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Analysis of the Australian Defense Force (ADF) Policy on the Management of Women’s Pregnancy.
The purpose of this paper is to critically analyze a policy concerning the management of pregnancy and childbirth in the military of the Australian Defence Force (ADF); Health Directive No 235- Management of pregnant members in the Australian Defence Force. Bacchi’s framework “What’s the problem represented to be” is applied in the critical examination of this policy, revelation of the policy’s effects, as well as providing suitable alternatives for the representation. The policy dominates the medicalization of childbirth by proposing a specialized care for the entire management of pregnancy and childbirth process (Montalban, 2017). Thus, it denies the ADF women their wishes of choosing a healthcare provider, creating an aspect of inequality since the Australian healthcare policy advocates that every woman is entitled to a variety of maternal care models. Therefore, the policy raises concern for alterations to be put in place to ensure ADF women enjoy their rights like the rest in the nation.
Overview of ADF Maternal Healthcare Management.
HDD235 policy stipulates the funded models of healthcare the pregnant members can access for clinical management during pregnancy and childbirth. These models are; private obstetric care, general practitioner care, and midwife care (Montalban, 2017). Nevertheless, the policy governs the birth hospital arrangements, physical fitness timeframe for postpartum assessment, and post-natal assessment by a specialist obstetrician.  Consequently, the policy restricts the ADF women to the constraints of whom should provide them with intra-partum, post-partum, and antenatal healthcare. 
Method or Framework
Bacchi’s framework “What’s the problem represented to be” indicates that the existence of a policy depicts an underlying problem that must be revealed and find out the solutions. The framework enables to convert the implicit problem within a policy to an explicit nature for closer scrutiny. The approach procedurally addresses six questions to achieve thorough critical analysis (Bacchi, (2016). 
What's the ‘problem’ represented to be in a specific policy?
Giving birth in the Australia is a special event that deserve the attention of a doctor. The norm was used as the basis for enacting the maternal policy for the women in the ADF. HD235 policy which stipulates the procedural approach for caring pregnant ADF women categorically set the boundaries for which an ADF women is confined in for the entire maternal care and childbirth process. 
HD235 policy has medicalized the childbirth by funding only three models of maternal care that the ADF women can access thus imposing some restrictions. In all the three models, a specialist obstetrician takes the full management of the pregnancy and childbirth. The policy implies that pregnancy and childbirth is a sensitive medical issue that deserves specialist’s intervention. Moreover, pregnant members must cater for the expenses if they choose other practices beside the stipulated ones. The decision of preferring other models must be endorsed by the general Practitioner (GP) to assess the individual risk with regard to financial, medical, and indemnity-related risks. Therefore, the pregnant member will go for the other services at her own risk (Montalban, 2017).
 Comparing this situation with the National Health Council specifications, an Australian woman can choose six models of maternal care, which include; public hospital care, private obstetrician, GP care, private GP care, shared care (midwife and specialist), and midwife care (Warner et al 2019). If ADF member wishes for the other models she should obtain “green light” from the internal GP. However, ADF management on maternity helps in overcoming complications during pregnancy, birth, labor, and postnatal because it is based on expert decision making.
What presuppositions or assumptions underlie this representation of the ‘problem’?
 	The policy operates under the assumption that maternity is a medical issue that requires involvement of an obstetrician or specialist. However, this is not being a confinement to ADF women but the general state of maternal affairs to all Australians with regard to clinical management of pregnancy. The reflection of safety and risk management brought about by the H235 policy contributes to public policy particularly in the domain of maternity and childbirth.
The obstetricians are specialists with a unique approach for handling pregnant women and they are keen to realize labor complications as early as possible rather than dealing with emergency cases preferred by those who opt for women-centered approaches.
 Medical fraternity advocate for specialist approach for professional care and avoidance of risking the human life. Since the activity of giving birth is a sensitive undertaking that human must go through, it is acceptable for the policy to advocate experts who can overcome the technical jargon which cannot be understood by a traditional midwife. Though this policy reflects the authoritarian management of the specific issue of maternity in the ADF, it embraces the dignity of modern life by availing professional approach that cater for the baby and mother welfare rather than exposing them to risky operations. 
How has this representation of the ‘problem’ come about?
Historically, childbirth happened at home and overseen by midwife who focused on psychosocial and physiological support to the mother. Nowadays, most of the Australians women give birth in hospitals in attendance of special obstetrician. The new development is evident in the modern world where medical technology and use of reproductive medicine has emphasized on prenatal testing, risk assessments, and pathologising pregnancy (Warner et al, 2019).  It is not by surprise for the workforce and the Australian health policy to adopt this standardized representation but it is in favor of private obstetricians who will be the main beneficially for the implementation of the reforms especially the insurance incentives. Therefore, this approach from another perception seems to be an economic and political lobbying.
What is left unproblematic in this problem representation? Where are the silences? Can the ‘problem’ be thought about differently?
HD235 does not avails other options for women to choose from and anecdotal evidence indicates that the pregnant ADF women rarely read the policy just adhere to the administrative staff such GPs thus their right for choices is neglected. Also, HD235 does not allow the GPs to provide guidance on how ADF women can access Medicare alternatives.
The ADF women are the core part and parson of the policy yet they are not acknowledged in the formulation of the policy, Therefore, the grounds on which the policy was enacted are not yet established. Inclusion of the pregnant women and ADF mothers was a significant consideration to account for their opinions since the policy concerns them. Anyway, woman-centered care is an alternative representation of pregnancy, which is usually characterized by the midwifery care model. The approach account for continuity of care, informed decision making based on needs and preferences of the pregnant woman, respect of the woman’s choices, and ensure cooperation of the healthcare provider during childbirth Warner et al, 2019).
What effects are produced by this representation of the ‘problem’?
The policy is written in a way that directly impact how ADF women access the funded maternal health care. HD235 states that pregnant woman must have their pregnancy confirmed and endorsed by the general practitioners (GP) then get referred to an obstetrician for subsequent management. The referral process only accounts for one out of the six models available to the general Australian women. Therefore, there is further limitations for ADF women to access the other two options provided by the policy- referral to a shared care (obstetrician and midwife) or GP obstetrician (general practioner and obstetrician). According to Australian study, women in the general public hospitals are still advised and referred to GP shared care and only about 10 percent are advised to assess the other seven models. Consequently, the ADF advocacy is not dissimilar to what is in the general public hospitals. 
HD235’s policy ultimately results to the majority of the ADF women giving birth in private hospital under the management of a special obstetrician. After a thorough research, it has been found that it is more likely for the client to be attended by an obstetrician in the private hospital but in most public hospital caesarean birth is more probable than vaginal birth. Besides, under the management of obstetrician, women can undergo elective caesarean which exhibits higher rates of episiotomies and epidural use during the initial stage of labor in contrast to those under the care of a midwifery group. Another researcher, Robson et al confirms that in the private hospitals there is higher rates of instrumental vaginal birth, induced labour, and caesarean birth compared to the public hospitals. 
How/where has this representation of the ‘problem’ been produced, disseminated and defended? How could it be disrupted and replaced? 
The medicalization of maternal labor has been discussed in the popular as well as academic literature. In the academic platform, consensus exists within the medicalization, and focus on pathology, hospitalization and intervention. Media review with regard to obstetricians and midwives portrays the former as experts who are frequently consulted while the latter are undermined (Montalban, 2017). The appreciation of obstetricians sends a message to the public that childbirth and pregnancy is a sensitive medical issue that deserve the intervention of specialist. While HD235 policy reflects the dominance of the specialization of childbirth in the national health system, it hasn’t been updated with the current research and policies. Therefore, there has been a lagging in the ADF policy representation and the current state of the public health system. 
Although the national framework standardizes the provision of healthcare services, each state’s territory should be responsible for the provision of the services. For instance, Victoria’s maternal policy advocates the primary maternal services (GPs and midwives) in the initial instance unless the intervention of the obstetrician is necessary. Consequently, the medicalization of birth within ADF is unacceptable in accordance to the Cochrane recommendations that every woman with exception of those with obstetric or substantial medical complications ought to be offered midwifery care model. HD235 only allows collaboration of qualified midwives and obstetrician under the shared care arrangement. Mothers who have experienced the midwife-led care have lower rates of instrumental births, caesarean sections, epidurals and episiotomy. Research reveals the women pleasure when engaged in the decision-making especially that concerns their choices.
  Conclusion
In the analysis of HD235 policy, Bacchi’s WPR method emphasized o the medicalization of pregnancy and birth as a special that require expert intervention. In the ADF women, this issue becomes more complex because of the restrictions the policy places on pregnant women over their choice of health care provider and the suitable model. Current research proposes a women-centered, collaborative healthcare that engage ADF women in decision making. This new recommendation will embrace the ADF women’s knowledge and equalities in the health care services to all Australians.
Future directions
There is a research gap that exists to determine what the ADF women wishes concerning the maternity care. This recommendation is important to gather first hand evidence on the healthcare options confinement for the ADF women. It will also facilitate to acknowledge whether the ADF women are content with the medical model specified by the HD235 and measure the knowledge they hold regarding the policy. The research will uncover whether the ADF women are ignorant of the other model or they can rush to them as per their wishes. 
The referral channel is also deserving research to uncover the ambiguity of the HD235 which seems only the GPs can advise on the pathway the ADF should take in the search of maternal care. Under these circumstances, the GPs may be availed because perhaps the GPs are not conversant with the other options or they may be concealing some information from the ADF women.   
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