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about us
SQUAT is a quarterly publication that is 
put together by just a  few people who 
dedicate their time to create a maga-
zine to support healthy and empowering 
birthing practices. We hope to expand 
our magazine’s readership and content as 
we continue to produce new issues every 
season.

our Mission
We strive to provide a forum where rad-
ical, often unheard voices can share their 
message. It is our goal to promote safe 
and healthy birth options for all. We cel-
ebrate the transformative power of birth 
in all its varied forms. We acknowledge 
the need for the midwifery movement to 
expand its consciousness, scope of practice, 
and accessibility. We seek to provide a safe 
space of expression and community for 
those who wish to shift current birth cul-
ture as an essential part of the midwifery 
and birth movement.

This has been a very big summer for the team at SQUAT. In case you haven’t heard us mention it about a million times, we are 
having a radical birth and midwifery conference in San Francisco this summer! As I write this, SQUATfest is just around the corner. 
It’s hard to believe that what started as a pie-in-the-sky idea has turned into the real thing -- a 3-day birth conference in the heart of 
San Francisco, featuring some of the most respected and innovative voices this community.

It’s been a long road, and we have worked our asses off and learned a lot in the process. I’m thrilled to meet the people behind the 
emails and registration forms we’ve been getting for months; we’ve said that we hope SQUATfest is like walking into the pages of 
our magazine, and I have no doubt that the conference will have the same vibrancy, diversity, and energy as SQUAT Birth Journal.

Our increased reach and visibility through SQUATfest has done amazing things for the magazine. First, we had more submissions 
for this issue than ever before. And we are talking good submissions -- you may notice that this is also our longest issue ever, 
because we wanted to include as many of these articles as we could. Also, we’ve had amazing volunteers commit their time and 
energy to making this conference happen, and we look forward to integrating them into more work with the magazine and overall 
organization (I’m lookin’ at you, Molly Dutton-Kenny and Caitlin Caulfield).

Finally, just a reminder that this is all done by a very small group of ladies as a labor of love -- none of us make a dime off of 
SQUAT, and we rely on subscriptions, conference registration, and donations to make this all happen. So if you like what we’re 
doing here please support our work however you can!

-Sarah @ SQUAT
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 Indiegogo

A BIG Shoutout to these awesome folks for their 
donations to our indiegogo campaign!

• Shandi Turknett
• Rebecca Ende
• Deanna J Allen
• Rosemarie Wiegman
• Jennifer Lynn
• Barefoot Birth
• Elsa Asher
• Nikia Lawson

These folks and others helped us raise $1490 for our SQUATfest Scholarship and Speaker fund. 
Much love to all who helped!

Special Thanks to Mary Gilbert 
at the Maternal Integrity Project 
for her overwhelming support 
throughout this campaign.
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Nằm Lữa|Motherhood by Fire
An essay on Việt Mother Roasting Birthways

“Mother Roasting” refers to a birthway that has its roots in Southeast Asian cultures. It is an anthropological term popularized by former lay 
midwife Raven Lang in the late 1980s.  Matrescence and “mothering the mother” are both terms coined by anthropologist Dana Raphael in 
1973 to refer to the vulnerable rite of passage of becoming a mother and the new mother’s need for nurturing in order to thrive. 

Natal Birthways
     I trace my birthways through my ông bà ngoại|maternal grandparents, who were peasants from a rural hamlet in the Red River 
Delta of north Việt Nam—the cradle of Việt culture. The traditional Việt adage for birth Nỡ Nhụy Khai Hoa|“Bud Opens, Blossom 
Emerges” is rooted in a sense of naturalness. Though political life was patriarchal, family life maintained a matrilineal influence. 
In the short lull between three wars, my bà ngoại|maternal grandmother gave birth to her first two children—my oldest auntie 
and my mother—at home attended by bà đỡ|a wise woman, her own mother, and supported by kinswomen. She was immersed in 
communal birthways called nằm lữa.
     Though colonization under the French, imperialism under the Japanese, and then neo-liberal modernization under the Ameri-
cans had done their utmost to eradicate folk beliefs and practices in the cities, the rural areas retained most of their natal customs. 
Women’s ways were passed down mother-to-mother since time immemorial in spite of, or regardless of, the written word (women 
did not achieve the universal right to literacy in there until 1945). Countless generations of foremothers in my family bestowed this 
cultural birthright down the line to me—though not as an artifact crystallized in nostalgic sentiments. My familial birthways were 
ruptured—by colonization, imperialism, wars, genocide/ecocide, displacement, social/cultural upheaval, nation-state reification—
and pastiched with the experiences of refugee immigration, poverty, and acculturation/modern colonization into a living cultural 
practice—dynamic and adaptive in the context of 21st century American motherhood.

Modern Motherhood
     Having been exposed to midwifery and natural childbirth, I chose to birth at home in the San Francisco Bay Area. I knew we 
wanted to observe the lunar month of nằm lữa confinement. I sought advice from my mother about nằm lữa and our cultural birth-
ways. She dismissed them as superstition and told me to do and eat whatever I wanted, as my sister did.   
     As a young couple living cities apart from both our parents, confident in ourselves, our book-learning, and our independence, 
my husband and I were completely unprepared for the postpartum period. We were overwhelmed with emotions, shifting expec-
tations/roles, dazed by the newness of it all. We were shattered by Birth and were trying to put together this mosaic of our new 
Selves — to become a family, with my mother to guide us.

By Leilani Ly-Hương Nguyễn
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     As was customary in our immediate family, my mother 
was present for the births and postpartum matrescence of all 

her grandchil-
dren. She took 
three weeks off 
work and flew in 
from 500 miles 
away when I 
went into labor 
to take care of 
us. She was with 
me, support-
ing my body 
from behind 
while I pushed, 
giving me her 
own strength 

when mine faltered, cradling me as my daughter slid into her 
father’s hands. Though in some aspects my daughter’s birth 
paralleled my own American medicated birth, I chose to birth 
at home un-medicated and attended by wise women as my 
bà ngoại did—although my phalanx of wise women consisted 
of mother, midwife, doula, their assistants, and chiropractor 
(and my husband).

Grandmotherwit
      Though she 
would have ra-
tionally denied 
the certainty of 
her motherwit 
being rooted in 
her own experi-
ence of nằm lữa 
matresence, my 
mother forbade 
me from exert-
ing myself or 
leaving the bed 
for seven days 
(except for bath-

room breaks), from bathing my whole body for the first few 
days, and from eye strain, including books and electronics. 
Other practices she modified; she encouraged me to massage 
my womb (though not as vigorously as she had experienced 
herself, nor did she insist on constant heat on my belly). 
Contrary to her own experience, she encouraged me to nurse 
so baby could receive colostrum until my milk came in on the 
second day.

     When we 
realized that 
our two day old 
newborn had 
colic brought 
on by a dairy 
allergy, my 
mother pivoted 
and tapped into 
the depths of 
herself to find 
grandmother 
wisdom in nằm 
lữa proscriptions 
that she had 

dismissed as superstition. She reviewed her own matresence 
and even my sister’s postpartum with a different eye. She 
abandoned all the freestyle meals and started following her 
own mother’s admonitions from decades before, eliminating 
what she now realized were hard-to-digest foods. Instead, she 
made a traditional postpartum green papaya and pork foot 
soup that aided digestion with papain enzymes and boosted 
milk supply with rich collagen.
     We received limited visitors. In those pre-GPS days, a 
friend who lived close by drove my mom to Asian grocery 
stores when we were too sleep-deprived to navigate. My 
husband’s parents came by weekly with take-out food. Girl-
friends came by or called in with postpartum nourishment—
miyuk guk|Korean seaweed soup, Chinese herbal medicine, 
breastfeeding commiseration. My pregnant sister and niece 
flew in from Southern California to visit and share in our joy 
and, in my case, tears.

Breasts On Fire
     Breastfeeding was hard. Though I had been surrounded 
by breastfeeding among my family and friends, I still felt 
flustered. Let down and latching felt like tiny daggers in my 
nipples in every duct, and though I went on to nurse for 3½ 
years, in those first agonizing weeks, I sometimes hid in the 
bathroom for long minutes while my baby wailed hungrily, 
to steel myself before nursing sessions. Knowing my sister 
had endured similar issues helped me to get through the 
first eight weeks of nipple agony without giving up. Later, 
I figured out besides having semi-flat nipples, my daughter 
was born with a tongue-tie. Since weight gain was not a 
concern, left on their own the two issues eventually resolved 
themselves—the nipples everted through breastfeeding and 
the pain subsided, and my daughter eventually outgrew the 
tongue tie on her own when she was 4½.  
     When I developed mastitis on the sixth day, reducing me 
to an infantile state, my mother prepared a poultice of hot 
rice wine and minced ginger to rub on the clogged duct and 
used a comb to lightly massage the breast. She attributed 
my refusal to be inactive and to be properly clothed or to 
bind my womb/abdomen as the reason for the problem; my 
midwife imputed emotional blockage. Overcome by fever, 
by the emotional upheaval and anxieties of a new mother, by 
excruciating pain from mastitis and flat nipples, in between 
bouts of bawling, I had a heart-to-heart with my mother. I 
wept and my mother consoled and reassured me, validating 
me as a mother. I understood that I developed mastitis for a 
reason — I needed to surrender, to integrate my emotions and 
fragments of self, and reclaim my new identity as a mother.

Celebrating Mother-Baby
     After my daughter turned 28 days, my husband’s parents 
prepared a Đầy Tháng|Full Lunar Month feast at the end 
of the nằm lữa confinement to venerate Bà Thiên Mụ|the 
Goddess of Childbirth and her 12 Celestial Midwives and to 
celebrate and honor our emergence as mother and baby. The 
matriarch of my mother-in-law’s clan, an elder aunty-in-law, 
gave gratitude to the Divine; she offered customary benedic-
tions over my daughter. Then each relation, and my husband 
and I in turn, came to offer our gratitude and to bless our 
daughter. With the ritual done, we feasted with our family 
and friends. Every year, we make this offerings feast again to 
be grateful for our blessings and to celebrate her birth with 
our community.

 Motherhood by Fire
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Nằm Lữa|Mother Roasting

  Influenced by Chinese and Ayurve-
dic medicine, in the Viet humoral system, 
the body is governed by gió/âm|cold/yin 
and nóng/duơng)|hot/yang humors. Birth is 
seen as a major cooling event and the new 
mother-baby needs to restore internal balance 
through the application of heat to womb, 
warm clothing, proscribed humorally warm 
nourishing foods that are easy to digest and 
increase milk supply, avoidance of cold water. 
Other warming practices can include full-
body turmeric poultice, ginger and turmeric 
massages, and herbal steambaths. Placentas 
can be consumed as medicinal therapy or bur-
ied in a clay pot.
     Central to the mother roasting is the sup-
port network of spouse, family, friends, post-
partum birth attendants that allow a mother 
to recuperate. The new mother-baby is re-
cumbent and confined to her bed for seven 
days after the birth of a boy, nine after a girl 
during which she is not allowed to bathe. 
They are confined indoors to home for 28 days 
for a girl, 29 days for a boy; during this time, 
she is not expected to exert herself. Her ab-
domen is bound/girdled to promote proper 
pelvic, muscle and organ realignment. Her 
knees should remain close together to pro-
mote proper healing in the vulvar/perineal 
region. She is not permitted to do housework 
or tax herself (in modern times interpreted to 
include reading, TV, computers) during the lu-
nar month. After the close of the lunar month, 
the mother and child are celebrated through 
the Đầy Tháng feast.

Mothering the Mother
     I was sustained by the collective wisdom of my mother, sis-
ter, midwives, doulas, and girlfriends.  My mother’s presence 
and nurturing gave me the space to be attuned with my baby, 
to move through the emotions, to trust myself, my intuition, 
and the mother I was becoming.  Blessed to be supported by 
my hardworking husband and mother who between them 
handled all the household chores so I could bond with my 
daughter, sleep, rest, heal—I could just be present. 
 

     The spirits of my foremothers were present in the birth and 
through my matrescence.  I felt deeply connected to genera-
tions of my maternal ancestors; through my daughter, I am 
connected to my future lineage—I am an ancestor in the mak-
ing. I know if/when my daughter chooses to have children, 
I will be there for her matrescence to consign her birthright; 
so that through our cultural birthways passed down from 
mother to mother, she may receive the benedictions of her 
foremothers and be blessed in her motherhood. 
     For me, nằm lữa or Mother Roasting, is not about a partic-
ular set of fixed techniques and treatments within a linear, 
outcome-oriented postpartum plan, nor can it be reduced to 
one specific practice as a cure-all/be-all. While I find wisdom 
and truth in each practice as well as the whole, the specific 
practices need to adapt to each individual’s needs and context 
to be useful; the birthways will change. For me, the true 
essence of mother roasting is about the process of transfor-
mation and the support network that enables it to happen; 
for a woman to be given the sacred space to enter into her 
matresence supported, nurtured, validated, advised, honored, 
and celebrated, so she can emerge as a confident Mother—is a 
profound blessing.  And then truly, Mẹ Tròn Con Vuông|Moth-
er-Baby are Harmonious as Heaven and Earth.

BIO: A young Viet-American shaman in San Jose shared this 
wisdom with me, “Spirit is the Ancestor of Science.”  After a dozen 
years moonlighting as an anthropologist, a research analyst, a 
non-profit professional, I finally heeded the call of the Spirit.  My 
work as a Birthing From Within® childbirth mentor, postpartum 
doula, and blessed event photographer restores Sacred Feminine 
Knowledge, Ancestral Wisdom, and Spiritual Connection during 
the Childbearing Year.  Along with my husband, we are raising 
VănLang--a girl-child who loves her magical birth story and is 
proud to be in her own words, “A Queendom Goddess.”  www.
GaiaLunaBirth.com
   

Thus initiated and embraced into mother-
hood through these matrescent practices, 
I gazed lovingly at my daughter and ex-
perienced the revelation of our profound 
connection unfolding: she had been with 
me—inside me—my entire life, and within 
her my grandchildren became present in 
this world; just as I had been within my 
mother since she was in my grandmother’s 
womb, and on and on, like an infinite se-
ries of matryoshka dolls extending in both 
directions. 
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 Last week, I got an email that made me really 
pause and take a deep breath. It started like this… 

“FOR IMMEDIATE RELEASE:

AMCHP Celebrates 12 Percent Decline in U.S. Infant Mortal-
ity Rate Since 2005 – Calls for Continued Funding to Acceler-

ate a Promising Trend

Washington, DC, April 17, 2013 - Today, the Centers for Dis-
ease Control and Prevention (CDC) released new data show-
ing that following a plateau from 2000 through 2005, the U.S. 
infant mortality rate declined 12 percent from 2005 through 
2011. A copy of the data brief entitled Recent Declines in 
Infant Mortality in the United States, 2005–2011 is available 
[online].

Michael Fraser, PhD, CAE, Chief Executive Officer for the As-
sociation of Maternal & Child Health Programs, highlighted 
this progress with the following statement...

    Now, before I get to the statement … AMCHP is the Associ-
ation of Maternal and Child Health Programs. Their mission 
“is to support state maternal and child health programs and 
provide national leadership on issues affecting women and 
children.” You can learn more about them and what they do 
by visiting their website.

    Below is the statement from AMCHP CEO Michael Fraser. 
I have included the statement here in its entirety along with 
some commentary from yours truly.

Too Early To Celebrate

By Nicole Deggins 

 Too Early To Celebrate

Still a long way to go in reducing infant mortality rates
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“The recent decline in infant mortality is a public health 
success story deserving national recognition and celebration. 
In short, we are helping more babies reach their first birthday 
than ever before and this is great news.”

     Sure its good news that the rates are declining but is this 
REALLY a time for celebration? I believe it’s far too early to 
celebrate. Our Infant mortality rate remains high and our 
international standing remains embarrassingly low. This may 
be a time for reflection on what is working so progress can 
continue, but celebration… I think it’s too soon for that.

“The decline is also a strong indication that public health 
efforts supported by the Title V Maternal and Child Health 
Services Block Grant – along with other critical programs in-
cluding Medicaid, the Children’s Health Insurance Program, 
WIC, Healthy Start, Community Health Centers, and critical 
efforts of the CDC and the National Institutes of Health 
are making a difference in saving babies lives. The work of 
dedicated public practitioners and health care providers is 
definitely paying off and, for that, AMCHP and its members 
are extremely thankful.”

      Interesting how this statement speaks to “critical pro-
grams” that nationwide are currently facing budget cuts. In 
Louisiana, where I live, Healthy Start recently received a huge 
budget reduction (I’ve been told it is a near 50% reduction) 
and the monies going to our state’s Nurse Family Partner-
ship program were also cut. Healthy Start across the country 
is facing budget cuts and many programs may not even 
continue to receive funding. What’s going to happen as these 
programs are reduced further or cut out entirely? What will 
the numbers say in a few more years? I bet they will be begin 
to creep up, especially if we take time to celebrate instead of 
continuing the fight.

“Perhaps most encouraging is that the infant mortality rate 
declined the most (16 percent) for non-Hispanic black women. 
This may be an indication that deliberate efforts to promote 
health equity are beginning to create progress in reducing the 
alarming disparities between whites and blacks, but despite 
improvement these gaps are still unacceptable and need 
heightened attention and investment to accelerate progress.”

     Not only are the gaps still unacceptable, the disparity re-
mains virtually unchanged. The infant mortality rate for black 
babies continues to be TWICE the rate of white babies… Are 
we celebrating too soon? I think so.

“Furthermore, improvements realized in the last five years re-
flect investments policymakers made years and even decades 
before. While this improvement is welcome news, budget 
cuts coinciding with the economic downturn and the current 
sequestration cuts will undoubtedly create major challenges 
to sustain this success.”
 
EXACTLY. That’s what I’m saying. These budget cuts he 
speaks of will reduce this “progress” so ummmmm riiiight…. 
Like I said… its far too early to celebrate.

“Accordingly, AMCHP calls on the administration and Con-
gress to reverse years of eroded public health funding, agree 
on a balanced approach to deficit reduction, and sustain 
critical investments in the health of women, children, and 
families.” 

     And they do. In fact last month, Dr Christopher A. Kus, 
MD, MPH, testified on behalf of the Association of Maternal 
& Child Health Programs (AMCHP) before the House of Rep-
resentatives about stopping budget cuts and allocating $640 
million to 2014 funding budget for the Title V Maternal and 
Child Health (MCH) Services Block Grant. But the reality is 
budgets are getting cut and programs are being lost all across 
the country. So as far as I’m concerned, it’s definitely too early 
to celebrate. 
    I will celebrate when the rate of infant mortality in ALL 
communities is at a minimum and there are no longer racial 
disparities. I will celebrate when we have equal distribu-
tion of health services and resources across all boundaries. 
When access is not tied to race or socio-economic status and 
when all women have equal access and ability to create and 
nurture a healthy pregnancy. I will celebrate when a woman, 
without fear or coercion, without jumping through managed 
care hoops, and regardless of her insurance carrier can easily 
choose the provider and location for HER birth. Then and 
only then will I celebrate. When I see this reality, I will happi-
ly pop a bottle, light a candle, hire a second line band, shout 
from the roof tops — and I might even “Drop it like its hot!” 
Until then... The fight continues. #FistUP... Do you think its 
too early to celebrate? 

Nicole Deggins, CNM, MSN, MPH is a masters prepared 
certified nurse midwife, author, and educator with more than 
18 years of experience in women’s health care, advocacy, and 
empowerment.  Ms. Deggins received her Bachelor of Science 
in Nursing from Georgetown University in 1994.  In 1999 she 
completed a dual degree program at Emory University where 
she fulfilled the requirements for the Masters of Science in 
Nursing with a concentration in midwifery and a Masters 
of Public Health with a concentration in Health Policy and 
Management.  During her career, Nicole has practiced as a 
midwife in Washington DC and Mississippi and has worked 
as a labor and delivery nurse in numerous public and private 
settings throughout the country.

Today, as the founder and CEO of Sista Midwife Productions, 
LLC (www.sistamidwife.com) she acts as a virtual midwife, 
pregnancy coach, and doula trainer providing women with 
one on one support, web based seminars and invaluable 
written resources.  She gives women a unique insider’s view 
to help them navigate the maze of modern day maternity 
care.  Her ultimate goal is to help women everywhere Birth 
Something Beautiful™.  You can find her blogging at www.ni-
coledeggins.com and tweeting as @SistaMidwife about birth, 
life and other related issues affecting women and their health.
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Many nursing moms are curious about the consumption of alcohol while breastfeeding. Due to the 
sensitive nature of the question, women often receive the blanket advice “there is no safe level of 
alcohol use during lactation,” regardless of variety, amount and individual composition. In hopes of 
offering a realistic perspective, I asked Gail to step across this uncomfortable line and tell us what she 
knows about drinking and mama’s milk. -Lo

Heart to Hart
B i t s  o f  w i s d o m  f r o m  

S a g e - F e m m e   G a i l   H a r t

Each quarter at SQUAT, we have the marvelous opportunity to glean medically righteous, holistically grounded 

midwifery knowledge from seasoned midwife Gail Hart. I will do the inquiring, and we’ll publish exactly what 

Gail responds with, which we can promise will be relevant, articulate, and stimulating. - Lo Kawulok

 Heart to Hart

 The United States has 
a complicated relationship with 
alcoholic beverages due to the strong 
influence of the Fundamentalist Tem-
perance Churches, the years of prohi-
bition, the high rate of alcoholism, and 
the major industry which inundates us 
with advertised invitations to “Drink 
Up”!
     Pregnant women are mostly getting 
their messages from the extremist side 
which claims “even one drink is too 
much” and “there is no safe level of 
alcohol use in pregnancy.” Theirs is a 
contentious position, filled with a lot 
of emotion and little fact. Even though 
there is profusion of data to support 
the safety of light alcohol use in 
pregnancy, the issue is such a political 
hot potato that I don’t even want to go 
there (maybe next issue?)! Let’s look 
at the simpler question of drinking 
during lactation.
     Throughout history, nursing moth-
ers were told to drink beer to increase 
their milk supply. This is still common 
wisdom in many cultures, and in some 
hospitals in Europe the nursing moth-
ers are brought beer with their meals. 
But in the US, women are taught that 
drinking beer causes a reduction in 
breast milk! Many of our lactation 
consultants are certain that alcohol 
harms milk production, and advise 

their clients to abstain during the 
nursing years. Others believe that ba-
bies dislike the taste, and may refuse 
to nurse, failing to gain weight. Many 
are passionate about the deleterious 
effects of even a single drink upon the 
milk supply, and point to a few limited 
studies to support these teachings.
     These studies were done many 
years ago and are often mashed to-
gether, frequently taken out of context, 
and almost always misquoted. In one 
study (Minella, 2001) often referred 
to as “that study which showed 
beer reduces milk supply,” nursing 
mothers used an electric pump until 
they could get no more milk for five 
minutes, then drank either a glass of 
orange juice or a glass of orange juice 
with “0.3 g/kg dose of alcohol”, and 
two hours later they pumped again 
until they were dry..1 The milk was 
tested and compared for quantity and 
quality. The next day, they reversed 
the drinks and pumped again. This 
study is frequently quoted as show-
ing a 20% reduction in milk quantity, 
but it did nothing of the kind. After 
the women drank the alcoholic juice, 
the next pumping showed “a slight 
but significant reduction in quantity” 
which is geek talk for “it was mea-
surable, but not by much.” Another 
interesting statement was: “there was 

no difference in the energy content of 
the milk.” If there was a slight drop 
in quantity, this means there was 
also an increase in calorie content! 
The analysis of the milk, a part of the 
study not usually quoted, showed an 
increase in fat content, which explains 
the increase in calories.
      There are a couple of problems 
here. The amount of alcohol in this 
tiny study was a dose of 0.3 g/kg. 
For a 65kg/143lb woman, this works 
out to 19.5 g of alcohol (65 X 0.3) 
which is really rather high, and is 
close to two shots of vodka. Because 
it was calculated by weight, a heavier 
woman would get a larger dose, a 
smaller woman less, and the effects 
of alcohol are notoriously variable. 
The study was done with 22 women 
with an aggregate effect, so it’s hard to 
extrapolate out to a wider group, or to 
know how widely the milk production 
varied in the “slight but significant 
reduction.” But that dose was proba-
bly sufficient to cause alcohol’s well 
known mild dehydrating effect. We 
are not told the size of the glass of 
orange juice but it may not have been 
sufficient to counteract the diuretic 
effect of straight alcohol, and would 
explain a “slight reduction” in the next 
milk pumping.
     It is important to note that this 



Summer 2013 l SquatBirthJournal.org

Heart to Hart study has essentially no relation to 
the question about beer, because beer 
is not considered “alcohol.”  Alcohol 
is an incidental component of beer; 
beer can contain almost no alcohol, 
or can be brewed up to about 7%, but 
beer is mostly water. There are many 
cultures which recommend beer to 
increase milk, but I could not find any 
which recommend strong alcohol. In 
fact, most forbid drinks such as vodka 
or whiskey, and this study used pure 
grain alcohol! So is another often 
quoted study which showed that ewes 
had a reduced milk supply when 
they were fed large amounts of pure 
alcohol.2 These were studies of pure 
alcohol, not of beer!
     Real “beer” (unlike most Ameri-
can beer) is a complex liquid; a blend 
of fermented, malted grain, usual-
ly barley, oats or wheat. It is a live 
probiotic food containing yeast or 
lactobacilli, end-products of fermen-
tation, and hops. Some archeologists 
believe beer is responsible for the rise 
of civilization because it preserved 
grains through the winter, creating a 
sort of protein-rich and vitamin-filled 
“liquid bread” which nourished 
people through the lean months. Real 
beer supplied essential nutrients in 
clean safe water, with enough alcohol 
to kill pathogenic bacteria and keep 
it safe. Beer was so necessary that a 
growing theory among archeologists is 
that beer making was discovered long 
before bread making — and not the 
other way around!
     I use the term “real beer” to dis-
tinguish it from American style beer 
which is made from fermented corn, 
rice and barley, sterilized with chemi-
cals or pasteurization, and carbonated 
like soda pop. It contains no yeasts 
and no probiotic bacteria. It is a dead 
food. It is designed to supply copious 
calories and alcohol in a bland bubbly 
liquid (can you tell that I’m not a fan?).
    So what do we know about the 
constituents in beer which could im-
prove milk supply? There’s a pint or 
so of liquid, some extra calories, yeast 
(which supplies a substantial dose of 
B vitamins and protein, both known 
to increase milk), and hops (Humulus 
lupulus), an herb recommended to 
induce relaxation and to increase milk 
supply. And there is MORE!
    Beer is basically a soup made from 
barley, and barley itself is traditionally 
considered a galactagogue (a sub-
stance known to increase lactation). A 
bowl of oatmeal is the first prescrip-
tion for new mothers, and barley and 

oats (the primary beer grains) are add-
ed to feed to improve milk production 
in dairy cattle. As a note: stout beer 
is the style most recommended and a 
good stout recipe usually has a high 
portion of oatmeal in the grain mix. 
These forms of malted grains contain 
a sugary compound called polysac-
charides which have strong effects 
on hormone production, specifically 
prolactin.
     When I looked at the subject a few 
years ago, I found a lot of research on 
beer, although most look primarily 
at the hormonal effects rather than 
the milk supply itself (I discount the 
Minnella study cited earlier because it 
tested a substance very different from 
beer and also because there appears 
to be strong bias in the research). Beer 
has been proven to increase prolactin 
levels and this is assumed to be the 
source of increased supply. I cannot 
imagine anyone disagreeing that 
an increase in prolactin would not 
have a positive effect on milk supply 
(the name the prolactin means “for 
milk”). I found experiments designed 
to measure this effect and the level 
of increase, or to isolate the prolac-
tin-inducing compounds in beer. To 
be honest, it’s pretty dry stuff unless 
you are a research geek like me. The 
prolactin-stimulating effect is strong 
enough that it is recommended that 
women with a history of breast cancer 
would be wise to decrease consump-
tion,3 and beer should be avoided by 
men with prostate enlargement or 
prostate cancer.
     In a particularly clever study, 
researchers gave beer and extracts of 
plants used to prepare beer (malted 
barley, hops and oats) to adult virgin 
rats and ewes. They found that beer, 
barley, and barley extracts stimulated 
the release of prolactin in the breasts, 
but hops did not. They concluded that 
the increase in prolactin was due to 
the polysaccharides in the fermented 
grains.4

     Another study states: “There are 
clear indications that beer can stim-
ulate prolactin secretion which may 
enhance lactogenesis both in non-lac-
tating humans and in experimental an-
imals”.5 The author goes on to say that 
alcohol and hops may play some role 
by promoting relaxation, but plays the 
politically correct card by saying it is 
“prudent” to recommend nonalcoholic 
beer, “even though no adverse effects 
of an occasional alcoholic drink during 
lactation have been documented.”
      But does the baby get drunk or 

risk damage from 
exposure to alco-
hol? Consider that 
a mother’s breast 
milk doesn’t contain 
more alcohol than is 
present in the mother’s blood 
stream and it is rapidly diluted.
     So if the woman is legally intoxi-
cated with a blood alcohol of 0.08%, 
the breast milk contains much less 
alcohol than is found in natural root 
beer. Root beer may contain about 
0.3 percent alcohol, and you certain-
ly would not worry about a child 
drinking it (the sugar perhaps, but not 
the alcohol). The milk from even an 
intoxicated woman contains an almost 
infinitesimal amount of alcohol, and 
even in extreme cases is not likely to 
be capable of any metabolic effects at 
all.6 
     So, I will also be politically correct 
and remind women that they must 
be careful with alcohol because it is 
a dangerous substance and it can get 
you hooked. No responsible parent 
should ever consider being drunk 
while caring for their children and no 
mother should be attempting to hold 
or carry her baby while drunk, which 
includes while nursing it.
     Also, I am not advising any woman 
to get drunk on beer to increase her 
milk supply! I am saying that it ap-
pears that the traditional advice that 
real beer can increase milk supply is 
probably true, and that a glass of real 
beer has several health benefits.

PS - Might I suggest a glass of Oat-
meal or Milk Stout (traditional for 
new mothers) served just below room 
temperature? Perhaps with a freshly 
baked brownie?
 
1) Minella, J; Alcohol’s effect on lactation. 
Alcohol Res Health. 2001;25(3):230-4.PMID: 
11810962
2) 1999 May;18(1):43-8.Ethanol and 
lactation: effects of milk lipids and serum 
constituents.Heil SH, Hungund BL.
3) E Canbay, M Norman: Prolactin stimu-
lates the JAK2 and focal adhesion kinase 
pathways in human breast carcinoma 
T47-D cells.
4) Sawagado L, Houdebine LM; Ann Biol 
Clin (Paris). 1988;46(2):129-34.
Identification of the lactogenic compound 
present in beer.
5) Koletzko B, Lehner F.: Adv Exp Med 
Biol. 2000;478:23-8.
6) Australian and New Zealand Journal of 
Obstetrics and Gynaecology. Volume 25, 
Issue 1, pages 71–73, February 1985.
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Mothering is no joke. No, let me take that back — gestating, 
birthing, nursing, and mothering is no joke. I know it has 
been said before, but I feel the need to say it again so my voice 
joins the collective voices of women out there doing the same. 
And just because I didn’t have enough on my plate, I decided 
to add a side of homeschooling too. I have four children, ages 
11, 8,3 and 5 months. Sometimes I barely have enough time to 
eat, more or less write about my experience. As I write, I am 
nursing the youngest and typing with two fingers.
     Don’t get me wrong I am not complaining one bit, because 
I know I am in a truly beautiful and blessed place and phase 
in my life. I wouldn’t trade this for anything in the world. I 
know that my situation is better than some … Hell, it is better 
than the situation I was brought up in. I have dental and 
health insurance due to the military. I have a husband who 
makes a decent wage and has more job security than most, 
being a member of the military, which allows us to survive 
on one income. These factors enable me to do all of the above 
with a certain level of stress alleviated.
     Yet, when the subject of a homebirth came up, we had to 
seriously take a look at our budget to do so. Even though we 
have insurance, we had to budget and tighten the screws to 

MAD AS HELL

by Tanya Smith-Johnson

Sometimes I barely have enough time 
to eat, more or less write about my ex-
perience. As I write, I am nursing the 
youngest and typing with two fingers.

 Mas As Hell
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afford to pay out of pocket to have the beautiful birth I had 
with my 4th child. So what does a women do who is on the 
margins? What do families do who have neither insurance or 
the cash to pay for a homebirth with a midwife?

     For me, changing the way I gave birth was a evolutionary 
journey. I went from having a hospital birth with a doctor to 
working with a Nurse Midwife in the hospital, then to a Birth 
Center and finally a homebirth. Each birth was beautiful in its 
own way. But I can definitely tell you the more I understood 
myself, my body and birth, the more empowered I felt and 
more control I wanted to take back.
     With my first birth, I had no idea what to really expect. 
I knew about creating a birth plan and I read all the books. 
I knew I wanted a natural birth. I am pretty outspoken by 
nature and with a spouse who has no problems doing the 
same, and we were able to use those informed voices to let 
the doctor, nurses and staff know exactly what we wanted 
and reiterated it as needed. But what if you don’t have that? 
What if you have no idea that you can tell the medical staff 
and establishment what you want and don’t want? What if 
there was another way to birth?
     It seemed as if with each one of my births, I became more 
of a believer in the power I had. I knew what I could do. I 
knew the way I journeyed through the painfully beautiful 
experience of birth. And with that newfound knowledge, I 
wanted to create the ideal scenario and environment to do so. 
     But, often I was limited by my insurance carrier, the state 
we were in, and it’s policies and legislation in regards to 
midwives, birth centers, and homebirth. I have been pregnant 
and birthed in many different states and what was possible 
differed greatly between Mississippi, Hawaii, Virginia, and 
California. So when legislators are making decisions about 
women and their reproductive health, it matters! After this 
past election cycle and all the ridiculous and blatant attacks 
on women and the choices we make for ourselves and our 
children and bodies became fodder for political pundits, I 
got fighting mad. In such a contentious climate, how does 
the woman on the margins get her voice heard and her needs 
met? How is she educated on the range of choices she can 
make in regards, not only pregnancy, birth and mothering, 
but the choice to not do any of them — the full spectrum 
of reproductive and maternal choices? How do Women of 
Color get better care when the maternal mortality rate is three 
times that of white women? And let’s not bring class into the 
picture. So, what happens to you if you are young, pregnant, 
poor, and a woman of Color? What options are you even 
given? How do you get seen and heard when you are already 
being overlooked and sidelined? How do we ensure better 
care when even the best care available in the hospital isn’t 
great to begin with?
     The Unites States rates near the bottom as far as developed 
countries that have good maternal care, and e rank behind 
many developing countries as well. So with all of these issues, 
how do we change the birth experience and birth outcomes 
for all women, but especially the most vulnerable of us? 
     One way I am doing so is by telling as many people far 

and wide about my homebirth experience with a midwife. I 
believe we can change the scope of maternal care for all wom-
en, but especially those of color through the use of midwives. 
But with that there has to be a change in how to access this 
option and the push from within the midwifery community 
to take on such issues. As of now, most insurance won’t cover 
the use of a midwife, especially if you receive Medicaid. And 
the use of midwives is still a very white, middle class thing. 
So midwives need to be willing to work with women who 
may be very different from them based in race, socioeconomic 
class and even sexual identification. 
     There are many obstacles and challenges to changing the 
scope of birth and mothering, but if we all get fired up and 
mad as Hell — not just about our own circumstances, those 
who are the most vulnerable and marginalized —  we will be 
well on our way of changing not only the birth experience for 
so many women, but their lives and the lives of the children 
they bring into this world. 
     So go ahead and get fired up and mad as Hell :).

I, Tanya Smith-Johnson, am a Unites states Navy veteran and 
military spouse, SAHM and homeschooling mom to her 4 
children. I just had my 4th child at home in December. It was 
my first homebirth experience. I have had all 4 children natu-
rally in different settings. I am an attachment parent, crunchy 
warrior mama. I hold a B.S in Biology and Master of Science 
in Medical Science. I am the new intern for CFAM. California 
Families for Access to Midwives includes mothers, fathers, 
families and their communities who advocate safe, affordable 
and healthy birth options. CFAM is working to improve the 
health of mothers and babies by increasing access to midwife-
ry care.

So what does a women do who is on the 
margins? What do families do who have 
neither insurance or the cash to pay for a 
homebirth with a midwife?
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Doula

Stark white noise, shallow water, it’s sticky, the smell of vinegar hangs in the air, lemongrass and thyme, time… awaiting sweet 
newcomers, awaiting their arrival earthside.  Selective preparations made, I partake in the nesting and the apprehension, though 
I am not the mother bearing ripened fruit, I am merely a shadow, a backdrop, a soft hand appreciating the curvature of her rosy 
flesh, I am a welcoming sigh as the stirring slips into something more, something poetic and sure… laboring is an art form, you 
see other worlds through movement and rhythm, you witness biology in it’s truest form, in it’s raw and unshakable glory. My 
face is damp with consistency, she looks to me, I worship her transitory phase, she blooms, but not without struggle, she looks to 
me, I help her find her rhythm, she looks to me, I reassure, I smile, I whisper in low tones, she senses, she embraces, she lunges, 
moans, weeps, dances, deep guttural laughter, belly like a drum, she purges, she sways, she shakes with trepidation, she looks 
to me, I find her, she pulls herself from the darkness, crowning, burning, crimson rings, and animalistic strength, power beyond 
measure, she looks to me, she finds herself, a wriggling, wet newcomer at her lap, at her breast, in her arms, she looks to me, I 
look to her. Oh, sister, oh, woman… oh sweet powerful conduit.

Afterabortion

Here I am again, laid out in the dark with a heaping pile of cotton and goose-down tracing the contours of my hips, my knees, 
resting just above my ankles. My toes peek out, curled around each other where red nail polish is flaked and flawed, much like 
my mind. My ribcage expands and I sigh… watching it fall with the blankets, forming new creases and folds. Many shades of lav-
ender and profundity fill the skies. I watch as the tops of trees bend and sway in the wind and lightening scatters in the distance… 
oh, sweet petrichor. My womb lies dormant, quiescent, awaiting life. I know I am not fit to grow a child now. I know my mind is 
in respectable ruins and the tomb in my womb is shamefully transient… though I will always hold memories of that once-child, 
I choose to cleanse my whole self of the shadows and of the sorrow. I have mourned, I have wept, I have spilt out grief like a 
mother bent over a missing child’s open casket. I am spent, I am broken, I am so far gone that I fear if I do not procreate again I 
will never find my strength, I will forever be a buried once-mother who desperately grasps for lost instinct. I pray for health and 
for healing. I move toward the light of creation like a vacant shell wishing to be filled… for now, I am empty, like the womb that 
claims space above the base of my spine… it is my foundation, the root of me, my sweet everything… it builds and it sheds, it cre-
ates and destroys, it is filled with hope, then… a syrupy lament. I suppose that is the cycle, not only of womanhood… but of life, 
of the warm belly, the space of creation where two worlds collide to bring forth a new blooming… from seed to sprout, from bud 
to blossom, inevitably followed by wilting, decay, re-absorption… growth, maturation, reproduction… all patterns of nature… 
all patterns of self. I am here. I am an effervescent organism, a bubbling biological entity, a patient sentient being… and I choose 
life… come what may.

Jasmine is a 24-year-old mother in Denver, Colorado. She was newly 19 when she birthed her 
peaceful daughter, Aiyana Autumn, on the harvest moon in 2007. Jasmine is a radical doula, oxy-
tocin enthusiast, massage therapist, student midwife/herbalist, and aspiring homesteader. Along 
with being a single mama, she’s working toward a degree in Women’s Studies and plays with pla-
centas in her free time. Jasmine leaves for Uganda in October 2013 to work at a rural birth house 
with Mother Health International. A few of her hobbies include gardening, dancing, writing, and 
photography. She’s training to be a Trust Birth Facilitator in Colorado for the Trust Birth Initiative. 
You can find Jasmine’s website and blog at www.motherwild.com.

 Doula/Afterabortion
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hEalthcarE profilE: BAREFOOT BUS, taMpa, fl

 When I began midwifery school, my pie-in-the-
sky dream was to have a mobile easy-access clinic to provide 
prenatal care to low income and at-risk families. We have so 
many women who want and need quality midwifery care but 
face barriers and are twice as likely to die during pregnancy or 
childbirth than their more affluent counterparts. In these same 
communities, babies’ chance of survival past the first year is 
just as grim. To me, the easiest way to begin the pendulum 
shift in the other direction was to put myself right in the mid-
dle of where the statistics were coming from. I knew I needed 
to make the quality care a midwife provides accessible to the 
families that need it and deserve it!  
     I spent lots of time combing through high-end RV and 
specialty vehicle websites, pricing out the ULTIMATE mater-
nity mobile. We’re talking Florida-Blood-Services-Eat-Your-
Heart-Out-Mobiles. These specialty units can cost anywhere 
between $250,000 and 1 million dollars. When I saw the price 
tags, I shelved my idea to a Pinterest board and got on with 
my life thinking that someday (see also: probably never) I 
could do that. 
     A few years later, the Blood Mobile had found its way 
into my life! While perfect in every way, it was still a Blood 
Mobile. It ran, everything worked, but it wasn’t exactly what 
I needed.
     On a whim, a previous client got me in touch with Jeff and 
Kelly Halldorson, who converted a school bus into a home 
on wheels and documented their travels in their blog, The 
Unschool Bus. After a flurry of emails and text messages they 

were on their way to the Deep South to help me remodel the 
bus. They were inspired by our desire to reach out to our 
community and help families birth their own way. 
The entire back of the bus is now a beautiful and fully func-
tional exam room, complete with bench seating, a hot water 
sink, and even a kids play area. Jeff’s work was thoughtful, 
intentional, and purposeful. 

     So now the finished bus sits, waiting for the final touches 
to make it a living, breathing part of the community. Once all 
of those final details are complete the bus will be ready to roll.
     The Barefoot Birth team is made up of a midwife, doulas 
(including one full spectrum doula), birth educators, placenta 
encapsulation specialists, and a massage therapist. In addition 
to this full umbrella of services, several midwives in the com-
munity have agreed to volunteer their time and care as we get 
started. We hope to support the bus and ourselves by helping 
our clients access medicaid coverage, and through donations. 
We are connecting with our local community health resources 
to make the community aware of where the bus will be situat-
ed for visits each week and how they may go about referring 
people for care. Women will be able to access information 
on women’s health, pregnancy, early childhood health, find 

So now the finished bus sits, waiting 
for the final touches to make it a living, 
breathing part of the community.

 Barefoot Bus
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assistance with applying for Medicaid if need-
ed, and of course be seen for prenatal and/or 
postpartum care. No births will take place on 
the bus. We will continue to serve women who 
are good candidates for homebirth, but provide 
women who desire a hospital birth with excel-
lent prenatal care and a doula to accompany 
them to the hospital. They would then see the 
on-call physician or nurse midwife at the hos-
pital of their choice- the same way they might 
if they were to receive care at a public clinic 
or health department.

 Charlie Rae Young, CLC is a mother, 
doula, certified lactation counselor, natural 
birth advocate, and student midwife. A substandard 
birth experience opened Charlie’s eyes to the current crisis 
in America’s maternity care system. Shortly after, she began 
her work in the birth field with the Coalition for Improving 
Maternity Care Services (CIMS) as a grassroots ambassador 
for The Birth Survey. Currently, Charlie is apprenticing with 
Lakeland Midwifery Care LLC while attending Florida School 
of Traditional Midwifery. Charlie believes that mamas still 
have an innate ability to give birth without intervention and 
strives to make a positive difference in the total birth experi-
ence for new parents.

For more information check out https://barefootbirth.square-
space.com/blog/2013/5/20/huss-that-fuss or you may contact 
us at Charlie@barefootbirth.com

“This is the vision coming 
to life - get on the bus y’all!”
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 Many midwives and dou-
las are active on Facebook, Twitter, or 
in blogging. These are tools that assist 
us in staying connected to one another, 
sharing our interests and experiences 
with others, and promoting our work. 
Some birth professionals also use 
social media to communicate with 
clients. The practitioner-client rela-
tionship is the place at which many 
ethical dilemmas originate, as it is the 
heart of our work. Use of social media 
is an ethical concern, as it clearly 
impacts this relationship. Personal 
and professional utilization of social 
media are two different scenarios we 
must consider. Setting a social policy 
for a practice may be the best way to 
proactively address the ethical issues 
surrounding the use of social media. 
As a health care professional one must 
also be aware of pitfalls associated 
with any internet presence. 
      Birth professionals may use social 
networks like Facebook to promote 
their business practices, organize 
clients, and communicate about meet-
ups and legislation pertaining to birth-
ing rights of women. Midwives and 
doulas may also use social networks to 
connect with friends, family, and other 
associates, sharing their personal ex-
periences. Similarly, a blogger who is 
also a birth professional may operate 
a blog for professional or personal use 

as well. The line between a personal 
and professional presence online is 
often blurred.
     In my practice, I maintain a Face-
book page for my business, where 
I post educational information and 
updates about client activities and 
classes. I am also fairly active on my 
personal Facebook page. At present, 
I am connected to clients through 
both professional and personal pages. 
Although my blog posts are few and 
far between, I keep two separate blogs: 
one as a midwife on my website, and 
the other under a pseudonym for 
topics unrelated to my work. I don’t 
want my personal and professional 
presences online to seem interchange-
able, but I struggle with boundaries 
in social networks. Defining my use 
of social media tools has assisted me 
in setting structure around my online 
relationships.
     Facebook can be utilized as a source 
of social support. A midwife may post 
updates like, “Up all night at twin 
birth” or “biggest baby yet born in 
practice at 11.5 lbs.” These updates 
share aspects of your practice in the 
daily life of a birth worker that are 
visible to others, but how much is too 
much to share? When is the privacy of 
a client at risk of being threatened and 
confidentiality being breached? The 
birth professional/client relationship 

is a place of intimate connection, so we 
must consider the impact of a mid-
wife’s social media use on her client 
relationships. 

Maintaining Confidentiality
     I queried midwives in my state 
about their use of social networking, 
and found that many midwives value 
the personal connection to clients 
and their lives, “friending” them, and 
responding to clients’ status updates. 
Although there was not a consensus 
as to the appropriate use of social 
networks in midwife-client relation-
ships, the majority of responses were 
positive in regard to their use as 
communicative tools. Some midwives 
have social media policies in place that 
uphold confidentiality and protect 
clients’ privacy. 
     Confidentiality is the midwife’s re-
sponsibility and privacy is the client’s 
right. Protection of privacy is a central 
concern for midwives who use social 
media to connect with clients. Mid-
wives refrain from disclosing private 
information of clients except when 
necessary for their care or as approved 
in writing. Confidentiality relates to 
the ethical principle, nonmaleficence, 
to do no harm and to actively take 
steps to prevent harm. Let’s consider a 
case example to examine the potential 

by Illysa Foster

 Ethical Social Media



 It behooves those of us who use 
social media networks to take steps 
to protect our clients’ privacy, up-
hold their dignity and that of the 
profession by limiting exposure of 
client information on the social 
network by use of privacy settings.
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harm when a birth professional is not 
mindful of her duty of confidentiality 
in her social media use.

Example: Shelly is a midwife in a 
small community. She is one of three 
midwives in a practice that serves 
rural women who desire homebirth. 
Shelly often keeps her Facebook page 
active with posts of the births she 
attends and babies she catches. A 
common thread on her Facebook page 
is “ Lyndon K. born at home at 4:33am 
weighing in a 7lb. 3 oz. Mom and Dad 
are very proud!” The other midwives 
in her practice are not as active on 
Facebook, and have encouraged Shelly 
to maintain the practice’s Facebook 
page which often includes similar 
postings. The midwives haven’t de-
veloped a social media policy, but ask 
clients if they can post birth announce-
ments and pics on their Facebook page 
prior to doing so. 
     A Facebook friend of Shelly (the 
midwife) sees a post about Desiree, 
Shelly’s client. Desiree is estranged 
from her mother and does not desire 
any connection with her. When De-
siree’s birth announcement is posted 
to Shelly’s Facebook page, a friend 
of Desiree’s mother sees the post and 
shares the post on Desiree’s mother’s 
Facebook page. Now all of Desiree’s 
estranged family has information 
about the birth of her child that she 
did not desire to share with them. 
     Another of Shelly’s clients, Janie, 
is an active Facebook user. She 
transports and has a cesarean sec-
tion. When she doesn’t see her birth 
announcement on the Facebook page, 
she expresses her disappointment 
to the midwives, as well as feelings 
of shame for not being able to have 
her baby vaginally at home and the 
added disappointment of not having 
achieved the status of being listed 
on the midwife’s Facebook page as a 
successful homebirth. 
     The midwives in Shelly’s practice 
have not been proactive in develop-
ing a media policy. This has led to 
the lines of privacy being blurred in 
their use of Facebook. Clients may be 
unaware or disapprove of posts about 
their births being mentioned on Face-
book, but they are given little oppor-
tunity for input about these. A client, 
such as Desiree, may be harmed by 
this information being shared across 
the social network. Some clients, such 
as Janie, may depend on Facebook as a 
major source of social support during 
pregnancy. When she isn’t included in 

a midwife’s status updates, Janie takes 
it personally and the midwife-client 
relationship is jeopardized. Both 
nonmaleficence and trust are breached 
in this example. To avoid potential 
harm to their clients, at the very least, 
the midwife group should develop a 
media policy that upholds their cli-
ents’ dignity through fierce protection 
of their identity without their express 
written consent as well as a descrip-
tion of the practice’s use of Facebook 
as a social media tool for midwives 
and clients to connect.

Social Media Policies
     Setting social media policy does not 
have to be difficult or time consuming. 
If a clinician decides to seek informed 
consent for use of client data on a 
blog, for example, a simple document 
that includes a line with the following 
statement is sufficient: “I consent to 
the use of my images and personal 
information about my birth to be post-
ed on the doula’s blog. I understand 
that my name will be withheld.” The 
number of women who actually sign 
this document may be limited, but a 
doula is certain to have communicated 
her intention and received consent, 
especially if also orally reading the 
statement as the client is considering 
signing.
     Other health care providers are 
developing professional standards 
for the use of social media to uphold 
ethical behavior in their field. Social 
workers, physicians, nurses, and psy-
chologists are grappling with ethical 
and legal dilemmas presented by so-
cial media. The American Medical As-
sociation has guidelines for physicians 
utilizing social media that uphold 
patient privacy, safeguard personal 
information, maintain appropriate 
boundaries, and warn of the perma-
nence of internet records and potential 
damage to individual careers and 
the profession while while laying out 
direct action for unethical behavior. 
Social workers argue that social media 
policies should include a clause where 
the practitioner agrees not to perform 
an internet background check on new 
clients unless an emergency requires 
such an action to protect a client from 
harm and that practitioners should 
advise clients against the use of GPS 
enabled mobile phones and consumer 
review sites to protect their privacy.
     In contrast to the medical model, 
the Midwives Model of Care sup-
ports intimacy between midwife and 

client, so midwives need to develop 
their own set of guidelines for social 
media policies in order to preserve 
the unique characteristics relevant to 
the midwife-client relationship. While 
physicians may widely accept a social 
media guideline that omits social 
networking between doctors and pa-
tients, midwives may find that social 
networking with clients is potentially 
beneficial, as some of my colleagues 
have expressed. Birth profession-
als can avoid ethical dilemmas by 
proactively developing social media 
policies and practices that reflect the 
ethical values of their profession. 
Let’s consider another case example 
involving a doula’s proactive use of 
social media:

Example: Heidi is in early labor 
and is posting updates to her birth. 
She is “Facebook Friends” with her 
doula, Theresa. The doula is tagged 
in Heidi’s photos and updates. In 
this situation, what is the Theresa’s 
responsibility to the client and what is 
her responsibility to her practice and 
profession?
     The client in this case has taken the 
lead in identifying Theresa as her dou-
la. She has further chosen to broadcast 
details of her birth on the internet via 
social media. Theresa has little or no 
control over her client’s actions, but 
she can utilize her best professional 
judgment to “untag” or make com-
ments pertaining to this client’s case 
invisible to a broader audience, which 
would include whatever privacy set-
tings Theresa has set on her account. 
In this way, she is actively protecting 
her client’s identity to strangers and 
shielding her practice and profession 
from what could be interpreted as 
unethical behavior. 
     Social media networks have pri-
vacy settings that users can control 
to limit access to their associates’ 
status updates and tagging. Skillful 
utilization of social network settings 
can help birth professionals to protect 
clients and themselves from undesired 
exposure.
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Personal Uses of Social Media
     When more than one midwife 
or doula is working in a practice, a 
social media policy must also uphold 
the rights of those individual birth 
professionals in their personal use 
of social media. Limitations on First 
Amendment rights have kept em-
ployers from dictating employee’s 
freedom of expression in social media, 
but this is an ongoing legal argument. 
While midwife or doula groups may 
set guidelines for limited commu-
nication with clients, it is important 
that individual rights are maintained 
in regard to personal use of social 
media. Ethical breaches are likely to be 
abundant during this age of evolving 
technological communication struc-
tures, and birth professionals need 
to exercise common sense and listen 
to their intuition when confronting 
ethical dilemmas in social media while 
exercising and defending the right of 
freedom of speech.

Case Study: Wendy is a midwife who 
follows a blog of another midwife 
in a different state who often posts 
detailed information about her clients’ 
birth stories, including names and 
other identifying information. What 
is Wendy’s responsibility as a witness 
to confidentiality breaches that could 
potentially cause harm to birthing 
women who are not her own clients?
     Addressing the unethical behavior 
of others is frequently a challenge, but 
when you add the gray lines of social 
media to the situation, a profession-
al may struggle or choose not to act 
to avoid a misstep. If a midwife is 
pretty clear that an ethical breach has 
occurred, it is her responsibility to act. 
The first step is direct communication 
with the practitioner involved. In 
our case study, Wendy can choose to 
contact the midwife and express her 
concerns through email, by phone, or 
through some other form of written 
communication. Once she has ex-
pressed her concerns, it is wise to chart 
her actions. If the other midwife does 
not respond to Wendy’s concerns, 
there is little recourse for action, as the 
two midwives live in different com-
munities. If the midwife resided in the 
same city, Wendy could ask the issue 
to be addressed at the community peer 
review. The North American Registry 
of Midwives (NARM) also has a griev-
ance process, but it is unlikely that 
social media ethical breaches will get 
NARM’s attention at a time when the 
guidelines for appropriate profession-
al behavior are so unclear. 

Developing a Policy for Your 
Practice
     Online professionalism helps avoid 
ethical pitfalls while also upholding 
and positively promoting natural 
birth. Here are some basic steps you 
can take to get your social media pol-
icy written and put into action so that 
your clients know that you have their 
best interest in mind. 
       First, draft a social media policy 
and share it with colleagues. I tried 
this in my community and received a 
lot of positive feedback and generat-
ed some thoughtful responses. Next, 
show your social media policy to 
current clients and get their consent 
before posting any information about 
them, their births or babies on your 
Facebook page, blog, or website. Fi-
nally, revisit your social media policy 
from time to time to keep up with the 
changes in communication technolo-
gy. Who knows where the next new 
frontier will emerge online, and we 
must always be vigilant in upholding 
our client’s privacy.
     A social network connection with 
a client may cloud clinical judgment, 
necessitating the same level of scruti-
ny as other multiple relationships with 
clients. Although relationships them-
selves are at risk when entering into 
multiple relationships with clients, the 
major risk is lack of objectivity. Con-
sultation with a colleague on clinical 
matters may help to insure that friend-
ships with clients are not interfering 
with a clinician’s quality of care. Due 
to the nature of social networks, it can 
be challenging to maintain personal 
boundaries with clients.
     We may know more than we wish 
to know about our clients and their 
private lives simply by clicking a 
button. The same depth and breadth 
of information about a clinician can be 
accessed just as easily. Midwives and 
doulas have the option to limit clients’ 
access to our personal social media 
formats. An additional line in your 
privacy policy may include a state-
ment about social media boundaries, 
such as: “the midwives do not main-
tain online social network connections 
(ie. Facebook friendships) with clients 
outside of a professional nature in 
order to protect the privacy of both 
parties.” Maintaining professional 
boundaries is an important aspect of 
ethical practice, especially where mul-
tiple relationships are concerned. 
     The Pew Internet and American 

Life Project suggest that one con-
sciously build a “digital footprint” 
which reflects thoughtful consider-
ation of the long-term consequences 
of your internet image. When con-
sidering posting about personal or 
professional activities, one must reflect 
on the longevity and open-access of 
information on the internet. Acting 
conservatively now may save one 
from further scrutiny at a later time in 
life, when social media policies may be 
widespread and past ethical breaches 
of private information, frowned upon. 
     Being proactive is usually the best 
way to avoid ethical pitfalls, and social 
media is a varied landscape of ideas 
and information that is riddled with 
potential, both for harm and for good. 
As birth professionals who uphold the 
Midwifery Model of Care, we have a 
responsibility to consider these risks 
and benefits as we enter into online 
relationships with clients and poten-
tial clients. Our client relationships are 
at the center of our work, and we are 
guided by an ethic of care to safeguard 
this sacred connection on every fron-
tier, including the virtual one. How we 
present ourselves on the web is rele-
vant to how the world perceives us. 
Maintaining a professional presence 
on the web can positively promote 
birth work by increasing the visibility 
and normalization of childbirth and 
by educating the public about the 
knowledge and practice of midwifery 
in communities around the world. 
Midwives and doulas have a powerful 
new tool at their disposal, and how 
we choose to wield it will impact our 
practices and the women we serve.

Illysa Foster, M.Ed, CPM is a home-
birth midwife in Austin.  She is the 
mother of two daughters, ages 16 and 
21.  Illysa co-authored Professional 
Ethics in Midwifery Practice  (2010) 
with Jon Lasser, PhD.  She is currently 
being supervised to practice perinatal 
psychotherapy.
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An Interview with Patrisia 
Gonzales author of Red Medicine: 
Traditional Indigenous Rites of Birthing 

and Healing
by Meghan Guthrie

      When I heard about Red Medicine I was immediately intrigued by 
the topic. Since I have been in birth work, I have looked for resources on 
Indigenous birth practices, but there are far too few out there. Patrisia’s 
book is an in-depth look at the weaving of birth, healing and ceremony 
throughout Native tradition including examples from her own experiences 
and that of others. I asked Patrisia to join me in an interview so I could get 
a better idea of how birth ties in to Native traditions.

About Patrisia Gonzales: As the granddaughter of Kickapoo, Com-
manche, and Macehual peoples who migrated throughout the present-day 
United States and Mexico, Patrisia Gonzales specializes in Indigenous ways 
of knowing and Indigenous medicine. In addition to make academic accom-
plishments, she is a promotora of Mexican Indigenous Medicine, an herbalist 
and an apprenticing Traditional Birth Attendant. As a “promotora-investi-
gadora” or community health promoter-researcher, her courses and research 
combine applied Indigenous medicinal knowledge with explorations into 
under-girding philosophies and world views. She collaborates with the 
Indigenous Birthworkers Network and the Indigenous Wellness Research In-
stitute at the University of Washington. She is a faculty fellow at the Native 
American Research and Training Center at the University of Arizona.

A major theme in your book is how birth and pregnancy is a “ceremo-
ny.” You write, “Birthing at home and in ceremony is seen as a return of 
Indigenous knowledge.” What do you think is to credit for the return to 
birthing at home within Indigenous communities?

 It’s a small, but an exciting turn. We lost control of birth as commu-
nities, just like women lost control of a large part of their physical experience 
with the regulation of midwifery. Now you have Indigenous peoples and 
women talking about birth and trying to figure out how to bring it back. It 
is really a ritual teaching for all human beings, but for Native peoples there 
is a lot of ceremonial and cultural knowledge that came with the birthing 
experience. A lot of those ceremonies have been lost. We have Indigenous 
midwives who are practicing, but many of them are passing on in the United 
States. They do exist, but their knowledge isn’t activated in a way that is 
used in birth. 
     Several generations later now, Indigenous peoples are really thinking 
about birth and how to reclaim it. I had a 150 people at two book readings 
in San Diego and about 80 people in Berkley. That’s just word of mouth — 
people in the community coming. When I was at the National Association of 
Chicano and Chicana Studies, they had one panel on birth. It was on the last 
panel on the last day of the conference when there is typically low atten-
dance and the room was packed.
      The question is with midwifery being so regulated, how do Indigenous 
people reclaim it? Education is costly. I see this as a return to our original in-
structions as Indigenous people. Birth is what informs so many ceremonies. 
Not all Indigenous communities believe the same things, but for some when 
you go into the sweatlodge, you’re going into the womb of the mother and 
coming out reborn.

Will you describe what defines “ceremony” in 
relationship to birth and pregnancy?

     There are many rituals around births, such as 
baby showers, but they may not have any obvious 
spiritual significance. There are ceremonies, de-
pending on your tradition, as simple as a prayer. 
There may also be ceremonies done throughout 
the pregnancy to ensure a good birth and prayers 
to welcome the baby or name the baby. These are 
examples of ceremonies that people are reclaim-
ing or beginning to practice. 
     What Red Medicine is talking about in a more 
embodied way is that the act of growing a baby 
is a ceremony. The act of actually delivering a 
child is a ceremony. It has many of the states and 
phases that Indigenous people would understand 
as being part of a ceremony. Part of that is uncer-
tainty. Many ceremonies you can’t say X, Y, Z are 
going to happen as an outcome. If you go into 
the sweatlodge you really don’t know what is 
going to happen. You don’t know if you’re going 
to be afraid. You don’t know what will come out 
of you. If you go on a Peyote journey you don’t 
know if you’re going to throw-up. You don’t 
know what you’re going to see in that fire while 
you’re praying for a vision. You know that a child 
will be born, but you don’t know when that child 
will come or if it will be a good birth or if there 
will be bleeding. 
     Also, with birth, as in Native ceremonies, is a 
great physical sacrifice. For many Native peoples 
there is real physical sense of giving up your 
body as a part of a ceremony. You don’t know 
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how those grandfathers 
are going to be, how 
hot the stones will be, 
how you will react to it, 
but you’re willing to go 
through that physical 
experience. In that sense, 
birth is like that physical 
endurance. It is really 
helpful for women who 
have had that physical 
experience such as in 
ceremony to understand 
birth. That way the idea 
of birth being a ceremo-
ny makes more sense to 
them. 
     The book was my 
opportunity to talk about 
traditional medicine. 

Traditional midwifery was not separate from all the other 
systems of healing. You can draw on that as on a midwife 
depending on what your traditions are. I wanted to show the 
interrelatedness. You can also look at midwifery as its own 
system, but it interacts with all these other systems of healing. 
     My great-grandma was a midwife and when I started do-
ing limpias or purification ceremonies and pregnant women 
started coming to me - I knew I had to get more training. I 
knew I had to be careful. Sometimes people don’t realize that 
you need to know what you’re doing. You’re dealing with 
two lives. If you’re going to do a strong ceremony for some-
one you need to have that training, you need to be prepared. 
It is hard to work backward and figure out how to get that 
training so you can be ready at that moment. It is our chal-
lenge in bringing back this knowledge. 
     There is so much reclamation that is very positive. For in-
digenous people, we have another layer, which is the history 
of genocide and oppression and ongoing battles with coloni-
zation. It has a real impact on our experience, compounded 
by alcoholism and racism and boarding schools. Not having 
access to so many things so that a woman can be healthy 
enough to give birth. We need to have access to healthy foods 
as pregnant women because that is where we get our medi-
cine. 

You discuss your own journey within studying traditional 
medicine and midwifery, saying that, “As I deepened my 
relationship with the medicines, every instruction from 
an elder, every ceremony, my dreams, my experiences in 
nature, all became instructions in how to understand Indig-
enous medicinal ways.” How do you relate your studies of 
traditional medicine and midwifery to the western model of 
midwifery education?

     I’ve only audited a maternal and child health course in 
nursing when I was in school, so I can’t go inside of the med-
ical model because I’m not trained it. Midwives who have 
been trained, not as nurse-midwives, but in clinical settings 

tell me that they are not trained in what I talk about. I think it 
is great to have all that clinical knowledge. I think that more 
knowledge is better than less, but I think it is important to 
have a foundation in who you are. A foundation so you can 
assess the knowledge you are acquiring. 
     I teach very basic courses on traditional healing. I always 
say I’m not making traditional healers, I’m giving people 
the first introductory level to the philosophy of traditional 
healing and curing. I’m not making medicine people, because 
medicine people are made in the community. They are made 
through relationships that are not going to be found in school 
walls. 
     It is a pressing concern that I have and that elders have. 
I can never live in the world that my elders lived. Younger 
generations cannot live in my world, but one of the things 
they told us is that they really make a distinction between 
alternative medicine that may use indigenous teachings, but 
it’s not indigenous medicine. This is not me speaking, I want 
to credit my elders that have really instructed me on this like 
Doña Filo. They make it a point that you’re learning it from a 
book, you’re not learning from the people themselves.

You also say that although you have a doctorate, you do not 
consider yourself a doctor and that after you’ve apprenticed 
for “three decades” you may be able to say that your PhD 
stands for “partera and hurache doctor”. Why three de-
cades?

     There was this curandera (healer) who had an herb shop. 
She must have been in her 70’s. She would say that she was 
not a curandera, because she had only been doing it for 35 
years. Her husband was the curandera, because he had been 
doing it for 50 years. It is that kind of respect for the term that 
shows that you have to earn it. Most people in traditional 
medicine don’t just go out and say that they’re X,Y, Z. These 
elders are amazing in what they know how to do. I’m not 
somebody who can bring rain. I leave that title to the people 
who represent that kind of healing that you hear about. It has 
been 22 years now. When I get to 30 years, I’ll still be like a 
baby.

Storytelling is a theme that occurs throughout the book - not 
just the telling of birth stories as they have happened, but 
as a way of sharing knowledge of birth through Indigenous 
storytelling and as a form of healing. You write, “Like when 
the curandera who begins healing with a plática, a good 
talk, it is time to tell the stories that heal us and create medi-
cine with stories. These birth stories are medicine.” Why do 
you think that storytelling is viewed as medicine? 

     Stories are the vehicles of our teachings. There is a story, 
because there is a teaching. Stories are so powerful in some 
Native communities that you can only tell them during 
certain parts of the year. It’s medicine in and of itself. How 
do we know what we know? How did this knowledge get 
passed on? Think about the access that a regular person has to 
a book on midwifery. There isn’t much information out there 
and what we know is mostly based on oral tradition. It’s been 
passed on from one woman to another, one family to another 
like birth stories. I went to a Midwifery Today conference 
where I heard Ina May talk about how midwives need to 
reprint the story of birth to counter the popular perception 
around birth and the fear of homebirth. It is really through 
our stories that we change society. We need to have stories 
that center on the power of birth as opposed to the fear of 
birth. In that sense it becomes medicine.

Patrisia Gonzales

 Red Medicine

     You can talk about birth as a ceremony 
and you can go into that spiritual place, 
but you have that social reality of inequal-
ity that continues to be a part of lives as 
indigenous people.
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 Research literature defines 
“hands off” or “hands poised” as a 
non-interventionist approach in the 
2nd stage of labour (pushing).
     The term is generally known as the 
opposite to “hands on,” a term orig-
inally used to address myriad tech-
niques used to protect the perineum 
from lacerations and trauma (warm 
compresses, oil, massage, slowing 
birth of the head, traction of the head 
for controlled release of the shoul-
der…).
    The definition of “hands off” varies 
from author to author. According 
to McCandlish (1998), it consists of 
avoiding touching the head or the 
perineum during pushing and permit-
ting spontaneous birth of the shoul-
ders. Other authors, such as Aasheim 
(2012) and Reed (2010), broaden the 
definition by also questioning use of 
warm compresses, oil, massage, and 
stretching of the vaginal opening, as 
well as verifying for nuchal cord and 
suggesting particular positioning, with 
the objective of preventing perineal 

lacerations.
    Soo Downe, Tricia Anderson, 
Rachel Reed, Dr. Michel Odent, and 
Denis Walsh express that “hands off” 
is above all an attitude that favors 
women birthing their child fully on 
their own, with their own capacities. 
Anderson’s (2002) definition of “hands 
off” is even broader, much like Odent 
(2009) when he refers to the fetal ejec-
tion reflex (or maternal-fetal ejection 
reflex). Anderson (2002) also questions 
all actions, suggestions, and instruc-
tions often used by midwives.

 She concludes that midwives’ role in 
a “hands off” perspective is to learn to 
do nothing: “with her simple pres-
ence, she ‘holds’ a safe place for the 
labouring woman, providing silent, 

strong reassurance and is there as a 
ready safety net in case of difficulties” 
(Anderson, 2002, p.2). 
    The body of evidence on “hands 
on” vs. “hands off” and perineal 
trauma does not support a “hands 
on” practice (Walsh, 2012; Mayerhofer, 
2002; McCandlish, 1998; Poulin, 2012;). 
However, it is agreed upon in the 
research literature that developing a 
“hands on” or “hands off” practice is 
a midwife’s personal choice depend-
ing on the needs of women (Walsh, 
2012; Simkin, n.d.; Fraser, 2009; Albert, 
2005).

For more information on the top-
ic, please have a look at my work 
(currently only available in French)! 
Many more texts will follow in col-
laboration with a special friend and 
midwife, Karine Langlois.

 Dans la littérature, le terme 
« hands off » ou « hands poised » sig-
nifie une approche non intervention-
niste du 2e stade de l’accouchement 

HANDS ON/HANDS OFF

Artwork by Itaiana BattoniBy Maude Poulin
Translation by Sarah Burke

Being “hands off” is much 
more than not touching the 
perineum, and she describes 
it as the “art of intelligent 
inactivity”.
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(la poussée).
     Ce terme est généralement connu 
comme étant l’antagoniste du terme 
« hands on » qui lui, sert à l’origine, 
à définir les diverses techniques de 
gestion du périnée (compresse chaude, 
huile, massage, ralentir la sortie de la 
tête, traction de la tête pour dégage-
ment contrôlé de l’épaule...) dans le 
but de limiter les traumas périnéaux. 
     La définition du « hands off » varie 
selon les auteurs. Selon R. McCandlish 
(1998) au moment de la poussée, il 
s’agit de ne pas toucher la tête ni le 
périnée et permettre la naissance spon-
tanée des épaules. D’autres auteurs 
comme (Aasheim, 2012; Reed, 2010) 
élargissent le spectre en remettant en 
question l’utilisation de compresses 
chaudes, l’utilisation de l’huile, la 
suggestion de position, la vérification 
d’un circulaire du cordon, le massage 
et l’étirement du vagin, dans le but de 
prévenir les déchirures. 
     Soo Downe, Tricia Anderson, 
Rachel Reed, Dr Michel Odent, Denis 
Walsh expriment tous que le « hands 
off » est d’abord et avant tout une atti-
tude qui vise à laisser la femme mettre 
son enfant au monde jusqu’au bout 
par elle-même. Selon Tricia Anderson 
(2002), la définition du « hands off » 
est encore plus vaste, tout comme celle 
de Michel Odent (2009) lorsqu’il fait 
référence au réflexe d’éjection du bébé. 
Anderson (2002) remet en question 
toutes les actions, les suggestions et les 
directives pouvant être utilisées par 
une sage-femme. Le « hands off » est 
beaucoup plus vaste que le simple fait 
de ne pas mettre les mains au périnée, 
elle le décrit comme « art of intelligent 
inactivity » (Anderson, 2002, p.2). Elle 
conclut que le rôle de la sage-femme 
dans une perspective « hands off » est 
d’apprendre à ne rien faire : « with 
her simple presence, she “holds” a 
safe place for the labouring woman, 
providing silent, strong reassurance 
and is there as a ready safety net in 
case of difficulties » (Anderson, 2002, 
p.2). Actuellement, la pratique « hands 
off » est méconnue voire marginale 
partout dans le monde. Quelles sont 
les caractéristiques de la pratique, 
quelles sont les motivations et l’his-
toire des sages-femmes privilégiant 
cette approche? 
     Après avoir fait une première 
recherche d’analyse comparative des 
études scientifiques sur les pratiques 
« hands on » et « hands off » (Poulin, 
2012), il est possible de conclure qu’au-
cune donnée probante ne justifie une 
pratique « hands on »  (Walsh, 2012; 

Mayerhofer, 2002; McCandlish, 1998; 
Poulin, 2012;). Cela dit, il est convenu 
dans la littérature qu’il devient un 
choix personnel de la sage-femme de 
développer une pratique « hands on » 
ou « hands off » en fonction du besoin 
des femmes (Walsh, 2012; Simkin; 
Fraser, 2009; Albert, 2005). 

Pour en savoir plus sur le sujet, 
je vous invite à lire mes travaux !! 
Plusieurs textes suivront avec la 
collaboration d’une précieuse amie 
sage-femme Karine Langlois.

Maude Poulin is a mother of three 
children and a thousand projects. 
Driven by the strength of women, 
Maude spent her last ten years in 
perinatal activity and humanization 
of birth. After living ten years in 
Europe, where she became vice-pres-
ident of the association Femmes/Sag-
es-Femmes, she returned to Quebec in 
2009. Maude is a qualified  Alexander 
Technique teacher since 2004, having 
trained in London, UK. She did her 
Doula training with Illana Machover 
(Eutokia) in London, 2008, and partici-
pated in a seminar with Michel Odent 
in Aix-en-Provence. She then pro-
duced a French adaptation of Karen 
Brody’s play : « BIRTH » with the di-
rector Johanne Benoit, which will run 
for two years in Quebec. Maude was 
involved in the filming of « L’Arbre 
et le nid » through her contacts with 
community midwives and detailed 
knowledge of the subject. Since 2011, 
Maude is  a student midwife at the 
University of Quebec at Trois-Rivières.

 Hands On/Hands Off
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The Prison Birth Project
www.theprisonbirthproject.org
The Prison Birth Project in Western Massachusetts is a reproductive justice organization that provides education, support, advo-
cacy, and activism training to incarcerated women who are pregnant and parenting. PBP provides childbirth education and doula 
care for women in prison, and is also active in legislative lobbying against shackling in labor and other issues. Founders Marianne 
Bullock and Lisa Andrews were inducted into the Our Bodies, Our Selves Hall of Fame for their work with the Prison Birth Project. 
- Caitlin @ SQUAT

Evidence Based Birth
www.evidencebasedbirth.com

Evidence Based Birth is a website run by Rebecca Dekker, PhD, RN, APRN. She’s an assistant professor of nurs-
ing at a research hospital, which gives her an in with the medical community, and a big supporter of natural birth 
which has earned her a big following among birth activists. Her articles provide clear reviews of the best evidence 
available to support (or discourage) a variety of birth practices -- everything from inducing labor for “big baby”, 
to the use of antibiotics for Group B Strep, to the evidence for doulas -- and much more! The website includes free 
“printables”, single page summaries of evidence which are a great resource to share with doctors, midwives, and 

other care providers. There’s also an active community on Facebook at https://www.facebook.com/EvidenceBasedBirth. - Caitlin 
@ SQUAT

California Families for Access to Midwives
http://www.cafamiliesformidwives.org

Sometime this summer, my Facebook feed started blowing up with posts about the need for change in California mid-
wifery laws, which required licensed midwives in the state to have operating agreements with physicians. The leader 
in this call for change was California Families for the Access to Midwives, a new grassroots organization made up of 
parents, midwives, and advocates. In addition to leading the call to strike the back-up physician requirement from 
California law, CFAM is also pushing to get homebirth covered by Medi-Cal, Authorize state licensure for freestand-
ing birth centers operated by licensed midwives, and working to ensure that California complies with the Affordable 

Care Act by covering licensed midwives and out-of-hospital birth options in all health plans included in the Covered California 
health exchange. CFAM has done an incredible job organizing families and providing clear guides for action, as well as hosting 
rallies in Sacramento, all with the goal of increasing safe options for California families. As CFAM member Adeolo Adeseun writes 
on their website, “Our campaign is not about getting every woman in California to give birth at home or in a birth center; it’s about 
giving every woman the option, and letting her decide for herself.”  - Sarah @ SQUAT

Safe Place
http://www.safeplace.org/onlinecne

Based in the Austin, TX area, provides a hotline and information about domestic violence and sexual 
assault. Each page has a safe escape button that allows the user to click and be taken quickly to a 
news site (if they are using a shared computer and someone may walk in). They also offer FREE 
online trainings about DV for Health Professionals, with CEUs valid in Texas. [thanks to the NMI 
student board for this reference!] - Molly @ SQUAT

The Hesperian Foundation Health Guides
http://hesperian.org/books-and-resources/

The Hesperian Foundation is a non-profit organization that writes, field-tests, prints, sells, and donates 
quality, evidence-based health guides aimed at providing care and sound medical advice and instruction 
to resource-poor communities. Their first book Where There is No Doctor is in a new edition for 2013, 
as is their incredible A Book For Midwives (also published in Spanish as Un Libro para Parteras).  Their 
health guides are detailedly illustrated representing diverse peoples and aimed at comprehension for 
those with low literacy. Their guides are straight-forward, no nonsense, and incredibly practical. When 
I need to look up a midwifery skill, A Book For Midwives is the first place I go. The 2013 edition has all 
new information about mother-to child transmission of HIV, about malaria treatment in pregnancy, and 
new medication updates. Copies of A Book For Midwives and all their other titles can be ordered online 
at market price, or downloaded for just $4. Individual chapters can be downloaded for free. 
- Molly @ SQUAT

Stuff We Love
Organizations



Studio Betties specializes in vintage and retro inspired pinups, sensual and sexy boudoir, glam-
our photography, makeover portraiture and artistic figure studies (nude) expressly for women.

studiobetties.com
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Midwifery Studies Overseas: 
Important Questions

 Student midwives in the United States must make tough decisions when planning how to get clinical experience. Few 
homebirth midwives have a large enough client load for a student to make timely progress as an apprentice. Openings for interns 
at domestic birth centers are rare. 
     Overseas clinics are available, but many are infamous for providing poor care and demonstrating colossal insensitivity to either 
their clients, the interns, or both. 
     So, how to choose an overseas program wisely? First: Know your values and priorities for your internship. If you don’t know 
what you want and what is acceptable, you can’t evaluate a program’s offerings for its congruence to your standards and goals.

Be disciplined about answering these questions:
• How much money is my education and internship worth? Be specific.
• How much time is my education and internship worth? Again, be specific.
• What is an acceptable time-span for gaining clinical experience?  
• What am I willing to give up in order to complete my internship?  
• What am I willing to learn? What kinds of techniques and processes will I reject?
• What does it mean to respect someone who is from a different economic, social, ethnic, or racial group? (The answers to these 

may differ.)
• When is it OK to provide care that does not meet the standards of my home jurisdiction or my own socio-economic class?
• When is it OK to provide care in a way I disapprove?
• When is it OK to require clients to listen to religious teaching as a prerequisite for care? 
• When is it OK to treat clients in a way that I think is abusive?
• When is it OK to treat interns in a way that I think is abusive?
• Which values and standards will I compromise to complete an internship? Which ones are not negotiable? 

By Trish Ross
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     Even with answers to these 
questions, you need a little more 
self-knowledge before you can pro-
ceed. A large part of this is about your 
assumptions. 
     Much has been written about 
wise-woman traditions. Not all of this 
is true (or is even sensible). You may, 
however, believe that women in other 
countries have secret or lost knowl-
edge. You may believe that other cul-
tures include special spiritual powers 
that white women of Western-Europe-
an heritage lack. 
     This perspective often stems from 
a view that ultimately dehumaniz-
es women from other cultures. Or, 
perhaps, “super-humanizes” them. In 
either case, this view boxes people into 
a stereotype. Note that positive stereo-
types are just as confining, although 
perhaps not so overtly damaging, as 
negative stereotypes. Diminishing 
your own culture does not honor 
another culture. 

     You may make assumptions about 
the nobility of midwives. Consider 
some current discussions about bully-
ing among preceptors, and be open to 
the fact that some people are bullies 
and others aren’t. Also, consider that 
people may disagree with you without 
being evil. Others may have consid-
erably different experiences that lead 
them to draw considerably different 
conclusions. Be open to the idea that 
different is not usually bad.
     You may also have assumptions 
about minimum standard care in a 
birth environment. Your vision might 
include hours spent in support of a 
laboring woman, gentle touching, a 
variety of “comfort measures” and 
soft lighting. Or it may include the ex-
tensive use of gloves, Chux pads, and 
scrubbed and sterilized equipment. 
Spend some time becoming aware of 
what you imagine about birth in an 
overseas birth clinic. The realities are 
likely to be horrifyingly different at 
times.
     Reflect on the times when you’ve 
received feedback on your behavior, 
skills, or knowledge. If you blamed 

the evaluator, refused to try a different 
way of doing things, or disregarded 
the correction, working far away from 
home in a high-pressure learning 
situation is unlikely to work well. Get-
ting sent home or abandoning your 
position is likely to be expensive and 
embittering.
     When you can clearly express your 
ideas on all these issues, you can then 
intelligently evaluate the programs 
that are available. 
     Study the literature. Many pro-
grams have web sites. Call or write 
to get program materials. Read every 
word. That content is there for a 
reason. 
     You may have to read between the 
lines in the literature. Few organiza-
tions will write something like this 
egregious, made-up example: 

We are an overtly religious organi-
zation whose primary purpose is 
to proselytize poor women based 
on our personal agenda for gaining 
converts to our religion. We make 
our money from interns wanting to 
get their numbers fast, so getting 
interns through the mill takes pri-
ority over the clients’ physical and 
emotional needs. We know that 
the interns are pretty desperate 
for numbers and will put up with 
terrible food, lack of sleep, verbal 
abuse, and an appalling example 
of “non-profit imperialism.” The 
clients are desperate enough and 
have such limited choices that we 
can use unskilled interns to act 
as providers. After all, care from 
an ignorant westerner is better 
than what the clients would get 
otherwise. They are used to being 
abused, so we can let local staff 
treat them. Local staff, US pre-
ceptors, and interns should be 
thrilled to be part of our mission; 
and interns should be grateful for 
the chance to practice their skills 
on women who won’t complain 
much.

 
     Again, this example combines the 
worst of all scenarios. But, if you think 
back to some horror stories you have 
heard, it might sound familiar. Horror 
stories tell one side of a story, and 
might be just the rant of an incapable 
student. Yet, patterns emerge and 
indicate underlying issues. So, gather 
information from many sources and 
think critically to evaluate all the 
perspectives.  
     After you prioritize your values 

about getting clinical experience and 
study the materials that the programs 
provide, you are ready for the next 
step: Interviews. Get a list of previ-
ous interns, and call them. Ask them 
to recommend someone they know 
who had a hard time in the program. 
Few programs will knowingly give 
you names of interns who hated the 
program. So you may have to do a 
little detective work to find people 
to discuss the difficult aspects of the 
program. You need to talk to both fans 
and non-fans to get a full picture. 
     Always remember, if someone 
describes a program and people as 
“awesome” or “amazing,” they tell 
you nothing about the program or 
people. They are giving their response 
(and not very clearly). That might be 
nice to know, but what you need is 
description. So ask follow-up ques-
tions until you get facts and not vague 
reactions:
• How was an intern oriented to the 

program? What did it include?
• How did an intern demonstrate 

readiness for certain activities? 
Did she take a test or a skills 
check? Was documentation from 
an academic program a prerequi-
site? (For example, must you fin-
ish a module on suturing before 
you can suture?)

• What kind of training was pro-
vided for language and cultural 
differences? Who provided it?

• Was there an interpreter? Was she 
a local person?

• Did the preceptors speak the local 
language?

• How were the schedules made? 
Did they change often? How 
much notice?  

• What was the typical daily sched-
ule for an intern working a day 
shift on a weekday? Weekend? 
Night shift?  

• What were the living arrange-
ments? Did you have a balance of 
privacy and community time? 

• What kinds of meals were provid-
ed? Were they nutritionally bal-
anced? Were they ample enough? 
Was the water safe to drink 
without treatment? What kind of 
treatment was provided?

• How were conflicts between 
interns handled?

• What happened if a client does 
not want to be treated by an 
intern? How complete was the 
informed consent for care by 
interns? (Did one even exist?)

• Did you find that the standard 

 Overseas Studies

 If you want a guru, a spiritual 
leader, then get one. If you want 
a maternity care practitioner 
who can teach you, then get 
one. Be careful about conflating 
the two.



Patricia Ross, CPM, is an ordained 
Episcopal clergyperson. After a 25-
year career in corporate training and 
organizational development, she stud-
ied midwifery via the PEP process. 
She trained in high-volume clinics in 
the US and Africa and with a home-
birth preceptor. She leads Midwives 
on Missions of Service, which teaches 
women in rural Sierra Leone to act as 
change agents and provide sound ma-
ternity care to their neighbors.  MOMS 
accepts volunteer teachers.
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of care conflicted with your 
values? Did you see this with 
others? What are examples? How 
did you or other interns handle 
these? What was the response of 
program staff?

• For each US preceptor or staff 
midwife, what was the rating of 
her midwifery skills? Her teach-
ing skills? Her cultural compe-
tence?

• What kind of credentials did each 
US preceptor have? Did each 
come through this program, or 
were other programs represented? 

• For each local midwife, what was 
the rating of her midwifery skills? 
Her teaching skills? Her attitude 
toward the clients?

• How much time did the precep-
tors spend teaching, explaining, 
and debriefing?

• What happens if an intern com-
plained about a preceptor or local 
staff person?

• Was the experience worth the 
investment in time, money, and 
energy? Why or why not?

     Now, you can narrow down your 
choices. Call the program director or 
other representative. 
• Ask generally about financial 

policies, orientation, scheduling, 
living arrangements, education 
and training.  

• Ask about preceptors: What are 
the minimum qualifications and 
what are the qualifications of the 
current team? How much expe-
rience does each have with the 
program? How much experience 
with other programs? Where did 
they get education and training in 
cultural competence?

• Ask about local staff: What are 
the minimum qualifications and 
the qualifications of the current 
team? How much experience does 
each have with this and other 
programs?  

• Ask about informed choice pro-
cedures. Ask what happens if a 
client refuses care from an intern. 

• Ask about orientation, language 
training, and cultural training.  

• Ask about conflict resolution 
processes. 

     
     With all this information, you can 
compare the programs to your priori-
ties and values. 
     After reflection, you may find 
the compromises to your values are 
unacceptable. In this case, your path 

through clinical experience is going to 
be longer. And this is your choice. You 
may find the compromises – if any 
– are acceptable, given the ultimate 
good that will come. So, your path 
through clinical experience will be 
faster. And this is your choice. 
     Note that you have choices. These 
choices are constrained and difficult 
to make. But you can choose. Always 
reflect on the choices available to the 
women you practice on. You have the 
choice to practice your skills on their 
bodies; can they choose to tell you no?
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By Monica Basile
 
Monica Basile has been an active birth doula, childbirth 
educator, and midwifery advocate for 17 years. She is also 
a CPM and holds a PhD in Gender, Women’s and Sexuality 
Studies. Her 2012 doctoral dissertation, Reproductive Justice 
and Childbirth Reform: Doulas as Agents of Social Change, is an 
examination of emerging trends in doula care through the 
lens of intersectional feminist theory and the reproductive 
justice movement. She is the mother of a teenage son, who 
was born at home.
 
This article is a slightly modified excerpt from her disserta-
tion.
 

 Although the contemporary childbirth reform 
movement has been aligned, in many ways, with feminism 
and liberation, natural childbirth discourse in the U.S. often 
perpetuates a romanticized image of birth in nonwestern 
societies as being inherently closer to nature than “modern” 
biomedical birth. These representations hold up as ideal the 
bodies and birthing abilities of women coded, both implicitly 
and explicitly, as primitive. While it is important to preserve 
and learn from non-biomedical models of birth, the ideal-
ization of the primitive birthing body functions within, and 
helps maintain, the pervasive and pernicious dichotomies 
of civilized/primitive and modern/traditional that have 
justified a host of oppressive attitudes, policies, and practic-
es. In particular, gendered, classed, and racialized forms of 
exploitation and control have historically been dependent on 
the idea that people of color, especially women, are essentially 
different from, and more “primitive” than, “civilized” white 
women and menpeople.
     Advocates for childbirth reform argue rightfully that wom-
en and infants would be better served by a maternity care 
system that appropriately minimizes technological interven-
tions and increases access to low-tech practices such as labor 
support. To be clear, natural childbirth advocates, particularly 
those who work as midwives, doulas, and childbirth educa-
tors, have made and continue to make important contribu-
tions to the health of people in disadvantaged women under 
resourced communities. in the U.S. It is the larger health care 
system, not the natural childbirth movement, that is failing 
these women communities in the most egregious ways. But 

it is important to consider ways in which childbirth reform 
efforts can improve and become more inclusive. The roman-
ticization of birth in “other” cultures, though not a malicious 
or intentionally oppressive act, contributes to the conceptual 
positioning of natural childbirth alternative models of child-
birth as a white, middle class phenomenon. This is troubling 
precisely because options practices such as midwifery care, 
which have been shown to reduce adverse outcomes such as 
low birth weight, are of particular benefit to precisely those 
who populations which suffer most under the U.S. biomed-
ical model – poor lower-income women people and women 
people of color. It is bitterly ironic that the rhetorical prac-
tices of the natural childbirth movement may alienate these 
women people and thereby contribute to the inaccessibility 
of low-tech, health promoting birth options. It is for precise-
ly this reason that I wish to draw attention to the negative 
consequences, however unintended, of racialized representa-
tions of birthing bodies in the popular imagination within the 
discourse of the alternative birth movement.
     Childbirth functions as a site of ideological potency, at 
which prevailing beliefs about motherhood, gender, race, and 
class converge. Through exoticizing representations of the 
primitive birthing body, popular natural childbirth litera-
ture, in many instances, works to reinforce and to naturalize 
pervasive social hierarchies based on race, class, nation, and 
culture, while rendering the actual, varied birthing conditions 
and experiences of a widely diverse group of women invis-
ible. It imagines these women as artifacts or objects frozen 
in time, and thereby denies them full and present humani-
ty, failing to contextualize childbirth within the realities of 
contemporary and historical social inequalities and power im-
balances. A closer look at examples from several iconic texts 
promoting natural childbirth shows how the representation of 
primitive birthing bodies upholds the oppositional dichotomy 
of the “primitive” vs. the “modern” and reflects gendered, 
raced and classed arrangements of production, reproduction, 
and power.
 
Constructing the Natural Body
     In 1889, suffragist Elizabeth Cady Stanton gave a lecture 
urging the women in her audience to follow the example of 
indigenous American women: “We know that among Indians 
the squaws do not suffer in childbirth. They will step aside 
from the ranks, even on the march, and return in a short time 
bearing with them the newborn child.” Stanton went on to 

Natural Labor: Representations of Race, Gender and 
the Primitive Birthing Body

 The Primitive Birthing Body
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explain that with nonrestrictive clothing and exercise, anyone 
could give birth “without a particle of pain” as she and scores 
of Native women did.1 Stanton’s description of the “squaw” 
portrays her as a timeless being in some pristine forest, 
covering up the fact that so many Native American women 
“on the march” were in the midst of a painful displacement 
from their homes, and that they and their newborn children 
were quite likely to suffer from infectious disease, starvation, 
or other devastating effects of forced relocation quite likely to 
suffer from infectious disease, starvation, or other devastating 
effects of Indian Removal initiatives. Here, although Stanton 
presents her the “squaw” in an idealized manner, the allusion 
to native women as uncivilized is an integral part of the logic 
of her argument.
     The romanticization of “primitive” birthing women is root-
ed historically in 19th  Century ideas about race, femininity, 
civilization, and motherhood. Hysteria, or “nervous exhaus-
tion,” was considered a significant medical condition, worthy 
of entire treatises dedicated to its symptoms and treatments. 
Constructed as a disease of the uterus, hysteria’s symptoms 
were often said to manifest in birthing rooms as long, diffi-
cult, painful labors.2 George M. Beard, a 19th Century Amer-
ican neurologist and specialist in “nervous disorders,” noted 
that “for the last half century, among the upper classes of this 
country, [gestation and childbearing] have become patholog-
ical; they have become signs of disease.”3 As Beard indicates, 
the affliction of hysteria was a display of social class. To be 
strong in body indicated one’s status as working class, which 
was considered decidedly unfeminine. Hence, the reputably 
more robust women of lower class and darker skin were said 
to give birth more easily and more often.
      Historian Laura Briggs, offering a reading of hysteria that 
analyzes its important racial implications, points out that 
hysteria was considered a disease of “overcivilization” at a 
time when strict ideas of race and cultural difference were 
supported by the separation of human groups into the catego-
ries “savage,” “barbarian,” and “civilized.”4 While barbarians 
and savages were considered more robust, and some argued, 
healthier as a result of hard physical labor, hysterical women 
suffered from the effects of too much civilization – lack of 
exercise, use of corsets, and excess of thought. This kind of 
disease could only have applied to white Anglo-American, 
upper class women, and indeed, this was the consensus of 
physicians at the time.5 Thus, hysteria not only defined prop-
er roles for women; it also functioned within the rubric of 
social Darwinism as a way of reinforcing essentialized racial 
hierarchies. The way in which Stanton idealizes the native 
woman, untouched by civilization, reflects a pervasive noble/
barbaric savage dichotomy. It ignores the devastating effects 
of encroaching “civilization” on indigenous peoples of North 
America and naturalizes “the march” of forced relocation as a 
benign and routine aspect of the Native American experience.
     More recent popular literature on the virtues of natural 
childbirth has imagined the birth experiences of  cultural 
Others“primitive” women in much the same way as Elizabeth 
Cady Stanton did, encouraging “modern” women to emulate 
these outsiders’ natural ways. The now classic Immaculate De-
ception, written by Suzanne Arms in 1975, was one of the first 
influential books to criticize standard hospital birth practices, 
and to call for a return to midwifery care in the United States. 
Although it articulated an important critique of the gendered 
power dynamics at work in the politics of obstetrical practice, 
Immaculate Deception offered a somewhat simplified history of 
childbirth that revolved around an age-old struggle between 
women and men for control of the birth process. But as Paula 

Treichler reminds us, “physicians did not uniformly declare 
a war on nature, nor did they decide that they should adopt 
an ideology of intervention and subordination of women.”6 
Additionally, the medicalization of childbirth did not have the 
same effect on everyone.all women. Instead, the movement of 
birth into the medical arena was an uneven process, one that 
involved the consent, resistance, exclusion, and exploitation 
of various groups of womenpeople.7

     Arms begins her second chapter with a discussion of “the 
primitive woman,” speaking as if somehow able to get inside 
her psyche:
 

What, then, separates primitive woman from the Amer-
ican woman today? Basically it is attitude: primitive 
woman was accustomed to seeing all of life’s processes 
– birth, death, reproduction – take place immediately 
around her. Childbirth was part of the natural order of 
things, a commonplace occurrence, and she dealt with it 
matter-of-factly, instinctively, and without fear. She did 
not expect what we call ‘pain in childbirth,’ as pain to her 
was associated with unnatural occurrences such as sick-
ness or injury...Woman’s built-in knowledge of childbirth 
was something she could not articulate or explain; it was 
unquestioning, unselfconscious, and uncomplicated.8

 
      In a strikingly similar fashion, Pam England, author of the 
more recent Birthing From Within, describes her encounter 
with Lucy, a three million year old hominid fossil, on display 
at the Maxwell Museum of Anthropology at the University 
of New Mexico in Albuquerque. Like Arms, England seeks to 
articulate the thoughts of a distant other:
      When Lucy was pregnant, she did not know how or when 
she conceived. She was not preoccupied with how many 
centimeters her uterus was, how many grams of protein she 
ate, or when her due date was. She lived moment-to-moment, 
unconsciously responding to her gradually changing patterns 
in sleep, diet, and movement as her belly grew full. The day 
Lucy went into labor, she didn’t know how many centime-
ters she was dilated, whether she was one day early or two 
weeks late. There was no one who could communicate what 
she needed to do. She automatically responded to her body’s 
messages...I became absorbed in my fantasy of how Lucy 
gave birth, and tried to imagine what it would be like to give 
birth primally, without self-consciousness. For the first time, I 
understood that if I tried to force, control, or give birth in any 
particular way, to fit a preconceived notion, it would not be 
“natural.”9

      England’s description, by her own admission a “fanta-
sy,” is not substantially different from Arms’ musings about 
“primitive woman.” The juxtaposition of these texts illus-
trates the historical tendency of some popular anthropological 
thought to conflate the primitive with the past, envisioning 
white, Western society at the top of an imagined evolutionary 
timeline. In England’s musings, the absence of a scientific 
or medical discourse around childbirth is what separates 
“modern” women of today from Lucy. It is by virtue of her 
inability to measure time, cervical dilation, or protein intake 
that Lucy comes to signify the natural. England’s vision of 
Lucy’s “natural” relationship with her body and the process 
of childbirth bears no tenable correlation to whatever Lucy’s 
life was like in reality. There is no way we can be sure that 
Lucy was not frightened, ill, or suffering. Similarly, Arms’ 
primitive woman, void of cultural specificity, seems to func-
tion solely on a precognitive level. She does not learn about 
birth from her relatives or her community; that knowledge is 



36 l SQUAT Bir th Journal

somehow perfectly encoded in her body. To further reinforce 
the stereotype of the intellectually lacking, yet bodily power-
ful woman of color, this representative of the primitive has no 
ability to “articulate or explain” her experience. Here, these 
texts seems to echo so many European explorers, who, upon 
encountering indigenous peoples whose languages they did 
not understand, were unable to conceive of the presence of 
any form of communication at all.10

     This mirrors the silencing of voices if the poor and en-
slaved women whose bodies were used for medical experi-
mentation in the 19th Century. Historical studies of medicine 
in the antebellum south detail how slavery helped further 
the medicalization of childbirth and the professionalization 
of medicine.11 Marie Schwartz argues that the development 
and professionalization of biomedical obstetrics and the 
functioning of slavery existed in a symbiotic relationship, as 
doctors relied on access to slaves enslaved pepole for clinical 
experimentation, and slaveholders relied on doctors to ensure 
the successful reproduction of their labor force.12 Deborah 
McGregor looks specifically at the career of J. Marion Sims, 
known as the father of gynecology. Sims built his medical ca-
reer on the treatment of vesico-vaginal fistulas, perfecting his 
surgical technique on unanesthetized enslaved women and 
poor Irish immigrants, who, according to the medical belief of 
the day, had a greater tolerance for pain than did middle- and 
upper-class whites. In his writings about the development of 
his surgical technique, the voices of his experimental subjects 
are conspicuously absent, eclipsed by Sims’ claims that the 
enslaved women “begged him to proceed with further sur-
gery.”13 McGregor explains, “[Sims] expressed his admiration 
of his African American women patients…for their ability to 
endure pain. They ‘implored me to repeat operations so te-
dious and at that time often so painful that none but a woman 
could have borne them.’”14 Sims had material investment in 
the idea that poor women and women of color did not experi-
ence pain, and even lauded them for that ability.
     Romanticized fantasies about hypernatural birthing bodies 
are equally applied to indigenous women in the present. 
However, even living Native women are represented as 
having one foot in the distant past. A popular video made 
in 1979, entitled “Birth in the Squatting Position,” features 
five Brazilian women who took part in a study documenting 
the benefits of the squatting position for birth.15 The vid-
eo film begins with images of pre-Columbian pottery and 
sculpture depicting laboring and birthing women, a device 
that conceptually links Brazilians in the late 20th Century to 
their ancient counterparts and suggests both their timeless-
ness and their existence partially in the past. The voiceover 
describes the work of the researchers: “Whilst working in 
the south of Brazil with Indian women, we noticed that their 
gynecological condition is better than that of more sedentary, 
civilized women. They walk a lot, and have many children. To 
rest, they squat, and in this position they give birth.”16 Here, 
the categories of “Indian” and “civilized” are clearly set in 
opposition to one another, implying that to be Indian is to be 
void of civilization. Apart from the numerous and significant 
merits of the squatting position, this film, like the texts by 
England and Arms, represents the decision to squat as “auto-
matic” or “built in,” and the degree to which squatting might 
be of benefit is only rendered intelligible through the scientific 
discourse of the researchers.
     As in 19th Century discourse, these women are represented 
as healthier because of their more physically demanding life-
style. One shot in the film depicts a Brazilian woman birthing 
her placenta, then standing up matter-of-factly and closing 

her robe, echoing the tale of the “tribal” woman pushing her 
baby out and returning immediately to work. Gendered and 
racialized constructions of work here reproduce the historical 
association of reproductive labor with productive labor. This 
kind of depiction of native women is parallel to the way in 
which European explorers understood the “deceptive beauty 
and ultimate savagery of blackness” in colonial encounters 
with African women.17 Ultimately, as historian Jennifer Mor-
gan demonstrates, the willingness to exploit African women’s 
labor became intimately tied to ideas about production and 
reproduction. She Morgan explains the material consequenc-
es of the idea that African women gave birth painlessly and 
with ease. These women’s “pain-free reproduction (at least 
to European men) indicated that they did not descend from 
Eve and…illustrated their proclivity for hard work through 
their ability to simultaneously till the soil and birth a child.”18 
The denial of the full humanity of colonized and enslaved 
women through the denial of their pain in childbirth, then, 
was essential in forming the basis of racialized enslavement 
in the colonial era. 

     In contrast to the use of natural birthing ability as a jus-
tification for racialized oppression, the discourse of natural 
childbirth tends to encourage cultural unity through color-

blindness. The multiculturalist rhetoric that declares, “we are 
all one” is pervasive in natural childbirth literature, and while 
it is well-meaning, its excessive focus on the notion of the nat-
ural erases an essential component of childbirth: transnational 
politics and power. In Birth Reborn, a text that has been highly 
influential in the United States, French obstetrician Michel 
Odent details the development of the salle sauvage, or prim-
itive room, at his famous clinic in Pithiviers. He describes 
the implications of this room, “built for privacy, comfort, and 
freedom of motion” in terms of cultural connection:
 

     After seeing how much tribal births filmed in New 
Guinea and South Africa resembled births in our own 
salle sauvage, I became even more convinced that there 
was some universal component in the behavior of mother 
and newborn, and that – given the right kind of envi-
ronment, where she could feel free and uninhibited – a 
woman could naturally reach a level of response deeper 
within her than individuality, upbringing, or culture.19

      
     While certain biological elements of childbirth may 
transcend culture, biology can never exist in a cultureless 
vacuum. The assumption that all women marked as “tribal,” 
“indigenous,” “natural,” or “primitive” will give birth in 
idealized “free and uninhibited” environments overlooks the 
considerable constraints placed on women in places in the 
world where maternal mortality is high precisely because 
of lack of access to medical care when it is necessary. the de-
veloping world. The freedom from intensive medicalization 
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and technological management of birth is arguably a trivial 
matter in the face of women’s disproportionate suffering from 
the injustices of global capitalism. The effects of war, sexual 
violence in conflict zones, poverty, food and water insecurity, 
and a lack of basic health care are often the realities that struc-
ture the birth experiences of women in the locations Odent 
and others romanticize.
     Lack of access to living wages, adequate food and water, 
basic health care, and decent housing are often the realities 
that structure the birth experiences of women in the locations 
Odent and others romanticize.
     Childbirth in neo/post-colonial settings bears the legacy 
of controlling discourse and policy regarding population, 
poverty, and resources. The World Bank and other interna-
tional lending organizations have incorporated population 
control programs as a requirement for economic aid in many 
parts of the developing world.20 The underlying assump-
tion here is a familiar one: that impoverished “third world” 
women of color are to blame for their poverty because of their 
uncontrollable fertility. The dynamics of international lending 
and structural adjustment programs also limit the amount of 
money national governments can spend on health care, which 
further strains the well-being of childbearing women.21 In her 
ethnographic study of childbirth among poor women in the 
Tamil Nadu region of southern India, anthropologist Cecilia 
Van Hollen clearly demonstrates how such policies can affect 
the childbearing experience. The routine insertion of IUDs 
immediately following births and abortions in Tamil Nadu is 
undertaken “often without informing women beforehand and 
sometimes explicitly against women’s wishes.”22 This is a far 
cry from the freedom that Odent imagineds “primal” women 
having as he attempteds to create a “natural” environment for 
his French clients.
     In interrogating the exoticization of birth in native and 
nonwestern settings, I wish to not only reveal the neocolonial 
dynamic these representations enact, but also to call for a 
clearer understanding of how childbirth experience is shaped 
by gender, race, and class in the context of global politics. The 
natural childbirth reform movement in the U.S., with its  its 
feminist roots in the women’s health activism of the 1970s23, 
has successfully incorporated gender-sensitive critiques of the 
negotiation of power in hospital birthing rooms.  
     However, the popular rhetoric of natural childbirth rein-
forces constructions of idealized white femininity as it holds 
up nonwhite women as model birthers. The next step toward 
the movement’s goal of improving childbirth for all people 
is to incorporate what Jayati Lal describes as “a nonuniver-
salizing feminist methodology that goes beyond colonialist 
representations of third world women.”24 By exchanging 
universalizing discourses of the “natural” for historically and 
politically contextualized understandings of childbirth and 
maternity, and creating the space for multiple communities to 
speak for themselves, advocates for childbirth reformwe can 
more successfully work together to improve the conditions 
under which women people give birth, while at the same time 
resisting the contemporary reinscription of colonial forms of 
dominance.
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Jade Beall began ‘A Beauti-
ful Body’ book project un-
knowingly. After shooting 
some self-portraits with 
her 5-week-old son Sequoia 
accompanied by a blog 
about her newly-round 
post-birth body, Jade was 
flooded with emails by 
mothers wanting to share 
their incredible, inspiring, 
& sometimes painful stories 
with her. It was then Jade 
realized she had to tell their 
untold stories, that a body 
of work begged to be creat-
ed! Through photographs 
& personal essays from 
these courageous mothers 
all over the country, Jade 
hopes to offer a powerful 
healing tool for Mothers 
everywhere - a new media 
platform that celebrates the 
un-photoshopped body of 
women.
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Kɔnɔtiɲɛ: Flowing from the Belly
by Molly Dutton-Kenny

 When I think about Bamako, 
the first thing I feel is the sweltering, fertile 
heat. There’s a palpable life force in the air, 
richer than any I’ve ever felt, as if the life 
overflowing from the banks of the Niger 
River can’t help but seep into the plants, the 
animals, the people. It is a city of abound-
ing fertility. Juicy mangos ripen and fall off 
their trees in abundance. Bulging bellies 
are a common sight, parting crowds in the 
market, brushing past you in their bright, 
bold prints. Everywhere you look there are 
babies, babies, babies.
     It was in Mali, West Africa that I had my 
first midwifery apprenticeship. My partner 
and I were studying abroad with our Uni-
versity. I was placed in a large compound in 
the neighborhood of Djelibougou, twenty 
minutes outside of downtown Bamako, 
Mali’s capitol city. Djelibougou had no pri-
mary health clinic. Kotine, the midwife with 
whom I worked, served as the only midwife 
for the neighborhood.  As a state trained 
and licensed midwife she spent many years 
working in hospitals downtown and later 
in the community clinics surrounding her 
neighborhood. Now in semi-retirement 
she took clients in her own home. One 
small room off the main courtyard shaded 
with mango trees was the birthing room. 
Laboring women were a common sight in 
our compound, their peaceful sways and 
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strained expressions normal to the 
extended family that lived with Kotine 
and her husband. 
    Just three days into my three 
months abroad, I got pregnant. I could 
feel the change in my body long before 
the test blared positive. I knew from 
my charts, the days ticking past my 
normal expected menstruation. 32. 33. 
34. The mosquitos started biting me 
more. I was restless, having intense 
dreams, intense mood swings. My 
breasts were tender to the touch, my 
body felt full. 
    The first person I called was my 
mother. I counted out colorful bills 
and sent them with my partner to 
the corner store. He came back with 
a phone card worth 5000CFA, and 
punched in the numbers to my pay-as-
you-go cell phone. 20 minutes to the 
USA. My mom answered the phone 
right away, and I could tell she was on 
a job site. She works as a landscaper 
in the San Francisco Bay Area. I could 
feel the heat of the summer as she 
said, “Oh I thought it was you when the 
number had a million digits in it! You 
just caught me hauling some rocks!” I 
stumbled over a hello before blurting 
out, “My period is late and I don’t know 

what to do. Actually, I really think I’m 
pregnant.” She asked what I planned 
to do, as if keeping the pregnancy 
was a viable option. In truth, it hadn’t 
even occurred to me. I explained that 
I couldn’t carry this pregnancy, not 
at this point in my life, not in Mali. 
And I wasn’t willing to go home. I 
had worked too hard to be here. She 
assured me if I could relax my period 
might still come. My period had never 
been so late in my life. I knew. 
     Two days later I took a pregnancy 
test.  The packaging was all in French, 
a language I didn’t read, but I knew to 
be hoping for a single, not double line. 
Two lines stared back at me.
     From the moment of confirmation 
from that white plastic stick I knew 
I would let the baby go. I was a full-
time student, just getting started on 
my midwifery education. My partner 
was a student musician. We had no 
income to speak of, no stability. While 
we dreamed of starting a family some-
day, now was simply not that time. 
Still, my connection with the being 
was strong. I remember placing my 
hands on my belly and swaying back 
and forth in the bathroom crooning 
“Oh little one, how miraculous you are! 

We love you already!” and at the same 
time, “But this is not the right time, this 
cannot be, please help me, I have to let you 
go.” 
     Abortion was illegal in Mali, but 
that didn’t mean it was impossible. 
We looked at herbs in the market, but 
didn’t see any that looked familiar. 
We decided to tell the Director of our 
study abroad program about the preg-
nancy. He was surprisingly supportive 
of whatever we decided. I wanted to 
ask Kotine what to do, but the Director 
cautioned against telling her. He wor-
ried, not knowing her position on the 
issue, that it would jeopardize my re-
lationship with her and create tension 
in my budding apprenticeship. 
     A couple days later, the Direc-
tor called to say a friend of a friend 
heard I could get help at the Clinique 
Pasteur. He didn’t know what kind of 
help, just that there was a sympathet-
ic gynecologist who was known for 
“this sort of thing.” He’d made me an 
appointment for Thursday. When he 
picked me up I was doing a prenatal 
consultation with Kotine. I had mea-
sured the mama’s belly, checked for 
anemia, and was just bending down to 
listen to heart tones when I heard his 
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moto pull up. We were late already so 
I had to leave the appointment, rush-
ing to grab my bags and crunching 
mango leaves under foot. 
     The Clinique Pasteur was the 
fanciest clinic in town. It was out near 
the embassies. We were greeted by a 
stern but friendly gynecologist who 
ushered us into the air-conditioned 
room. There were only two chairs so 
my parter stood in the back while I sat 
and the Director translated. 
     The gynecologist congratulated me 
on my pregnancy and asked if I’d be 
having the baby in West Africa. The 
Director hastily explained that I wasn’t 
planning to keep the pregnancy. She 
didn’t even bat an eye, just hauled me 
off to the ultrasound room to confirm 
dates. She printed out a picture for me, 
of my baby, a tiny bubble in ultra-
sound static. She wrote me a prescrip-
tion for the abortion pill, gave detailed 
directions to the only pharmacy in 
town that carried it, and sent us on 
our way. She said she wouldn’t keep a 
record of our appointment. 
     I spent my days helping other 
women bring their babies into the 
world, and my nights visualizing 
letting my baby go. There was nobody 
to talk to about what to expect with 
an abortion. I felt prepared emotion-
ally and spiritually, but unprepared 
physically. I had brought a handful 
of midwifery textbooks with me, 
and flipped through them in des-
peration, finding nothing helpful. I 
was confused why there was so little 
written on abortion by midwives. I 
felt let down by my community, like I 
had fallen into a void of fertility that 
midwives wouldn’t touch. I had never 
before noticed the birthing communi-
ty’s utter silence on abortion; now it 
was not only noticeable, but palpable 
and painful. 
     The day before my abortion the Di-
rector picked me up on the back of his 
moto. I jammed a helmet on my head 
as we sped away from my compound, 
my skirt flapping in the wind. We rode 
along the river, over the new bridge, 
and out to his apartment on the other 
end of the city. My partner was wait-
ing for me there, making spaghetti. 
The Director went to the pharmacy 
and got the pills for us. Mifepristone 
and Cytotec. Two sets of pills to be 
taken 24 hours apart. Without hesita-
tion I popped the first set of pills from 
their foil packaging and swallowed 
them.
     The next morning over breakfast I 
handed the Director the prescription 

paper the gynecologist had written for 
me. He translated that I was to take 
two pills of Cytotec to complete the 
abortion. I took the pills with me in the 
other room and laid down. My partner 
came in and laid beside me, his fingers 
reaching out to hold mine. I asked him 
to say a prayer with me, for our little 
one. We thanked it for choosing us as 
its parents, we explained that as much 
as we loved it, and could see ourselves 
wanting a baby one day, that day was 
not here yet. We were not ready to be 
its parents. We couldn’t give it the life 
it deserved. 
     I put two pills on my tongue and 
swallowed them. I closed the door, 
stripped off my clothes, and wrapped 
myself in a piece of boldly printed 
fabric. I thought of all the bellies 
I’d measured with Kotine, all the 
squirming babies born to strong, fierce 
mothers. I saw their faces, identified 
our experiences. 
     No sooner did I lay my head down 
than I had the urgent need to throw 
up. My partner grabbed a bowl just 
in time as I hurled the little I’d had 
for breakfast violently into its metal 
bottom. I glanced down and saw a 
drop of blood between my legs hit the 
tile floor. The instructions had said 
it was normal to bleed after an hour. 
It had been three minutes. I ran to 
the bathroom and sat over the toilet, 
watching the water in the toilet bowl 
turn red. My partner held a bowl out 
while I puked, each heave bringing 
more blood running down my legs. It 
was the most visceral, raw experience 
of my life, a grand expulsion of every-
thing inside me. 
     After a while I laid down to rest 
while my partner went to eat in the 
kitchen. I was bleeding heavily and 
feeling exhausted. I slept for an hour 
and woke up in a puddle of blood. 
I called out to my partner in a pan-
ic, running to the bathroom, blood 
trickling down my legs leaving a trail 
of deep red after me on the tile floor. I 
puked more, naked and bleeding over 
the toilet. “How much blood have you 
lost?” he asked gently “I don’t know,” 
I responded, “It’s so hard to tell.” I was 
silent for a couple more minutes and 
then added, “If it doesn’t slow down 
in the next half hour I need you to take 
me to the hospital.” I wanted support, 
wanted someone more lucid to tell me 
when the blood was too much, wanted 
someone else to tell me I was alright. 
Really what I wanted was a midwife.
     I asked to be alone. Alone with my 
body, my blood, and my little one. 

“Please help me,” I begged it, feeling 
queasy and faint, “please help me let you 
go.” Just then I felt something move 
inside me. In an instinctual movement 
that came from a deep place with-
in I raised my legs and bore down, 
pushed like I’d seen laboring mamas 
do, and out came a dark, fleshy clot 
just smaller than my fist. It sat there 
at the bottom of the toilet, a dark blob 
in bright red water. A wave came over 
my body and I instantly felt lighter, 
healthier. My nausea, a constant state 
I’d been living in for over a month, 
lifted. My bleeding stopped. I knew it 
was over. A banna. Finished. 
     Kotine never knew. The night I 
returned to my compound there was 
a young woman waiting, swaying 
with labor pains and ready to meet her 
baby. My womb was still emptying, 
our bodies were both transitioning 
out of pregnancy. I assisted her birth 
and twenty-one others during my stay 
in Mali. I stretched Kotine’s measur-
ing tape across hundreds of bulging 
bellies and caught one tiny, squirming 
baby in my hands the day before I left. 
     I never saw a contradiction between 
my values as an apprentice midwife 
and my decisions about my own 
pregnancy. I could still value healthy 
pregnancy and childbirth, and decide 
it wasn’t time for me. I regarded 
my pregnancy and the being inside 
me with the utmost reverence and 
gratitude, even as I chose to let it go. I 
approached each birth I attended with 
the same values, recognizing that at 
their core the mamas’ experiences of 
birth and my experience of abortion 
were far more similar than they were 
different. They are simply different ex-
pressions of pregnancy, of transition, 
of fertility, of life.

Molly Dutton-Kenny is a student 
midwife and full spectrum doula. She 
has assisted women in many com-
munities with births, miscarriages, 
stillbirth, and abortions. More than 
half of her training has been in West 
Africa, where she plans to return this 
fall. Molly will be teaching The Midwife 
as Abortion Provider: Historical and Con-
temporary Perspectives at SQUATfest 
this August.
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 Systems of adoption have always been enmeshed with the goals of the religious. From the Or-
phan Trains of the nineteenth century, run by the Protestant Children’s Aid Society, which targeted 
the “slum” children of Catholic Irish and Italian immigrants (living immigrants, it should be noted; 
the “orphan” part of the name was a misnomer or, more likely, a lie), to the maternity homes of the 
twentieth century, so often run by the Catholic Church and targeting the newborns of unwed moth-
ers. For each of these organizations (and countless others doing similar work), adoption has been 
alternately framed as a pathway towards religious redemption for parents who have committed the 
sin of non-marital pregnancy, or as an opportunity for salvation for children being reared outside of 
the true faith. In her new book, The Child Catchers: Rescue, Trafficking, and the New Gospel of Adoption, 
author Kathryn Joyce disentangles the complicated relationship between contemporary evangelical 
Christianity and American adoption.
     Unlike her subjects – devoted adoptive parents, adoption industry professionals, evangelical 
church leaders, politicians (both Democrats and Republicans alike) – Joyce focuses a generous but 
unforgiving lens on the darker sides of domestic and international adoption. For many unfamiliar 
with the ways corruption and coercion are infused within adoption’s power structures, Joyce’s 
diction of “trafficking” and “kidnapping” may seem startling or even hyperbolic – after all, isn’t 
this about saving children? But devout intentions only extend so far as she documents the illegal 
removal of children from Haiti after the earthquake, the history of the Baby Scoop era, the manipu-

lative mistruths furthered by modern day Crisis Pregnancy Centers, the fuzzy numbers propping up the language of an “orphan 
crisis” that does not seems to exist, and the outright preying on families in the developing world who cannot afford to support 
their families as they might like, but lack a cultural paradigm for understanding the permanency and separation of the American 
system of adoption. 

     Joyce writes:
This narrative of adoption as children rescue usually drowns out the more critical interpretation – that adoption is an 
industry driven largely by money and Western demand, justified by the misguided savoir complex that blinds Americans 
to orphans’ existing family ties and assumes that tickets to America for a handful of children are an appropriate fix for an 
entire culture living in poverty.

     This narrative is only strengthened, of course, when it is framed as a religious mandate, as part of God’s will for individual chil-
dren, families, and society as a whole. After all, if God wants this to be, well then all the endemic problems are merely details, and 
there is no room to questions the means, let alone the ends.
     The Christian evangelical embrace of adoption is rooted in history, in politics, in gospel, and it cannot be separated from the 
overarching goal of evangelicals – not to grow families, but to grow the body of the church. Adoption is not just a way of prevent-
ing abortion or helping children in (dubious) need, but a way of creating more Christians. This paradigm fundamentally alters the 
purpose of adoption,. Unmarried expectant women are called “selfish” for wanting to parent. Organizations like UNICEF, that 
support family preservation before widespread international adoption, are framed as villainous by United States senators. The 
message is clear: if you question the motivations for or system of adoption, or if you go so far as to stand in the way of an adoption, 
you are attempting to thwart God’s plan. As this increasingly becomes the context in which adoption is understood, it becomes 
impossible challenge the many problems that Joyce expertly lays out – and yet, all the more important to do so.

------
Gretchen Sisson is a sociologist and researcher focusing on issues of economic and reproductive justice, especially teen pregnancy 
and young parenthood, infertility, abortion, birth, and adoption. She currently works at ANSIRH at UCSF, and serves on the Board 
of Directors of Backline, a free talk line providing support for experiences related to pregnancy, parenting, abortion, and adoption.  
Follow Gretchen @gesisson on Twitter. 

This review originally appeared on The Declassified Adoptee at www.declassifiedadoptee.com/2013/04/the-child-catchers-guest-
review-by.html.



Mama Midwife is an adorable children’s book about the adventures of a midwife told from the perspective of her daughter. It is a 
great way to introduce the concept of midwifery to children and especially great for those who know midwives personally. The 
book is available in English, Finnish and Spanish, online and in print. The creative images ( such as a mouse using a doppler on a 
raccoon!) and touching writing makes it an excellent book for fans of midwifery to share with the kids in their lives.  

- Meghan @ SQUAT

Mama Midwife by Christy Tyrner http://www.mamamidwife.com/

Universal VIP, a short film by Gyasi 
Ross

Sick and tired of stereotypical, racist depictions of 
Native Americans in Hollywood? Wish you could 
find a great new movie to enjoy that is actually 
made by indigenous writers/directors/actors? 
Look no further. Universal VIP is a short film (15 
minutes) based on Blackfeet/Suquamish author 
Gyasi Ross’s story Unworthy. The team behind 
the film have even put it on YouTube, so you can 
watch for free.

The story centers around Thelma, a young Black-
feet woman reeling from the death of her only 
child, who finds herself caring for her friends’ chil-
dren while still longing for her own and wishing 

she could again be a mother. She regularly talks to the Creator as she works through her feelings...but is totally surprised when the 
Creator shows up, in the flesh, as a hunky young man who’s ready to provide her with a divine baby!

At this point I was a little skeptical, but I was totally won over by the fantastic performances by Lily Gladstone as Thelma and 
Tatanka Means as the Creator. And the ending was unexpectedly realistic and awesome. This is the rare movie that’s feminist and 
funny, moving and just a little magical. I can’t wait to see what the folks who made Universal VIP do next. 
Watch it today: http://youtu.be/6Gra5c0jMNk or go to the YouTube channel of CutBankCreekPress.

Summer 2013 l SquatBirthJournal.orgSummer 2013 l SquatBirthJournal.org



50 l SQUAT Bir th Journal

A Doula as Sacred Witness

 A Doula as Sacred Witness

    I go round and round about my ability to continue serv-
ing women who choose to birth in hospital. The emotional 
drain that an institutional birth has on me is intense. When I 
bring it up to other doulas, some nod, but often it isn’t widely 
acknowledged or discussed. There seems to be a pretty big 
fear of disclosing this “weakness” to colleagues. There is a 
conception that admitting residual trauma will make a birth 
worker inept; incapable of attending a mom adequately if she 
carries her own baggage. 
    Years of witnessing the spectrum of birth has caused me to 
become hyper-sensitive to certain things. Deviations from the 
physiological process make me tense. I am especially internal-
ly reactive to post-birth interruptions and newborn routines. I 
noticed recently, as I watched a video clip of a newborn about 
to endure deep suctioning, that the sight of the tube and the 
frantic newborn caused me to physically recoil; I began to ac-
tually turn away from the screen. My heart raced as I looked 
at the naked baby lying alone on a hard surface, cushioned 
only by the white receiving blanket under him. His fists 
balled up, curled-in legs kicked as though running in slow, 
uncoordinated motion – reminiscent of the way I run while 
trying to escape the recurring monster in my dreams. His 
head turned to the side, mouth open, desperately searching in 
vain for his lifeline, his only source of security. 
    We have, as a culture, been trained to believe that this, like 
most other routine birth interruptions, is a normal part of 
entrance into the world. That this baby is receiving the best 
care possible. That, in the end, he and mom are “healthy” and 
that’s all that matters. But in reality, the image I’ve described 
is of a human being in severe distress. And these repeated 
exposures to distress leave a lasting imprint on a doula. 
    The process of unpacking a hospital birth is an event. One 
that plays out in the hours and days following, and ultimate-
ly weaves itself into the fabric of my life. Even in the births 
where there is not overt trauma, the subtle disempowerment 
routinely doled out to women is burdensome.  
    Like the doctor who shows up fifteen hours into a woman’s 
triumphant labor, in time for the last twenty minutes of push-
ing and offers a pudendal block so that the woman will stop 
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carrying on. Or the midwife who clamps the cord immediate-
ly, without warning, and then, when mom calls her out, stops 
and sets the scissors down — as if waiting for the pulsing to 
end, as if pretending the clamps aren’t already snapped in 
place, as if her sudden passiveness will undo the premature 
squelch. I can’t be certain that I kept my snort inaudible when 
mom called her out on that, too.    
    But then there are the moments of serious trauma. The ones 
I walk away from with my head in a whirl, the experience 
like a hallucination. The times where a woman yells for her 
care provider to stop doing a vaginal exam, to no avail. Or, 
worst of all, the woman physically forced onto her back and 
held there, while she thrashes and squirms, a victim about to 
succumb to some sort of medieval torture.  
    These moments are ever-present. Not always transparent, 
not always at the surface; but there.There for me to tap into 
when I want or need to; there for me to contend with when 
they flash to mind inconveniently. These are the moments that 
seep into the pores of my soul; that create, reshape, and mold 
who I am. As a woman, as a birth worker, and ultimately, as 
an activist.
    I pretty routinely watch a bizarre unfolding of events in 
the moments following birth. Even in the moments follow-
ing an abusive birth. I chalk it up to the rush of oxytocin and 
resultant displaced affection. Whatever the impetus, women 
and their partners laud their care provider with accolades – 
praise her for her “help.” They stroke her ego, slap on another 
lacquered layer to her White Horse trophy, as she smiles, 
puffs up her chest and gives her pat response of, “Oh, honey, 
you did it.”  
    When they turn to me and offer up the same form of 
indebtedness, I am glued as an accomplice to the perpetrator. 
My service, though much different from the care provider’s, 
is now lumped into the same form of “rescue.” My goal of 
empowered support has been reduced, contorted, muddied.  
    At what point does a doula cross the line from being a 
sacred witness to being an enabler — an accomplice even — 
in The System? Does my ability to connect with and provide 
consolation with the Inner Feminine across time and space 
surpass a need for immediate justice for a woman being 
violated? What messages are we, as birth workers, sending 
to care providers when we continue to support the women 
in their abusive care? How can we advocate for respectful, 
dignified birth while we simultaneously participate in the 
present System, fraught with and fueled by opposing forces?  
    While writing this piece, amidst my own struggle with my 
work within The System, I attend a birth. Like all other births 
in recent history for me, I ready myself with an amalgamation 
of excitement and trepidation infused with anxiety. As I grab 
my doula bag, slip on my Crocs and wool sweater and step 
out into the cold night air, I wonder, as I’ve wondered with 
each hospital birth for the past several years, if this will be my 
last. I anticipate the moment – the one that grips me by the 
throat and screams “you can’t do this anymore!”  
    I am with this laboring couple for about six hours, and 
things are moving slowly so I decide to step away to grab a 
quick bite to eat. They are serving up scrambled eggs, bacon, 
spicy beans and rice with chicken and piping hot coffee from 
a local roaster. It is hospital food and it is divine. I feel refu-
eled and energized as I round the corner back to the room.
    I see her from a distance, sitting at the computer desk 
situated just outside of their door. It is her distinctive blonde 
hair, frozen solid in its perfect waves, the way she leans back, 
legs outstretched, conveying an air of arrogance that give her 
away. My walk slows as the looming shift-change waves like 

a hurricane flag in front of my face, and after-images of past 
births scroll like a slideshow on crack through my mind. My 
heart pounds and I wonder, why-oh-why, this doctor seems 
to be on call every time I’m here!  
    It is not until I step inside and close the heavy door quietly 
behind me that I remember that this woman is not with that 
doctor’s practice. The relief I feel is almost indescribable. 
Nearly any care provider could walk in at this point and 
things will be fine; we’ll be able to navigate anything.  
    The shift change comes just as mom begins feeling pushy. I 
find the new doctor to be abrupt and rude, particularly with 
the nursing staff, but he is compliant with the couple’s wish-
es; he doesn’t even bat an eye at their request to “delay” cord 
clamping. He leaves as abruptly as he showed up. The three 
of us still wrestle with the nursing staff over who has rights 
to the baby, but overall, mom feels powerful and competent 
when I leave her side a couple of hours later.
    I call to alert my partner that I’m on my way home (essen-
tial if I am to complete my post hospital ritual of de-germing). 
I sneak in the back door, drop my shoes and socks into the 
washing machine, unload my canvas bag and drop it in, as 
well, and tiptoe to the bathroom for a hot shower. Afterward, 
I drop the rest of my things into the washer and run it on hot.
    I yell the all-clear, and I’m surrounded by kiddos. My 
older two snuggle up next to me on the couch to hear about 
the mama’s birth, and my toddler runs to me yelling, “Ziss! 
Ziss!!” (Nurse! Nurse!) After a few moments of reconnecting, 
my older two scurry off to a friend’s to play, and I stumble up 
the stairs for a well-earned nap.  
    Several hours pass and I awake to the smell of dinner cook-
ing, and the sounds of my toddler banging cups together in 
the tub.  As I slowly descend the stairs, I realize that this has 
been the birth.                
    In that moment of standing behind the doctor in the hall-
way — the moment of internal panic, of churning stomach 
and of flashbacks — I drew my line. It wasn’t scrawled firmly 
in Sharpie as it had been in my fantasies, the one where I run 
away with a final “F-you,” middle finger in the air as I drive 
out of the hospital ramp one last time, feeling all smug and 
above the System. That’s not how it went. Instead, my thresh-
old was built around the practitioner’s door. For, it is not just 
the pregnant woman who needs to choose her care provider 
carefully.  This doula does, too.  

In addition to her doula work and homebirth classes, Kathi 
Valeii runs a consciousness raising group called, “Roots and 
Seeds,” which focuses on justice issues in the birthing system. 
She is actively involved in the human rights in childbirth 
activist movement. Her blog, www.birthanarchy.com, and 
developing manuscript, tackle the subject of human rights in 
childbirth.
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