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MATERNITY CARE FOR LESBIAN MOTHERS

Introduction

Throughout history, ideas about what a family is, and what it should be, have changed.  That process of change continues today, and growing numbers of children are now born or raised in families that do not fit the ‘traditional’ model of married parents with their biological offspring.  Midwives have had to readjust their practice in line with such shifts.  For example, the old custom of addressing all clients as ‘Mrs’, regardless of their marital status, used to be considered good manners but is now widely perceived as presumptuous or even offensive.  

Increasing numbers of women are choosing to have a child outside of a heterosexual relationship, and some of them may have a female partner.  This raises significant implications for midwives, whose practice addresses women’s emotional, social and family needs as well as their physical needs, as we may not know what the needs of these women are.  Many midwives feel that the best way to avoid discriminatory practice is to ‘treat everyone the same’.  But this approach has problems.  Just as being ‘colour blind’ can obscure the real needs of women from minority ethnic communities, so an insistence that lesbians are ‘just like everyone else’ can mean that any specific requirements are not recognised or acknowledged (Stewart, 1997).  Working with diversity is not about categorising people as ‘different’, nor is it about treating them as special cases; it is about recognising and understanding each woman’s individual needs, so as to be able to provide the same high standard of care for everyone.

Appropriate care for lesbian clients is nothing more than woman-centred care.  The skills and attitudes required to ‘get it right’ for lesbian mothers will benefit all women - because all women may have feelings, experiences and issues connected with pregnancy and childbirth that lie outside midwives’ expectations and assumptions, and because many women do not fit into the traditional model of expectant parenthood.

Background

Lesbians become parents in a range of ways: through a heterosexual marriage or relationship, by attending a registered clinic for donor insemination, or through making their own informal arrangements with a donor or male co-parent.

While some lesbians have always been mothers, and some mothers have always been lesbian, there has undoubtedly been a steep rise in chosen lesbian parenthood over the last twenty years (Dixon, 1996).  Widespread concern that the children of these mothers will face social and psychological disadvantage have been shown to be groundless by the first wave of long-term studies (Tasker and Golombok, 1995).

Lesbians may be married, single, partnered, or having sex with men.  They may or may not want to disclose their sexuality to healthcare providers, and this decision may cause them great anxiety (Percy, 1995).  In other words, there is no way of knowing if a particular client is lesbian or not, unless she chooses to say so.  The midwife should consciously endeavour not to make unwarranted assumptions about any of her clients - for example, that they have a ‘usual method of birth control’, or that they have a male partner who is the baby’s father.

It is up to each woman to decide whether she wants to ‘come out’, and no pressure should be put on her to do so.  However, the midwife can help her to feel safe to do so by refusing to make assumptions or moral judgements and by creating an atmosphere that acknowledges and respects diversity and choice.

Communication

It is not always necessary to know the details of each client’s personal and sexual situation.  It is, however, important that each client feels comfortable enough to share with her midwife information on aspects of her personal life that may affect, or be affected by, pregnancy and birth.  

Midwives should carefully review the information they routinely collect from  clients, and assess whether the way they ask for it is both specific enough to gain the facts they require, and sensitive enough to avoid making implied assumptions or value judgements.  For example, why might a midwife ask about her client’s relationship with the baby’s father?  She may need to know about the home and social support available to her client, or who the birth partner will be, or about the baby’s paternal medical history. All these questions can be asked specifically, without implying assumptions about the client’s sexual choices.

It is also worth asking open-ended questions which allow the woman to disclose her sexuality, if that is her choice.  For example is, “Is there anything you think would be helpful for me to know about you, or that you would like me to know, so that I can more easily understand what you might need from me during your pregnancy and childbirth?”  A woman who does choose to disclose her sexuality should be responded to affirmatively, and in a way which encourages further openness - for example by saying, “I’m really glad you felt able to tell me that, and if there’s anything else you can tell me which would help us plan your care together, please do so.”

Confidentiality

Any disclosure of sexual orientation should be kept strictly confidential and not recorded in writing.  Other health care professionals should not be told without the woman’s express consent.  Of course, some clients may prefer for this information to be shared with all those professionals involved with their care, to save them the stress of repeatedly ‘coming out’.  The midwife should agree with each client what information can be shared with other health care workers.

Providing information and advice

Lesbian clients share with other mothers a range of concerns and queries which will be familiar to midwives.  They may also have information needs which relate to their particular situation.  Midwives should tailor their information provision to individual needs by checking with each client that she has received the information she wants, and that it is relevant to her situation.  Some areas where lesbian clients may have specific information needs are: 

· social support (referral to support networks or self-help groups)

· relationship support (help for same-sex couples experiencing relationship difficulties during pregnancy and the postnatal period)  

· community support (advice or referral for clients experiencing hostility or abuse within their family or community)

· sexual health (information on sexual practice during pregnancy, after birth, and after diagnosis of an STD or HIV infection)

· legal issues (referral for legal advice on birth registration, child support, custody or access).

Midwives should take steps to keep themselves and their colleagues informed about the range of services and support groups in their area.  This information should be kept in a readily accessible place within each maternity unit, and updated regularly.  Some of it may also be usefully displayed within public waiting areas.  

Choice, continuity and control

Issues of choice, continuity and control may be particularly important for lesbian clients.  Some may have had past experiences of insensitive treatment at the hands of health care workers, and may need careful explanation of why certain questions are asked, or procedures undertaken.  Some may prefer to give birth at home, because they do not want to have to explain or justify their partner’s role and presence.  Continuity of carer may be particularly important for women who feel they have to build up trust before they can be open about their needs and concerns. 

The partner

Midwives should take care to acknowledge lesbian partners as a couple and as co-parents - throughout antenatal care, parent education, intrapartum care and the postnatal period.  The lesbian partner will have her own anxieties and needs, and she should be supported and kept informed.  It is important to remember that becoming parents is a challenge to any couple, as roles are renegotiated and as both partners suddenly lose time for themselves and for each other.  Just because both partners in a lesbian relationship are women, it does not mean that they are both having the same experience.  They do not necessarily understand each other’s viewpoint any better than a heterosexual couple would, and they have the same potential for conflict and misunderstanding as any couple embarking on family life.

Midwives should sensitively ascertain how the partner wishes to be addressed and referred to, both in one-to-one situations and in front of others.  She, like the mother, should be asked whether or not she wishes to be open about her sexuality, and with whom - do not assume that the mother’s wishes hold for her partner as well.  

Sometimes the lesbian couple may be accompanied by others who will have an involvement with the baby, such as the biological father.  Again, tact is essential in ascertaining how the adults present relate to each other and to the baby, who is undertaking which of the various ‘partner duties’ such as accompanying the mother to parent classes, being present at the birth, cutting the cord, and co-parenting, and how each expects to be addressed and treated.

Homophobia and heterosexism: new words for old problems
Homophobia means fear or hatred of homosexuals, and is the term used to describe the prejudice experienced by lesbians and gay men.  In many ways it is not a helpful term, since it implies that this prejudice is always expressed maliciously and with violence.  The reality is that homophobic attitudes are deeply ingrained in our society, and in most major religions.  Many people - most of whom would not deliberately hurt or defame anyone - find the subject of homosexuality embarrassing or difficult.  Because homophobia is relatively socially acceptable, it is easy for these attitudes to remain unchallenged, and to influence the care we offer lesbian clients.  

Heterosexism is the term used to describe the assumption that heterosexuality is normal, while homosexuality is pathological or pitiable.  The damage this causes may be less obvious, but it still hurts.  Lesbians and gay men are largely invisible in our society - despite many people’s assumptions that they can always ‘spot one’ - and they have to cope daily with the burden of repression, or the risks of disclosure.  Both homophobia and heterosexism are barriers to effective communication, and may compromise standards of care. 

It should also be remembered that many midwives are lesbians, too, so tackling homophobia is also an important industrial relations issue for midwives.  Traditionally, midwifery has been a profession where lesbians find it difficult to be open about their sexuality.  Lesbian midwives have a right to work in a supportive and respectful environment.  Increasing the visibility and acceptability of lesbian midwives will also help create an open and supportive environment for lesbian clients.

RCM Recommendations

Midwives should:

1. Be careful with language.  Terms such as ‘partner’, ‘parent’ and ‘sex’ may have different meanings for the woman and the midwife, and hints or euphemisms may be offensive and misleading.  It is best to be specific: for example, don’t ask a woman when she last had sex if you only need to know about heterosexual intercourse, and don’t ask a woman if she is married if what you are seeking is information on the baby’s genetic parentage. 

2. Signal their readiness to support lesbian mothers, by ensuring they do not make assumptions during activities such as booking, discussion of support during labour and giving advice on resuming sexual activity after birth.  Asking “Do you have a partner?  Can you give me their name?” is a simple but effective way of signalling acceptance and respect.

3. Create an atmosphere that acknowledges sexual (and other) diversity.  This can be done by, for example, including female couples in displays of ‘parent and baby’ photos, and stocking leaflets from lesbian support groups.

4. Keep informed about relevant local and national services, such as Lesbian and Gay Switchboard and lesbian and gay parent support groups.

5. Avoid asking unnecessary and intrusive questions.  While midwives need to develop their awareness and understanding of lesbian parenting, it is not acceptable to expect clients to educate them, or to use clients to satisfy their own curiosity.  For example, it is legitimate to ask a woman if her partner lives with her and will support her postnatally, but it is not legitimate to ask her how she became pregnant, or what she will tell her child about its father.

6. Take a lead in challenging discriminatory language and behaviour, positively and constructively.  This should not be left to ‘the radicals’, or to lesbian colleagues.  Creating a safe environment for clients and colleagues is intrinsic to good midwifery practice.

Heads of Midwifery should:

1. Work within their Trust to discuss and develop policies to prevent harassment or discriminatory treatment of lesbian (and other) clients and staff.  These should be displayed prominently in public areas.

2. Identify and address needs for staff information or training. This may range from awareness training to hosting a visit from local lesbian mothers prepared to talk about their experiences and needs.

3. Make sure that booking forms and other documentation do not make assumptions or force questions about sexual orientation.  For example, rather than recording the name of the client and her husband, booking forms could list the client’s name, age and sex alongside her partner’s age, name and sex.

4. Ensure that all staff understand and use appropriately concepts like ‘next of kin’, ‘partner’ and ‘family’ (Caulfield and Platzer, 1998), and that clients are explicitly asked who their social support is and who information can be given to.  It is not acceptable for lesbian co-parents to have to argue or justify themselves to gain information about their partner or child.

5. Ensure that non-midwifery staff also understand their responsibilities to treat each client without prejudice or judgement. 

6. Discuss with staff how best to handle anti-lesbian remarks or behaviour from other clients.  It is not always easy to challenge these in ways that are constructive and that do not further isolate lesbian clients; it is important that the unit as a whole develops a consensual and coherent approach to these incidents, before they arise.

Midwifery educationalists should:

1. Ensure that neither pre- nor post-registration education programmes encourage assumptions about women’s sexual choices and family lives.

2. Explicitly address the issue of family diversity, including lesbian parenting, in both pre-registration training and in continuing professional development.  Ideally, this should be done not within one single module, but woven in wherever appropriate, such as during discussions on family life, sexuality, relationship issues, and social equity/disadvantage.

3. Be explicit that appropriate care for lesbian mothers is not a fringe issue, but an affirmation of woman-centred care.  Like all women, lesbian clients want maternity services that offer choice, continuity, control, clear communication, respectful acceptance and support appropriate to their needs.  
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