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Introduction

Pregnancy and birth are the most
natural things in the world. Soon
eight billion people will have been
born. However, notwithstanding
this large number, expecting a child
and giving birth remains a totally
unique personal experience. They
represent a fundamental transfor-
mation of a woman’s life and also
of the child. The life of a father will
also change if he gets involved in
what happens. The circumstances
in any individual case can be quite
unusual and complex. The physio-
logy of pregnancy and birth is in
itself a huge field of study. The in-
teraction between the child and the
maternal organism still requires
more research.

Mental processes undoubtedly play
an essential role in this interaction.
Here also, the unique intimate
connection between mother and
child leads to shared mental expe-
riences, which have received far
too little attention so far. The well-
being of the mother is an essential
prerequisite for a fulfilled pregnan-
cy and a good birth for both mother
and child. On the other hand, if a
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woman is emotionally hurt, especi-
ally if she suffers a trauma during
childbirth, this can have a lifelong
negative impact upon the child. Ul-
timately, it should not be forgotten
that for many people a birth can
also include spiritual experiences,
which should be respected.

All of this takes place within com-
munities which forget the fact that
the birth of a child should also be a
joyful social event. However, igno-
rance, false expectations and a
hightech healthcare system have
made the conditions required for a
good pregnancy and a natural birth
highly problematic. The fundamen-
tal rights of women and children
have been and are being called

into question.

Because the following remarks deal
primarily with the violations of these
rights and because of the comple-
xity of pregnancy and childbirth, it
cannot be avoided that some
aspects will be pushed into the
background. However, as a closer
look will show, the situation has
become so dramatic that this risk
has been deliberately taken.
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Foreword by the editors

The violation of rights around birthing demand
more attention. Parents, midwives and birth
physicians criticise what is happening around
births in hospitals. These voices are becoming
increasingly audible in recent years.

What is to be made of the fact that women ex-
perience their hospital births as bad and there-
fore forego having further children in order not
to have to expose themselves again to a birhing
situation? What does it tell us when women are
looking for alternative places to give birth to
their child which have an atmosphere that ap-
pears to be more appropriate for this unique
moment in the life of the child, the mother and
the father? What impact does it have on us as a
society when a high proportion of women and
men speak of experiencing violence in connec-
tion with birthing? How does such a beginning
affect these children now and in their future life?
Obstetric medicine is increasingly coming under
criticism. The situation today is characterised by
the closure of numerous maternity wards and
progressive centralisation. Pregnant women
have to travel long distances and may have to
stay in boarding houses separated from their
families — while waiting for the birth of their
child. Parents are being rejected because of
overcrowded delivery rooms. They have to re-
organise during the birth and experience having
to share a midwife with three or even more
other women. The external circumstances of
hospital births have worsened considerably. Si-
milarly, the individual care of pregnant women
has changed noticeably over the past decades:
Women go to a doctor as soon as they are pre-
gnant. This changes their view of pregnancy.
With the maternity pass, a medical perspective
comes to the fore. The women are shown,
which risks and dangers are possible. 70-80 %
are affected by being classified and treated as
high-risk pregnant women.
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Doctors are socially recognised experts. That is
why most pregnant women in this new phase of
life brust in the guidancethey are given. They
want to do everything right and not miss out on
anything that could benefit their child. Joyful an-
ticipation, self-confidence and connection to
their own child is replaced by prevention that
seeks orientation through medical examinations
and their results. A lack of inner security leads
to a dependence on medical assessments.
Concern and insecurity determine the pregnan-
cy and lead to 98% of women seeking safety in
clinics and trusting medicines and apparatuses
that were originally developed for pathological
birth processes. Very few women are aware that
the conventional birth management in clinics
follows health policy and economic premises.
The individuality and uniqueness of each birth
process is not taken into account, nor is the ba-
sic child-bearing capacity of most women. The
"Programmed Birth" which was introduced 45
years ago due to overcrowded hospitals, provi-
ded for acceleration and standardisation of all
the birthing procedures. This policy became
routine and now is the standard for all obstetric
medicine. In the following years there was a fo-
cus on possible pathological developments.
What is reasonable in an emergency has beco-
me routine and disturbs or prevents the natural
course of birth, especially when these interven-
tions occur without medical indication. Thus,
over time, the empirical knowledge about phy-
siological birthing is being lost. Healthy mothers
and their children are being injured, physically
and mentally, by medical and technical inter-
ventions. From the very first moment of their
existence, children manage their extraordinary
path of development - physically, mentally and
socially. They are recognised by the parents as
their child as soon as they become pregnant.
Long before they are born, they are conscious
and communicative people, who perceive in the
womb what is happening on the outside. Mother
and child live in close physical and hormonal
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communion during pregnancy. The birth takes
place under mutual hormonal influence. This
must be respected and observed as a prerequi-
site for physiological births. What the mother
experiences, the child also feels. In the same
way, what happens to the child affects the mo-
ther. To protect the child, one must protect the
mother. With this work we want to address
those responsible in the health care system, in
politics, in the public and also future parents, in
order to make them aware of grievances and
undesirable developments.

A first positive development in German-spea-
king countries is the "S3 Guideline Vaginal Birth
at Term"(2021). After decades, high-quality evi-
dence-based recommendations have been de-
veloped, which will determine the training and
further education of obstetric personnel in the
future. How quickly the new guideline will be
implemented remains to be seen given econo-
mic pressures and considerable shortages of
midwives in hospitals.

The present work makes us aware of the ur-
gency to recognise and question high-conse-
quence and high-risk routine treatments at
mother and child during birth.

The present study highlights a number of con-
sequential and routine treatments in hospital
births that carry risks.

In parts | and Il of her present study Iris Eich-
holz uses her medical expertise and experience
to describe primarily how routine interventions
around birth affect children. She distinguishes
between direct and indirect interventions and
identifies risks, which are — partly deliberately —
accepted. In part lll she dedicates her work to
health policy structures, which have a direct ne-
gative impact on the work of midwives - to the
detriment of mother and child. The insight of re-
cent decades that a child is a competent, active
human being is recognised in the UN Conventi-
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on on the Rights of the Child. However, this is
still not reflected in the awareness of the public
and of those responsible in the health sector.
Therefore Dr. Reinald Eichholz establishes and
deepens the human rights context of pregnancy
and birth from page 39 onwards. Every reform is
preceded by the recognition and acceptance of
grievances. Therefore we hope that we can
reach many people with this present work.

Irene Behrmann, Anna Gro3-Alpers
GreenBirth e.V., 2021
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l. Violation of the rights of the child
caused by procedures performed di-
rectly upon the child

1. At the beginning of pregnancy

1.1 Determining a Date of Delivery (EDD)
Calculation of the EDD is usually the first thing
that happens when a pregnant woman enters
professional care. Instead of a probable period
of birth, the pregnant woman is given a specific
date, which is calculated according to defined
criteria. All further support is determined by this
date.

Pregnancy and birth are natural processes of
growth and development, which are subject to
individual fluctuations. In fact, the maturation
period of human children up until birth can vary
by about 4 weeks (2).

This fact is ignored by the rigid method of cal-
culation, which assume that pregancy and birth
can be evaluated and managed like any pro-
cess of manufacture.

Most of the interventions and manipulations,
which are carried out during the last trimester
of pregnancy, are based upon the calculated
date (EDD), even though this date does not
adequately correlate with the development of
the child in the womb. Signals sent by the child
determine the course of birth in a decisive
manner. This applies not only to the onset of
birth but also to all other stages of the birth
process (see below).

The determination of the EDD right at the be-
ginning of the pregnancy sets a course, which
not only has a massive impact upon the whole
of what follows but also influences the basic
attitude of the woman towards the pregnancy
and birth. She is pushed in one specific direc-
tion: as will be shown below, she will be ex-
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pected to undergo the examinations, stipula-
ted in the maternity pass. She will gradually
be subjected to more and more external su-
pervision.

Not only are specific medical procedures based
upon this questionable date but the pregnant
woman's freedom of choice concerning the
place of birth can be drastically restricted.

If a birth outside the clinic is desired but the
EDD is exceeded by 3 days, the pregnant wo-
man is forced to visit a specialist for gynaecolo-
gy and obstetrics. Under the pressure of their
liability, the latter decides whether an extra-
clinical birth can be approved or not.

If the woman decides against the doctor’s advi-
ce and gives birth outside the clinic, the midwife
loses her insurance cover and the woman loses
the right to reimbursement of costs by her
health insurance.

This regulation is a serious move towards re-
stricting women's freedom of choice and under-
mining midwives' professional competence. As
a result, extra-clinical obstetrics is becoming in-
creasingly uncommon.

The strict determination of an EDD violates the
right of the woman to self-determination and
disregards the legal status of the child, its indi-
vidual developmental needs and the natural be-
ginning of birth as an expression of the child’'s
unique personality.

2. Before the start of labour or during
birth

2.1 Amniotomy

Amniotomy is the deliberate opening of the am-
niotic sac with the finger or a pointed hook by a
doctor or midwife.
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The two membranes that form the amniotic sac
are made up exclusively of foetal tissue. They
envelop the child during the entire pregnancy.
The amniotic fluid it contains protects the child
from mechanical impacts and allows the child to
move. By swallowing amniotic fluid and by early
breathing movements, the child's organs pre-
pare to function.

An intact amnion protects the child from any
germs within the vagina and thus from potential
infection. The routine opening of this well-pro-
tected space leads to unnecessary risks for the
child.

Possible reasons for opening the amniotic sac:
Before birth:

— The EDD has been reached or exceeded and
it has been decided to induce the onset of con-
tractions.

During birth:

— In the opinion of the nursing staff, the birth is
"too slow" and should be accelerated. The
amniotomy is presumed to strengthen the con-
tractions and to increase the pressure of the
baby's head within the mother's pelvis.

— A micro blood test (MBU) is required or a
scalp electrode (FSE see below) has to be
applied.

— Amniotomy can also simply be an unquest-
ioned habit of an obstetrician without any medi-
cal indication.

Can a birth be "too slow"?

Occasionally the mother and/or child may have

problems, which can delay the birth and lead to
danger. A midwife, who continuously supervises
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the birth, should recognize this situation and the
need for appropriate and well-timed action. Be-
cause this sort of supervision by a midwife is not
generally practised in the day-to-day running of
a clinic, it has been all but impossible — for de-
cades now — to observe births in hospital, in
which medical intervention does not take place.

Expectations of how long a particular phase of
birth may last are determined by observation of
births in which the process has already been in-
fluenced by, for example, amniotomy, the use of
medication to control contractions and the use
of force. As a result, an understanding of the
physiology of a natural birth, its variability and
complexity, is being increasingly lost.

The risks incurred by amniotomy:

— Due to the destruction of the natural barrier
between the amniotic cavity and the outside
world, the risk of infection of the child, caused
by bacteria ascending into the womb, is increa-
sed. In the case of frequent, routine vaginal ex-
aminations, for which there is often no medical
indication, bacteria are transported to the child
on the glove.

This increases the risk of infection. This danger
has then got to be counteracted by administ-
ering an antibiotic as prophylaxis to the mother.
The consequences of this medication for the
child's microbiome (3, 4) have not been suffi-
ciently studied.

— Provocation of an abnormal birthing position:
The sudden change in pressure, caused by
amniotomy, can provoke a change in the posit-
ion of the child's head, which can lead to a
standstill in the process of birth.

— Provocation of a pathology in CTG: An
increase in pressure on the child's head can
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lead to a change in the child’s heart rhythm,
which may then lead to further intervention. (5)

— Prolapse of the umbilical cord: When the
child's head is not yet firmly in the maternal pel-
vis at the time of the amniotomy, the umbilical
cord can sometimes slip in front of the head as
the amniotic fluid drains out. Then, the only way
to save the child is an immediate emergency
Caesarian section. (6)

— Insertio-velamentosa bleeding: In rare cases,
vessels of the umbilical cord run across the am-
nion, instead of directly into the placenta. These
can be damaged by an amniotomy and lead to
a dangerous loss of blood in the child.

— Premature detachment of the placenta: The
sudden and copious discharge of amniotic fluid
(together with a reduction in intrauterine vol-
ume), caused by an amniotomy, can bring
about shear forces, which then lead to a partial
or complete detachment of the placenta. For the
woman, there is a risk of massive loss of blood.
The child may suffer a life-threatening interrup-
tion in its oxygen supply. The only possible the-
rapy is immediate delivery, usually by
emergency C-section.

The last three complications mentioned are

rare. However, routine amniotomy without me-
dical indication knowingly takes the risk.

Routine amniotomy without medical indication
represents an avoidable risk to the child's
health.

2.2 Micro blood analysis (MBA)

A MBA is carried out when the staff are not sure
about the CTG (cardiotocogram, "heart tone
contraction recorder") (7) and when it is ne-
cessary to rule out a critical condition in the
child (impending or existing oxygen deficiency).
In order to do this, the amniotic sac must first be
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opened while the mother is supine. Then, an
amnioscope is inserted into the vagina and the
scalp of the child is scratched with a pointed
lancette. (8) A sample of blood is taken and
within a few minutes, the pH value is ascertai-
ned. Depending on the result, decisions are
made about further procedures. (9) This inter-
vention is justified by the argument that the aim
is to avoid unnecessary Caesarean sections
caused by misinterpretations of the CTG. (10)

The condition of the child after birth (the 'infant
outcome') is not affected by whether a CTG is
written or whether the heartbeat is simply aus-
cultated intermittently (heartrate determined at
certain set intervals). Regular and standardized
auscultation is considered equally appropriate
and recommended to ensure the safety of the
child. One has to ask, however, how often an
indication to the MBU is actually based on a
pathology. A CTG makes deviations from what
is considered normal heart rate patterns visible,
which would not be noticed at all during ascul-
tation. The CTG values lead to a significant in-
crease in the rate of medical intervention with
the corresponding risks. With CTG — as a rout-
ine treatment for healthy woman - a lot more
can be seen and heard — but without proven
benefits for the child.

There is a need for much better staffing of the
delivery rooms because auscultation, which is
less invasive, requires more intensive care than
is required by the technical control provided by
continuous CTG. The trend towards continuous
monitoring is also due to the tremendous foren-
sic pressure, which rests upon obstetric depart-
ments. This leads to the desire for security
through flawless records, suitable to be used as
evidence in the rare case of damage to the
child. In so doing, it is completely overlooked
that obtaining records by permanent CTG is in
itself a factor that could endanger the child.
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This example shows how staff shortages result
in an increased risk of injury to the child. As a
result, not only the structural problems posed by
clinical institutions (see below) but also the for-
ensic requirements for documentation need to
be scrutinized in the light of the rights of the
child. A complete record in order to safeguard
the staff is not reasonable. However, every wo-
man giving birth should be comprehensively
supported by a midwife. In each individual case,
she can assess the possible risks for the child
and decide upon the most appropriate form of
monitoring.

2.3 Foetal scalp electrode (FSE)

If the child's heart sounds are difficult to detect
by CTG through the mother's abdominal wall, a
FSE is often inserted. In the process, two sharp,
bent wires are screwed into the scalp of the
child. This requires experience on the part of
the obstetrician or midwife so that the FSE is
placed in the correct position on the head (11).
Together with the CTG, this electrode then
keeps a check on the child's heartbeat.

If delivery rooms were better staffed and if a
carer was assigned to every woman, a midwife
could assist with both overweight women in
childbirth and, in the vast majority of cases, in-
dependent of birth position, also monitor the
child's heartbeat through the mother's abdom-
inal wall without invasive measures.

This procedure also clearly shows the link bet-
ween staff shortages and physical injury to
children.

Without a clear medical indication and a corre-
sponding declaration of consent by the mother/
parents in the name of the child — if an interven-
tion is carried out after the onset of the opening
contractions — physical injury of the child is pu-
nishable under § 223 StGB.
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2.4 Forceps and suction extraction

The birth is well advanced and the child’s head
has passed through the narrowest part of the
maternal pelvis. Pulling on the head is intended
to accelerate the final phase of the birth.

The reasons for a so-called "vaginal operative
delivery" are manifold and are often connected.
Especially in the case of first-time mothers, rigid
time schedules and understaffing in the clinic
are often the cause of problems.

In most clinics, a first-time mother is entitled to
receive a PDA 2 hours or a maximum of 3
hours before the "expulsion period". However,
as a result of the epidural, women are often so
immobile that an upright birth positions, which
makes for a rapid birth is more difficult. In ad-
dition to this is the fact that birthing women
with fully opened cervix are often brought into
the supine position and are instructed to do
forced pressing (Valsalva manoeuvre). The
supine position with the mo- ther's knees being
simultaneously pushed wide apart results in
the sacrum becoming rigid and the ischial tu-
berosities being pushed together. The child
then has about 30% less space available in the
pelvic outlet. The birth is thereby severely hind-
ered. Forced pushing also increases the risk of
the child being under- supplied with oxygen.
Frequently in this phase, because of "poor
heart rate" and/or "standstill” in the "expulsion
period", there is resort to forceps or suction.

Many of these surgical deliveries could be avoi-
ded if women needed an epidural less often by
receiving one-to-one support; if the upright bir-
thing position or, at least, the lateral position
were encouraged; if women were allowed to
deliver without deadlines and without being for-
ced to press; if women were allowed to follow
their own feelings and to deliver in their own
good time.

For the child, forceps and suction extraction
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bring dangers as a result of a variety of risks
and complications. Forceps can cause both ex-
ternal injuries to the head, the face and the ears
as well as damage to the facial nerves with
subsequent paralysis. Suction can sometimes
lead to quite pronounced haematoma on the
head, the consequence of which may be more
severe neonatal jaundice, requiring treatment.
This in turn may involve separation of the
mother and child. The risk of cerebral haemorr-
hage is increased. Sometimes the suction cup
disengages and causes serious wounds on the
child’s scalp. Problems caused by blockages in
the cervical spine are commonly caused by both
procedures. The incidence of shoulder dystocia
(the child's shoulder getting stuck in the mater-
nal pelvis with high risk of oxygen deficiency) is
increased. (12)

In the case of an vaginal-operative termination,
indications are often not sufficiently considered;
a vaginal birth may actually be the safest and
gentlest way to deliver the child, which is al-
ready facing considerable difficulties. As a re-
sult, interventions are carried out, which often
subject the child to further physical stress and
strain (tensile energy). In such cases, it is quite
possible that a Caesarean section might be the
gentler and more appropriate way to deliver. In
many places, the choice of the method (forceps
or suction cup) is not based on a consideration
of the tolerable burden on the child but determi-
ned by the insufficient skills of the obstetricians
involved. Nowadays, hardly anyone knows how
to deliver by forceps.

Without appropriately informing the mother/pa-
rents and gaining their consent on behalf of the
child at the beginning of birth, i.e. at the onset of
the opening contractions, any damage to the
child represents unlawful bodily harm.
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2.5 Primary Caesarean section (planned and
before the onset of labour or rupture of the
bladder) and secondary Caesarean section
(mostly unplanned and after the onset of
labour or rupture of the bladder)

The World Health Organization (WHQO) assumes
that for Western industrial nations, a Caesarean
section rate of approx. 15% is medically indica-
ted. For anything, which goes beyond that, it
cannot be assumed that a Caesarean section is
of benefit to the health of the mother and/or
child. (13)

Caesarean section is not a uniform obstetrical
procedure. There is a distinction between:

— "Rescue C-section": the mother and/or child
are in an adverse obstetrical situation that acu-
tely endangers their health. The Caesarean
section resolves this crisis, fraught as it is with
danger. The necessity of these interventions is
undisputed. However, only about half of all
Caesarean sections come under this category.

— "Indicative C-section": in this case, neither the
mother nor the child are in a critical state.
However, in the opinion of the obstetricians, the
Caesarean section is the safer way to deliver,
for example, as in the case of a breech
presentation. This fraction of the Caesarean
section rate (just under 50%) is currently under
criticism because a large number of the indica-
tions (breech position, a "big child") are not jus-
tified by the current state of scientific knowledge
and a Caesarean section could often be avoi-
ded.

— "Anxiety C-section": This category, which re-
presents a quite small proportion of the total
number of Caesareans, could also be avoided
in many cases: the women, who for various rea-
sons cannot imagine giving birth vaginally,
could be identified early and be duly provided
with competent support.
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The average Caesarean section rate in Ger
many is currently 32%.

Of the many reasons, only a few can be ment-
ioned here:

— First of all, the determination of the EDD. This
increasingly leads to births being initiated with
synthetic substances (e.g. oxytocin), the use of
which is associated with an increase in the rate
of Caesarean sections. In many clinics, a pri-
mary C-section will be performed at the latest
after EDD + 14 has been reached.

It has now been established that the routine use
of CTG on arrival in the delivery room in itself
increases the probability of a Caesarean section
(14) — regardless of the circumstances in which
it is used. This is then often followed by conti-
nuous CTG during the birth, which further inc-
rea-ses the rate. This results from frequent mis-
interpretations as well as from the required im-
mobilization of the women. Lack of movement
very often leads to delay and standstill because
the child is in an awkward position in the mater-
nal pelvis and "gets stuck".

The CTG should make the birth safer for the
child. It was extensively introduced in the 1980s
in the hope of decreasing both the rate of still-
born children and of severe brain damage cau-
sed by oxygen deficiency. 35 years later the
rate of damaged children is almost unchanged.
However, the rate of Caesarean section has
risen from 10% to the current 32%.

Caesarean section has both short- and long-
term consequences for the life and the health of
the child:

— In the short term, there is more frequent
transfer to the neonatal intensive care unit due
to respiratory disorders, hypoglycemia or hypo-
thermia.
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— In addition, the immediate cutting of the umbi-
lical cord in the operating theatre leads more
often to anaemia.

— In the medium and long term, breastfeeding
disorders are more common; the children must
be given substitutes for mother’s milk soon after
birth. The lifelong consequences on metabo-
lism, digestion and the immune system have
still not been comprehensively researched.

— The long-term consequences, which have
been proven beyond doubt, are an increased
risk of asthma and an increased likelihood for
the development of diabetes Type |.

— In all phases of life, a variety of attachment
disorders can be seen as resulting from the ab-
rupt and early separation of mother and child
(15, 16, 17, 18).

Research into the effects of Caesarean section,
particularly on attachment and physiological he-
alth, is still in its infancy. However, it is already
to be expected that we are dealing with a varie-
ty of negative effects upon the development of
the child.

Following the principle of caution, our practice
needs to be controlled in order to prevent dam-
age to the child and disadvantages for the mo-
ther. A planned, not medically indicated Caesa-
rean jeopardizes the right of the unborn child to
physical well-being. It remains to be ascertained
whether there is a loophole in the criminal law
between the scope of § 218, including the 12t
week of pregnancy, and the law, which com-
mences with the onset of birth. If there is, the
legislator is obliged to close this regulatory gap
by harnessing all apppropriate measures to
guarantee the rights of the child (Art. 4 CRC).
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3. After birth

3.1 Early cutting of the umbilical cord

The immediate cutting of the umbilical cord after
birth is one of the most common routine inter-
ventions in the delivery room. On closer exami-
nation, it is evident that there is no meaningful
indication for this. However, this practice brings
with it a multitude of easily avoidable disadvan-
tages for the child.

— If the child's umbilical cord is cut immediately
after birth, the child is deprived of at least one
third (19) of its total blood volume. This results
in the loss of, among other things, valuable
stem cells.

— Prematurely cutting the cord denies the child
an important source of oxygen, which should be
available during the transition to self-regulated
respiration.

— Premature cutting before the cessation of
pulsation or before the placenta is born encou-
rages a more abrupt separation of mother and
child. This inhibits the release in both mother
and child of oxytocin, the hormone most invol-
ved in bonding.

— As a result of a reduction in fluid volume,
premature cutting increases the probability that
artificial baby food must be fed within the first 3
days of life. This has negative consequences for
the health of the child and on breast-feeding.
This is because any replacement of breast milk
without a strict medical indication violates the
right of the child to receive the highest level of
health support (Art. 24 CRC).

In everyday life in the clinic, it is apparent that
especially the children, who are dependent
upon an increased oxygen supply and would
particularly benefit from proximity to the mother
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(premature babies, children with low APGAR
values), instead of being supported longer via
the umbilical cord, are immediately cut from it in
order to receive paediatric care. After that, they
then often need oxygen as a primary intervent-
ion.

Several studies have shown that even 6 months
after birth, children, who were severed from
their cords immediately, are more likely to have
severe iron deficiency than children whose um-
bilical cords were cut several minutes after birth
(20, 21). Negative effects of immediate cord
clamping on the brain and motor development
were also demonstrated (20, 21, 22).

The current practice of immediate or early cut-
ting of the cord entails risks for the child, which
are completely avoidable. Therefore, there is no
justification for the common practice of cutting
the cord quickly. Since this concerns an inter-
vention after the beginning of birth, it remains to
be checked whether early cutting - without ex-
plicit consent on behalf of the child and with or
without the extraction of blood — for example for
storage in a stem cell bank — has legal implica-
tions.

3.2 Routine oral administration of glucose
solution for painful interventions, e.g. blood
sampling

It has been proven that early painful events
have a deep and long-term impact upon the ex-
perience of the child.

In the clinic, in order to counteract the impact of
pain, children are routinely administered gluc-
ose before blood sampling (metabolic scree-
ning, blood sugar checks).

This procedure certainly has the desired effect.

However, little attention is paid to the long-term
effects and the parents are usually not infor-
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med. Even small amounts of glucose disturb the
balance of the intestinal flora, thereby encoura-
ging colonization by pathogenic bacteria. In this
early phase, the intestine as a "centre of health"
is extremely prone to disturbance. An imbalance
of the intestinal flora can lead to various disea-
ses. (24)

In addition, the administration of glucose has a
negative influence upon the development of a
functioning breastfeeding relationship. Even the
smallest amounts of glucose are sufficient to
delay the child’s next natural bout of hunger for
hours. As a result, the baby receives less colo-
strum (first milk), the mother's milk production is
not stimulated sufficiently and the flow of milk is
delayed. Artificial baby food is then often given.

It has been proven that colostrum has the same
analgesic effect as glucose. (25)

It is just a little more time consuming to take a
blood sample while the child is on the mother’s
breast; or to get the mother to collect the colo-
strum beforehand in order to be able to admi-
nister it by syringe while taking a blood sample.
However, simply placing the child in direct skin
contact with the mother's breast reduces the
perception of pain. (26)

In the clinic, there is not the time or the staff to
implement these simple methods, which are
free of negative side-effects but which support
bonding - at the expense of the best interests of
the child.

Regarding the fact that the child has a right to
the highest possible level of health, the current
practice cannot be approved. Routine interven-
tion and the failure to explain the options open
to parents deprives them of the possibility of
making an informed decision and thus of exer-
cising their parental rights.
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Il. Indirect violation of the rights of the
child through interventions upon the
mother

1. During pregnancy

1.1 Setting a date of delivery (EDD)

As already described at the beginning, this uni-
versal procedure is not good for the child or the
mother. A complex natural process cannot be
assessed or controlled merely by technical
means.

Nor does the information offered in this context
meet with what is required to comply with and
respect women's rights.

1.2 CTG in pregnancy

In most gynaecologist's practices and nowa-
days also among many midwives, a CTG is
routinely taken from the 26" — 28" week of pre-
gnancy onwards — in addition to those taken
during standard medical checkups. This proce-
dure is not supported by the currently valid gui-
delines concerning pregnancy. These stipulate
that the initial taking of a CTG in this phase of
pregnancy should only occur if there is a clear
indication (imminent premature birth, suspicion
of premature labor, abnormalities in the auscul-
tation of the foetal heart). The repetition of the
CTG is only required when there is a deviation
from the norm (abnormalities in heart tone, mul-
tiple preg-nancies, bleeding, suspected overdue
pregnancy, placental insufficiency, intrauterine
child death in a previous pregnancy). (27)

Routine CTG during pregnancy has been de-
monstrated not to be very meaningful when it
comes to assessing the actual condition of the
child or the risk of a premature birth. For exam-
ple, sporadic drops in heart tone and a limited
variability in the early weeks of pregnancy are
merely signs of foetal immaturity and not a sign
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of pathology. Nevertheless, pregnant women in
such cases are often quickly sent to the hospi-
tal; this is always accompanied by uncertainty
and fear.

Due to routine CTG, "premature labour" and
"imminent premature birth" is often diagnosed.
Instead of asking the pregnant women about
their well-being, what they feel is going on and
the behaviour of their child, a print out from a
machine becomes the sole centre of attention.
This inevitably causes pregnant women to be-
come uncertain, sometimes even leads to un-
necessary hospitalization and the unnecessary
administration of tocolytic medication and corti-
sone. (28, 29) The cause of the increased uter-
ine activity is often cystitis, constipation or pro-
fessional/private stress. However, in medical
antenatal care and in the clinic, there is often a
lack of both time and personnel to allow for a
detailed examination of the pregnant woman.

The CTG uses pulsed-wave Doppler, which is
more energetic than normal ultrasound and is
therefore more likely to disturb the child. Dam-
age is possible especially when there is a rise in
temperature of the brain. However, studies in
children have not yet been carried out. (30)

1.3 Prenatal diagnostics (PND):
Invasive and non-invasive diagno-
stics such as amniocentesis or cho-
rionic villus sampling and ultrasound
examinations during pregnancy
without medical indication

Parents have the understandable and justified
desire to receive a healthy child. What is rarely
discussed in this context is the question: "What
does ‘'healthy' actually mean?" Which criteria
are used to judge this? Who sets the stand-
ards? How should health be "ensured"? As a
rule, health is usually reduced to the anatomi-
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cally correct positioning of the limbs and organs
and the existence of a normal set of chromoso-
mes.

The growing healthcare market around preg-
nancy and birth offers expectant parents diverse
possibilities of prenatal diagnostics. So much is
on offer: everything from basic ultrasound to the
detailed diagnostics of organ screening and
even baby TV via 3D- and 4D-ultrasound. Fur-
thermore, there is the possibility of risk assess-
ment, for example, through first-trimester
screening for trisomy 21, (31) as well as through
blood tests for genetic diagnostics. But even
more invasive methods are also recommended.
In amniocentesis, a needle is inserted through
the abdominal wall of the mother and through
the uterus and is pushed through the membra-
nes into the womb in order to collect amniotic
fluid. The cells, which this contains, are then
used for genetic diagnosis. In chorionic villus
sampling, cells are removed from the develo-
ping placental tissue by means of a needle
pushed through the mother's abdominal wall or
through the cervix.

There is technical-medical information, which
should be available, especially when an extra-
clinical birth is desired. This is necessary to ex-
clude the possibility that acute danger for mo-
ther and/or child might occur during or after the
birth. Included in this assessment are childhood
malformations such as spina bifida ("open
back"), omphalocele (umbilical/abdominal her-
nia), malformations of the heart or lungs or a
malpositioning of the placenta. However, all of
this information can be obtained in a single
ultrasound examination.

What is often lacking in the methods on offer is
a thorough instruction of the parents concerning
the possible risks, consequences and compli-
cations for the mother and the child.
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The parents are generally informed in advance
of invasive examinations that they might lose
their child, but not that the child might lose his
or her life.

As a result of the more invasive methods, an in-
creased risk of miscarriage of approx. 1% has
been verified. Very rarely, the child may also be
injured, amniotic fluid can be lost or become in-
fected.

Concerning ultrasound, there is as yet no
scientific proof that the non-ionising radiation
involved does not harm the unborn child. On the
contrary, there is evidence that there are ther-
mal and mechanical effects in infantile tissue,
on brain and nerve cells and in the amniotic
fluid. Both the German Society for Ultrasound in
Medicine (DEGUM) and the US Food and Drug
Administration (FDA) also recommend not to
perform ultrasound examinations during preg-
nancy without clear medical indication. (32, 33,
34, 35, 36, 37, 38, 39, 40)

On the basis of the "Law on the protection
against harmful effects of non-ionising radiation
during application on people", which applies in
Germany, and using the framework of the "Reg-
ulation on further modernisation of the Radiation
Protection Act" of 29. 11. 2018 (BGBI 2187-
2196, 2018, Part 1 No. 41.), the Federal Gover-
nment has ruled that ultrasound, which is not
medically indicated ("Baby-TV", "Baby-Watch-
ing" or similar) is prohibited as of 31. 12. 2020
and a violation is punishable as a misdemea-
nour.

Even if all tests are carried out and all the re-
sults are within the normal range, this does not
provide certainty that the child will be healthy.

Current maternity guidelines do not allow for the

additional foetometry (determination of a child's
estimated weight by measuring the thighbones,
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head and abdominal circumference), which
many gynaecologists in private practice carry
out during every check-up. It has been proven
that these measurements are subject to a high
rate of error and do not provide a reliable pre-
diction of the presumed course of birth. How-
ever, they do hold an enormous potential to
worry the parents-to-be. In extreme cases, this
may even lead to the desire for a primary Cae-
sarean section, even though in the end a child
of completely normal weight is born.

It is highly questionable under which pseudo-
scientific pretexts it has become customary to
gain repeated access through the use of various
methods to the protected space within the mo-
ther's body without these investigations having
any proven health benefits for the child.

Furthermore, the excessive increase in prenatal
diagnostics often does not lead to peace of
mind and better bonding of the expectant mo-
ther to her child but to more worry. The preg-
nancy changes from being a period of "good
hope and joyful expectation” to a time of uncer-
tainty, endless tests, the assessment of risks
and the constant questioning of fundamental fe-
male capability. The need to develop a healthy
awareness of her own body and of the new life
growing within it is suppressed by the feeling of
being dependent upon external approval, based
on technology and the assessment of so-called
experts.

The autonomy of the woman is a legally rele-
vant issue when she demands to be seen as
competent in regard to her being pregnant; in-
stead of leading her into ever more far-reaching
dependency by conjuring up false security, she
should be given advice, accompanied and sup-
ported to develop her own competence.

According to the UN Convention on the Rights
of the Child, the support required by the mother
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is also explicitly understood to be the right of the
child (Art. 24 KRK).

1.4 Causing psychological stress for women
through threatening information, patern-
alism, scaremongering and unnecessary ex-
aminations

It has been proven that increased levels of
stress hormones in the mother's blood have a
negative effect on the development of the un-
born child and can even influence subsequent
generations by way of epigenetics. Prenatal
care in Germany generally gives parents the
impression that it is primarily about identifying
and naming risks, instead of acknowledging,
promoting and developing resources and the
existing potential of the expectant mother.

The expectant mother gets lost in a flood of in-
formation and offers, which promise her maxi-
mum safety and health but for the most part
only reduce her confidence in her own body, in
the vital strength of her child and in her healthy
ability to give birth. Instead of being confidently
expectant, pregnancy is turned into a state of
tense anticipation of the worst. This is not only
subjectively perceived in this way by women but
is actually associated with elevated concentrati-
ons of stress hormones in their blood.

It is still far from being sufficiently understood
that not only technical or drug-based intervent-
ions are potent but also that which is written and
said. Anxiety, once it has been aroused in preg-
nancy, is very hard to eliminate — especially
not'with the means of prenatal diagnostic, which
may be offered in addition to prenatal care. (41,
42,43, 44)

According to Art. 24 UNCRGC, this practice is not

compatible with the right of the child to attain
the highest level of health.
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2. During the birth

2.1 Induction and all interventions, which are
exclusively oriented to the EDD

The current guidelines for induction of birth
wrongly assume that every child matures ac-
cording to a standard timeplan and as a result is
in danger from a certain point of time in the pre-
gnancy. In the process, the individually specific
nature of childhood development is ignored.

There are children, who are already mature be-
fore the mean duration of pregnancy of 38
weeks after fertilization. They have reached the
limit of their placental reserves and therefore
want to be born early. On the other hand, there
are other children, who reach this maturity much
later, without thereby being in any danger. For
these children, when there is no compelling
medical necessity, a shortening of their time in
the womb represents an increase in risk and a
violation of the fundamental right to an indivi-
dually specific period of maturation within the
womb.

In this context, another factor has a direct effect
upon the child: the massive psychological pres-
sure that the mother is under as soon as she
reaches EDD. With every day that passes with-
out contractions, the checks become more fre-
quent, facial expressions more worried and the
fears greater. It is implied to the pregnant wo-
man that her womb is no longer a safe place for
her child. She perceives herself and the functi-
ons of her body as "defective".

If one considers the physiology of birth and
above all here the beginning of birth, the foll-
owing is evident;

— According to current knowledge, on a hormo-

nal level the child initiates the beginning of birth
— it signals to the mother "I am ready. In the
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near future, my placenta will no longer be ade-
quate for my needs. We can start now!"

— The maternal birth hormones require certain
basic conditions in order to be produced in suf-
ficient quantity and to be able to take effect.
First and foremost, this process needs the ab-
sence of stress. The mother needs a safe, se-
cure place which she can depend on and in
which she can relax. If tests are carried out,
then these should cause as little stress, anxiety
and irritation as possible.

It would appear that the current reality of ante-
natal care from EDD onwards has achieved the
exact opposite of what would be required: be-
cause it is expected that the woman should start
birth as soon as possible, she is put under such
pressure, that the onset of labour is disturbed
due to the stress and the hormonal processes
required for birth become seriously impeded.
Thus, on a physiological level, it becomes im-
possible for the mother to respond adequately
to the hormonal signals coming from her child.

The unique, finely tuned interaction of the vital
processes of mother and child requires that
both are respected as individuals. Respect for
life demands that every unwarranted intervent-
ion be withheld. Sticking instead to rigid and
simplistic timeplans violates the legal status of
the child as a subject and also subtly under-
mines the dignity and autonomy of women. This
causes doctors, midwives and maternity nurses
to develop an understanding of their profession,
determined more by information generated
automatically by machines than by their indivi-
dual experience and competence.

2.2 Acceleration of birth by using oxytocin
and amniotomy

The processes in the body of the child and its
mother that control the birth process are ancient
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and highly complex. The idea established today
that human beings are modern, civilized beings,
who can control nature, invites us to repress
and neglect the fact that pregnancy and birth
are natural phenomena. As can be observed
during all phases of pregnancy and birth, they
are all inseparably connected to the individual
emotional experience of mother and child. It is,
therefore, vitally necessary to pay attention to
this dialogue between human being and nature
and to refrain from unnecessary intervention.
This requires a conscious effort because now-
adays there is an increasing conflict between
what is practiced as being suitable, modern and
safe birth management and what a birth, under-
stood as a unique natural event, actually calls
for.

Instead of understanding birth as a natural pro-
cess, it is "treated" as an illness and is then
taken over by the medical system.

The following facts must be emphasized:

— Oxytocin is the most important hormone dur-
ing birth. It is produced in the hypothalamus and
is released intermittently through the posterior
lobe of the pituitary gland. During pregnancy,
more receptors for oxytocin are formed in the
uterus, so that it is ready for the release of oxy-
tocin when the child is ready for birth and can
then react with rhythmic contractions. Apart
from this "mechanical” effect, oxytocin is above
all else the most important "love and bonding
hormone". It is released more abundantly in sit-
uations which are characterised by closeness,
trust, security, skin contact, intimacy, peace and
relaxation.

— Oxytocin is one of the most volatile hormones
and it is quite prone not to function. Unfamiliar
smells, sounds, strange people, unexpected
touch, bright light, fear and stress disturb and

GreenBirth Publication 5/2021

https://www.greenbirth.de

reduce the release of oxytocin and thereby
weaken the strength of the contractions.

— Looking from this point of view at the way in
which modern delivery rooms are equipped and
the type of care provided during birth, it is not
surprising how frequently "weak contractions”
are diagnosed.

— It must also be considered which parts of the
maternal brain are active and what function they
have. From the point of view of evolution, there
are brain areas of different developmental ages.
The oldest part, the brain stem, is responsible
for our involuntary survival functions: such as
breathing, circulation, other vital reflexes.

— The limbic system with the amygdala is loca-
ted in a younger part of the brain. This is where
emotions are processed. This system can make
specific connections to events, which may have
occurred long ago. Here is where it is decided
whether an experience is to be classified as
harmless. Or whether, in extreme cases, it re-
activates a previous trauma. Here is the centre
for instinct and drive — and thus also for import-
ant aspects of birth. Sounds, smells and pict-
ures are unconsciously compared with past ex-
perience and evaluated. During birth, this area
of the brain is very active and can take over
control — as long as it is not disturbed.

— The youngest part of the brain is the cerebral
cortex. That's where conscious information pro-
cessing, our "everyday thinking", takes place.
During birth, the cerebral cortex and the limbic
system are precisely coordinated with each
other: the more active the limbic system is, the
more the cerebral cortex takes a back seat.

The woman in labour "switches off" and enters a
kind of trance, which she instinctively allows to
take over and thus reduce her sensation of pain
throughout the birthing process. However, ex-
actly to the extent to which the cerebral cortex is
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forced into action, so is the function of the limbic
system inhibited and the birth process is persis-
tently disturbed.

— From this point of view, any activation of the
cerebral cortex is to be seen as problematic.
Yet this happens constantly during practically
every hospital birth: by having to fill out long
forms about medical history after arrival in the
delivery room; by reading and signing treatment
contracts, optional service agreements and data
protection declarations; through frightening in-
formation about risks and complications during
induction, epidural and Caesarean section; as a
result of statements like "Oh, but that's a large
head!" during routine ultrasound scan in the de-
livery room; by regular announcements about
the opening of the cervix in centimetres per unit
of time; by the loud noise of the CTG machine
(45); by the lengthy introduction of a new col-
league at shift changes; by ... yes, even some-
times by asking the well-intentioned question,
"Would you prefer fennel or chamomile tea?"

All these examples show that the birth process
is often already subtly disturbed before anyone
consciously considers making any direct inter-
vention. Any activities that could affect either
the hormone oxytocin or inhibit the function of
the limbic system must be avoided as far as
possible. Obstetric care must be planned ac-
cording to these requirements in order thereby
to allow for an undisturbed and safe birth.

Mother and child are, as described, in constant
dialogue during birth; this takes place especially
at a hormonal level. They shape the rhythm of
birth together. For example, a child, who is
heading towards a phase of exhaustion, caused
by strong contractions and a rapid birth process,
“requests” — by sending a hormonal message to
the mother — longer pauses between contract-
ions in order to recuperate. This often happens
towards the end of the opening of the cervix —
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as if both are gathering strength for the final
spurt. However, in everyday hospital practice,
this necessary phase of recovery is often term-
ed "secondary weak contractions” and is then
overridden by an infusion of synthetic oxytocin.

The child, who actually needs a break, is thus
forced by the pressure of massive and unphysio-
logical contractions to continue the birth. Instead
of looking for the true causes of the alleged
weakness during labour (unsuitable environment,
lack of knowledge of physiology and thus inade-
quate care), the dynamic process of birth is ulti-
mately robbed of its naturalness. The mother is
thereby deprived of the possibility to respond in-
tuitively to the signals and needs of her child.

The use of synthetic oxytocin during birth does
not match the natural processes — neither in the
dosage nor in its effect — and leads to a conver-
se regulation in the mother and child.

The use of oxytocin is blamed among other
things for: foetal distress ("poor heart tone",
oxygen deficiency), increase of the risk of a for-
ceps delivery, vacuum extraction, Caesarean
section, rupture of the uterus with danger to the
life of mother and child, increased blood loss of
the mother after birth due to weak uterine con-
traction and increased likelihood of postpartum
depression. (46, 47)

In children, this disruption of the oxytocin sys-
tem can adversely affect the psychosocial at-
tachment system. In affected children, there is
clear evidence of an increase in disorders such
as ADHS. (48, 49, 50, 51) Both in terms of the
rights of the child and women's rights, this prac-
tice requires a critical review.

2.3 Routine vaginal examination during birth
The vaginal examination of a woman giving
birth is the most frequently performed examina-
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tion, used to assess the progress of the birth.
Both the width of the cervix as well as the relat-
ionship of the foetal head to the maternal pelvis
is ascertained. In many delivery rooms, there
are instructions, specific to each clinic, accord-
ing to which, for example, every hour or every
two hours, the collection of such data is deman-
ded.

However, birth is a dynamic process, which
progresses in phases and is sometimes faster,
sometimes slower.

After the vaginal examination, the current width
of the cervix is generally set in relationship to
fixed units of time. Thus, also here, calculations
(centimetres per unit time) are carried out, even
though a rigid method of calculation is not suit-
able for the event of birth.

An additional problem is the massive infringe-
ment of female intimacy. Vaginal examinations
are often performed routinely without seeking
consent, without explanation and without medi-
cal indication. They are experienced by many
women as very stressful and abusive.

The organization Terre des Femmes estimates
that about 40% of all women in Germany have
experienced abuse to varying degrees. Vaginal
examinations, especially when they are perfor-
med by strangers and carried out without the
necessary sensitivity, can lead to considerable
stress and in extreme cases to retraumatisation.

The use of oxytocin, instructions for forced
pressing, the use of suction and forceps, the
decision to have a Caesarean section due to
lack of progress in the birth, the psychological
pressure which the mother experiences - "l can't
do it, I'm too slow!" — all of these procedures
during birth are based upon the result of a vagi-
nal investigation. Understanding the circum-
stances, which a birthing mother needs in order
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to accept the process of birth, it becomes clear
that the vaginal examination alone, due to its
potential to engender stress, can be sufficient to
bring the birth to a standstill. This means that
the consequence of the investigation may be
being caused by the investigation itself.

In the eyes of an experienced midwife, birthing
women often show very typical patterns of be-
haviour. An understanding of these patterns al-
lows conclusions to be drawn about the stage of
birth and the speed of progress. Dedicated one-
to-one support by a midwife would make it pos-
sible to observe the birth process continuously
and thereby eliminate the need for innumerable
vaginal examinations.

One factor, which directly affects the child and
affects his health, is the increased risk of infec-
tion. The vagina is a self-cleaning organ that
exhibits flow in a single direction: from the inside
to the outside. The outer zone of the genital is
physiologically conditioned to be strongly colo-
nized by bacteria, especially because of its pro-
ximity to the anal region. Now these bacteria
would need tremendous vitality to "swim against
the tide", work their way up the vagina and in-
fect the amniotic cavity, the uterine membranes
and the child. However, by means of a vaginal
examination, the bacteria hitch a 'cheap ride'
right up to the head of the child. Especially after
the rupture of the bladder, strict criteria are re-
quired for the implementation of this intervention
with its many side-effects.

2.4 Subjugation of women in relation
to the birthing position — restriction
of freedom of movement

The humiliation of a woman giving birth begins
as soon as she enters the delivery room. In
most hospitals, delivery rooms are equipped in
such a way that the only reasonable place for a
bed is in the centre of the room. And that's what
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the pregnant woman is told: "This is where you
have to be!"

The CTG following admission, which has been
shown to do more harm than good (52), is
usually performed while lying down. This posit-
ion is much easier and less time consuming for
the personnel. In positions other than lying or in
motion, the CTG buttons would slip off more of-
ten and would have to be readjusted.

During prenatal care, the woman has already
"learned" that a CTG can only be properly writ-
ten if they are motionless in a supine or lateral
position or semi-seated. When asked, many
women report that they have to deal with mas-
sive problems during the CTG (back pain, heart-
burn, severe restlessness of the child, etc.).
However, they are not allowed to change posit-
ion or to curtail the CTG. Only a few women
have the courage to question these directives
and to refuse to follow them.

If you ask the women which position they would
prefer, most want to remain standing and to

have a free choice concerning their posture.
Especially when the birth is already underway,
the contractions are often perceived to be much
more painful while lying down than in any other
position. Women, whose posture is imposed
upon them, need epidural anaesthesia (PDA)
during the birth more often and earlier. This of-
ten leads to further interventions such as the
administration of oxytocin, Caesarean section or
the use of of suction or forceps. The immobili-
zation of the woman means that she can no
longer respond intuitively to what she feels dur-
ing the contractions and to the signals from her
child. If, for example, the baby’s head threatens
to become wedged in the mother’s pelvis in an
unfavourable way, the pain of labour intensifies
in particular parts of the pelvis. A mobile and
unanaesthetized woman will then react and in-
tuitively change her position and her move-
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ments in order to make more room for the ba-
by’s head. A woman, who is sedated and fast-
ened in a bed, cannot do this.

The supine position of the birthing woman also
has an influence upon the position of the child in
the uterus. Because the pressure of the con-
tractions when lying down cannot act in concert
with gravity, that is, in the same direction, unfa-
vourable presentation of the child is more likely
to occur. This slows the process of birth and
once again interventions, up to an including
Caesarean section, are the result (e.g. because
the child is "stuck" in the pelvis as a result of an
unfavourable position of the head or the rotation
of the infant's back).

The supine position (at approx. 86%, this is the
most frequent birthing position in everyday hos-
pital life!) is particularly unfavourable in the "ex-
pulsion phase". To understand this, one has to
know that the maternal pelvis is not a rigid, bony
structure but is to a certain extent flexible and
can adapt to the spatial requirements of the
child during birth. The part of the maternal pel-
vis, which offers the greatest potential for space,
is the sacrum with the associated coccyx. Both
can give way to the pressure of the head and
move backwards and out of the way. However,
this can only take place, if this area is not
blocked by external pressure — as is the case
with the supine position and also the sitting po-
sition.

In semi-erect lying position, a large part of the
maternal weight pushes on the sacrum. As a
result, the child loses about 30% of its possible
free space! This means that even in this last
phase delay in the process of birth, up to and
including complete standstill, can be provoked.
Then intervention with Kristeller's manipulation,
forceps, suction or a Caesarean becomes ne-
cessary.

Page 20/43



VIOLATION of the RIGHTS of the CHILD - Iris Eichholz

The supine position during birth also holds the
greatest risk for the mother of serious perineal
injuries. These can trouble and restrict a wo-
man, who has given birth, for weeks and even
years thereafter.

The psychological component is also immensely
important. After the birth, many women report
experiences and feelings of having been domi-
nated, of being ordered around, humiliated and
coerced; the feeling of being overwhelmed up to
the feeling of having been raped and the fear of
death.

An vulnerable woman with her legs spread wide
apart, lying on her back, surrounded by stran-
gers, has little chance of preserving her dignity.

With regard to the rights of women and of the
child, it is high time to take a critical look at what
is practised in the delivery room from the point
of view of the exercise of power and to abolish
passive childbirth — in favour of active and auto-
nomous birth! Only in this way will we succeed
in supporting psychologically stable and healthy
mothers as self-sufficient individuals, who are
able in the long run to maintain stable and heal-
thy bonds with their children and are thus able
to respond adequately to their child’s specific
needs.

2.5 Valsalva manoeuvre ("power pressing")
A phase of childbirth that is characterised by in-
creasing impatience on the part of midwives
and medical obstetricians is the so-called "ex-
pulsion period." This describes the period from
the complete opening of the cervix until the birth
of the child. Very often, the childbearer is speci-
fically instructed to begin forced pressing with
the aim of shortening this period.

At present, in most clinics, the mother and child
are allowed a maximum of 2 hours to complete
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this phase. Depending on the clinic, the time of
day and the doctor on duty, first-time mothers
with PDA may be allowed up to 3 hours. This is
often not inkeeping with the actual time require-
ment because many different factors have to be
allowed to interact:

In order to adapt optimally to the shape, size
and structure of the maternal pelvic, the unborn
child has to perform difficult rotations around its
own axis. First of all, it must push its chin to its
breast but then later on its head must be exten-
ded once more. At the same time, contraction
for contraction, it has to enter ever more deeply
into the maternal pelvis. It supports this process
by pushing against its mother's costal arch and
the uterine dome with its feet.

However, the pelvis is not only a bony "birth
canal". Apart from the uterus, it also contains
the bladder and intestine as well as muscles, fat
and connective tissue.

During this phase of birth, all of these so-called
"soft tissues" must move out of the way to make
room for the child. This process takes time. The
pelvic floor also needs time to yield to the child
pushing from above and to dilate until it can
finally give way to the child.

In addition to these physical processes, on the
psychological level, willingness on the part of
the childbearing woman is required for her to
take leave of being pregnant. The mother must
let go of the child, which she has protected for
so many months, in order now to share it with
the world. At this stage of the birth, the magni-
tude of the event seems to influence a lot of
women. At this time, the step from being a
daughter to being a mother must be taken. This
can be laden with conflict. Often at this stage,
there can be once again apparent delays in the
birth — as if the mother and child are together
taking a breather in order to then face this great
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transformative challenge: from being an unborn
to becoming a newborn human being, from
being a daughter to becoming a mother.

It should be quite apparent from these descrip-
tions that this process needs sensitive and lov-
ing accompaniment and support. In reality, the
following often is the case:

If the birthing woman has not been in bed, after
the cervix has fully opened, she will be brought
into the "Now it's serious!” position — the semi-
seated supine position. If the mother and child
are lucky, time will be allowed for the natural
development of an urge to press. Very often,
however, the woman in labour, even without
any felt urge, will be instructed to press with
every contraction. Because many women have
an epidural, they frequently do not properly feel
the pressure of the baby’s head during the con-
tractions. Sometimes they do not even realize
that they are having a contraction.

This makes them completely dependent on the
instructions of the obstetrician, who tells them
when, how long and where to push.

Frequently, the midwife's finger remains unin-
terruptedly and without consent in the woman’s
vagina, trying to get her soft tissues and pelvic
floor to dilate through artificially generated pres-
sure. Usually the woman giving birth is asked at
the beginning of each contraction to take a deep
breath, then to hold the air without interruption
over the entire duration of the contraction — that
is, about 1 — 1,5 minutes — and to push with full
force. The typical vocabulary used ("More, mo-
re, more! Keep going, keep going, keep going!
Harder, harder!!!"), continually suggesting to the
mother that her current efforts are not good
enough.

Typical side effects in this phase are: the mo-
ther becoming completely exhausted, the ex-
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haustion of the child, which results in changes
in heart tone in the CTG, slow progress of the
birth because of a blocked pelvis and because
of the fact that the mother in this position has to
push the child against gravity uphill.

The mother and child then have to be "helped"
through this difficult phase of birth with the aid
of forceps, suction, Kristeller's manipulation
(described below), episiotomy or even a late
Caesarean section: the mother has then been
freed of her child.

How exactly does forced pressing affect the
child?

During each contraction, the uterine muscles
pull and push the baby downwards. Inside, the
placenta lies on the uterine wall. It is through
this organ that the exchange of gases between
mother and child (oxygen, nitrogen and many
other substances) takes place. From a physio-
logical point of view, because of the pressure,
not as much blood flows through the placenta
during a contraction as does during a pause. So
the child experiences a reduction of the oxygen
supply. However, this is generally not at all pro-
blematic for the child. On the contrary: this slight
physiological stress prepares it optimally for life
outside the uterus by promoting the maturation
of the lungs. This phenomenon is occasionally
seen in the CTG as "early deceleration", (card-
iac decelerations during the contraction).

The child reacts with perfect physiological ad-
aptation: during the phase of reduced oxygen
supply, it puts a brake on its biggest consumer
— its heart — just a little, until, when the contrac-
tion has subsided, the supply is again optimal
and the heart rate rises once more. In the clinic,
the response to a decrease in heart rate is often
met with the administration of tocolytic medica-
tion. A side-effect of this is a sudden and sharp
rise in the heart rate of both mother and child.
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At a situation, in which the child's resources are
in any case not optimal, the oxygen demand in-
creases enormously because of the extra exer-
tion of the heart and the distress of the child is
intensified instead of being diminished. How-
ever, the early administration of medication is
positively assessed by experts in court and ap-
proved much more than waiting and watching.

With forced pressing, because of the instruction
to purposely tighten the abdominal muscles,
there is in addition to the pressure of the con-
tractions, the pressure on the uterus, the pla-
centa and the baby, which is unnaturally
increased. At the same time, due to the exten-
ded retention of breath, the oxygen supply de-
teriorates even further. As a result, the child
very quickly moves beyond the limit of his ability
to cope.

So does "power pressing" lead to a better, fas-
ter and easier birth?

The consequences of "power pressing" are ex-
hausted and incapacitated mothers, whose risk
of more serious birth injuries increases dramati-
cally.

For the child, it means that they are not allowed
to take this important step into life at their own
pace but are forced into the world. Often, in ad-
dition to the consequences of the interventions
they have endured, they also have to cope with
early separation from their mother. The artifici-
ally induced stress more often leads to lower
APGAR and umbilical cord pH values as well as
hypoglycaemia, which then in turn requires
paediatric monitoring and intervention. (53, 54)

These various interventions in the natural cour-
se of birth reduce the self-esteem and indepen-
dence of the woman as well as the autonomy of
the child.
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2.6 Kristeller’'s Manipulation

This manipulation is used when the birth is im-
minent: the cervix is fully opened and the child's
head has overcome the narrowest part of the
maternal pelvis. Now an acceleration of the birth
is desired, for which there can be many rea-
sons: a mother exhausted because of prolon-
ged pressing in the supine position, no or not
enough progress in childbirth, weak contrac-
tions, exceeding the limits of the time permitted
for the "expulsion phase”, pelvic floor of the
mother in spasm, "bad heart sounds" of the
child.

However, the hospital system or staff issues are
also possible factors: imminent shift change, im-
patience of the obstetricians, understaffing while
several births are taking place in parallel, etc.

There is a "correct" way to carry out Kristeller's
manipulation, whereby even this claim is very
contentious: a doctor or midwife kneels at the
head of the bed behind the mother, bends over
her, knows the exact position of the child in the
uterus and also knows that the placenta is not
located on the front wall of the uterus. The
child's posterior is grasped with both hands and
then, in coordination with each contraction and
in consultation with the mother, the child is pu-
shed down the midline towards the exit of the
pelvis. As soon as a contraction eases, the
force from outside is also released.

However, the truth of the situation in the delive-
ry room often turns out to be as follows: a doctor
or midwife stands at the side of the bed, pushes
a long sheet under the birthing mother, which is
used as a brace to make the application of ma-
ximum force possible. Then, using the forearm
or in the worst case even the elbow, i.e. without
being able to pay the least attention to the posi-
tion of the child, the woman’s upper abdomen is
pressed with full force in order to push the child
deeper into the pelvis. This often takes place
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quite independently of the contractions and also
without any regard for the localization of the
placenta. It even happens occasionally that a
larger and heavier midwife or doctor is called to
the delivery room specifically to apply Kristel-
ler's manipulation.

Possible consequences for the child can be
dramatic:

—in case of direct compression of the placenta,
injury to the placenta and/or reduction of the

oxygen supply,

— twisting and compression of the spine, caused
by the randomly applied pressure; a variety of
complaints after birth can be observed - often
stemming from damage to the cervical spine,

— massive stress because the child is being
squeezed through a pelvic floor, which is often
not yet optimally dilated,

— increased risk of shoulder dystocia (the child's
shoulder gets stuck in the pelvis),

— disturbance to the mother-child interaction
because the mother panics with all the related
hormonal consequences (adrenalin overwhelms
oxytocin),

— difficulty in establishing contact after birth, be-
cause the mother needs time until the release of
oxytocin resumes.

Possible consequences for the mother are:
fractures of the ribs, breathing difficulties, frac-
ture of the tip of the sternum, injury to the liver
and other soft tissues, extensive bruising, in-
creased rate of severe perineal injuries, severe
trauma.

Typical accounts of having experienced Kristel-
lers manipulation are: "Suddenly someone
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threw themselves on top of me!", "I could no
longer breathe and | thought | was going to
die!", "I didn't even realize that they had put the
child on my stomach and | couldn't feel happy!",
"Weeks later, | still had pain in the area where
they pressed into me.”

This manipulation also has a huge potential to
traumatise the father, if present, because he is
not in a position to protect his partner and is
powerless as he witnesses the events. "The
doctor knelt with all his weight on my wife!" —
"Suddenly, someone just threw themselves on
my wife!"

The performance of the Kristeller's manipulation
is frequently not documented. There are even
clinics where the technique is used regularly but
a record of its use is prohibited by the manage-
ment.

This practice represents a serious contravention
of the law, not only in terms of its results but the
whole of the process is fraught with grave defi-
ciencies. On the one hand, it is highly questio-
nable whether the consent obtained from the
woman on admission to the clinic covers this
procedure because the drama of the procedure
can hardly be made apparent while informing
about risks. On the other hand, an evaluation of
other possible courses of action, which the
rights of the child require, does not take place.

It's obvious that Kristeller's manipulation could
often be avoided by competent mentoring bef-
ore the birth. Therefore, sound justification is
required if the manipulation is to be used. Since
the assessment involved must be legally robust,
records are essential. Simply because the
events are often difficult to judge in hindsight,
any prior instruction to refrain from keeping re-
cords is unlawful.
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2.7 Administration of medication/PDA

When asked, most pregnant women want “"a
natural birth, if possible”. However, it appears
that there are unclear ideas about the definition
of a "natural birth". Both among women and of-
ten also among specialist staff in charge, this
phrase is for the most part reduced to the idea
that the child is born vaginally. But what actually
happens during a vaginal birth is not taken suf-
ficiently into consideration.

If "natural birth" is understood to mean birth free
of any intervention, then only about 7% of mo-
thers and babies experience this in Germany.
For all other births, there are various sequences
of intervention, which in many cases begin with
the desire for pain relief, if oxytocin has not al-
ready been administered.

The "suffering of pain during birth" is portrayed
as being no longer state-of-the-art and for that
reason very few pregnant women are taught
during antenatal care how to deal constructively
with the intense experience of childbirth.

Often equally lacking are the ability and the will
of obstetrical staff to tolerate a childbearing wo-
man, who in certain circumstances can be in-
stinct-driven and vociferous. In many cases,
women are urged to have an epidural because
obstetricians cannot and will not tolerate the
noise of a woman in action.

Neither during pregnancy nor the birth are pa-
rents adequately informed about the conse-
quences of medicalization for the unborn child.
It has been proven that any medication given to
the mother also reaches the child. Because of
the immaturity of the child's metabolism, this
can lead to substantially higher concentrations
of substances in the body of the child than in
the body of the mother. For this reason, many
medicines have a higher half-life in the child.
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The high concentrations of the substances ad-
ministered during birth can cause problems for
the child for hours after the delivery. For exam-
ple, respiratory difficulties can follow the admi-
nistration of certain painkillers; drowsiness can
have a negative impact on the child’s search-
and-suck behaviour.

In addition to a lack of information, there is also
deliberate misinformation, probably resulting
from the desire not to burden the expectant mo-
ther in the exceptional situation of birth with in-
formation about medication, which may cause
her to worry. Many women, for example, are
told that the epidural cannot in any way harm
the child, since the substance does not get into
the mother's bloodstream.

Here is a selection of the undesirable effects of
the PDA, which have been proven to have a di-
rect effect upon the child:

— disorders in the release of the birth hormone
oxytocin with possible delay in the course of
birth and the creation of difficulties for mother
and child in establishing contact after birth,

— disruption of the release of catecholamines,
hormones that give the mother the strength she
needs at the end of the birth to push the child
out — the ejection reflex - and which also influ-
ence bonding,

— disturbances in the release of endorphins
(endogenous painkillers in mother and child),
i.e. the mother receives pain relief via the PDA,
which does not help the child in any way to
cope with his own birth pains. The analgesic ef-
fect for the mother is induced locally near the
spinal nerves. However, the child only endures
the adverse effects of the reduction of oxytocin
and endorphins.
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— increased risk of the use of forceps or vacuum
extraction and of Caesarean section,

— oxygen deficiency and drop in heart tone due
to the fall in the mother's blood pressure,

— childbearers with PDA more often develop in-
creased temperature during the birth. This is of-
ten misinterpreted by the obstetricians as fever
caused by infection with the result that medica-
tions such as antibiotics or antipyretics are ad-
ministered. After birth, this can lead to
unnecessary admission of the child to the neo-
natal intensive care unit. An infection is assum-
ed and is treated prophylactically,

— neurological effects, such as impaired self-re-
gulation, disturbed search-and-sucking reflexes,
resulting in a difficult start to breastfeeding. (55,
56)

In animal experiments, it was found that ewes,
which had given birth to their first lamb with an
epidural, did not bond after birth. It is therefore
to be feared that the use of PDA can also have
an impact upon "instinctive mothering beha-
viour", even when human beings try to resolve
any feelings of estrangement mentally.

It is beyond the scope of this work to go into the
specific effects of the various medications fre-
quently used in obstetrical medicine. However,
when all is said and done, the following must be
firmly stated: under certain circumstances, the
routine use of medication during pregnancy and
birth constitutes serious violations of children's
rights.

More staff in obstetric units would lead to better
care for childbearers and this in turn would si-
gnificantly reduce the need to use painkillers
and thus ensure respect for the rights of the
child and the woman.
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lll. Violations against the rights of the
child caused by the development of
inadequate systems

1. Reliance on rigid strategies and
guidelines without regard to individual
requirements

As in any other medical specialisation, there are
also a variety of instruments in gynaecology and
obstetrics in the form of recommendations for
action: guidelines, internal standards and the re-
sults of evidence-based medicine (EBM). These
are intended to help standardize and — based on
scientifically proven findings — to provide the best
and most effective methods of treatment.

These instruments simplify daily routines as it is
always possible for the users to safeguard their
own actions and personal decisions by "follow-
ing the guidelines".

For the recipients — in this case, the mother and
child — this method of working leads to stereoty-
ped approaches in which individual factors and
needs play a subordinate role.

In obstetrics, individuality and unpredictability
have to be taken into account much more se-
riously than in, for example, surgery of the knee.
In every other area of medicine, the physical
state of affairs plays the most important role. In
childbirth, the psychosocial situation of the wo-
man concerned is of utmost importance. And
this cannot be schematically described and
standardized.

It is an unfortunate fact that obstetrics is the
field in which the vast majority of and the most
expensive compensation litigation is conducted.
Of course, there can be no doubt that an injured
child or an injured mother presents profoundly
gruelling challenges for all involved and that
they demand all possible support.
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In the event of a judicial inquiry, an expert will
judge the indicted doctors and/or midwives pri-
marily according to whether their actions con-
formed to the guidelines, even when these
guidelines are sometimes of only very low
scientific standard, provided S3 guidelines are
not involved. Whether the application of stand-
ard procedure to any particular case respected
the rights of women and children is of second-
ary significance. Individually specific factors
transcend theoretical thought and cannot be
adequately reflected in general guidelines. This
leads to the fact that clinic staff in the delivery
room tend to make decisions which safeguard
themselves, even when an alternative approach
would have been more appropriate for both mo-
ther and child.

Looking at the existing guidelines and recom-
mendations, it is noticeable that there are great
differences in the implementation of the indivi-
dual parameters.

When the widespread introduction of an inter-
vention is demanded, as is currently the case,
for example, with the administration of synthetic
oxytocin for a faster expulsion of the placenta,
then it is immediately implemented. The practice
is approved because it results in a lower loss of
maternal blood. However, for the child, this
means that the umbilical cord has to be cut be-
fore pulsation has ceased. Any administration of
synthetic oxytocin reduces the body's own re-
lease of this natural love and bonding hormone.

It is considered to be of secondary importance
that as a result the mother has an increased risk
of postpartum depression and that the sensitive
phase of bonding — “getting to know each other”
— immediately after birth is disturbed. Instruction
about the various side-effects caused by the
administration of this medication does not
usually take place. However, an increase in
continuous one-to-one support by a midwife for
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every birthing woman — at the latest from the
active "expulsion period" onwards — cannot be
implemented in clinics on the grounds of cost.
At the same time, the negative consequences of
a poor care situation are sufficiently well known.
(57, 58)

The logic behind guidelines is beyond question,
as long as they conform to high scientific stand-
ards (S3). But even then, it must remain possi-
ble for qualified staff, who understand the cur-
rent state of science, to deliberately overlook
the guidelines and make specific decisions,
which are more appropriate for a particular mo-
ther and child. Otherwise, actions based upon
the guidelines actually only do justice to the
guidelines.

According to the Convention on the Rights of
the Child, when the special rights of the child
are considered, the tendency of the courts to
presume that procedures, which are informed
by the guidelines also set the standard, has to
be critically question. According to Art. 3 UN-
CRC, the best interests of the child should not
be based upon abstract obligations but upon the
developmental needs of the child as an indivi-
dual. What is correct in principle is not automa-
tically correct in each individual case. It needs to
be affirmed within the guidelines themselves
that the freedom to decide for a specific form of
treatment required by an individual case must
always be preserved. If the courts fall short of
this, they fail in their task of seeing that justice is
done for the child.

2. Health hazards for mother and child
as a result of privatisation and profit
oriented practice

Increasing financial pressure, which has occur-

red in the healthcare sector, for example as a
result of privatisation, is now abundantly clear in
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the day-to-day running of hospitals — with fatal
consequences for all those affected.

The following was observed in a second level
perinatal centre with about 1400 births per year
(tendency rising), with 2 midwives per shift, 4
birthing rooms and integrated delivery room
managed by a midwife:

The hospital, which had been managed by the
local authorities, was taken over by a private
hospital group in the summer of 2016. One of
the first obvious changes was to cut back on the
cleaning staff in the delivery room. Since then,
the cleaning staff are available during the week
twice a day for 2 hours. During the night, no one
is available and on weekends only once a day
for 2 hours.

What does this mean in practice?

Over a period of weeks, the team of midwives
documented the extra time and effort, which
was demanded of them to tidy up and clean the
rooms after the births. Up to 3 hours per shift
were spent by state-certified, skilled and highly
qualified midwives with cleaning and tidying up.
Hours, in which women and children during and
after birth were unattended; or during the sensi-
tive phase of bonding immediately after birth,
mother and child had to be pushed into the cor-
ridor because the midwives saw no other way to
deal with the workload of cleaning.

In the increasingly common situations in which
more women in childbirth are admitted than
there are rooms available, it regularly happens
that women have to give birth to their children in
insufficiently cleaned rooms on contaminated
beds and in poorly disinfected bathtubs. Fae-
ces, urine, vomit, amniotic fluid and blood —
childbirth is not a sterile business. Thorough
cleaning by qualified staff is necessary. They
have to follow the specific instructions for the
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use of each of the disinfectant and cleaning
agents in order to minimize the risk of infection
for mother and child.

Only 2 years later (2018), a part of the once
highly motivated team had either resigned or
was permanently ill. New, motivated colleagues
become frustrated and leave the clinic after a
short time. Because of the tense staffing pro-
blem, increasingly more often, there is only one
midwife on duty. Birth assisted by a midwife, the
very reason why the women explicitly decided in
favour of this clinic, must be refused at short
notice, i.e. after the start of birth and the women
must quickly come to terms with birth governed
by doctors. Sometimes the delivery room has to
be closed for several days due to the shortage
of staff and women in labour have to be trans-
ferred to other clinics in the region.

Under these conditions, hardly any midwives
are able or want to exercise their profession for
very long.

This is where health policy comes in. Deve-
lopments in recent years have led to financial
pressure through the privatisation of clinics.
This directly endangers the health of unborn
and newborn children and their mothers. Poli-
ticians and parliamentarians should feel
themselves called to stop these undesirable
developments.

3. Adherence to the flat rate per case
system: diagnosis related groups
(DRG) in obstetrics

The flat rate per case system by which health
care services are reimbursed is unsuitable for
determining charges in obstetrics. With birth, we
are dealing with a primarily healthy event, which
is not sufficiently recognized by this system,
since — grossly simplified — money is only
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available for diagnoses and technical proced-
ures.

A maternity clinic, which attempts to practice
natural and low-intervention obstetrics, can
hardly function in a cost-effective way, since the
flat rate for a natural birth in comparison to a
birth involving many interventions is too small.
As a result, completely false incentives for
treatment are created, at the expense of the
health of mother and child.

Neonatology also faces the problem posed by
DRG. Especially in large perinatal centres, new-
borns are often transferred to the neonatal in-
tensive care unit on the basis of questionable
indications.

Two examples:

An obstetric hospital without a neonatal intens-
ive care unit is allowed to manage births after
361 week of pregnancy, i.e. 36+0. After birth,
the children remain with the mother under close
supervision. Both are transferred together from
the delivery room to the maternity ward.

However, in a perinatal centre with a neonatal
intensive care unit, children born before the 37t
week of pregnancy, i.e. between 36+0 and
37+0, are often routinely and without a specific
diagnosis, apart from that of "preterm birth", se-
parated immediately after birth from the mother
and admitted for a full week into the ICU for
monitoring. Here the corresponding flat rate per
case is applied — with all the consequences of
an early separation of mother and child —
among other things, for the development of
bonding, breastfeeding, the mental state of the
woman with significantly increased risk of post-
partum depression.

In addition, children, who are taken into inten-
sive care, have a significantly increased risk of
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infections with antibiotic-resistant hospital
germs.

Similar things happen to children, who have a
lower body temperature during the first hours
and days after birth. They are taken into the in-
tensive care unit and kept there for a full 48
hours, even if the problem is resolved within a
few hours. This is because the flat rate per case
can only be charged for a minimum stay of 48
hours. In many cases, constant physical clo-
seness to the mother would prevent hypother-
mia from developing in the first place.

This disregard for the unity of mother-child oc-
curs without any specific medical necessity and
in both cases the problem is caused solely by
the system.

In large centres, which have an extensive infra-
structure, there is an incentive to use PICU
much more often than is necessary in order to
justify its existence and to operate in a financ-
ially profitable manner. The Statutory Health
Insurance pilot project of 2011, applying the pa-
rameter "joint dismissal of mother and child" to
60,000 hospital births, established that in clinics
without an associated paediatric intensive care
unit, 95.4% of mothers were able to go home
with their child. In clinics with PICU, it was just
90.6%. In this study, so-called "low-risk cases" -
healthy women, who had experienced an easy
pregnancy - were compared. (59)

4. Procrastination: refusal of political
solutions as, for example, state-fi-
nanced professional liability insurance
for midwives and doctors

The problem of liability, especially in regard to
the professional liability insurance of freelance
midwives, has received increased media atten-
tion in recent years; however, since then, no
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satisfactory, forward-looking solutions have
been forthcoming.

Liability premiums have increased dramatically
since 2007. At least, the security surcharge
enables midwives with few births per year to
continue practising their profession. Neverthe-
less, the number of midwives working outside of
clinics has been declining for years. What is ra-
rely mentioned in the discussion is the fact that
medical obstetricians are also affected by the
problem. As a result, it is therefore, for example,
almost impossible to find a gynaecologist, who
is willing to be on call for a birth outside of a
hospital.

The fundamental right of women to freely choo-
se the place of birth, which is rooted in their
right to self-determination, is thereby under-
mined. This is because it is in fact almost im-
poss-ible to find a midwive or obstetrician, who
is able to offer this support under the present
circumstances.

The effect of the insurance problematic, parti-
cularly upon the health of mothers and children,
is illustrated in the following example:

For professional liability insurers, the birth beg-
ins either with the onset of regular contractions
or with the rupture of the bladder. Neither the
time of the beginning of labour nor the time of
the breaking of the waters allows any concrete
prediction concerning the duration of the birth.
Nevertheless, both midwives and medical obs-
tetricians are not allowed to care for a pregnant
woman in the initial phase at home or in the
surgery, even in the case of a planned clinic
birth, if they do not have the expensive liability
insurance for obstetrics.

As a result, pregnant women are sent to the cli-

nic after the very first signs of going into labour.
Only in this way are midwives and obstetricians,
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who work outside of hospitals, covered when it
comes to liability.

This in turn leads to the fact that almost all pre-
gnant women do not experience the start of
birth as a long-awaited, joyful event but see it in
the first place as potentially very dangerous. Af-
ter all, the beginning of birth must be dangerous
if it necessitates immediate admission to a cli-
nic!

However, it has been proven that the rate of
obstetric intervention in general as well as the
rate of operative birth terminations increase, the
earlier a woman giving birth is sent to a clinic
during the "latency period", the first phase of the
birth. Thus, in the current system, a pregnant
woman has the choice: either to stay at home
unattended or to expose themselves and their
child to the significantly higher probability of in-
tervention at the clinic.

Here the insurance industry is in charge, re-
gardless of any scientific findings concerning
the well-being of women and children.

What justifies the fact that a professional group,
which is dedicated to the beginning of life, to the
long-term protection of health through prevent-
ion and thus fulfils a task for society as a whole,
has first to battle hard with the private insurance
industry in order to be able to carry out this in-
dispensable activity?

If political leaders do not recognize the urgent
need for action as soon as possible and act ac-
cordingly, e.g. by setting up a state-financed
liability fund for midwives, maternity nurses and
obstetricians, an increasing number of midwives
will be forced to give up their profession. This
would have predictable and drastic conse-
quences on the mortality and morbidity of mo-
thers and children.
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In the present situation, young women find it
difficult to get enthusiastic about a profession
that involves a constant struggle for financial
survival while at the same time placing them
under immense forensic pressure.

In view of the fact that there are few topics that
are so obviously of such general social import-
ance as the birth of the next generation, accep-
tance of joint responsibility for the beginning of
the life and support for those working in obste-
trics by civil society would indicate an increased
appreciation and recognition of midwifery.
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IV. Conclusion: Promoting education —
improving structures — respecting fun-
damental rights — consistent imple-
mentation of the UN Convention on the
Rights of the Child

| don't delude myself that my vision of pregnan-
cy, birth and professional conduct will be met
with understanding everywhere and without de-
lay. Current practice is determined to such an
extent by established routines, which can only
be overcome by great dedication to mothers
and children. The picture presented here, which
is entirely based upon the observation of speci-
fic procedures, should definitely be a cause of
serious discussion. In this sense, education is
necessary: of parents and, with regard to their
future, of students from the 9th grade onwards,
of professional staff, of politicians and of the
general public.

The correction of all the problems and violations
must be understood as a list of tasks which, in
view of the structural problems, must in the first
place be dealt with at a political level. Funda-
mental changes are urgently needed. Associati-
ons and hospital management will be equally
required to work together to change the finan-
cing of obstetrics. In particular, they will have to
work towards abandoning the system of flat rate
per case invoicing, based as it is on technology
dependent medicine that promotes intervention.

Moreover, the effects of everyday routine in the
delivery room are of immediate relevance for
the human rights of women and children, inde-
pendently of whether they take place before,
during or after birth. The women are denied
their fundamental rights, which are constitutio-
nally guaranteed. The current practice is extre-
mely degrading. It violates women'’s dignity and
their inalienable right to self-determination.
Again and again, there is a lack of empathy for
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the unique situation, which demands compe-
tence so that assistants do not end up misusing
their power because women rely upon being
helped by them. People involved in pregnancy
and childbirth should feel called upon to funda-
mentally rethink their professional conduct and
their attitude towards the experience of birth,
towards the women as well as towards the
children.

The numerous violations of the rights of the
child discussed here are unacceptable. It is ne-
cessary to counteract the misconception that
the child is only a passive object during the pro-
cess of birth. A thorough understanding of the
processes confirms that the child hardly ever
reveals itself so obviously to be 'a protagonist in
its own development' as during birth. That is
why it is vitally important before, during and af-
ter birth to implement the Convention on the
Rights of the Child consistently.

Therefore, there should be a comprehensive
provision of obstetrical services. Then, women
would be given the true right to choose where to
give birth and this would respect their right to
self-determination. Furthermore, it has to be
ensured that in every delivery environment, the
woman can experience herself as being actively
and competently in charge.

All those involved must be aware of the pre-
sence of the child and its rights, so that mothers
and children come through birth healthy and
strong.
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Afterword by the author

I've been very lucky. | was allowed to experi-
ence the birth of my child without any medical
intervention — in a birth house, continuously ac-
companied by my midwife. A birth that has
strengthened me permanently — physically,
mentally and emotionally; a birth that gave me a
precious deep experience for my journey of
motherhood and from which | still draw years
later: "I did it!"

This experience was made possible in the first
place because | wanted it but also because |
had people around me, who did not want to give
birth to me; people, who put up with letting me
give birth.

After that | became a midwife.

Even during my first year of training — and be-
cause of my experience in the delivery room,
one of my essays was titled "Macht und Macht-
missbrauch in Obstetrics" (Power and the Ab-
use of Power in Obstetrics).

| learned that it's considered normal when women
emerge from childbirth, hurt in body and soul.

| learned that violations of constitutionally gua-
ranteed fundamental rights during birth are ac-
cepted without criticism and are justified by
flimsy arguments — in so far as anybody notices
them at all.

| learned that birth, which is one of the most hu-
man of all processes, does not generally take
place in a safe and fitting place. This is because
our societies have been tailored for efficiency
and economic growth and thus become ever-
more inhuman.

| learned to take a close look and to ask critical
questions.
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And | began to wonder why so many women
simply accept all of this and assume that mod-
ern obstetrics, based on technology, will give
them the safety they need and that birth just has
to be the way it is.

Human dignity.

Autonomous personal development.
Physical integrity.

Equal rights for men and women.
Protection and care of the community.

Our constitution offers a wealth of wonderful
rights for members of our human community;
however, for pregnant women behind the closed
doors of delivery rooms, these rights do not
seem to be fully applicable, not for the woman
and even less for the unborn child.

My great wish is that mother and child are per-
ceived as an inseparable unit, respected and
strengthened from a salutogenetic point of view.
The document presented here relates primarily
to the rights of the child but includes disregard
for the mother-child unit.

My work on the UN Convention on the Rights of
the Child caused my diffuse "moral malaise" to
become the realization: the current practice of
antenatal care and obstetrics clearly violates
current laws.

Within this system in which not only pregnant
women and children suffer unnecessarily, | ha-
ve regularly met midwives and doctors, who go
way beyond their breaking point, to provide
good prenatal care and obstetrics. | wish to en-
courage them never to lose enthusiasm and
dedication to the miracle of birth. | want to thank
them for doing everything in their power to
achieve more humanity under such difficult
conditions. | also wish them the strength to par-
ticipate in a change of direction so that they can
practise their wonderful profession for a long
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time to come, with joy and in good health. May

this work contribute to this.

Iris Eichholz

Author, Iris Veronika Eichholz, born 1977, is a
qualified nurse, midwife and practitioner of al-
ternative medicine. Her practice is in Velbert-

Langenberg.

Contact: info@naturheilpraxis-eichholz.de
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Legal follow-up remarks on the rights
of the child and his mother before,
during and after postpartum

The problems presented in this paper not only
touch on fundamental questions of the health
system, but also concern first and foremost (the
life and health of) the parents and their child.
This has a widely neglected human rights back-
ground with regard to the rights of the mother as
well as the rights of the child. Both legal sphe-
res are closely linked, so the realisation of their
rights are inter-dependant, as do infringements
during pregnancy and birth also affect both.
Beyond the protection of constitutional rights,
both the mother's rights — protected from discri-
mination through the conventions on women's
rights — as well as the rights of women in gene-
ral need to be considered as should the rights of
the child in accordance with the UN Convention
on the Rights of the Child. The realisation of the
rights of the child is not conceivable, without at
the same time enabling the elementary right of
the woman to a self-determined birth.

Although in the practical clinic operation the fo-
cus is on a healthy birth of the child in the inte-
rest of mother and child, before, during and
after birth it is the adult professionals who evi-
dently determine the process of the event ins-
tead of the directly affected woman, whose right
to self-determination gets disregarded.

More importantly the role of the child, whose
need for assistance is obvious, is barely consi-
dered in these processes even with all the at-
tention and the care he receives.

Especially from a human rights perspective, this
is too short-sighted. The reference of the editors
to the findings of the last decades, that the child
is an active and competent human being — even
before birth — must lead to a change in thinking.
For a quarter of a century this has been increa-
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singly respected, due to the UN Convention on
the Rights of the Child:

The United Nations adopted the '‘Convention on
the Rights of the Child' on 20 November 1989.
For over 25 years it has been applicable law in
Germany (Lorz, Ralph Alexander, Der Vorrang
des Kindeswohls nach Art.3 of the UN Conven-
tion on the Rights of the Child in the German
legal system. Ein Rechtsgutachten, Vol. 7 of the
series "Die UN-Konvention umsetzen ...", pub-
lished by the National Coalition for the Imple-
mentation of the UN Convention on the Rights
of the Child in Germany, Berlin 2003).

Although important steps to implement the
Convention are still overdue, in particular the
explicit emphasis on the rights of the child in the
Constitutional Law (Grundgesetz der Bundesre-
publik Deutschland), some progress has been
made. Particularly the prohibition of violence
against children according to § 1631d of the
German Civil Code (BGB), has had a positive
effect which has significantly increased public
awareness of the vulnerability of children and
has resulted in a number of other child protect
ion initiatives (Law to strengthen the active pro-
tection of children and young people (Federal
Child Protection Act - KiSchG) Of 22 December
2011, https://www.mkffi.nrw/sites/default/files/as
set/document/bkischg.pdf).

On the other hand, important key points of the
Convention have not been sufficiently observed
to date. This includes above all the fact that the
convention has asserted the subject position of
the child as an independent personality through
a variety of provisions. In 1968, the Federal
Constitutional Court pointed the way forward by
stating that "the child is a being with its own hu-
man dignity and its own right to develop its per-
sonality within the meaning of Article 1 para. 1
in conjunction with Article 2.2 of the Basic Law"
(BVerfGE 24, 144). In terms of international law,
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the child has been identified as a subject of
international law.

This situation under international and constitu-
tional law has a fundamental consequence: the
child as an independent legal entity is not sub-
ject to any person's power of disposal. As an
expression of its unmistakable individuality,
which according to Art. 1 of the Basic Law must
be respected and protected, the child has the
right to self-determination, which every person
is entitled to as an expression of their human
dignity.

Even parents whose right to education is con-
stitutionally guaranteed (Article 6.2 GG), have
no 'right to the child'. They are, by virtue of their
parental responsibility, duty-bound to the rights
of the child and obliged "to provide appropriate
direction and guidance in a manner consistent
with the evolving capacities of the child, " (Art. 5
CRC).

In other words, they are trustees of the rights of
the child, whose interests they represent, as
long as the child is not yet able to give consent.
For instance, when consenting to a medical in-
tervention the parents must do so in the best in-
terest of the child to the best of their knowledge
and belief.

This legal status is not just applicable to a born
child. Even the unborn child is entitled to pro-
tection under the Convention on the Rights of
the Child and the Constitution. Even though the
convention in Art. 1 does not expressly state the
time of application, there was agreement that
the Convention on the Rights of the Child does
not fall short of the status of the Declaration of
the Rights of the Child from 1959.

The declaration states, as it was then also

stated in the preamble to the Convention on the
Rights of the Child, that children need ,(special
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safeguards and care, including) appropriate le-
gal protection, before as well as after birth".

This is underlined by the fact that health care
during pregnancy in particular is considered a
right of the child, thus presupposing the prenatal
validity of the Convention.

To fully realise this right, appropriate pre-natal
and post-natal health care for mothers is stipu-
lated as a right of the child.

Consequently, already before birth, the Conven-
tion rights are applicable to the child — as stated
on the Day of General Discussion of the UN
Committee on the Rights of the Child in 2004
(THE CRC RIGHTS OF BABIES AND YOUNG
CHILDREN: THREE KEY ISSUES by Bruce Ab-
ramson, Committee on the Rights of the Child
Day of General Discussion "Implementing Child
Rights in Early Development" 17 September
2004, Palais Wilson, Geneva (rev.1)).

Even the unborn child therefore has the right to
the "highest attainable standard of health care"
(Art. 24 CRC). In this sense the Federal Consti-
tutional Court clarifies on the right to life and
physical integrity: "Article 2.2 sentence 1 GG
also protects the life developing in the womb as
an independent legal interest." (BVerfGE 39, 1
ff. Judgment of 25.02.1975). And already in
Germany the Preuf3ische Allgemeine Landrecht
(General Prussian Common Law) expressed
this by stating:

"The universal rights of mankind are granted
even to the unborn children, already from the
time of their conception" (Prussian General
Common Law 1794, § 10 I. 1).

These rights, which are expressly granted to the
child, are the core of the legal status of every
human being since the Universal Declaration of
Human Rights of 10.12.1948 and subsequent
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Human Rights treaties. In the context of preg-
nancy and birth this applies to the rights of wo-
men as mothers, whose dignity and self-deter-
mination in the special situation before, during
and after birth must be fully respected and pro-
tected.

The most compelling expression of this is based
on the principle of human dignity, that no man
may be degraded to a mere object. Respect for
individuality forbids to deny the human being
the right to self-determination.

Any routine, in which the woman is only an 'ob-
ject' in the process of birth, violates her personal
rights, even if the woman has formally consen-
ted in advance to the medical interventions dur-
ing birth.

As an expression of his individuality this also
applies to the child. Therefore, the right to parti-
cipate plays a special role in the Convention on
the Rights of the Child. Only through participat-
ion can be avoided, that the child becomes the
mere object of others who act over its head.
Because participation follows directly from the
inviolable dignity of the human being, this cov-
ers all forms of expression of man, in which in-
dividuality is manifesting itself.

Especially non-linguistic expressions are to be
considered (Daly, Aoife. Children, Autonomy
and the Courts: Beyond the Right to be Heard.
Leiden: Brill/Nijhoff, 2018) namely from the very
beginning. So far, it is the so-called early child-
hood signals in which the child expresses itself.
All parents know this, they listen to every stirring
and thereby allow their actions to be influenced.
Thus, even if they do not think about it, they are
acting within the sphere of the rights of their
child.

Accordingly, hunger, thirst and well-being are
natural needs, which are at the same time of
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fundamental legal significance and their neglect
is an encroachment of the rights of the child.

This concept needs further consideration, and in
regard to the whole event - before, during and
after birth. The natural processes of birth only
appear to always be the same. In fact, they are
individually 'child regulated' and interact with the
mother's organism, therefore completely orien-
ted to the concrete situation and as individual as
the child being born itself. One is not only tou-
ched by the wisdom of these processes, but can
recognise, that the individuality of the child is
expressed here. The natural due date is an in-
dividual sign of maturity and therefore an ex-
pression of the child that must be respected in
the same way as all other events before, during
and after birth. Every intervention in the natural
processes is in regard to the rights of the child
relevant to its human rights and requires justifi-
cation. Therefore, the present paper is subjec-
ting the common routines from the micro blood
test to the 'planned C-section' to a critical re-
view, in that it is precisely the interventions, of-
ten thoughtless or due to structural cir-
cumstances, that are identified as child rights
violations. As a consequence, violations of the
child’s wellbeing must be prosecuted.

In order to achieve a thorough change in pract-
ice, it is also a question of attitude to consis-
tently internalise the respect of human dignity.
All professions participating in the birthing pro-
cess must commit to this attitude.

Not lastly, this paper is therefore also intended
as a review of the ethical principles of profes-
sional action in the context of birth.

The background to the criticism is, with regard
to the child’s wellbeing, the principle of the UN
Convention on the Rights of the Child that, in all
areas of public services of general interest,
whether provided by the state or by private pro-
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viders, and thus also in the area of health care,
"the best interests of the child shall be a primary
consideration" (Article 3(1) CRC). In all cases,
the existing needs of the child must be explo-
red, named and weighed against other inte-
rests. Thereby political and entrepreneurial
decisions in the health sector have come under
criticism. In particular the financing procedures
based on flat rates per case run the risk of lea-
ding to a systematic neglect of the interests of
children. The closure of maternity wards, inade-
quate staffing as well as the insufficient remun-
eration for the services of midwives - quite apart
from the disadvantages for those affected by it -
ignore the needs of children mainly due to eco-
nomic interests. Far-reaching planning decisi-
ons as well as the organisation of the daily
operations, which lack this assessment, have
procedural defects which question their legal
validity.

The best interests of the child are paramount for
all concerned in connection with pregnancy and
the birth itself. Legally this is based on the fact
that the child as a legal subject is the bearer of
its own interests, that require a process of re-
flection in the field of tension between other
concerns, whether the best interests of the child
are given due consideration.

This is not only required under international law,
given the subject position of the child but also
professionally ethically binding for each and
every associated person.

However, the child welfare argument often plays
a problematic role when referencing that it was
the best for the child, precisely when the ne-
cessary consideration is lacking and everyday
routine takes place. The reference to the best
interests of the child is then commonly the sub-
stitute for a serious debate, especially about the
interests of women. Just before, during and af-
ter birth this offers a challenge that cannot be
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compared to any other life situation. The exis-
tential bond between mother and child causes a
double concern, that of the child and of the wo-
man. All the activities around the birth must be
considered equally regarding the rights of the
woman and child.

Non-required routine measures usually not only
violate the rights of the child, but at the same
time they intervene more or less obviously in the
rights of the woman, with health consequences
for both.

Existential needs, which are protected by the
human rights of women to respect, self-deter-
mination, integrity, as well as life and survival
and the natural needs of the child protected by
its rights under the Convention on the Rights of
the Child, are affected by a range of issues
starting from the selection of the place of birth to
all the individual actions required under birth.

While in the context of birth it is already difficult
enough, as parental trustees to protect the
rights of the child against a proficient medical
operation, the respect for the rights of the wo-
man is particularly endangered because the
woman is incomparably impacted by the actions
of the participating professions.

Because, as a general rule, women lack the ne-
cessary knowledge, they don’t easily disregard
the recommendations of an experienced doctor,
especially since everything that is seemingly
necessary will, if in doubt, be justified with the
welfare of the child.

But not least because a birth today is hardly a
natural process, but is being treated as a 'dis-
ease' even down to the financing procedures,
the challenges associated with childbirth incre-
ase for the woman because of emotions that
are usually associated with diseases like fear
and the desire to avoid such disease. The result
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is an asymmetry of forces, to which the pre-
gnant woman is usually helplessly exposed.
Special attention should be paid to this as part
of the necessary process of reflection.

Particularly challenging is the balancing of inte-
rests when the interests of mother and child dif-
fer from each other. This can already be seen
when administering tranquillisers, but particu-
larly painkillers, which might be desirable from a
woman's perspective, can be highly problematic
for the child, because they have an incompar-
ably stronger effect on the child's organism than
on that of the woman.

Nobody can take this decision away from the
woman, but she must be aware of the conse-
quence of the decision to her child. This pre-
supposes that instead of routine recom-
mendation of such drugs, advice should be pro-
vided, which in turn requires midwives and doc-
tors to be aware of their special responsibility for
the rights of the child.

This is also true in view of the problems of a
caesarean section birth. As crucial as the pro-
cedure can be in order to save mother and
child, so questionable is the current practice of
planning and performing a caesarean section
out of sheer convenience or for reasons of bet-
ter financing. The fact that the operation as
such is a routine medical intervention does not
justify the habitual acceptance of the associated
impacts to the child - and in the long run also to
the mother.

The most difficult evaluation is the one between
life and life, that of the mother and that of the
child, when both are in question. In considering
this, it is vital to remember that the right to life is
not an absolute right, but that a balancing of in-
terests is not only necessary but also possible
while also respecting the highest responsibility
and in reverence of both lives. The Federal

GreenBirth Publication 5/2021

https://www.greenbirth.de

Constitutional Court has set the standards for
this within the adjudication around abortions
(BVerfG 24, 119 [144], BVerfG 39, 1, BVerfG
88, 203).

Fortunately, in the day-to-day clinical practice,
this problem is rarely encountered. This makes
it all the more important to rule out infringe-
ments of the law that are caused by a lack of
consideration during routine actions. To raise
awareness of this it is necessary, as presented
in this paper, to seriously examine of a wealth of
details within the maternity practice - not least
the fascinating insight into the wise processes
of incarnation.
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