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her decision is probably unjustified. That does assume, however, that the woman has not 

been claiming to quit all along only to please or appease her physician. 

When it is clear that a patient is trusting herself too much and in a way that could 

jeopardize her own health or the health of her fetus, health care providers could attempt 

persuasion that is integrity-preserving. That method involves encouraging the patient to 

consider all of her values and beliefs, and how her current position may not reflect all of 

them accurately (Benjamin 1990). As Benjamin writes, the aim "is to strengthen or 

encourage the recognition of [an) unacknowledged voice in the [patient)," rather than to 

coerce her to take a position that is somehow alien to her (1990, 34). For example, with 

the patient who trusts herself too much to quit smoking, the physician could assume that 

she knows she was unsuccessful in quitting on her own in the past, and ask her to reflect 

on that knowledge carefully. She, the physician, could also assume that the patient 

values her own health and the health of her fetus (at least to some degree), and that she 

knows that heavy smoking is hazardous to both of them. Thus, the physician could urge 

that from the patient's own perspective, it is important to choose a method of quitting that 

has the best chance of success. That form of persuasion is integrity-preserving, for the 

physician is only trying to persuade the patient to adopt a position that is already 

coherent, hopefully, with the patients own beliefs and values. A physician who uses that 

method would only encourage a patient to change one ofber beliefs or values if the 

majority of her beliefs and values demanded the revision. 

Clearly, the usefulness of integrity-preserving persuasion is limited, however. A 

physician may be mistaken in assuming that a patient has latent desiIes or values that are 
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unacknowledged in the decision which she trusts so much. If the patient makes a choice 

that puts her own health at ris~ for example,. but she is suffering from depression or 

simply has low self-worth., then her physician might be wrong in assuming that she cares 

about her own health. Similarly,. if a patient trusts her embodied perspective too much 

(e.g., she is adamant that she is not pregnant even though there is sufficient medical 

evidence to prove that she is), her physician might suspect, wrongly,. that she values 

being a responsible mower or that she believes that medical information and technology 

has some epistemic worth. Especially where the values and beliefs of patients and 

providers diverge dramatically (e.g., on whether medical technology has any epistemic 

value),. it is unlikely that integrity-preserving persuasion will work. 

Still, it is worth at least attempting such persuasion, particularly before ever 

recommending that a patient lose her decisional authority. Even with patients who trust 

themselves in ways that are incompatible with respect for their own worth, integrity­

preserving persuasion could work. Because the voices of physicians are so powerful for 

some patients,. it could be persuasive for a patient to hear from a physician that she 

should attend more to her own needs, rather than focus merely on the needs of others. 

However, it is unIikely that a physician, alone, could make inroads with patients whose 

self-worth or self-respect has been damaged severely by oppression or abuse. In such 

cases, if the patient is trusting a decision that puts herself at grave risk of serious harm, 

then some counselling for the patient is appropriate with someone trained in helping 

people with histories of abuse or OppressiOIL 
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s. Conclusion 

For patients to be autonomous, they need to be able to trust themselves. Self-trust 

is not the only requirement for patient autonomy, but it is a requirement that is 

overlooked in almost all philosophical and bioethical accounts of autonomy and 

informed choice. The relation between self-trust and autonomy has theoretical 

implications for the way that we conceive of autonomy and of the value of trusting the 

self. Moreover~ as I have argued in this chapter, it has profound practical implications 

for our understanding of the duty to respect patient autonomy, particularly in obstetrics. 

Attending to patient self-trust as a precondition for autonomy is crucial in obstetrics and 

in other areas of reproductive medicine because of the enormous weight that oppression 

can bear on the ability of women to trust themselves in those contexts. 

Many of the recommendations I have made in this chapter about improving 

respect for patient autonomy in obstetrics cannot be found in existing models of 

informed choice, including the process model. It is implicit in that model that patients 

should have sufficient time and information to assess their options. Yet many of the 

barriers in obstetrics to self-trust are more serious than the mere lack of time or 

information. Many concern the power imbalances in obstetrician-patient relationships, 

imbalances that often exist because of the threat of sexist, classist, and/or racist 

stereotypes, or simply because of the authoritative epistemic position of obstetricians. 

There is also the barrier of the construction of pregnancy as a relation between separate 

entities, which permeates obstetrics and can interfere with sert:trust at the level of the 
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patient's judgment about the values and beliefs informing her choices. Obstetricians 

need to try to eliminate or at least mjnimize those barriers for the sake of promoting 

patient autonomy. They could do that, in ~ by avoiding complacency with passive 

patients who might be experiencing stereotype threats. They and other health care 

providers also need to be alive to the importance of appreciating a woman's own bodily 

perspective in pregnancy,. and to be respectfiJL as opposed to dismissive~ of her embodied 

sense of what is happening in her pregnancy. 

On the theoretical side of the relation between autonomy and self-trust,. [ have 

argued in this thesis that the skill of trusting oneself well-that is, of developing justified 

attitudes of optimism about ones own moral integrity and competence-is one of the 

skills involved in what Meyers calls "autonomy competency" (1989). As [ have 

proposed, that competency also demands the skill of distrusting the self well. Self­

distrust can avert the damage that hasty choices can have on our autonomy. l.a.n{s case is 

an example of where some self-distrust may be justified, at least temporarily, with 

respect to a particular decision. Like most people, Lam is probably not a reliable self­

truster when she is forced to decide quickly about issues as complex as prenatal 

diagnosis is for her. However, ifl.a.n{s self-distrust were to persist, it could threaten her 

autonomy. Too much self-distrust, even if it is justified, is an obstacle to the expression 

of ones autonomy competency. 

Melissa's case is an example of where self-distrust is probably justified, yet it 

interferes with autonomy nonetheless. Melissa does not trust herself to be able to 

convince her obstetrician of her ability to make wise decisions about her prenatal care 
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because of the threat of being stereotyped. Since members of stereotyped groups can 

animate stereotypes about them even while they strive to disconfirm their truth, it can be 

unreliable for them to trust themselves to succeed in that goaL Stereotypes are more 

likely to be threatening if they are demeaning to those whom they targe~ and the most 

common targets of negative social stereotypes are oppressed people. There may be many 

more situations~ thetly in which it is unreliable for the oppressed to be self-trusting, yet 

reliable for the privileged simply because of the influence of those stereotypes. As [ have 

argued, onets socio-politicai status tends to determine, in part, when it is reliable to trust 

or distrust 

Oppression as well as abuse can interfere with either the manifestation or the 

acquisition of the skill of trusting the self well. Various mechanisms of oppressiotly such 

as stereotyping and objectifYing, can encourage too much self-distrust in people who 

possess the skills of trusting and distrusting themselves well. Those mechanisms, along 

with abuse that is not oppression-relat~ can also damage or hinder the development of 

those skills. Some people living with the trauma of childhood abuse or in an 

environment of severe oppression may never have experienced what it is like to be self­

trusting most of the time. Self-distrust may be a constant feature of their lives and a 

constant impediment to settled opinions about what they value and desire in many 

contexts. 

Partly for the sake of those who live in perpetual self-distrust as a result of abuse 

or oppressiOtly [ have strived in this thesis to demonstrate that the concepts of seft.trust 

and self-distrust are meaningfu4 and moreover,. that we are obligated to foster and 

246 



Reproduced with permission of the copyright owner.  Further reproduction prohibited without permission.

preserve seIf:trust in one another since that attitude is necessary for autonomy. I have 

also made those arguments for the sake of patients such as Lee who are forced into 

positions in health care contexts where they cannot trust themselves. My concern has 

focused on how women's se(t:trust can be undermined in reproductive medicine in ways 

that threaten their reproductive autonomy. 

I have established that understanding the relation between autonomy and self-

trust is important to bioethics,. moral philosophy,. and feminist theory. In bioethics, it 

improves our grasp of how health care providers can relate to patients in ways that are 

respectful of their autonomy. [t expands our understanding in moral philosophy of the 

nature of autonomy and of the conditions that promote it. Furthermore,. a feminist 

account of self-trust as a condition for autonomy brings to light yet another way in which 

oppression works to disempower some members of oppressed groups. 

Notes 

L The closest approximation I have seen to that recommendation is in a paper by Abby 
WiIkinson on "The MedicaIization of Violence against Women. W Wilkinson writes that 
"[wJomen need to be able to trust our own perceptions of our bodies and our experiences,. 
a goal that medical theory and practice should respect and support" (1998,. 133). 

2. There,. I draw on an argument by Catriona Mackenzie (1992) that women need to be 
able to define for themselves their pregnancy experiences if they are to maintain their 
bodily integrity and reproductive autonomy. 

3. That is usually what happens with most foons of genetic testing for fetal 
abnormalities. Patients are told that they have the option ofbaving maternal serum 
screening,. and perhaps evenofhaving amniocentesis orchorionie villus sampling {see 
Case 1 for a description of these tests}. However,. I have encountered physicians who 
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will recommend testing rather than simply offer it, particularly for patients who are at 
higher risk than the average patient of having a fetus with genetic abnormalities. 

4. Moreover, in the study they performed, they did not find any significant ethnic or 
class differences in women~s attitudes toward the medical advice they receive about 
pregnancy (115). However, they do acknowledge that a number of other studies have 
documented such differences (they cite, for example, Kay 1980, Lazarus 1994, Rapp 
1993). 

5. The term "informed choice" is still not widely used in the philosophical, legal, and 
medical literature~ but, following Baylis, [ shall use it in this chapter. 

6. Physicians do prelimjnary assessments of decisional capacity and seek psychiatric 
consultation if a patient seems to lack that capacity. 

7. However, as I argue below, it is not always appropriate for physicians to reveal their 
values to patients. 

8. Versions of the test vary depending on how many markers are analysed. The "triple 
screen" is meant to be the most effective; it tests the serum levels of three different 
substances. Still, its false positive rates are high (they are the rates I gave above; see 
Mennuti 1996, 1442-1443). 

9. It may be directed, more generally, at the competence of the patient in making 
decisions that reflect her own values or interests, for example. For a discussion of why 
oppressive forces that target the self-appreciation of patients count as coercive forces, see 
chapter 5, section 2. 

10. [did that practicum over a period of about six. months. I attended, on average, one 
clinic per week (where that includes prenatal clinics, ultrasound and amniocentesis 
clinics, and infertility clinics), and I witnessed about three or four genetic counselling 
sessions. [did not interview patients, but simply sat in during their appointments, with 
their consent. 

Francoise Baylis was the coordinator of my practicum, and she gave me 
invaluable advice in that capacity. I would like to thank her along with my on-site 
supervisors, Barbara Parish and Glenn Gill. I would also like to thank all of the health 
care practitioners on-site who included me in their clinics. 

I L As Dr. Barbara Parish confirmed for me, these are the options and risks for a 37 
year-oId woman who is receivingprenataI care at the lWK Grace Health Centre in 
Halifax. These risks for the diagnostic procedures are also given in a paper by MichaeI 
Mennuti (1996). 

12. That concern is common among women, according to nurse Diane O'ReilIy, who 
works in grief counselling for women who have had pregnancy terminations because of 
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fetal abnormalities (personal communication 1998). 

13. It is sometimes assumed that middle-class women accept testing more often than 
women who are "working-class or working-poor," which suggests that the former might 
feel more obligated than the latter to accept it (Rapp 1998, 148). However, as Rayna 
Rapp explains, if poor women have access to a clinic where they feel comfortable and 
trust their practitioners,. they are just as likely as middle-class women to consent to 
prenatal diagnosis (1998, 149, ISO). Thus, the disparity in the rates of their refusal 
compared to middle-class women often has more to do with inadequate prenatal care 
services for poor women than with their attitudes toward testing. 

14. That is true for all "mosaic conditions," where the fetal cells are ''both normal and 
atypical in varying proportions" (Rapp 1998, 163). [t is also true that the disabling 
conditions of some genetic anomalies are completely unknown to geneticists (see Rapp, 
161, 162). 

15. And, it is important that society express that interest in a way that does not further 
stigmatize and oppress people currently living with disabilities. See Laurie Nsiah­
Ietferson (1994, 234) on how the very availability of prenatal diagnosis can perpetuate 
ableism. 

16. Wilkinson in her paper focuses on the issue of domestic violence and the woefully 
inadequate way in which medical institutions tend to deal with that problem (1998). 

17. Some American authors, such as Alto Charo and Karen Rothenberg (1994, I 11), 
have pointed out that while the pressure on women to have prenatal diagnosis is 
increasing, their access to adequate abortion services and counselling in the United States 
is decreasing. 

18. For example, distrust in medical professionals in the context of prenatal care may 
have been heightened recently among some aboriginal women in Canada because of the 
actions of a Manitoba physician who bad an aboriginal pregnant woman who was 
addicted to solvents committed against her will for addiction treatment (see WillJlelle~' 
Chtld and FamiLY Services (Northwest Area) v. G. CD F) .. S. C. C.). 

19. IleamedofSteele's studies ftomreadingWalker(1998, 196, 197). 

20. Clearly, health care professionals alone should not have that responstbility, 
especially in deflating stereotypes about oppressed people. However, they can play a role 
in reducing the negative effects of those stereotypes. 

21. She also calls it "bodily autonomy," but I shall avoid thattenninology. As I explain, 
whether we have bochly integrity influences whether we are autonomous, but "bodily 
autonomy" suggests that our bodies can be autonomous-that is, that they can choose and 
act in accordance with a set of values and beliefS-which is mcomprehensIble .. 
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22. As Catriona Mackenzie explains (l992J. that is how many philosophers use the 
concept to defend women's right to refuse unwanted interventions in their pregnancies~ or 
simply to refuse to continue unwanted pregnancies (see~ e.g., Warren 1975, Overall 
1987). 

23. Women in Western culture have few options for how to view their bodies because 
the cultural images of women's bodies are so narrow and exact. It is poSSIble for them to 
construct bodIly perspectives that are imagined variations on the dominant images. But 
to view their bodies continually in light of imagined alternatives is extremely difficult 
because of how much their bodily perspectives tend to be patrolled by others~ who 
pressure them to conform to dominant beauty standards for women. 

24. Many textbooks on obstetrics reveal the patient status of fetuses right in their titles: 
examples are The Unborn Patient: Prenatal Diagnosis and Treatment (Harrison et al 
1990) and The Fetus as a Patient (Kurjak (985). 

25. As a model of how to be respectful of women's embodied knowledge in pregnancy, 
obstetricians could turn to midwifery. Midwives, in general, learn to value that 
knowledge. 
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INTRODUCTION 

Lee: 

Appendix 

The Cases 

Lee~ a nurse and a counsellor, entered an infertility program feeling confident 

about where her boundaries lay in terms of how much she was willing to go through 

emotionally~ spiritually, and physically in trying to get pregnant. She left the program 

feeling powerless~ objectified, and as if her identity had been threatened. Those feelings 

arose~ in part, because of how little control she had over who had access to her body. 

The program she was in utilizes a "team approach" to medicine where patients have no 

guarantees as to who will be examining them at any point in time and who will be 

conducting scheduled procedures. Because of the intrusive nature of the physical exams 

and procedures associated with infertility treatment, the team approach puts the dignity 

of women at risk. As one woman who went through the same program as Lee 

commented, you ttpark your dignity and integrity at the door and pay this price to get 

pregnant" 

With no real relationship with most of the people treating her infertility, Lee had 

the impression that she "was only another procedure to be done" or a mere "number ... in 

a blood work report" At no point did she receive adequate attention to her emotional 

needs, even from the counsellor involved with. the progratIL Moreover,. when she tried to 

advocate for her needs,. she was labelled "a problem": another non-compliant patient 
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The labelling induced shame about what she descnoed as her "sensitivity" and it also 

made her worry that she might be abandoned by her care providers. Those feelings, 

along with being treated as a mere object of medical scrutiny, caused her to lose her 

sense of who she was and of what she needed Before entering the program, she had 

never thought of herself as uncooperative or as someone who tends to create problems 

where they do not exist, nor had she ever thought of her body as a mere reproductive 

vessel to which anyone could have access. [n. the end, Lee was left in an extremely 

vulnerable position. 

After she left the program. Lee wrote letters to two of the physicians with whom 

she came in contact. Below. I give an excerpt from a letter she sent to the physician who 

gave her a hysterosalpingogram (HSG)-a procedure determining whether the fallopian 

tubes are blocked-and who then conducted a hysteroscopy to repair damage to the lining 

of her uterus which could have been caused by the HSG itself. The excerpt focuses on 

the events that led up to her hysteroscopy, an experience which Lee herself descnees as 

objectifying. The events are not isolated; rather, they are representative of a larger 

pattern of unethical patient care. 

When you did the informed consent over the phone, I specifically asked 

you how many people would be in the OR. [operating room} suite. You 

told me there would be three people-the anesthetist, the circulating nurse, 

and yourself. This was a very important issue for me because of my past 

history of tramna. [don't know if [John} told you that I originally was 
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asking for spinal anesthesia because I did not want to be unconscious in 

this type of situation. After talking with the anesthetist and with you over 

the phone, I felt reassured that I was heard. I couldn't believe when I was 

wheeled into the room I counted eight people (men and women) there 

cleaning instruments, laughing and showing no signs of finishing up 

before you got started (with my entire lower body fully exposed and my 

legs in stirrups). I looked at you to help me in this and to try to honor my 

need for control and personal dignity-and you responded in defense of the 

staff that were cleaning instruments rather than on my behalf. I still 

remember crying and begging the anesthetist to knock me out because 

what I was feeling at that moment was unbearable. [now wish that I had 

gotten up off the table and left the room. fn addition, [ was not informed 

that [ would be catheterized as part of the procedure. When [ awoke, I bad 

searing urethral pain and knew I had been catheterized, which you 

confirmed when I asked you later. If I bad known this ahead of time, I 

would have begun a preventive course ofPyridium because I have chronic 

inflammatory urethritis. I also find myself wondering which of the five 

extra people in that room actually catheterized me. I guess it wasn't 

supposed to be an issue because I was unconscious. [t was another 

episode where I felt objectified. 
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CHAPTER 3 

Janet: 

Janet miscarried her first child at seven and a half weeks gestation.. In 

order to conceive the child, she had "charted and monitored [her] cycle with great 

care untiI the exact moment" that she knew she could get pregnant. Because she 

had used a natural method of contraception in the past, she was already very 

fanuliar with her cycle. When she got pregnan~ her charts showed i~ and her GP 

accepted her charts as evidence (Hey et a11996. 42). 

Here is an excerpt from what Janet writes about the miscarriage: "Every 

morning the bleeding stopped and every afternoon it started and on the 

Wednesday we went back to our doctor. He feI~ palpated, and prodded and 

questioned that [ had ever been pregnant at all: 'You told me you were pregnant 

and I believed you. t And r. knowing that [ had been pregnan~ started to doubt 

myself and my knowledge of my body. I felt concerned for the doctor. that he felt 

he had made a mistake. and it was my fault. You are very willing to believe that 

everything is your faull. .. [ was afraid that the whole episode had just been 

hysteria. and he (the GP) was thinking 'neurotic womaIi ... [she then explains that 

she had an ultrasound which confirmed that she bad been pregnant] ... I had 

known that I was pregnan~ and I had doubted i~ doubted me~ doubted this little 

baby's existence because some forms of knowledge are seen as more valid than 

others" (Hey et al1996. 44,. 45). 
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SheiIa: 

In her second pregnancy~ Sheila had a miscarriage at eleven weeks 

gestatiOIL She writes that at the first sign of trouble,. ''1 knew immediately that I 

would lose the baby. It was the first moment after the full-term pregnancy and 11 

weeks of the present pregnancy that I felt scared that something could go, and in 

fact now was going, wrong. The possibility of problems had never before 

occurred to me. I knew things could go wrong in pregnancy but I felt I was the 

<sic> one of the lucky ones who would sail through it with very little alteration 

from the norm .... [ was totally shattered. I was someone whose life revolved 

around bodily activity. [had worked hard to gain control in body action, to be 

aware of how my body moved and reacted to stimuli. I was fit and healthy. Now 

I felt I had lost all control of my body. I kept bleeding and there was nothing I 

could do about it It was the first feelings of guilt (feelings that were to remain 

with me for a long time)-that I of all people should be experiencing something 

otherthan a normal pregnancy. 'Pregnancy is not an iIlnest; you should be able 

to continue as before with slight limitations. I, who enjoyed fitness and activity, 

was now faced with temble guilt. Had I brought on this miscarriage myseIfl Oh, 

why had I been so selfish to go away the weekened <sic> before? I had felt the 

need for a break: so had naturally gone to the mountains. I must have overstrained 

myseIf-itwasmyfault. Ifonly ..• " (HeyetaI1996,. 21). 
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ADoa: 

Anna had a positive pregnancy test at six weeks gestation, but the day 

after the t~ she started bleeding severely and had a miscarriage. As a result of 

the miscarriage, she suffered a lot of emotional confusion. She had a loving 

partner who was deeply concerned about what she was going through, but who 

did not seem to be able to help herto get through it. 

Wf found it really difficult to express just how difficult I was finding it emotionally 

after the miscarriage, and ... I guess partly because I didn't know anyone else 

who'd miscarried and I felt sort oflike, well, it was only six weeks. It wasn't like 

I'd lost, ... lost a baby or that rd had a stillbirth or something like tha~ .. and you 

know that maybe I shouldn't be as upset as I was" (Leaney & Silver 1995). 

CHAPTERS 

JoaDoe: 

Wft was so bad, so stressful. And I consider myself pretty good at coping with 

things usually. But at one point ... honest to God I almost packed up and left. I 

thou~ 'I cannot stand this another second.' It was like a time capsule of all of 

your expectations and all of your stress just jam packed into five days or six days 

or whatever it was. And you never got any reliefftom it" (W'dIiams 1989~ 136). 
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Lom: 

" ... I remember getting in the car and crying all the way home. I'm never going 

back there. They've had enough£ I'm not a guinea pig any more! (she laughs 

nervously) And I was just '" I'd had it. I thought-this is it. I'm not doing this 

again. But about two days afterwards it was, okay, lets go back in (she laughs)" 

(WiIliams 1989, 130). 

Steven: 

It ••• all of a sudden ['m in the TW1light Zone. Its not a hospital, its a. .. garage[ 

And my wife is the car and these are the grease monkeys, down to the bad radio 

blaring and the power tools. I feel a surge of anger at this; how could they treat 

my wife's body as if it were a machine? Then [ waver-no; its just that they've 

done this so many times it is mechanical for them. [t shows confidence, not 

disrespect After all, I'm in their shop" (Mentor 1998,68). 

CHAPTER 6 

Lara: 

Lara is a 37 year-old woman, pregnant for the first time. At her first 

prenatal visit, she asks her obstetrician about prenatal diagnosis. She is told that 

the generic risk for a person ofher age for having a child with Down's Syndrome 

is 1 in 227 ( -0.4%) and the total risk for chromosomal abnormalities is 1 in 130 

(-0.8%). Her options are the following: 1) chorionic villus sampling (CVS)~ 
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which is a diagnostic test taken at 10 to 11 weeks, and which carries with it a I to 

1.5% risk of pregnancy loss; 2) an amniocentesis at 16 to 11 weeks, which is also 

diagnostic and has a 0.5% loss rate; 3) or, maternal serum screening at 16 to 11 

weeks, which will not diagnose a fetal abnormality (as I have mentioned), but 

will tell Lam her individual risk for having a child with Down's syndrome or an 

open neural tube defect. If the screening test is positive, she can elect to have a 

detailed ultrasound and/or an amniocentesis. Depending on the timing of her 

screening test, she would receive the results of her amnio at about 19 to 20 weeks. 

Lam tries to determine what her risk for having a child with a disability 

means to her and what the risks of the different procedures mean as well. Her 

financial situation requires that she work., and she is worried that her work 

schedule would not allow her to care properly for a child with a disability, a child 

for whom she would be the sole care-giver. Intellectually, she is not opposed to 

abortio~ but emotionally, it is difficult for her to imagine terminating this 

pregnancy, for she has longed to have a child for years and, untIl now, has had no 

success in conceiving. Hence, the loss rates of the diagnostic procedures worry 

her considerably. She is also concerned that any choice she makes would elicit 

negative responses from people she respects. For example, if she decides to 

forego the diagnostic tests, some would regard her as irresponstble. If the results 

of an amnio, undergone after serum screening, convince her that she should 

terminate her pregnancy after 20 wee~ then some would wonder if she had any 

maternal instincts at all. 
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Melissa: 

Melissa is 25 years old and in her second pregnancy. She has very little 

formal educatio~ having quit school after grade 9. At each prenatal visi~ her 

obstetrician asks her if she has any concerns or questions about her prenatal care. 

Melissa usually shakes her head, despite often having concerns. She is not 

normally shy~ nor does she believe that her concerns about her pregnancy are 

trivial. She does not have a passive personality. nor does she lack confidence in 

her own judgment. The problem lies in her awareness of a stereotype in her 

culture of uneducated people as intellectually inferior to the educated. Melissa 

expects that her obstetrician's view of her is influenced by that stereotype~ and she 

does not trust herself to be able to express her concerns or opinions to him 

without reinforcing the truth of that stereotype in his mind. Just to be on the safe­

side, Melissa decides to keep her opinions to herself. 

Whenever her obstetrician recommends something to Melissa, she agrees 

with his recommendation. When he offers her prenatal diagnosis and tells her 

that it is up to her to choose whether she wants it or no~ she chooses i~ assuming 

that he must believe she should have i~ since otherwise he would not offer it. 

Moreover, being a member of the medical profession, he must be in favour of the 

use of such technologies, since whenever Melissa has met physicians in the ~ 

they have always been quick to defend any new form of medical technology. 

Melissa herself would prefer not to have prenatal diagnosis, but does not want to 

risk having her physician think that she is therefore naive or uninformed. 
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Carola: 

''{ cried for two days after I had the test I guess I was identifiying with universal 

motherhood; I felt like my image of my womb had been shattered It still feels 

like ifs in pieces,. not like such a safe place as before. I guess technology gives us 

a certain kind of control. but we have to sacrifice something in return. ['ve lost 

my brash confidence that my body just produces healthy babies all by itseIt: 

naturally. and that if it doesn't, I can handle whatever comes along as a mother" 

(Rapp 1997. 131). 
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