay occurred in order to enable the Nursing Council to
evaluate the findings of the Midwifery Workforce Planning Project and
to assess the effects of the New South Wales Midwives Act 2003.%°

The reappraisal of the work of midwives and the scope of their
practice are particularly relevant to this thesis. The primary and secondary
sources upon which this thesis is based indicate that the midwife has
always been a central service provider in maternity care in Queensland
and other Australian states. However, while the role of midwife continues
to be an identifiable and clinically credible role in many countries
overseas,” in Australia it is an occupation that, for some time, has been
blurred and almost indistinguishable from that of the nurse. This thesis
argues that the statutory regulation of midwives that occurred in
Queensland in 1912 represents a crucial stage in the development of the
midwife role in that state. This thesis looks at why and how that situation
came about. It captures a particular point in time when the lay midwife,
the trained nurse and the medical practitioner became counterparts in a
state campaign that was designed to enhance the population of
Queensland, and of Australia generally, through the regulation of

reproduction.

52 Queensland Nursing Council, Forum, (Vol. 11, Issue 2, December 2003). P.5.

53 Ibid.

54 P. Brodie, L. Barclay, “Contemporary issues in Australian midwifery regulation”,
pp.103-104.
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The thesis examines primary source evidence submitted at
Inquests into maternal and infant deaths to explore the factors that led to
the state regulation of lay midwives from the point of view of the medical
profession, nursing, and the state. The thesis explores the medical
profession’s frustration with the inconsistencies of lay midwifery practice
which it considered the cause of unavoidable maternal, foetal and infant
death and isolates the issues that motivated the state to enter the arenas
of childbirth and the regulation of midwives. Finally, the thesis
demonstrates that the concept of the “trained nurse”, employed within the
institution of the hospital and under the direction of the medical
practitioner, was not merely coexistent to the statutory regulation of
midwives, but essential to the transition process.

The elimination of the lay midwife: a medical agenda

This thesis is based on certain constructs that frame the
subsequent account. The first construct deals with the question of why
the work of midwives became the target for control and what role the
medical profession assumed in this process. It is argued that the medical
profession was the initial and chief protagonist for the registration of
midwives®>® and that it exploited the informal and unorganised nature of
midwifery practice by women to further its cause. That cause was to
establish midwifery practice as a branch of medicine and to assist the

alignment of midwives with nurses in order to position midwives as

55 Anon. “A Meeting of the Medical Profession: Midwifery Nurses’ Bill", The
Australasian Medical Gazette, (hereafter AMG) (Nov. 21, 1898), pp.480-485.
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childbirth attendants under the supervision and control of the medical
profession.

In its campaign to restructure midwifery practice, the medical
profession was committed to three specific goals: the elimination of
independent practice by midwives; the amalgamation of midwifery and
nursing through the establishment of hospital training schemes
supervised by medical practitioners; and the control of midwifery and
nursing through state legislation.”® By these means, the medical
profession believed it would be able to provide the obstetric services that
it felt were in the best interests of mother and child.’’

Medical practitioners were disturbed by the prevalence of midwives
as birth attendants. It seemed that women either preferred to have
midwives attend them or women had no choice but to accept assistance
from midwives. Whatever the reasons that underpinned their work as
birth attendants, midwives dominated the childbirth arena.’® That
domination was a source of concern to medical practitioners and during
the closing years of the nineteenth century, protracted debate took place
in medical circles focussing on the ways and means by which the work of

midwives might be curtailed.®® The choices open to the medical

56 Ibid., pp.269-271.

57 Official Record of the Debates of the Legislative Council and of the Legislative
Assembly (hereafter ORDLCA), during the Third Session of the Eighteenth Parliament
Comprising the Period from the Eleventh day of July, A.D. 1911 to Ninth day of
January A.D. 1912. Vol. CVIIl (Brisbane: George Arthur Vaughan, Government
Printer, 1912), pp.708-735.

58 Legislative Assembly New South Wales, Royal Commission on the Decline of the
Birth-Rate and on the Mortality of Infants in New South Wales, Report, Vols. | & I,
(hereafter RCDBR) (Sydney: William Applegate Gullick, Government Printer, 1904).

59 W. B. Nisbet, “The Education of Midwives”, AMG, (June, 1891), pp.269-271.
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profession, as it saw them, were to support the concept of an independent
practitioner midwife or to contain midwifery practice within the sphere of
nursing. The decision was to pursue the latter option. The impetus for
change came from the medical fraternity without consultation with
midwives.

Medical practitioners argued that the work of midwives should be
contained through regulation and subjected to continual monitoring. A Bill
proposed to the parliament of New South Wales recommended the
establishment of a registering authority for nurses and a period of training
in a hospital institution.®® It took some years of debate before the terms of
the Bill could be agreed and it was not until 1898 that the Bill reached the
stage of being presented to the Legislative Council of New South Wales.®"
The provisions of this Bill are wholly consistent with the terms under which
the Health Act Amendment Act of 1911 regulated midwives in
Queensland.®

The influence of the state on childbirth culture and on the work of
midwives

The second construct also addresses the question of why
midwifery came to be regulated. This construct is based upon the
influence of the state in bringing about reform to the work of midwives.
The moves on the part of the medical profession to regulate midwives

came at a time when Australian states were becoming increasingly

60 Anon. “A Meeting of the Medical Profession: Midwifery Nurses’ Bill’, AMG, pp.480-
485.

61 Ibid., pp.480-485.

62 The Health Act Amendment Act of 1911, (2 Geo. V. No. 26).
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concerned with declining birth rates and high infant mortality rates
throughout the country. In 1903, a Royal Commission was instigated in
New South Wales to investigate the high infant mortality rates and to
assess the decline in birth rates.®® The Royal Commission findings,
published in 1904, isolated certain factors it claimed to be significant to
the decline in birth rates. These factors were, contraception, abortion,
deaths associated with childbirth, illegitimacy and bottle-feeding of
infants.®® The untrained birth attendant, defined by the Commission as,
“‘midwives, monthly nurses or accoucheuses”, was implicated in the first
four of the five causes.®

While the Commission sought the views of a relatively broad
section of the community and in particular those with knowledge of infant
welfare, it relied heavily upon evidence from the medical profession and,
indeed, many of the members of the Commission held qualifications in
medicine.®® Along with the medical profession, the proceedings sought
expert witness from, among others, chemists, state inspectors, police and
clergy. One married woman and two monthly nurses gave evidence.®’
The dominant role played by medical practitioners, together with the
significant presence of medical practitioners as members of the
Commission, is likely to have influenced the eventual outcome. The

views expressed by the Royal Commission were mirrored in debates that

63 RCDBR, Vols. | & 1.

64 Ibid., Vol. 1. pp.14-30.

65 Ibid., Vol. I. p.32, (paragraph 114).
66 Ibid., Vol. II.

67 Ibid., Vol. Il. pp.9-21.
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took place in meetings of the Legislative Assembly in Queensland that
preceded the passing of the Health Act Amendment Bill in 1911.8

The Commission heard that, from 1891 to 1900, there had been a
marked decline in birth rates in Australia, New Zealand and Britain.?
Further, during the years 1894 to 1901, a decline in birth rates was also
recorded in New York, Buenos Ayres and in twenty major European
cities. With the birth rate defined as “the number of births per 1,000 of the
population”, the rate of decline varied between 0.3 percent in
Copenhagen, 16.6 percent in Sydney, 19.7 percent in Melbourne and
21.4 percentin Hamburg.70 The case was put that, in Australia, untrained
midwives and nurses were second only to fortune-tellers as chief
perpetrators in spreading knowledge of abortion procuring procedures.”

While it was conceded that women often sought out the services of
others to help them limit their families and were, on occasions, prepared
to attempt abortions on themselves, midwives’ familiarity with feminine
matters and their ready acceptance by women put them under suspicion
of wrongdoing. It was argued that women were likely to approach
midwives for advice and practical help in limiting their families and that
midwives were more likely than medical practitioners to respond to their

requests. The particular concern was that the use of contraceptive

68 ORDLC.

69 RCDBR, Vol. |, p.6.

70 Ibid., Vol. I, p.6.

71 RCDBR, Vol. II. p.75, (2573-2598).
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devices or the inducement of abortions, which the Commission saw as
meddling with nature, not only limited families by direct means but also
put the woman at risk of developing pelvic disease that might eventuate in
subsequent infertility.”2

The Commission defined deaths associated with childbirth as,
“deaths of women within one month of their confinement, due to illness
which has arisen in connection with their pregnancy, confinement, or
subsequent puerperal state”.”®  The midwife was implicated in a number
of ways. First, the custom of giving birth in the home assisted by a
midwife, or in a private lying-in facility owned by a midwife, placed
midwives and childbirth in an environment that could not be readily
scrutinised.” The concealment that the domestic environment offered,
whether in the home of the mother or the midwife, prompted the claim that
midwives contributed to maternal and infant deaths either wilfully or
through ignorance. It was the lack of surveillance that unnerved the state
and caused midwives to be linked to stillbirth and infanticide.”

Second, the midwife was implicated in deaths attributed to stillbirth.
Stillbirth was a relatively common cause of death in childbirth. The
Commission heard that of one thousand viable births that took place in
the Women’s Hospital in Sydney, fifty were stillborn.”® The argument was

put that unqualified or unskilled midwives were contributing to the

72 Ibid., Vol. Il. pp.78-83; 88-89.

73 RCDBR, Vol. I, p.31, (109).

74 RCDBR, Vol. II, pp.28, 87, 9, 106, 108.
75 Ibid., pp.78-85.

76 Ibid., Vol. Il, p.84, (2779).
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incidences of stillbirths either through mismanagement during labour or
for want of accurate diagnosis and treatment at birth.”” It was contended
that infants born at home and asphyxiated at birth were more likely to die
than those born in a similar condition in a lying-in hospital where staff
were trained and facilities were better.”® Indeed, the assertion was made
that “Defective care of the newborn by ignorant or careless midwives”
was a major contributor to infant deaths.”® A particular aspect of this type
of claim lay in differentiating between a stillborn infant and one who was
asphyxiated and who might be restored by appropriate treatment.

Third, midwives were tenuously linked to illegitimacy. In the same
way that midwives were implicated in incidences of stillbirths, abortion and
infanticide, it was perceived that pregnancy birth attendants might
manipulate outcomes. The concern here was that women who were
pregnant and without the social and financial support that marriage
afforded might either be tempted to procure an abortion during pregnancy
or to resort to infanticide after birth.®° It was claimed that the untrained
midwife was both inherently inclined and well positioned to malpractice
because she was without the benefit of hospital training and the formal

certificate that pronounced her competent by medical standards.?’

77 lbid., Vol. Il, p.84, (2780-2781).

78 Ibid., Vol. Il, p.84, (2780).

79 RCDBR, Vol. |, p.39, (142).

80 RCDBR, Vol. Il, pp.78-85. See also, ORDLCA, Third Session of the Fifteenth
Parliament Comprising the Period from the Twenty-Fifth of July, A.D. 1905 to the
Twentieth of December A.D. 1905, Vol. XCVI, p.1657.

81 RCDBR, Vol. Il, p.82-83, (2762-2767).
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Fourth, it was strongly suggested by members of the Commission,
and certain contributors to it, that midwives were ignorant of the means by
which sepsis was spread and that midwives’ ignorance of asepsis was a
major contributing factor in the spread of puerperal infection.®? It was
argued that while many nurses held certificates pertaining to asepsis, the
majority of midwives did not, with the result that midwives perpetuated
puerperal infection that all too commonly led to maternal death. The
answer to the problems confronting the state in relation to the work of lay
midwives and the custom of birthing in the home, was to bring the
prospective midwife into the hospital institution where she could be
trained by members of the medical profession to a standard that was
acceptable to them.®®

The trained nurse; the hospital institution and the midwifery nurse

The third construct has to do with how midwives were brought
under the control of the state and the medical profession. It is argued that
the concept of certification and its links with the role of the nurse and the
institution of the hospital were imperative to the curtailment of midwifery
practice. Those members of the medical profession who supported the
registration of midwives believed that, in coalescing the roles of midwife
and nurse, a more compliant practitioner would be created to replace the

lay midwife.®* The “midwifery nurse” would fulfil the role of the midwife

82 Ibid., Vol. Il, p.73, (2531-2549).

83 RCDBR, Vol. 1, p.31, (109-110).

84 Anon. “ Meeting of the Medical Profession: Midwifery Nurses’ Bill’, AMG,
pp.482-483.
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but, as was the case with nurses, would be subservient to the medical
profession.®

The construct of the trained nurse, a woman of good character,
morally sound and obedient to the orders of her superiors, derived from
nursing reforms initiated in Britain by Nightingale in the mid-nineteenth
century and which spread rapidly throughout the countries of the
Empire.®® Nightingale promoted a strict training scheme for nurses based
upon models developed in France and Germany where nursing was
already well established and highly regarded.®” Although religious orders
had demonstrated a strong presence in skilled nursing for some time,
Nightingale possessed the social standing to disseminate her own
particular ideals and the social contacts to ensure her goals were realised.
These goals took the form of a training schedule that prepared a minority
with the means, ultimately, to train the majority. This schedule
concentrated initially on producing matrons who would be able to set up
and oversee hospital schools for trainee nurses.®®

By the opening years of the twentieth century, nurses who had

been trained under the schedule initiated by Nightingale were themselves

85 Ibid., p.481.

86 M. E. Baly, “Florence Nightingale and the Establishment of the First School at St.
Thomas’s: Myth V Reality”. In V. L. Bullough, B. Bullough, M. P. Stanton, Florence
Nightingale and her Era: A Collection of New Scholarship, (New York: Garland, 1990),
pp. 3-4.

87 B. Abel-Smith, A History of the Nursing Profession, (London: Heinemann,1960),
pp.17-23.

88 Ibid., pp.24-25.
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agitating for further change. These nurses saw state registration, as an
imperative that was essential to the professionalisation process that they
felt nursing should undergo.® In Britain, it took from 1888 until 1919 for
the advocates of registration to claim victory.** An important precedent
for them was the passing of the Midwives’ Act in 1902.°' An Act that was
supported by the medical profession and which was designed to regulate
the practice of midwives in order to address the high numbers of maternal
and infant deaths that were attributed to carelessness and ignorance on
the part of the untrained midwife.*?

The concept of the ‘professional nurse’ gathered impetus in
Australia and in 1899 the Australasian Trained Nurses Association was
established in Sydney to act as gatekeeper to the employment of women
who sought to practice without prior formal instruction in a hospital
institution. Medical practitioners were active participants in the business of
the Association.®® In 1904 the vetting of nurses extended to Queensland
when a group of medical practitioners and nurses worked together to
establish a branch of the Australasian Trained Nurses Association in
Brisbane. Accordingly, when the Nurses’ Registration Board commenced

its duties on the first day of January 1912, medical practitioners

89 A. Witz, Professions and Patriarchy, pp.128-167.
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dominated the membership of a Board they shared with members of the
Australasian Trained Nurses Association.*

The merging of the role of midwife with that of nurse and the
requirement that trainee midwives should enter a hospital institution in
order to gain licence to practice enabled controls on midwives that were
hitherto impossible to secure and, in time, changed the way in which the
role of the midwife was enacted in society. A hospital-based course of
instruction relied upon the compliance and acquiescence of its senior
midwifery or nursing staff and the willingness of the medical profession to
direct and supervise the training of its pupil midwives and to examine their
knowledge.95 More than this, it necessitated the presence of parturient
women to act as patients. Once women and midwives became oriented
to the concept of the hospital as a viable birth venue, it was only a matter
of time before it was perceived to be the optimum birth venue. Indeed,
the prospect of creating a central maternity hospital in which the medical
practitioner might oversee both the training of midwives and the
processes of childbirth appeared in the 1904 Royal Commission Report.*°
That possibility was realised in Queensland in 1922 under the provisions

of the Maternity Act. From that point, the building of public maternity

94 The Health Act Amendment Act (2 GEO. V. No. 26, 1911), Section 85 [154C], pp.
5174 — 5179.

95 Queensland Government Gazette, (hereafter QGG), (Vol. XCIV, Friday, 1st
November, 1912, No. 118), pp.1116-1128.

96 RCDBR, Vol. Il, p.108.
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hospitals escalated so that by 1945 two thirds of all births in Queensland
took place within a hospital institution.®’

The incorporation of midwives within a regulatory authority for
nurses brought about a re-definition of the role of the midwife that has had
a lasting impact on midwifery practice in Queensland. In combining the
roles of midwife and nurse, the concept was forged that midwifery practice
and nursing practice were inextricably linked and that the only distinction
between the one and the other was the branch of nursing in which
midwives elected to specialise. The creation of a midwifery nurse in place
of the midwife worked to marginalise the midwifery role, strengthen the
position of nursing in relation to midwifery and cement the role of the
medical practitioner in the birthplace.

This thesis, then, identifies the medical profession, senior nurses
and the state as instrumental to the regulation of midwives in Queensland
and it argues that the strategic alignment of the roles of midwife and nurse
contributed to the eventual decline of midwives as independent
practitioners. However, this thesis does not defend the position of the lay
midwife. Nor does it maintain that the regulation of midwives was
unnecessary or that the claims against them were unfounded. Rather, it
acknowledges that from the evidence upon which the study is based there

was clearly a need to bring about reform to childbirth practices and to the

97 W. Selby, “Motherhood in Labor's Queensland 1915-1957", Unpublished PhD
Thesis, (Griffith University, Queensland. 1992), pp.154-155.
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work of women acting as midwives. It shows that some midwives were
directly responsible for deaths in childbirth. These midwives may well
have been only a minority group, but they provided the incentive to mount
a campaign to halt population decline and the ammunition to destroy the
role of midwife, as it then existed.

This thesis does not suggest that the move made by the medical
profession to limit the work of midwives was merely a ploy designed to
enable medical practitioners to subjugate midwifery practice, although
that might appear to have been an outcome. Neither does it contend
that the state introduced legislation against midwives as part of a larger
plan to control childbirth and situate it in the public institution of the
hospital, although that too, was an outcome. It concedes, too, that
while the medical profession may have encouraged the alignment of
nurse and midwife to ensure the obedience and compliance of a
previously unruly body that had traditionally dominated the childbirth
arena, it may equally be argued that lay midwives were a menace to the
women and children in their care and that the medical profession was
ideally placed to remedy the damage caused by untrained midwives.

The thesis demonstrates that the attainment of the joint medical
and political objective of the regulation of midwives by statutory means
was based, not merely on power relations between medical
practitioners and midwives, nor solely on gender inequality, social
disequilibrium, or the overuse of state power. Those factors existed as

preconditions and were major influences to the transition, but they were



26
not the driving force. The thesis contends that the foremost motive of
medical practitioners and politicians was to bring a stop to the waste of
life that was occurring in childbirth. While it may be feasible now to
suggest that the means used to regulate midwives in 1912 acted to
disadvantage their subsequent professional development, at the time, it
was the best and most judicious solution to a dire social problem.

Thus the statutory regulation of midwives that began in
Queensland in 1912 may be seen as the culmination of a campaign
designed specifically for that purpose or it may be explained as an
unpredictable aftermath of a series of disconnected events. This thesis
tends towards the latter viewpoint and contends that, while the medical
profession was generally desirous of bringing about changes to the
practice of lay midwives, it did not act as a unified body directed towards
the particular objective of state regulation. However, medical involvement
in the affairs of midwives came at a time when the political and social
climate was conducive to change.

The difficulties that beset childbearing women and newborn infants
in the years leading to the state registration of midwives are no longer a
part of the childbirth culture in Queensland, and the conditions that
commonly killed women and babies, although still existing as deviants to

“normal” childbirth, seldom pose the threat to life they once did.*® In their
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place are different problems and other concerns. In 2003, childbirth has
moved almost exclusively from the domesticity of the home to the
institution of the hospital. In the hospital, medical procedures aimed at
facilitating and shortening the childbirth process are commonplace, with
the result that childbirth by means of forceps, vacuum extraction, or
caesarean sections account for a little over thirty-two percent of the total
births, and it is a trend that is increasing.”

In recent years, concerns have been voiced in Queensland and
elsewhere in relation to what has become known as the medicalisation of
childbirth, a term often used to deride the interventions that have become
routine to the culture of childbirth in the societies of developed
countries.’ Women as mothers and as midwives are questioning the
historical processes that placed them in their present situation.”®’ That
position, they argue, is one of disempowerment and lack of control. Some
women regret their lack of autonomy over their childbirth experiences and
some midwives rue the events that subjugated them to the more powerful

2

medical group.10 As part of the process, some have voiced
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condemnation of the shift in power from the midwife to the medical
profession, which is seen to have attained a monopoly over the
reproductive processes to the detriment of women’s birthing
experiences.'®

This study highlights the culture of childbirth that existed among
women of European descent in Queensland’s past. It was a culture in
which lay midwives did what they could to lend assistance to women
during a momentous life event. Sometimes that was not enough and
women and infants died needlessly. Whether or not medical technology
was really able to make a difference to birth outcomes, the medical
profession was sure of its position as a superior and professional group.
The state was equally confident that by taking advice from social and
medical experts it would be able to reverse the downward trends in
population. Caught up somewhere in the middle were parturient and
postpartum women and their infants who were reliant upon others at a
crucial time in their lives. This study captures some women’s experiences
of those times and draws from them an analysis of the factors that
underpinned the inception of midwives’ regulation in Queensland.

This thesis constitutes original research into the culture of childbirth
and the work of midwives in Queensland during the period 1859 to 1912.

The study starts in the year 1859, not only because it marks the

103 M. Tew, Safer Childbirth: A Critical History of Maternity Care 2nd edition (Chapman
& Hall, 1995). See also, M. Wagner, Pursuing the Birth Machine: The Search for
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inauguration of Queensland as a colony, but also to facilitate the
collection of Inquest data upon which much of the thesis is based.
Queensland has been selected as the focus of the study to fill a gap in
knowledge that currently exists. With the exception of a substantive
project by Selby that explores childbirth in Queensland during the period
1915 to 1957,'% little attention has been paid to the role of the midwife. A
central tenet of Selby’s argument is that the Maternity Act of 1922 marked
the point at which the Labor Government of Queensland committed itself
to the hospitalisation of women for childbirth.'® An important aftermath of
the hospitalisation process was its impact on the work of midwives. Once
the venue for childbirth moved from the home where it had largely taken
place in the years prior to 1922, to the hospital, which accelerated in
significance as a birth venue after 1922, the territorial boundaries of
midwives’ practice changed. This thesis argues that the transition of the
role of midwife from lay to qualified facilitated the hospitalisation of women
during childbirth and was crucial to the later development of the midwife
role in Queensland.

Limitation of the Study

The study is limited in a number of ways. One of the most
significant limitations relates to the lack of primary source data generated

by the midwives themselves. While primary source material has been

104 W. Selby, "Motherhood in Labor’s Queensland 1915-1957”
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gathered from people whose recollections of midwives and midwifery
practice have been obtained second or third hand, such as those
contained with compilations printed by historical societies, no first hand
accounts have been found.'®

A second limitation to the study is its reliance upon coronial and
magisterial testimonies to provide the basis of a construction of the role of
the midwife, the involvement of the medical practitioner and the culture of
childbirth itself. Public records, reflecting as they do the affairs of
government and state, are characteristic of the administrative processes
of the time. However, formal testimony such as that presented to and
gathered by a court may be biased on a number of counts. For example,
during the period under review a proportion of the testimonies were
rendered by men and women who were illiterate and who were therefore
reliant upon the police or a court official to transcribe their evidence.
Another factor that relates to court processes is that they were, to a large
extent, foreign to members of the working class who were called upon to
step outside their usual environment and to bring to memory events that
might be painful to recall and which might ultimately result in criminal
proceedings being brought against them.

A third limitation exists in focussing on the childbirth culture of non-

indigenous women rather than extending the study to include Aboriginal

106 E. Shepherd, The Midwives of Rosewood and Other Birth Stories, (Glenroy: The
Pioneer Women’s Hut, 1989). See also, A. Little, Days Gone By, (Mareeba, North
Queensland: Pinevale Publications, 1992, and Eacham Historical Society, Voices:
Past & Present: Stories of Women of the Atherton Tableland, (Malanda, Queensland.
1999.
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and Torres Strait Islander peoples and immigrant populations from
Europe and Asia. These omissions are deliberate and derive from the
contention that the historical and cultural differences amongst and
between these groups are too great to allow adequate and meaningful
analysis of the data. It is proposed that historical research specific to the
childbirth practices of these and other groups within the Australian
community would benefit women'’s history.

Finally, the work of religious orders has not been included for
discussion in this thesis. This omission does not in any way underrate the
significant contribution that the Sisters of Mercy, in particular, have made
to the education and practice of nurses and midwives in Queensland.
However, after the Sisters of Mercy arrived in Brisbane from Dublin in
1861, their primary work was in visiting the sick, both in their own homes
and as patients at the Brisbane Hospital.’®” Although the Order opened
the Mater Misericordiae Hospital in South Brisbane in 1911, it was not
until the 1960s that it had any major involvement in the work of midwives
when the Mater Mothers’ Hospital was opened in 1960.'%®

The historical method

History as a philosophy is characterised by discrepancies over the

ways in which history is conceptualised as a discipline and the

107 R. Longhurst, In The Footsteps Of The Mercies: A History Of The Mater
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Hospitals, 1992), p.21.
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consequent methods employed in conducting historical research. The
basis of methodological discussion lies in determining the most
appropriate way to arrive at knowledge. The search for knowledge
assumes that truth is the source of knowledge and that underpinning truth
are beliefs upon which truth is constructed.'® The concept of a historical
truth was once believed to be beyond the control of the historian, a
universal truth that could neither be manipulated nor denied. From this
perspective, the historian conducts a scientific investigation of the sources
to discover the objective truth contained within the documents.'”® This
concept of truth has lost credence as greater emphasis has been placed
on the choice of sources and the interpretation placed upon them.

Carr concluded that truth is a word derived from fact and value that
conveys an impression that rests somewhere between the two. To Carr,
neither truth nor fact could be detached from the historian, so that while a
common adage may be that, “facts speak for themselves”, in terms of
history Carr maintained that, “facts speak only when the historian calls on
them”.""" The selection of what is and what is not to be included as fact
therefore rests with the historian in the same way that a news editor

determines which events are worthy of inclusion in the media."?
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The sources
The difficulty in identifying clear-cut boundaries between what
constitutes data and what does not, especially when no such history has
been written previously, may be assisted by a prescriptive method. Such
a method is practised when the historian selects the data on the basis of
both the research question and the direction received from primary

sources.'™

Where the question is unclear it is more appropriate to read
extensively in the topic area, starting with secondary sources and moving
to primary sources as the focus of the topic becomes clearer. At other
times, the research question provides sufficient direction to enable access
to relevant source documents at the outset. In keeping with many
historical studies, the method used to collect and collate the sources that
underpin this thesis drew upon each of these approaches. In the early
stages, the compilation of data deemed capable of providing insight into
the work of midwives and the culture of childbirth relied heavily on
secondary sources. The secondary sources include histories of women,
nurses, midwives and institutions.

Although secondary sources were foundational to the study in its
early stage, primary sources have formed the basis of explanation and
analysis. Ultimately, the sources, both primary and secondary, have
modified and guided the objectives of the study, a process that is integral

to the historical approach. Tosh argues that without willingness on the

part of the historian to allow the sources to illuminate the unexpected or

113 Ibid., pp.131-133.
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the unforeseen, the study risks being confined to an account based upon
a preconceived notion held by the historian and imposed by him or her on
the subsequent analysis.™*

The literature that underpins this thesis has been selected for its
credibility as representative of the work of midwives and of the influences
on their practice. Midwives as a group do not feature as a political body
of any sort in the literature. There are sources that offer the perspective
of the nurse. There are sources that put forward the case for the medical
practitioner. There is limited information related to the way in which
midwives performed their role and little to link that role with the way in
which women themselves viewed the services they received from
midwives. In the absence of accounts written by midwives themselves,
and with minimal material from childbearing women, state legislation
provided a starting point. Parliamentary debates that underpinned the
legislation, Government Gazettes that expanded upon and made explicit
the legislation, and local newspapers that reported on daily happenings,
all proved to be useful sources.

Medical journals were invaluable for the insight they provided into
medical and midwifery care of childbearing women and for their
representation of the perceptions of lay midwives in medical circles.
These primary sources provided the foundation upon which the study
developed, but they did not offer first-hand accounts of birth-room

practice. They did, however, highlight negative aspects of the midwife role

114 Ibid., p.55.
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and the accusations that were levelled against midwives by some medical
practitioners.

The coronial and magisterial evidence filled the gap, offering both
the chance to acquire in-depth knowledge of childbirth practices and the
opportunity to confirm or refute the claims against midwives. As one
historian has observed, such records do not merely represent evidence of
what happened, they are part of what happened.’ While this is not to
say that such records necessarily portray “the truth”, they do provide a
documentary source from which a plausible and durable account might be
constructed. A criticism against public records is that they are biased
toward administrative ideals and should be balanced against sources
contemporary to them such as Hansard and the press.''® This thesis has
tried to do that by using a range of primary sources that are employed as
cross references to validate the evidence and to test it against the
analysis.

Selection and Interpretation of the data

Data Collection

This thesis relies for its insight into childbirth practices and, in
particular the role unqualified midwives played in childbirth, on the
testimonies submitted at Inquests into maternal and neonatal deaths. The

collection of these documents, which are held at Queensland State
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Archives, was a lengthy and involved process. Attention was
concentrated on any deaths that might be associated with childbirth. The
research therefore adopted a bi-focal approach in that it was concerned
with the deaths of women and neonates. The archival data is indexed on
cards that have been typewritten and which contain the name of the
deceased, the date, place and cause of death and the location of the full
Inquest record. Each card index was scanned to determine its eligibility
for inclusion, the inclusion parameters being deaths associated with
childbirth or those that occurred in the early neonatal period.
The neonatal period is defined in its present-day usage as being
deaths occurring within the first twenty-eight days of life, with the early

neonatal period taken to be the first seven days of life.!"”

However, the
archival records do not use this definition and therefore all deaths of
infants that might, based on the information provided in the indices,
reasonably have occurred within the first twenty-eight days of life were
included in the initial data collection. This first stage of data collection
recorded ninety-one maternal deaths and five hundred and seventy two
infant deaths.'"®

Those who criticise historical method as non-scientific point to

documentary evidence such as this as an example of the subjectivity they

believe constitutes an inherent flaw in accounts of the past, claiming that
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both the selection and interpretation of data rests with the historian.'®
Windschuttle refutes the claim, arguing that the historian employs
documentary evidence that is available in order to construct an account
from evidence that is discovered. He maintains that the historian
compiles evidence from the working records of human institutions and
that this data has been gathered by those organisations in order to
manage their affairs. Those records therefore offer a comprehensive and
accurate foundation for the subsequent account.'® Windschuttle argues
the point thus:

Archival research has to be both painstaking and imaginative — the past
does not yield up its secrets willingly — and is never neatly packaged and
readily accessible... It is important to emphasise that those who insist
that all historic evidence is inherently subjective are wrong. Archive
documents have a reality and objectivity of their own. The names,
numbers and expressions on the pages do not change, no matter who is
looking at them, and irrespective of the purposes, ideologies and
interpretations that might be brought to bear upon them. Historians are
not free to interpret evidence according to their theories or prejudices.
The evidence itself will restrict the purposes for which it can be used.'’

In this study, categorisation of the archival data proved difficult at first
because the data accounts for all deaths and does not identify deaths in
childbirth as a discrete grouping. It was therefore necessary to evaluate
each entry for its relevance to the study and this required advanced
familiarity with the topic.

An initial appraisal of the data revealed first, that there were a
disproportionate number of infant deaths compared with maternal deaths.

Second, taking into account the probability that not all infant deaths were
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neonatal deaths, there were relatively high numbers of deaths in infancy
that had been attributed to causes other than those considered to be
natural or the aftermath of a particular medical condition.’*® The neonatal
data was arranged into fifteen categories according to the official cause of
death and retained in the alphabetical order in which it appears in the
archival indices. It was noted that the greatest number of deaths, eighty-
six, were attributed to medical causes. These, along with twenty-seven
deaths that were due to natural causes and thirteen that had been
attributed to teething were eliminated from the study.'®

Of the four hundred and forty-six that remained, sixty-three were
due to gastro-enteritis, fifty-four to convulsions, thirty-nine to drowning,
thirteen each to starvation or murder, and twenty-three were reputed to
have been the cause of overlaying by their mothers. In forty-nine deaths
no cause was found. All of these, and fifty-one that did not fit into any
other category received no further attention. However, the data had
revealed two things. First, a significant number of infants had died in
Queensland during this fifty-three year period. Second, it was possible
that the true reasons for those deaths might easily have been
camouflaged or misrepresented. As the research progressed and the
population concerns of Australian governments emerged from other
sources, the archival data acted to support the validity of their disquiet.

The one hundred and forty-two deaths that remained comprised

infants who had died as a result of stillbirth, prematurity, or suffocation

122 Appendix Seven.
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and asphyxia, and included those whose deaths had been recorded as
occurring “at birth”. As the research progressed, the category of
suffocation and asphyxia proved too difficult to link to childbirth and the
thirty-eight deaths ascribed to one or other of these causes were removed
from the study. For example, the twenty-third entry in Appendix Six
records that an unknown infant died as the result of suffocation while the
fifty-first entry indicates that John Cockerill was two months of age when
he was suffocated by “accident in the night”, and the fifty-seventh entry
describes the death of an infant caused by a blow from a falling veranda
post.?*

Similarly, of the one hundred and four deaths that remained, the
fifty-seven that were related to prematurity were eventually eliminated on
the basis that prematurity did not constitute a close enough correlation
with deaths in childbirth. It seemed that the two categories most likely to
expose the work of midwives were those that dealt with birth and stillbirth.
Forty-seven in total, these two categories represent one of the two major
sources of archival data upon which the thesis is based. The second
source is that of maternal deaths.

The ninety-one maternal deaths that became the subject of
official inquiry in the period 1859 to 1912 represent a minority both in
terms of births and deaths. Queensland government statistics indicate
that there were 545,101 births during that period.'® This study

acknowledges that, due to the recording procedures in place at that

124 Appendix Six.
125 SCO, for the year 1920, Part VIII, Vital Statistics), Table No. XVII.



40
time, and Chapter Five deals with this in greater detail, the actual
numbers of deaths in childbirth cannot be accurately ascertained.
However, the average number of deaths of women in or associated with
childbirth appears to have been between thirty-five and fifty-five each
year.'”® This gives a minimum figure of 1,855 deaths and a maximum
figure of 2,915 deaths. The ninety-one maternal deaths that were
examined at Inquest therefore represent at most 4.9% of all deaths
associated with childbirth and at least 3.2%. The cases brought before
the court were determined under the terms of the Registration of Births
Deaths and Marriages Act of 1855, as those warranting official
attention.'®’

In the early stages of the research it was intended to examine
each of the ninety-one cases of maternal deaths and the forty-seven
instances of neonatal deaths, but it became apparent that this was not a
practicable strategy. The majority of Inquests for this period are on
microfilm and some are absent from the collection. There were often
lengthy periods spent in attempting to track down a particular Inquest
only to find that it had “disappeared” from the collection or that, once
accessed, it contained no details of the work of midwives or of the
circumstances of the birth.

The archival documents represented a further challenge in that

the accounts were handwritten and many of them were almost
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indecipherable. It often required many hours of examination by
magnifying glass to determine exactly what had taken place and a
further period to analyse the account against other evidence that was
emerging from parliamentary debates and medical journals. Appendix
Two carries an example of an official record of the Inquest into the
death of the newborn infant of Jane Glass that occurred in Fortitude
Valley, Brisbane in 1870."® What this data began to show was that the
unqualified midwife was a menace that needed to be contained. An
important branch of the archival research therefore became focused on
cases that might support or refute the criticisms being levelled at
unqualified midwives by the medical profession and the state.

A total of twenty-eight cases that appeared before the coroner or
magistrate have been included in this thesis. Each has been selected
for the detail it provides in revealing and explaining the work of the lay
midwife and the impromptu and informal nature of midwifery practice at
that time. The location of the cases includes urban and rural areas and
these are identified on the map of Queensland published in 1900 that
appears as Appendix One.

The first six accounts that appear in Chapter Two highlight the
role of relatives and neighbours acting as midwives as well as that of
the experienced lay midwife. The ten testimonies contained in Chapter
Four depict the most common causes attributed to maternal deaths and

they act to indicate the midwifery response to the conditions treated by

128 Appendix Two.
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medical practitioners in Chapter Three. A further twelve accounts are
discussed in Chapter Five and are employed to amplify the issue of
negligence in the light of the population concerns faced by state
governments.

The data collection identified only two midwives holding formal
qualifications to practice. The first was Wilhemina Zingelmann who, in
1885 was working as a midwife in the Logan district of southeast
Queensland.” Wilhemina was midwife to Hilda Sommer who died at
home on 13" February from “Exhaustion after childbirth”. In concluding
her evidence Wilhemina stated that:

| am a duly qualified midwife and produce a medical certificate issued
in Berlin to that effect.”®

The second midwife was Louisa Laidlow of Nambour who, in 1911 at the
Inquest of Muriel May Fraser, identified herself as a “Certificated Ladies
» 131

Nurse”.

Interpretation of the data

While it may be acknowledged that there are different ways of
interpreting historical data and that the perspective adopted will affect the
subsequent account, it is important not to lose sight of the significance
that the written word carries. In writing this account of past midwifery

practice, history is taken to be a progression in which past events are
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connected to the present and to the future.** Carr has described this
method as:

...a continuous process of interaction between the historian and his (sic)
facts, an unending dialogue between the present and the past.’*

The process depends, as with all historical accounts, not only on the
selection of the sources and an assessment of their validity, but also on
the way the data are interpreted and presented. The facts themselves,
like truths, are pliable and controversial commodities.

The facts that form the basis of this thesis have been selected from
a range of primary sources for their potential to offer one way of
understanding the role of lay midwifery practice in the culture of childbirth
in Queensland. The account does not, therefore, claim to be based on
universal truths or to offer a definitive interpretation. It is an account of the
past that has been created by evaluating and re-evaluating the sources
and by revisiting their interpretation as the process of writing has
developed. This method places the historian precariously between fact
and interpretation and requires a flexible approach to the sources. Carr
has cautioned, “Study the historian before you begin to study the facts.”'®*

By this, he means to indicate that the management of historical events

and the accumulation of facts are as much a product of the historian as of
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the subject under investigation. As Carr points out:

[Facts] are like fish swimming about in a vast and sometimes
inaccessible ocean; and what the historian catches will depend, partly on
chance, but mainly on what part of the ocean he (sic) chooses to fish in
and what tackle he chooses to use - these two factors being, of course,
determined by the kind of fish he (sic) wants to catch. '*°

In this way, the writers of history gather the data they believe to be the
most supportive of their perspectives. This does not mean that the
subsequent account will be flawed. In terms of source validity and
reliability, the onus is on the writer to evaluate the sources and to justify
their selection. This evaluation involves authentication of the source,
assessment of the content, and testing of its reliability by searching out

the intentions and prejudices of the writer."®

In this way, the reader too,
is expected to contribute to the process by identifying the ideological
stance adopted and judging the viability of the content.

The presentation of the data

This thesis combines narration with analysis to produce an account
that amplifies the social atmosphere in which the role of the midwife was
located to recreate the past through links with the present. The
subsequent account does not adhere to a strict chronology that is
characteristic of the narrative. Instead, it concentrates on explaining the
actions and interactions of the principal groups involved, taking into

137

account the complexities associated with causality. The process of

elucidating connections between events in the context in which they
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occurred acknowledges the multifaceted nature of causation and the
importance of social influences and forces that existed at the time. As
Carr points out, while past events may have been actioned or enacted by
individuals, those actions were affected both by the relationships between
people in society and by the impact of society itself. The result is often
quite different from the initial intention.*®

In attempting to answer the question of why midwifery in
Queensland arrived at its present point and how that point was reached, it
is acknowledged that causation and consequence stem from the
interpretation put upon them by the historian and, as such, are not
accepted beyond doubt. The best the historical writer can hope achieve
is a plausible account that is based on the sources and which explains the
relative importance of the sources to each other and to the resultant
interpretation. Carr suggests that in determining causation, it is important
to identify long and short-term factors and to order the causes into a
hierarchy based upon their relationship to one another.’® That is what
this thesis seeks to do.

Issues of validity and bias

The interpretations of the sources and the historiography | have
employed have their roots in my social background and my beliefs, past
and present. That background includes many years of work as a midwife
and it was my experience of midwifery practice in Queensland that

prompted me to begin the investigation. The notions | held at that time
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and the assumptions | made in the early part of the research have been
modified and in some instances replaced. Windschuttle acknowledges
this process as a normal part of historical method and he says of it:

Although theories or values might inspire the origins of an historic project,
in the end it is the evidence itself that determines what case it is possible to
make."*°

As the examination of primary sources continued, | was conscious of
constantly re-evaluating the implications of those sources against my own
beliefs and of modifying those beliefs accordingly. Carr has argued that,
while total objectivity in historical writing is an impossible goal, once a
writer is aware of the way in which individual attitudes may affect analysis
the potential for bias is reduced, so that:

...the historian who is most conscious of his own situation is also more
capable of transcending it, and more capable of appreciating the
essential nature of the differences between his own society and outlook
and those of other periods and other countries...™’

Tosh has put forward suggestions for achieving greater conformity
amongst writers of history including the formulation of working hypotheses

and the use of accurate contextualisation.'*?

At the same time, he has
conceded that:

The nature of historical enquiry is such that, however rigorously
professional the approach, there will always be plurality of interpretation.’

In writing this thesis, every attempt has been made to balance and
objectify the evidence that has been presented. As Carr has cautioned,

while the historian has the responsibility for offering an unbiased account,
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the reader should be made aware of the background of the writer in order
to be better placed to weigh existent preconceptions against the
interpretation being offered. "*

Organisation of the Thesis

Chapter One reviews the literature of childbirth and draws from it
certain themes that frame the subsequent account. This chapter identifies
the Report of the Royal Commission on the Decline of the Birth-Rate and
on the Mortality of Infants in New South Wales, initiated by the New South
Wales Legislative Assembly in 1903, as indicative of the issues that
challenged the medical profession and the Queensland parliament in their
deliberations regarding the regulation of midwives in Queensland.

Chapter Two explores the preconditions in which the midwifery
role in Queensland developed. The chapter begins with an exploration
of the role of midwife in its traditional, historical sense, before moving
on to discuss the emergent role of midwife in the European settlements
established in Australia. This chapter traces the foundations of the
midwife role in New South Wales in 1788 as the precursor to the
subsequent development of midwifery practice in Queensland. The
characteristics of that practice are grounded in primary sources that
demonstrate the informal and domestic nature of the lay midwife role
during the study period.

Chapter Three traces the involvement of medical practitioners in

childbirth and argues that the increasing presence of the medical
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profession brought about changes in the way that childbirth was
conceptualised and practised. The chapter examines some of the
common complications that impinged upon childbirth in the nineteenth
century and suggests the types of remedies that medical practitioners
might employ to treat them. The chapter acts also as a response to the
comment frequently made by medical practitioners during coronial and
magisterial Inquests that, had they been called in earlier, the life of the
woman or infant might have saved life. Based on anecdotal accounts
that were written by medical practitioners and submitted to medical
journals during the closing years of the nineteenth century, this chapter
evaluates the capacity of medical practitioners to make a difference to
childbirth outcomes.

The medical profession came increasingly to perceive of
childbirth as a medical event and its members were often critical of the
practice of lay midwives. That criticism took the form of certain claims in
relation to midwives that were voiced repeatedly by medical
practitioners both in medical literature and in the form of evidence to the
New South Wales Royal Commission. In the light of such claims,
Chapter Four draws on testimonies submitted at Inquests into maternal
and infant deaths to examine and evaluate the work of lay midwives in
the latter half of the nineteenth century and the first decade of the
twentieth century. The evidence portrays childbirth in Queensland

through the eyes of midwives, mothers and husbands. These accounts
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demonstrate the many variations of the midwifery role and highlight
problems inherent within it.

Chapter Five employs archival testimonies to investigate cases
where the mother or the infant, or both, died as a result of neglect. The
claim of negligence arose in a number of cases that appeared before
the coroner or magistrate. It was a claim that was directed sometimes
at the woman herself and on other occasions at a person such as the
husband or the midwife who was deemed to have failed to provide the
woman with appropriate care during childbirth. On other occasions,
neglect occurred in association with illegitimacy where the unmarried
women was unsupported socially and unassisted practically.

Chapter Six argues that in order to limit the work of lay midwives,
the medical profession sought to create a “midwifery nurse”, to be
trained in the hospital institution along the model of the “trained nurse”.
Moves to professionalise the role of the nurse, that had begun in the
mid-nineteenth century, formed the bases on which the work of lay
midwives was brought under statutory control. This chapter traces the
processes that saw the elevation of nursing from lay practice to a
respectable social role, one that was the product of the disciplined
hospital environment and one that evolved under the watchful eye of
the medical profession. When it came to regulating the work of
midwives, the hospital assumed the function, not possible in domiciliary

practice, of scrutinising and curtailing the midwifery role.
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Chapter Seven reviews the options that presented themselves to
medical practitioners and politicians in the pursuit of the regulation of
the work of midwives. This chapter considers the medical and political
debates that surrounded the issue of the regulation of midwives and
explores the processes by which midwives were brought under state
and medical control. The debates highlight the divisions in medical
circles and related concerns over the licensing of midwives by the
medical profession. The chapter considers in detail the rules that were
applied to midwives with effect from March 1912 and appraises the
means by which the scope of midwifery practice was brought within the
confines of the hospital institution and, ultimately, the medical
practitioner. The concluding chapter consolidates the arguments for and
against the regulation of midwives in 1912 and evaluates the impact that
midwifery registration may have had on the subsequent role of the
midwife in Queensland.

This thesis has employed the male gender when referring to
medical practitioners. The first female medical practitioner in Queensland,
Lilian Cooper, was registered in June 1891."* The second woman,
Eleanor Greenham, gained registration in May 1901."° By 1912, a total

of eighteen women were registered compared with three hundred and
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thirty three men practitioners.”’ Seven of these women became
registered practitioners between 1910 and 1911. Of the remainder, one
registered each year between 1902 and 1909 with the exception of 1907

when no woman practitioner registered and 1903 and 1905 when two

received registration.
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CHAPTER ONE

A FRAMEWORK FOR ANALYSIS

The key to an understanding any period of history
lies in the discovery of its major shaping forces."

This chapter constructs a framework within which the research
question is analysed. The chapter reviews theoretical themes that emerge
from the literature to argue that the changes taking place in western
society and in western thought during the nineteenth century culminated
in a redefining of childbirth culture and the role of the midwife. The
chapter isolates social and political factors that influenced the redefinition
of childbirth and postulates that, in the process of its reappraisal, childbirth
came ultimately to be construed as a problematic medical condition that
both necessitated and justified the greater involvement of the medical
profession within it. The context in which this occurred saw childbirth
become a public event for which first, philanthropically motivated
members of the middle class and later the state, assumed increasing
responsibility. The purpose of this chapter, then, is to establish those
factors that combined to enable and sustain the changes to childbirth
culture and to the role of the midwife as they manifested in Australia and
specifically in Queensland.

The chapter postulates that when the First Fleet landed in Sydney
Cove in January 1788,2 childbirth practices in Britain and Europe, the

geographical areas that were to exert the greatest influence on Australia’s

1 Immanuel C.Y. Hsli, The Rise of Modern China, 3 edition, (Hong Kong: Oxford
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social, political and economic development throughout the nineteenth
century had already begun to change. Intrinsic to that change was the
interest that medical practitioners were taking in midwifery practice and
their increasing involvement in childbirth. The foremost contribution that
medicine made to childbirth at this time was to redefine it as a sinister
event and to understand it according to a calendar of ailments that
required medical intervention.

The acceptance of male practitioners as childbirth experts came
about as a result of a number of coexisting factors that worked, for the
most part unwittingly, to propel childbirth towards its redefinition as a
medical specialty. Those factors include the emergence of a new class
system in which, in the industrialised capitalist world that promoted and
sustained it, male dominated professional classes and a new working
class materialised. The context in which medical practitioners and
midwives practised was fundamentally changed and medical knowledge,
invested with social and scientific authority, attained pre-eminence.
Important also to capitalist ideals was the perpetual need to populate and
thus to provide the state with the basic economic unit upon which
capitalist production was based; human labour. The chapter develops

these and other themes to structure the subsequent account.

2 F.A. Crowley, A Documentary History of Australia Volume I: Colonial Australia
1788-1840, (Victoria: Nelson, 1980), p.1.
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The traditional midwife role

In Britain and Europe, the midwife role developed over centuries
and was based upon the conceptualisation of childbirth as being a
normal part of life and one that was essentially the business of women.?
In Britain and Europe, midwifery was a skilled occupation often
undertaken by literate women who attained their competence through
lengthy apprenticeships. The literature attributes to these women
certain general characteristics that distinguished them and identified
them as members of a specialised group.4

First, the majority were mature women who had begun to
practice midwifery once their own children had grown up. In Haarlem,
Holland, where midwives had been subject to formal examination since
1694, the minimum age at which the examination could be taken was
thirty years.® In Italy, new midwives were usually drawn from the family
so that the skills that had been learned and developed might be passed
on to a daughter, a niece, a sister, or perhaps a daughter-in-law, from
within the mesh of an extended family network.®

However, exceptions existed, such as Eleanor Willoughy who
began practising as a midwife in England in 1654 at the age of fifteen
and who continued in this capacity until she married; the childless
midwife Justine Siegemund of Prussia who practised in the late

seventeenth century; and the midwife teacher Madam du Coudray who
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taught midwifery throughout France in the 1760s was unmarried and
never bore children.” Gélis, discussing the image of the ideal midwife in
eighteenth century France, maintains that availability was also a factor
in selecting a midwife.® He argues that both parturient women and local
women entrusted with the task of employing a midwife, valued a woman
who was able to commit herself to her work without the distraction of
family or other responsibilities.

Second, many midwives received an apprenticeship system of
training that might be either formal or informal. For example, in 1743 a
midwife from Manchester, England, spent three vyears in an
apprenticeship for which she paid eight guineas in tuition fees.® In
seventeenth century London, unofficial apprenticeship systems were in
place in which a senior midwife acted as teacher and role model."
Harley maintains that during this period in British and European history,
midwifery was regarded as a skill rather than a trade." There were
instances where midwives from England travelled to the Ho6tel Dieu in
Paris to receive instruction in anatomy and during the eighteenth century
some London midwives sought access to instruction that was available in

certain London hospitals.'?
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Third, midwives were often the wives of tradesmen or farmers and
therefore from a middle strata in society whereby their fees made a
helpful contribution to the family revenue. Variations in this characteristic
extended to either end of the social spectrum with some midwives being
wealthy and educated while others were poor and illiterate.” Evenden
found that many London midwives were affluent, of high social standing
and neither poor nor ill informed. Her examination of sixteenth and
seventeenth century archival sources found that a feature of the work of
midwives in Britain was their dependence on personal referral from
women who had been satisfied with the care they had received during
childbirth. This satisfaction was the basis upon which complex and long-
term friendship developed between midwives and their clients.”™
Similarly, the testimonials produced by midwives in support of their claims
to practice derived from women they had attended in childbirth.

It is apparent from Evenden’s research that midwives in England
dealt with women from all social classes and, on many occasions, the
women who testified to the midwives competence were “wives of
gentlemen” including apothecaries, clergymen, surgeons, and
aristocrats.’® It seems that midwives were able to breach social divisions
to accrue a diverse clientele and, in some cases, considerable wealth. In
1662, twenty-four midwives presented the sworn testimony of one

hundred and forty-two clients in support of their applications, over sixty
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percent of which represented “repeat business”."” The account book of
one midwife indicates that, during the period 1694 to 1723, she attended
a total of six hundred and seventy-six women."®

Thomas, in his exploration of the life of the midwife Bridget
Hodgson of York, supports the contention that the occupation of
midwifery offered women both good social status and a reputable
means of earning a living." The social role of the midwife extended to
acting as senior godparent to infants they helped birth and participating
in selecting a name for the child. Thomas traced four goddaughters to

Bridget, all of whom were named after her and which, he maintains,

acted as “...a series of living monuments to herself”.?* As Thomas
points out, the appointment of a woman as midwife signified a trust in
her capacity to assist the family to perpetuate itself. When that
selection came from a wealthy family it confirmed the midwife’s social
role and elevated her status above that of her peers.?'

Throughout the continent of Europe it became common practice
for midwives to receive training and to be licensed by state or local
government, with the result that they were accorded ready recognition
as skilled practitioners and were acclaimed for their expertise.??
Perkins, in her study of the French midwife, Louise Bourgeois, argues

that, in France during the sixteenth and seventeenth centuries “the”

midwife did not exist, but rather it was a title that described a variety of
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women and diverse occupational territories.>®> Perkins explains that
while in some communities a number of women might adopt the role of
midwives on an irregular basis, in others one woman might emerge as
an expert and trusted practitioner and it would be she who would act as
midwife. There were also instances where midwives had been formally
trained and might be contracted to practice on an annual basis, while in
other circumstances, the midwife might be an independent and
transient practitioner endorsed by the Church and the municipality in
which she worked.**

McClive, in her discussion of the different perceptions of the
prenatal period that women and physicians held in early modern Europe,
highlights the importance of midwives as expert witnesses.?> Drawing on
contemporaneous accounts, McClive cites an incident that occurred in
Paris in 1665 when a pregnant woman was publicly hanged.?® The
woman had pleaded mitigation on the grounds that she was pregnant, an
appeal that, under the custom of Roman law, would have been heeded
had pregnancy been confirmed.?” However, despite having been
examined by two midwives, “no sign of pregnancy” was found.?® When
the body was later dissected and a four-month foetus was discovered the
public outcry that followed extended to horror among the medical and

legal professions that was still evident a century later. The midwives
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concerned were discharged of their duties and prohibited from working in
the capacity of midwife again.?® During this period, either a certified
midwife or an officially trained surgeon might testify as an expert
witness.*

Midwives also made a significant contribution to the body of
midwifery knowledge in the seventeenth and eighteenth centuries.
Observations, written in 1621 by the renowned French midwife Louise
Bourgeois held equivalence with contemporary medical literature.®"  Fifty
years later in 1671, The Midwives Book was published by English midwife
Jane Sharp, and has been criticised by Donnison as relying too much on
prevalent superstitions, although nonetheless useful for its practical
approach.*? Lay, in her appraisal of the knowledge and practice of early
midwives disagrees, pointing to the thorough anatomical descriptions
provided by Jane Sharp and applauding her non-interventionist approach
to childbirth.*®> Lloyd also sees much value in this text. In a paper that
discusses man-midwives in the eighteenth century, Lloyd includes the
work of Jane Sharp with those of Percival Willugby’s Observations in
Midwifery, and Peter Chamberlen’s, Dr. Chamberlain’s Midwifes Practice,
all of which she considers to be “outstanding”.>*

In 1737, another English midwife, Sarah Stone, produced A

Complete Practice of Midwifery that included discussion of neonatal
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resuscitation measures and the management of babies damaged
physically by the process of birth.*®> A little under a quarter of a century
later, in 1760, Elizabeth Nihell produced a treatise condemning birth
instruments on the grounds that they were often unwarranted and the
cause of birth injuries that might otherwise not have been sustained.*
Arguing that the hand was more discerning in diagnosis and treatment of
complicated labour than the forceps, Nihell demonstrated sound skill that
was the result of attendance as midwife at nine hundred births.*” Both
Nihell and Sharp acknowledged the differences in medical and midwifery
approaches and, although disapproving of medicine’s reliance on
instruments, showed a tolerance of the medical attitude towards childbirth.
Nevertheless, medical men were far more prolific writers and their texts
assisted the dissemination and sharing of topical information amongst a
group of practitioners who were gaining increasing acceptance for their
expertise.>®

The practice of midwifery by women continued to dominate
childbirth throughout the eighteenth and nineteenth centuries. Loudon, in
an international study of maternal mortality during the period 1800 to
1950, found that by the 1880s, midwives were a significant presence in
the culture of childbirth in England and Wales.*® At this time there were

approximately 890,000 births of which something in the region of one per
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cent occurred in Poor Law hospitals and less than half a percent in
voluntary hospitals. The remaining 878,000 births took place in the home
and were divided between medical practitioners and midwives with
450,000 being attributed to doctors and 420,000 to midwives.*

Medical participation in childbirth: man-midwives

The involvement of men midwives in childbirth and their eventual
ascendancy over all aspects of a sphere that had historically been the
affair of women first emerged in the thirteenth century.*’ Towler and
Bramall argue that it was the moves on the part of barber surgeons to
establish occupational boundaries for themselves that heralded the
diminution of the role of women midwives and their eventual capitulation
as principal childbirth practitioners. Barber surgeons were lay people
who had become skilled in the use of instruments that they used to treat
certain illnesses and to manage obstructed childbirth.** At first, women
were able to obtain apprenticeships and gain membership of barber
surgeon guilds, but in time women were excluded from the guilds and
this effectively acted to retain their work as an amateur occupation.

The barber surgeon guilds worked both to professionalise the
occupation of the barber surgeon and to curtail the practice of other
healers in their domain. This restriction of practice occurred through
agreements with regional controllers to ensure that barber surgeons,

who were members of the guild, received exclusive rights to practice in
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that area.*®> The establishment of universities and guilds to teach and
control healing practices, combined with moves by the Church to curtail
the involvement of women as healers, eventually began to erode the
position of women as midwives.** The minimisation of the midwife role
that ensued was associated with a corresponding increase in the
acceptance of men, not merely as practitioners in childbirth, but as
specialists in the birthing process.

Tatlock, discussing a sixteenth century illustration that appeared
in Germany in a handbook of midwifery, offers an insightful
interpretation of the role played by male attendants in childbirth.*> The
illustration portrays the act of birthing. Two women midwives are in
attendance and they receive the child from beneath the woman’s skirt.
To the right and in the background are two men. They sit, facing away
from the birthing scene and look toward the stars. The crux of Tatlock’s
observation is that women’s contribution to childbirth is undervalued in
comparison with that of men. Women’s tendency to undertake the
mundane but essential aspects of childbirth is pitched against men’s
preoccupation with the more abstract elements of this new life’s
existence.

The argument has been put that women midwives once held
positions of considerable power and that the man midwife employed

unscrupulous means to usurp them.*® The contention is made that the
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role of the male accoucheur was based upon techniques developed by
women midwives and that the man midwife repeatedly used knowledge
gained from female midwives to promote his own best interests.*’
Further, male midwives wrote books whose theoretical structure derived
from premises developed by midwives. They employed drugs and potions
that had been discovered and utilised by midwives for centuries. It was
therefore on the basis of stolen wisdom that the male accoucheur
replaced the midwife as the principal birth attendant and promoted himself
to a position of authority over her.

However, the contention that physicians became expert by default
and that their knowledge originated from midwives in the first instance,*®
is not supported by evidence. Indeed, there is nothing to suggest that
midwives in any society ever held positions of real power. Whatever
status their work as midwives afforded them it was always inferior to men
and to physicians.*® Although midwives were generally the principal birth
attendants, the continuance of their practice depended upon the goodwiill
and magnanimity of the physician.®® Even in the early civilisations of
Egypt, Greece and Rome, physicians exercised the right to determine the
parameters of midwives’ participation in childbirth and to insist that
midwives worked under the proviso that the physician would be consulted
in circumstances of complex childbirth or when unforeseen complications

developed during labour.”’
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Lloyd, in her evaluation of the contribution made by the eighteenth
century man midwife, portrays men who, for the most part, were imbued
with Christian virtues and high moral standards.®> Humbled by the burden
of divine responsibility he perceived had been placed upon him, the man
midwife concentrated first on preserving the life of the parturient woman
and later on restoring the health of the languid neonate.®® Lloyd’s
assertion that the English man midwife William Hey, “...saw the death of a
baby more as a failure of the medical techniques he could offer than as
the will of God...” ** if true of others, might suggest an important principle
on which man midwifery was based. This altruistic viewpoint acts to
refute those who accuse the man midwife of taking from the traditional
midwife in order to further his own selfish objectives or professional ideals.
Instead, the man midwife and his successors are positioned as disciples
of humankind whose prime motivation was to give and fo serve.

Lloyd maintains that midwifery texts published by male and female
midwives in the seventeenth century identify two priorities as being
foremost in the minds of all midwives. The first was the delivery of a living
child and the second the treatment of physical trauma caused by the birth

f.5° She concludes that while skilled midwives were able to make a

itsel
contribution to the welfare of the newborn at birth, it was the man midwife
who had endowed himself not only with the ability to “deliver” the child but

also to “preserve its life”.>® Whatever the basis of his knowledge and by
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whatever means he acquired his skill, the man midwife was making an
important contribution to childbirth.

Among the theories that have been offered to explain the
acceptance of men as midwives and their consequent influence on the
culture of childbirth, gender and class and the concomitant concepts of
inequality and dominance inform compelling interpretations that are
underpinned by the broader issues associated with patriarchy and
capitalism.>” At the same time, any attempt to analyse the changes that
were taking place in the culture of childbirth and the role of the midwife in
western societies cannot fail to take into account the dynamic nature of
social interaction and social thought.

Capitalism

Wilson attributes the altered ideology of childbirth that facilitated
the acceptance of men in the birth room, to the transition from agrarian to
industrial society and the associated changes in social organisation.*®
Wilson argues that, in Britain, the greater presence of men in childbirth
was neither the result of fashion nor the availability of obstetric forceps,
but was the aftermath of the breakdown of neighbourhood networks that
were a feature of village life. Whereas, in pre-industrial societies, two
midwives and a group of local women acting as birth attendants cared for
the woman during her labour, as an aftermath of industrialization, women

were more likely to have to rely upon strangers.
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In the vast urban areas that were emerging, women worked
outside the home and many were regulated by factory hours. In such
circumstances, attendance by an unknown midwife at home or in the
hospital became acceptable and facilitated the extension of midwifery
practice to men.>® Once the closeness of family and village life had been
compromised, traditional values and rituals became neglected and were
replaced with other values and rituals more suitable to the new lifestyles.®
Arguing that it was childbirth traditions that empowered women, Wilson
believes that the transference of power from a women’s collective to the
medical field of men reduced the authority of the midwife role. Wilson
explains this transition in the following terms:

...the traditional role of the midwife was embedded in the collective culture
of women. It was the ceremony of childbirth that conferred authority on the
midwife; the mother's personal choice extended only to the selection of
which midwife, of those locally available, would deliver her. What gave the
ritual itself its immense power was the collective female authority, which
transcended the whims and wishes of the individual mother...*’

The ensuing fragmentation of the once strong and united female culture
was, according to Wilson, the turning point in the history of the woman
midwife.

The erosion of the female collective brought with it a diversity
that had hitherto been absent. That diversity was expressed in the
formation of a middle class and a complex female culture. The women
of this newly formed class were literate and had the wealth and leisure
hours to indulge themselves and their ideas. The overall effect, Wilson
argues, was a class of women who could afford to experiment with the

innovations of the industrial age. These women began to see childbirth
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in a different light and to reject its association with inevitable pain and
occasionally death. As a consequence of this altered perception, these
women increasingly sought the services of the modern men midwives in
preference to the traditional, old fashioned, women midwives.®?

The emergent middle-class

The notion of class as a defining factor in the medical take over of
childbirth and the concept of two types of childbirth services that are
dependent on social status and financial means are taken up by Litoff.%
Litoff identifies a pattern of medical intervention in childbirth and the
consequent downfall of the American midwife early in the twentieth
century that has become familiar to the literature on childbirth. The core
components of medical professionalism; the preference exhibited by
middle class women to consult with the obstetric specialist rather than the
midwife; and the limitation of the scope of midwifery practice by means of
legislation, are all present in the midwifery history of North America.®*

Ehrenreich and English agree that the wealthy female middle class
assisted the ascendency of the medical practitioner in their adherence to
what the authors have termed, “the cult of female invalidism” that
stemmed from boredom and was enhanced by an ability to pay for
medical services.”> Denouncing the notion of women as a class that
stood alone, Ehrenreich and English argue that there was never one

uniform class of women.*®  There were, they maintain, two divergent
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groups that shared the same gender but little else. Class divided these
groups rather than defining them and the basis of that division was wealth
and social standing or the absence thereof.®” Ehrenreich and English
argue that engendered power disequilibrium was the root cause of
women’s oppression by medical science and that this came about on the
basis of the sharing or withholding of knowledge.®® The medical
profession, through its specialist knowledge and expertise, forced women
to seek out the benefit of medical opinion and in this way, robbed them of
control of their own bodies.

Tew brings the argument back to the social aspirations of the
nineteenth century and to the middle and upper class values whereby the
successful man was expected to have a wife who was delicate and
refined.®® Tew believes that there was an expectation that these women
needed a doctor to take charge of them and to help them through
childbirth.  Highlighting the paternal nature of the medical role and the
collusion of medical practitioner and childbearing woman as factors that

assisted changes to childbirth, Tew argues:

It was as though doctors were saying ‘Let us of the stronger sex
overcome your difficulties for you’, while the midwives were saying, ‘Let
us of the same sex support you while you overcome your own difficulties,
which most of you are well able to do’. The leisured ladies preferred the
doctors’ option.”

These notions are in keeping with fatherly concern whereby the husband
makes provision for his wife and the doctor takes charge of his patient.

They are concepts that promote the controlling influence of the male
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medical practitioner over women as patients and extend to the broader
sphere of the medical role in control over women as midwives.

Reiger makes a similar observation in her analysis of childbirth in
Australia during the period 1880 to 1930 when she argues that the rise in
the popularity of obstetrics cannot be reduced solely to conscious
intention on the part of the medical profession. Instead, Reiger sees
changes to childbirth practices as a two way process in which interaction
between medical practitioners and women worked, without intention, to
achieve this end. Reiger has observed that:

Doctors’ motivation combined compassion arising out of their practical
experience with a general taken-for granted paternalism towards
females.”

At the same time, women contributed to those changes by seeking out
hospital care and anaesthesia. One reason that Reiger identifies as
instrumental in bringing about change on the part of women is the
connotation attached to the concept of being pregnant. In arguing that
women were conditioned to see pregnancy as a “time of trouble” and to
refer to it as “the difficulty”, Reiger points out that social etiquette required
behaviour modification that changed women'’s whole lifestyles at a time in
history when women were quite ignorant of the processes of change that
their bodies were going through.”

Reiger attributes the accord with which women met these changes
to a lack of understanding of reproduction and the processes of
childbearing. Additionally, once childbirth came to be looked upon as a

medical condition, it moved out of the realm of women and into the
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province of medicine. Women were faced with the choice of a midwife
whose power in the birth room was limited by educational constraints and
lack of access to treatments that might facilitate the birth, or a medical
practitioner who had available to him all the facilities the midwife lacked.
When faced with such a choice, the middle and upper class woman and
her family were unlikely to opt for the midwife.”

Huff, from her examination of diaries of women residing in Britain
and giving birth during the nineteenth century, came to a similar
conclusion. The women whose diaries Huff explored were
predominantly middle class and two of them were from the upper
class.”* These women regarded pregnancy, childbirth and the
puerperium as a sickness.”> While the origins of these ideas are not
revealed in the diaries, they indicate that these women were more likely
to obtain the services of a medical practitioner than a midwife. Women
were disposed to think of childbirth as an affliction and to respond with
gratitude to the paternalistic attitude of the medical man.

Leavitt, in her study of childbirth history in North America, found
that changes in women’s own attitudes towards childbirth during the
nineteenth century were a major contributor to the involvement of medical
practitioners in the birth room.”® That involvement marked a drastic
change to childbirth culture in which childbirth, as a “woman-centred

home event” became a “hospital-centred medical event”.”” Leavitt
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explains that in the first fifty years of European settlement in North
America, women employed midwives but, at the same time, surrounded
themselves with friends and neighbours to succour them through the trials
of childbirth.”

Leavitt argues that, prior to the nineteenth century, the role of the
midwife in North America was traditional and non-interventionist in a
culture in which childbirth was a social function whereby women shared
all aspects of the birth experience and worked alongside the midwife to
provide care that often extended into weeks after the birth.”® It was a
culture in which an “ideology of domesticity and nurturance” prevailed.®
Leavitt maintains that the origins of the increasing presence of the
physician in birth rooms in North America stemmed from women'’s fear of
death or debility associated with childbirth and their concomitant
willingness to trial childbirth analgesia.®” She argues that women were
definitive manipulators of change that they, as a group, considered to be
advantageous to them.®? It was this body of women that allowed the
physician into the birth room and assisted the rise of obstetrics as a
childbirth specialty. That speciality was associated with the concept that
“‘modern” childbirth should take place in a hospital and should replace the
“old fashioned” practice of giving birth to babies in the home with all its

outmoded rituals and customs.®
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The accelerated involvement of male practitioners in childbirth that
began in the eighteenth century, coincided with advances in science and
technology that altered the way in which medicine was viewed from both
inside and outside its own clinical and philosophical parameters.®* As
obstetric forceps and anaesthesia became available to counter the
duration and pain of labour, childbirth came increasingly to be perceived
of as an illness.®® The reconceptualisation of childbirth as an ailment that
required treatment from a medical expert was a precondition both to the
takeover of midwifery by medical practitioners and to the encroachment of
the state in women'’s reproductive lives.

Changes in medical practice and social thought

A precursor to the changes taking place in traditional childbirth
practices was the growing conceptualisation of childbirth as a science.
Although medical men had been a presence in the culture of childbirth
for centuries, their involvement became pervasive in the seventeenth
century when the medical discipline of obstetrics began to insinuate
itself into the realm of normal childbirth.®® The participation of the
medical man was no longer quiet and subtle and his previously
infrequent visits to the birth room increased. The developments in
medical science, both ideological and empirical, lay the foundation for
changes that were to permeate societies throughout the western world.
As Abel-Smith points out, health and illness came increasingly to be

perceived as a consequence of physiology and environment rather than
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as an act of God.®” When science became legitimised every facet of life
was viewed as a scientific phenomena rather than the consequence of
divine intent.

Caton attributes the greater dependence on medicine and medical
treatments to a revolution in the practice of medicine that began in France
in the 1830s.2% He argues that drastic change occurred in medical theory
and practice that involved more complex techniques than had hitherto
been employed. These innovations represented a break from the Galenic
methods that had underpinned medical thought up until the late
eighteenth century. So rapid was the change prompted by French medical
schools that it was a period when the application of leaches and the
practice of bleeding, procedures commonly promoted in the treatment of
ailments as diverse as headaches and toxaemia of pregnancy, were
practised alongside the administration of ether.? It was at this time that
clinical conditions came under greater and more precise scrutiny and
documentation and instruments were being developed to study and
measure what was being observed.®

Martin has reached similar conclusions with regard to the
influence of French medical schools on the ideology and practice of

medicine in western societies.®!

Arguing that the French influence on
childbirth began earlier than the 1830s, Martin maintains that it was in

seventeenth and eighteenth century France that the body came to be

87 B. Abel-Smith, A History of the Nursing Profession, p.1.

88 D. Caton, What a Blessing She Had Chloroform: The Medical and Social Response
fo the Pain of Childbirth from 1800 to the Present, (New Haven: Yale University,
1999), pp.39-50.

89 Ibid., pp.46-50

90 Ibid., p.47.

91 E. Martin, The Woman in the Body: A Cultural Analysis of Reproduction, (Boston:
Beacon Press, 1989).



74

viewed as a machine. The consequence of that conceptualisation was
that the uterus was portrayed as a mechanical pump whose function
was to expel the foetus.®> The medical practitioner was the mechanic
with the responsibility to ensure the good functioning of the unit and the
best possible outcome.

The emergence of a ‘medical model’ of childbirth

When male practitioners began to take an interest in childbirth
they brought with them a method of interpreting and understanding that
was quite different from that of the midwife. O’Brien argues that the
distinction that exists between “modern obstetrics” and “ancient
midwifery” derives from the different views that men and women hold
towards reproduction.®® While the obstetrician sees reproduction as an
objective science that is wunilinear and mechanistic, women’s
appreciation of it is deeper and more diverse. The obstetrician’s
conceptualisation of childbirth as an imperfect mechanism that may
require intervention is discordant with the view that reproduction is a

natural process and essentially a normal life event.®*

These divergent
views on childbirth are representative of secular ideologies that,
Wagner argues, in the twentieth century came to reflect opposing
models of health.*®

Drawing an analogy between the reproductive woman and a

machine, Wagner positions the obstetrician as a leader in the design

and utilisation of the technology upon which the smooth running of this
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“birth machine” has become dependent.®® But the machine itself is
conceptualised differently by the two primary ideologies that exist in
relation to health. Wagner believes that the medical profession sees
the body as a potential problem and health as a state that is only
achievable with help from outside of the body.?” Implicit within this view
of health is the notion that any deviation from a normal state needs
correcting and that the onus is on the medical profession to achieve that
objective. Wagner defines this conceptualisation as a medical model of
health.*®

When Wagner's viewpoint is applied to childbirth, the medical
model describes birth in terms of a medical problem.*® The problem is
exacerbated by the unpredictable nature of childbirth and the inherent
imperfections of a “birth machine” that may malfunction at any time.
The only chance to counter this unpredictability and to offset the
delicacy of the machine is to apply medical intervention at an early
stage and to monitor and manage the birth process until its completion.
Wagner succinctly summarises his notion of the medical model in the
following passage:

From this world view, safety — a healthy woman and baby — can only
be guaranteed by such a system, in which the doctor objectively
chooses the best course. The woman is viewed as subjective, and
unable to comprehend the medical and scientific intricacies involved in
the decision. It is best, of course, if the woman feels good and is
satisfied with the care she receives during pregnancy and birth, but her
feelin%so are regarded as less important than her safety and that of her
baby.
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The observations made by Wagner provide an explanation of the
motivations of the medicine profession in the practice of obstetrics, one
that is generally absent in medical literature. The medical profession
has tended not to discuss its own views on childbirth and has left it to
others, usually those who are challenging that presence, to describe the
medical role.

As Wagner argues, the medical model has dominated to the
extent that its strategies alone are considered responsible for
reductions in maternal and infant mortality. Wagner points out, however,
that the conditions responsible for the largest proportion of deaths in
childbirth in the nineteenth century were the spread of puerperal sepsis
and toxaemia of pregnancy.’®’ The remedies for these conditions lay in
hand washing to prevent the spread of infection and in appropriate diet
and rest for the treatment of toxaemia that was diagnosed in its early
state. In the twentieth century, improvements in the form of better
nutrition and housing, advances in public health and fewer pregnancies,
have contributed to healthier women and therefore to lower childbirth
mortalities.'%?

However, twentieth century improvements in childbirth outcomes
for women and their neonates, at least in terms of mortality, that have
come to be associated with medical advance have been questioned as
have the social and psychological effects that the medicalisation of
childbirth may have on women. The most radical views are expressed

in terms of male supremacy in the form of medical power over women
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in general and midwives in particular.'® This perspective sees
dominance as an insidious process that is characterised by the
increasing presence of the male medical practitioner in the realm of
childbirth with the result that the ownership of reproduction has been
transferred from women and women’s circles to medical practitioners
and the medical profession.'®

An opposing viewpoint understands enhancement in the sphere
of medical knowledge as a taken-for-granted improvement and one that
does not necessitate deliberation upon the broader social and
psychological impact.’® It is a standpoint that is often apparent in
language rather than argument and it is one that the medical profession
generally sees no reason to defend. Medical involvement in childbirth is
seen as a positive and timely step in the course of human and medical
progress.’®® Furthermore, the training of midwives and the change of
birth venue from the home to the hospital are looked upon as logical
consequences of enhanced medical knowledge.'”” Thus, the control of
childbirth that ensued is seen to have been a right and inevitable
consequence that placed the medical profession in a position to
manage childbirth in the manner that, it believed, would achieve the

optimal outcome for mother and child.
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Requlating the medical profession

An important factor in the dominant position forged by medical
practitioners relates to their credibility as experts in the various
specialties they adopted as their own. During the mid-nineteenth
century, medical practitioners in Britain and Australia responded to the
perceived need to professionalise their sphere of practice in order to
consolidate and strengthen their individual and collective positions.
Three Medical Acts, that progressively enabled medical practitioners to
enhance their occupational status and delineate their professional
boundaries, guided the professionalisation process that followed. These
Acts are discussed in greater depth in Chapter Three. The first of them,
the Medical Act of 1858 represented an attempt to organise medical
practitioners into a formal body of workers.'® Under the terms of this
Act, a Council was established to monitor medical education and
compile a list of those registered to practice.'®

Parkinson, in his history of the legal traditions upon which
Australian law was based in the first two hundred years of European
settlement, draws attention to the legal framework that existed at that
time.""® Parkinson emphasises that Australian law was the product of
the seven centuries that had shaped British law so that when Governor
Phillip’s was required to establish courts in the new colony he did so
according to the current British law system."” Even when

representative governments emerged in Australia in the mid-nineteenth
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century, the legal institutions were expressed through Acts of
Parliament derived directly from Westminster. Parkinson has
summarised this legal framework in the following terms:

...the tradition of law in Australia is received rather than indigenous, the
product of evolution not of revolution, and monocultural rather than
multicultural.?

The reduction in the power of Westminster to determine the statutory
prerogatives of Australia did not diminish until the first decade of the
twentieth century when the States Constitutional Act of 1907 discouraged
the Australian states from deferring to the Westminster parliament before
passing Bills."”® Thus, when the Medical Acts came into effect in the
second half of the nineteenth century, they replicated those that had been
passed in Britain and other colonies of its Empire.

The role of the medical practitioner in Australia prior to the Medical
Act of 1858 held a certain ambiguity in that while some doctors were
perceived to be competent and highly regarded, others were described in
less favourable terms. As Crowley points out in his discussion of early
medical practitioners, it was not customary to subject these men to
scrutiny and relatively little is therefore known about them.'™ Crowley
cites an article in the Hobart Town Magazine published in 1834 that casts
medical practitioners as inept and ignorant, its author calling for the
establishment of a Medical Board to assess their qualifications and
supervise their practice."” In July 1844, an article in The Times

categorised medical practitioners as university-educated professionals
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who were less able to secure employment than tradespeople, whose
expertise was in greater demand.™®

During the period 1852 to 1853 in the goldfields of Melbourne and
Sydney, doctors practised from tents that they set up alongside those of
butchers and grocers. These men offered prospectors cures for the
illnesses that were the result of exposure to harsh climatic conditions and
from the consequences of poorly prepared food.""” Crowley cites William
Howitt who, in 1855, wrote of his experiences in the Victorian goldfields.
He describes medical men who practiced without formal qualifications and
who charged large fees for their work. Calling them, “arrant and impudent
quacks”, Howitt bemoaned the lack of effective monitoring and inspection
that he believed would have limited the occupational activities of these
men.""®

The second Act, the Medical Act of 1867 was designed to
consolidate the practice of medical practitioners, chemists and
druggists.”® This Act provided for the founding of a Medical Board in
Queensland that would hold a register of those entitled by qualification to
follow the occupation of medicine or pharmacy. Membership of the Board
was open exclusively to medical practitioners, thus ensuring that
occupational directives remained within the profession.'® This Act also
made provision for medical practitioners to act as experts on subjects

associated or aligned with medicine.”®' The medical practitioner as expert
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witness is demonstrated in the coronial and magisterial documents that
feature in this thesis.

The third Act is, arguably, of greatest significance to this thesis in
that this, the Medical Act of 1886, required the medical practitioner to
have experience in midwifery in order to gain his medical qualification.'*?
The defining of medical expertise according the three basic areas of
medicine, surgery and midwifery is of importance both to the progress of
medical development and to the increasing reliance placed upon the
hospital in the furtherance of medical knowledge and practice. Once a
framework for medical practice had been identified, it enabled greater
consolidation of medical knowledge within discrete clinical areas and, at
the same time, assisted the emergence of other more specialist spheres
within them. The medical profession thus provided itself with the
opportunity to monopolise the study and treatment of ililness and the
clinical manifestations of it.

Weisz, in his evaluation of the emergence and regulation of
medical specialities in France in the first half of the twentieth century, links
the interest in creating discrete areas of medical specialty with moves to
construct boundaries to regulate and monitor them. Weisz maintains that
the mid-1880s was the point at which medical specialisation began to
accelerate.' By 1905, thirty-five percent of all medical practitioners in
Paris were specialists in a field of medical practice.'® Weisz argues that,

consequent upon the specialisation fervour that was evident in western
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societies during the late nineteenth century was the perceived need to
certify the credentials of specialists and to regulate their practice. This
came, Weisz contends, at a time when the medical profession was
promoting widespread regulation and licensing. By the first decade of the
twentieth century the issue of specialist regulation had become caught up
in moves to define the professional boundaries of medicine in order to
preserve medical territory and to ensure that the specialties were provided
with hospitals and medical schools in which they might be nurtured and
perpetuated.’®

Borst concurs that specialist medicine was an important factor in
the development of medicine as a profession. Borst points to the greater
dependence placed on medical schools and hospitals in furthering the
promotion of specialties.’®® In discussing obstetric training in the United
States in the first half of the twentieth century, Borst argues that medical
educators were seeking out hospital patients as early as the 1870s and by
the 1890s prominent medical professors were calling for a structured
participation program for medical students in which they might be actively
engaged in patient management.'*’

While the long term effects of medical professionalisation and the
extension of medical practice into areas that had previously lay unclaimed
by the medical profession were yet to be streamlined, when medical
legislation was introduced in Australia it acted not only to raise the

standards of medical practice, but also to unify medical practitioners into a
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collective body."®® The professionalisation process to which the medical
profession subjected itself in the second half of the nineteenth century is
viewed by Willis as the first of three actions that facilitated its dominance

® The second and third levels, the

over other health occupations.'
exercise of authority over associate health occupations'® and patronage
by the state,” are features of this thesis.

Pro-natalism and the need to populate

An important factor that supported the ascendency of medical
practitioners in the sphere of childbirth was a perceived necessity on
the part of nation states to boost their populations through infant life.
During the eighteenth century, a pro-natalist movement spread across
Europe and in the nineteenth and twentieth centuries extended to
Britain'>? and Australia.”®® At the basis of pro-natalism was the need to
provide manpower to protect national and regional boundaries.”™* The
plagues that had debilitated the populations of Europe from the
fourteenth century were exacerbated in the seventeenth and eighteenth
centuries by wars and their aftermath.”*® The imperative to populate

was an objective that was strengthened by an imperialistic fervour that
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saw smaller and weaker societies engulfed by nations that were
politically and economically stronger.'®

Australia, as a colony of Britain, adopted British concerns and
emulated British policies, including a drive towards increasing its
population through reproduction.’® By the early twentieth century,
Australia’s primary stimulus for promoting population growth derived
from a perceived threat of invasion from the countries of Asia.’™® As
Mackinnon points out in her discussion of government population
policies in early twentieth century, birth rates were considered to be
representative of national well being and government attention naturally
turned to maternal and infant health in the first instance.”® Mackinnon
maintains that the primary purpose of subsequent policies was to meet
government population objectives and she argues that:

The growth of maternal and child health services needs to be viewed in
this perspective as first and foremost (though not exclusively) a
population policy and not an intervention for the intrinsic benefit of
women and children. Professionals became involved and, gradually,
the population objectives diminished and the interventions were viewed
as public goods in their own right.'°

Coincidentally, it was at this time that Australian states and members of
the medical profession became stakeholders in childbirth in a
partnership that reflected changing social attitudes and expectations

that had begun to emerge a century before.
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The increasing presence of medicine and politics in a sphere that
had previously been dominated by midwives was facilitated by the
collective power these factions of prestigious men held in a strongly
patriarchal society. It was a society that relied upon working class
women to provide the population upon which the economic wealth of
the country depended. But women’s contribution to population growth
was conditional; women were expected to give birth in wedlock and
there was little provision for those who delivered an illegitimate child.™"
The family unit became of such importance, both as a perpetual source
of labour and as a means of promoting the interests of a white Australia,
that the state was moved to intervene in the processes of childbirth and
in the regulation of midwives.'* The escalated presence of the medical
practitioner as an expert in childbirth and the greater interest shown by
the state in the reproductive aspects of women’s lives, were inevitable
responses to social change and to a political environment that sought to
preserve its British heritage.

The state and childbirth

While medicine may claim a long and continued association with
childbirth, the state has been just as solid a participant. The concepts
of the state and of state power are central to the analysis that underpins
this thesis. Historically, the involvement of the state in the affairs of

midwives had its origins in the Church, which, from the fifth century
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onward, held ever-increasing control over all social institutions.'* By
the twelfth century, Roman Catholicism was the formal religion
recognised by most of the populations of Western Europe and it used
its capacity as a political system to control the reproductive culture of
women." Church leaders were amongst some of the most affluent
men in the country and held the mechanisms of state firmly in their
grasp.'®

As Goodrich points out, the Church was the only organised
literate body and as such represented the division between the
scholarly elite and the illiterate crowd.'® Bishops and principal abbots,
whose ownership of large areas of land assured them political power
and legal supremacy, officiated at courts of law that the Church had
established. In England, ecclesiastical courts dictated the religious and
moral behaviour of the people and trained and supervised the scribes
used in the chancellery and the royal courts. It was from this
ecclesiastical class that the first chancellors, royal judges and legal
drafters were drawn.'*’

The influence of the Church in shaping the role of the midwife
continued until the sixteenth century when, under the inspiration of
agitators such as Luther in Germany and Calvin in Switzerland and

assisted by the innovation of the printing press, the power of the Catholic
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Church began to decline.’® By the end of the sixteenth century, when
the development of centralised states assisted the replacement of Church
power with state power,*® control of childbirth moved from the Church to
the modern state. Until that time, the Church provided midwives with a
framework for practice and a schedule of ordained rituals and
ceremonies. In Munich in 1488, midwives regularly performed baptisms
in circumstances in which they believed the newly born child was unlikely

to survive.'®

By 1585, so many baptisms had been undertaken by
midwives that it became necessary in Stuttgart and its provinces for
midwives to be instructed in the act of baptism by their parish priest.”" In
Italy, when the power of religion as a social control began to wane in the
sixteenth century and states assumed control of midwifery practice, their
decisions and judgements were based on principles that had been
founded by the Church.'®?

The Church was also active in initiating the licensing of midwives,
an innovation initially begun by the Church and later adopted by states. In
Britain, in 1512, midwives had to apply to the Church for a licence to
practice and would receive one only after close investigation and upon the
formal swearing of an oath to obey the Church’s rules for the conduct of
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midwives. In 1686, new licensing rules in Britain authorised midwives
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to perform baptisms and arrange for the burial of infants in the absence of
a priest.” Across Europe, from the fifteenth century, the trend developed
for midwives to be licensed by the municipal council and examined for
competency by physicians. In Germany, midwives completed a one-year
apprenticeship before presenting themselves to the City Council to be
examined for proficiency by a city physician.”®® From the late fifteenth or
early sixteenth century, "honourable women” judged midwives for their
moral and ethical values while physicians tested their clinical acumen.
Wiesner points out that these physicians are unlikely to have witnessed a
live birth whereas midwives would have assisted in hundreds of
birthings."®

In Denmark, legislation enacted in 1714 set a pattern for the
midwife role that extended for the next two hundred years.”™” Under the
terms of this special Act, midwives were required to be apprenticed and
were examined for competency by a Board of Midwifery comprised of a
select body of physicians and sworn in by the local authority.”® In France
in 1745, a midwife completed a three-year apprenticeship followed by
examination supervised by a city surgeon."*® In Spain, midwives fell within

the jurisdiction and supervision of physicians, but they were not examined
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for competency.’ A very different situation existed in the Netherlands
where, by 1763, a large group of trained and licensed midwives had
already been formed.'®" Marland argues that at a time when the role of
midwives in Europe was said to have been in decline, this group of expert
practitioners worked in hospital and home environments. Employed by
the town or municipality, the midwives practiced under the direction of the
local authority and the medical fraternity.'®2

The state in Australia

The origins of state and government in Australia derive from an
authoritarian organisation whose primary focus lay in determining and
promoting the best interests of the state and the public and private elites
within it."®  The basis of state power, according to Davis, Wanna and
Warhurst, thus derived from cooperation between business and politics
whereby the economic growth of the settlement took precedence over
individual civil rights and equity. The result, as these authors point out,
was a relatively high degree of state involvement in Australia whereby the
state was responsible for grouping together and overseeing the
productive forces upon which the new society was built."®*

State involvement was based on the categorisation of Australia as

a “settled” colony. This term defined an area of land acquired without the
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use of force and without relinquishment by treaty.’®® It was land obtained
through claim and one not previously inhabited by British subjects or
governed by British laws. According to this categorisation, British law was
automatically applicable and supplemented by legislation specifically
designed for Australia that initially derived from Britain and later from the
Legislative Councils. The concept of “state” in Australia therefore came to
be aligned with a rigid and controlling organisation that worked with
principal private interest groups to control the economy.”®® The
relationship between public and private elites on the one hand and
colonial administrators on the other brought about a system of
government that served the best interests of the dominant social groups
while at the same time underwriting state sovereignty.’® Through its
instrumentalist position, the state represented a bureaucratic structure
that combined with various powerful interest groups to achieve the joint
objective of economic and social control.

In 1859, the division of New South Wales and Queensland marked
the establishment of the sixth separate colony within Australia.’®® As
Waugh has observed, although each Australian colony had its own
constitution, those constitutions originated from Britain where the decisive
power and authority lay.'® The overriding power of Westminster to
determine the course of political, social and economic development in

Australia was manifest in the control that each state held to direct and
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oversee its development. The degree of state involvement constituted
activist input in all aspects of national development. While industrialisation
has been blamed for breaching the culture of the extended family and the
female supportive networks they contained, the working class that
emerged represented fiscal wealth on the one hand and social rather than
family responsibility on the other.

Connell and Irving argue that, in Australia, the working class forged
a subculture that was based upon community ties and cultural
dependence.'”® The working class ethos that emerged was evident in
both rural areas, where the economic emphasis was on primary
production, and in the commercial centres that characterised Australia’s
urbanised areas, until well into the 1920s."" It was a culture that was
easily identifiable and one that the state sought to contain through policies
that integrated working class ideals and promoted them as essential to
the common good.'? That integration was manifest in a variety of ways,
including state expansion into welfare, education and legal systems.'”
The result was hegemony rather than domination that enabled the
creation of interclass relationships that sustained the notion of
subordination while at the same time, embodying working-class
interests.'"
Queensland parliamentary debates in the first decade of the

twentieth century indicate that the involvement of the state in the private

170 R.W. Connell, T.H. Irving, Class Structure in Australian History: Poverty and
Progress, 2" edition, (Melbourne: Longman Cheshire, 1992), p.127.

171 Ibid., pp.126-127.

172 Ibid., pp.137-152.

173 Ibid., pp.14-20.

174 Ibid., pp.18-19.
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affairs of its population extended to reproduction.’® The commitment of
state governments to the protection of the potential labour force that
childbirth promised was manifest in the infant life protection legislation that
emerged during the first decade of the twentieth century.'® When state
intervention was combined with the power of a leading interest group such
as medicine, the result could be nothing other than effective. Willis points
out that a capitalist society relies upon the cooperation of financially
powerful individuals or groups to sustain it and further its economic ideals.
He locates the medical profession as an elite group within an intermediary
class located between the working class and the upper class.'”’

Willis argues that the medical profession, in keeping with other
liberal professions, was able to attain a position of power by providing an
expert service unmatched by others and held in high regard by the
state.”® Willis contends that not only was the medical profession
strongly aligned with the state by virtue of the class of its members, but
that medicine’s claim to being a profession further legitimised it as a
formidable force within the health care arena and enabled it to
dominate.”® Medicine’s relationship with the state has been mutually
rewarding in that the one has interacted with the other to bring about joint
objectives.

The power of the medical profession and the state was reinforced

by a social structure that continually undervalued women. The

175 ORDLCA, Vol. XCVI, p.1652.

176 Infant Life Protection Act, (5 Edw. VII. No. 19).

177 E. Willis, Medical Dominance: The Division of Labour in Australian Health Care,
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178 R. Theobald, Understanding Industrial Society, (Hampshire U.K: The Macmillan
Press, 1994), p.54.

179 E. Willis, Medical Dominance: The Division of Labour in Australian Health Care
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subordination of women was reinforced by a lack of acknowledgement of
their existence outside the patriarchal family so that in the evidence
submitted to coronial and magisterial inquiries, women introduced
themselves as “wife of” in order to define themselves. In the same way,
women were excluded from political activity in Queensland until the
twentieth century. Although women in Queensland were entitled to vote

5,80 there is no

in federal elections in 1902 and state elections in 190
indication that they were a credible political force. In comparison, men
who met certain criteria, that being, financially secure, over the age of
twenty-one and either born in Australia or naturalised citizens approved

by the British state, had been entitled to vote since 1859.'%"

The economic value of the family unit and infant life

A commonality shared by the state and the medical profession was
the conceptualisation of the family unit as a source of economic wealth
and social stability. Theobald has identified that in pre-capitalist societies

"% In its

the family unit and economic activity were interdependen
simplest form, the family represented the basic unit of production.’®
However, as Showstack Sasson points out, in post-industrial societies the
family unit became a source of labour power and as such attracted the

interest of the state.'®* State intervention in domestic affairs was therefore

the normal consequence of a process in which the family constituted one

180 J. Haines, Suffrage to Sufferance: 100 years of Women in Politics, (New South
Wales: Allen & Unwin, 1992), p.51.
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p.24.
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183 Ibid., p.70.

184 A. Showstack Sasson, “Introduction: The Personal and the Intellectual, Fragments
and Order, International Trends and National Specificities”. In A. Showstack Sasson
(ed) Women and the State: The Shifting Boundaries of Public and Private, (London:
Hutchinson, 1987), p.18.
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part of a whole productive force. The constituents of that force were so
entwined that none of them might be isolated from the other so that
family, production, civil and state mechanisms were interwoven and
interdependent. According to Turnaturi, the result has been that the state,
in its attempts to counter the changes that industrialisation brought to the
family unit, was prepared to at first instigate policies and then to modify
them in order to maintain the family unit as a functioning source of labour
and therefore capitalist wealth.'® The family unit was also important to
the medical profession whose members in the community regarded family
practice as a continued and reliable means of remuneration for
professional services to it."®°

The joint significance that the family held as a source of immediate
income on the one hand and a continual supply of ongoing labour on the
other acted as imperatives to both medicine and the state in their quest to
protect this valuable resource. Deacon concurs with this viewpoint,
arguing that in Australia in the first three decades of the twentieth century,

motherhood became an important state commodity.'®’

Support comes
also from Finch who maintains that, during the nineteenth and early
twentieth centuries, the medical profession in Australia instigated

campaigns against midwives that were later implemented by the state.'®

185 G. Turnaturi, “Between Public and Private: The Birth of the Professional
Housewife and the Female Consumer”. In A. Showstack Sasson (ed) Women and the
State: The Shifting Boundaries of Public and Private, pp.255-261.

186 Anon. “A Meeting of the Medical Profession: Midwifery Nurses’ Bill’”, AMG (Nov. 21),
pp.482-483.

187 D. Deacon, “Taylorism in the Home: The Medical Profession, the Infant Welfare
Movement and the Deskilling of Women”, ANZJS, (Vol. 21, No. 2, July 1985), pp.161-
173.

188 L. M. Finch, “Sexuality and the Working Class: An Australian Case Study”,
Unpublished PhD Thesis, (University of Queensland, 1992), pp.166—173.
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Finch contends that the state used the propaganda of falling birth
rates to justify a ruthless campaign to increase the white population of
Australia by encouraging relentless childbirth and that it began by
targeting working class women as the group most likely to consult with

9

nurses and midwives rather than doctors.’ The state, Finch argues,

contrived to take over the responsibility for motherhood by moving it from
the private sphere of the home into the public arena of the hospital.'®
This manipulation of motherhood brought about a decline in the role and
status of midwives in New South Wales and changed, irrevocably, the
childbirth culture in which they worked.”' In Queensland, a substantive
work by Selby draws similar conclusions.

Selby argues that, in the early twentieth century, medicine and the
state forged a partnership that changed the culture of childbirth in
Queensland.” Selby, who draws upon oral histories to depict the
experiences of women who gave birth in Queensland during the period
1915 to 1957, argues that the state policies implemented in Queensland
during this period were designed to move childbirth into the institution of
the hospital and away from the territory of the home. This strategy,
instigated under the provisions of the Maternity Act of 1922, had the effect
of bringing about a decrease in the work of midwives in the home and a
consequential increase in their presence in the hospital.'®®

The domination of childbirth and of the work of midwives,

contrived by the medical profession and supported by the state, reflects

189 Ibid., pp.166—-173.

190 Ibid., pp.167-203.

191 Ibid.

192 W. Selby, "Motherhood in Labor’'s Queensland, 1815-1957".
193 Ibid., pp.143-174.
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the findings of Summers in her investigation of the impact of the
registration of midwives in South Australia.’® Summers argues that
those members of the medical profession who advocated the
registration of midwives did so in order to reduce the scope of midwifery
practice because its popularity with women was a source of competition
to medicine. The medical profession used the impetus created by
nurses in their quest to achieve professional status to push forward
state legislation that would curtail the practice of midwives.'®

Willis also argues that the subordination of midwives was an
essential strategy to the attainment of control over labour power.'®® Willis
maintains that a crucial factor in the subjugation of midwives was their
gender, but it was not the only factor. Class played an important part in
the controlling processes and the combination of gender and class
enabled a dominance based on subordination.’®” That subordination was
enhanced by what Willis calls the “genderisation of medicine” which
defines a campaign whereby the midwife was defiled as a “Sairey Gamp”
and her occupational activities were subsequently curtailed through
restrictive statutory regulations.®®

Medicine and the state in Australia in the early twentieth century

As the literature has indicated, the combination of expert medical
advice and the authority of state power were prominent features of

childbirth culture in Australia during the early twentieth century. The

194 A. Summers, “For | Have Ever So Much More Faith in her Ability as a Nurse:’ The
Eclipse of the Community Midwife in South Australia 1836-1942".
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collegiality shared by medical practitioners and politicians, and their
intentions with regard to reproduction, is evident in the Report of the New
South Wales Royal Commission.”®® Although the Inquiry was held in New
South Wales, it took evidence from other states of Australia and from
countries overseas, and its relevance extended to Queensland.”® It is
apparent from Queensland parliamentary debates that took place
between 1900 and 1911 that the experiences of other states in Australia,
and of New Zealand and Britain, exerted a strong influence on the

d.?®" In particular, the debates that underpinned

deliberations that ensue
the Queensland Infant Life Protection Act of 1905 and the Health Act
Amendment Act of 1911 depict the same problems and solutions that had
appeared in the New South Wales Royal Commission Report.?%?

The mandate of the Royal Commission acts as an expression of
faith in the powers of the exclusively male agency to get to the roots of the

problem. The Board was entrusted with the following task:

...to make a diligent and full inquiry into the causes which have
contributed to the decline in the birth-rate of New South Wales, and the
effects of the restriction of child-bearing upon the well-being of the
community.?*

The Commission received one hundred and fifteen submissions including
fourteen from representatives of pharmaceutical companies, nine from

wholesale chemists, twenty seven from medical practitioners, nine from

199 RCDBR, Vols. | & II.

200 RCDBR, “Evidence of Statisticians” & Vol. Il, “Index to Witnesses”, pp.9-21.

201 ORDLCA, during the Third Session of the Thirteenth Parliament, 64 Victori/E,
Comprising the Period from the Seventeenth of July A.D. 1900 to the Twenty-Eighth of
December, A.D. 1900, Vol, LXXXIV, pp.223-245. See also, ORDLCA, Vol. XCVI, 1905,
pp.1652-1663.

202 ORDLCA, Vol. CVIIl, 1912, pp.512-541, 724-737. See also, ORDLCA, during the
Third Session of the Fifteenth Parliament, 5 Edward Vil, Vol. XCV, 1905, pp.509-513,
881-882, 974-975.
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statisticians, eight from ministers of religion of various denominations,
eight from benevolent agencies, and five from police.?** A “monthly nurse”
and “a married lady, one of the general public’ provided a woman’s
perspective. Four other women acted as witnesses and these were, an
‘ex lady officer of Salvation Army”, a saleswoman and two matrons of
children’s homes.?®® A barrister-at-law, engaged as an Associate to the
Commission, provided context to the evidence with an overview of
international literature on topics such as, the work of midwives, the
significance of declining birth rates to the populations of Britain and the
United States and issues concerning social economy.?*®

As the title of the Commission suggests, the aim of the Inquiry was
to determine the causes of population decline and infant mortality. A
significant cause of population decline was the perceived reluctance on
the part of women to give birth. Drawing on medical evidence the
Commission noted that:

There is a remarkable unanimity of opinion among the medical men,
who are perhaps better able to judge than any other persons in a
community, that deliberate interference with the function of procreation
has during recent years become extremely common.?"’

This interference with procreation included the use of contraceptive
devices and termination of pregnancy through abortion and extended to
neglect in childbirth and wilful or accidental infanticide.?®® The Royal
Commission concluded that a major contributing element to this list of

causes was, “decay in religious sentiment or moral feeling”.?® To the

204 Ibid., pp.2-5.
205 RCDBR, Vol. II, pp.9-21.
206 Ibid., pp.18-19.

207 RCDBR, Vol. I, p.14 (71).
208 Ibid.,pp..30-36.

209 RCDBR, Vol. II, p.87 (2891).
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state, large families held more than simply economic value; they provided
the basis of moral and social stability and control.?'°

The family unit was looked upon as a reflection of the patriarchal
organisation of the state. Large families were preferred because they
were considered to be better able to inculcate the individual to accept
responsibility within the unit, to work for the greater good of the unit and to
defer to the hierarchical structure upon which the unit was organised.?"’
Women of the middle and working classes were isolated as being the
most likely to limit family size, the former by means of contraception and
the latter by abortion, and it became important to the state to discover
ways by which this trend might be halted or reversed.?’® The state looked
to the medical profession and the Church for answers. The medical
profession was quick to draw an association between contraception and
abortion and a resultant sterility and even neuroticism and insanity in
women, while the Church blamed limitation of family size on reckless
disregard of duty and moral obligation that, one witness asserted, was
tantamount to murder.?"

Evidence submitted to the Royal Commission suggested that,
while the disinclination to bear children originated with the “well-to-do
classes”, it was a trend that was rapidly spreading to the working
classes.?’ Allen, in her appraisal of the social practices that impacted
upon population decrease in New South Wales in the late nineteenth and

early twentieth centuries, argues that declining birth rates were a direct

210 RCDBR, Vol. I, pp.26-30.
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consequence of the decision on the part of working class women to limit
family size.?'® Allen sees this as a latent challenge on the part of women
to relieve themselves of what she terms, “the biological reproduction and
childcare imposed on them by patriarchal gender relations and the sexual
division of labour within the family”.?'®According to Connell and Irving, by
the 1890s, the Australian working class collective posed a challenge to
political objectives that rendered state intervention in working class lives
inevitable. Connell and Irving contend that:

State intervention rested on the argument that the working-class
community was the seat of dangerous moral contagion, which arose, so
the;‘,cientists said, from the poor physical conditions of working-class
life. 2"

As a result, the state became involved in providing for the working class in
the way that the state deemed appropriate. This provision included the
health, welfare and education of the working classes. Not, as Connell and
Irving argue, to liberate this class, but to control and manage it.2'® This is
a persuasive argument that is borne out, to a large extent, by both primary
and secondary sources, including the decisive 1904 Royal Commission
Report that went to considerable lengths to determine ways in which
childbirth  amongst the working classes might be encouraged and
facilitated.”"

The Royal Commission heard that working class wages were so

low that men were often unable to support themselves, much less a

215 J. Allen, “Octavius Beale Reconsidered: Infanticide, Babyfarming and Abortion in
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family.??° The average wage for a general labourer had fallen from £2 to
only 15s. or £1 per week in urban areas and in rural areas men were
receiving around 15s. a week on average.??' Faced with such economic
hardship, working class women were likely to employ any means
available to them to limit family size, while those whose pregnancies
terminated in childbirth were relying on untrained midwives to assist
them.?”? A trained midwife charged in the region of £2. 2s. a week, an
amount clearly prohibitive for many working class women, whereas to call

3 The solution that

upon a friend or a neighbour would cost nothing.?
presented itself to the Royal Commission was to provide for working class
women by establishing state-funded lying-in hospitals in much the same
way that benevolent institutions had provided for the destitute,?** thus
giving support to the construction of midwives as negligent.

The Royal Commission argued that, if childbirth were to be
rendered safer and the complications associated with it were to be
eliminated or reduced, women would be less inclined to reduce family
size. The work of untrained midwives and the domestic environment as
the principal birth venue were identified as particular targets for reform as
the following passage indicates:

We find from the evidence we have taken that the deaths of women in
childbirth — that is the deaths of women within one month of their
confinement, or subsequent puerperal state — are unduly numerous.
We note also the liability of women to suffer from ill-health, and even
from sterility, in consequence of the risks to which they have been
exposed in childbirth. On the other hand, it is well known that the
obstetric art has attained a very high standard of excellence in modern
times; and this is illustrated in Sydney by the work, during the last ten

220 RCDBR, Vol.ll.
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years, of the Women’s Hospital, which includes 3,891 deliveries of
women without the occurrence of a single death from puerperal
infection, and with an extremely low general mortality. It is obvious,
therefore, that as much facility as possible should be afforded to
parturient women to receive the best care in their confinement.
Puerperal infections, which are unduly prevalent, can be prevented by a
proper observance of what is known in obstetrics as surgical
cleanliness, a knowledge of which cannot be expected of the untrained
women who so largely fill the part of midwives throughout the
community.225

The Royal Commission proposed that deaths in childbirth might be
avoided by the simple move of providing lying-in facilities, funded and
managed by the state, where women might give birth and their attendants
might be trained. The Commission put the case that:

We note also that existing hospital accommodation provided by the
State and by such institutions as the Women’s Hospital, St. Margaret’s
Maternity Home, and others, for the care of parturient women is almost
entirely devoted to the care of the unmarried women. We are of
opinion, therefore, that a strong claim is established for increased public
hospital accommodation, both in the metropolis and in country districts,
for parturient women, and especially for married women. We are also
advised that the lives of certain women could be saved if they could be
received into hospital some weeks before their confinement; and we
think that provision should be made to received these women into
hospitals, that is women whose health requires special attention to
enable them to pass through the critical period of confinement with
safety. Further benefit, we think, would also accrue from such an
extension of the public maternity hospital system as we propose in
enabling more women to be trained as obstetric nurses than is possible
under existing conditions.?*

The isolation of the home as a problematic factor in deaths in childbirth
was a major influence in the development of subsequent policies in
Queensland between 1905 and 1922. Specifically, three separate pieces
of legislation that were initiated during this period attempted to achieve
greater scrutiny of childbirth and infant rearing practises in the home than
had hitherto been possible. The Infant Life Protection Act of 1905 that

tightened the control over unlicensed people who were involved in the

225 RCDBR, Vol. I, p.31 (109).
226 Ibid., p.31 (110).
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childbirth or the care of infants;??’ the Health Act Amendment Act of 1911
that provided for the training of midwifery nurses and the registration of
lying-in facilities,??® and the Maternity Act of 1922 that provided maternity
hospitals throughout the state for the “reception, care, and treatment of
midwifery cases” and where “training schools for nurses in midwifery”

were established throughout the state,®*°

represent government
responses to its population dilemma.
Conclusion

As this chapter has so demonstrated, the reproductive lives of
women had, traditionally, been very much a part of a female culture in
which conception and its aftermath were firmly entrenched in feminine
circles. The learned male physician, while prepared to assist if needed,
was generally content to leave the business of childbirth to women and
their care to midwives. The medical practitioner defined a traditional role
that was, for centuries, exclusively male and generally respected. Over
time, the involvement of the medical professional in childbirth grew from
an occasional presence as expert adviser to complete domination.

Similarly, for centuries the Church and the state determined the
practice parameters of midwives, at times independently and at others,
collectively. In contrast to the medical profession, whose focus was on
the technical aspects of childbearing, the Church sought to preserve its
doctrines through this important rite of passage and to vet and licence

those who acted on its behalf. The modern state, after a lapse of some

two hundred years, adopted the licensing policy initiated by the Church.

227 Infant Life Protection Act, 1905.
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229 The Maternity Act of 1922, (13 Geo. V. No. 22), 5 (1).
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But class and gender separated midwives and the maijority of childbearing
women, from medical practitioners and the state. It was this disparity that
enabled changes to be initiated that were to have far reaching
repercussions on both the practice of midwives and the culture of
childbirth.

In Australia, population became an important asset that provided a
labour force to strengthen and enhance its economy and to protect its
sovereignty. Coincidentally, the medical profession had begun to take a
greater interest in childbirth and to look upon reproduction as a valuable
source of income that also acted as a catalyst to general practice.
Scientific and technological advances that enabled larger numbers of
people to be sustained by food production and capitalist ideals that
promoted monetary gain were important precursors to alterations in social
structure, social values and social consciousness. Although childbirth
was a function exclusive to women, women were not a part of the
decision making process. Women and midwives were a majority that
were, for the most part, silent and passive recipients of medical and state
policies. While Church and state regulation, industrialisation, the rise of
the medical profession and the perpetuation of the subordination of
women within capitalist society, are all important factors in explaining the
evolution of midwifery practice, the historical context in which midwifery
practice developed in Australia facilitated the submersion of midwifery by
both medicine and nursing.

But the inclusion of midwifery and nursing and the dominance of

the medical practice in the work of midwives and nurses cannot be
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explained without taking into account certain factors that initiated,
supported and propelled the regulation of midwifery and nursing practice.
That regulation was based upon the concept of professionalisation and
the intention on the part of nurses, medical practitioners and the state, to
improve the status of nurses and midwives. The medical profession
began by scrutinising its own practice and practitioners before moving on
to consider ways in which the subordinate occupations of nursing and
midwifery might be regulated in order to provide a more predictable,
consistent and reliable level of practice than had previously existed.

The discordant nature of the midwife role in Australia that rendered
it vulnerable to take-over by more powerful forces is still evident today.
Whereas the midwife role in certain countries outside Australia exists as a
discrete profession,® in Australia the role of the midwife has diminished
in comparative terms and the medical profession continues to be a
significant influence on midwifery practice.>*' The following chapter goes
some way to explaining how this has come about. The chapter
demonstrates that the midwife role in Queensland and elsewhere in
Australia emerged as an inherently unorganised function taken on by a
variety of women. Midwifery practice occurred as an unobtrusive and
covert undertaking that took place in the private setting, but which had
consequences in the wider public and social community. But while the

communities that depended upon the midwife role were generally

230 T. Murphy-Black, (ed) Issues in Midwifery, pp.10-13.
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appreciative of it, the nature of that role enabled members of the medical
profession to criticise and deride it. It was in an atmosphere of censure
and ridicule of midwifery practice by lay midwives that confronted the
state when it sought ways to increase its Caucasian population through

childbirth.
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CHAPTER TWO

THE ROLE OF MIDWIFE AND THE CULTURE OF CHILDBIRTH
AUSTRALIA 1788-1912

Let us first recall those who have cared for
the body. The nurses and midwives who
worked in the country towns and small
communities, who when they saw that
there was a need, and no one else to
tackle the task set to with a will. Those
small, almost insignificant women who
have been overlooked and almost
forgotten.’

The previous chapter has demonstrated that the role of midwife
is associated with a long history that existed almost exclusively as the
sphere of women until the Middle Ages when the concept of the male
accoucheur began to encroach upon childbirth culture. The literature
has demonstrated that, while the presence of male physicians and the
supervisory role of the state were strong and consistent influences on
the work of midwives, the woman midwife dominated childbirth as the
principal birth attendant. But the birth attendant role was not imbued
with the power and authority associated with the male accoucheur. It
was instead, firmly grounded in the work of women and, as such, was
subject to control.

This chapter focuses on the emergent role of midwife in
Australia. It demonstrates that attendance in childbirth was a function

that was fulfilled initially by any friend or relative, including convicts, who

1 Queensland Women’s Historical Association, (hereafter QWHA), Body, Mind and
Soul: Recalling the Unsung Carers of the Community, the Bush Nurses, Teachers and
Pastoral Workers, (Bowen Hills: Queensland, 1998, John Oxley Library).
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were prepared to take on the task.? With the establishment of Female
Factories there was a need to provide for formal midwifery services.
Hence, the Factory midwife emerged as a structured institutional role
that was under the control of the state.®> By the mid-nineteenth century,
there were two, clearly distinct, roles that women midwives undertook.
One was that of midwife in the community who was usually an
untrained person who fulfilled the role on a regular basis. The other
was that of midwifery nurse who worked in conjunction with a medical
practitioner and who may or may not have undertaken a course of
instruction in midwifery at a lying-in institution.*

This chapter demonstrates that, in the years between the first
settlement in 1788 and the regulation of midwives in the early twentieth
century, the role of the midwife in Australia lacked organisation,
cohesion and consistency. At the outset, women who had no previous
exposure to childbirth except as mothers themselves adopted the role
of midwife.® In the 1840s, when Australia was opened to free settlers,
British and European women who had worked as midwives before,
some of whom had received training in midwifery in their home
countries, boosted this group.® A pattern emerged whereby some

women worked as midwives on a full time occupational basis whilst

2 J. Revitt, With Courage and Devotion: A History of Midwifery in New South Wales,
pp.21-24.
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others were called upon at the last minute to adopt a role of which they
had limited knowledge.” The chief characteristic of those foundations is
the absence of any form of organised or structured model.®

The First Fleet 1788

When plans were made to put together a fleet of ships that would
transport convicts from Britain to Australia, no consideration was given
to the requirements of women during childbirth. While official records
demonstrate inconsistencies in relation to the actual numbers of women
on the First Fleet, women were a significant presence constituting
approximately one third of the complement. Clark relies on official
records taken three weeks prior to departure of the First Fleet to arrive
at 565 men, 153 women, 6 boys and 5 girls,? while Crowley puts the
figure at 548 men and 188 women.'® This number includes about thirty
women who accompanied their husbands who were part of the ships’
company and an estimated thirty-seven children.”” The majority of
women on the First Fleet came from the domestic servant class with a
few having worked as spinners or weavers prior to transportation.'?

Despite the lack of provision for childbirth, two babies were born

before the Fleet left Portsmouth and a number of babies were born

7 Queensland State Archives (hereafter QSA), Justice Department, JUS/N169
436/1889, JUS/N109 84/455, JUS/N482 540/1911, JUS/N224 206/1894.

8 QSA, 1859 — 1886, JUS/N19 68/170: JUS/N54 77/238: Justice Department 1887 —
1897, JUS/N224 206/1894: JUS/N42 74/321.

9 C.M.H. Clark, A History of Australia Volumes | & II: From the Earliest Times to 1838,
(Victoria: Melbourne University Press, 1962), p.76.

10 F.A. Crowley, A Documentary History of Australia Volume I: Colonial Australia
1788-1840, p.1.

11 C. M. H. Clark, A History of Australia Volumes | & II: From the Earliest Times to
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during the voyage to Australia. The figures vary between eighteen births
including one miscarriage and two stillbirths,'® to twenty-five births
including miscarriages and stillbirths.' Even as the fleet sailed into
Sydney Cove on 26 January 1788, a baby was born aboard ship.”® The
Fleet included qualified and unqualified medical practitioners, the
majority of whom had made the navy their career.’® Holden, who, in his
study of the children of the First Fleet, describes the First Fleet as a
“floating nursery”, maintains that a prominent feature of the voyage was
a communal culture wherein women served as birth attendants."”’
Although it has been suggested that in the absence of midwives
a Ship’s Surgeon may occasionally have been called to attend the
births that occurred aboard ship and in the early months of settlement,
this was a rare occurrence. The surgeon, William Balmain, is said to
have acted as accoucheur to a convict, Mary Tilley, aboard the Lady
Penhryn whilst it was docked in Portsmouth.’® Only one Ship’s
Surgeon, Arthur Bowes Smyth, had some knowledge of midwifery
practice. While possessing no formal medical qualifications, Bowes
Smyth had worked as a surgeon in an English village where he gained

experience as a midwife.

13 J. Revitt, With Courage and Devotion: A History of Midwifery in New South Wales,
p.16.

14 R. Holden, Orphans of the History: The Forgotten Children of the First Fleet,
(Melbourne: Text Publishing, 2000), pp.101-116.

15 C. M. H. Clark, A History of Australia Volumes | & Il: From the Earliest Times to
1838, pp.86-87.

16 J. Pearn, “First Fleet Surgeons: A Band of Brothers Disparate”. In J. Pearn, (ed)
Pioneer Medicine in Australia, pp.33-55.

17 R. Holden, Orphans of the History: The Forgotten Children of the First Fleet, p.
101.

18 J. Revitt, With Courage and Devotion: A History of Midwifery in New South Wales,
p.14.



111

Holden points out that the First Fleet was so ill prepared for the
women it carried that in addition to neglecting to provide midwives there
was no equipment suitable for use during confinements and no
materials for women or infants for the period following birth."® While the
Second Fleet carried women intending to work as midwives in the new
colony, in 1788 at the time of the landing of the First Fleet, childbirth in
New South Wales constituted an unavoidable occurrence whose
outcome was left very much to chance. The end result was that
maternity care was delivered by birth attendants who were ill-prepared
for the task, did not share a common vision regarding the social
conceptualization of midwives, and who stepped in to aid the “needy”
rather than to provide an identifiable community service.

The Convict Midwife

From 1788 until the early years of the twentieth century, the
culture of childbirth that developed among the non-indigenous
population in Australia emerged as an uncoordinated and inconsistent
response that was met, in part, by women of the convict class. Perrott,
referring to an employment schedule of convict women compiled from
correspondence by Governor King during the period 1800 to 1806, lists
three midwives and twenty-two hospital nurses.?’ In the muster of 1806
only three women were recorded as midwives; and of this number, two

were ex-convict women and the third was one who “came free”.?’
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One convict woman who became well known as a midwife was
Phoebe Norton. Phoebe was a convict on the First Fleet who had been
transported to Australia for petty theft. In the years after her arrival she is
reported to have assisted in the births of hundreds of babies and was
recorded in the Parramatta census of 1814 as ‘midwife’.? Another
woman, whose midwifery career began as a convict, was Margaret
Catchpole who arrived in Sydney in 1801 following a conviction for horse
stealing.?® Margaret possessed skills in nursing that she utilised in the
care of women during the lying-in period and she considered herself
fortunate to be assigned work in the household of the Commissary where
her abilities as a nurse and housekeeper were valued. As her reputation
as a midwife grew, she was called and recalled to attend upon middle
class women including those from prestigious pioneering families.?* The
convict backgrounds of the early midwives clearly did not preclude their
selection as childbirth attendants, even when their appointment was to the
Governor’'s house. Ann Reynolds, who arrived in Australia as Ann Willis
in 1791, attended Elizabeth MacQuarie, wife of Governor MacQuarie,

during her childbirth in 1814 in the capacity of maternity nurse and

assistant to the medical practitioner, William Redfern.?®
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The Moreton Bay settlement 1824

The Moreton Bay settlement began at ‘Red CIiff Point’ in
September 1824. The settlement was under the command of Lt. Henry
Miller whose directive was to set up a convict township that would
remain isolated from the general population and be constantly

1.2 There were

disciplined and controlled by military personne
approximately fifty-four people in the first party that arrived in Moreton
Bay of whom thirty were male convicts. The initial group of settlers to
Moreton Bay included wives, children and servants of military personnel
as well as a number of civilians who acted as expert advisers.?’

Two babies of European origin were born within the first weeks
of settlement at Redcliffe. The first of these is claimed to have been that
of Amity Thompson whose birth took place on 21 September 1824. The
second birth is reputed to have been that of Charles Miller, son of the
military commander.?® As no midwife accompanied the first party, it is
thought likely that wives of the military detachment assisted at the
births. Although Walter Scott acted as commissariat storekeeper and
surgeon, there is no indication that he became involved in the births.
While details of these births are scant, Patrick suggests that it is likely

that Amity Thompson would have been born in a tent or slab hut and

Charles Miller in the commandant’s prefabricated cottage.?
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Despite the efforts of this first party, the conditions at Redcliffe
presented obstacles that made the site less attractive than had first
seemed.*® Its situation exposed it to climatic elements that hindered the
growing of food and compromised safe anchorage. There was an
abundance of mosquitoes and a shortage of fresh water. The Aboriginal
people in close vicinity to the settlement were antagonistic and illness
amongst the convict group reduced the availability of labour. By
comparison, the banks of the Brisbane River offered a favourable
location with fresh water and lush vegetation. In the early months of
1825 the settlement was moved from Redcliffe to the area that
subsequently became the business district of Brisbane.

When female convicts arrived in Brisbane in 1827, convict
women acted as midwives at their confinements.’’ Those women
convicts, together with the wives and children of serving convicts, were
housed in a Female Factory that was situated at first on the site of the
present Brisbane Post Office in Queen Street and later at Eagle Farm.*?
The numbers of women housed at the Female Factory in the Moreton
Bay region did not reach those of the Parramatta Factory, nor did it gain
the same reputation as a lying-in facility. It was, however, associated
with recalcitrant inmates and harsh treatment that were features

attributed to the settlement as a whole.*
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The emergent role of midwife

Thornton, in her appraisal of midwifery services in Australia during
the period 1788 to 1920, identifies three categories of midwife. The first
type of midwifery practice was performed by the “accidental midwife” to
denote the impromptu and unready nature of the role.** These midwives
were plausible in the role of midwife by virtue of their maturity and parity
and they brought to the childbirth scene knowledge and skill gained from
experience of their own childbirth. Their practice as birth attendants took
place on either a regular or irregular basis, depending on their particular
circumstances. Harriet King was the mother of eight children and
manager of the family property of 3780 acres, but when her sister-in-law
was due to give birth she stayed in Parramatta with her for a protracted
period.®

The second category of midwife Thornton describes was the
“paid midwife”.*® This category had its origins in the Female Factory,
the first of which was built in Parramatta and completed in 1804.%” The
Female Factory constituted the first form of institutional childbirth in
Australia and was one of the first maternity institutions to employ a
permanent midwife. There were a number of Female Factories in
Australia, but the principal ones were located at Parramatta in New

South Wales and at Cascades in Hobart.*® The initial purpose of the
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Female Factory was to act as a house of correction where women were
employed in laundering or weaving until they could be assigned as
servants or were selected as wives.

Over time, the Factories held women who had been employed
but had been returned to the Factory through unsatisfactory conduct or
pregnancy or both and women who had committed a minor offence
since arriving in Australia.®® Thus, the Female Factory was a multi-
functional institution that was penitentiary, labour exchange, lying-in
premises and nursery and, to a lesser extent and for a shorter period,
an infant school. It seems that none of these functions was particularly
successful. The Factories were criticised for their failure to correct
offending behaviour in women and to ensure their compliance as
employees and were, at the same time, associated with high infant
mortality rates.*°

The Factory Midwife

The Factory midwife represents a prototype of the hospital midwife
in that she was employed by the government and took direction from the
medical practitioner. Although this group of midwives was not large, it set
an ideological precedent in terms of both the practice of midwives and the
way in which they were perceived. In 1807, the Parramatta Factory

recorded the employment of seven women as “hospital nurses” and three
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in the care of orphans.*’ The administrative role fulfilled by the Factory
superintendent or matron was acknowledged as one that was pivotal to
Factory management. The reward for the responsibility of the position was
reflected in the wage paid. In the late 1820s, the position of matron
attracted a salary of two hundred pounds a year, a sum fifty pounds
greater than that awarded the storekeeper and master-manufacturer.*?
By comparison, a non-convict midwife would be paid fifty pounds a year,
while a convict midwife could expect to receive nineteen pounds a year.43
When, in 1827, the matron of the Parramatta Factory elected to retire,
Governor Darling issued a directive to appoint two people in her place, a
matron and an assistant. At that time, 1828, the factory housed four
hundred and ninety persons and it was proposed that a permanent
midwife should be employed at a salary of twenty pounds a year. By the
end of the year, the factory hospital held forty-nine women and employed
six convicts as nurses to attend them.**

In 1838, Sir William Molesworth chaired a Select Committee of the
House of Commons that was convened for the purpose of reporting on
‘the nature and effects of the punishment of Transportation’.*®
Molesworth’s discussion of the assignment of convict women as servants
reveals the extended role of the female factory as a lying-in institution:

Assigned convict women, who are with child, are generally returned to
the factory when near their period of confinement; they are placed in a

41 P. Robinson, The Women of Botany Bay, p.108.
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separate class, intermediate between the punishment class and that of
the women who are waiting to be assigned. This class appears to be a
very numerous one, as, out of 590 females in the factory at Parramatta in
1836, 108 were nursing children; what portion of the remainder were
pregnant women is not stated; at the same time there were in the factory
136 children between the ages of one and three years, the illegitimate
children of convicts. The factory at Parramatta is, therefore, in reality a
lying-in hospital;...*

At its peak in July 1842, one thousand two hundred women were
contained in the Parramatta factory with a proportionate increase in the
number of infants and children.*’

The Nurse/Midwife

The third category of midwife was the “monthly nurse”, a title that
denotes a woman who received formal “training” as a midwife.*® It was
customary for that training to take place in a hospital and to extend over a
period of three months. The monthly nurse was then able to work as an
assistant to a medical practitioner and, as the term suggests, was usually
employed by the woman for a period of one month. The employment
would normally commence a week before the birth of the baby and
continue until three weeks after the event. While many “respectable
families” employed a monthly nurse, the less wealthy were dependent
upon the services of a local woman who was prepared to act in the
capacity of nurse or midwife.*®

Thornton does not elaborate on the type of “training” that the
monthly nurse might receive, but she refers to a letter written to the

Melbourne newspaper, Argus, in 1869 by a woman who, at the
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completion of a period of three months’ training as a monthly nurse, was
pleased with the level of competence she had achieved.”® It is likely that
this ‘training’ took place at the Melbourne Lying-In Hospital, which, in
1862, established a course of instruction that culminated in the award of
“ladies monthly nurse”.>’ McCalman points out that the monthly nurse
was regarded as a midwife and she earned this award after witnessing
one hundred instances of childbirth and “delivering babies under

°2 \Women who enrolled in this certificated course of

supervision.
instruction paid £8. 2s. 6d. for the privilege.>® But the numbers of trainees
were small, with only thirty-four women completing the course in the first
ten years of its establishment.>*

The monthly nurse role also existed in Brisbane. In August 1864,
an advertisement appeared in the Brisbane Courier that differentiated

between the role of nurse and monthly nurse. The advertisement read:

WANTED a NURSE GIRL; also, a MONTHLY NURSE. None but
competent persons need apply.>®

There was no formal training in place for midwives in Queensland at this
time, but the phrasing of the advertisement suggests a communal
understanding of the role of monthly nurse and anticipation that applicants
would be aware of what was expected of them. The advertisement also

implies that the nurse, whose qualification for the post required no more
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than adolescence and the female gender, was an occupation that might
be filled by the relatively unskilled. However, the monthly nurse seems to
have fallen within the construct of a specific occupation located within the
classification of a trade. This was in keeping with LIGHTERS for the Town
Hal, a WHEELWRIGHT for a “Blacksmithy” and the occupation of
“GENERAL SERVANT”.*°

Donnison emphasises that, while the monthly nurse role was a
feature of childbirth culture in Britain since at least the time of Henry VIIl, a
clear distinction was drawn between the role of the monthly nurse and
that of the midwife, with the monthly nurse holding a far less prestigious
position so that, according to Donnison, in seventeenth century Britain,
the monthly nurse was employed:

...to perform the more menial tasks during the birth, and to nurse the
mother and infant for the following month.>’

Accordingly, whereas in Britain and Europe the role of the midwife existed
as a clearly defined and firmly anchored social function that had matured
over time, in Australia it developed in an unsystematic form where an
assortment of women took on the practice. Despite the lack of clarity in
relation to the structure of the midwife role and the functions that lay
midwives performed, they were the most likely people to be called upon

by women in childbirth.
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Social representations of the lay midwife

The role of the midwife carried with it two conflicting impressions of
midwives. Midwives are portrayed either as clean and caring women who
made a positive contribution to the lying-in process or they are reviled as
perpetrators of maternal and infant death. These divergent viewpoints are
reflected in depictions of nineteenth century midwifery practice. The first
appears as part of a discussion by Teale in 1978 in her exploration of the
role women played as wives and mothers in Australia during the
nineteenth century:

Those women whose husbands were not so well off remained at the mercy
of the local mid-wife, the proverbial Mrs Gamp, who was usually totally
untrained...Such women had no conception of surgical cleanliness; they
sometimes transmitted puerperal fever; they could through ignorance,
strangle the child or cause its death by improper feeding; and their
attempts to tie the umbilical cord or remove the placenta made maternal
death from ‘rupture of the uterus’ a frequent autopsy finding.*®

Williamson rebuts this portrayal, saying that it is a biased perspective
derived from medical discourse.>® She argues that while some midwives
were poor practitioners they were, “no more incompetent or ignorant
than were doctors themselves”.®® In support of her stand, Williamson
draws upon later studies that, she believes, are more enlightened and
more accurate. As Williamson points out, deaths from puerperal fever
were as much a problem to the medical practitioner as to the midwife,
but what is often forgotten is that the conditions in which the pregnant or

newly confined woman lived were not conducive to healthy women or to

a good pregnancy outcome.
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Williamson contends that, rather than midwifery practice being the
cause of maternal and infant mortality, other factors such as increased
risks associated with multiparity, inadequate knowledge of the
physiology of childbearing, and the lack of public health, played a part.®’
She maintains that the risks inherent in childbearing, unsophisticated
medical practice and poor standards of public hygiene were less
frequently linked with deaths in childbirth than was the practice of
midwifery by women. Refuting damaging claims against midwives on
the grounds that puerperal infection was not much alleviated until
antibiotic therapy was introduced in the 1930s, Williamson cites a
doctoral study by Thame to support her argument.®?

Thame, in identifying the factors that contributed most significantly
to the high maternal mortality rate in New South Wales during the period
1900-1940, found three principal causes of maternal death. The first was
the prohibitive costs of employing either midwife or medical practitioner
that led to reluctance on the part of the woman to obtain appropriate
expertise for her confinement. Second, poor obstetric training inhibited the
ability of medical practitioners to meet the challenge that childbirth often
presented. Third, these factors combined with the inability of midwives to
use instruments or administer an anaesthetic to solve a problem that only
became manifest during childbirth.®®

Williamson gives as a demonstration of the expertise exhibited by

midwives during this time, the career of Mary Kirkpatrick who worked as a
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midwife in the Kempsey district of New South Wales from the late 1890s
to the 1930s. It is not altogether clear which sources Williamson has
accessed to construct her account, but it appears that some are based on
interviews with Mary Kirkpatrick’s granddaughters and in cooperation with
them and Mary Kirkpatrick’s grandson.®* Mary Kirkpatrick is cast as an
accomplished midwife who held high standards of cleanliness and
possessed considerable skill. Williamson draws on an example whereby
a set of twins was born. The first died and the second was in a poor
state. All but Mary Kirkpatrick had given up hope that the child would live,
but she used her initiative and knowledge to treat the infant. Wrapping
him in heated clothing and placing him in the warm oven of a fuel stove,
Mary Kirkpatrick is reputed to have saved the infant’s life.®®

Vindication of midwives practising in the years prior to registration
receives support from southern New South Wales.®® A compilation of
stories of childbirth in the Glenroy district has been constructed from
memories either of relative of midwives who have provided oral
accounts, or from the diaries of midwives or their relatives. The
accounts depict the midwife role in positive terms and position it as a
respected social function. One midwife, Mary Cobden, recorded in her
diary a total of ninety-one births during the period 1900 to 1923,
including a number of twins.®” The mother of eleven children, Mary
Cobden’s work as a midwife involved her in general household chores

for a period of time after the baby had been born. She also acted as
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nurse to the dying and mortician to the recently deceased. It was a
period when midwives travelled to their “cases” on horseback or by
horse and buggy, some journeying distances of up to fifty miles. These
testimonies, that now act to support the work of lay midwives, were
neither visible nor audible in the nineteenth and early twentieth
centuries. Midwives and childbearing women comprised a silent
majority that was powerless to defend itself against criticism from
outside or to participate in the forging of policies that would determine
the way in which women would birth and midwives would practice.

A feature of the work of lay midwives in Australia during the study
period was their popularity with women. While it is unclear whether that
popularity was based on preference or necessity, it was a custom
deplored by many medical men. Nisbet, a medical practitioner from
Townsville, claimed that of the five hundred and three births registered in
the Townsville area in 1890, midwives alone attended seventy-three
percent. Nisbet clearly abhorred this practice, complaining in 1891 that:

There is in Queensland, an extraordinary desire among women of the
lower classes to dispense with medical assistance in their confinements,
preferring to place their own lives and those of their unborn children
unreservedly in the hands of any woman with enough self-confidence to
undertaken the risk.®®

Nisbet's observation does not take into account the large numbers of
working class women who made up the female majority in Australia. Nor
does it acknowledge the limited choice available to women of this more
impoverished class. The concept of childbirth being “women’s business”

appears to have held more sway amongst working class women who
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were, as a consequence of both attitude and financial means, more likely
to be attended by an untrained midwife.

In 1904, the Royal Commission on the Decline of the Birth-Rate
and on the Mortality of Infants in New South Wales heard that, of the
1,923 women who recorded their occupation as midwife on the New
South Wales census of 1901, approximately 200 had undertaken a
course of training, rendering in excess of 1,700 untrained.®® In Victoria
in 1908, the situation was perceived much the same with one medical
practitioner commenting that:

During a discussion on ‘Midwifery Nursing’ which took place some
years ago before the Medical Society of Victoria, it was pointed out that
not more than two-thirds of the mothers in this State were attended by
medical men.””®

In the same article, the argument was put that in Victoria in 1908 it was

lamented that over one third of all births in the state were attended by

midwives, a figure estimated to represent approximately ten thousand

women. The writer was unsure, in this case, whether women were
» 71

attended by untrained midwives, “...from choice or necessity”.

The lay midwife in Queensland

In Queensland as in other parts of Australia throughout the
nineteenth century, the term “midwife” was, with few exceptions,
attributed to women who acted as childbirth attendants by virtue of
having fulfiled that role on previous occasions. Primary sources

suggest that the term "midwife” was applied loosely to any woman who

69 RCDBR, Vol. |, p.32 (114).

70 Anon. “The Registration of Midwives”, Intercolonial Medical Journal, (Nov. 20,
1909), p.573.

71 Ibid.



126

habitually attended another during their confinement. Indeed, the title
“‘midwife” carried no real distinction from that of “nurse” in many
accounts, although those practitioners who had made a lifetime work of
caring for women in labour might be accorded or adopt the title of
“midwife”.

In some communities in Queensland, the midwife was portrayed
as an indispensable social asset whose skill and competency were
highly valued. In others, the midwife was simply a necessity without
which the woman would have to birth alone or with the help of her
husband. In most cases, the midwife relied upon rudimentary
knowledge of the processes of childbirth and midwifery practice was
unsupported by established frameworks. It was a practice that took
place behind the closed door or tent flap and without benefit of an
accompanying structure that delineated the midwifery role. Therefore,
the “midwife” might be a woman neighbour called in when the birth of
the child was imminent or a woman relative who had agreed to take on
the confinement duties. In these circumstances, the midwife did not
receive formal remuneration for her assistance.

Conversely, midwifery might be the gainful employment of a
woman who had acquired knowledge and skill of childbirth through
repeated attendance on women.” In this case, it was customary for the
midwife to attend upon the woman during the birth and in the days or

weeks that followed. Some took over the domestic work until the
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woman was able to resume her household management. Others put
aside a room or rooms in their own homes where the confinement
would take place and where mother and baby would remain until they
were ready to return home. These lying-in facilities existed sometimes
with support from local doctors, while other midwives were employed in
small lying-in facilities as the assistants of medical practitioners.”* The
dire need for women to act as midwives is sometimes overlooked, but in
rural areas where there were many miles between homesteads, these
women fulfilled a significant role in the community.”® In many instances,
the closest medical practitioner could be reached only after a day’s ride
by horseback. In these circumstances, the willingness of a woman to
act as midwife and the skill with which she performed that role could
mean the difference between life and death.

Accounts relating to nineteenth and early twentieth century midwives
predominantly rely on the memories of others. Midwives did not write
about themselves. Therefore, any insight into the work of midwives and
their social role is dependent upon stories about them that derive from an
oral tradition in which history is passed down by word of mouth. These
memories often emphasise the respect and affection with which the
midwife and her work were recalled.”® Midwives are attributed with
assisting large numbers of infants into the world despite the difficulties
they might encounter in reaching the birth venue. These representations

anchor the role of midwife as an informal birth attendant who was known
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in the local community to be available to meet the need as and when it
arose. The following passage, contained in a compilation of stories
published by the Queensland Women’s Historical Association, illuminates
the social connotations of the midwife role:

In most instances the nurse was a relative or neighbour who had little or no
formal training, but had learned the skills of midwifery and bush nursing
through experience — practice and the guidance of an older woman. Often
they were the only help at hand. The doctor, if there was one within a
days-ride, seldom arrived in time, and then departed to tend another
patient after a few hours.”’

The number of births assisted by lay midwives was considerable.
Elizabeth Ranson, who is described as a “district midwife”, lived and
worked in the Woodford area and is reputed to have acted as accoucheur
in at least one hundred births during the 1880s.”® Another midwife, Susan
Raverty, is said to have been asked to work as a nurse and midwife for
the district of Nanango after she had received six weeks training in the
Nanango Hospital during the early 1900s. Susan was the midwife to over
two hundred and forty babies.” Mary Mackenzie, who arrived in Brisbane
from Scotland in 1900, is reported to have spent long hours travelling on
horseback, often at night, irrespective of the weather, in order to deliver
babies. Mary Mackenzie was fondly remembered as, “the midwife who
delivered us all”.*®°

Another historical society that has concentrated its efforts on the

work of women in its community is the Rockhampton and District

Historical Society. In a talk given to the Society in 1977, Mary Bradford
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drew a verbal picture of the lives of women in Rockhampton in 1900.
Mary Bradford’s synopsis of midwives is illuminating and consistent with
concept that the midwife played an essential role as a member of the
community in which she lived:

Nurse Polly Birrell had a Private Maternity Home near the corner of Talford
and Archer Streets. She was helped by her mother as cook and sister
Lizzie who looked after the babies. Doctor Parry was often called on to
attend at night, when he would ride his bicycle if he thought there was
urgent need of him. If not, he walked from his home in Denison Street.®'

Although the midwife managed a lying-in facility she is accorded the title
of nurse. She has some immediate female family members to assist her,
but, as nurse/midwife, is the central figure. The medical practitioner, on
the other hand, is depicted as a somewhat remote and transient figure
that attends by request and is a visitor to the scene. This portrayal of the
midwife is consistent with the findings of the Queensland Women’s
Historical Association, which depicts the midwife under the title of nurse
and as a versatile and important member of society:

Many of these nurses lived with the family for as long as they were needed
and took over all the domestic tasks. Some actually provided a type of
hospital care with a room or two within their own homes and which was set
aside for mothers and babies. %

A narration by Agnes Little, published in 1992 and devoted to her life in
the Mount Molloy township, throws light on the hardships with which some
women were confronted. Agnes, whose birth in August 1912 was

attended by her grandmother,®® draws on family memories to describe the
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lives of women in the Mount Molloy area in the 1890s. Agnes recalled
that:

As was the custom in those hard days, many teamsters took their wives
— and brides — and families with them as they travelled the long rough
dusty roads. Children were born under the wagons, and some died by
the roadside. My mother had two miscarriages on this road.®

Agnes goes on to describe the death of her mother’s friend in childbirth:

My mother’s friend, Mrs. Mathieson, who was travelling the road with her
and her husband, died in childbirth under the back of the bullock wagon
on the Little Mitchell River. My half-brother, Billy Lee, rode for the midwife
when Mrs. Mathieson took ill. He road fast the seventeen miles to
Mareeba leading a saddle horse for the midwife, Mrs. Minogue. But by
the time they arrived back at the camp, Mrs. Mathieson was dead. ...

When my mother was going to have her baby, she thought she may die
too. She was living in Kingsborough and Willie had to ride the thirty miles
to Mareeba to fetch the midwife, Mrs. Minogue.®®

Agnes’ accounts underscore the spontaneity of birth and conditions
prohibitive of forward planning and obtaining early assistance. The
unpredictability of childbirth was compounded by distances between
communities and also by a scarcity of midwives.

A significant characteristic of the work of women birth attendants
was the relatively obscure nature of their work. That obscurity relates both
to the actual functions they performed and the lack of surveillance to
which those functions might be subjected. There was no way of knowing
what was going on in the birth room and whether or not the midwife’s
actions were conducive to safe childbirth and a healthy neonate.®® As a
consequence, the hidden arena of childbirth and the concomitant
impossibility of monitoring the work of midwives represented disturbing

factors to the medical profession and the state in their efforts to combat
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loss of maternal and infant life. The preference women showed for
relatives, friends, or neighbours to attend them in labour rather than
medical men was compounded by a limitation of facilities especially in
rural areas and prohibitive distances between homesteads. The result
was a disjointed and unsystematic response to a pressing need that was
met by a variety of people, the vast majority of whom were women who
were devoid of any formal training and whose principal attribute was their
gender.

The hidden arena of childbirth

The testimonies submitted at Inquests into the deaths of mothers or
infants offer insight into the actual work of midwives in Queensland during
the study period and to the difficulties of surveillance that came to be
connected with their practice. In the following accounts, childbirth
emerges as an event for which women often did not prepare. Whether
that lack of provision was due to naivety, ignorance, irresponsibility, or the
consequence of absence of facilities, is unclear. What is apparent is that
a high incidence of deaths occurred in childbirths that took place when
labour and birthing was un-catered for and an estimation of the true cause
of death was almost impossible when childbirth occurred in a community
setting.

The accounts highlight certain characteristics of childbirth in
Queensland that tended to represent commonalities in childbirth culture.
First, the midwife relative, who was often the mother or mother-in-law and
who sometimes practised in conjunction with a local woman who acted as

midwife, was a strong feature of midwifery practice. Second, in the
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absence of a relative, a friend or a neighbour often fulfilled the midwife
role on an ad hoc basis. Third, the home as a birth venue lent itself to
secrecy and concealment. The notion that the midwife learned through
something of an apprenticeship system under “the guidance of an older
woman”®’ is not reinforced by the formal testimonies that support this
thesis.

While there are some similarities between the role of the lay midwife
in Queensland and the “handywoman” role that existed in Britain until the
1930s, there is no evidence to suggest that an experienced childbirth
attendant mentored the lay midwife. The handywoman role was one in
which a local woman would act as midwife and nurse caring for the well
woman in childbirth as well as the sick and the dying.2® These women are
portrayed as well respected and skilled and they were the women people
turned to at time of need.? The attraction of the handywoman in Britain
has been linked to poverty among the working and destitute classes and
the prohibitive cost of calling in a medical practitioner.®® The handywoman
was also valued for the domestic chores she was prepared and able to
undertake. These were factors that were present to a greater or lesser
extent in the accounts of childbirth in Queensland.

It is feasible that, when lay midwifery practice was transformed into a
trained midwifery nurse role, the exemplar upon which the enterprise was

modelled was that of the monthly nurse. The purpose in so doing was to
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remove from society the multifaceted lay midwife/handywoman and to
replace her with a predictable worker who accepted without question the
medical ethos that underpinned her training. The alternative was to
sanction the independence associated with the work of lay midwives who
were free to function outside the parameters of medical thought and
without deference to medical opinion.

The following six accounts illuminate the lay midwifery role, as it
existed in Queensland during the period 1868 to 1895. Details of these
deaths appear in Appendix Three. The accounts serve to support the
assertion that great reliance was placed upon women in the local
community to act as childbirth attendants and that such dependence was
not necessarily associated with previous training or experience as a
midwife. The accounts have been chosen for the insight they provide in
demonstrating the ways in which childbirth was facilitated or managed by
women who adopted the role of midwife.

The neighbour as midwife: the infant of Mrs. Pillow

The role of neighbour as midwife was one that was taken to the
extreme in Roma in 1868.°' On the 21 of August 1868, a Magisterial
Inquiry was held in Roma into the death of the infant of a woman identified
only as Mrs. Pillow. Anne Dunn relays the circumstances in which she
became introduced to this woman and the reasons that led her
subsequently to agree to take the woman in for the night:

| am a married woman. | live in the town of Roma in a tarpaulin tent. On
the evening of the twentieth of August last a woman came to my tent in
company with another young woman. | don’t know this woman’s name.
She told me she lived at Mr. Plowman’s. The first woman who gave me

91 QSA, Justice Department, JUS/N19 68/170
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the name of Masie said to the other. She then asked me if she could
stop in my place. | asked her if she was the servant who lived at Mr.
Clunes, she said yes. | told her that my tent was very small and that |
could not allow her to stop there. She then said she would be much
obliged if | would let her stop for the night and that she would telegraph
her husband. She said her husband’s name was Pillow. | then told her
she could stop for that night.

At about three o'clock in the morning, Anne Dunn was awakened. It
seems that she had some idea that Mrs. Pillow was pregnant as her
ensuing account suggests:

| awoke during the night and heard Mrs. Pillow moving about. | asked
what was up with her and if she was in labor (sic). She said, “No | have
two months to go.” Mrs. Pillow was some time after this fidgeting and
moving in her bed. | don’t know how long she remained in this state, |
can’t guess. | then saw Mrs. Pillow outside her bed. | said, “My good
woman, you must be sick.” She said, “ | think  am.”

Anne Dunn left immediately to get a local woman to assist her. She does
not provide details of the woman’s ability or the reason behind her
selection. It seems, from the woman’s statement, that she was no
stranger to confinements. When they arrived back at the tent about ten
minutes later there was a light in the tent and they saw Mrs. Pillow on her
knees beside the bed. Anne Dunn asked Mrs. Pillow how she was, but
received no answer. Anne Dunn stated that a further ten minutes or so
elapsed before she suggested to Mrs. Pillow that she move from that
position at which time Mrs. Pillow informed them that the child had been
born.

From the swollen appearance of the baby, Anne Dunn believed at
first that the child was dead. She wrapped it up and after a while it began
to scream. She gave the baby to its mother and went outside to boil
some coffee where she remained for hour or so. Anne Dunn stated that

when she returned to the tent, Mrs. Pillow told her that the baby was



135

dead. Anne Dunn looked at the baby and found it to be dead and quite
cold. She then went to Mr. Clunes and told him that his servant had
caused her a “good deal of trouble”. Mr. Clunes said that Mrs. Pillow was
no longer in his employ and he suggested to Anne Dunn that she should
report the night’s occurrence to the police. When the medical practitioner,
Charles Moran, examined the body of the infant he was satisfied that the
baby girl had died from natural causes as a result of protracted labour.
Mrs. Pillow was not required to submit a statement and the true
circumstances of her situation are unknown. It seems unlikely that she
was married and living away from her husband as a servant. It is more
likely that she was pregnant and without support. Perhaps she had
recently been turned out from her position with Mr. Clunes and was left
to seek charity from a comparative stranger. It appears that she was
surprised by the early date of her confinement, but it may be that she
was naive or that the confinement was premature. Perhaps her labour
had already commenced and she knew nothing of what to expect. If, as
the medical evidence suggests, the labour was protracted, it is feasible
that Mrs. Pillow was in labour for a considerable period of time before
she gave birth. Whatever her reason for leaving things to chance, her
circumstances put the onus on strangers to provide for her.

Relatives and neighbours as midwives: the infant of Susan Gardner

Unlike Mrs. Pillow, Susan Gardner, unmarried, had a strong source
of support in her mother, Mary Ann Gardner. When Susan Gardner of
Dalby went into labour in 1873, her mother asked if she would like to have

a doctor to attend her. Susan declined, saying that she “would rather
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have a woman”.®> Mary Gardner called across to her neighbour and
asked her to look after Susan while she went for a local woman who she
knew acted as nurse during confinements. The nurse was unavailable,
so Mary Gardner and her neighbour, Sarah Freestone, acted as midwives
to Susan. Mary Gardner explained that everything went well until
between one and two in the morning. The baby’s head was born and
then:

...my daughter’s pains left her — | did my best to get the baby born. It was
some eight minutes from the time the head appeared until the baby was
born. After the baby was born | thought | saw it gasp, but it did not cry out.
| did my best to bring the deceased too but | did not succeed.

Despite the efforts of Mary Gardner and Sarah Freestone, the baby did
not live. The words of Sarah Freestone suggest the despair that
accompanied their futile attempts to resuscitate the infant and emphasise
the limited means the impromptu midwife had at her disposal:

| assisted Mrs. Gardner in doing everything we could think of to make the
baby breathe but without any effect.

The official verdict of the Magisterial Inquiry was that the baby died as a
result of “...pressure upon the umbilical cord from delay in the second
stage of labour”. On this occasion, there was no evidence recorded from
a medical practitioner, but the magistrate followed his signature with the
initials, “MD. JP.” which suggests he was both a doctor of medicine and a
Justice of the Peace.
Rosie Bray

The combination of relative and neighbour was also a feature of the

confinement of Rosie Bray who lived in Mount Morgan, near
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Rockhampton.”® On 15" June 1895, Rosie Bray went into labour
prematurely. There are no details of the birth itself but it seems she was
alone with her husband’s sister at that time. After the birth a local woman
and a doctor were called for, but only the neighbour, Mrs. Newton, was
able to attend. Patrick Bray, husband of Rosie and father of the child,
outlines the circumstances of Rosie’s confinement:

...I am a laborer (sic) residing at Hamilton Creek. | remember Saturday
the 15" of this month. | left my camp about 8 am that day and went up
Brays gully woodcutting leaving my sister Bridget and Rosie an aboriginal
who lives with me as my wife at home. Rosie was unwell when | left. She
complained of a toothache. She was with child but did not expect it to be
born for a couple of months. About 10 o’clock that day | received a
message from my sister Bridget telling me my wife was ill. | came home
and found my wife had given birth to a female child. | went and brought a
Mrs. Newton to my place who lives near me. She attended to my wife and
child.

On account of the condition of the child | came to Mount Morgan for a
doctor. | saw Dr. MacKenzie but he could not come with me. | went home
without him and the child was the same way when | returned and she died
about 10 o’clock that night. | reported the matter to the police and obtained
a Magistrates Order for the burial of the child. The child was weakly from
birth and was about a seven or eight months child. | buried the child on the
16" Inst. My mother also attended to the child. Mrs. Newton as soon as
she saw the child told me she did not think it would live as it was born
before its time.

The evidence of Rebecca Newton supports Patrick Bray’s account. There
is no further information about Mrs. Newton but unlike the statements of
Patrick and his mother that were acknowledged with a mark, Rebecca
Newton’s signature was firm and legible. She testified:

I am the wife of Wiliam Henry Newton and reside with my husband at
Hamilton Creek. | know the last witness and Rosie an aboriginal who lives
with him. | remember the 15" of this month. He came to my place about
11 o’clock that day. He told me Rosie had a baby. | went to his camp and
saw the baby. | washed and dressed it. | did what | could for mother and
child. The child was very weakly and appeared to me to be an eight
months child. | did not expect it to live and | told the father it would not live.
I left and next morning saw the child again it was then dead. | advised the

93 QSA, Justice Department, JUS/N233 193/1895.
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father as soon as | saw the child to get a doctor as it was in convulsions. |
am sure a doctor could not save its life if there was one present.

Mrs. Newton makes a number of points that are of particular interest.
First, she states that she washed and dressed the baby. This act appears
in other cases as a ritual that the birth attendant performed soon after
birth irrespective of the condition of the child. Although Rosie’s infant was
clearly unwell the cleansing and wrapping of its body was completed.
Second, Mrs. Newton exhibits confidence in assessing the child and in
advising medical aid. This confidence may have come from her status in
the community, or from her familiarity with the midwife role, or perhaps
both.

Another person involved in Rosie’s postpartum care was her
mother-in-law, Mary Bray. Mary was a nurse who routinely attended
women during confinements. She returned from Mount Morgan just after
the baby had been born. She realised its fragile state and recognised that
it was suffering convulsions. In her statement, Mary said that although
she had not expected the infant to live she did everything she could for it.
Mary Bray extended her nursing role to baptism of the infant, her
grandchild, who died about 10 p.m. that night.

The nurse-midwife: the infant of Catherine Rawcliffe

On the 18" December 1876, an Inquest was held in Toowoomba
into the death of a female infant born to Catherine Rawcliffe.** The issue
here was that the baby had been reported to be stillborn, but this finding
was in contrast to that of the medical practitioner who conducted the post

mortem. Isabella Head, a woman who claimed to have thirty-five years’

94 QSA, Justice Department, JUS/N51 76/336.



139

experience as a midwife, had attended the birth. She noted her
occupation as “nurse” and signed her name with a cross. According to
her statement, she arrived at the house in Herries Street about ten
minutes before the child was born. Mrs. Head recalled:

The child when born was dead. It was well up to its time. The child never
moved, had no symptoms of living. The child was delivered in the usual
way and the mother did not seem to suffer much. | washed it and dressed
it. | cut and tied the cord. | put a napkin on, we always do that. The child
had no motion while | had anything to do with it.
Despite the evidence of the midwife, the medical practitioner who had
been appointed by police to examine the body of the child was adamant
that the baby had been alive and that the infant might have been saved
had a medical practitioner been in attendance. The medical practitioner,
William Armstrong, contested the midwife’s claim, stating that:
I made an external examination of it and could see no mark of violence.
Upon looking at the cord | found it had been cut and tied in the usual
manner when children are born alive. It seems to have been washed and
dressed as usual with living children and on examination find (sic) that the
child had a motion on the napkin. There were also marks of external blood
upon the cord. From these circumstances | am under the impression the
child was born alive. If a medical man had been called in probably the
child’s life might have been saved.
The implication is clearly that the midwife was in error, but it is difficult to
image how such a mistake could be possible. On the one hand, the claim
is made that the infant was stillborn and had probably been dead for a
number of hours prior to birth. On the other hand, the infant is not only
supposed to have been born alive, but it is claimed that his life was
jeopardised by failure to procure the services of a medical practitioner.
The midwife was adamant that as far as she was able to ascertain, the

baby had been born dead. Not only was she sure of this, but she
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maintained that, by her estimation, the baby had been dead for about
twelve hours before it was born.

In circumstances where, in the absence of a medical practitioner,
childbirth resulted in the death of the infant, there was clearly room for
doubt regarding the cause of death. At the same time, the small numbers
of medical practitioners in comparison with lay midwives, the sheer size of
the state and the sparsity of its population, all contributed to the invisibility
of childbirth. The difficulty in determining the accountability of those who
attended childbirth was to become the focus of criticism by those
concerned with promoting the population by increasing birth rates.

Amy Dagg

The broad parameters of midwifery practice whereby the midwife
extends her role to accommodate the needs of the individual mother and
infant she attends was often a feature of lay midwifery. On the 25" June
1895, at Oakley Flat, Caboolture, Amy Dagg gave birth to a premature
baby who died soon after.”> The midwife, Norah Talty, explained her role
in the birth:

| acted as nurse at the birth of the deceased infant which took place on the
twenty-fifth instant at about four o’clock p.m. Mrs. Donovan the
grandmother of the deceased sent a message to me on the twenty-fifth
instant and requested me to go to her place which is about two miles from
my place. | went there at about 3.30 p.m. same date. Mrs. Donovan said
my daughter is in labor. | then examined her and discovered that she was
about to be delivered of a child and | remained with her attended to her
until the child was born about half an hour after my arrival.

Mrs. Talty assigned her mark to the above statement that indicates that
she was not a literate person and yet her statement suggests that she had

achieved a level of expertise as midwife albeit at a practical rather than
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theoretical level. Doing their best within the limitations of their knowledge,
many women who acted as midwives to family or friends were already
disadvantaged so that if the birth became complicated, they were often
bereft of the means to alter the course of events. Mrs. Talty went on to
state:
| have on several occasions nursed women in their confinement. When
the child was being born | discovered that the navelstring was round the
neck which | removed immediately. The child cried out a little after its birth
and appeared very weak. | washed and dressed it as soon as possible
after the birth and nursed it for about an hour and gave it some brandy and
water, but it did not appear to be able to swallow any of it. | then put it into
bed with its mother. It was then warm. | remained at Mrs. Donovan’s until

about six o’clock p.m. and then | left for home. Before leaving | saw the
baby it was then alive but | concluded that it could not live.

Here, the midwife has identified herself as one who is accustomed to
attending women in childbirth and she demonstrates an understanding of
the implications that an umbilical cord so positioned might have. As Mrs.
Talty recalled, she spent some time with the baby about whom she was
clearly concerned. She was limited in both her treatment options for the
child and in the scope of her diagnostic powers, although neither of these
failings can be condemned given the lack of training opportunities in 1895.

When Mrs. Talty revisited the home the following day, she found the
baby dead. In her evidence, Mrs. Talty expained that:

| went up to Mrs. Donovan’s the following morning to see the child and to
attend on it. Mrs. Donovan informed me that the child died the previous
night. | then examined the child and found it dressed and lying in bed just
as | had left it the previous evening. From my experience of infants | am
certain the child had not come to its proper time. In my opinion it was a six
month child...As a rule seven months children live but | have never heard
of a six months child living.

The difficulties of surveillance in the home are once again apparent from
this account. The word of the midwife must stand as the only independent

witness against infanticide and yet the practice of the midwife must also
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receive scrutiny as a potential source of mistreatment leading to death.
In this instance, it is likely that the baby was indeed premature and unable
to suckle. Its chances of survival in the late nineteenth century were small,
regardless of the place of birth or the skills of the carer. Yet, the potential
for unlawful practices leading to reductions in birth rates was always
present as the following and final account demonstrates. The final
account is indicative of the conditions that prevailed in the childbirth
culture of rural Queensland.
Julia Degen

The account begins with evidence submitted by Julia at Northbrook
Creek on the 5" day of August 1895 and it is included here at length for
its usefulness in highlighting the reproductive lives of women and the
attitudes they held towards childbearing. Julia Degen was twenty-nine
years old when she made her statement:

| am the wife of Christian Degen. | am separated from my husband. |
am living with Rudolph Kucks, farmer, Kipper Creek and have been for
the last eleven years. | am the mother of the deceased female child the
subject of this enquiry. | have been the mother of ten children, three of
which are alive one of whom are by my husband. The other two are by
Rudolph Kucks. When | came to live with Rudolph Kucks there was a
child born soon after. My husband was the father of that child. It lived
four months and a half. There was no doctor present but | had a
professional nurse in attendance. | shewed it to a doctor at Ravenswood
Junction where | was then living — the doctor said it died from natural
causes.

The matter-of-fact attitude with which Julia Degen alludes to her frequent
pregnancies and the deaths of infants she suffered illustrate the attitude
towards childbirth attributed to working class families. Although not yet

thirty years of age, Julia had already lived probably sixteen years of fertile



143

life and had borne ten children. Julia went on to recall:

The next child was born at the residence of my father Carl Stankey,
Glamorgan Vale — my mother acted as nurse — she having attended other
women during confinement. There was no doctor present, the child was
stillborn — | do not know whether it was registered or reported to the Police
— | do not know the cause of death.

Here, Julia demonstrates the normality of being attended by a midwife
relative in the absence of a medical practitioner. Her casual reference
to her stillborn infant underscores an inevitability borne of acceptance
and reveals something of the complexities in differentiating between
stillbirths and live births whose deaths were contrived. Julia continued:

My third child that died was born at Kipper Creek. | had no nurse at all.
| attended upon myself. My fourth child that died was born at my father’s
residence, Glamorgan Vale — my mother being the nurse. The child died
about an hour and a half after birth — there was no doctor present. The
death was reported to the Wivenhoe Police — and an inquiry held. | do
not know the cause of death of that child. My fifth child that died was
born at the residence of Jacob Schey, Silkstone, near Ipswich. Mrs.
Holmes, professional nurse, being in attendance. There was no doctor
present. The child lived about ten minutes. | had also a miscarriage at
my father’s residence. My mother attended on me — | do not know if
Mrs. Holmes wanted to send for a doctor for the child that died at
Silkstone. | never heard she did want to send for a doctor. The death of
the child was registered at Ipswich by Rudolph Kucks or by the Ipswich
Cemetery Sexton — | never hear of Jacob Schey or any other person
having reported the death to the Ipswich Police...

I never consulted a doctor as to the cause of death of my several
children, the Ravenswood death excepted. Rudolph Kucks never did
consult a doctor either, as our means would not permit of it. | am a
strong healthy woman and | have never been sick since | was a girl and |
am now twenty-nine years of age.

Julia Degen’s final statement regarding her health would seem to
contradict her childbirth history; she certainly had poor luck bearing and
rearing children. However, according to Julia, each infant was assessed
as being frail from the time of birth and in two cases, was pronounced

premature, or to have been “born before its time”.
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The accounts support the view that childbirth was, for the most
part, an unrecorded and uncontrolled event that took place in relative
privacy and with little exposure to outside influences. In these
circumstances, it would have been difficult to place any accurate figure
on the numbers of babies born or the frequency of deaths in infancy. It
was incumbent upon a close relative, usually the father of the child, to
register a birth or a death. In rural areas in particular, where there were
few medical practitioners available to certify the cause of death, it is
likely that a proportion of infant deaths went unreported.

The testimonies relating to childbirth in rural areas suggest that the
process of giving birth was viewed as a normal part of life that did not
routinely include the presence of a medical practitioner. It was only when
complications were apparent that a doctor might be summoned. In the
usual course of events, the people who were essential to the process
were women who, as relatives or midwives or both, had a distinct function
to fulfil as assistants to the “labouring” woman. Whether these assistants
were resident with the women or were called in immediately before or
after the time of birth, there were specific tasks that they performed.
Integral to their role were vaginal examinations to assess the progress of
labour and the implementation of measures to rectify situations that might
be life threatening to the infant such as when the umbilical cord was
wrapped around the neck of the infant.

The accounts demonstrate that women who were called upon to act
as midwives for the most part performed the task to the best of their

abilities. Within the scope of their skill and experience, they sought to
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facilitate the birth and to aid the recovery of mother and baby. It was only
when childbirth ended in death, that midwives’ lack of clinical acumen
became a focus of attention. Perhaps a phrase that most aptly sums up
the contribution made by lay midwives in rural Queensland prior to the
implementation of reforms, is one found on the headstone of Mrs. Janet
O’Connor whose contribution to the women and children of her local
community was acknowledged in the words, “She did what she could.”*®
Taking into account the diverse nature of childbirth, the extreme
conditions in which childbirth took place, the distance involved in travelling
to the birth, and the absence of other options, this phrase aptly
summarises the role of lay midwives in Queensland.

But there came a point in the social and political development of
Queensland, and elsewhere in Australia and overseas, when it was not
enough for lay midwives to do what they could. By the early twentieth
century, the majority of developed societies had identified the need to
reform childbirth practices and to make attempts to stem the associated
loss of life.” Contributing factors to this decision were the ascendancy of
the medical profession in the culture of childbirth and the loss of maternal
and infant life. The following chapter deals with the first of these factors in
addressing the increasing presence of medical practitioner in childbirth.
Conclusion

As this chapter has shown, the emergent role of midwife in Australia

was influenced and to some extent determined by the lack of provision for

96 QWHA, p.4.

97 M. Tew, Safer Childbirth? A Critical History of Maternity Care 2" edition, pp.52-56.
See also, J. Alexander, “Midwifery Graduates in the United Kingdom”. In T. Murphy-
Black (ed) Issues in Midwifery, pp.21-175.
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childbirth in the new colony. The omission on the part of the British
government to provide childbearing women with trained midwives
contributed to the development of a largely unregulated midwife role in
Australia. When women began to practice as midwives in New South
Wales, they did so on the basis of need and it was on this basis that other
women took on the role of midwife throughout the new colony. The
resultant haphazard practice exacerbated the controversy that has
surrounded the role of the midwife throughout its history.

In Australia, there was perhaps more basis for the negative
connotations that were directed at the work of lay midwives. Not only had
the role of midwife stemmed from a community need, it had been met by
an assortment of people, including convicts. It was a job that was taken
on almost exclusively by women, mostly of the working class. It was
located in the home and it serviced the poorer members of the
community. For a time it bridged the gap between the woman and the
medical practitioner, but once a more advanced social infrastructure was
in place and the government became better organised, it was only a
matter of time before childbirth became a concern of the state. Once that
happened the role of the midwife and the social model of childbirth were
bound to change.

The next chapter addresses the acceleration of the presence of
medical practitioners in matters of childbirth and their growing recognition
as experts in midwifery practice. The chapter demonstrates that the
professionalisation of medicine that occurred in the second half of the

nineteenth century saw the ascendancy of medical practitioners in
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childbirth. The conceptualisation of medicine as a profession was
supported by legislation that enabled medical practitioners to determine
their occupational structures, training and practice and to enhance the
already credible position of its practitioners as experts in illness. The lay
midwife was no match for the medical expert when medical and state

objectives converged on childbirth to redefine it as a public event.
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CHAPTER THREE

THE MEDICAL PRESENCE IN CHILDBIRTH AND THE
RE-DEFINITION OF REPRODUCTION AS A MEDICAL EVENT

Had | been called in at an earlier period as when
the woman was first taken ill, the probability is |
could have saved her life. | am qualified under the
Queensland Medical Board.’

The previous chapter has depicted the work of midwives as essentially
informal and ad hoc and the role of the midwife as untrained and
unstructured. This chapter demonstrates that medical practice and the
medical practitioner originated and existed quite differently. As the thesis
has thus far indicated, male physicians had a long and sustained association
with childbirth and, as some writers have argued, that participation was
wrought upon knowledge and expertise divulged only to the professional
group.? It was that grouping and the elevation of medicine from an
occupation to a profession that enabled medical practitioners to strengthen
their grasp of childbirth. The patriarchal social order, in which the medical
role was rapidly developing, valued what the medical man had to offer and
bolstered his status as an expert.® The resultant rise in the social acceptance
of medicine as a body of knowledge saw its practitioners establish territorial
boundaries, which effectively delineated their professional practice.

This chapter looks at the way in which the medical profession

interpreted and understood childbirth. It traces the origins of male

1 QSA, Justice Department, JUS/N31 71/178, (1871).

2 A. Rich, Of Woman Born: Motherhood as Experience and Institution, pp.130-139.

3 M. Foucault, The Birth of the Clinic: An Archaeology of Medical Perception, translated
from the French by A. M. Sheridan Smith, (New York: Vintage Books,1994), pp.34-63.
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involvement in childbirth and assesses the impact of the medical profession
on childbirth in the late nineteenth and early twentieth centuries. It argues
that, for the medical profession, childbirth was a malady that required a
strategic approach in order to overcome its inherent problems. As the
involvement of the medical profession increased, childbirth became
reconceptualized from a life event in which the woman midwife played a
dominant part, to a disorder that required attendance by a medical
practitioner. It was a childbirth culture in which the “condition” of childbirth
presented challenges that were met with procedures and treatments
exclusive to medicine.

This chapter examines the condition of childbirth and the types of
problems that confronted the mother in the ordeal of childbirth. It portrays
the medical profession’s approach to childbirth as a medical problem that
was inherently unpredictable and which required “proper” management in
order for a satisfactory outcome to be achieved. The chapter traces the
ascendancy of the medical profession in the culture of childbirth. The
chapter considers the professional practice parameters within which the
medical practitioner functioned and the options available to him in his
“treatment” of childbirth. The chapter adopts a medical perspective to
appraise the childbirth complications that were cited by archival evidence
as the most frequent causes of maternal and neonatal deaths.

At first, broadly between the seventeenth and early twentieth
centuries, the management of childbirth involved reactive treatment to a
problem that had arisen during the course of childbirth and for which the

medical practitioner was called often after the difficulty had been identified.
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By the 1920s, the medical profession was firmly on its way to substituting
reactive treatment with proactive measures such as the establishment of
antenatal care and the hospitalisation of women during childbirth.* The
medical profession was able to achieve these results because it became
an organised collective within a formal structure that was based on
professional ideals. That structure and the enhanced skill that was a
feature of their practice enabled medical practitioners to gain so firm a grip
on midwifery practice that they were eventually able to claim it for
themselves.

The male accoucheur

The male accoucheur was a product of the Renaissance. It was
during that period, roughly between 1500 and 1660, first in Europe and then
Britain,” that the forerunner to the obstetrician, the man midwife, became a
practitioner in childbirth. Characteristic of the Renaissance was the spirit of
humanism that emanated throughout the societies of Europe.® The humanist
scholars returned to the ideals and philosophies of Greek and Latin
civilizations with a new attitude of inquiry and a renewed interest in science
that led to advances in medicine and alchemy.” Starting in Italy, what has
been referred to as a “rebirth of classical learning” spread across Europe
and then to Britain.?

In 1513, Eucharius Roesslin, a German physician, published a text

that relied heavily upon ancient teachings and which appeared for the first

4 W. Selby “Motherhood in Labor’s Queensland 1915-1957”, pp.87-142.

5 M. Wynne-Davies (ed), Bloomsbury Guides to English Literature: The Renaissance,
(London: Bloomsbury, 1992), pp.2-3.

6 J. Davies, A History of Wales, (London: Penguin Books, 1994), p.250.

7 Ibid., p.250.

8 M. Wynne-Davies, Bloomsbury Guides to English Literature: The Renaissance pp.2-5.
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time in English in 1541 under the title, The Byrth of Mankynde.® In 1551, the
French physician, Ambroise Paré reviewed the classic literature that
described the method whereby a foetus may be turned within the uterus and
subsequently wrote an obstetrical paper on the procedure.’® In the
atmosphere of renewed appreciation for classic teachings that the
Renaissance represented, greater interest began to be paid to the role of
men in midwifery.

The term “man midwife” was first introduced into the English
language in the early 1600s."" During the next century, men became
increasingly involved in childbirth, not simply when complications arose, but
in the normal childbirth of the wealthy. This involvement was assisted in
1663 by the new tendency amongst French aristocrats to employ a male
midwife rather than a female midwife. The term “accoucheur” that emerged
has remained within the language of midwifery and obstetrics since.'> Few
physicians were practiced in midwifery, but those who were soon found they
were in demand. Their popularity in a market that was short in supply
enabled them to exercise selectivity and to accrue rapid financial reward.

In 1726, Joseph Gibson was appointed Professor of Midwifery in
Edinburgh, Scotland. For the first time in Britain, the practice of midwifery
was given formal status and afforded medical practitioners the opportunity
to take a course in midwifery education.”® In 1739, Sir Richard

Manningham, a man-midwife, founded a charitable Lying in institution cited

9 J. Donnison, Midwives and Medical Men: A History of the Struggle for the Control of
Childbirth 2" edition, p.20.

10 A. Rich, Of Woman Born: Motherhood as Experience and Institution, p.139.

11 J. Donnison, Midwives and Medical Men: A History of the Struggle for the Control of
Childbirth 2" edition, p.23.

12 A. Rich, Of Woman Born: Motherhood as Experience and Institution, p.139.

13 J. Donnison, Midwives and Medical Men: A History of the Struggle for the Control of
Childbirth 2" edition, pp.34-37.
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within a London hospital, St. James’ Infirmary, Westminster. The institution
was designed to provide married women with an attendant during
childbirth and to instruct both men and women in the practice of midwifery.
It was during this period that male practitioners of midwifery began to be
recognised for their expertise; Ould in 1742, Smellie in 1752 and Hunter in
the 1760s and were provided with newly established lying-in hospitals that
acted as teaching venues for the new “scientific’ midwifery.™ In London
alone, Smellie gave lectures to in excess of nine hundred male students
during the 1740s. The large population of the British Isles and the close
proximity of its towns and cities assisted the dissemination of these
teachings so that, by the 1770s, the practice of midwifery by women was
under severe threat."

The threat posed by medicine was strengthened in 1773 when the
obstetric forceps became available to male practitioners.’® The forceps had
been invented in approximately 1598 in England by two male midwives who
were brothers."” The Chamberlen brothers, both known by the name of
Peter, kept the invention to themselves for almost a century.’® Rich claims
that the Chamberlen brothers were profiteers who, in preserving their secret
through succeeding generations of male midwives, were responsible for the
needless death of numerous women and foetuses.' In 1721, Jean Palfyne,
a Belgian barber-surgeon presented his image of the Chamberlen forceps to

the Paris Academy of Science, but it was not until 1773 when the surgeon

14 A. Wilson, The Making of Man-Midwifery: Childbirth in England, 1660-1770, p.4.
15 Ibid.

16 A. Rich, Of Woman Born: Motherhood as Experience and Institution, p.145.

17 J. W. Leavitt, Brought to Bed: Childbearing in America 1750 to 1950, p.263.

18 A. Rich, Of Woman Born: Motherhood as Experience and Institution, pp.142-143.
19 Ibid., p.144.



153

and man-midwife Edward Chapman disclosed the actual design of the
forceps that they became available to other male practitioners.”® As Rich
points out, the obstetric forceps were withheld almost exclusively from
women midwives.?! A notable exception applies to Swedish midwives who
employed instrumental interventions, including forceps, as early as the
1830s and continue to do s0.%

The basis of obstetric practice in Australia

The origins of obstetric practice in Australia derived from Britain and it
was to Britain that the medical profession in Australia looked for precedent.
During the nineteenth century, branches of the Medical Council for Great
Britain and Ireland had been set up in Australian colonies and it seemed
natural to these satellite bodies that they should seek guidance from Britain
on matters of policy and practice.”® Britain was also the principal training
location for doctors practising in Australia and its influence was enmeshed
within medical culture. In a list of medical practitioners resident in
Queensland in 1912, the majority had obtained their qualifications overseas,
predominantly in England, Scotland or Ireland.?*

As the previous chapter has highlighted, Britain imposed not only a
philosophical influence upon Australian medical practice, but also a legal
structure. In the years between 1858 and 1886, medical practitioners in

Australia were subjected to controls on their practice that had hitherto been

20 Ibid., pp.144-145.

21 Ibid., p.145.

22 H. Marland, A. M. Rafferty, Society and Childbirth: Debates and Controversies in the
Modern Period, pp.45-46.

23 The Medical Act [1858], (21 & 22 Vict. c. 90).

24Queensland. Government Gazette, (Vol. XCVIII, Thursday, 4th January, 1912, No. 4).
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absent.?®> Those controls, originating in Britain, were imposed as part of a
professionalisation process aimed at standardising the services offered by
medical practitioners. Prior to this period, medical practitioners in Australia
fell into two groups; one qualified the other unqualified®® and, as the literature
review has indicated, the role of the medical practitioner was ambiguous.
When Medical legislation was introduced in Australia it acted not only to
raise the standards of medical practice, but also to unify medical
practitioners into a collective body.?” This new professional guise afforded
medical practitioners greater credibility and positioned them among a middle
class elite.

Medicine as a profession

Wearing defines professionalism as an ideology whereby a
particular group holds a specific sphere of knowledge and expertise.”®
The group guards its knowledge and expertise from the majority of the
population by means of a system of codes, practices and rituals which
serve both to mystify the expertise and shape and regulate the practice.
Willis points out that in the nineteenth century a number of occupations
began to lay claim to being professions.?® The claim was made on the
strength of their relationship to other occupations and the legitimacy of
their working roles as imperative to the furtherance of national ideals.

What this meant, in effect, was that professions were comprised

25 The Medical Act [1858], Medical Act of 1867, (31 Vic.No.33); Medical Act, 1886, (49 &
50 Vict.c.48, Medical Act, 1886, (49 & 50 Vict. c.48).

26 E. Willis, Medical Dominance: The Division of Labour in Australian Health Care,
pp.36-37.

27 Ibid.,p.104.

28 M. Wearing, “Medical dominance and the Division of Labour in the Health
Professions”. In C. Gribch (ed), Health in Australia: Sociological Concepts and Issues,
(Sydney: Prentice Hall, 1996), pp.216-220.

29 E. Willis, Medical Dominance: The Division of Labour in Australian Health Care,
pp.8-9.
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predominantly of men from middle class backgrounds whose family wealth
afforded them educational and occupational opportunities over and above
those available to the majority of the population. The concept of
“profession” thus describes a way of comparing both related and non-
related occupations and of categorising them according to their importance
as a social role. An adjunct to professional status is the means it affords
to exercise power and to effect control at both the individual and group
level.*

The Medical Act of 1858 represents the first attempt on the part of
medical practitioners to organise themselves into a formation that could be
readily identified as professional and accountable.® The Act came about as
a result of the disorderly state of medical practice as it existed in Britain.
Poovey points out that, in 1850, as many as nineteen medical licensing
bodies competed in Britain and during the period 1840 to 1858 a total of
seventeen bills were presented to Parliament in an effort to establish some
conformity within medical practice.** The intent was to reform the traditional
and outmoded structure of medical practice in Britain; a similar structure to
that which existed in Australia.*> The tripartite nature of this structure had
historically divided medical practitioners into physicians, surgeons, or
apothecaries, but by the 1830s in Britain, the majority of doctors practised in
all three areas and had begun to extend their practice to midwifery as well.>

This occurred despite the characterisation of midwifery by the Royal

30 Ibid., p.9.

31 Medical Act [1858].

32 M. Poovey, “Scenes of an Indelicate Character:’ The Medical “Treatment” of Victorian
Women™, Representations, (14 Spring 1986), p.149.

33 E. Willis, Medical Dominance: The Division of Labour in Australian Health Care, p. 37.
34 M. Poovey, “Scenes of an Indelicate Character:” The Medical “Treatment” of Victorian
Women'”, pp.149-150.



156

Colleges as “manual labour” associated with the “humiliating events of
parturition”.>

In accordance with the terms of the 1858 Medical Act, whose stated
objective was, “...to regulate the Qualifications of Practitioners in Medicine
and Surgery”, The General Council of Medical Education and Registration
of the United Kingdom was established with branch Councils in England,
Scotland and Ireland.*® The Act provided for the registration of medical
practitioners and it was incumbent upon the Council registrars to maintain
and update a register of medical practitioners. A schedule was drawn up
to list the qualifications that would be recognised by the Council. In
essence, those medical practitioners who had received a medical degree
from any British university, or who had practised as a medical practitioner
in Britain before the first day of October 1858, were eligible to apply for
registration with the Council.*’

The Act did more than hold a register of medical practitioners. A
major provision of the Act determined the qualifications that would enable
an applicant to present himself for examination. Success in the
examination entitled the candidate to practice medicine or surgery. A
significant aspect of the Act was that it regulated the practice of the
medical practitioner by identifying professional boundaries. A medical

practitioner who worked outside those boundaries was likely to have his

name removed from the register.®®* The Act also allowed for the recovery

35 Ibid., p.150.

36 The Medical Act [1858].

37 Ibid., Section 18 & Schedule A.
38 Ibid., Section 28.
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of fees by doctors in relation to medical attendance or practice.*
Subsequent Medical Acts reinforced this provision,*® but no such
legislature existed for nurses or midwives even when they were able,
under The Health Act Amendment Act of 1911, to establish their own
private hospitals.*'

In Australia, the 1858 Medical Act marked the beginning of the
move to professionalise the practice of medicine. This Act also made
provision for the regulation of apothecaries when it stipulated that a British
Pharmacopoeia was to be compiled to direct the selection, preparation
and administration of drugs.*? The focus of this Act was medical and
surgical practice and it related to apothecaries only insofar as the Medical
Council that was established with this Act was responsible for controlling
the contents of the pharmacopoeia.

In 1867, a further Medical Act was passed to “consolidate and
amend the laws relating to medical practitioners, chemists and
druggists”.*®> This Act established a Medical Board of Queensland. The
Medical Board was to be responsible for registering those people who
practiced medicine and or compounded and or dispensed medicinal
preparations.** A feature of the Medical Board was that membership was
to consist of a minimum of three persons, all of whom were to be medical
practitioners and one of whom was to act as president of the Board.*® The

way in which the Queensland Medical Board was structured enabled

39 Ibid., Section 32.

40 Medical Act of 1867, (31 Vic.N0.33); Medical Act, 1886, (49 & 50 Vict.c.48).

41 Health Act Amendment Act of 1911, (2 Geo.V.No.26. Part VIII, Sections 67-81).
42 The Medical Act [1858], Section 54.

43 Medical Act of 1867.

44 Ibid., Sections 1-3.

45 Ibid..
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medical practitioners to control and supervise the medical fraternity in a
manner that was both autonomous and exclusive. The type of governance
that was applied to the practice of medicine and its practitioners is in
contrast with the extraneous controls placed upon midwives when their
practice became subject to legislature in 1911. The Health Act
Amendment Act of 1911 established a Board for the registration of nurses
and midwives but gave control of this Board to medical practitioners.*®

The Medical Act of 1867 incorporated within it the role of the medical
practitioner as expert witness at Inquests into deaths.*” Section 12 of this
Act provides for testimony by a medical practitioner residing in the locality of
the deceased to be called upon to give evidence concerning the
circumstances of death of any deceased person who had not been attended
by a doctor either at the time of death or during the period immediately
preceding death. The medical practitioner might also be required to perform
post mortem examinations and to give evidence to the court convened by a
coroner or magistrate.*® The medical practitioner was able to claim a fee of
one guinea for undertaking such an examination, a further fee of one guinea
for attending the court and mileage at the return rate of sixpence per mile.*®
Failure on the part of the medical practitioner or practitioners to attend when
summoned attracted a penalty of between £3 and £20.°° The presence of
the medical practitioner as expert witness into deaths associated with

childbirth therefore positioned him in a crucial role as a clinician and an

46 The Health Act Amendment Act of 1911, (Part VIII, Section 82).

47 Medical Act of 1867, Sections 12—16.

48 Ibid., Section 14.

49 Inquests (Death) An Act to Abolish Coroner’s Juries and to Empower Justices of the
Peace to hold Inquests of Death, (30 Victori&, No. 3, 17" July, 1866), Section 10.

50 Medical Act of 1867, Sections 15-16.
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authority whose clinical opinion was sought by representatives of the state.
Through such positioning, the medical practitioner was able to observe the
work of lay midwives at first hand.

While the Medical Acts of 1858 and 1867 went some way to
establishing medicine on a professional footing, the Medical Act of 1886
compounded the presence of the medical practitioner in the birthplace.®
Under the provisions of this Act, medical practitioners were not only
required to become proficient in medicine and surgery, but were required
to pass examinations in midwifery.>> For the first time in the history of
midwifery and medicine in Australia, the lay midwife and the qualified
medical practitioner were in a form of direct competition. According to this
Act, midwifery was judged as equivalent to surgery and medicine, thus
making it a credible and essential attainment for medical practitioners.
While it may be argued that competition could not exist between the
disparate groups represented by midwives and medical practitioners, the
onus was now on the medical profession to attract the custom of pregnant
and parturient women in order to meet the requirements of their own
practice standards. The medical profession was now in a position to
service an identified need and it supported legislation to control midwives
with whom it was vying for business.

Childbirth as a medical condition

Medical discourse in the second half of the nineteenth century
acknowledged the uncertain nature of childbirth. The diagnostic processes

that medical practitioners employed in their assessment of the condition

51 Medical Act, 1886, (49 & 50 Vict. c.48).
52 Ibid.
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and the choices open to them in arriving at a successful birth outcome,
were discussed at length. Childbirth was becoming increasingly a part of
medicine with the most interesting of “cases” being pondered and used to
set an example for practice.®® The mystery that surrounded the
reproductive capacity of women stimulated a desire to understand
pregnancy and childbirth and to facilitate its process. Poovey quotes a
leading medical practitioner in Britain whose course of lectures formed the
basis of A Manual of Obstetrics, an influential and popular text for students
of midwifery in the mid-1800s.>* The medical practitioner, W. Tyler Smith,
had little practical experience in midwifery, but he held strong philosophical
ideals about the importance of reproduction, asserting that:

...the uterus is to the Race what the heart is to the Individual: it is the
organ of circulation to the species.>

This analogy was in keeping with the sentiments of the New South Wales
Royal Commission of 1904 where the reproductive capacity of women and
working class women in particular, was the focus of intense inquiry.>®

Wilson Love, honorary physician to the Lady Bowen Hospital,
encapsulates the importance with which the medical profession viewed its
role in childbirth when, in May 1893, he shared his reminiscences of
almost thirty years of hospital history. Love obviously saw midwifery as an
infant branch of ‘medical science’ that had begun to prosper only after it
received attention from medical men:

For many ages, and in most lands, the practice of midwifery was almost
solely in the hand of women, usually old women — femmes sages — hence
it is not wonderful that slow progress was made until the subject was

53 AMG, (April, 1892), pp.182-189.

54 M. Poovey, “Scenes of an Indelicate Character:’ The Medical “Treatment”
of Victorian Women’”, pp.144-162.

55 Ibid., p.145

56 RCDBR, Vols. | & II.
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taken up by men who devoted the full tide of their energies and intellects,
not yet superannuated, to relieve the sufferings and dangers of
maternity.*’

Love points out that although midwives had been the primary carers in
childbirth for centuries, they had made little contribution to the ‘science’ of
midwifery. In the same way that midwives had failed to assist the progress
of maternity care, women in general, he complained, had made little
impression on life. Love protested that:

| do not wish to be unchivalrous, but | would ask is it not the same in other
fields where women compete with men — how many female composers,
artists, authors, poets, in the front rank has the fair sex produced? The
analogy holds good in midwifery.*®

Love’s dismissive comments set the pattern of his speech and it was a
mode that was not unique to him. Much of the language used in
arguments put forward by medical men in support of curtailment of the role
of midwives contained patronising phrases demeaning the work of
midwives and highlighting their shortcomings.”® The medical profession
had a point. In contrast to medical practitioners, midwives were a silent
majority. There is no evidence that they communicated with each other
about their practice experiences, or that they had any mechanisms in
place to communicate in print. Certainly, a proportion of women who
submitted statements at Inquests were illiterate signing their name with a
cross.’®  Although the state introduced primary education by statute in
September 1860,°" and provided government aid for eleven primary

schools, the average number of children attending was seven hundred and

57 W. Love, “Records of the Lady Bowen Hospital, Brisbane”, AMG, (May, 1893), p.145.
58 Ibid.
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60 QSA, Justice Department, JUS/N33 72/67: JUS/N68 80/82: JUS/N109 84/455:
JUS/N36, 73/56.

61 An Act to Provide for Primary Education in Queensland, (24 Vic. No. 6).
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fifty seven® from an estimated mean population of 25, 788.°  Women
were not catered for at this time and, as Theobald points out, when
education for women began in Queensland in 1875, it took the form of a
state-funded department of the Brisbane Boys’ Grammar School and was
an option only for the affluent.®*

The lack of recorded information by midwives about their work
defeats any attempt to gauge the level of their knowledge about childbirth
or the way in which they managed childbirth. Yet, childbirth management
lay at the crux of the problem for, although childbirth is a natural event, it is
also a precarious one. In 1892, a medical practitioner in Britain made the

observation that:

...midwifery is the most anxious and trying of all medical work, and to be
successfully practised calls for more skill, care, and presence of mind on
the part of the medical man than any other branch of medicine.®®

This opinion is one that might be applied equally well to the midwife and
one that was rarely heard in mitigation of a midwife’s error of judgement.
The inherent unpredictability of childbirth and the degree of chance
associated with its eventual outcome existed in every confinement. The
capricious nature of childbirth was underlined in an address to the New
South Wales Branch of the British Medical Association and recorded in a
medical journal in January 1912. The speaker was William Chenhall,
Honorary Surgeon to the Royal Hospital for Women in Sydney. Chenhall,

acknowledged that the point where surgery and obstetrics met presented

62. Statistics of Queensland for December, 1860, (QSA, Blue Book, 1859-1860), p.28.
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Australia, (Melbourne: Cambridge University Press, 1996), pp.91-92.
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him with “some of the most perplexing experiences of practice”, making
the observation that:

Such points, relatively dependent upon the knowledge and experience of
the obstetrician develop in many cases. Granted necessary knowledge
and experience, many may be dealt with by the practitioner. Memory
confirms some as the most perplexing experiences of practice. Natural
variations of parturition within wide limits occur, and the experienced
obstetrician will make due allowance, whilst alert to Nature’s faults and the
importance of timely assistance.®®

The wide variations in childbirth to which Chenhall refers made it
imperative that the birth attendant neither lost vigilance nor failed to initiate
appropriate action if difficulties developed. Treating the variations in the
process of normal childbirth to which Chenhall alludes, were often beyond
the scope of lay midwives.

Midwives often lacked even rudimentary education and were thus
prevented from acquiring the theoretical knowledge that might have
enhanced their diagnostic skills. As the previous chapter has shown, on
many occasions midwives were called in to women late in childbirth, or
they arrived late due to distance or terrain or both.®” Those women who
attended as neighbours, but who were included in the classification of
“‘midwife” simply because they assisted at the birth, were even less likely
to possess knowledge of differences between labours, frequently having
only the experience of their own childbirth to rely on. Once the process of
childbirth has commenced, the woman was ultimately committed to death
or delivery. Whilst it was sometimes possible to anticipate that a difficulty

might arise, it was often the case that complications occurred without

66 W. T. Chenhall, “Some Meeting Points of the Obstetrician and Surgeon”, AMG, (Jan.
27,1912), p.81.

67 A. Little, Days Gone By, pp. 6-9. See also, C. J. Ellis, | Seek Adventure: An
Autobiographical Account of Pioneering Experiences in Outback Queensland from 1889
to 1904, (Sydney: Alternative Publishing Cooperative, 1981), pp.27-65.
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warning, or without being recognised until a late stage had been
reached.® In that instance, even the skills of the medical practitioner might
be severely tested.

Loudon makes the point that, when viewed in comparison with other
deaths during the 1890s, childbirth accounted for far fewer deaths
amongst women of childbearing age than deaths from other causes.®®
However, Huff asserts that in Britain during the period 1837-1838,
childbirth, typhus and consumption were recorded as being the principal
causes of deaths in women aged between fifteen and sixty-five.”® Clearly,
childbirth was traumatic, dangerous and a source of premature death and,
as Loudon argues:

...deaths in childbirth have always been different from other deaths.
Childbirth was the only major cause of mortality that was not a disease,
and in that way it stood apart.”’

In order to offset its unpredictable nature and to optimise its outcome,
medical practitioners began to adopt a more interventionist stance than had
previously been the custom. Late in the twentieth century, this attitude came
to be connected with a propensity amongst medical practitioners who
specialise as obstetricians to adhere to what became known as a medical
model of care.”

It is claimed that the medical model contains three elements, those
being, a desire to control nature, a mechanistic view of humans and a

separation of disease from the human and social environment in which it
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exists.”> From this perspective, when the medical model is applied to human
reproduction, childbirth is viewed as “a case” that is normal only in
retrospect. The more unusual the case, the more interesting it becomes.
The medical practitioner takes charge and places emphasis on preventing
physical complications. In short, the medical model attempts to control the
processes of childbirth in order to minimise the risk of not meeting the
objective: the success of that objective judged by the survival of a “live,
healthy mother and baby”.”* However, while midwifery practice came to be
viewed as a legitimate concern of the medical profession, the knowledge
medical practitioners brought to childbirth was, in many ways, as uncertain
as that of lay midwives. But medical practitioners had access to the use of
chloroform and forceps and it was these technologies that impacted upon
the shift of control of childbirth from midwives to the medical profession.

Anaesthesia and analgesia in childbirth

The administration of chloroform during childbirth became a
controversial issue in the early years of its use due to its effects in impairing
consciousness and rendering women compliant. It provided women with
relief from pain but at the same time enabled medical practitioners to
undertake procedures on women without resistance.”” Ether was a drug
that had similar effects to chloroform and preceded its discovery. Its use to
enable “painless surgical operations” to be performed was reported in the

Moreton Bay Courier on 4 June 1847.”° The report centres on the use of
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ether in London in the same year, promoting its efficacy in ameliorating the
pain of surgical procedures. An example was given of a woman who was
offered the anaesthetic prior to a surgical repair of her torn perineum
following childbirth. The woman is condemned as foolish and ridiculed for
her decision not to avail herself of the drug when she objects to its stupefying
effects:

At King’s College Hospital, Mr. Fergusson operated on Tuesday on a
woman for laceration of the perineum. The patient, after taking two or three
inspirations, declined to go on, declaring that it would render her insensible;
and, preferring to retain her sensibility at the expense of pain, Mr. Fergusson
remarked, that their worthy physiologist, Dr. Todd, justly observed that “she

» 77

illustrated the physiology of obstinacy”.
This newspaper report carries the message that the advantages of the
anaesthetic outweigh any loss of modesty that its sedative effect might have.
As an instrument of both information and propaganda, the newspaper
served a vital part in sponsoring or critiquing topical issues. At this time,
when the Moreton Bay settlement was in its infancy, the language of the
newspaper reflected the dialogue of the educated and the interests of the
affluent.”

Chloroform was first employed in the management of childbirth on the
8 November 1847, two days after its effects were discovered by James
Simpson, who was a professor of midwifery at Edinburgh University.”
Simpson immediately grasped the advantages of chloroform and within
weeks of discovering its analgesic properties, he was using it routinely to

treat the pain of labour. It has been argued that the introduction of
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chloroform in childbirth enabled knowledge of the female body that had
hitherto been impossible to obtain.?® The acquisition of this knowledge was
possible because, under the influence of chloroform, women became
uninhibited and lost the propriety that had previously inhibited intimate
examination by medical practitioners. Chloroform allowed a methodical
examination that would otherwise have been impossible.

Poovey examined work published by Simpson in 1847 to argue that
the use of chloroform removed the comprehension of pain from the woman
and assigned it to the doctor, so that the woman’s body became simply an
indicator that the doctor could interpret with greater precision than the
woman herself. Poovey stresses that from a practical perspective
chloroform might facilitate birth, but its effects in rendering the woman
pliable have far-reaching consequences. Simpson talks of the body that is
“quiet and unresisting” and describes a state of relaxation and passivity
that is total.®" In this euphoric or unconscious state, the mother offers no
obstacle as her baby is drawn from her. Poovey’s concern is that
chloroform:

...enables the medical man simultaneously to conceptualise his
necessarily intimate physical contact with a woman in abstract and
euphemistic terms and to replace what Simpson described as the doctor’s
incapacitating vicarious suffering with a powerful feeling of have earned
the thanks with which women rewarded his labour.??
The use of chloroform allowed for intervention in childbirth and discouraged
questioning of the doctor’s authority and or knowledge. Rather than being
embarrassed or disturbed by what was taking place, the woman put herself

in the hands of the medical practitioner whose expertise was confirmed by
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the satisfactory outcome. That outcome might include a pain-free labour, a
shorter labour and arguably, a safer labour. The inhalation of chloroform
induced sleep that both pacified and rested the mother and, at the same
time, relaxed maternal tissue. The long painful labours of most first
pregnancies were made more bearable while many of the complications that
might occur in any labour were more readily overcome. Over time, the result
was the re-positioning of the medical practitioner as the leading expert in
childbirth, holding more knowledge than the women themselves and in
possession of skills that were far superior to those of the midwives. Medical
practitioners were assisted in this by the poor practice standards of some
midwives and by women who sought out the new childbirth interventions that
were offered.

Simpson had been aware of the advantages of gaining women'’s
support for chloroform and of using their enthusiasm to promote the
employment of chloroform during childbirth.®> His wooing of consumers
towards the use of chloroform caused almost as much discord as the
chloroform debate itself. Nevertheless, the end result was that in using
chloroform the interests of women and medical practitioner were served.®
When Queen Victoria opted for chloroform during the birth of her eighth
child,®> she not only set a precedent for other women in Britain and its
colonies, but also authenticated this drug as a justifiable means to an end.

Through the use of chloroform and aided by midwifery forceps, medical
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practitioners were able to create ‘obstetrics’ as a discrete branch of medical
knowledge.®

Leavitt argues that the degree or amount of pain women experienced
in childbirth was related directly to their psychological state. Many women
were fearful of pregnancy and pessimistic about its outcome. This fear and
pessimism was frequently acknowledged in women’s writings and is likely to
have impacted negatively on their experience in the birth room. Leauvitt
makes the claim that:

During most of American history, an important part of women’s experience of
childbirth was their anticipation of dying or of being permanently injured during
the event.®’

Leavitt suggests that once analgesia became established as a need in
childbirth, it worked to bring about an acceptance of the medical practitioner
in the birth room that had previously not existed. Gradually the strained
atmosphere that had accompanied the presence of the medical practitioner
was eliminated and he was able to work with the woman towards the
common goal of a successful childbirth outcome. Leavitt explains that:

The doctors were not always sure of their role and some of them exhibited
significant discomfort. When women and doctors could agree on the
administration of anesthesia, the relationship between them developed well,
giving the medical attendant greater status and increased respect.®®

In support of her contentions Leavitt gives, as an example, the work of
William Shippen who was renowned for his skills as an obstetrician in
Philadelphia in the latter years of the eighteenth century. Shippen had
studied medicine in London and Edinburgh before returning to North

America in 1762 where he established himself as an obstetrician to the
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wealthy.®® In 1795, Shippen used opium to assist the birth of a baby who
was delivering by the buttocks and whose leg had become the leading part
during its descent through the birth canal. The mother was a member of a
prestigious Philadelphia family and was grateful for the treatment she
received. Shippen was her attendant during subsequent births and his
remedies for her protracted labours included drawing off blood and
administering liberal amounts of opium in its liquid form of laudanum and as
a pill.*>°

It was successes of the sort recorded by Shippen that cemented
analgesics and anaesthetics and the medical practitioners who employed
them, in the changing culture of childbirth in western societies. The use of
opium and subsequently, ether and chloroform, provided medical
practitioners with a legitimate and unique role. They alone had the authority
to acquire analgesia for the woman and the means of administering it.>' The
midwife, on the other hand, was able to provide little more than, “moral
support and back-rubbing”.*? The pain relief choices available to women
who did not opt for, or were not offered, chloroform were minimal.
McCalman maintains that women “traditionally used alcohol” to the extent
that some were intoxicated before they gave birth.*> There is at least one
coronial inquiry that bears out this observation.** For many women who

were attended by a midwife and for whom anaesthesia or analgesia was not
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an option, childbirth was, as McCalman terms it, “a purgatory of pain”.%® In
such circumstances, it is unclear why midwives relied more on palliative
measures rather than on pharmaceutical preparations.

There is evidence to show that midwives in Queensland were able to
obtain medications to assist pain relief. In Logan in 1885, the midwife told
the husband of the woman she was attending to provide his wife with either
a doctor or with “some medicine”. The husband returned with “some
belladonna and aconite” which the midwife then gave to her “patient”.®
Under the provisions of The Sale and Use of Poisons Act of 1891, any
person over the age of eighteen years who was known to the
pharmaceutical chemist and who submitted name and address was able to
purchase any drugs listed on the first or second part of the First Schedule of
poison drugs.”” The first part of this Schedule describes drugs and their
derivatives such as aramic, strychnine, ergot, belladonna, chloral hydrate,
opium, aconite and cyanide. The second part of the Schedule encompasses
preparations such as chloroform, digitalis, nitroglycerine and carbolic acid.*®

The preparations listed in Merck’s Manual for use during labour are
many and include atropine, codeine and morphine.*® In addition to
anaesthetics there were substances such as belladonna, cannabis, indica,
chloral hydrate, opium and quinine, most of which were also recommended
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in the treatment of after pains. In situations where after pains persisted

and where morphine was ineffective, quinine at night and in the morning was
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the preferred option. It was postulated that the use of ergot would “keep the
uterus constantly contracted and prevent accumulation of clots and the
consequent pain” although no explanation is given to qualify how a uterus
maintained in a constant state of contraction by ergot can occur without
pain.'”’

In the light of the provisions for the purchase of medications that
might be used to assist labour and to minimise its pain, it would seem that
other reasons existed to inhibit women as midwives and as mothers from
utilising the full extent of these measures. It may have been due more to
monetary constraints than choice. It has been suggested that for a time,
only affluent women residing in urban centres in Queensland really had any
option with regard to any aspect of their childbirth."% It was not until
motherhood came to be conceptualised as an economic asset that
“childbearing became a public and medical issue”.'® As the coronial and
magisterial testimonies will demonstrate, brandy was widely used by both
medical practitioners and midwives.

While the medical practitioner might inject brandy hypodermically as
was the case in an attempt to resuscitate May Fraser in 1911,"%* the midwife
gave it orally and topically. As an ingestible substance, the midwife might
give brandy to mother and infant when a stimulant action was required.
Nurse Talty gave the ailing newborn baby of Amy Dagg brandy and water as
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a restorative. > When, in 1873, Susan Gardner’s labour was delayed during
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its second stage and her baby suffered hypoxia as a result, the midwife
bathed the infant in brandy in an attempt to stimulate breathing.”®® In July
1895, the midwife gave Julia Degen “tea and a drop of warm gin” during her
labour."’

One area in which the medical profession was able to demonstrate its
ready access to treatments and to reinforce the notion that it held special or
more expert knowledge was that of complicated childbirth. Coronial and
magisterial accounts highlight certain abnormalities and complexities of
childbirth that are borne out in medical discourse and which support the
argument that the medical practitioner was able to initiate remedies that
were either unavailable to midwives or outside the scope of midwives’
knowledge and practice. The most prevalent complications are discussed
below and are defined on the basis of current midwifery and medical texts.
These conditions have been highlighted because they were identified from
coronial and magisterial evidence as commonly associated with deaths in
childbirth and their overview here is imperative to understanding the full
implications of the midwifery role discussed in Chapter Four.

Antepartum haemorrhage

A recurrent finding of the investigations into maternal deaths during
the study period was that haemorrhage had occurred during or after
labour.’®® Antepartum haemorrhage is defined as blood loss from the genital

tract that occurs after the twentieth week of the pregnancy.'® There are
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three classifications of this type of haemorrhage. In the first instance, the
blood loss may be indeterminable or connected with a pre-existing condition
of the birth canal. The haemorrhage is often not extreme and may resolve
without treatment.'°

Two other forms of antepartum haemorrhage involve bleeding from
the placental site. When the placenta is situated in the upper segment of the
uterus, abruption of the placenta may occur from an identified cause or
sometimes in association with trauma or hypertension.”"' The extent of the
blood loss relates directly to the area of separation and may be concealed
within the uterus or readily apparent. The condition carries considerable risk
for mother and foetus and, if untreated, the prognosis is bleak. The second
type of placental bleeding defines placenta praevia, a condition in which the
placenta lies in the lower part of the uterus and obstructs the passage of the
foetus through the birth canal.'™ This condition often reveals itself painlessly
and without warning, yet it may produce rapid and extreme blood loss. The
aim in this situation is to maintain the pregnancy for as long as possible and
a frequent outcome is birth by caesarean section in order to avoid severe
haemorrhage and obstruction of the foetus through the birth canal.’™

The incidences of antepartum haemorrhage that occurred during the
study period were, therefore, difficult to treat at best and impossible at worse.
The options available to women suffering from antepartum haemorrhage
during the study period were limited and the tendency for women to give

birth at home exacerbated this limitation. The next chapter will demonstrate
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that when May Fraser bled profusely during her labour, the midwife omitted
to call in medical assistance.'™ Although it is unclear whether such
assistance might have made a difference, when the medical practitioner did
arrive, the woman was in a moribund state and his action was limited to
restorative treatment. When Sarah Ann Short developed what her husband
described as “a violent haemorrhage” the woman called in to act as midwife,
“took the pillow from her head to give her relief and to prevent as much as
possible the flooding” and “placed cloths dipped in vinegar around the lower
part of her body”.""® It seems that the attendant felt powerless to do anything
more. While it might be argued that such unsophisticated strategies were
unlikely to make a difference, pharmaceutical preparations were equally
ineffective.

Merck’s Manual of 1899 offers six substances for use in the treatment
of uterine haemorrhage, including ice."*® Antepartum haemorrhage is not
specifically noted in any form, but the preparations recommended for the
treatment of haemorrhage from this site are cornutine, creosote, hydrastis
and strypticin. This directory was published in New York, but its treatments
were consistent with those adopted across Western medical circles. Indeed,
the Manual advertises awards made to Merck products that indicate the
company’s popularity in Britain, Europe and Australia. In 1879, Merck’s
Products received the Highest Award at an International Exhibition in Sydney
and repeated its success in Melbourne in 1880 when it won the gold Medal:
“Vitam Exccolere per Artes”. The contents of Merck’s Manual are, therefore,

taken to be representative of the types of pharmaceutical preparations
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available in the treatment of childbirth and its complications. As far as
Merck’s Manual was concerned, the treatment options offered were intended
for the exclusive use of the medical profession and, in particular, general
practitioners or physicians.""’

Postpartum haemorrhage

After the birth of the baby, the uterus is designed to contract strongly
and to remain in that state until the blood vessels into which the placenta
was embedded have sealed. Sometimes this mechanism fails and the
uterus relaxes with a consequent loss of blood. On other occasions, part of
the placenta remains adherent to the uterine wall, preventing the uterus from
contracting as it should and sometimes causing severe blood loss.""®
Postpartum haemorrhage, both primary and secondary, was responsible for
a significant proportion of maternal deaths in the nineteenth century.'™®
Merck’s Manual listed twenty-four ways in which postpartum haemorrhage
might be treated.’®® While external pressure over the uterus, or ice to the
abdomen, were within the province of the midwife, the majority of procedures
were not. Examples of the techniques and substances used were the
injection of hot water or iron perchloride into the uterus, the insertion of ice
into the uterus or rectum and the administration of ergot hypodermically or
by mouth.

Other preparations used to treat postpartum haemorrhage included

atropine, capsicum, ether, quinine and, in circumstances where bleeding

117 Ibid., pp.1-5.

118 L. R. Leader, M. J. Bennett, F. Wong, Handbook of Obstetrics and Gynaecology,
pp.230-231.

119 QSA, Justice Department, JUS/N302 37/1902: JUS/N254 349/1897: JUS/N44
75/153: JUS/N17 67/230:

120 Merck & Company, Merck’s 1899 Manual of the Materia Medica, p.134.



177

was profuse, a mix of opium with brandy. Ergot was noted to be the most
efficient treatment, but substances such as digitalis and iodine were also
thought to be of help, but their precise actions are not clarified. Further
means suggested to counter the problem of bleeding were compression of
the aorta, a hot enema, ipecacuanha as an emetic and “mechanical
excitation of vomiting”."®' The range of treatments available cover a diversity
of medications and applications that often appear at odds. It is difficult to
imagine, for example, the benefits of inducing vomiting or compressing the
aorta, when attempting to counteract haemorrhage from the uterus or birth
canal. In circumstances where the placenta remained wholly or partly
attached to the uterine wall, the medical practitioner would insert his hand
and peel the placenta from the uterine wall.'*?> Hamilton of Adelaide reported
twenty-one cases of retained or adherent placenta out of one thousand

0.2 In an instance of

midwifery cases in the six-year period 1883 to 189
severe postpartum haemorrhage caused by a partially separated placenta
that occurred in Townsville in June 1910, the midwife did not carry out this
manoeuvre and, according to the medical practitioner, the woman died as a

result.'?*

Puerperal convulsions

Another condition that existed with some frequency was pre-
eclampsia or in its later stages, eclampsia. According to twentieth century
definitions, pre-eclampsia and eclampsia are conditions that derive from an

excess of trophoblastic tissue and, when severe, are a cause of foetal and
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maternal morbidity and mortality.'®® In its most severe form, the only option
is to deliver the baby at whatever stage of gestation has been reached in
order to avoid the development of eclampsia and manifestation of severe
convulsions and death.'®® It is only with the birth of the baby that the
convulsions subside and in many instances, neither mother nor baby
survived.

The coronial Inquiries that underpin this thesis locate four women
whose deaths were linked directly to convulsions.’®” Hamilton came across
seven instances where convulsions “complicated” childbirth, two of which
ended in the death of the mother.”® In 1892, Hamilton deplored his inability
to counter the repeated convulsions that seized a young woman in labour.
Hamilton had been called out at four o’clock in the morning to a woman who
was said to be suffering from severe “pain across her stomach”. Not realising
that the woman was in childbirth, he had not take his midwifery equipment
and was forced to sit “watching this poor woman having convulsion after
convulsion every few minutes” while a messenger travelled twelve miles on
horseback to retrieve the medical bag.'* The messenger returned within an
hour and a half and Hamilton administered chloroform and delivered the
baby by forceps. Although he “...administered choral by the rectum, and
kept her almost continuously under chloroform for 12 hours” the woman died

eighteen hours after the convulsions had commenced.'®
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Other remedies that medical practitioners treating puerperal
convulsions might call upon included “dry cupping over the loins”, placing ice
to the head, cold to the abdomen, or mustard to the feet.”' They might also
elect to bleed the patient. McCalman explains that venepuncture was a
pragmatic rather than scientific procedure at a time when the physiology of
blood pressure remained unclear. She relates an incident that occurred at
the Melbourne Lying-In Hospital in 1858 when its founder, Richard Tracy,
was challenged by convulsions in a young pregnant woman that failed to
respond to ten ounces of blood letting. He was eventually able to overcome
the problem by administering chloroform at intervals and inducing sleep by
these means.”? While these techniques, along with saline purgatives and
varatrum viride as an emetic and the use of nitroglycerin, would seem to be
of questionable value, they took their place alongside chloral and opium as
remedies for convulsions."*®

Some medical practitioners employed chloroform or ether and while
belladonna and morphine were popular options, nitrite of amyl was
considered to be of “doubtful utility”. Hamilton describes the use of morphine
injected hypodermically as “the only efficient treatment” of eclampsia.’®* In
some cases, he combined, “...hypodermic injections of morphia followed by
chloroform and as early a use of forceps as possible with very satisfactory

results”.”®®> Other preparations on hand were chloral, nitroglycerin, opium
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and pilocarpine, although Hamilton had little faith in the effects of pilocarpine,
preferring morphine to counteract eclamptic seizures.'®

Puerperal infection

Perhaps one of the most commonly recorded complications of
childbirth was infection. In this study, seventeen of the ninety-two Inquests
were attributed to puerperal infection and a further two to peritonitis and
one to inflammation of the bowels.”” Puerperal infection that was linked
directly to childbirth took the form of puerperal fever while the somewhat
confusing term “puerperal mania” denotes an illness that McCalman
describes as, “an unexplained phenomenon” that may be equated with “an
acute toxic state.”™® Although these two conditions had different origins,
they caused the deaths of substantial numbers of women until the
adoption of antiseptic practices began to effect a slow decline.**

Puerperal fever

Puerperal fever came about as a direct result of unhygienic clinical
practices by childbirth attendants.’*® The basic principles were that efficient
hand washing, the use of topical antiseptics and the maintenance of
childbirth equipment in a clinically clean state, minimised the risks to the
mother. The best way to offset puerperal fever was to prevent its
occurrence, but for many years so little was known about it that it was
impossible to evade. As McCalman has noted, puerperal fever was a dread

visited upon the arena of childbirth that caused death to the mother and ruin
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to the livelihood of the medical practitioner:

It came in epidemics; it was obviously contagious; it struck down perfectly
healthy lying-in mothers who had not necessarily had long and exhausting
labours and birth injuries.™’

Pioneers in the isolation of causal factors of puerperal infection identified the
need for asepsis and the isolation of parturient women from hospital borne
infections, including those contracted from the hand of doctors and medical
students who conducted post mortems and examined labouring or parturient
women."? In the latter part of the nineteenth century, control of puerperal
infection was based upon avoidance and thus scrupulous attention to
asepsis.

In 1893, Wilton Love acknowledged the importance of thorough
attention to cleanliness in the lying-in setting, even more necessary, he felt,
than in private practice. Advancing Semmelweiss as a leader in the field of
obstetric asepsis, Love confirmed his commitment to the use of antiseptics,
porros. sublimate 1:2000 prior to vaginal examination and a warm sublimate
lotion 1:4000 as a vaginal irrigation before the birth."**> McCalman observes
about the attitude of the medical profession in the management of infections
in lying-in institutions, that:

...if the patients could be kept physically isolated when infected, if basic
cleanliness and good care were practised, and if sickly, diseased and
undesirable patients could be kept out, then infection might be kept as
bay.”“

Puerperal infection, then, was a complication that was linked to places where
women in varying states of health congregated to give birth and where it was

imperative that birth attendants maintained a good state of hygiene. Tew
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points out that in the history of puerperal infection, poorer women were least
likely to be afflicted even though their social class rendered them at high risk
of maternal mortality.”® Tew argues that while the social conditions inherent
within impoverished communities increased the chance of women in those
communities contracting puerperal sepsis, they were offset by the fewer
contacts that these women had with medical practitioners.

Puerperal mania

Puerperal mania was a different matter. This condition was linked to
pre-existing infection in the mother that was manifest in a variety of clinical
symptoms and diagnoses. The symptoms were those of intense and acute
infection that might be diagnosed as peritonitis or pyaemia. The treatment
was largely ineffective and the prognosis was consequently poor. The pre-
existing infection often included venereal disease and in the days leading up
to death women suffered a multitude of afflictions consistent with acute
infection. The condition was so resistant to treatment, that every means was
used to try to bring about a resolution, including the application of leeches.
Sometimes, the infection was made worse by the treatment of vaginal
syringing that carried the chance of introducing bacteria to a normally sterile
uterus.

Once again, Love provides an anecdote and one that illustrates both
the acuteness of the disease and its poignant aftermath. Love recalls that:

August 26, 1881, Sent for at 12.15 a.m. to see M.M., confined last week;
found the matron had been obliged to go for the police, while the assistant
was sent for me. All the patients had left their beds, and were huddled
together in a state of panic. | found M.M. divested of all clothing, swinging
Mrs. Kelly’s baby by the leg. She, M.M. was in a state of acute puerperal

145 M. Tew, Safer Childbirth? A Critical History of Maternity Care, 2" edition, pp.282-
283.



183

mania. | took the infant from her and held her till the police arrived. She
was very violent, and temporarily letting her go for a moment, she seized a
kerosene lamp and threw it at me. Fortunately she did not set fire to any
combustible material. On the constables’ arrival | requested them to hold
her, and sent for Dr. Bell, who kindly and promptly came to my assistance. |
was informed that the maniac had broken several windows, and had
attempted to cut the throat of Bridget W. with a piece of glass. |
accompanied her to the Reception House.'*

Clearly, there was little that could be done for this unfortunate woman. The
pharmaceutical preparations used in the treatment of puerperal infection at
the close of the nineteenth century were numerous, but few would seem to
have been of help to someone with advanced infection and psychological
derangement. These preparations included some whose appropriateness
might be challenged. Injections into the bladder, uterine curette in the
presence of continued fever, laparotomy and venesection, are active
procedures whose benefits are not immediately apparent.

Abnormal labour

Abnormal labour is said to occur when there is delay or inhibition in
the passage of the foetus through the birth canal. Taking the average length
of the active stage of labour as that point at which the woman’s cervix is
three centimetres or more dilated, current medical opinion asserts that
twelve hours is the maximum time it should take the cervix to reach its full
ten centimetres dilation.™” Based on this maxim, prolonged labour is said to
have occurred if the labour lasts longer than eighteen hours in total.
Abnormal uterine activity describes conditions in which the contractions are

either over active and incoordinate or under active and infrequent.’®
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Hyperactivity is associated commonly with malposition while
hypoactivity may result from multiple pregnancies, malpresentations or
cephalo-pelvic disproportion. For example, disproportion between the
mother’s pelvis and the baby’s head may occur because the pelvic is
wrongly shaped or too small, or it may be that the head of the baby is too
large or presenting in an unusual attitude.’*® Sometimes the foetus is simply
too big to pass through the pelvis or it may be positioned in such a way that it
is impossible to negotiate the birth canal as in the case of a baby lying
across the uterus rather than being longitudinal to it.

Abnormal labour occurred quite frequently as a complication of
childbirth during the nineteenth and early twentieth century and was often
beyond the treatment skills or even the diagnostic abilities of midwives. The
causes of delay in the completion of labour may rest with the mother or the
foetus or both. The most common reasons for abnormal labour are identified

"1%0 and “cephalo-pelvic disproportion”,”" both

as, “abnormal uterine activity
of which conditions are associated with increased morbidity or death of the
mother or the foetus.’™ During the study period, inhibited labour that was
caused by an obstruction in its course was not always described in these
terms. Sometimes abnormal labour was concealed within the description of
“exhaustion” as in the cases of Sarah Bridges of Toowoomba in 1868 '°° and

Emmistine Trueman of Tiaro in 1874."* On these occasions it is likely that

exhaustion accompanied the protracted and complicated course of the
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childbirth and therefore became the official and perhaps most obvious cause
of death.

In 1891, the medical practitioner, Swift, from Adelaide, explained the
difficulties associated with an abnormal labour in which the foetus lies with its
back towards the mother's and where it is wedged and unable to descend
into the lower part of the birth canal. Swift defined this circumstance, a
persistent occipito posterior position, as one in which, “...the occiput remains

5% and he went on to lament the

in the sacral hollow and will not rotate,

difficulties associated with this condition:
If | were asked the question: what class of cases give you the greatest
amount of trouble? | would answer without a moment’s hesitation occipito
posterior presentations, for these reasons, viz., the presentation is by no
means a rare one; the labours are always tedious; and in a great majority of
cases forceps have to be applied.”®

Swift's explanation of the treatment usually employed for labours inhibited

by this problem suggests that without the correct diagnosis and the use of

instruments the birth outcome might well be compromised:
When called to a confinement | generally suspect an occipito posterior
presentation if | find the os high up and far back and dilating very slowly,
even though the pains have been strong and forcing for some hours...
Barnes [a leading obstetrician) says these labours are always tedious,
and in the majority of cases in which he has been called upon to use the
forceps the delay has been due to this position."’

In the shared midwifery experiences of medical practitioners published in

medical journals in the late nineteenth century, conditions that led to

prolonged labour were discussed as specific causes such as ovarian

tumour, or impacted shoulder.
While instrumental intervention was considered a boon to the

medical practitioner in achieving improved childbirth outcomes, even the

155 H. Swift, “Midwifery Experiences”, AMG, (April, 1892), p.184.
156 Ibid., p.182.
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most experienced obstetricians were not beyond being tested in the
normal course of childbirth as Alfred Lendon, Physician and Acting
Obstetric Physician to the Adelaide Hospital, demonstrated in 1892 when
he said:

| am obliged to confess that | have a difficulty in deciding always as to
whether a head presentation be an occipito posterior or occipito anterior, but
| have learnt to suspect it to be the former in a case where there is no
obstruction in the passages, and where the os is well dilated, and yet the
head makes no progress in descent; and | feel assured of it when after
applying | find that they slip off the head.'®®

The method that Lendon used to confirm his diagnosis may seem extreme
but perhaps demonstrates the limitations that existed in knowledge of
childbirth amongst all its attendants. The application of forceps to retrieve the
foetus from the birth canal was a procedure available in Australia only to
medical practitioners and one increasingly employed by them during the late
nineteenth century. McCalman has said of forceps and the conditions that
underpinned their use:

Contracted pelvis and the consequent difficulties in delivering a baby
consumed more intellectual energy in nineteenth-century obstetrics than any
other topic. It had underwritten the man-midwife’s entry into the birthing
chamber, for it had been the Chamberlens’ invention of the obstetrical forceps
which gave men a specialty with which to stake their claim against traditional
female midwifery."®
Forceps enabled the birth to be completed in a shorter time than might
otherwise be possible and their popularity grew amongst the medical
profession. It was clear to medical practitioners and especially those whose
focus was midwifery practice, that forceps gave them the chance to deliver a

baby alive who might otherwise be stillborn or brain damaged.

158 A. Lendon, “Midwifery Experiences: The Treatment of Occipito Posterior
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In 1892, Hamilton used forceps in one hundred and eighty six
confinements out of one thousand consecutive cases. In justifying his use of
forceps, he pointed out that he applied them primarily for his own
convenience because:

...Iin a country practice the forceps are perhaps more frequently used than in
towns, for “...expediency”, when you find yourself 20 or 30 miles away from
home and are bound to remain with the case till it is over."®

Without hint of contrition, he goes on to explain his second most usual
indication for using forceps:

...In the rural districts, especially amongst the Germans, the womenfolk do a
great deal of manual work, and the consequent muscular development and
rigidity can only be overcome by chloroform and forceps.'®"

Allwork of Riverton was also a convert, using forceps in eighty-four of four
hundred consecutive cases. Allwork gave no reason for his preference for
forceps other than to say that:

...the results of such cases in my practice have been so satisfactory that | am
strongly impressed with the advantages to be gained by not unnecessarily
delaying their use, particularly in multiparous women.'®?

In 1893, Love quotes a forceps rate at the Lady Bowen Hospital for the
period 1885 to 1893 as one in every twenty-two confinements and maintains
that their use prevents women from becoming exhausted. '®® The diary of
Ophelia Powell, written in 1857 and quoted by Huff provides a rare opinion

from a woman who experienced the application of forceps. It is Ophelia’s
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first child and she is relieved to hear to sound of the medical man’s carriage
outside the door:

...Oh how thankful | felt when | heard his wheels stop at our door — After 12
hours of extreme pain and suffering, and Mr. Gillett's judicious use of
instruments at 25 minutes after four o’clock on Tuesday morning Sept-8—
1857 Mr. G. announced the birth of a perfect little boy."®*

Ophelia clearly acknowledges the medical man as an expert in a process
that has caused her great pain and is thankful for the way in which he has
managed her childbirth. Although she is the one who has withstood the
“‘extreme pain and suffering” she relinquishes the control of the birth to “Mr.
G” who informs her that she has given birth.

While judicious use of forceps saved lives, there was a danger that
over-enthusiasm might lead to abuse. In 1889, Myer of the Women’s
Hospital, Melbourne, advised caution in the use of forceps saying that they
were all too frequently applied in both the first and second stages of labour
with detrimental consequences to the mother. Infection, lacerations to the
perineum and gynaecological complications were all associated with the
misuse of forceps.'® In 1892, Swift gave a graphic example of the misuse of
forceps when he recalled:

The patient told me afterwards, her account being corroborated by the
nurse, that in her last confinement the doctor used the instruments and
pulled the patient, nurse, and bed across the room until he was stopped
by the wall."®®

The physical and psychological consequences of such extreme force
being used to apply traction to the foetus are unimaginable. In the same
year, the medical practitioner Monsell, reinforced both the concept that

labour carries with it a certain degree of risk and that its outcome might be
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affected adversely by the quality of the birth attendant when he recalled
that:

| was called on one occasion to see a primiparae who was in labour for
several hours with very severe pains. She was attended by a foreign doctor
who wanted to “put on” the forceps... When | examined, the head appeared
to be below the brim, coming down with but receding after every pain. Now
when | examined, the feeling that was imparted to my finger rather puzzled
me, so | examined again, and after some time, to my great surprise, | found
the os so high up that it was almost out of reach of the examining finger, and
dilated only to about the diameter of a sixpenny piece, and nearly as thin as
a piece of paper. | had her conveyed to hospital, and with the administration
of chloral and bromide, and hot vaginal douches, the os dilated and labour
terminated naturally in about eight hours. Now had the forceps been put on
in thagg;rst instance | shudder to think of what the consequences might have
been.

It is apparent from Monsell’'s description, that the task of estimating the
degree of dilatation of the cervix that acts as an indication of the stage of
labour is not an easy one. Here, two men who practise as doctors were
initially mistaken in their findings and it was only after some time and
perhaps the greater expertise of one of them, that an accurate assessment
was made. The “foreign doctor” is not admonished as an incompetent
practitioner for his poor skills either in misdiagnosing or in attempting to
instigate the wrong treatment.

Despite the negative connotations associated with the use of
forceps, on occasions they were the only means by which the foetus could
be extracted and then only after destructive procedures had been applied.
In these situations, it might be necessary to reduce the size of the foetus
by cutting into its skull or removing it in pieces from the uterus.'®® These
were clearly procedures well outside the capabilities of a midwife in the

home and yet were sometimes essential if the mother’s life, at least, was
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to be saved. These treatments were a source of concern to many medical
practitioners as Chenhall acknowledges, but there was often little choice:

Conditions demanding craniotomy are important, because one constantly
feels the moral obligation of saving both lives. Yet it always seems to me
permissible when the child is dead, when marked cerebral deformity or
hydrocephalus exists, or where pyrexia indicates infection of the parturient
canal from careless handling."®®

According to Chenhall, a way of avoiding the procedure might be to apply
forceps and weighty traction to extract the foetus, but that was likely to
cause unnecessary trauma to the mother. Chenhall argues that, in such
circumstances, there was no real choice but to resort to destructive
measures because:

No warrant exists for dragging a dead child through the parturient canal
with great force when craniotomy or embryulcia will render delivery easier.
On two occasions, where we believed the child was dead and the
patient’s condition desperate, | perforated, applied the cephalotribe, and
delivered and saved both mothers. One could not have seriously
considered the advantages of pubiotomy or Caesarean section in such
cases. Generally, | believe it expedient to allow natural expulsion to occur
wherever practicable after reduction of an abnormal presenting part.'”®

The ramifications of abnormal labour that this passage describes represent
the most drastic of measures and are not lightened by the language. The
way in which this short passage is presented serves almost to detach the
reader from the reality of the situation and supports the claim that, to some
members of the medical profession, childbirth was merely a mechanism that
occurred within an inanimate and systematised device. Chenhall reinforces

this conceptualisation when he asserts that forceps are not always the best
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choice and that caesarean section is sometimes the better option. He
observes that:

Attempted delivery of a living child per vias naturales is unscientific where
unnatural proportions between the passenger and passage are found, and
Caesarean section alone offers hope for saving both lives."”’

While Chenhall advocated caesarean section as the optimum treatment
option, not all his colleagues were so inclined. Cautioning that it is imperative
to make the correct diagnosis at the outset and that harm may result from
selecting the wrong treatment option, Chenhall explains that where
disproportion exists, he prefers the option of caesarean section because, in
his experience:

Undue force is far too frequently applied at the expense of mother or child
when precise study of existing conditions would have revealed a contracted
pelvis, an impacted shoulder, or some equally potent cause of dystocia.'"?

Consistent with the experiences of Hamilton and Monsell, Chenhall’s
comments suggest that not all medical practitioners were competent and not
all lives were enhanced or assisted by their interventions. There was plainly
a difference between the levels of knowledge and experience medical
practitioners might bring to the birthing scene. By 1892, when Hamilton and
Monsell recorded their particular encounters with other practitioners, medical
practitioners had seemingly benefited from a three-year course of specialist
training in medicine. With all the opportunity that afforded them for advanced
knowledge of the subject, maternity practice continued to perplex and
confuse.

For those women whose childbirths were associated with forceps, the

application of these instruments was often combined with an anaesthetic
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such as chloroform. In the late nineteenth century, a combination of
chloroform and forceps was used to treat obstructed labour or delay in the
birth of the foetus.’ The use of forceps without some form of anaesthesia
was unthinkable given the severe damage that forceps might wrought
especially in situations where their employment was injudicious. McCalman
cites a range of injuries that were the consequence of forceps application
and which marred the woman’s future life.”* Opium, an older preparation
than chloroform, was cited in the labours of Sally Drinker Downing in North
America in 1795.7° Its use in Australia seems to have been predominantly
in the treatment of pain caused by gynaecological conditions or as a
sedative.'®

The diversity in the ways in which childbirth presented itself and to
which midwives were exposed during the course of their work was
sometimes quite beyond the scope of their knowledge. That diversity
frequently included complexities that were impossible to treat without the
techniques that were available only to medical men. Medical evidence in the
late nineteenth and early twentieth century continually reinforced the notion
that doctors held superior skills and knowledge to that of midwives. At the
same time, the unpredictable nature of childbirth that the medical profession
acknowledged in their own discourse was not included in their assessments
of the work of midwives. Indeed, in their appraisal of midwives, the medical

profession saw fallibility as a profound deficit. In contrast, when it came to
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reflecting on their own work, fallibility became the fault of the “patient” or of
the circumstances in which the “patient” gave birth. The midwife’s position
was shifting and unstable. She was the principal practitioner in childbirth, but
she worked alone without the support of others of her kind, relying for the
most part on the goodwill of the community. That goodwill was generally
forthcoming and although community reminiscences of the practices of
individual midwives tend to be complimentary, some might argue that the
community had no other option.

Current obstetric thought interprets many of the conditions that this
chapter has discussed as “obstetric emergencies”. In the language of the
twenty-first century, from a text whose first edition was published in Britain in
1917, an emergency is defined as:

...a situation or occurrence of a serious and often dangerous nature,
developing suddenly and unexpectedly, and demanding immediate
attention.””

Amongst the conditions that constitute an emergency in current obstetric
practice are, hypertensive disorders, haemorrhages and post-partum
collapse. The treatment of these conditions is specific to the cause and
includes cessation of labour by means of caesarean section, urgent
replacement of blood loss and reversal of clinical shock through intravenous
therapy.’”® For conditions in which labour progresses slowly, or not at all, as
a result of inefficient uterine contractions or cephalo pelvic disproportion, the
treatment is active management by use of a uterine muscle stimulant or

assisted “delivery” of the foetus.'” In the twenty-first century, the condition
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of cephalo-pelvic disproportion often requires extraction of the foetus through
caesarean section.

With present day treatments relying so heavily upon obstetric
interventions to offset or remedy clinical complications, there is little doubt
that lay midwives in the nineteenth and early twentieth century were severely
disadvantaged from the outset. Uneducated in the physical processes of
childbirth and ignorant of the ways of resolving complex situations, they were
devoid of the means of preventing or treating impediments to childbirth.
Their perceived deficiencies led to claims against them by, arguably, their
most hostile audience. But could medical practitioners really offer anything
better than that which was available from the lay midwife? In retrospect it
seems that perhaps they could not. This chapter has shown that the
treatments offered by medical practitioners were notably unscientific and
their use of technology dependent upon the administration of chloroform, the
application of forceps and the occasional use of drugs whose effects are
now questionable.

With the benefit of hindsight, Tew draws on her detailed statistical
analysis of childbirth trends in the twentieth century to argue that the medical
profession contributed very little to childbirth in terms of improved mortality
rates. Tew is emphatic in defending her findings, contending that:

It is impossible to find evidence that medical care raised the safety of birth
for mother or child before 1935. It is impossible to find evidence which
supports the claim that improvements in the education and technical
efficiency of doctors or midwives, or indeed in other elements of maternity
care, were responsible for the major and sustained improvement after
1936 in the survival of mothers in childbirth. It is just as difficult to show
that these were the factors responsible for the markedly improved survival
of po%gatal infants after 1900 and of neonatal infants and fetuses after
1939.

180 M. Tew, Safer Childbirth? A Critical History of Maternity Care, 2" edition, p.311.



195

But this advice was not apparent in the period under review. With this in
mind, the following chapter concentrates in some detail on the work of lay
midwives and the criticisms levelled against them by members of the
medical profession. At that time, medical practitioners brought to childbirth
ways of thinking and interpreting that were different from that of midwives. It
was an “expertise” that saw childbirth as an illness for which the medical
practitioner needed solutions based on scientific principles and in which he
was assisted by technological advances.
Conclusion

As this chapter has shown, by the early twentieth century the
medical profession was already a formidable presence in childbirth and
medical ascendancy over midwifery practice was rapidly becoming a
reality. The medical profession had emerged as an organised body with a
monopoly over its own training and practice. Its members were
predominantly men drawn from the middle class whose wealth and social
status distinguished them from the women of the working class, the
majority of whom represented on the one hand, their “patients” and on the
other and to a lesser extent, their competitors. Unlike the midwife cluster
whose knowledge of childbirth was largely dependent upon practical
response to the event, the medical profession of the late nineteenth
century comprised self-assured men who were not only literate, but were
also educated and trained within a specialised discipline. These men had
been taught the art and the science of medicine and they brought their

skills to the practice of midwifery.
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The inherently unpredictable and potentially problematic nature of
childbirth supported the medical profession’s campaign against lay
midwives. In emphasising the inadequacies of midwives’ knowledge and
promoting their own perceived greater expertise, the campaigners called
for the creation of a trained midwifery nurse to replace the unqualified
midwife. The medical profession was a strong proponent of childbirth
reform and focused on the deficits of the untrained midwife and held those
instances where maternal or infant deaths occurred in association with
attendance by lay midwives to be the normal state of affairs. While this
was undeniably not the case, a view supported in parliamentary debates

' the medical

that took place during the early twentieth century,®
profession was successful in its pursuit of a significant restructuring of
midwifery practice. Importantly and as argued earlier, the imperatives
driving this agenda were compatible with broader social objectives being
pursued by the governments of the day.

The following chapter identifies the principal claims made by some
members of the medical profession against lay midwives. The claims are
assessed in the light of coronial and magisterial evidence related to deaths
in childbirth that occurred between 1864 and 1912. The accounts conform,
where possible, to the complications of childbirth that have been dealt with
in this chapter, but in the place of the medical practitioner, the work of the

lay midwife is highlighted. The chapter will show that, in comparison with

the specialist medical practitioner who professed to have the means to
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make a difference to childbirth outcome, the midwife, when severely
tested, was often found to be lacking. Lack of education, lack of skill, lack
of foresight and lack of insight all contributed to the deaths of women and

their infants and gave credence to the claims against midwives.
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CHAPTER FOUR
IGNORANCE OR NEGLECT?
CLAIMS AGAINST MIDWIVES: QUEENSLAND 1859-1912

...if positive proof were required, how many
heartrending cases could we not all relate, where
loss of health, and even life, has resulted from
the fatal treatment of some uneducated, drunken,
or dirty midwife.”

The thesis thus far has identified the origins of the role of the
midwife and has traced the development of that role as it evolved in
New South Wales and Queensland. It has demonstrated the ways in
which the lay midwife went about the work of childbirth assistant and
has addressed, in comparative terms, the ascendency of the expert
practitioner role adopted by the medical profession. The previous
chapter established the medical profession as a progressive and
stalwart body in the arena of childbirth in Britain and Australia. The
chapter illustrated the ways in which the medical profession
conceptualised childbirth and the options available to it in the
"management” of childbirth as a medical “condition”. The different
approaches to childbirth, the disparate functions that midwives and
medical practitioners performed, and the ascendancy of medicine,
deemed the restructuring of midwifery practice inevitable. It was an
inevitability assisted by the lack of an organisational structure to support
midwives in Australia and to guide their occupational development.

While the midwife was the traditional attendant in childbirth, both

women and midwives came to rely increasingly on the medical

1 W. B. Nisbet, “The Education of Midwives”, AMG, (June, 1891), p.270.



199

practitioner. This reliance was expressed by women who, when
provided the opportunity, opted for painless childbirth, and by midwives
who, when caught in clinical situations that were beyond their abilities,
called for medical aid. Medical practitioners were thus able both to
increase and reinforce their impact on childbirth. Some medical
practitioners used their influence to deride midwives for poor work
practices, while others lost no opportunity to draw attention to deficits
that they attributed to midwives’ inferior knowledge base. This censure
was not directed against all midwives and not endorsed by all members
of the medical profession. Yet, some midwives were inept and it was
their practices that fuelled condemnation of the midwifery role.

At the same time, the complexities of childbirth brought midwives
and medical practitioners into close contact and allowed each the
opportunity to observe the practice of the other. Although lay midwives
held a powerful attraction for women of the working class, they were
impotent against the greater prestige and authority of the medical
fraternity who were beginning to dominate the childbirth arena. When
medical practitioners were called to assist at a confinement that had
become complicated, they were ideally placed to comment on events
that had preceded their arrival and to apportion blame with whomever
they felt responsible.

The status held by the medical practitioner as birth specialist was
strengthened by, or perhaps gave strength to, the role of the medical
practitioner in the courtroom. Medical practitioners appeared as expert

witnesses and medical examiners. Police called on medical practitioners
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to give evidence related to the circumstances of unexpected death and to
conduct post mortem examinations. In assisting coroners and magistrates
to assess the clinical facts that confronted them, medical practitioners
were involuntarily afforded the means through which they might find out
more about what went on in the birth-rooms of the working class. The
medical practitioner was, therefore, in a prime position to pass
judgements on the practice of lay midwives and to suggest ways in which
midwifery practice might be improved.

The value of medical opinion was no less apparent in the political
arena where policy makers sought solutions to the growing problem of
population decline and infant mortality. Articles in medical journals in the
late nineteenth century contain frequent negative references to the work
of untrained midwives and it is clear from submissions to the New South
Wales Royal Commission that medical practitioners held a firm platform
as advisers to the Inquiry.? Formal criticisms against midwives came, for
the most part, from a small number of medical practitioners who took
active measures to make their case known. Graham, in New South
Wales,® and Nesbit in Queensland,® were two of the most vigorous
campaigners for the regulation of midwives.

This chapter considers some of the claims made by medical
practitioners against midwives and evaluates the substance of those
claims on the basis of evidence provided to coronial and magisterial

investigations into maternal and infant deaths. The chapter demonstrates
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that, far from being indisputable, the contention that lay midwives were
the primary perpetrators of deaths in childbirth remains a matter for
conjecture. For while the attendance provided by the lay midwife was not
devoid of shortfalls, neither was it inherently or unanimously perilous. And
while it is clear from the testimonies that there was a need to standardise
and formalise the midwife role, the variable nature of childbirth,
compounded by the lack of organised medical assistance to support
complex childbirth, were significant influences in childbirth outcomes.

The call for changes to midwifery practice

It was in June 1891 that Nisbet, a medical practitioner from
Townsville, made an emotive appeal for changes to the work of midwives
in Queensland. Nisbet called for the abolition of what he termed, “the
indiscriminate practice of midwifery by untrained nurses” and for provision
to be made, "for educating suitable women to become -certificated
midwives”.> Using figures contained in a paper by Aveling and delivered
before the British Gynaecological Society, Nisbet quoted a maternal
mortality rate in Britain of 1:200 in women attended by an untrained
midwife compared with 1:729 attended by midwives who had received
training. Relating these figures to Queensland, Nisbet showed that

maternal mortality in 1888 and 1889 was 1:201 and 1:241 respectively.’

5 Ibid., p.271.
6 Ibid., p.270.



202

Based on these figures, Nisbet posed the rhetorical question:

...Iif positive proof were required, how many heartrending cases could we
not all relate, where loss of health, and even life, has resulted from the
fatal treatment of some uneducated, drunken, or dirty midwife.”

Nisbet’s claim was not a new one in terms of correlating the midwife or
the nurse with ignorance, alcohol and lack of hygiene.

In a portrayal of nursing progress over a fifty-year period between
1838 and 1888 published in the Nursing Record in 1888, the picture of a
large, unkempt, and rough-looking woman, wearing a mop-cap and a
domestic apron, is posed against the image of a slim young woman of
refined appearance, whose hair is neatly contained within a trim and
close-fitting bonnet. In the background of the picture of the first woman
rests a bottle over which lies an umbrella, or “gamp” as was its slang
term. The background of the second woman contains a cross.® The
association between the first woman portrayed and the character of
“‘Sarah Gamp” whom Dickens created in his fictional work, Martin
Chuzzlewit® is an analogy that has become easily recognised in nursing
and midwifery discourse.

In his work, Dickens portrays the nurse as an uncouth and bulbous

woman whose rough exterior does little to soften her insensitive nature.

7 Ibid.

8 C. Davies, “Introduction: The Contemporary Challenge in Nursing History”, In C.
Davies (ed) Rewriting Nursing History, (London: Croom Helm, 1980).

9 C. Dickens, Martin Chuzzlewit, (London: Penguin Books, 1986), pp.373-390.

10 C. Davies, “Introduction: The Contemporary Challenge in Nursing History”. See
also, K. Williams, “From Sarah Gamp to Florence Nightingale: A Critical Study of
Hospital Nursing Systems from 1840 to 1897”, In C. Davies, (ed), Rewriting Nursing
History, (London: Croom Helm, 1980), pp.41-75.
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The uncomplimentary picture that Dickens paints is summarised in this
passage:

The face of Mrs. Gamp — the nose in particular — was somewhat red and
swollen, and it was difficult to enjoy her society without becoming
conscious of a smell of spirits. Like most persons who have attained to
great eminence in their profession, she took to hers very kindly; insomuch
that, setting aside her natural predilections as a woman, she went to a
lying-in or a laying-out with equal zest and relish."’

The implications of this description are clear. This character is a woman
who is in high demand as accoucheur and mortician and whose
inclination towards alcohol is a part of her everyday life. This portrayal,
taken out of context as it has been and applied to a diverse assortment of
women who are purported to represent one social body, that of midwife,
has acted to both identify the role of the midwife and to damage its
plausibility.'?

The “Sarah Gamp” image was consistent with Nisbet's
interpretation of the midwife role and he was in no doubt that maternal
mortality was “due to ignorant midwives” whom he described variously
as “uneducated, drunken, or dirty”."®> Nibset’s claim that a proportion of
women who acted as midwives consumed alcohol to the detriment of
the women they attended cannot be dismissed, and there is coronial
and magisterial testimony to support it. While the true incidence of
inebriation as a factor in negligent midwifery practice is impossible to
determine, its presence was enough to reinforce criticism of midwives.
It seems that consumption of alcohol by women was not especially

remarkable. Constance Ellis in her memoirs recollected with some

11 C. Dickens, Martin Chuzzlewit, p.378.

12 A. Summers, “For | Have Ever So Much More Faith in her Ability as a Nurse’: The
Eclipse of the Community Midwife in South Australia 1836-1942", pp.183-187.

13 W. B. Nisbet, “The Education of Midwives”, AMG, (June, 1891), p.270.
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wryness that the nurse who assisted her in the birth of her first child
failed to arrive the following morning as arranged because she and her
husband had consumed a bottle of brandy given to her by Constance
the day before.'

Nisbet further claimed that the majority of midwives were
ignorant of the processes of childbirth and as a consequence women
experienced long-term gynaecological conditions or even death. Nisbet
maintained that, those women whose labours were mismanaged by
midwives were likely to become exhausted during the confinement, to
be slow to recover after childbirth, and perhaps be plagued with
backache for the rest of their lives. In support of his views, Nisbet
explained that:

...it is not only the actual loss of life which might be prevented. Think
of the hundreds of women who, through ill-health following a mis-
directed confinement, are rendered miserable and useless as workers
and wives. What brings the crowds of chronic sufferers as out-patients
to the Gynaecological department of a hospital in any large town?"®

Nisbet called on the state to help the medical profession rid Queensland
of the dread of the lay midwife. He argued that, if women were to persist
in continually seeking out the services of the midwife in preference to the
medical practitioner, then it was the responsibility of the state to ensure
that midwives were trained to an acceptable standard.™

Nisbet was not alone in his denigration of the lay midwife. In 1893,
Love, Honorary Physician to the Lady Bowen Hospital in Brisbane, linked

midwives to maternal and infant mortality, saying they were, “self-taught

14 C. Ellis, | Seek Adventure: An Autobiographical Account of Pioneering Experiences
in Outback Queensland from 1889 to 1904, (Sydney: Alternative Publishing
Cooperative, 1981) pp.37-39.

15 W. B. Nisbet, “The Education of Midwives”, AMG, (June, 1891), p.270.

16 lbid., p.271.
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and correspondingly ignorant”.!” In 1898, at a meeting of the medical
profession in New South Wales, it was asserted that midwives were
“‘ignorant and unskilled” although it was conceded that this statement did
not apply to all midwives.” In 1909, Victorian midwives were referred to
as an “inferior grade” of practitioner.'®
The purported ignorance and lack of skill associated with lay
midwives was parallelled by the claim that untrained midwives acted as a
vehicle for infection. Here, the medical profession argued that midwives
would benefit from a compulsory period of training in a lying-in hospital
where they could be taught the need