
SCIENTIFIC CONTRIBUTION

Moral implications of obstetric technologies for pregnancy
and motherhood

Susanne Brauer1

Published online: 3 April 2015

� Springer Science+Business Media Dordrecht 2015

Abstract Drawing on sociological and anthropological

studies, the aim of this article is to reconstruct how ob-

stetric technologies contribute to a moral conception of

pregnancy and motherhood, and to evaluate that conception

from a normative point of view. Obstetrics and midwifery,

so the assumption, are value-laden, value-producing and

value-reproducing practices, values that shape the social

perception of what it means to be a ‘‘good’’ pregnant

woman and to be a ‘‘good’’ (future) mother. Activities in

the medical field of reproduction contribute to ‘‘kinning’’,

that is the making of particular social relationships marked

by closeness and special moral obligations. Three tech-

nologies, which belong to standard procedures in prenatal

care in postmodern societies, are presently investigated: (1)

informed consent in prenatal care, (2) obstetric sonogram,

and (3) birth plan. Their widespread application is sup-

posed to serve the moral (and legal) goal of effecting pa-

tient autonomy (and patient right). A reconstruction of the

actual moral implications of these technologies, however,

reveals that this goal is missed in multiple ways. Informed

consent situations are marked by involuntariness and

blindness to social dimensions of decision-making; ob-

stetric sonograms construct moral subjectivity and agency

in a way that attribute inconsistent and unreasonable moral

responsibilities to the pregnant woman; and birth plans

obscure the need for a healthcare environment that reflects

a shared-decision-making model, rather than a rational-

choice-framework.

Keywords Prenatal care � Birth � Pregnancy �
Motherhood � Sonogram � Autonomy

Introduction

In modern societies the beginning of the ‘‘biological life’’

(Waldby 2002: 313) of a child is placed in a medical

context: Conceiving a child can be the result of various

reproductive technologies, and experts see gestation and

birth as at least demanding medical observation. While

infertility may be considered a disease, pregnancy and birth

are not diseases but physiological processes. In the latter

case medical diagnosis and intervention are justified on the

ground of prevention: regular check-ups are necessary in

order to ensure a medically-defined ‘‘normal’’ course of

gestation and delivery, and to recognize pathological de-

viances early on. Preventive and diagnostic medicine is

concerned with the physical well being of the expectant

mother and the biological development of the embryo,

fetus and newborn.

What is at issue in the description just given is the target

of medical intervention, namely the biological aspects of

being a pregnant woman and of becoming a child to be

born. The argument defended in this article is that medical

practice in the context of pregnancy and childbirth also

bears moral meaning. How conditions are medically pre-

vented, diagnosed and treated have moral implications for

the conception of pregnancy and motherhood. In other

words, obstetrics and midwifery are value-laden, value-

producing and value-reproducing practices, values that

constitute the social perception of what it means to be a

‘‘good’’ pregnant woman and to be a ‘‘good’’ (future)

mother. Activities in the medical field of reproduction

contribute to ‘‘kinning’’, that is the making of particular
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social relationships which are marked by closeness and

special moral obligations to onés kin (Schnegg et al. 2010;

Hauser-Schäublin 2010; Stone 2003).

This moral dimension is well illustrated by certain legal

restrictions on reproductive technologies. Who is entitled

to an artificial insemination by donors, in vitro fertilization,

or pre-implantation genetic diagnosis, for instance, de-

pends, in some countries, on not just biological factors such

as age, but also on history of diseases and genetic disorders

that run in the family, on legal aspects such as marital

status and even on the most intimate matters such as sexual

orientation of the hopeful parents. In Switzerland, for in-

stance, only heterosexual married couples are entitled to

IVF or artificial insemination by donors. Civil partners and

unmarried women are denied access to these reproductive

technologies. The assumption is that heterosexual married

couples still serve as the ideal of a family that includes

children.

In the case of obstetric guidance through gestation and

delivery, the moral component of intervention might be

less obvious than in the case of artificial fertilization, but, it

is argued here, does exist. Following a general approach of

Science & Technology Studies, the considerations at hand

begin with the assumption that technology is the applica-

tion of scientific knowledge for practical use. Thereby

technology is conceived as being a largely social activity

(Sismondo 2004: 9), which plays a constitutive role in

subjectivity, identity and relationships (Hogle 2007: 849f.)

This approach will be applied to different forms of tech-

nologies in obstetrics. Since the body of knowledge that is

used in obstetric practice is not only coming from medical

science, but also deriving from bioethics and law, con-

ventions in medicine are counted as technologies as well,

although they are not material mechanisms. By this way,

general mechanisms of how moral conception of agency,

subjectivity, relationship and responsibility are formed and

perpetuated in prenatal care and birth care are to be ex-

plored. In what follows, the moral implications of three

technologies will be elaborated: (1) informed consent in

obstetrics as the principal communicative technique to

regulate medical interventions according to legal and

bioethical standards; (2) the standard use of sonogram as

an apparatus in prenatal screening; and (3) birth plan as a

form of an advanced informed consent, that is a commu-

nicative technique to determine the mode and circum-

stances of delivery prior to birth.

The aim in investigating these three technologies is

twofold. First, the moral implications of the three tech-

nologies will be unpacked by way of a critical recon-

struction. Next, following an approach of bioethics as a

normative enterprise, the reconstructed moral implications

will be evaluated from an ethical point of view. This ethical

evaluation is not to be accomplished by referring to some

universal principles that serve as grounds for criticism of

moral failure. Instead, an evaluation is introduced by pos-

ing two questions. The first question is whether the re-

constructed moral implications of obstetric technologies do

actually fit the declared moral values and self-understand-

ing of the agents who are involved in obstetric practice.

That is, to ask whether the moral implications of tech-

nologies in practice coincide or contradict with the aspired

moral values of obstetric care.

This comparison between actual and intended moral

value is the first step in building up a normative critique

because tensions here would provide a reasonable cause for

change (though it remains open what kind of change would

be required). Even if moral practice and moral intentions

are contradictory, it could still be the case that the practice

is morally more desirable than the moral effects initially

intended. A second question to pose is then whether the

persons involved in a practice want to be the kind of moral

agents that they actually are. This question is the real test

case for the moral worth of a practice—and of course it is a

question, and one not up to a philosopher to answer, but

rather a starting point for public deliberation.

Informed consent in obstetrics

Informed consent is the preeminent communicative tech-

nique in medical practice, which serves the goal of patient

autonomy, and shapes the relationship between patient and

healthcare provider profoundly. In this respect bioethical

literature on patient autonomy and informed consent as the

appropriate ‘‘translation’’ of this moral principle into

practice, has deeply influenced medical care practices in

contemporary Western societies (Faden et al. 1986).

The importance of patient autonomy is displayed in

national legislations and international law such as the

European Convention on Human Rights and Biomedicine.

From a legal point of view every medical intervention,

including therapeutic, palliative, diagnostic and preventive

measures, is potentially an infringement on the bodily and

psychological integrity of the patient—regardless of whe-

ther the intervention is medically necessary. Each inter-

vention is therefore in need of consent from the

(competent) patient in order to be legitimate (special cases

are emergency cases and medical decisions concerning

incompetent or unconscious patients). This is especially

true for routine prenatal care where the purpose of medical

intervention is diagnostic and preventive in nature, and not

the treatment or eradication of disease.

In order to evaluate the technology of informed consent

it is necessary to investigate whether the moral implica-

tions of this communicative technique live up to the legal

and ethical standard of patient autonomy. There are three
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structural factors essential to the usage of informed con-

sent. First, a person can only consent or dissent to options

offered to her by healthcare providers. She cannot demand

treatment options that are—from a medically defined per-

spective—futile or inefficient, and that are not cost-effec-

tive. Second, a patient cannot control which options are

offered to her. It is part of the medical authority to choose

among the options presented to the patient. These options

vary over time and from region to region according to what

is currently considered best clinical practice. Third, a pa-

tient cannot refuse to enter the interaction of informed

consent. That is, a competent patient cannot refuse to be

informed and to make decisions on the ground of this in-

formation and against the backdrop of social and moral

expectations accompanying the options at issue (van den

Daele 1988: 207). The patient has the choice between

consent and dissent, but she cannot prevent decision-

making in general. Since it is in the power of the medical

staff to decide whether or not to enter an informed-consent-

interaction and when to do so, informed consent situations

could well be assessed as a compulsory situation of deci-

sion-making instead of a prime example for practiced pa-

tient autonomy.

These general observations on informed consent may

also be applied to obstetrics. In routine prenatal care the

number of decisions a woman must make has increased

with the availability of new technologies, such as sono-

gram, blood tests and amniocentesis. Recent studies show

that the use of these technologies are increasingly offered

as part of screening procedures including all pregnant

women regardless of age or medical history (Seavilleklein

2008). Now it could be argued that increasing the number

of decision-making scenarios amounts to promoting

womeńs autonomy. The pregnant woman gets to choose

methods for monitoring the well-being of her fetus, as she

wishes. It is simply the task of healthcare practitioners to

provide her with the information she needs to understand

what is being offered and to privately decide what medical

technologies she wants to make use of. Making decisions

possible for a pregnant woman and respecting her choice

could be welcomed as enlarging her influence over her own

prenatal care. If patient autonomy is best expressed by

informed consent, one could conclude that the more deci-

sions there are the better.

However, this perspective is far from being accurate for

various reasons. First, it is questionable whether informed-

consent-interactions are valid decision-making-situations

in which the woman is being presented with at least two

equal options, or whether the interaction presents rather an

‘‘illusion of choice’’ (Sherwin after Spoel 2006: 203). A

closer look at patient consent in certain settings might re-

veal implicit suggestion by experts that one option is the

more reasonable and common one to follow (e.g. receiving

a sonogram). In this case, patients are inclined to make the

choice that they perceive is the ‘‘desired’’ or ‘‘correct’’ one.

This unintended bias, in which recommendations of the

physician during a consultation are legally prohibited, has

nevertheless been detected (Samerski 2002). Also, it is

easily conceivable that some women consent to testing

because they just want to bring the interaction with the

physician to an end. Giving consent could be an effective

coping strategy within informed-consent-interactions per-

ceived to be stressful or ‘‘invasive’’, or to prove oneself to

be a ‘‘reasonable and responsible future mother’’ (Bister

2010), namely to strive for fetal perfection (Kukla 2005:

126). In addition, various other dynamics of the relation-

ship between pregnant woman and her obstetrician might

make it difficult for the woman to reject her physiciańs

recommendation (McLeod 2002: 136).

It is also the case that doubts can be cast on the quality of

information provided (or the success of imparting it) to a

pregnant woman by a healthcare provider. Some empirical

studies show that women may misunderstand that prenatal

diagnosis is not mandatory, and that the result of the inter-

vention is of merely diagnostic use and not therapeutic

(Seavilleklein 2008: 71). Though other studies confirm some

women realize prenatal tests are not obligatory and that they

do not contribute to fetus health (Garcı́a et al. 2011: 463). In

any case, without special counseling, it is difficult to assess,

for instance, the usefulness of a screening test to onés per-

sonal situation (Garcı́a et al. 2011). What is more, when

being asked about testing preferences some women do not

realize that it is not the test that is actually at issue, but the

decision to abort a potentially abnormal fetus if the test re-

veals something problematic. This could lead to paradoxical

preferences. A Dutch study on prenatal screening for Down

syndrome revealed that those who accept testing have am-

bivalent feelings regarding the purpose of the test. While

their decision was guided by a wish to know and confirm

whether the baby is healthy, they reported reluctance to make

further decisions on a termination of the pregnancy (Garcı́a

et al. 2011: 412).

The self-understanding of the medical practice (namely to

promote and respect autonomy through informed consent) is

thus apparently challenged by the actual circumstances of

informed-consent-interaction: namely, involuntariness of

entering the interaction; limited or misunderstood transferal

of knowledge; bias in presentation of options; and a tendency

to fulfill perceived social expectations. Since the practice of

informed consent as a communicative technique to secure

legally and ethically recognized standards of patient rights

does not live up to the ideal of autonomous choice, informed

consent practice should be reworked. In the following two

sections this assertion will be further developed by investi-

gating two examples where informed consent is required:

sonogram screening and birth plan.
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Sonogram screening

Sonogram is a classic example of a technology adapted to

standard (prenatal) care where counseling prior to screen-

ing is no longer practiced (Seavilleklein 2008: 75f.). Ob-

viously, the lack of counseling poses a problem with regard

to the requirement of informed consent for diagnostic

procedures. However, this line of criticism is not of inter-

est. Instead this section will focus on the moral conception

of motherhood, woman–fetus-relationship and pregnancy

that is suggested by the offer and use of sonogram.

Peter-Paul Verbeek argues forcefully on how the tech-

nology of obstetric sonogram (as a visualization of the fetus)

is not an innocuous one (Verbeek 2008). Reflected sonogram

waves have to be translated into a picture on a screen on

which the size of the fetus is much bigger than in reality. The

fetus is constructed as an individual subject, who can be

gendered and even named before birth. Since in the visual-

ization the fetus is freely floating in the womb it seems un-

connected to the pregnant women. It is well known that these

visual effects have been used for political purposes in pro-

life campaigns, and have been highly criticized by feminists

(McLeod 2002: 156). Through the visual construction of the

fetus with sonogram the woman loses the privilege of an

(almost) solitary sensual access to the fetus (Little 1996). If

the physician wants to gather information on the fetus she

turns her attention to the computer screen, not to what the

pregnant woman has to tell (Rapp 1997: 37, 39). The expe-

rience of pregnancy has been partly externalized and given

over to technological observations, which makes it possible

to omit the subjective experience of the woman from medical

discourse, devaluing her specific experiences and relation-

ship to her fetus and body (Young 1984).

As feminists have pointed out, one obvious moral effect

of this representation through obstetric sonogram is the

(potential) disempowerment of women through losing the

primacy of their subjective experience. One could argue,

however, that since sonogram has been part of standard

prenatal care for almost 30 years, it is a culturally well-

established mode of perception in pregnancy that has an

immediate impact on how the subjective experience of

pregnancy is shaped. Thus sonogram does not necessarily

have an alienating effect on some ‘‘original’’ experience of

pregnancy, but could rather be a constitutive part of a

personal experience of pregnancy in cultures where sono-

grams are routine. Carolyn McLeod, for instance, recom-

mends that obstetric medicine not make any presumptions

about how pregnancy and the maternal-fetal relationship

are experienced by a woman. McLeod suggests a model of

pregnancy as a relationship that can ‘‘accommodate a

varying degree to which women view their fetuses as parts

of them’’ (McLeod 2002: 160).

Another issue to consider here is the morally significant

effect of the maternal-fetal separation, such that the fetus

can be thought of as an individual who has interests and

rights of its own (Duden 2002; van den Daele 1988: 190f.).

A potential conflict of interest is sharpened by the fact that

the fetus is not only conceptualized as an individual but

also as a patient. The purpose of sonogram is to detect

abnormalities and it so thrusts the fetus into the role of

patient (Finkler 2001: 238). This illustrates a ‘‘medical-

ization’’ of pregnancy, rife with multiple and also contra-

dictory consequences for the moral conception of

motherhood.1

The pregnant woman as environment and moral

agent

As a medicalized (albeit natural) process, pregnancy is thus

seen to require continuous monitoring by experts. While

the fetus is imagined as a vulnerable individual, possibly at

risk, the pregnant woman is regarded as a potentially

harmful environment. This ‘‘opens the way for using ul-

trasound screening as a form of surveillance, monitoring

the lifestyle and habits of expecting women in order to

enhance the safety of the unborn’’ (Verbeek 2008: 17). The

first problem with regarding a pregnant woman as the

‘‘environment’’ of a fetus is that an environment is, by

definition, marked by passivity, not by agency. It is thus

counter-intuitive to attribute moral responsibility to a mere

‘‘environment.’’

Second, the view of a pregnant woman as an environ-

ment does not align with her role as a decision-maker (or

moral agent) in prenatal care. The presumption is that by

giving or withholding consent to prenatal procedures, she

takes responsibility for her fetus’ health. But this is also

counter-intuitive as the pregnant woman is thus supposedly

responsible for circumstances that, to a large extent, are not

in her power. She can neither influence the genetic en-

dowment of the fetus, nor control most of the physiological

aspects of her pregnancy (e.g. conditions or diseases that

might endanger the fetus, such as pre-eclampsia or infec-

tion). Combined with the fact that the aim of prenatal tests

is merely diagnostic, not therapeutic, a pregnant woman

has simply too little control over her fetus’ health to ascribe

1 Sonogram enables also the future father to make visual contact with

the fetus. Since the fetus is constituted as a subject separated from the

woman and as a being in need of protection, the future father might

feel more involved and responsible for the well-being of the fetus.

This is a novel situation because it facilitates the possibility of a felt

engagement of the future father with the fetus. However, there still

exist double standards for ‘‘responsible parenting’’ and ‘‘duty to

assist’’ for the man and the woman, especially in the USA where

court-ordered caesarian deliveries are known, but no court-ordered

duty exists for a father, e.g. to donate a rein to his child (Little 1996:

395).
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moral agency to her. That is, having at least some options

to facilitate the positive outcome of fetal development is a

necessary condition to attribute moral responsibility in a

reasonable manner.

This, importantly, also holds if her responsibility is only

understood as a ‘‘role-responsibility’’ (Dworkin 1981: 29),

that is the responsibility of the pregnant woman to take

charge of certain areas such as her health through respon-

sible (that is not health-threatening) behavior (e.g. healthy

diet, avoiding smoking and alcohol). Enlarging the realm

of responsibilities for the fetal development to influencing

causes that are beyond the womańs reach (e.g. genetics,

environmental pollution, additional behavior etc.), is the

third friction in the attribution of moral agency in preg-

nancy (cf. McCullough and Chervenak speak only of an

‘‘beneficence-based obligation to the viable fetus’’ only to

take those risks ‘‘reliably thought to be reasonable’’

(McCullough and Chervenak 1994: 104).

Such enlargement of the womańs responsibility might

be a sign of blurring the fact that the relationship of the

pregnant woman is still to a fetus and not to a born child.

As Sarah-Vaughn Brakman et al. assert, the physical con-

nection of pregnancy does not itself initiate the nurturing

relationship considered to be the basis of motherhood

(Brakman 2006). In other words, according to a conception

of parents as nurturers, the genetic connection between the

fetus and the woman is not sufficient in order to establish a

mother–child-relationship complete with parental respon-

sibilities (Callahan 1995: 19; 23; 144).

The moral conceptions of a mother–child-relationship

and of a woman–fetus-relationship might, at first glance,

overlap in the following respect: both relationships are

structured by the goal to act in the best interest of the fetus/

child by focusing on presumed risks to its well-being. But

in the case of prenatal testing, the interests of the mother

and her fetus may be at odds: diagnosis of certain condi-

tions via prenatal testing (e.g. down syndrome or severe

disabilities) is almost pointless unless termination of the

fetus is an option. Termination (abortion), however, con-

tradicts so-called motherly obligations to a (born) child and

puts the pregnant woman in an ambivalent situation;

namely on one side the obligation to detect risks for the

fetus and thus to undergo prenatal tests, and on the other

side not to terminate an (advanced) pregnancy, which could

be taken as signaling a lack of motherly feelings or ‘‘par-

ental virtue’’ (McDougall 2007) in that she does not ‘‘ac-

cept’’ the unborn child.

Apparently, such contradictions are not an issue in the

medical profession which often considers the rejection of

prenatal tests to be ‘‘irresponsible’’ (Kneuper 2005: 61–68).

But it is confusing what ‘‘responsibility’’ implies: For

whom is disability actually a ‘‘harm’’ or a ‘‘wronging’’?

For the future child because it might suffer, for the parents

and the family who will be burdened by the care of a child

with disability, for the health insurance and other social

institutions because they have to contribute to the cost of

care? The only way to avoid ‘‘harm’’ in these senses is by

terminating the pregnancy. So the primary moral duty of

the pregnant woman might not lie with the fetus, but rather

with the persons and institutions that could be negatively

affected by a future child’s disability. A woman thus has to

decide whether to stay pregnant. In this view, responsibility

is regarded as gaining knowledge about the fetal health in

order to determine whether the outcome of the pregnancy is

‘‘undesirable’’ and thus should be ‘‘prevented’’ by abortion.

Barbara Katz Rothman coined the term ‘‘tentative preg-

nancy’’ (Katz Rothman 1986) to capture this predicament,

and with the spread of routine prenatal screening proce-

dures, it aptly describes a growing number of pregnancies.

A woman now has the responsibility to ‘‘correct’’ the

course of natural events if nature itself fails to eliminate a

disabled fetus (Garcı́a et al. 2011: 464; Samerski 2002:

221). This perception of moral responsibility in pregnancy

coincides with the view of pro-enhancement ethicists like

John Harries who asserts that ‘‘unconditional parental

love’’ implies selecting the child with the best genetic

endowment (Chan and Harris 2008; cf. also Davis 2008).

Flaws in the account of assigned moral responsibility

in pregnancy

There are a number of flaws in this kind of assigned moral

responsibility in pregnancy. One could generally object to

the idea that it is a moral obligation of the pregnant woman

to select her fetus on the ground of its health status (Katz

Rothman 1986). Others could argue in the name of the

womańs autonomy, that she should have the choice to

decide whether to abort her pregnancy, though she is not

morally obliged to do so.

One could also question if prenatal testing itself pro-

vides a solid basis for such important decisions. Empirical

studies demonstrate a number of problems evolving from

risk perception, communication and management. An in-

depth study on genetic counseling in Germany revealed a

large discrepancy between an expert understanding of the

terms ‘‘risk’’ and ‘‘probability’’ and the common under-

standing of these terms (Samerski 2002; cf. also Kneuper

2005: 195–208). Moreover, what is ‘‘normal’’ or ‘‘abnor-

mal’’, and what is a ‘‘risk’’ varies from country to country,

from profession to profession, and from person to person

thanks to a number of factors (Downe 2004). In addition,

prenatal testing at best offers only probabilities; it is not a

window into the future (Samerski 2002: 53). What is more,

prenatal testing does not determine the degree of a dis-

ability in life outside the womb. The range of disability for

children with Down Syndrome, for instance, is extremely
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large. It is a considerably opaque and complex task to make

decisions on the basis of future outcomes that are largely

hypothetical, that is to assign personal meaning to the

statistics provided by prenatal testing (Samerski 2002: 218;

232).

The logic of risk and of informed consent:

problematic implications of sonogram

The moral duty of the pregnant woman communicated

through prenatal testing is to avoid risk to the life and well-

being of the unborn child. Talking about the woman–fetus-

relationship primarily in terms of risk unavoidably shapes

their relationship. The pregnant woman is expected to de-

cide rationally, that is by means of a cost-benefit-calcula-

tion (Samerski 2002: 61), although the decision is

tremendously complex (see above). Plus the view of the

woman as a rational calculator contradicts the sociological

assumption that the decision to become a parent cannot be

placed in a rational-choice-framework (Burkart 2002). To

put a woman in a position in which she is expected to act in

accordance with a cost-benefit-calculation might under-

mine her feelings towards her fetus as well as her self-

perception as a future mother whose love for her child is

unconditional. As a result of trying to unite these con-

flicting social expectations and to cope with the challenges

of a complex setting for decision-making, prenatal tests can

cause iatrogenetic distress to the woman (Downe 2004:

99). By offering prenatal tests, obstetricians may engender

fear and uncertainty in the pregnant woman, which can

then only be overcome by further application of technology

to reassure her that ‘‘everything is o.k.’’ However, the need

for reassurance can never be fulfilled, since the results

produced by sonogram, for instance, are probabilistic and

prone to error (McLeod 2002: 138). The constantly nur-

tured anxiety surrounding pregnancy is not only a psy-

chological handicap but it also sets the moral tone for

motherhood: a responsible mother is in rational fear, fo-

cusing on the health risks to her child, and taking as her

primary duty avoiding them– regardless of her actual

ability to thwart such risks.2

Sonogram screening is a particular example of an in-

formed-consent interaction whose upshot is a decision that

cannot be avoided by the pregnant woman once she has

submitted herself to a healthcare provider for prenatal care.

The requirement to decide about prenatal screening

(Samerski 2002: 244) is now more ubiquitous that ever

because all women (e.g. of a certain age) are offered

sonograms regardless of their personal values or medical

record, or a determination of its psychological impact. She

may refuse to have an obstetric sonogram, but she cannot

escape deciding about it if it is routinely offered to her as

part of standard prenatal care. The ubiquity of sonogram

has deeply shaped the relationship between a woman and

her fetus in the sense that the woman cannot break away

from being socially perceived as separate from her fetus

(van den Daele 1988). She also cannot avert the assignment

of responsibilities that comes along with this separation

(i.e. testing for and prioritizing the health of the child, as

opposed to the health of her pregnancy).

Despite the self-understanding of obstetrics to promote

reproductive freedom and the empowerment of women by

providing them with choice, as well as to be neutral with

regard to normative evaluation of disabilities, obstetric

technologies such as sonogram can have confusing moral

effects.

Birth plan

The previous two sections have shown how technology can

shape the common understanding of moral agency and

subjectivity as well as the perception of morally significant

situations and the moral dimension of the relationship be-

tween pregnant woman and fetus. Now we turn our atten-

tion to an example that illustrates how women can exercise

their autonomy right through the process of birth. The

general idea promoted in obstetrics is that the expecting

woman can actively moderate labor by determining the

mode of delivery and related factors. The so-called birth

plan is the upshot of this idea. Administering such kind of

advance directive makes sense in a clinical setting in which

doctors, nurses and midwifes are unknown to the laboring

woman. It is an observation that attitudes of expecting

women towards birth are strong and vary among them

(Lyerly and Little 2010). Since birth is a significant life

experience for a woman, it is not only the outcome but also

the process that matters to her. Birth carries more meaning

than traditional medicine comprehends (Lee and Kirkman

2008). For ensuring a meaningful birth Margaret Little

et al. assert it to be essential that the womańs preferences

are taken into account, if not ultimately obliged (Little

et al. 2008).3

2 This fits well to a ‘‘risk society’’ (Beck 1986), ‘‘a modern culture

characterized by pervasive anxiety about and efforts to´colonizé the

future (Giddens 1991) […] ‘so risks are a kind of virtual, yet real,

reality’ (Beck 1998: 11)’’ (Wolf 2007: 612).

3 There are certainly limits to flexibility here. The Obstetrics and

Gynecology Risk Research Group convincingly argues, for instance,

that cesarean delivery on maternal request would not ultimately serve

the goal of ensuring autonomy to laboring women (Kukla et al. 2009;

Little et al. 2008; Lyerly et al. 2007, 2009; Lyerly and Little 2010).

Their argument is that such requests would lead to shifting cultural

norms and medical standards towards cesarean, so that ultimately it

would become harder to facilitate vaginal deliveries (Little et al. 2008).
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Shortcomings of birth plans

The choice of a birth method is limited by individual cir-

cumstances and available care provisions. A birth plan can

only be written under these substantial constraints, not

necessarily reflecting what the woman wishes most, but

rather what the woman can afford financially, considering

her health insurance plan. What weighs even more is that

preferences can change during labor. Until birth, choice is

neither static nor final (Kingdon et al. 2009). For this

reason, a birth plan cannot work as a manual for a suc-

cessful, fulfilling birth experience. It cannot substitute for

the judgment and responsiveness of health care providers

to determine what kind of physical and emotional support

the laboring woman needs at the moment, not to mention

what interventions she may require. This claim is supported

by empirical data. A recent study showed that nursing care

is the best predictor for satisfaction with health care

(Carlton et al. 2005). In the case of birth it is the ‘‘pres-

ence’’, ‘‘devotion’’ and ‘‘dependability’’ of nurses that

contribute to a positive birth experience. ‘‘Presence’’,

‘‘devotion’’ and ‘‘dependability’’, however, are not features

a woman can ensure through a birth plan, but rely on the

personal manner of the health care providers and the re-

lationship they choose to build with the laboring woman.

While the birth plan gives voice to anticipated prefer-

ences of the laboring woman and thus brings into sight her

specific knowledge about her attitudes towards birth and

postnatal care—a development that is surely welcomed—it

is still a misleading communicative tool. First of all it can

be interpreted as a sign that the woman does not expect to

be heard during labor, or that she does not fully trust her

providers to act according to her needs, or engage her

thoughtfully. Birth plans invoke the language of informed

consent and thus appeal to the right of the patient to refuse

treatment. But since the choices of the birthing woman

might affect the child to be born these choices bear moral

weight: namely to do ‘‘the right thing’’ for the child. Again,

by entering an informed-consent-interaction, responsi-

bilities for the child are attributed by and large to the

pregnant woman: the well being of the child seems to be in

her hands.

This moral picture is hazy, not only because the well-

being of the child is not entirely under the womańs control.

In this picture the future mother is established as an iso-

lated rational decision-maker, while blanking out the social

dimensions and the pressures flowing out from the clinical

setting and impinging on individual actions and choices.

The empirical study mentioned above, in which the change

of preferences during labor was examined, gives an ex-

ample of this kind of pressure: It shows how nurses may

subtly influence decisions e.g. by leaving a consent form on

the table saying ‘‘Just in case you change your mind’’ or

asking: ‘‘Are you ready for your epidural yet?’’ (Carlton

et al. 2005). This gives rise to reconsidering the picture of

moral agency embedded in the informed-consent-ideal, and

to revise the concept of autonomy which has been conflated

with informed consent.

The social dimension of choice and the shared-

decision-making model

As the practice of routinely offering prenatal tests

demonstrates, an increase in informed-consent-interactions

is not a sign that the autonomy of expecting mothers has

been improved. To the contrary, informed-consent-inter-

actions constitute pregnant women as decision-makers who

bear moral responsibility for her fetus, without paying

enough attention to other relational factors and social un-

dercurrents that might affect their choices, or to other

moral responsibilities that they have towards themselves.

Much literature on the concept of relational autonomy has

shed light upon the socially, culturally and historically

embedded self and on the social structures and relations

that make autonomy possible or impossible (e.g. Christman

2004; Mackenzie 2008; Westlund 2009). Most importantly,

preferences concerning prenatal care and the mode of de-

livery are formed in light of existing social and medical

values, standards and expectations, as well as being de-

pendent on class, ethnicity and religion (Rapp 1998). In an

analysis of any patient́s decision-making, these values,

standards and expectations cannot be ignored. Even if the

informed consent process could be corrected in a way such

that information is always accurately given and understood,

that options are presented in a non-directive, unbiased way,

and that womeńs preferences are given space to unfold in

clinical practice, there is still a gap remaining between

envisioned moral agency and its realization in obstetric

practice. One way to close this gap is to take the rela-

tionality of autonomy seriously.

This might be obvious in the clinical context of delivery.

Since the birth process and outcome depend on the re-

sponsiveness of nurses, midwives and also obstetricians to

the physical and emotional needs of the expecting woman,

health care providers are required to engage with the

woman (cf. Laslie 1982 for an almost classical critique of

the hospital as an unsatisfying social setting for birth).

Footnote 3 continued

Such a medical mode of child birth would also give way to a nor-

malization of child birth as a surgical process in spite of better

knowledge about health risks associated with surgical delivery

(Bergeron 2007; Mander 2007; Nilstun et al. 2008). Obstetric skills

and knowledge would also be lost, e.g. for vaginal birth of fetus in

breech presentation, if caesarians were more routinely performed.

Because of these consequences the right to cesarean on demand is

widely contested by ethicists.
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Good cooperation between medicine and midwifery are

also essential to health and a satisfying birth experience

(Lee and Kirkman 2008). In order to ensure the autonomy

of the pregnant woman (autonomy understood as that she

can direct the course of pregnancy and the delivery ac-

cording to her wishes as much as possible), it is not suf-

ficient that healthcare providers just act as elite experts and

comply with some professional ethics code, but rather that

they build a trusting and honest relationship with the pa-

tient, becoming a committed, supportive, and responsive

‘‘professional friend’’ (Thompson 2003). Trust, not right or

consumer choice would be the fundamental basis for this

kind of relationship: namely that the pregnant woman can

place her trust in health care providers’ intent to care about

her needs and preferences, and try to understand her per-

sonal situation and her point of view. This is especially

crucial at a time when the woman is about to undergo a

major life experience (her passage into ‘‘motherhood’’),

because this passage comes with feelings of uncertainty

and anxiety (Goering 2009). Also during labor the ra-

tionality of a woman is impaired because of strong emo-

tional and physical demands, and she is most in need of

support and trustworthy care (Simmonds and Peter 2007).

Fostering trust in prenatal care and during birth would lead

to a ‘‘partnership-model’’ (Thompson 2003) in which di-

verse forms of knowledge would be exchanged in a process

of shared-decision-making. The evolving relationship be-

tween the parturient woman and the healthcare practition-

ers becomes then the defining feature of informed consent

(Spoel 2006). A shared-decision-making process would be

more adequate than creating inconsistent responsibilities

for the pregnant woman with respect to her fetus.

Conclusion

While feminists have drawn attention to some of the

negative social and medical consequences of reproductive

technologies, the present article has tried to focus on the

moral effects on pregnancy and motherhood of certain

prominent obstetric protocols; to pose the question of what

moral responsibilities are assigned to pregnant women in

the course of their care as such. It was argued that the

responsibilities revealed evolve from a deep-seated ex-

pectation (or assumption) that ‘‘mothers must protect their

babies from harm’’. In the context of prenatal care and birth

this normative assumption is questioned in at least four

ways. (1) How can risk be harm? What is the conceptual

relation between risk and harm, and how can it be morally

relevant for making decisions in prenatal care and during

birth? (2) The pregnant woman has a relationship to a fetus,

not to a born child. What does ‘‘moral wronging’’ mean

with respect to a fetus? (3) The pregnant woman has other

obligations, e.g. to not harm herself. How should she weigh

these different obligations against each other? (4) As a

future mother the woman is expected to bond with her

future child. How is bonding possible if the pregnant

woman is supposed to focus on detecting abnormalities in

her fetus, and weighing the decision of whether to abort her

pregnancy if an abnormality is found?

One way to lift the burden of contradictory expectations

that a pregnant woman faces is to move towards a shared-

decision-making-model in prenatal care and birth planning.

Although certainly welcomed, such a model is not a com-

prehensive remedy. What remains unchanged is the promi-

nence of informed-consent-interactions in prenatal care and

birth planning. These interactions, and the lack of current

limits they face, can be interpreted as a ‘‘medicalization’’

(Smeenk et al. 2003) of pregnancy and birth. That is, an

expansion of the medical purview to include processes and

behaviors that formerly were not considered diseases. This

has major consequences. As the anthropologist Kaja Finkler

puts it, ‘‘[m]edicalization restructures reality by intruding on

the world people take for granted. Aspects of behavior or the

body that are tacitly understood as normal are transformed

into abnormal, disconcerting states, separating the individual

from others’’ (Finkler 2001: 239). The extensive use of often

complex diagnostic technologies as standard procedure in

obstetric care places essentially all pregnant women into

some kind of risk group (as is already the case in the USA)

(Seavilleklein 2008), and is a clear sign of this kind of

‘‘medicalization’’ or ‘‘disease mongering’’ (Haucke and

Dippong 2011). The goal of screening is to search for risks or

abnormalities. Such diagnostic measures lead to coping with

risks either by using more tests for reassurance that every-

thing is fine, or by terminating pregnancy. The relationship

between the pregnant woman and the fetus is regarded as

being unstable, ‘‘tentative’’ (Katz Rothman 1986), and at

risk. Since this risk is largely considered to evolve from the

womańs body and behavior, some psychological effects on

the self-confidence of the future mother and thus on the

quality of her relationship with her future child can occur.

Certainly, one cannot turn back the clock and undo these

technologies. And this would not be desirable anyway given

that technologies such as sonogram have many potential

benefits, e.g. (to detect significant or dangerous conditions

that can be successfully controlled, like placenta previa).4 In

some cases obstetric technologies can even support a wom-

ańs agency (understood as the power and presence to preside

over her own experience of pregnancy and birth), such as

when anesthesia allows for pain relief, or instruments for a

safe vaginal birth (Lyerly 2006). What is more, the favoring

of a purely ‘‘natural birth’’ as the only way to find autonomy

4 For trying to balance harms and benefits of ultrasound cf.

McCullough and Chervenak (1994: 201–206).
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in birth can put pressure on women who want or need

anesthesia and leave them feeling inferior and defective, as

well as ashamed. An anti-technological romanticism cannot

be the standard.

Although technologies are not per se morally ‘‘good’’ or

‘‘bad’’, they still come with the questionable consequences

seen here. Obviously it is in every baby’s best interest to

have a competent and comfortable mother, and it is in a

motheŕs interest for her baby to be healthy (Kukla 2006),

but this goal is not easily achieved. One way to attenuate

unwanted consequences of technologies in obstetrics is to

reconsider medicine’s vast emphasis on informed consent,

birth plan and common screening procedures like sono-

gram—that is, ask if they really help to create a medical

moral landscape worth embracing.
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Maier, Barbara. 2000. Ethik in Gynäkologie und Geburtshilfe. Berlin:

Springer.

Mander, Rosemary. 2007. Caesarean: Just another way of birth?.

Abingdon: Routledge.

McCullough, Laurence B., and Chervenak, Frank A. 1994. Ethics in

obstetrics and gynecology. New York: Oxford University Press.

McDougall, Rosalind. 2007. Parental virtue: A new way of thinking

about the morality of reproductive actions. Bioethics 4: 181–190.

McLeod, C. 2002. Self-Trust and Reproductive Autonomy. Cam-

bridge, Mass: The MIT Press.

Nilstun, Tore, et al. 2008. Caesarean delivery on maternal request:

Can the ethical problem be solved by the principlist approach?

BMC Medical Ethics 9: 1–8.

Rapp, Rayna. 1997. Real-time fetus: the role of sonogram in the age

of monitored reproduction. In Anthropological interventions in

emerging sciences and technologies, ed. Gary Lee Downey, and

Joseph Dumit, 31–48. Santa Fe: Cyborgs & Citadels.

Rapp, Rayna. 1998. Refusing prenatal diagnosis: The meanings of

bioscience in a multicultural world. Science, Technology and

Human Values 23: 45–70.

Samerski, Silja. 2002. Die verrechnete Hoffnung: Von der selbstbes-

timmten Entscheidung durch genetische Beratung. Münster:

LIT-Verlag.

Schnegg, M., et al. 2010. Verwandtschaft heute: Positonen, Ergeb-

nisse und Forschungsperspektiven. In Verwandtschaft heute,

Positionen, Ergebnisse und Perspektiven, ed. E. Alber et al.,

7–44. Berlin: Dietrich Reimer Verlag.

Seavilleklein, V. 2008. The Values and Practice of Prenatal Screening

in Canada. Canadian theses, Dalhousie University, Halifax.

Simmonds, A., and Peter, E. 2007. Understanding the everyday moral

practices of midwifes and intrapartum nurses. The Canadian

Journal of Nursing Research 4: 117–129.

Sismondo, S. 2004. An Introduction to Science and Technology

Studies. Malden: Wiley-Blackwell.

Smeenk, A.D.J., et al. 2003. Medicalisation and obstetric care: An

analysis of developments in Dutch midwifery. Medicine, Health

Care and Philosophy 2: 153–165.

Spoel, Philippa. 2006. Midwifery, Consumerism and the Ethics of

Informed Choice. In Bordering Biomedicine: Interdisciplinary

Perspectives on Health, Illness and Disease, eds. L. Twohig and

V. Kalitzkus, 198–213. Amsterdam: Rodopi.

Stone, Linda. 2003. Introduction to contemporary directions in

kinship. In Kinship and family: An anthropological Reader,

eds. Robert J. Parkin and Linda Stone, 331–341. Malden: Wiley-

Blackwell.

Thompson, Faye E. 2003. The practise setting: Site of ethical conflict

for some mothers and midwives. Nursing Ethics 6: 588–601.

van den Daele, Wolfgang. 1988. Der Fötus als Subjekt und die

Autonomie der Frau. Wissenschaftlich-technische Optionen und

soziale Kontrollen in der Schwangerschaft. In Frauensituation:
Veränderungen in den letzten 20 Jahren, ed. Uta Gerhardt and

Yvonne Schütze, 189–215. Frankfurt/Main: Suhrkamp.

Verbeek, Peter-Paul. 2008. Obstetric ultrasound and the technological

mediation of morality: A postphenomenological analysis. Hu-

man Studies 1: 11–26.

Waldby, Catherine. 2002. Stem cells, tissue cultures and the

production of biovalue. Health 6(3): 305–323.

Westlund, Andrea C. 2009. Rethinking relational autonomy. Hypatia

4: 26–49.

Young, Iris Marion. 1984. Pregnant embodiment: Subjectivity and

alienation. Journal of Medical Medicine and Philosophy 9: 45–62.

54 S. Brauer

123


	Moral implications of obstetric technologies for pregnancy and motherhood
	Abstract
	Introduction
	Informed consent in obstetrics
	Sonogram screening
	The pregnant woman as environment and moral agent
	Flaws in the account of assigned moral responsibility in pregnancy
	The logic of risk and of informed consent: problematic implications of sonogram

	Birth plan
	Shortcomings of birth plans
	The social dimension of choice and the shared-decision-making model

	Conclusion
	Conflict of interest
	References




