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ABSTRACT OF THE DISSERTATION 

Choreographing Childbirth: Tactics and Techniques of Motherhood 

 

by 
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Doctor of Philosophy, Graduate Program in Critical Dance Studies 

University of California, Riverside, December 2020 
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Choreographing Childbirth: Tactics and Techniques of Motherhood is the first 

Dance Studies analysis of childbirth and gestational parenthood. This study combines 

ethnography and choreographic analysis of twenty-one Southern Californian mothers’ 

childbearing journeys during the latter part of the 2010s. By focusing on the mothers’ 

learned techniques of the body, I highlight the tensions of embodying pregnancy, birth, 

and post-partum amidst overarching technocratic medical choreographies. Current 

childbirth scholarship substantiates how the U.S. maternal health care’s system treats the 

woman’s body as a vessel or dis-embodied machine that produces babies. This 

dissertation examines how mothers respond to, evade, and go along with maternal health 

medical choreographies.  

 I pivot to highlight how pregnant parents employ choreographic tactics using 

specific techniques of the body in order to embody motherhood under the umbrella of the 
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medical industrial complex’s regulations and surveillance, complicating the idea that 

control systems such as the hospital produce docile bodies.  Drawing from Andre 

Lepecki’s ideas of choreopolice and choreopolitics, I use ethnography and choreographic 

analysis to reveal how the mothers in this study deliberately learn and employ techniques 

of the body throughout pregnancy, birth, and post-partum to activate their own autonomy 

while they are simultaneously caught up in larger structures of inequity.  I demonstrate 

how the participants in this study proactively adapt to set choreographies of care while 

interweaving their own, illuminating the greater complexity of the politics of power, 

control, agency, and knowledge at the site of the maternal body.  
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Introduction: Choreographing Tactics, Embodying Motherhood 

Turquoise-gloved hands reach out and up on a large street billboard sign next to a 

Riverside county hospital.1 A white, chunky baby floats above the disembodied hands 

next to a slogan proclaiming, “We catch YOUR babies!”  The sign’s implied goal is to 

create a level of trust in the dismembered hands which represent the doctor, or the 

hospital. They’ll catch any baby, even a flying one. Yet, the sign also reveals systemic 

issues undergirding maternal health care in the United States—pervasive commonplace 

disembodiment of the gestational parent, dichotomy between mother and baby as separate 

entities, and an overall sense of there not being a need for a mother in the event of birth. 

Yet, doctors do not “deliver” babies, mothers birth them.   

“Choreographing Childbirth: Tactics and Techniques of Motherhood” is the first 

Dance Studies analysis of childbirth and motherhood. This study combines ethnography 

and choreographic analysis to highlight the tensions of embodying motherhood in current 

United States maternal healthcare by focusing on how twenty-one pregnant mothers in 

Southern California in the later 2010s learned to birth and negotiate medical 

choreographies in labor and delivery. Current EuroAmerican childbirth scholarship 

illuminates how these examples—such as the hospital’s advertisement of gloved hands 

and the bifurcated motherbaby—show systemic and pervasive eliding of the gestational 

parent and the detrimental effects of policy, rhetoric, and cultural beliefs of the woman’s 

 
1 In full compliance with the Human Research Review Board at the University of 

California, Riverside, I do not give specific names for the people nor the places I 

interacted with during my research year between the summer of 2016 and the summer of 

2017. 
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body as vessel or dis-embodied machine that produces babies.2  Mothers’ own stories of 

how they themselves embody parenthood and negotiate these systems of control are often 

elided or only used to show evidence of maltreatment under the care of the medical 

industrial complex.3 In this dissertation, I argue that, as shown by my case study 

interviews, pregnant mothers choreograph tactics to embody motherhood under the 

umbrella of the medical industrial complex’s regulations and surveillance, complicating 

the idea that control systems such as the hospital produce docile bodies. Though I am 

critical of the medical model of childbirth and the medical industrial complex’s dis-

embodying practices towards the maternal body, I am at the same time drawn to how the 

mothers in my study proactively adapted to set choreographies of care while interweaving 

their own, illuminating the greater complexity of the politics of power, control, agency, 

and knowledge at the site of the maternal body. Drawing from Andre Lepecki’s ideas of 

choreopolice and choreopolitics, I use ethnography and choreographic analysis to reveal 

how the mothers in this study deliberately learned and employed techniques of the body 

throughout pregnancy, birth, and post-partum to activate their own maternal autonomy 

while they are simultaneously caught up in larger structures of inequity.   

 All of the subjects in my dissertation are cisgender heterosexual women who 

become first-time mothers or are second-time mothers; however, I am cognizant of the 

 
2 This dissertation utilizes Euro-American scholarship on childbirth and does not 

draw on maternal health literature from Asia, Africa, or South America.  

3 I address and explain the term “medical industrial complex” in this chapter’s 

section on maternal health scholarship. 
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fact that not all mothers are women, and not all women are mothers.  To avoid 

reinscribing that equation, I employ a range of terms that reflect my desire to be both 

specific and expansive in my claims.  In this dissertation I use the terms mother, maternal 

body, motherfetus, motherinfant or motherbaby to describe my cisgender heterosexual 

participants.  When making more expansive claims, I use gestational parent, pregnant 

body, pregnant person, and feminist scholar Chikako Takeshita’s re-conception of the 

mother-baby dyad as motherfetus-holobiont to both “loosen the grip of gender on our 

imaginings of pregnancy” and to challenge the binarism between the gestational parent 

and fetus that haunts maternal healthcare studies.4 Though maternal healthcare studies 

has made great strides in addressing how multiple people—not just women—get 

pregnant and give birth, Takeshita argues that “the fact that not all pregnant or potentially 

pregnant persons are mothers or women has yet to transform our language and conceptual 

frames substantially.”5 Takeshita employs the term motherfetus-holobiont to combat the 

Westernized technocratic imperative that keeps the gestational parent and the fetus 

separate and distinct from one another.6 Takeshita contends that by using a “nondualist” 

motherfetus, scholarship has the potential to refuse the habitual “distinction between the 

Maternal and Fetal organisms by foregrounding symbiosis as the material basis of the 

 
4 Chikako Takeshita, “From Mother/Fetus to Holobiont(s): A Material Feminist 

Ontology of the Pregnant Body” Catalyst: Feminism, Theory, Technoscience 3, no. 1 

(2017) https://doi.org/10.28968/cftt.v3i1.28787, 5. 

5 Takeshita, “From Mother/Fetus to Holobiont(s),” 5. 

6The technocratic imperative rests on mind/body dualism and the insistence that if 

technology is available, it must be used. 

https://doi.org/10.28968/cftt.v3i1.28787
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pregnant body.”7  She utilizes holobiont to recognize how the pregnant body is in itself a 

nonindividualistic system that depends on bacteria and other organisms to survive.  I 

largely refer to my participants as mother, because they self-identify as mother. I also use 

motherbaby, nodding to Takeshita’s address of the mother and infant as a system rather 

than individuating the gestational parent and fetus through binarism.  

Yet, even as I push back against cartesian, gendered language, I acknowledge that 

there is a messiness to naming the system that envelops the gestational parent and 

fetus/neonate as the mother or motherbaby.  These terms carry a gendered connation and 

using the term baby instead of fetus may add fuel to anti-abortion ideology that both 

upholds fetal personhood and champions fetal independence. However, I find that both 

mother and motherbaby, in all their contradictions, still are useful terms in their ability to 

address gender-specificity and to challenge the individuation of the fetus/baby from the 

gestational parent, creating new ways for scholars to explore motherhood and gestational 

parenthood.8     

 
7 Takeshita “From Mother/Fetus to Holobiont(s),” 5. 

8  Taking direction from Chikako Takeshita, I capitalize “Women,” “Mother,” 

“Fetus,” and other similar terms to “refer to hegemonic accounts of particular objects of 

science” to “signify the materiality of these entities that are produced through the 

legitimizing apparatus of Science and accepted as ‘official knowledge.’” Takeshita, 

“From Mother/Fetus to Holobiont(s),” 21. 
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For this dissertation, I interviewed twenty-one mothers in Riverside, California.9 

In the interviews with the mothers, I analyze how they gain techniques of the body 

through choreographies of pregnancy, birth, and post-partum—the medical directives, 

childbirth education classes, and stories from mothers, sisters, and friends.  

“Choreographing Childbirth” asserts that a gestational parent’s embodiment is learned; 

the mothers in this study choreographed distinct scores based on techniques of the body 

to negotiate established medical choreographies.  These techniques were learned socially, 

through interactions with medical providers, and through interactions with childbirth 

education professionals and more.   

This introduction enters the discussion on gestational parent embodiment and 

techniques of the body, drawing attention to the critical role of the intelligible, agentive 

pregnant body. The introduction explains why Critical Dance Studies is needed at this 

juncture to understand how gestational parents activate their own autonomy while 

negotiating larger structures of inequity. After introducing the scope of the project, I 

describe the key terms of this study, my call to action, the seeds of this dissertation 

project, scholarship on maternal embodiment, my methodological approach, theories, and 

the chapter outline.  

 

 
9 More information on this study’s anonymous participants can be found in the 

“Meet the Moms” section of this chapter and Appendix I, “Biographical Profiles of 

Participants.”   
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SCOPE OF THE U.S. MATERNAL HEALTHCARE CRISIS AND THIS 

DISSERTATION PROJECT 

“Choreographing Childbirth” was researched and written between 2016 and 2020. In 

these four years, not much progress has been made in improving maternal healthcare in 

the United States.10 The Centers for Disease Control (CDC) reports that, “for 2018, the 

maternal mortality rate is 17.4 per 100,000 live births in the United States,” which is 

3.7% higher than the last comprehensive study conducted in 2007.11 Amnesty 

International argues that in 2011 we were living in a maternal healthcare crisis due to the 

high number of preventable maternal deaths, especially for Black and indigenous 

 
10 According to the CDC, a “maternal death is defined as ‘the death of a woman 

while pregnant or within 42 days of termination of pregnancy,’ but excludes those from 

accidental/incidental causes.“ “First Data Released on Maternal Mortality in Over a 

Decade,” National Center for Health Statistics, last modified January 30, 2020, 

https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2020/202001_MMR.htm.  

11 In 2020 California, Black babies are still more likely to be born preterm or at a 

low birth weight. Black mothers and infants are still more likely to die due to pregnancy 

and birth complications. The California Health Almanac details, “Black infants in 

California died at rates that were two times higher than Asian and white infants. The 

disparities were even greater for women giving birth, with mortality rates for Black 

women nearly four times higher than for white women.” Jen Joynt, “Quality of Care: 

Maternal Health and Childbirth 2020” California Health Almanac, Last Modified March 

24, 2020, https://www.chcf.org/publication/2020-edition-quality-of-care-maternal-health-

and-childbirth/. 

https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2020/202001_MMR.htm
https://www.chcf.org/publication/2020-edition-quality-of-care-maternal-health-and-childbirth/
https://www.chcf.org/publication/2020-edition-quality-of-care-maternal-health-and-childbirth/
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mothers.12 In the U.S., mothers are more likely to die of pregnancy-related causes than in 

forty-nine other countries, though patients, insurance companies, and government 

programs pay the most per capita for healthcare services than any other country in the 

world.13 Most recent academic work on childbirth in the U.S. is written to address this 

catastrophic maternal healthcare system.  Systemic racism and violence against women 

are at the heart of these issues.  

The sunshine state has a well-documented history of atrocities committed against 

women—especially women of color.14 The state of California legally sanctioned the 

practice of eugenics between 1909 and 1979.  Doctors were not only allowed to but were 

 
12 More than half of these maternal deaths in the United States are preventable. In 

medical terms, they are iatrogenic—inadvertently caused by the doctor.  Marsden 

Wagner, Born in the USA: How a Broken Maternity System Must Be Fixed to Put Women 

and Children First (Berkeley, CA: University of California Press, 2008), 11. Of those 

deaths, women of color are more likely to die. A Black woman has a thirty-four percent 

greater chance of mortality during pregnancy or birth than a white woman. “One Year 

Update: 2011,” Deadly Delivery: The Maternal Health Care Crisis in the USA, Last modified 

May 7, 2011, https://www.amnestyusa.org/reports/deadly-delivery-the-maternal-health-

care-crisis-in-the-usa/ 2011, 5.  

13 Though most nations have experienced a decline in maternal deaths, the U.S. 

has experienced an incline between 1990 and 2008. “One Year Update: 2011,” 3 and 

Wagner, “Born in the USA,” 7.    

14 Birth justice scholar and advocate Julia Chinyere Oparah argues “obstetrical 

apartheid” has current day ramifications for gestational parents of color. She contends 

that the history of eugenics informs the current disparities in U.S. maternal healthcare for 

Black gestational parents, particularly. She writes, the “White supremacist eugenics 

movement advocated sterilization and contraception to limit African American, 

immigrant, and indigenous women’s reproduction while pressing white women to have 

more babies as a mean to ‘improve the race.’” This discussion will be elaborated on in 

the second chapter of this dissertation. Julia Chinyere Oparah, Birthing Justice: Black 

Women, Pregnancy, and Childbirth, (New York, NY: Routledge), 2016, 7. 

https://www.amnestyusa.org/reports/deadly-delivery-the-maternal-health-care-crisis-in-the-usa/
https://www.amnestyusa.org/reports/deadly-delivery-the-maternal-health-care-crisis-in-the-usa/
https://www.amnestyusa.org/reports/deadly-delivery-the-maternal-health-care-crisis-in-the-usa/
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also encouraged to practice eugenics against Indigenous women, Black women, Latinx 

women, and women with disabilities through forced or coerced sterilization. Twenty-

thousand women, a third of the U.S.’s forced-sterilizations, took place in California 

during this time.15 California’s practice of eugenics became well known for its influence 

on the German Third Reich’s early years of cultivating Nazi eugenics.16 No Más Bebés, a 

documentary that examines how Mexican immigrant women were coerced into 

sterilization while giving birth in Los Angeles County at the USC Medical Center in the 

1950s and 1960s, demonstrates how the systemic racist agenda of both public policy 

makers and medical doctors were complicit in the project of eugenics.17  

Today in California there are pervasive issues with medical providers allegedly 

assaulting women in labor by conducting vaginal examinations without consent, breaking 

waters without consent, forcing episiotomies, mandating surgery for breech births, and 

more.18 The struggle for maternal autonomy foregrounds many issues in maternal 

 
15 Alex Wellerstein “States of Eugenics: Institutions and Practices of Compulsory 

Sterilization in California” in Reframing Rights: Bioconstitutionalism in the Genetic Age, 

ed. Sheila Jasanoff (Massachusetts: The MIT Press, 2011), 29. 

16 Adam Cohen, Imbeciles: the Supreme Court, American Eugenics, and the 

Sterilization of Carrie Buck (New York: Penguin Press, 2017). 

17 NO MÁS BEBÉS, Renee Tajima-Peña, Moon Canyon Films, 2015. 

18 A hospital disallowed vaginal breech births due to liability issues in September 

2016.  I attended this protest as an activist. Bradley Zint, “Activists Protest Hospital's 

Vaginal-Breech Delivery Ban,” Los Angeles Times, September 10, 2016, 

https://www.latimes.com/socal/glendale-news-press/tn-gnp-me-hospital-protest-

20160909-story.html.https://www.latimes.com/socal/glendale-news-press/tn-gnp-me-

hospital-protest-20160909-story.html. 

https://www.google.com/search?rlz=1C1CHBF_enUS906US906&sxsrf=ALeKk03ZpxI1RS0oNlpxrXImmQT39saQ4Q:1602544742101&q=Renee+Tajima-Pe%C3%B1a&stick=H4sIAAAAAAAAAONgVuLSz9U3MC7PqDAqe8Royi3w8sc9YSmdSWtOXmNU4-IKzsgvd80rySypFJLgYoOy-KR4uJC08SxiFQpKzUtNVQhJzMrMTdQNSD28MREAA8EwvFsAAAA
https://www.latimes.com/socal/glendale-news-press/tn-gnp-me-hospital-protest-20160909-story.html
https://www.latimes.com/socal/glendale-news-press/tn-gnp-me-hospital-protest-20160909-story.html
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healthcare. U.S. Healthcare advocate Cristen Pasucci shares that “even when women do 

feel instinctively that something felt wrong [with their medical treatment] during birth, 

they’re told by friends or colleagues that it’s an invalid response, with comments like, 

‘Well, is your baby healthy? Is your baby alive?’”19  This common treatment of the 

mother as only a vessel for a living healthy neonate reduces her body to just a vessel that 

labors in the service of birthing a new life.20 In this dissertation, I investigate how a set of 

mothers negotiate both these systems of care and ideologies of the mother as a vessel or a 

machine to be fixed through close analysis of techniques of the body in pregnancy and 

birth. 

While the majority of mothers I interviewed were white, racial hierarchies in 

childbirth also have implications in terms of whiteness. In particular, as I show in chapter 

two, the history of childbearing cannot be disentangled from a project of shoring up 

whiteness, often implicitly and sometimes explicitly. My understanding of whiteness as a 

racial formation draws on the work of scholars in feminist studies as well as Critical 

Dance Studies and Ethnic Studies.21  I apply these understandings of whiteness most 

 
19 Beth Greenfield, “Woman Forced into Violent Episiotomy Settles With 

Doctor,” Yahoo! News, March 15, 2017, https://www.yahoo.com/news/woman-forced-

into-violent-episiotomy-settles-with-doctor-182947205.html. 

20 Gestational parents in 2010s U.S. hospital births are often put into supine 

positions on their backs in their hospital beds by their nurses or doctors. They can be 

attached to machines in numerous cybernetic ways: intravenous fluids running to veins in 

the crook of the elbow, a catheter attached to the urethra, electronic fetal monitoring 

strapping around the lower belly, a fetal scalp electrode which clips to the baby’s head 

during labor, a flexible needle attached to the spine administering an epidural, and more. 

21 In this dissertation, I conceptualize whiteness as a racial formation with 

intrinsic ties to property, as a “valuable asset” that is actively protected, as a facilitator of 



 

10 

 

 

directly to my historicization of the natural childbirth movement, a project that depended 

on ideas of “naturalness” which appropriated cultural constructions of an indigenous 

 

cultural appropriation, and as a significant advantage in negotiating healthcare. On the 

role of whiteness in U.S. women’s history, see Cheryl Harris, "Whiteness as 

Property," Harvard Law Review 106, no. 8 (1993): 1707-791; Eva Cherniavsky, 

Incorporations: Race, Nation, and the Body Politics of Capital (Minneapolis: University 

of Minnesota Press), 2006; Jenny Reardon and Kim Tallbear “‘Your DNA Is Our 

History,’” Current Anthropology 53, no. S5 (2012).  For more on whiteness in Dance 

Studies, see Anthea Kraut, “White Womanhood, Property Rights, and the Campaign for 

Choreographic Copyright: Loïe Fuller’s Serpentine Dance,” Dance Research Journal 43 

(2011); Joanna Bosse, “Whiteness and the Performance of Race in American Ballroom 

Dance,” The Journal of American Folklore, Winter, 2007, Vol. 120, No. 475 pp. 19-47; 

Caroline Joan Picart, Critical Race Theory and Copyright in American Dance: Whiteness 

as Status Property (New York, New York: Palgrave McMillan), 2013. 

Cheryl Harris argued that whiteness is not just a racial identity, but a form of 

property in her 1993 article “Whiteness as Property.” Harris made the distinction that 

whiteness is a “property interest entitled to protection,” a “valuable asset” and “treasured 

property in a society structured on racial caste.”  Cheryl Harris, “Whiteness as Property,” 

1766, 1713.   

Critical Dance Studies scholar Anthea Kraut extended Harris’s argument, 

addressing how whiteness as property can “facilitate the dynamics of appropriation.” In 

this dissertation, I apply Kraut’s understanding of whiteness to the messy histories of 

childbearing, illuminating how the project of whiteness in the natural childbirth 

movement depends on cultural appropriation. Anthea Kraut, “White Womanhood, 

Property Rights, and the Campaign for Choreographic Copyright,”12. 

Scholars Jennifer Malat, Rose Clark-Hitt, Diana Jill Burgess, Greta Friedemann-

Sanchez and Michelle Van Ry in their 2010 article “White doctors and nurses on racial 

inequality in health care in the USA: whiteness and colour-blind racial ideology” discuss 

how white providers use color-blind ideology to treat their patients, yet, at the same time 

are affected by their patients’ whiteness in making decisions. They argue, “by [medical 

doctors] responding that white patients’ demands help explain racial inequality in health 

care, the providers suggest that they are strongly affected by white patients’ opinions in 

some matters and suggest a route by which whites gain advantage in health care.” 

Jennifer Malat, Rose Clark-Hitt, Diana Jill Burgess, Greta Friedemann-Sanchez and 

Michelle Van Ry, “White doctors and nurses on racial inequality in health care in the 

USA: whiteness and colour-blind racial ideology” Ethnic and Racial Studies, 33:8, 2010, 

1431-1450, DOI: 10.1080/01419870903501970.  
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other and that ultimately safeguarded whiteness.  A more direct exploration of the 

legacies of whiteness’s role in the politics of childbirth is beyond the scope of my 

dissertation but remains an important area for future study.    

 

MEET THE MOMS 

Between the summer of 2016 and the summer of 2017, I interviewed mothers and 

attended childbirth education courses as a researcher.22 Twenty-one pregnant mothers 

were interviewed for this dissertation.  I aimed to interview mothers when they were 

pregnant and then close after their birth experiences. Eighteen participants lived within 

Riverside County at the time of the interviews, and the outlying three lived in Los 

Angeles or Orange County. Ten of the participants were interviewed during their prenatal 

and post-partum period. Four of the participants were interviewed twice during their 

prenatal period and once in their post-partum period. The remaining seven participants 

were interviewed once, six in their post-partum period and one in their prenatal period. 

Seventy-four percent of the participants self-identify as white, twenty-one percent 

identify as Latinx, and less than one percent identify as Black. Sixty-seven percent of the 

participants range in ages between thirty and forty, the rest of the participants are either 

 
22 I attended childbirth education courses at two different Riverside County 

hospitals and three different private childbirth education courses in Riverside County. 

The attendants for these courses are not counted in my total number of participants, yet 

the information I gleaned from observing helped shape this study.   
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under thirty or over forty years of age.  Sixty-eight percent of the participants had at least 

a bachelor’s degree. Thirty-seven percent of the participants had a master’s degree.23 

To attract participants, I shared the project idea on public motherbaby social 

media groups.24  Many of the participants joined the project due to one of my 

advertisements on the social media site, Facebook. Interviews took place at the mother’s 

choosing—coffee shops, their homes, parks, and restaurants. At times I brought my own 

child to the interview if the mother’s children needed a playmate while we chatted. Other 

times, mothers were happy to meet one-on-one for much coveted adult-only 

conversation. Interviews lasted between forty-five to ninety minutes.  

The participants in this study were guaranteed anonymity. In this dissertation, the 

participants’ names have been changed.  I have also made identifying information about 

the mothers general enough to afford them the utmost privacy. This dissertation is in full 

compliance with the Human Research Review Board at the University of California, 

Riverside.25 

 
23 The majority of this study’s participants are white, middle-class mothers. This 

dissertation is not a quantitative study, it is a qualitative study intended for drawing 

attention to how techniques of the body highlight maternal autonomy (or lack thereof). In 

attempting to gain participants for this study, mostly white and Latinx women 

volunteered to participate. See Appendix I for more information regarding the mothers in 

this study. Also see the Research Integrity section in this chapter on page 13. 

24 See Appendix III for a sample of the hardcopy flyer and social media post. 

25 See Appendix II for the consent forms mothers signed prior to becoming 

participants. 
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The actual questions I used to prompt open-ended discussion can be found in 

Appendix IV. I interviewed in an open format, enabling the mothers the platform to share 

their story on their own terms. I transcribed each interview during my research year and 

coded each participant’s name to guarantee anonymity. I had imagined finding 

participants and collecting this data to be a difficult project, yet, upon beginning my 

interviews, I was struck by the eager openness of most of the participants.  Many of the 

mothers knew I was a birth activist and wanted to tell their stories to effect positive 

change in the maternal health industry. Though I stated that this project was a movement 

study on birth, many of the mothers felt that their stories had the ability to call attention 

to the ongoing disparities in U.S. maternal healthcare. In the words of Maddy, a mother 

who participated in this research project, “We have to do something about this, and I 

believe this a good step in the right direction”— the first “this” being the pervasive 

elision of maternal autonomy in maternal healthcare. In listening to their stories, a trust 

and intimacy were born between mother and researcher.  This intimacy developed in the 

form of a reciprocal relationship. I gave what I could in the form of a copy of their 

interview if requested, an empathetic listening ear, information regarding access to 

classes, providers, and therapists, and referrals for doulas and maternal healthcare 

providers.  

 

ETHNOGRAPHIC SITE 

The Inland Empire is a region that spans more than 27,000 square miles of Southern 

California.  The region is home to Riverside and San Bernardino Counties, which have an 
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approximate population of four million.  The city of Riverside, where the bulk of my case 

studies take place, is the twelfth largest city in California.  Riverside itself was 

established in the late nineteenth century and was known as the citrus capital of the 

world.  Riverside’s first hospital opened in 1893, ten years after the city’s official 

incorporation.  Prior to that, women had their babies at home or travelled to Los 

Angeles.26  

As of 2016, hospitals in Riverside County all provide free or affordable prenatal 

education.  Cesarean section rates at Riverside County hospitals vary between twenty-

nine and thirty-two percent.27 In Riverside County, preterm birth rates range between 8.5 

and 9.5 percent, within the average of California’s 8.8 percent preterm birth rate.28 The 

total average cost of a vaginal birth in the Inland Empire is $11,292, with the patient 

paying around $1,324; for cesarean births, the average cost is $16,270, with the patient 

paying around $1,806.29 These rates represent the state’s average rate of out-of-pocket 

 
26 “Historical Timeline,” Riverside University Health System, 

http://www.ruhealth.org/en-us/medical-center/about/Pages/timeline.aspx. Accessed June 

06, 2020.   

27 Two nurses I interviewed during childbirth education courses at a Riverside 

county hospital shared that at least half of the mothers end their birth experiences in 

cesarean sections in their wards, every day.  When I shared the rates for their hospital 

(33% cesarean rate), both nurses believed the statistical data to be skewed, arguing that 

their cesarean rates were actually almost 50%. 

28 Jen Joynt, “Quality of Care: Maternal Health and Childbirth 2020,” 25. 

29 Jen Joynt, “Quality of Care: Maternal Health and Childbirth 2020,” 42. 

http://www.ruhealth.org/en-us/medical-center/about/Pages/timeline.aspx.%20Accessed%20June%2006
http://www.ruhealth.org/en-us/medical-center/about/Pages/timeline.aspx.%20Accessed%20June%2006


 

15 

 

 

payment for patients. Gestational parents in Riverside have several home birth and birth 

center options. 

Riverside County, where most of the participants in this study live, is a 

microcosm of California’s maternal healthcare system. By cost of birth experience, 

vaginal and cesarean birth rate, and preterm birth statistics, Riverside County mirrors 

California’s larger statistical trends.  Riverside County itself is a fascinating place to 

situate a study on birth, due to tensions between several large hospitals competing with 

independent midwives and birth centers. There is a significant strain between ideologies 

of birth practices in the county that shows similarities to the larger macro tensions in 

United States maternal healthcare. 

 

RESEARCH INTEGRITY 

Initially this project began with the idea that I would attend birth experiences, writing 

down my own observations of gestational parents’ movements in labor. As such, the 

approval process took almost a year due to the strict requirements of doing research with 

pregnant people.30 The Human Research Review Board (HRRB) at UCR wanted prior 

approval from hospitals or birth centers before granting me approval to attend births. 

Hospitals and birth centers wanted prior HRRB approval before they gave their approval 

for me to attend births.  

 
30 Extra approval was needed to work with pregnant women. For HRRB, I filled 

out Addendum C to disclose any possible risk to my pregnant participants. The study was 

approved to begin, finding that there would be zero to low risk for the pregnant 

participants in my study. 
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Eventually, on July 9, 2016, HRRB at UCR granted me permission to not only 

collect interviews from pregnant women and mothers, but to also interview medical 

professionals, activists, and to attend births.  With this approval to attend births there 

were stipulations—I was not allowed to touch the mother in labor. I was not allowed to 

interact with her at all. If I could not watch through a window or a separate room, I was 

advised to wear goggles. After the approval, I found three mothers who would allow me 

to observe them birth. Yet, months later I endured my own traumatic birth experience. 

For my own mental health, I decided to use the interviews that I had already collected to 

write this dissertation.31 “Choreographing Childbirth” shifted to analyzing how mothers 

access their own autonomy amidst negotiating larger choreopolicing scores at play 

throughout pregnancy, birth and post-partum.  

 

DEFINITION OF TERMS 

In the words of the dance scholars from the edited 1995 volume Corporealities: Dancing 

Knowledge, Culture and Power, this dissertation attends to “physicality as a site of 

meaning-making.”32 Though my methodology and theoretical work are interdisciplinary, 

 
31 During the writing up of this research I was actively healing from Post-

traumatic stress disorder associated with a near-death experience in childbirth. Reading 

stories of birth could trigger a debilitating episode—attending a birth would have been 

impossible for me at that time.  Over the course of three years of working with Eye 

Movement Desensitization and Reprocessing (EMDR), Comprehensive Resource Model 

(CRM), and other somatic therapies, I was able to complete this dissertation without 

further retraumatizing myself.  

32  Susan Foster, Corporealities: Dancing Knowledge Culture and Power, 

(London: Routledge, 2004), xi. 
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the key concepts I apply throughout this dissertation derive from Critical Dance Studies.  

Throughout “Choreographing Childbirth,” I rely heavily on six terms to describe the 

physicality of maternal embodiment: choreography, score, improvisation, 

choreographer, dance, and techniques of the body. Using Dance Studies terms to analyze 

mothers’ embodiment and autonomy keeps the body’s intelligibility at the forefront of 

this study. 

Choreography 

In this study I employ Susan Foster’s definition of choreography, “a theorization 

of identity—corporeal, individual, and social” where “each moment of watching a dance 

can be read as the product of choices, inherited, invented, or selected.”33 Choreography, 

following Foster, is the political act of physically arranging how bodies should move 

across space in social time.  Choreography is a plan, an idea, that creates a structure for 

how events unfold. Foster writes that choreography “began its life as the act of 

reconciling movement, place, and printed symbol;” it was the way people “translat[ed] 

from moving bodies to words and symbols.”34  Critical Dance Studies scholars use 

choreography in a multitude of ways, from defining it as organized dance movement, to 

applying it outside the realm of dance itself.35   

 
33Susan Foster, Choreographing Empathy: Kinesthesia in Performance (London: 

Routledge, 2011), 4. 

34  Foster, Choreographing Empathy, 17. 

35 Performance Studies and Critical Dance Studies scholars Randy Martin, 

Thomas DeFrantz, Anusha Kedhar correlate choreography with political action.  Anusha 

Kedhar in “Hands Up, Don’t Shoot: Gesture, Choreography, and Protest in Ferguson” 

examines the role between the physicality of the chant, “hands up don’t shoot” and the 
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I draw attention to the deliberate “choices” and intentional physical acts of the 

mothers in this study to analyze how they negotiate established medical choreographies 

during pregnancy, birth, and post-partum. I use the term medical choreographies to 

highlight how medical professionals manage how bodies—including their own—should 

move across time and space. I use technocratic medical choreographies to specifically 

refer to how Western medicine heavily relies on both tools and technology to 

choreograph the mothers in this study’s birth experiences. I situate how childbirth 

educators and medical personnel create technocratic medical choreographies that may or 

may not align with the pregnant person’s own choreographies, and explore the tension 

between medical professionals and mothers when the choreographies are competing 

rather than complementary.36  

Score 

In this dissertation I utilize Susan Foster’s 2010 definition of score as a 

representation of a dance, somewhat synonymous with a written plan for an event.  Foster 

employs the term choreographic score interchangeably with script, positing that a score 

reflects dancers engaged in choreography. In this study, the mothers often wrote up their 

own version of a score, called a birth plan.  By using the term score, I highlight how 

 

lived realities of over-policing Black youth.  Anusha Kedhar, “‘Hands Up! Don't Shoot!": 

Gesture, Choreography, and Protest in Ferguson,” The Feminist Wire, October 6, 2014, 

https://thefeministwire.com/2014/10/protest-in-ferguson/.  

36 This argument stems from the idea that choreography can erase variations in 

dance and dance histories that are not complicit with national narratives.  Foster, 

Choreographing Empathy, 6-7, quoting Jens Giersdorf.  
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parents leave traces of their thoughts and ideas in their birth plan, which acts quite 

similarly to a choreographic score. Though birth plans vary greatly, most birth plans note 

where the event will take place, who will be participating, and what kinds of movements 

are encouraged, allowed, or not allowed. This document thus acts as a record of the early 

negotiations between the parents and medical establishment caring for them.  Dance 

scholar Alison D’Amato writes that scores “might record and represent choreographic 

material, they also render that material responsive to change by welcoming unpredictable 

instances of application and reception.”37 In similar ways a birth plan also writes in 

welcoming changes, such as when parents write sections for “in case of a cesarean 

section” though they are planning a vaginal birth. Scores are the representation of how 

parents negotiate the tight spaces of birthing under U.S. maternal healthcare.  

Improvisation 

In this dissertation I employ dance scholar Danielle Goldman’s definition of 

improvisation as “giving shape to oneself by deciding how to move in relation to an 

unsteady landscape.”38  This definition departs from the commonly understood definition 

of improvisation as dancing without a structure or score, as a practice of freedom, or 

 
37 Alison D’Amato, "Mobilizing the Score: Generative Choreographic Structures, 

1960-Present" (PhD diss., University of California, Los Angeles, 2015). 

38 Danielle Goldman, I Want to be Ready: Improvised Dance as a Practice of 

Freedom (Ann Arbor, MI: The University of Michigan Press, 2010), 5. 
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dancing in response to a game.39 Goldman posits that improvisation is not only dependent 

on an individual’s inherited and learned abilities, but it is also a site where scholars can 

investigate how constraints function in the practice of freedom, particularly how “one’s 

shifting social and historical positions in the world affect one’s mobility.”40  Goldman 

encourages scholars to see “improvisation [as it] demands an ongoing interaction with 

shifting tight places, whether created by power relations, social norms, aesthetic 

traditions, or physical technique.”41  

I apply Goldman’s use of improvisation to the gestational parents in this study. At 

times, the mothers in my study found pregnancy, birth, and post-partum to be “unsteady 

landscapes” in need of a flexible tool-set in order to navigate.42 Goldman’s concept of 

improvisation helps me cultivate an idea of how constraints affect gestational parents’ 

mobility.  Goldman writes, “to ignore the constraints that improvisers inevitably 

encounter is not only to deny the real conditions that shape daily life; it is also to deny 

improvisation’s most significant power as a full-bodied critical engagement with the 

 
39 Another form of improvisation is Contact Improvisation.  The brainchild of 

Steve Paxton, it is a partner dance where dancers share weight, maintaining a point of 

contact as they transverse space.  

40 Goldman, 6. 

41 Goldman, 146. 

42 Goldman, 146. 
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world, characterized by flexibility and perpetual readiness.”43 This dissertation highlights 

how gestational parents navigate constraints with techniques of the body. 

Choreographer 

In this study, I define choreographer as person in power who creates a 

choreography and sometimes a score for how bodies should move through space and 

time. Choreographers shape bodies to a certain aesthetic, designating permissible spaces 

for dancers to move their bodies.  Choreographers work alongside dancers or create 

choreographies in a top-down hierarchal approach.  

By applying the term choreographer to mothers, doctors and nurses, and an entity 

such as The American Congress of Obstetricians and Gynecologists (hereafter ACOG), I 

analyze how these people and groups create structures for permissible movement patterns 

in a myriad of ways, sometimes in conversation with their dancers—creating a dialogic of 

kinesthetic interaction—or at times, in a top-down approach in order to smooth out 

difference among their dancers, calling for uniformity.44  In technocratic births the 

obstetrician is commonly thought of as the “deliverer” of the baby, reminding of the 

images of gloved hands catching a baby advertised on the side of the freeway.  The 

obstetrician would then be the choreographer, whose learned techniques of the body 

derive from the medical industrial complex. From within the medical industrial complex, 

 
43 Goldman, 5. 

44Susan Foster explains that from buildings to birds, many kinds of entities 

choreograph movements. Foster, Choreographing Empathy, 2. 
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amidst competing structures of power, mothers can also choreograph.45 Mothers can enter 

into the choreographer’s role during labor in subtle moments of subversive corporeal 

tactics or by intently scoring their choreography of birth with a birth-plan.  Drawing 

attention to mothers’ capacity to plan, between consent and maternal embodiment in the 

labor room and beyond, I highlight how mothers continue to access autonomy even under 

greater structures of inequity. 

Dance 

There is no discipline-wide consensus on a definition of dance in Critical Dance 

Studies, which is appropriate for a wide-ranging field of study. In this dissertation, I draw 

from Andre Lepecki’s writings on dance to argue that “dance” is the deliberate 

movement of the body within a defined space and social time.46 Though a quick Google 

search will tell you that dance only happens in response to rhythmic music, or dance 

occurs when you move in a “quick and lively way,” dance happens in silence, in stillness, 

outside of stage, on a stage, and—in my dissertation—in a birthing room and in interview 

 
45 In “Choreographing Childbirth,” I position birthing women as “birth-

choreographers” as well as dancers.  Dance Studies scholar Anthea Kraut writes that 

naming someone a choreographer assigns agency and premeditated calculation.  Naming 

a woman in labor a choreographer pushes against the pervasive, masculinist and 

misogynistic rhetoric that drives U.S. maternal healthcare, which paints the birthing 

woman as a writhing, animalistic creature who—without necessary medicalized 

interventions—is inconsolable and out-of-control. Anthea Kraut, Choreographing the 

Folk: the Dance Stagings of Zora Neale Hurston (Minneapolis: University of Minnesota 

Press, 2008). 

46 Andre Lepecki “Choreopolice and Choreopolitics: or, the Task of the Dancer,” 

TDR/The Drama Review, Volume 57, Issue 4, (Winter 2013):3-27. 
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sessions.47 Defining movement as dance draws attention to the deliberateness of the 

body’s physicality—in this study, the maternal body—and the political presence of 

technique, history, and agency.     

Techniques of the body  

Techniques of the body are the physical movements that can be learned, taught, 

and regulated. 48  In the process of learning techniques, the body must submit to the 

dominance of both the teacher and the technique, becoming trained and at times, docile.49 

Yet, there is room within this hierarchy. Randy Martin in Critical Moves explains, 

“bodies can be trained—or learn—in a manner inconsistent with domination” depending 

on whether the technique stems from state association or the politics of freedom.50 

Technique offers scholars a way to call attention to how bodies acquire specific 

movement vocabularies, elucidating greater frameworks of submission, recalcitrance, or 

both, in addition to enabling a larger theoretical inquiry into how power is negotiated at 

the site of the maternal body. 

In my ethnographic fieldwork, I found that mothers do learn how to birth by using 

previous or acquiring new techniques of the body. These techniques are not just found in 

 
47 “Dance,” Definition Search on Google, Accessed June 20, 2020. 

48 Randy Martin, Critical Moves: Dance Studies in Theory of Politics (Duke 

University Press, 1998), 156. 

49 Michel Foucault, Discipline and Punish: the Birth of the Prison (New York: 

Pantheon Books, 1995). 

50 Randy Martin, 20. 
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childbirth education classes; rather, techniques are learned from family members, medical 

practitioners, and from past physical training experiences. Acquiring these techniques is a 

political practice—most of the techniques are learned to gain some measure of maternal 

control over their birth experience.  Analyzing the techniques of the maternal body shows 

how mothers can and do deliberately plan, cultivate, and grow their own body 

knowledges prior to birth in order to negotiate with the greater structures of power. 

 

CALL TO ACTION 

The seeds of this project were planted mid-graduate career.  I stumbled into academia 

with a passion for women’s rights and dance.  My undergraduate, masters, and doctoral 

work followed the largest diaspora of Cambodian Classical dancers in Long Beach, 

California. While conducting research for my masters in Southeast Asian Studies, I lived 

in Cambodia for two months then travelled to Malaysia, Sumatra, Java, and Bali. In Bali, 

I found out I was pregnant. By the time my partner and I returned home to California, I 

felt like I was already a mother and was sure I could feel flutters from my little embryo.  

My ObGyn had me take weekly blood-tests without explanation for why they were 

needed; at the time I believed it to be standard protocol, which it is not.  At ten weeks 

gestation while the wand was still inside of my vagina swishing this way and that, we 

found out I had a blighted ovum. We asked what it meant, knowing it was bad news but 

unsure of how it affected our baby. Our ObGyn replied with her eyes locked on the 

screen, “It means there’s no baby. Do you see here? Here’s the sac, but no baby.”  We 

asked another question, but she gently encouraged us to google any following questions 
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as she pulled the wand out, removed the condom, and snapped her gloves off. Opening 

the door, she shared that when we were composed, we would be escorted out their back 

entrance.   

Amid the new but not welcome feeling that is maternal loss, I felt trapped by a 

body that had ultimately produced symptoms of pregnancy and a sac, but no baby. At the 

same time, my academic interest was piqued by the careful choreography of this ObGyn.  

There was a formula to her movements, both inside and outside of my vagina, and a set 

choreography to follow for maternal loss that diverged from our previous visits to this 

office.  As we were guided out the back door, to avoid encountering pregnant and new 

post-partum mothers, I wondered how the choreographies at play were written and 

produced.  How much wiggle room did a mother have to stretch from within the 

constraints of the set score? 

I began reading over first-hand accounts of motherhood and peer-reviewed 

research on birth for the next year while my partner and I tried to get pregnant again. I 

found several texts that talked about embodied experience, but no detailed analysis on 

choreographies of birth through the mother’s perspective. We celebrated another 

pregnancy and this time around chose midwifery care, reveling in the way our midwives 

at Beach Cities Midwifery sought to inform and empower us as parents, not just as 

paying customers.  As my belly grew, so did my passion for birth work, birth scholarship, 

and activism. By the time I pushed my first-born, Aleksander, into the hands of a 

midwife, I had a clear idea of what I wanted to study—how mothers learn to birth 

amongst complementary and competing choreographies. 
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My chair, Anthea Kraut, approved my dissertation topic change from Cambodian 

Classical dance to birth. My ethnographic project began.  In the beginning of my research 

phase in 2016, I acknowledged my own dissatisfaction with the medical industrial 

complex.  I initially thought to argue that both the access to and knowledge of how to 

move freely in birth improves birth outcomes. I assumed that the midwifery 

choreographies of care including letting mothers birth on their own time and in their own 

way was best and that my dissertation research would prove it. Yet, during my research 

year, I kept encountering these extremely complex ethnographic moments outside of my 

initial hypotheses. 

 In 2017, during the pregnancy following Aleksander’s birth, I was knee-deep in 

research on maternal mortality. I had just begun to write my dissertation. By this point, I 

had interviewed twenty-one mothers and had heard many wonderful birth stories. I was 

planning on attending my first birth in the coming weeks. I had also heard near-death 

experiences and other horror stories from the mothers in my project.  One story of a 

mother enduring a cesarean section without anesthesia haunted me. Little did I know that 

I would experience it myself weeks later.   

At thirty-two weeks gestation, with my head filled with these stories of medical 

joys, maladies and death, I developed preterm severe pre-eclampsia. It was my turn to 

dance with death. Leaning on the threshold between this life and what is next, I depended 

on the knowledge and technocratic care of the medical industrial complex to save my life 

and to save my second born, Bernard. After teaching a dance class at UC Riverside, I 

complained of excessive swelling, mental confusion, and the innate sense that something 
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was wrong. At Beach Cities Midwifery, the nurse and nurse-midwife confirmed with 

both a blood pressure and urine protein analysis—both Bernard and I were in extreme 

danger. I was rushed from Beach Cities Midwifery to Long Beach Memorial Hospital.  

From an immediate IV filled with magnesium to prevent a life-ending stroke or seizure, 

to trying to start a vaginal birth with Cervadil and Pitocin, to the epidural failing, to 

Bernard’s heart rate crashing and then my blood pressure spiking then plummeting, to the 

rush to OR—white lights flashing overhead, and to my belly, uterus, and muscles cut 

open without working anesthesia, I recognized that my research had the potential to truly 

answer the question I began this project with—how do mothers learn to birth and how do 

they embody a response to medical choreographies and choreopolicing at play? 

In the three years following Bernard’s tumultuous entrance into this world, I 

moved away from trying to prove midwifery’s prowess over the technocratic medical 

maternal care and instead grounded my research in the sure footholds of Dance Studies to 

bring a body-based analysis of what it means to learn to and give birth in the U.S., 

making this the first Critical Dance Studies analysis of birth.   My call to action is clear: I 

seek to use Dance Studies to illuminate the complications, contentions, and “tight places” 

of giving birth in the U.S. in the 2010s by sharing mothers’ own narratives, acting as 

disrupters to “fixating powers of representation” in our cultural knowledge of birth and 

motherhood.51 

 

 
51 Goldman, 5; Randy Martin, 27. 
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SCHOLARSHIP ON MATERNAL EMBODIMENT 

This section reviews birth scholarship on maternal embodiment, bearing in mind that the 

second chapter, “Choreopolice and Choreopolitics in the Archive,” delves into the 

historical components of techniques of the pregnant, laboring, and post-partum body. 

This section asks: how do childbirth scholars write about the process of learning to be 

pregnant, birth, and care for a newborn? What are the useful insights and what are the 

limitations of their analyses? Lastly, how can Critical Dance Studies take their 

investigations a step further, helping us understand the pivotal role of the body in 

embodiment? 

There is no static and monolithic concept of the body, and the body therefore 

must be understood as culturally and historically specific. Nonetheless, there are several 

concepts of the body in Western culture that are important to understand for the purposes 

of this study. Prior to the development of machine-as-body ideology in the mid-

seventeenth century, the second century saw Roman medical researcher, surgeon, and 

philosopher Aelius Galenus, also referred to as Galen, offer humorism, the ideological 

concept that the body is made of “spongelike masses” that “mingled in the body by 

seepage.”52 Galen’s ideology carried on for several centuries, but by the 1600s with the 

onset of the development of the microscope, Galenic views of the body declined. 

Circulation of blood was discovered, and researchers such as Robert Hooke viewed the 

body as a machine made of moving, mechanical parts.  Descartes forwarded the idea of 

 
52 Foster, Choreographing Empathy, 82. 
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machine-soul dualism, a “Cartesian division of experience into body and soul.”53 This 

“mechanization of the world picture” presented “the universe as a large machine busily 

populated by smaller machines, human and animal.”54 Early obstetricians in 

EuroAmerica from the mid-18th century took up the concept of the body as machine and 

applied it to pregnant and laboring women. This idea of the body as a machine became 

somewhat cemented in Western thought and ideology. In this dissertation, I address how 

the body as a machine continues to influence both how gestational parents see their own 

bodies and how maternal healthcare providers can and do treat gestational parents as if 

their bodies are machines. I find Emily Martin’s EuroAmerican concept of the body as a 

machine to describe how Western medicine views the maternal body useful. I also look to 

Susan Foster’s delineation of the history of the body as a source for understanding how 

theories about the body have changed over time.55   

Robbie Davis-Floyd’s 1992 canonical text Birth as an American Rite of Passage 

ties American cultural ideas about womanhood and birth to the technocratic medical 

practices we see in action today. Davis-Floyd’s text is undeniably one of the most quoted 

texts in literature on birth. She argues that women—not just mothers—perceive of their 

bodies as a machine and the obstetrician as their operator.  She demonstrates an evidence-

discourse-practice gap that needs to be addressed.  Although medical practitioners are 

 
53 Joseph Roach, The Player's Passion: Studies in the Science of Acting (Ann 

Arbor: The University of Michigan, 2011), 64. 

54 Roach, 62. 

55 Foster, Choreographing Empathy. 
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versed in evidence-based knowledge for how to interact with mothers in maternal 

healthcare, not many actually practice evidence-based methods in their work.56  For 

example, an episiotomy is not necessary unless in the event of an emergency, yet many 

mothers report having episiotomies done to their bodies in the first stages of pushing in 

order to expedite the process.  Davis-Floyd also bridges the gap between the technocratic 

model of birth—the paradigm that sees the woman’s body as a machine that needs to be 

fixed with tools and technology—and the holistic model of birth—the paradigm that 

values a woman’s body as a unique entity, capable of birth without machines. She argues 

for a third paradigm, the humanistic model, which takes all the technology from the 

technocratic model and combines it with the holistic approach, creating a model that 

respects mothers’ autonomy and uses technocratic tools when necessary, bridging the 

dichotomous views between “natural” and “medical” paradigms births.57  

Davis-Floyd frames her analysis of birth through the role of ritual.  She argues 

that mothers in the United States primarily learn to birth through rituals led by maternal 

health professionals, namely obstetricians, who have taken over the role of ritual elder or 

leader which was once occupied by midwives.  In this transition (or co-opting of maternal 

knowledge), new rituals were born and put into action. These rituals rely on a 

“technocratic imperative,” where in birth it “must” be done with technology.58  In this 

 
56 Robbie Davis-Floyd, Birth as an American Rite of Passage (Berkeley: 

University of California Press, 1992), xii. 

57 Davis-Floyd, xiii. 

58 Davis-Floyd, xix. 
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21st-century age of maternal healthcare, information is they key factor to create 

functioning rituals of birth. Davis-Floyd explains that due to this privileging of both 

technology and information in the medical industrial complex, her participants “seem to 

equate knowledge with information—to place their trust in intellectual knowledge, and 

not in intuitive, emotional, or bodily knowledge—and to equate only this sort of 

knowledge with power and control.”59  

Davis-Floyd argues that one of the most formative concepts people learn about 

birth is to equate intellectual knowledge with power and control over a mother’s 

pregnancy and birth experience. Childbirth education classes are one of the most 

important rites for pregnant mothers in the U.S. and a space where pregnant mothers can 

gain both information on birth and techniques of the body.60  Here, they learn the “ideal” 

of what childbirth should look and be like, gathering intellectual information and 

techniques of the body in the hopes that this may give them more control over their birth 

experience.61 Outside of the medical industrial complex, Davis-Floyd explores how baby 

showers and other sites of familial and social gatherings are powerful places for women 

particularly to communicate childbearing and childrearing strategies.  Davis-Floyd argues 

that these alternate sites of exchanging information, such as the baby shower, enable a 

 
59 Davis-Floyd, 31. 

60 Davis-Floyd, 32. 

61 Davis-Floyd, 33. 
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large amount of information to be learned that can counterbalance the ideal that a 

woman’s body is a machine. 

 Yet, regardless of a new mother’s experience learning techniques of the body and 

stories of birth in their communities, Davis-Floyd believes “the most important 

determinants of the outcome of a woman’s birth are the attitudes and ideology of her 

primary caregiver(s).”62 Following Davis-Floyd’s argument, regardless of the techniques 

a gestational parent acquires in pregnancy, their attending midwife or Obgyn will have 

the most influential outcome on their birth experience and outcome.  This dissertation 

complicates Davis-Floyd’s perspective, shifting the gaze from statistical “outcomes” 

dependent on maternal healthcare providers, to choreographic analysis of how the mother 

uses techniques, activating her own autonomy in a landscape that may not be congruent 

with her own beliefs. This dissertation uses Davis-Floyd’s attentiveness to the networks 

of knowledge at play and pushes to articulate through body-centric methods how the 

mother choreographs and dances through frameworks of knowledge. 

Emily Martin is a professor of Anthropology at Princeton University and a 

maternal health activist. In her groundbreaking 2001 work, The Woman in the Body, she 

claims that there is an understudied U.S. cultural narrative that women’s bodies are 

machines producing products, instead of actual autonomous beings. She posits 

ethnography as a key to understanding the ideology that a woman’s body is a machine 

meant to be managed in maternal healthcare, arguing that “it is both daunting and 

 
62 Davis-Floyd, xvii (italics in original). 



 

33 

 

 

exciting to realize that ethnography can play a uniquely important role in developing our 

critical understandings of new developments in science and society as they are 

occurring.”63  She brings her case study mothers’ vantage points to the page to prove how 

mothers can and do feel a sense of dis-embodiment or a distinct mind-body divide when 

giving birth. In five sections Martin analyzes the ways in which the mothers in her study 

not only narrate but comprehend their body as a separate entity from themselves.64  

Foregrounding the pervasive ideology that a woman’s body is a machine, Martin 

argues that women can also negotiate this ideology by being active participants in their 

births, “riding the energy” of birth.65  Martin suggests that mothers have the capacity to 

be active in their own births and reject the cultural ideology of the woman’s body as a 

vessel.  This psycho-physiological approach grounds its methods in “key metaphors” 

such as birth is a journey, an intimate partner love encounter, and/or a ride.66 This work 

lays a strong foundation for birth scholarship to avoid polarizing perspectives between 

medical and midwifery models. Instead, Martin refocuses on how much scholars can 

learn from the experience of the mother. In “Choreographing Childbirth” I extend 

Martin’s work to address the choreographic tactics mothers employ, moving beyond how 

 
63 Emily Martin, The Woman in the Body: A Cultural Analysis of Reproduction 

(Boston: Beacon Press, 2001), xxviii, 12.  

64 Emily Martin, 77-78. 

65 Emily Martin, 158 

66 Emily Martin, 158-161. 
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mothers perceive their birth to addressing the actual techniques of the body they use in 

pregnancy and birth to embody motherhood.  

Alys Einion is a writer, scholar, activist, and professor of midwifery and 

reproductive health at Swansea University in Wales who focuses on maternal 

empowerment. She is also the editor of the 2018 anthology Bearing the Weight of the 

World, which highlights understandings of what it means to embody motherhood, 

bringing a “fringe” subject to the light of mainstream academia.67 In her chapter 

“Maternal Surveillance, Maternal Control: The Paradox of the Childbearing Body,” 

Einion uses her own experiences as a healthcare provider, childbirth educator, and 

researcher to advance conclusions about how mothers learn to birth. Einion argues that 

the Western technocratic model of care does not recognize mothers’ autonomy; rather, 

the care is focused on the survival of both mother and infant. This kind of practice 

enables a maternal surveillance system that views the mother as a site of means of 

production, to be observed carefully and controlled. Einion calls for maternal healthcare 

providers to “see ourselves in that way, as servants to the mother, without whom there is 

no family, there is no society, and there is no future.”68 In “Choreographing Childbirth,” I  

take up Einion’s call-to-action by investigating how women access autonomy through 

 
67 Alys Einion, Bearing the Weight of the World: Exploring Maternal 

Embodiment (Dieter Press, 2018), Back Cover. 

68 Alys Einion, “Maternal Surveillance, Maternal Control: The Paradox of the 

Childbearing Body” in Bearing the Weight of the World: Exploring Maternal 

Embodiment (Dieter Press: 2018), 41. 
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techniques of the body, analyzing the negotiations for power and control in and out of 

labor at the site of the moving, maternal body.  

It is worth noting that Einion, like other childbirth scholars, uses the term 

“embodiment” as a place holder instead of theoretically defining the term. One of her 

main points is that “empowered pregnancy is an embodied one within a paradigm of 

maternal autonomy.”69 Einion hesitates to dig into how she is defining and using 

“embodied” and instead relies on using the term to signify of the body.70 What does an 

embodied pregnancy mean?  

 
69 Einion, 26. 

70 Throughout her chapter Einion uses embodied as a signifier for “of the body.” 

For example, she writes, “It is impossible to consider maternal embodiment and 

surveillance of the childbearing body…,” “Pregnancy is well established in the literature 

as ‘an embodied and lived experience,’” “…the long history of science ignoring the 

embodied knowledge of the women themselves” “The embodied fetus becomes the 

primary focus…,” and “Once a woman becomes mother, she embodies a social reality 

that appears to be owned by the institutions of society.” Einion, 26. 
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In Critical Dance Studies, to embody means to give tangible form to a specific 

subject,71 to activate techniques of the body,72 to tap into body histories,73 and to 

acknowledge the fleshy and traceable presence of autonomy and power within the 

body.74 Instead of using “embodiment” as a place holder, Critical Dance Studies scholars 

deliberately attend to the physicality of the dancer, or person, to argue for evidence of 

 
71 Anthea Kraut describes how embodiment itself hinges on specific racially 

charged ideas of subjecthood that scholars can take for granted. She argues that if, “we 

take “the body” as self-evident, we fail to see how racial projects have done their work 

through the disparate ways they fashion “bodies” out of flesh.” Anthea Kraut, "The 

Dance-in and the Re/production of White Corporeality," The International Journal of 

Screendance 10, (2019). 

72 Sally Ann Ness discusses how dancers learn to tune in and tune out techniques 

of the body in Body, Movement, and Culture: Kinesthetic and Visual Symbolism in a 

Philippine Community (Philadelphia: University of Pennsylvania Press, 1992). This 

theory of embodiment is applied heavily in Chapter 3 of “Choreographing Childbirth.” 

73 Thomas DeFrantz’s 2004 text Dancing Revelations: Alvin Ailey’s Embodiment 

of African American Culture explores the term embodiment in relation to Alvin Ailey’s 

choreography and performances starting in March 1958. DeFrantz writes that “the 

corporeal fact of dancers demonstrating physical mastery offers unimpeachably evidence 

of embodied knowledge..., they transformed complex encodings of political resistance, 

musical ability, and religious narrative into their bodies to imply a historical reach of 

black culture, continued here by the act of concert dance.”73  Thomas DeFrantz, Dancing 

Revelations: Alvin Ailey's Embodiment of African American Culture, (Oxford: Oxford 

University Press, 2004), 15. 

74 Anusha Kedhar describes protest movements in Ferguson through an embodied 

lens.  She argues that the slogan, “Hands up! Don’t shoot!” is embodied, “Contained 

within the phrase is both a plea not to shoot, as well as the bodily imperative to lift one’s 

hands up. Since Michael Brown’s murder, we’ve seen photos of young black men and 

women in Ferguson, Tibetan monks from India, black Harvard law students, school 

children in Missouri, young people in Moscow, and a church congregation in New York 

City with their hands up. Some stand, some kneel, some bend their heads, some stare 

straight ahead. Each one symbolizes a bodily act of solidarity with Michael Brown and 

victims of oppression of state-over-citizen around the world.”  Anusha Kedhar, “‘Hands 

Up! Don't Shoot!" 
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embodied knowledge and the complexity of corporeality.  Randy Martin writes that 

“theories of politics are full of ideas, but they have been least successful in articulating 

how the concrete labor of participation necessary to execute those ideas is gathered 

through the movement of bodies through social time and space.”75 Dance scholars do not 

use the term “body” as a place-holder but rather privilege the sweat, labor, finite 

movement, quiet moments, and large sweeping gestures of the body, enabling studies that 

illuminate the labor of gathered movement.  In this dissertation, I use this same 

attentiveness to mothers in pregnancy, labor and beyond, leaning into their descriptions 

of movement, searching for how techniques of their bodies imply a historical reach of 

maternal autonomy.  

Catherine Ma is a psychology professor who focuses on maternal empowerment, 

ideology, and the lived experience. In “I’m My Breastfeeding Expert” she argues that 

studies on breastfeeding need to address the importance of the mother-infant dyad and 

how the mother’s own understanding of her maternal embodiment can transform her 

breastfeeding relationship with her child. Ma recognizes that by focusing primarily on 

statistical data, scholars elide the lived experience.  Breastfeeding, Ma argues, “can act as 

a catalyst toward a deeper understanding of maternal embodiment, in which alternative 

views of breastfeeding can broaden current perceptions of infant feeding.”76 Ma argues 

that in both care and in research on motherhood, attention to wholeness of the lived 

 
75 Randy Martin, 3. 

76 Catherine Ma, “I’m My Own Breastfeeding Expert” in Bearing the Weight of 

the World, Exploring Maternal Embodiment, (Dieter Press: 2018), 204. 
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experience is key to understanding maternal embodiment: “by focusing on maternal 

transformations, we can create a new breastfeeding rhetoric that is not solely produced by 

the medical community but one that embodies the needs of nursing mothers.”77 I extend 

her concept of the whole, lived experience to the mothers in this study, refusing to work 

from an ideology that reduces mother to a machine that produces a product, the baby.  

The theories, claims, and activist-research methods on maternal embodiment from 

these four scholars are all central to the ways in which I perceive of the woman’s body as 

a pregnant, laboring and post-partum mother in “Choreographing Childbirth”: through 

cultural contexts and forms of ritual (Davis-Floyd); as having to negotiate long-held 

cultural beliefs of the body as machine (Martin); as a whole person and not just a statistic 

(Einion); as a mother-infant dyad, not separable entities (Ma); as a motherbaby, nodding 

to Takeshita’s address of the mother and infant as a system rather than individuating the 

gestational parent and fetus through binarism (Takeshita).78 As such, my methodological 

approach outlined in the next section pays careful attention to maternal embodiment 

through a combination of ethnographic methods.  

 

METHODOLOGICAL APPROACH  

This section focuses on the qualitative methodologies I utilized when working with the 

twenty-one mothers in “Choreographing Childbirth.” I combine methods by dance 

 
77 Ma, 216. 

78 More on Chikako Takeshita’s work on pages 2-4 and in the conclusion of this 

dissertation. 
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ethnographers, feminist ethnographers, research justice scholars, medical humanities 

scholars and Critical Dance Studies scholars to enable an interdisciplinary reading of the 

maternal body and its birth-related movements. This combination of methods centers the 

woman’s body at the forefront of analysis.  This interdisciplinary ethnographic approach 

seeks to suss out the disjunctures and fissures between the larger structural power of 

maternal healthcare and the maternal autonomy of the mother.79   

Two Critical Dance Studies ethnography methodologies form the backbone of the 

interdisciplinary methods utilized for this project.  The first derives from the work of 

Critical Dance Studies ethnographer Priya Srinivasan. Her 2011 text Sweating Saris 

influenced not only my methodological approach but also the writing up of movement 

 
79 In my undergraduate work at California State University, Dominguez Hills, I 

completed an Ethnographic Methods and Techniques course where I learned how to note-

take, how to ask open-ended questions, how to transcribe, and how to ethically work 

alongside participants.  My mentor professor, Susan Needham, connected students with 

local Cambodian diasporic groups in Long Beach, California, to help facilitate our 

ethnographic studies. Needham assigned Hammersley and Atkinson’s methodological 

approaches text. This text carefully walks the novice ethnographer through basic 

ethnographic training.  In Hammersley and Atkinson’s text, I vividly remember reading 

and becoming wary of the danger of “over-rapport,” when you identify or become friends 

with your participants.  At the time I was working with the Cambodian Classical dance 

community in Long Beach and had developed friendships with the dancers I was working 

with.  The authors of this text warn that over-rapport may lead the ethnographer to 

accidentally “identifying with those members’ perspectives and hence, of failing to treat 

these as problematic.” Yet, I have found over-rapport a useful technique in working with 

mothers. In “Choreographing Childbirth” I lean into the friendships that develop through 

my association with the mothers who are participants, and in doing so I gain a more 

intimate perspective of their lives.  In this work, I use “over-rapport” to better understand 

the complex webs of knowledge in learning to birth, seeing friendship not as a blight but 

as a key to my larger understanding of the political and cultural issues at play. Martyn 

Hammersley and Paul Atkinson, Ethnography: Principles in Practice 3rd Edition, 

(Routledge, 2007), 11. 
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analysis. Srinivasan offers the “unruly spectator,” a participant-observer who combs the 

archives, interviews dancers and dance teachers, watches dance practices and 

performances, and interacts within larger dance communities. In her words, the unruly 

spectator’s “spectatorship takes an active role in uncovering the ways that power can be 

negotiated by examining dance mistakes such as a slipping sari, a bleeding foot, or 

sweaty sari blouses.”80 The unruly spectator is an “active” participant-observer who seeks 

the “labor” in dance, revealing a hidden and complex network of both power and work in 

Indian dancers’ lives.81  

In a landscape where a doctor “delivers” your baby, I take up Srinivasan’s unruly 

spectator. I extend the idea of dance labor to the labor of embodying motherhood.  As an 

unruly spectator of mother’s stories of pregnancy and labor, I attend to the techniques of 

the maternal body, seeking the labor within their labor experience (both in the archive 

and in person). By utilizing unruly spectatorship as an interviewer, I am able to map how 

mothers in this study negotiate complex systems of power and inequity in maternal 

healthcare—from Susanna sneaking her newborn baby into her hospital bed, to Veronica 

delaying hospital entrance by laboring at home—illuminating how the mother’s “power 

can be negotiated” in embodying motherhood and navigating a heavily choreopoliced 

site.82  

 
80 Srinivasan, Priya. Sweating Saris: Indian Dance as Transnational Labor. 

(Temple University Press, 2012), 9. 

81 Srinivasan, 10. 

82 Srinivasan, 9. 
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Sally Ann Ness’s work on embodied knowledge in Balinese dance provides 

insight into how traditional ethnography needs a critical framework for studying the lived 

experience.  She argues that  “To say simply that one has “embodied knowledge” doesn’t 

take a reader very far in comprehending a specific lived experience of embodiment.”83  

Ness encourages ethnographic practice that highlights how these lived experiences not 

only produce many different kinds of movement knowledges but also produce 

relationships. In Ness’s work she participated in Balinese dance courses as well as 

interviewed Balinese dancers. 

  Taking up Ness’s careful attention to learned physical attributes, I focus on how 

mothers, like dancers learning Balinese technique, are constantly “tuning in and tuning 

out information arriving from sources beyond [their] own body.”84 By combining 

interviews with mothers and participating and observing in childbirth education classes,  I 

bear witness to how mothers take up, try on, keep and tweak, and discard movement 

techniques form a variety of sources. These choices elucidate the complex way women 

learn to negotiate the medical industrial complex. This dissertation takes up the methods 

of Srinivasan and Ness, as an unruly spectator paying careful attention to mothers’ 

learned physical strategies, to center the maternal body and negotiating systems of power 

in this ethnography of pregnancy, birth, and post-partum. 

 
83  Sally Ness, “Dancing in the Field: Notes from Memory” in Corporealities: 

Dancing Knowledge Culture and Power, ed. Susan Foster (London: Routledge, 2004), 

136. 

84 Ness, 136. 
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“Choreographing Childbirth” also utilizes self-reflexive feminist ethnographic 

methods to build a nuanced exploration of power at the site of the maternal body. Though 

feminist methods of ethnography are constantly changing and growing, the basic tenet of 

feminist ethnography is to “engage in research that is socially and politically relevant.”85 

One of the ways feminist ethnographers create socially and politically relevant work is to 

investigate the dynamics of power, looking at “how problems are defined, which knowers 

are identified and are given credibility, how interactions are interpreted, and how 

ethnographic narratives are constructed.”86  By defining the problems and associations 

their participants have with greater structures of power, feminist ethnographers do not 

just report and analyze interviews and interactions through participant-observation. 

Rather, feminist ethnographers research and write to create interventions in greater 

systems of inequity. Many times, feminist ethnographic scholarship intervenes as a 

“pragmatic correction to neoliberalism,” by examining “strategic feminist choices” and 

highlighting “women’s struggles and legitimize their experiences as authentic and 

important.”87 Feminist ethnography differs from traditional ethnography in that it offers a 

 
85 Dána-Ain Davis and Christa Craven, “Revisiting Feminist Ethnography: 

Methods and Activism at the Intersection of Neoliberal Policy,” Feminist Formations 23, 

no. 2 (2011):193-197. 

86 Nancy A. Naples and Carolyn Sachs, “Standpoint Epistemology and the Uses 

of Self-Reflection in Feminist Ethnography: Lessons for Rural Sociology,” Rural 

Sociology 65, no. 2 (2009):194-214. 

87 Davis and Craven, 193, 197. 
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correction to systems of power and a “potent challenge to neoliberalism’s denial of the 

structural inequalities that exist within capitalist societies.”88  

I employ feminist ethnographic methods in “Choreographing Childbirth,” taking 

up the idea that this work is meant to “make a difference (for the good) in the lives of the 

participants.”89 Through qualitative research, I use intimate ethnographic strategies to 

analyze conversations, do participant-observation, and situate this study in a community 

to better understand how mothers learn to negotiate the larger systems of inequity in 

maternal healthcare by acquiring techniques of the body. In interviews, mothers chose the 

location of the interview and also told their experience of pregnancy, birth, and post-

partum on their own terms. By leading with their own stories, I acknowledge their own 

unique knowledge and privilege their experiences as “authentic and important.”90  

Both the feminist ethnographic methodology cited previously and Priya 

Srinivasan’s method of the “unruly spectator” work alongside the aims of “research 

justice.” In the former Executive Director of DataCenter: Research for Justice Miho Kim 

Lee’s words, research justice enables community members to “be recognized by default 

to be the ‘real experts’ in the issues they face every day.”91 The mothers in this study are 

 
88 Davis and Craven, 194. 

89 Patricia Mcnamara, “Feminist Ethnography,” Qualitative Social Work: 

Research and Practice 8, no. 2 (2009):169. 

90 Davis and Craven, 197. 

91 Ann Cooper Albright, Choreographing Difference: The Body and Identity in 

Contemporary Dance (Wesleyan University Press, 1997), xx. 
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recognized as experts.  I utilize the unruly spectator to actively place the mother at the 

forefront of this research, examining how she uses techniques of the body to harness and 

weave in and out of larger structures of power.92  

In this dissertation I draw from and use the work of recent medical humanities 

scholars to situate “Choreographing Childbirth” as an interdisciplinary work that has the 

potential to effect change, by applying theory to the practice of medicine.  Many doctors 

and scientists view the medical humanities and qualitative studies such as ethnography as 

“fluff”—not necessary to the development of medical curricula or practice.93 However, 

medical humanities scholars maintain that qualitative studies have the ability to bring to 

light the “assumptions, meanings, interpretations, and consequences…to make sure the 

threshold of awareness is kept high.”94 Studies from disciplines other than medicine are 

“instrumental” in that they have the potential to effect change for the better for patients 

and the future of medicine.95  Medical humanities scholar Alan Bleakley argues that it is 

our job as academics to call out and improve issues in medicine: 

Once a fault-line has been spotted in a culture that prevents that culture from 

achieving its potential, an academic has an ethical duty to critical analyze and 

 
92 Part of this work is also acknowledging my own part as an academic, in both 

listening to, writing up, and analyzing the mothers’ stories.  In my work with the mothers 

in this study, I practice self-reflexivity, understanding that “my story is clearly part of the 

tapestry being woven in the qualitative research process.” Mcnamara, 169. 

93 Luca Chiapperino and Giovanni Boniolo, “Rethinking Medical Humanities,” 

Journal of Medical Humanities 35, no. 4 (2014):377-387. 

94 Chiapperino and Boniolo, 381. 

95 Chiapperino and Boniolo, 381. 
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address that fault line… The culture of medicine [needs] to democratize in order 

to improve healthcare.96 

 

Taking up Bleakley’s call-to-action, this dissertation redresses medicine by analyzing the 

historic practices of sexism, eugenics, and racism in early medicine and the echoes of it 

in modern-day medicine. I also provide explanation and careful criticism of current 

maternal healthcare strategies that continue inequitable treatment of the mother. 

In addition to ethnographic methodologies, I use choreographic analysis to 

understand how mothers move their bodies both within and outside of maternal 

healthcare choreographies. Critical Dance Studies scholars use choreographic analysis to 

reveal political realms of physicality. Critical Dance Studies scholars have long practiced 

methods for choreographic analysis by watching the moving body and interpreting the 

meanings from gestures, leaps, and still moments.  One method I utilize in this 

dissertation is “witnessing,” Ann Cooper Albright’s method of reading bodies not as 

passive nor as “natural.” Albright argues that the body cannot be witnessed without 

interweaving cultural representations of identity.  Witnessing is a call to notice and 

analyze the “kinesthetic, aural, and spatial sensations.” 97 Albright reasons that by 

attending to these three sensations dance scholars can “trace the complex negotiations 

between somatic experience and cultural representation—between the body and identity.” 

To witness maternal embodiment is to witness the slipping “between somatic identity (the 

 
96 Alan Bleakley, Medical Humanities and Medical Education: How the Medical 

Humanities Can Shape Better Doctors (London: Routledge, 2016), 1. 

97 Albright, xxii, xxiii. 
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experience of one’s physicality) and a cultural one (how one’s body renders meaning in 

society).”98  This attention to the dialogue between somatic and cultural identity is similar 

to Srinivasan’s unruly spectator.  By witnessing, I call attention to how mothers 

experience pregnancy, birth, and post-partum and how they negotiate the larger cultural 

assumptions about their bodies as vessels or machines.  

Choreographic analysis as method involves the writing up of descriptions of 

choreographies. In “Choreographing Childbirth” I describe both choreographies of 

maternal healthcare providers—from hooking up women to an electronic fetal monitor to 

positions they navigate mothers into for birth—and I also describe the mothers’ own 

choreographies that can be complicit or recalcitrant to maternal healthcare providers’ 

choreographies. Describing maternal movement is by no means purely “fluff;” rather, 

movement descriptions pay homage to the intricate layers and dynamics of power 

between the maternal body and choreographies at play. Danielle Goldman argues that 

descriptions of movement “are exquisite in that they reveal bravery, and choice, and 

surprise, and trust, and often a keen aesthetic sense of form, all of which are particularly 

poignant when understood as erupting out of, and in relation to, a variety of tight 

places.”99  In “Choreographing Childbirth” I tease out the “bravery, and choice, and 

surprise, and trust” of mothers’ decisions in pregnancy, birth, and postpartum, showing 

 
98 Albright, xxiii. 

99 Goldman, 141-142. 



 

47 

 

 

that choreographic analysis reveals complex negotiations of power between mothers and 

the maternal healthcare system.100 

 The methodologies outlined above helped me cultivate a unique, interdisciplinary 

approach to maternal embodiment.  In interviews with mothers and during my 

participation-observation at childbirth education classes, I practiced these combined 

methodologies: I became an “unruly spectator”—seeking the labor within mothers’ 

childbearing stories, noting down the “sweat,” the work or pregnancy, birth and 

postpartum (Srinivasan); I looked past narratives of docility to see how mothers “tune in” 

and “tune out” different techniques of the maternal body (Ness); I sought when mothers 

offered a “potent challenge” to larger systems of inequity (Davis and Craven); I honored 

mothers as the “real experts” (Lee); I “critically analyzed and addressed the fault line” in 

medicine, tackling maternal healthcare’s pervasive policies that encourage 

choreopolicing of mothers’ bodies (Bleakley); I practiced “witnessing,” tracing the 

connections between the maternal body and identity (Albright); and I described 

choreographies at play through choreographic analysis, highlighting how mothers 

activate their autonomy even amidst the “tightest” of choreographic scores (Goldman). 

 

THEORIES 

“Choreographing Childbirth” draws from Andre Lepecki’s ideas of choreopolice and 

choreopolitics to investigate how mothers activate their own maternal autonomy while 

 
100 Goldman, 142. 
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they are simultaneously caught up in larger structures of inequity and policing.  This 

section outlines Andre Lepecki’s ideas on bodies and power—how bodies learn 

techniques and how they comply, respond, and become recalcitrant. This section also 

details the work of Michel Foucault in Discipline and Punish, to situate how control 

systems like maternal healthcare attempt to make mothers bodies docile.  

Performance Studies scholar Andre Lepecki asks his readers, “How can dance and 

choreography contribute to an understanding of the political in our time?” Lepecki 

recognizes that dance and choreography can “offer ways to approach, analyze, critique 

and perhaps re-invent the political dimension, one that seems always beyond reach of 

danced actions, choreographed bodies, staged movements, and representational 

behavior.”101 What better stage to study the tensions between dance, politics, and 

maternal healthcare than sites where women embody motherhood? 

  In “Choreopolice and Choreopolitics: or, the task of the dancer,” Lepecki 

forwards two theoretical key terms: choreopolitics and choreopolice.  Choreopolitics is 

the ability to know how to move freely—not only to move freely, but knowing how to. 

Choreopolice, on the other hand, “ensures conformity” and forces a standardization of 

mobility—in the case of maternal healthcare, a standardization of care. Choreopolicing 

imposes a forced fitting of time, bodies, and power to “de-mobilize political action by 

means of implementing a certain kind of movement that prevents a formation and 

 
101 Foucault, 44. 



 

49 

 

 

expression of the political.”102  Even under a control system such as a hospital, kinetic 

knowledge and choreographic tactics can move bodies outside the realm of docility.103 

Mothers move their bodies within and outside of larger choreographies, using techniques 

of the body to activate the choreopolitical.  

French philosopher Michel Foucault investigates how external pressure through 

institutions (prisons, schools, and hospitals) creates subjects, or different kinds of bodies, 

such as the docile body—a malleable body.104 Foucault argues that prisons and hospitals 

act as an apparatus of the state’s power.  This power manifests in disciplining bodies 

through training, regulation, and surveillance (“highly ritualized”105 examinations)—

creating docile bodies.106 Foucault contends that at birth, the surveillance of “little things” 

begins. 107 Yet, I argue that training, regulation, and surveillance begin long before a baby 

is born. Pregnant mothers learn how to be disciplined through watching their prenatal 

eating habits, attending hospital-sponsored childbirth education courses, and constant 

surveillance through the forms of transvaginal ultrasounds, sonograms, or electronic fetal 

 
102 Lepecki, 20. 

103 Lepecki, 22. 

104 Foucault, 138. 

105 Foucault, 184. 

106 Foucault, 141. 

107 Foucault, 143-147. 
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monitoring. Mothers develop a relationship within the mechanism of usefulness during 

pregnancy. 

   Foucault argues that human activity becomes controlled through the use of 

timetables, the breaking down of movement according to time, and these timetables 

reinforce the ideology that there is a “proper” way of being in your body.108 I extend 

Foucault’s ideas to the study of maternal healthcare, investigating how measuring a 

mother’s dilation and other methods of control substantiate how the medical industrial 

complex can and does attempt to control mothers’ movements, attempting to make their 

bodies docile. Yet, even with the elements of discipline and control of activity, mothers 

improvise, activating the choreopolitical.  

Coupling choreographic analysis and ethnography enables this work to not only 

see disciplinary control’s mark on mothers in the medical model of childbirth care but to 

also re-evaluate Foucault’s stance on what makes a body docile. Critical Dance Studies 

scholarship enables “the body to emerge as an area of inquiry, give the body greater 

depth, a more powerful valence than it has yet achieved in most scholarly treatments of 

it.”109 The theories presented here fundamentally position bodies as already in active 

negotiation from within complex webs of power and inequity. In “Choreographing 

Childbirth” I extend these theories to maternal bodies: seeking how mothers’ activate 

 
108 Foucault writes “disciplinary control does not consist simply in teaching or 

imposing a series of particular gestures; it imposes the best relation between a gesture and 

the overall position of the body, which is its condition of efficiency and speed,” 152. 

109 Corporealities, xii-xv. 
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their own autonomy, the choreopolitical, even while maternal health institutions 

choreopolice their bodies to “ensure conformity” (Lepecki); positioning mothers as 

already caught up in being “useful” to larger systems of inequity (Foucault). 

 

DISSERTATION OUTLINE 

Each chapter in “Choreographing Childbirth” takes up Lepecki’s ideas of choreopolitics 

and choreopolice and applies it to different manifestations of embodying motherhood. 

The second chapter, “Choreopolice and Choreopolitics in the Archive: A History of 

Techniques of the Childbearing Body in U.S. Maternal Healthcare,” utilizes a macro lens 

to study how natural childbirth techniques of the maternal body have shifted across time 

in response to the patriarchal technocratization and medicalization of childbirth, arguing 

that natural childbirth’s techniques of the maternal body are not free from problematic 

histories of sexism, racism, and eugenics.  

The third and fourth chapters transition to a micro lens, utilizing the interviews 

with twenty-one mothers to investigate how mothers are choreopoliced in pregnancy and 

birth and how they activate the choreopolitical with specific techniques of the body while 

navigating systems of inequity. In the third chapter, “Becoming Mother: Activating 

Maternal Autonomy through Techniques of the Body,” I argue that the mothers in this 

study learn from medical providers and childbirth educators that their bodies are 

machines, meant to be monitored and controlled through technology, yet they also learn 

that the body is wayward and uncontrollable.  It is at this juncture of contradictions that 

mothers navigate choreopolicing structures of 2010s U.S. maternal healthcare and make 
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attempts to activate autonomy. Chapter three gives evidence for how the mothers in this 

study are trained to surrender autonomy and troubles the relationship between surrender 

and maternal autonomy. 

 In the fourth chapter, “Birth in Tight Spaces: Maternal Bodies Choreographing In 

and Out of Timelines and Policed Landscapes,” I argue that pregnant mothers and 

mothers in labor improvise and choreograph bodily tactics, complicating the idea that 

control systems such as the hospital produce docile bodies. Instead, mothers proactively 

adapt to set choreographies of medical care while interweaving their own improvisations 

and choreographies, illuminating the greater complexity of the politics of power, control, 

agency, and knowledge at the site of the maternal body. 

The conclusion, “The Motherbaby Navigating Post-Partum: ‘Is This How It’s 

Supposed to Be?’” explores the understudied post-partum period and asks, “what is 

next?” concerning how Critical Dance Studies can be made useful to studies of 

embodiment beyond dance and what the future of childbirth scholarship may hold in a 

post COVID-19 world. 
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Chapter 2: Choreopolitics and Choreopolice in the Archive: A History of Techniques of 

the Childbearing Body in U.S. Maternal Healthcare 

 

In this chapter I argue that changes in the last three centuries have seen the increasing 

medicalization and technocratization of childbirth that have limited mothers’ autonomy 

and, at the same time, have been met with resistance.  Both of these forces—the 

patriarchal medicalization and technocratization of childbirth and the countervailing 

advocacy for “natural” childbirth—rely on and reproduce mind/body divisions and racist 

hierarchies that maintained and protected whiteness.110  Through a macro lens, I track 

how women’s positions caring for childbearing women were co-opted by men midwives 

then male obstetricians beginning in early 18th-century colonial America. I analyze how 

maternal healthcare advocates and medical practitioners from the late 19th century, 

throughout the 20th century, and today, tried to provide a counterweight to the over-

medicalization of childbirth through teaching maternal techniques of the body, which 

used a racial politic that manifested ideas about “naturalness” in childbirth. Though 

maternal healthcare advocates championed mother-centered births, they did so by  

 
110 Women’s and Gender Studies scholar Lindsey Whitmore writes in her dissertation, 

“Ecologies of Care: Whiteness, Clinical Power, and Post-Opioid Futures” that nineteenth-

century biomedicine is a fruitful site to interrogate how clinicians worked to shore up the 

project of whiteness. She writes, “nineteenth-century U.S. sensory economies and 

practices of medical knowledge production provide useful interpretive frameworks for 

thinking through the ways in which race, sex, and gender have cooperated to secure the 

presumed vulnerability, sensitivity, and eventual resiliency of whiteness. These histories 

and frameworks provide a critical platform that allows us to listen to and excavate some 

of what’s been buried in what [Harriet] Washington [in Medical Apartheid: The Dark 

History of Medical Experimentation on Black Americans from Colonial Times to the 

Present] calls the “mass grave” of “medical apartheid.” Lindsey Whitmore, “Ecologies of 

Care: Whiteness, Clinical Power, and Post-Opioid Futures” (PhD Diss., Rutgers 

University 2019), 77. 
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reifying the mind-body divide, by drawing from theories of eugenics, and by resting 

techniques of the body on primitivist ideologies which co-opted ideas of indigeneity that 

reified and protected whiteness. This chapter’s five sections explore how both ideas about 

women’s bodies and maternal techniques of the body developed, highlighting how 

natural childbirth techniques of the body have shifted across time, how these techniques 

of the body hinged on racially charged understandings of naturalness, and how these 

techniques of the body reveal underlying ideologies about women’s bodies and women’s 

autonomy.111 

The first section, THE PATRIARCHAL MEDICALIZATION AND 

TECHNOCRATIZATION OF CHILDBIRTH, analyzes how pre-1890s mind-body 

dualism situated the ideology of the maternal body as a machine and positions this 

development alongside the transitions from woman-centered midwife-attended births to 

male-midwife then physician-attended births. Utilizing health scholar Heather Cahill’s 

historical analysis of the large transition in Euro-America from midwifery to medicalized 

births, I substantiate with my 21st-century case studies her argument that “medicine's 

pursuit of a health care monopoly with the purpose of excluding women from practice in 

the public domain is but part of a broader strategy to control and subjugate women.”112 

Male midwives and doctors beginning in the mid-18th century co-opted traditionally held 

 
111 Technocracy is the imperative for technology to dominate practices, even 

when not necessary. Davis-Floyd, 47. 

112 Heather A. Cahill, “Male Appropriation and Medicalization of Childbirth: an 

Historical Analysis,” Journal of Advanced Nursing 33, no. 3 (2001):337. 
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roles of women midwives in birth, bolstering their position as superior to both their 

patients and midwives by resting their ideologies on the mind-body divide through 

obstetrical machinery.113  This section gives evidence for the larger patriarchal, 

choreopolicing structures of inequity that aided the eliding of female birth workers and 

also reinforced the ideology of the woman’s body as a machine and vessel, and not an 

autonomous being.  

The second section, ALICE B. STOCKHAM—PROGRESSIVE ERA 

NATURAL CHILDBIRTH TECHNIQUES, investigates how medical doctor Alice B. 

Stockham provided a counterweight to increasing medicalization of childbirth while at 

the same time reinforcing racist, primitivist, and orientalist ideas about the “natural” body 

in the Progressive Era United States that shored up the project of whiteness. Stockham 

championed natural pain-free birth through primitivist techniques of the body.  She also 

advocated for state-sponsored eugenics. Both the primitivist approach for natural 

childbirth and state-sponsored eugenics relied on biomedicine’s upholding of whiteness. 

To achieve natural childbirth, a separation between indigeneity and whiteness was 

established. It also made a path through which ensured that the white midwifery 

movement remained progressive.  

The third section, GRANTLY DICK-READ—DEPRESSION AND WORLD 

WAR II -ERA NATURAL CHILDBIRTH TECHNIQUES, highlights how obstetrician 

 
113 Beginning with the early 18th century, I foreground the maternal healthcare 

medical revolution with René Descartes’s ideology that the mind is separate and in 

charge of the body. 
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Dick-Read brought the idea of natural childbirth into mainstream obstetrical culture in the 

1940s U.S., creating the modern legacy of the natural childbirth movement as a potent 

counterweight to the paternalistic medicalization of childbirth.  Similar to Stockham, 

Dick-Read championed the prowess of the mind over the body and advocated for creating 

a set of learned techniques for mothers to access a primitive other-self in childbirth. Dick-

Read’s manifestation of natural childbirth was not “natural” at all—it relied on heavily 

constructed ideologies that rested on male obstetrical control of the mother through 

training techniques of the body that fetishized the primitive other.  

The fourth section, INA MAY GASKIN—NATURAL CHILDBIRTH 

TECHNIQUES OF THE SIXTIES, SEVENTIES, AND BEYOND, details how the 

techniques of natural childbirth shifted in response to the counterculture movement of the 

1960s, yet still reified primitive ideologies of childbirth. The modern, white, midwifery 

movement, pioneered by midwife Ina May Gaskin, advocated for healing the mind/body 

divide in maternal healthcare by reclaiming forgotten spiritual knowledge of childbirth. 

Yet, Gaskin created specific techniques of the maternal body that did not bridge the 

mind/body divide but rather reinforced it and flipped it—she championed the body over 

the mind and likened the body to an animalistic primitive self. This project of returning to 

a “monkey” self to achieve natural childbirth establishes a separation between indigeneity 

and whiteness while also making a path through to ensure that the white midwifery 

movement remained progressive. This section brings attention to how naturalness in 

childbirth hinged on mothers’ ability to access the choreopolitical in childbirth while 

employing cultural constructs of indigenous peoples.  



 

57 

 

 

In the fifth section, NATURAL CHILDBIRTH TECHNIQUES IN THE 2010s 

U.S., I explore how natural childbirth techniques of the body still rely on cultural 

constructs of naturalness while at the same time offer a challenge to the normalization of 

the medicalization of childbirth. In programs such as the Bradley Method and 

Hypnobabies, the construct of “naturalness” still problematically rests on mind/body 

dualism and coded language, which recalls the three previous eras’ distinction of 

“natural” as embodying the cultural concept of the indigenous other. While the 

mainstream U.S. natural childbirth movement encourages mothers to access the 

choreopolitical by training their bodies with specific maternal techniques of the body, it 

maintains its historical trajectory of encouraging maternal empowerment through 

problematic systems of oppression. Midwives of color, such as Jennie Joseph and Natalie 

Gomez, are creating a countermovement within the midwifery movement to redress the 

systemic issues of coopting the “primitive other” to embody “naturalness” by making 

culturally specific techniques of the body and creating access to midwifery services for 

mothers of color. 
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THE PATRIARCHAL MEDICALIZATION AND TECHNOCRATIZATION OF 

CHILDBIRTH 

Prior to 1700 in colonial America, mothers gave birth in the care of a lay midwife at 

home—women attended women in labor.114 These midwives were members of the 

community who were able to become a midwife by attending prior birth experiences.115 

They did not need formal education to help facilitate birth experiences nor were they 

exclusively white.116  They did not need licensing and training to become necessary 

members of the community.  

 
114 Judy Barret Litoff argues that one only needs to have assisted or borne children 

to be rightfully designated as a midwife, American Midwives 1860 to the Present 

(Greenwood Press, 1978), 4.  

115 Though midwifery practice was community-based, official paid appointments 

were eventually made for midwives in the mid-17th century. Scholar Judy Barret Litoff 

writes that in 1660, though the colony of New Amsterdam remained a colonial backwater 

of the Dutch Empire, officials appointed a town midwife with a salary of 1000 guilders 

per year, around $60,000 US by today's standards. Officials were now appointing 

midwives, not women themselves. Litoff, 4. 

116 Scholar Julie Morel argues that Black midwives were the first American 

midwives, contending that “for both black and white people in the South prior to the Civil 

War (1861-1865), attending to childbirth was primarily in the hands of traditional African 

midwives who had been brought to America as slaves as early as 1619, or their enslaved 

descendants.” Julie Morel, “Black Birthing Mothers: The Historical Context and Potential 

Benefits of Midwifery-Based Care,” Senior Capstone Project, (Vassar College, 2019), 8. 

Sociologist Keisha La’Nesha also argues that enslaved Black women were central 

to southern society.  She writes, “Enslaved women, for instance, were an important 

commodity-dehumanized as a good to be bought and sold-to slaveowners as they sought 

to maximize their capacity for bearing children (thereby increasing labor supply) along 

with performing productive labor of their own. Slaveowners and physicians collaborated 

in efforts to increase fertility among slaves, beginning in puberty and continuing 

throughout their reproductive years. While in the beginning of the 19th century the 

majority (approximately 70-90%) of white plantation births were attended by midwives 

(enslaved or white), by 1860, an estimated 40-50% of plantation mistresses were 
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At the beginning of the 18th century, a large shift ruptured traditional pathways of 

care for childbearing women due to the patriarchal medicalization and technocratization 

of women’s healthcare. Male-midwives and doctors began discrediting midwives through 

the tools of licensing and technical education, shifting birth from a domestic space to new 

public spaces at the hospital, from midwife to doctor.117 Health scholar Heather Cahill 

argues that beginning in the early 1700s, male-midwives and doctors used both licensing 

and education to justify the “female inferiority” of women midwives.118 She writes, 

“male justifications of female inferiority have been developed and nurtured through 

professional discourses and socialization processes inherent within medical education and 

practice.”119 Licensing slowly pushed midwives out of attending childbearing women. In 

1716, for example, licensing became required of midwives in the British colony of New 

York.120  Angelique Little, in her thesis “Mother and Power in New England,” argues that 

 

delivered by physicians. This pattern of increase continued well into the 20th century.” 

Keisha La'Nesha Goode, “Birthing, Blackness, and the Body: Black Midwives and 

Experiential Continuities of Institutional Racism,” (PhD diss., Graduate Center, City 

University of New York, 2014), 8, 49-50. 

117 Cahill defines medicalization as “the expansion of medical jurisdiction into the 

realms of other previously nonmedically defined problem, a process which clearly serves 

the interests of medicine with its increasing focus on the indicators of disease rather than 

the individual's experience of health and illness” 338-339. 

118 Cahill, 334. 

119 Cahill, 334. 

120 New Netherlands became New York after the Anglo-Dutch War. New 

Amsterdam became Albany. Judith Pence Rooks, Midwifery and Childbirth in America 

(Temple University Press, 1999); Paul Starr, The Social Transformation of American 
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by 1750, though “midwives were well respected members of the community […], male 

doctors set about discrediting them, excluding them from [university studies], and 

ultimately removing them from competition.”121  Cahill writes that “the exclusion of 

women from those very institutions that provided the necessary formal education 

required for entry into the medical profession, effectively barred them from that 

profession.”122 It is through the vehicles of increasing technocratization coupled with the 

onset of formal education and licensing that midwives began to be pushed out of their 

roles caring for women.123 Male midwives and doctors not only began a campaign against 

midwives but also utilized licensing and technical education to oust midwives from 

maternal healthcare, effectively choreopolicing them from caring for mothers. 

During this shift in pedagogies of care, midwives still cared for mothers in their 

homes, though a growing number of mothers began to utilize the care of physicians due 

to women’s fear of childbirth.  Middle- and upper-class white mothers were able to pay 

 

Medicine (Basic Books, 1984); Richard and Dorothy C. Wertz, Lying-In: A History of 

Childbirth in America, (Yale University Press, 1989). 

121 Angelique Little, “Motherhood and Power in New England, from the Puritans 

to the Revolution” (MA Thesis: Baylor University, 2011), 1. 

122 Cahill, 338. 

123Pam Lieske shares that during this tumultuous transition in the 1700s it became 

“common for midwives to call in a surgeon or man-midwife when a laboring woman's 

health was in danger and the unborn child was either soon to be or already dead; it was 

also routine for many, if not most, female midwives to distrust male midwives. They 

were seen, with good reason, as a potential threat to a female midwife's reputation and 

livelihood.” Pam Lieske, “William Smellie's Use of Obstetrical Machines and the Poor,” 

Studies in Eighteenth-Century Culture, 2000, Vol.29 (1): 67. 
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for physicians to attend them in the home, while poor, Black, and immigrant mothers 

relied on midwives or went to charity-sponsored lying-in hospitals for their births.124 

Middle- and upper-class mothers were drawn to physician-attended home-births because 

they perceived them as safer. In the early 18th century, women were afraid of childbirth, 

knowing it as an event that could permanently damage them or take their lives.125  

Male midwives and doctors in the early 18th century were fascinated with the 

childbearing body as if it were a machine. They sought to care for mothers as if the 

mothers were research subjects, creating tools to perform upon their body for the sake of 

science and research.126  Through gender and class divides, women—especially poor 

women of color—became research subjects for doctors to test their technology on.127 

Scottish doctor William Smellie attended women as a male-midwife and then as an 

obstetrician between 1722 and 1757.  He offered his services free of charge if the mother 

accepted his students as an observer to her birth experience.128 Lieske argues that male-

 
124 Melissa A. Thomasson and Jaret Treber, “From Home to Hospital: The 

Evolution of Childbirth in the United States, 1927-1940,” NBER WORKING PAPER 

SERIES, National Bureau of Economic Research, 2004, 8. 

125 Thomasson and Treber, 8. 

126 Cahill. 

127 Heather Cahill argues that biomedicine needed both a sex and class divide to 

operate fully. She writes that, “although Michel Foucault was primarily concerned with 

European social structure, his argument that biomedicine could only have been born from 

a sex and class divided society in which both women and the poor provided appropriate 

research and teaching material remains a powerful one.” 337. 

128 Judy Barret Litoff, American Midwives 1860 to the Present, 8. 
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midwives such as William Smellie treated women as vehicles, vessels, as a machine 

rather than autonomous beings.129 

Mothers’ bodies were seen by Smellie and his colleagues in a “mechanized and 

often dehumanized way,” as a “vehicle” for understanding, for increasing scientific 

knowledge. Smellie’s obstetrical machines, such as the obstetrical manikin—an 

anatomically correct pelvic model, helped him design a new model of forceps. Instead of 

wooden forceps, Smellie created straight forceps made of iron, covered in leather, to be 

slathered in hog’s lard during use.130 Smellie trained American doctors who, in the mid-

1700s, would transport both the ideology of the woman’s body as vehicle and machine 

and their obstetrical tools and machines to the United States. Thomasson writes that it is 

after this that a large shift occurred in care, for “medical intervention during childbirth, 

even the presence of a physician during labor and delivery, was rare until after 1750, 

when men trained as physicians abroad returned to practice in America.”131 During the 

mid-18th century, the use of obstetrical machinery coupled with technical education not 

 
129 Mothers were not treated as autonomous beings in this moment of increasing 

medicalization and technocratization of childbirth. Lieske argues that “for Smellie, as for 

many male midwives of the eighteenth-century, the mother is important, but only as a 

vehicle for the scientific study of childbirth. In addition to treating their female patients in 

a mechanized and often dehumanized way, many midwives, including Smellie, also 

constructed obstetrical machines, or artificial human machines, through which male 

midwives learned the skills of their trade,” Lieske, 65-86. 

130 Sherry F. Colb, “The Hidden Atrocities Behind Medical Progress,” Verdict, 

March 28, 2016, https://verdict.justia.com/2016/03/30/the-hidden-atrocities-behind-

medical-progress, accessed June 8, 2020. 

131 Thomasson, 8. 
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only began to coopt women midwives’ traditional place by childbearing women’s sides 

but also dehumanized the maternal body. 

 By the beginning of the 19th century, research on women’s bodies reached further 

dehumanizing heights with the introduction of the study of gynecology.  J Marion Sims, 

the founder of modern U.S. surgical gynecology, operated on enslaved Black women he 

owned in Montgomery, Alabama.  Sherry F. Colb argues that Sims dealt with “the 

women's screams and treated the women themselves not as valued and honored patients 

but as experimental instruments whose lives were not rightly theirs to control or 

direct.”132 Colb contends that “though anesthesia had become available by the time, 

[Sims] performed surgeries on [enslaved African-American women] in the 1840's. He did 

not use it and he recorded how one of the patients would scream in pain during the 

numerous surgeries to which he subjected her.”133  Women, especially women of color, 

were treated as disposable objects for scientific research during the escalation of 

medicalization of the female body. 

19th-century obstetricians believed women lacked the capacity to be a medical 

caregiver to childbearing women because their experiential knowledge was subordinate 

to male intellect and hard science. This ideology, grounded in the supremacy of the mind 

over the body, shaped 19th-century biomedicine.  Heather Cahill writes that  

The subordination of traditional, “experiential” midwifery to more “formal” 

knowledge and training, from which women, of course were excluded, was more 

easily facilitated. Even more importantly, this strategy challenged the existing 

 
132 Colb. 

133 Colb. 
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gender order to leave women out in the cold and begin the ascendance of men in 

childbirth practice. So, not only do these events provide a lucid example of the 

hierarchy of knowledge in which academia assumes superiority over experience, 

but they also clearly indicate that scientific and factual knowledge is inherently 

“male” and therefore claimed supremacy over “female” intuitiveness, empathy 

and caring.134 

 

In the 19th century, women were thought to be more of the body (“intuitive”) than the 

mind.  Men, on the other hand, represented rational thought or “factual knowledge.”135 

John L. Thornton, in his 1967 introduction to James Hosbon Aveling’s 1872 text, English 

Midwives: Their History and Prospects, argues that 19th-century doctors such as Aveling 

were “convinced that women could not be relied upon in obstetric emergencies,” due in 

large part to the now widely accepted supremacy of men over women. 136  Perinatologist 

Marsden Wagner supports this claim, arguing that “an important part of the struggle for 

control of maternity care…is gender specific—that there has been a paternalistic takeover 

of territory that rightly belongs to women and that did belong to women until relatively 

recently.”137 The increasing medicalization of childbirth rested on the pervasive ideology 

that women were not capable of learning and implementing intellectual knowledge in 

maternal healthcare. 

 
134 Cahill, 337. 

135 Cahill, 337. 

136 John L. Thornton, F.L.A, in James Hosbon Aveling, M.D.’s English Midwives: 

Their History and Prospects (Hugh K. Elliot Ltd: London, 1967), vii.   

137 Wagner’s “relatively recently” references the transition in the mid-18th century 

from women caring for women to male-midwives then male-physicians caring for 

women. Marsden Wagner in Born in the USA, ix.   
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The patriarchal medicalization of childbirth reproduced mind/body divisions that 

hinged on the understanding of the supremacy of men over women and racist hierarchies. 

By the end of the 19th century, fifty percent of births were attended by physicians in the 

home largely for white middle and upper-class mothers.138 Poor mothers, especially 

Black and immigrant mothers, largely relied on midwifery care in the home. The poorest, 

most disenfranchised mothers took advantage of hospital-births that were free or low-

cost.139 Melissa Thomasson writes that “physicians trained in the ‘new midwifery’ in 

Europe brought forceps to the United States, offering middle- and upper-class women an 

alternative to traditional, midwife-attended childbirth. The fear of childbirth led women 

to invite physicians (and their promises of greater safety and less pain) into the birthing 

room.”140 Physician-attended birth in the home hinged on the mother’s ability to afford 

his services.141 Within the span of almost two centuries, between the early 18th and the 

end of the 19th century, the ideology of a woman’s body as a machine, vehicle, or vessel 

cemented in Euro-American biomedicine while at the same time women were dislodged 

 
138 Thommason and Treber, 8. 

139 Thommason and Treber write that, “the only births that occurred in hospitals 

were those of homeless women or women who could not receive in-home assistance,” 8-

9. 

140 Thomasson and Treber, 8. 

141 At the end of the 19th century, “Physicians may have felt threatened 

economically by midwives, who typically received one-half the fee charged by 

physicians for performing obstetrics services” Thomasson and Treber, 12. 
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from their roles as caregivers to childbearing women, and the divides in healthcare 

options for middle- and upper-class white women and poor women of color deepened. 

 

ALICE B. STOCKHAM—PROGRESSIVE ERA NATURAL CHILDBIRTH 

TECHNIQUES  

This increasing technocratization and medicalization of childbirth at the end of the 19th 

century was met by some physicians, such as Alice. B. Stockham, with resistance. Yet, 

Stockham’s advocacy for natural birth relied on mind/body dualism and racist 

hierarchies.  Stockham, while trying to provide a counterweight to the over-

medicalization of childbirth through teaching maternal techniques of the body, utilized a 

racial politic to manifest ideas about natural childbirth. Though she championed women-

centered births, she did so by reifying the mind-body divide, by drawing from theories of 

eugenics, and by resting techniques of the “natural” maternal body on primitivist and 

orientalist ideologies.  

In an era that saw the mass transition of both midwives of color and white 

midwives pushed out of attending mothers in the home, mothers lost a significant amount 

of peer-to-peer support in childbirth. In 1883, the fifth woman doctor in the United 

States, publisher, and women’s rights activist Alice B. Stockham wrote Tokology: A Book 

for Every Woman, a text intending to empower women to learn to care for themselves 

“properly,” attempting to fulfill the void of female peer-to-peer support.  

Stockham advocated that women should, could, and were responsible for employing 

techniques of the body to have healthy physiologic, pain-free birth, no matter their socio-
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economic station or race. This belief was wildly alternative for her time.142 Contrary to 

common views in the Progressive Era U.S. that birth was a painful experience that 

required medicalization and medical management, Stockham argued that a woman was 

solely responsible for her mental, physical, and spiritual health in pregnancy and 

childbearing. She suggested that a mother could increase positive birth outcomes by 

practicing her maternal techniques of the body from Tokology, not necessarily by 

accessing more medicalization. At face value this ideology advocates for a more active 

role for women in childbearing.  Yet, Stockham’s precepts placed the blame of 

childbearing ailments on the mother—if something went awry, the mother was to blame 

for not training her body to subordinate to the self.143  

Stockham was an adamant believer in dualism. Throughout Tokology she pressed 

how important it was to harness the body by the “real self,” or the mind. Stockham’s 

 
142 Stockham’s text was inherently prescriptive. She questioned much that was 

considered normal practices of self-care during her time, such as the Victorian era beliefs 

of restrictive clothing and childbirth as inescapably painful. She believed that women had 

the capacity to cure themselves, writing, "if they study this work intelligently, practicing 

the precepts therin [sic] give, they will ever be thankful for the light and hope 

obtained.”142 Stockham firmly believed that she could help women train their minds to 

experience childbearing without issues, nor pain, Alice B. Stockham, Tokology: A Book 

for Every Woman, (Chicago: The Progress Company), 1909, 41. 

143 Stockham had several copies of Tokology printed and handed out for free to 

divorced women with children, prostitutes, and women of meager means, believing that 

every woman had not only the right but the charge to learn proper healthcare techniques 

if they didn’t have the time nor finances to access a healthcare provider. 
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belief that women were directly responsible for the health of the household hinged on the 

mother’s ability to control her body with her mind.144 She argued, 

…the mind, the real self, controls all the function pertaining to life, and its 

supremacy can be directed toward removing morbid tendencies. One can train the 

mind to this end…Learn to subordinate the body…for the sake of human 

progress, may every parent lose sight of selfish interest, and strive to the utmost 

for all conditions that shall favor the highest good of the offspring, to be well-

born is the right of every child.145 

 

She wrote that many of society’s woes could be cured if women knew how to control or 

“subordinate” their bodies.146  Her dedication in Tokology says, “To all women who, 

following the lessons herein taught, will be saved the sufferings peculiar to their sex.”147  

She writes, “a pregnant woman, by ignoring her ailments, by abstracting them from her 

thoughts, by occupying her mind entirely, can bring about wonderful results in 

 
144 Robbie Davis-Floyd argues that “many of American society’s most deeply 

held values and beliefs derive from the model of reality we inherited from the Scientific 

Revolution in Europe,” that valued Descartes’ ideology of the mind’s superiority to the 

body, 44. 

145 Stockham 349-350. 

146 Stockham, 345-346. 

147 Stockham, 346. 
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overcoming undesired conditions.”148 By the same token, a pregnant woman could also 

succumb to undesired conditions if she had not mastered her body with her mind.149  

Stockham argued that childbirth ailments developed due to women not respecting 

“natural” laws.150 For example, Stockham argued that nausea is not a “natural 

accompaniment” to pregnancy.151  Instead, she believed “the real causes are to be sought 

in the violation of physical laws, in dress, diet, exercise, etc.”152 Stockham offered several 

techniques to offset pregnancy associated nausea: eat less, wear loose comfortable 

clothing (which was not in fashion during this time); let hunger lead; hot compresses to 

the stomach and warm baths; enemas; exercises; avoiding sex and more.153 Stockham 

 
148 The ideas behind these techniques support the argument that maternal 

healthcare ideology towards women’s bodies, during this era, are derived from the 17th-

century notion that the mind can control the body. For example, in the section titled 

“Exercises Adapted to Gestation,” Stockham also lists exercises that are “invaluable to 

equalize the circulation, to aid digestion, as well as to promote natural breathing and 

develop the muscles required in parturition.” The exercises begin with the posture titled, 

“Military Position.” The posture is described in a numbered list from the feet to the head.  

The descriptions of military posture such as “heels in line, and together,” “chin slightly 

drawn in,” “whole figure in such a position that a line will pass through ear, shoulder, 

hip, knee and ankle” value a 17th century ideology of the male body with an emphasis on 

military form, Stockham 144-146. 

149 Stockham, 349. 

150 The idea of “natural” as an achievable condition is detailed on the following 

pages. 

151 Stockham, 44. 

152 Stockham, 45. Emphasis in the original 

153 Stockham writes that a pregnant mother who suffered from unrelenting nausea 

found relief in Stockham’s work. She writes, “She went home in despair and suffered to 

the end…When she heard the theories I teach, with suppressed emotion she exclaimed: 

“Thank God for the hope you give. To my dying day I shall use my feeble voice to 
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offered these techniques as viable methods to access natural childbearing without 

ailment. 

Stockham detailed fifteen exercises she “adapted to gestation” to help women 

cultivate power over their bodies and achieve “perfect harmony” of the body and soul; 

they range from leaning forwards and backwards while standing to kneeling on a cushion 

and bending backwards with arms outstretched.154  For example, one involves pregnant 

women “reclining, face downward, flex knees and sway feet from right to left.”155 This 

exercise, according to Stockham, increases a woman’s “strength, power and vigor of 

muscles” which she argues is key to an easy labor.156 Stockham also suggested pregnant 

women climb stairs and mountains while keeping their mouth closed, to increase deep 

breathing techniques to achieve “natural and graceful expression.”157 In the exercises 

 

promulgate these truths, that others may not grope in the valley as I have done.” Yes, 

women can be saved much suffering even during pregnancy. If they study this work 

intelligently, practicing the precepts therein given, they will ever be thankful for the light 

and hope obtained.” Stockham argued that her nutrition and exercise programs could 

alleviate most pregnancy-related ailments like nausea. The exercises Stockham offered 

aimed to increase circulation and help improve breathing, offsetting pregnancy-related 

diseases.  Breathwork was a crucial component to her program. She writes, “Inflate the 

lungs. Touch the shoulders lightly with the tips of the fingers. Bring the elbows slowly in 

front of the body, touching them together. Lift them high as possible. Throw elbows back 

and up, the fingers still touching shoulders. Bring them back to commencing position. 

Expel air. This exercise elevates the ribs and expands lower part of chest.” Stockham, 

141. 

154 Stockham, 145.  

155 Stockham, 146. 

156 Stockham, 149. 

157 Stockham, 149. 
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Stockham adapted for gestation and in her encouragement of taking air outdoors through 

climbing, Stockham reified the idea that “the body can be trained to a fine physical life 

and action.”158 These ideas were predicated on the notion that there was an achievable 

and “natural” embodiment of pregnancy and childbearing that could be accessed through 

learned techniques of the body.159 

 Stockham believed that by practicing her precepts, mothers could harness a more 

“natural” way of being and experience childbearing without extraordinary pain.  

Yet, this project shored up the borders of whiteness, employing primitive constructions 

that both created distinction between medicalized and natural birth and that created a new 

path forward shrouded in White clinical power.  In the opening of her book, Stockham 

writes, “‘I know of no country, no tribe, no class, where childbirth is attended with so 

much pain and trouble as in this country,’ thus replied a traveler who had been many 

years in foreign lands, upon being interrogated as to the comparative sufferings of savage 

 
158 Stockham, 149, quoting Annie Payson Call, who wrote on mental health at the 

turn of the 19th century. 

159 Stockham argued that her exercises could alleviate symptoms from uterine 

infections in pregnancy to help with the actual physicality of childbearing. The exercise 

she provided (outlined previously) are coupled with dire warnings of what could go 

wrong if the mother isn’t properly controlling her body with her mind. For instance, she 

warns, “If you suffer, it is not because you are cursed of God, but because you violate his 

laws.” She believed that a mother not controlling her body, or not eating the right food, or 

not exercising properly, or having weakness of mental spirit could lead to pregnancy-

related diseases and general ill health. Stockham, 144, 172. 
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and civilized women.”160 Stockham’s beliefs were steeped in racist and fictitious 

narratives about indigenous childbearing.  

Stockham believed that “savage” women and the peasantry were “exempt” from 

childbearing pains.  She details accounts by fellow doctors who had witnessed indigenous 

women giving birth without pain.  She argues that “savage” women who lived out in the 

open air and experienced regular exercise had an easier time of birth than “civilized” 

women. Quoting a fellow doctor of her time, she writes, “those women of savage nations 

who bear children without pain live much in the open air, take much exercise, and are 

physically active and healthy to a degree greatly beyond their more civilized sisters.”161 

Stockham used her own preconceived and misguided notions of indigenous lifeways as 

synonymous with “natural” to develop techniques of the childbearing body. By using 

these constructed understandings of indigeneity, Stockham perpetuated deeply racist and 

primitivist beliefs of the time to help pave the way for the natural childbirth movement, a 

project which inherently protected White motherhood.162  

Stockham’s work to empower women was intrinsically tied to ideas of female 

eugenics activism, “scientific reproduction,” race suicide, and racial purity.  Stockham 

was limited by the ideologies of the time, which championed eugenics as a way to perfect 

 
160 Stockham, 17. 

161 Stockham, 22-23. 

162 It is imperative to acknowledge that Stockham’s beliefs about childbearing and 

the fictitious romanticized “savage” undergird much what is considered the “natural” 

childbirth movement in the 20th century, which will be discussed later in this chapter. 
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the human race.163 In the 1907 Journal of Eugenics, Stockham wrote “Baby-Culture,” an 

article advocating for a state-sponsored eugenics department. She reasoned, 

Thinking people, students of stirpiculture, however, demand that children shall be 

fewer and better; that there should be intelligent control of the fecundating power, 

and conditions provided for the best interest of the child. If we are to have “plenty 

of children, and they are to grow up not unhealthy in body and stunted or vicious 

in mind” (Roosevelt), we must call into service the intelligence, the genius, the 

inventive and creative faculties of men and women, to provide for them.  

 

Present conditions, especially in cities, are unfavorable for parentage. If the 

crowding and huddling of people increase in the centers of civilization, race 

suicide must become, not a matter of choice, but a necessity. We have broad 

prairies, beautiful valleys, vast mountains: why not utilize them that a plentiful 

progeny need not be outcasts; where twins and triplets may be reared without fear 

of a landlord’s eviction?  

 

The cure for race suicide may be found in the establishment of a new department 

in government, to be devoted to human-culture, giving best conditions for 

parentage and best environments for the physical, mental, and moral development 

of the child. This department may be called a department of human-culture, or 

Homo culture, or parental science; department of the home, or of stirpiculture, or 

of anthropology. The name should be broad and inclusive, its first thought and 

object being to [bear] better babies. This department should include household 

economics, the science of marriage and reproduction, stirpiculture (improvement 

in stock), ædœology (prenatal culture), tokology (the science of child-birth), and 

pædology (child-culture). Men and women eminent as specialists and deeply 

interested in the progress of the race should be given charge of subdivisions in the 

department. 

 

When the government gives us a department of the home, of human or Homo 

culture, devises and promulgates plans of scientific marriage and scientific 

reproduction, and makes suitable provisions for the family in every need, there 

will be no cry of race suicide. 164 

 
163 McDermott, Lydia. Liminal Bodies, Reproductive Health, and Feminist 

Rhetoric: Searching the Negative Spaces in Histories of Rhetoric. Lanham: Lexington 

Books, 2016, 14, 131. 

164 Alice Stockham, The American Journal of Eugenics, (Los Angeles, California) 

1907, n.p. 



 

74 

 

 

Stockham’s aim to limit reproduction for poor inner-city women, under the guise of 

creating a more intelligent, stronger human race, centered on promoting scientific 

answers to social ills. In the excerpt above, she writes, “If the crowding and huddling of 

people increase in the centers of civilization, race suicide must become, not a matter of 

choice, but a necessity.” Scholar Susan Marie Hensing argues that “‘race suicide’ became 

an opportunity for a sociological debate over the most effective methods of eugenics, in 

what they construed as a battle of quality versus quantity.”165  Early notions of birth 

control championed by the likes of women’s rights activists Ida Husted Harper, Adeline 

Champney and Alice Stockham also sought to curb reproduction amongst poor, 

immigrant populations, and people of color.166 It is within this era that Stockham’s work 

on childbearing techniques circulate.167   

 
165 Stockham also put advertisements for Tokology in journals on eugenics.  For 

example, in the 1908 The American Journal of Eugenics, Stockham’s advertisement for 

Tokology appeared alongside advertisements for free swastikas, “the ancient symbol of 

good fortune” and advertisements for “how to have prize babies” which advocated for 

“race improvement” described as “knowing how to mate and breed.” Alice Stockham, 

The American Journal of Eugenics, (Los Angeles, California) 1908, 

http://iapsop.com/archive/materials/american_journal_of_eugenics/american_journal_of_

eugenics_v2_n3_jun_1908.pdf?fbclid=IwAR1Ek2-iOZbrgR8JEP5VvlefAO-

bCw5IDwFE15RrYm4QLtIPJAdgc4zeID8. 

166 Susan Marie Rensing, Feminist Eugenics in America: From Free Love to Birth 

Control, 1880-1930 (University of Minnesota, 2006), 91. 

167 Scholar Susan Marie Rensing argues that Stockham was also known as a sex 

radical. She writes, “Dr. Alice Stockham, another sex radical who published regularly in 

Lucifer, was also charged with circulating improper literature and arrested. Regular 

Lucifer contributor Jonathan Mayo Crane came to her and all the Luciferians' defense in 

1905. He argued that claims the publications of the Lucifer cohort ‘are devoted almost 

exclusively to the science of eugenics...[and that] President Roosevelt is no more opposed 

to race suicide than [they] are, but [they] believe race suicide can best be prevented and 

race improvement best be promoted by the production of better children rather than more 

http://iapsop.com/archive/materials/american_journal_of_eugenics/american_journal_of_eugenics_v2_n3_jun_1908.pdf?fbclid=IwAR1Ek2-iOZbrgR8JEP5VvlefAO-bCw5IDwFE15RrYm4QLtIPJAdgc4zeID8
http://iapsop.com/archive/materials/american_journal_of_eugenics/american_journal_of_eugenics_v2_n3_jun_1908.pdf?fbclid=IwAR1Ek2-iOZbrgR8JEP5VvlefAO-bCw5IDwFE15RrYm4QLtIPJAdgc4zeID8
http://iapsop.com/archive/materials/american_journal_of_eugenics/american_journal_of_eugenics_v2_n3_jun_1908.pdf?fbclid=IwAR1Ek2-iOZbrgR8JEP5VvlefAO-bCw5IDwFE15RrYm4QLtIPJAdgc4zeID8
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 Taken together, Stockham’s argument for a natural pain-free childbirth being 

achievable through techniques of the body inspired by primitivist ideologies of 

indigenous peoples and her advancement of state-sponsored eugenics as a plausible 

method to stopping reproduction of immigrants and people of color, show how the push 

for a natural childbirth movement was at its very essence tied to problematic systems of 

oppression in the Progressive Era. Recalling Lepecki’s distinction that choreopolice’s 

“main interest is movement, but its aim is to promote a movement that, while moving, 

veers away from freedom,” Stockham’s commitment to conforming women to primitivist 

techniques of the body while at the same time advocating for state-sponsored eugenics 

reveal the paradoxical and at the same time pervasive and systemic nature of 

choreopolicing framing the beginning of the natural childbirth movement.168   

By the 1890s, when Tokology was first published, suffrage advocates were 

lobbying for women’s right to vote.169 Over the next two decades, many women’s rights 

activists used their platform to lobby for access to more healthcare options. The vocal and 

active Twilight Sleep Association, founded in 1915, advocated for the expanded health 

care option of medicalized pain-relief in childbirth.  With its increase in technocratization 

and medicalization, twilight sleep offered an answer to the fear of permanent damage or 

 

numerous children,’ but his words did little to stop the postal authorities,” Rensing, 102, 

91. 

168 Lepecki, 19-20. 

169 Eric Foner, Give Me Liberty!: an American History (New York: W.W. Norton 

& Company), 2020, 720, 1010. 
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death in childbirth.170  Without elaborating examples, birth scholar Julia Chinyere Oparah 

writes that the call for more medicalized pain-relief was driven by predominantly white 

women of the suffragist movement.171  My own brief survey of black women suffrage 

leaders’ goals suggests that medicalized pain-relief did not rank highly among them.172 

The fight for pain-free, medicalized birth differed greatly from Stockham’s 

advocacy for pain-free, physiologic birth. Those seeking Stockham’s “natural” childbirth 

method sought ultimate control of the mind over the body through techniques of the 

body.  Those seeking medicalized pain-relief sought surrendering control of the mind to 

their medical provider to gain autonomy over their birth experience.  Surrendering 

control to increased medicalization of childbirth might be seen as a gain in control for 

 
170 Amy H. Hairston, “The Debate Over Twilight Sleep: Women Influencing 

Their Medicine,” Journal of Women's Health, Volume 5, Number 5,1996, 495. 

171 Oparah, Birthing Justice, 10. 

172 Scholar Rosalyn Terborg-Penn details how Black women in the 1890s created 

and joined suffrage clubs, lodges, and affiliations with their primary goal being to secure 

the vote.  Predominantly middle-class Black women participated, however Terborg-Penn 

writes that working class Black women also participated in these groups. In the 1920s, 

Black women showed their “political sophistication” because they “campaigned on 

tickets not politically espoused by Black voters.”  Rosalyn Terborg-Penn, African 

American Women in the Struggle for the Vote, 1850-1920 (Bloomington, IN: Indiana 

University Press), 1998, 9, 149.   

Scholar Liette Gidlow details how the struggle for Black women to vote 

continued long after women’s right to vote was ratified in 1920. Organizers at that time 

focused on removing barriers that impeded Black women’s ability to vote. Liette Gidlow, 

“The Sequel: The Fifteenth Amendment, The Nineteenth Amendment, and Southern 

Black Women’s Struggle to Vote,” The Journal of the Gilded Age and Progressive Era 

17 (2018), 433–449 doi:10.1017/S1537781418000051. 
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many American women, through access to analgesics and, in the early 1900s, to German-

made “Twilight Sleep.”  Whereas previous historiography has tended to focus on class 

status of twilight search proponents, research is needed to be able to discern patterns 

among women of different races.173 Historian Judith Litoff sheds light with a feminist, 

historical perspective:  

From the perspective of today's ideology of woman-controlled births, it may 

appear that women who want anesthesia sought to cede control of their births to 

their doctors. However, I argue that the twilight sleep movement led by women in 

1914 and 1915 was not a relinquishing of control. Rather, it was an attempt to 

gain control over the birthing process.174  

 

Many women argued that U.S. physicians did not care enough about women to explore 

options for pain-free birth.175 Yet, as technocratization and medicalization for childbirth 

increased, mothers moved assuredly towards physician-attended hospital-births. 

 

GRANTLY DICK-READ—DEPRESSION AND WORLD WAR II ERA NATURAL 

CHILDBIRTH TECHNIQUES 

The dramatic increase and normalization of the medicalization of pregnancy and 

childbirth between the beginning of the 20th century to mid-20th century were met by a 

growing natural childbirth movement pioneered by Grantly Dick-Read. Yet, like 

 
173 L.G. Miller, “Pain, Parturition and the Profession,” in Health Care in America  

(Temple U Press, 1979) 19-44. 

174Judith Litoff, “Birthing and Anesthesia: The Debate over Twilight Sleep,” 

Signs, Vol. 6, No. 1, Women: Sex and Sexuality, Part 2 (Autumn, 1980): 149. 

175 Judith Litoff, 154. 
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Stockham, though Dick-Read advocated for empowering women through natural birth, he 

relied on mind/body divisions and racist hierarchies.  Dick-Read, while trying to 

counterbalance the over-medicalization of childbirth through teaching maternal 

techniques of the body, rested his ideologies of natural birth of primitivist, orientalist, and 

classist politics. Between the tug and pull of over-medicalization and a growing natural 

childbirth movement, mothers were choreopoliced into set paths of conformity, both of 

which relied on patriarchal and racist politics.  

 The 20th century witnessed the most dramatic shift in maternal healthcare in the 

United States, from midwife-attended to physician-attended, from home to hospital. 

Between 1900 and 1935, midwife-attended births decreased from “50 to 12.5 percent.”176 

By the beginning of the Great Depression, half of American mothers gave birth inside 

hospitals attended by male physicians.  By 1955, ninety-nine percent of births would 

occur in-hospital. In just fifty-five years, midwife-attended homebirth became almost 

obsolete.177   

During this transition of pedagogies of care from midwifery to medical between 

1900 and 1955, childbirth was commonly thought of as a “painful and dangerous ordeal”; 

the hospital began to situate in public consciousness as an antidote to painful birth and 

 
176 Thomasson and Treber, 13. 

177 Only one percent of births would happen out of the hospital until 2017.  1.61% 

of babies were born out-of-hospital that year, gaining .61 % over a span of 62 years. 

“History of Medicine,” NIH. https://www.nlm.nih.gov/exhibition/cesarean/part3.html and 

Marian MacDorman and Eugene Declercq, “Trends and State Variations in Out-of-

Hospital Births in the United States, 2004-2017,” accessed June 3, 2020, 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6642827/ 

https://www.nlm.nih.gov/exhibition/cesarean/part3.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6642827/


 

79 

 

 

also as the safest place to give birth, compared to the home.178 Mothers were 

predominantly still afraid of childbirth, though the idea of the hospital reassured them of 

both their safety and their baby’s safety.179 However, between 1900 and 1937, maternal 

mortality rates increased slightly, arguably due to increased obstetrical intervention.180 

After 1937, the use of sulfa drugs as anti-infectives offset maternal mortality and further 

sedimented the hospital as a safe haven for mothers who were concerned about 

childbearing pains and physical harm or death.  

 The increase in medicalization of the maternal body between 1900 and 1955 was 

believed to be a success story of the feminist movement for pain-free birth through 

 
178 Grantly Dick-Read illuminates how overrun city hospitals could become, “One 

hundred and twenty women presented themselves at his antenatal clinic yesterday 

morning, forty of them new patients, and with two assistants he had to examine and make 

records of them all. It is not an unusual occurrence, but it is not obstetrics. Such mass 

production demands either conformity to limited rules of procedure, or an entirely new 

organization. There is no blame to lay; it is the absence of men and money to carry out 

the work,” Grantly Dick-Read, Childbirth without Fear: the Principles and Practice of 

Natural Childbirth (London: Harper & Brothers Publishers, 1944), 6, 37. 

179 Thomasson and Treber suggest that though more women began to give birth 

in-hospital under the care of a physician, there is not data that supports a decrease in 

maternal mortality rates. They write that “the data clearly suggest, then, that maternal 

mortality was not decreasing over the period 1900- 1940 even as hospital birth rates 

increased. If, ostensibly, one of the primary reasons underlying the shift from home to 

hospital birth was that hospitals provided greater safety for women and infants during 

labor and childbirth, why was this effect not seen in declining maternal mortality rates? 

Several historians have argued that stagnant maternal mortality rates and rising rates of 

infant mortality due to birth injury occurred as a result of increased operative intervention 

on the part of practitioners as birth moved from the home to the hospital, combined with 

a lack of set standards for the practice of obstetrics. Unnecessary intervention may have 

led to excess maternal deaths for a number of reasons,” 6. 

180 Thomasson and Treber, 6, 22. 
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analgesics, yet mothers were heavily choreopoliced, treated as a vehicles for scientific 

progress, the ideology of pregnancy became a curable disease, and mothers’ bodies were 

often policed in horrific ways that became commonplace in medical care.181  Mothers in 

maternity wards in the early 1900s often birthed alone, strapped to a bed or tied into a 

“cradle-bed” to prevent them from falling off if they thrashed too violently under pain-

relief or memory impairment medicine such as chloroform or twilight sleep.182  While 

mothers were incapacitated, obstetrical machinery such as forceps were commonly used 

to pull the baby out of the vagina.183 Recalling Lepecki’s distinction that “police is 

whatever system that enforces the fiction which forms the path which precedes the 

subject,” the normalization of the incapacitation of the maternal body, increased 

observation—or surveillance—of childbearing, and increased interventions demonstrate 

the standardization of choreopolicing in maternal healthcare in early 1900s American 

maternal healthcare. 

During the early 1930s, in an era where mothers still feared childbirth even with 

the advent of pain-relieving medication coupled with anti-infectives in hospitals, 

 
181 Scholar Barbara Behrmann argues that “in an era when scientific and 

technological developments were welcomed with an almost religious fervor, an 

increasingly influential medical establishment was successfully able to instruct women to 

view obstetrically-controlled, hospital-based childbirth as the progressive, safe way to 

give birth, despite a lack of supporting scientific evidence.” Barbara Behrmann, “A 

Reclamation of Childbirth,” Journal of Perinatal Education 2003;12(3):vi–x. 

doi:10.1624/105812403X106900 

182 Behrmann, vi-x. 

183 Leavitt, “Birthing and anesthesia,” 1. 



 

81 

 

 

obstetrician and natural childbirth pioneer Grantly Dick-Read intervened, offering an 

alternative to meet the fears of childbearing women.184 Dick-Read, like Stockham, had 

radically different ideologies than his contemporary colleagues.185 He argued that 

childbirth was a natural process and that mothers needed less medical intervention and 

more reassurance.186  Dick-Read asserted that “anesthetics are used in place of 

education…drugs are an antidote for misunderstanding.”187 He also acknowledged that 

the medical system itself played a large part in maternal fear of childbirth.  He wrote, 

“perhaps it is easier to be less affected by fear when the nearest medical man is forty 

miles away!”188 He contended that mothers needed to feel safe during childbearing. He 

believed he could increase birth outcomes by eliminating maternal fear of childbearing 

and advocating for natural childbirth.  

Dick-Read believed that maternal fear and maternal lack of control over 

emotional states of being led to poor birth outcomes, resting his ideologies on 

 
184 Dick-Read strongly believed in the spiritual power of motherhood. He writes, 

“Motherhood is the common denominator of international relations; it is the one mutual 

possession which is shared both in body and soul by women of all races, creeds, and 

colors…The importance of motherhood must be worthy of much greater attention than it 

has yet received.”  Dick-Read, 249. 

185 Dick-Read writes that after publishing Childbirth Without Fear, “for a year my 

professional life hung in the balance; pregnant women hurried past my door like scalded 

cats, but in spite of all it is more satisfying to be nobody with something than somebody 

with nothing,” 135. 

186 Dick-Read, 11. 

187 Dick-Read, 115. 

188 Dick-Read, 64. 
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mechanistic views of the maternal body. He argued that “threatened miscarriage, 

vomiting, salivation, constipation, diuresis, fainting and many other complications of 

pregnancy have been caused by fear and cured with surprising rapidity by removal of that 

cause.”189 Similar to Stockham, he argued that women needed to dispel fear through 

harnessing their body with their mind.  He also maintained that medicalized analgesics 

were not necessary, contending that “the phenomena of labor are misinterpreted… the 

best and safest anesthetic is an educated and controlled mind.”190 After more than a 

decade of research, he developed a thesis: fear began a cycle of tension in the uterus, 

which created painful contractions. If women could not conquer their fears, they would 

be susceptible to tension, pain, and stalled labor.191 Dick-Read argued that these 

“emotional influences” could set off “protective mechanisms” in the body, activating 

“powerful machinery for either fight or flight.”192 This approach to the maternal body 

echoes earlier beliefs of 18th-century physicians who posited that the woman’s body was 

a vessel, or machine.  Dick-Read sought to empower mothers to birth without fear while 

resting his ideologies and techniques of the body on the mind/body divide, arguing 

fervently that a woman could control her birth outcomes by having a well-trained mind. 

 
189 Dick-Read, 136. 

190 Dick-Read, 115. 

191 Dick-Read, 14-20. 

192 Dick-Read, 17. 
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Dick-Read set out to educate childbearing women to dispel fear of childbirth by 

training them in techniques of the body that relied on mechanistic conceptions and 

superiority of the mind over of the maternal body.193 He published Childbirth Without 

Fear in 1933, describing his ideology of the fear tension cycle and techniques 

childbearing women could practice to achieve a natural childbirth.194 Dick-Read offered 

four antenatal exercises and two relaxation exercises to offset fear and prepare a mother’s 

mind and body for birth. The antenatal exercises  ranged from breathing to stretching 

exercises; he intended for the exercises to help mothers keep tone in their uterus leading 

up to childbirth.195 The two relaxation exercises he offered trained a mother’s mind to 

harness her body to relax,  

Directions to Patient. Relax the: 

Shoulders by thinking of them opening outwards. 

Arms by imagining them falling out of shoulder girdle, as though they did not 

belong to you.’ 

Back—sinking through couch onto floor. 

Legs, knees and feet—falling outwards by their own weight. 

 
193 Dick-Read did not consider his work academic, but philosophical.  He 

adamantly believed that the moral and physical progress of humankind rested on 

achieving the “perfection of motherhood,” Dick-Read, ix. 

194 It took Dick-Read a decade of petitioning doctors at conferences and in peer-

to-peer interactions to gain a foothold in the respect of the medical community. By the 

1940s, some obstetricians began to consider the importance of studying a woman’s mind 

in pregnancy and birth. Read writes that as of 1944, “the mind, as part of the mechanism 

of reproduction, is no longer overlooked by progressive obstetricians,” Dick-Read, 145. 

195 One example of an antenatal exercise is “Muscles of the Back and Abdomen.” 

He writes, “kneel on the bed with the hands in front in the position of “all-fours.” Raise 

the back up and bend the head down between the arms so that the trunk is curved 

upwards to its maximum extent. Then raise the head and let the back fall, slightly 

bending the elbows so that the concave curve of the spine is at its maximum. Do this six 

to nine times slowly and deliberately.” Dick-Read, 139. 
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Head—making a dent in the pillow. 

Eyelids—half closing by their own weight. 

Face—as though hanging from the cheek bones. 

Jaw—hanging loose. 

 

Give about two minutes to each group, and take them in the same order each 

time.”196 

 

Dick-Read maintained that by practicing these relaxation techniques, mothers could learn 

to relax the body and diminish the effects of the fear-tension-pain cycle.197 He believed 

that the woman’s mind, well-trained, was the key to positive birth outcomes and pain-free 

births.198 

Dick-Read’s techniques of the maternal body, such as the relaxation technique 

described in the prior paragraph, are all intended to train the mind to relax the body, 

which is a marked difference from Stockham’s technique of strengthening the body with 

nutrition and exercise prior to labor. While Stockham argued mothers needed more 

strength of the mind to harness the body, Dick-Read argued that mothers needed to hone 

their minds to train their bodies to relax. Both Stockham and Dick-Read subscribed to the 

idea that natural birth was best for mothers—and society—and that training the mind was 

 
196 Dick-Read, 185. 

197 Dick-Read argued that regardless of a mother’s level of antenatal education, 

her education would be “lifeless if the mind is not cared for,” Dick-Read, 139. 

198 Dick-Read advocated that “those who have seriously applied themselves to the 

care of the mind have been enthusiastic about their results, and practitioners demand 

more knowledge in order to enable them to achieve the perfect painless labor,” Dick-

Read, viii. 
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a necessary component to achieving natural birth, yet developed different techniques of 

the body to embody their mind/body ideologies.   

Dick-Read, similar to Stockham, hinged his ideologies of natural childbirth on 

racist and primitivist politics, believing that “theoretically nature did not intend labor to 

be painful but in practice it is painful.”199 His theory of natural childbirth outlines that 

“civilization and culture have brought influences to bear upon the minds of women which 

have introduced justifiable fears and anxieties concerning labor. The more cultured the 

races of the earth have become, so much the more dogmatic have they been in 

pronouncing childbirth to be a painful and dangerous ordeal.”200 He was first drawn to 

this ideology of childbearing pain as a construct of civilization after witnessing a woman 

of lower socio-economic means give birth without noted pain.  When he tried to offer her 

chloroform, she refused and asked him, “It wasn’t supposed to hurt, was it?”201 Following 

this experience, During World War II, he travelled to foreign countries and marveled at 

 
199 Dick-Read, 17. 

200 Dick-Read, 5. 

201 Dick-Read describes this mother’s labor, highlighting her impoverished living 

conditions, “I opened the door of a room about ten feet square. There was a pool of water 

lying on the floor; the window was broken; rain was pouring in; the bed had no proper 

covering and was kept up at one end by a sugar box. My patient lay covered only with 

sacks and an old black skirt. The room was lit by one candle stuck in the top of a beer 

bottle on the mantelshelf. A neighbor brought in a jug of water and a basin; I had to 

provide my own soap and towel. In spite of this setting—when even thirty years ago was 

a disgrace to any civilized country—I soon became conscious of a quite kindliness in the 

atmosphere. In due course, the baby was born. There was no fuss or noise.” Dick-Read, 

1-2. 
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“women having their babies in the most natural and apparently painless manner.”202 

These experiences led Dick-Read to develop his painless natural childbirth theory and 

techniques of the body, believing that by eliminating fear mothers could tap into a 

“primitive function.”203 The idea that “civilized” women had a more difficult time of 

birth because they could less easily tap into a “primitive function” rests on racist and 

primitivist politics that aligned indigenous peoples as uncivilized and as the anachronistic 

primitive other.  

Dick-Read introduced one of the key cultural ideologies of natural childbirth—the 

primitive woman—to advocate for male control over the maternal mind and body.204 The 

primitive woman is a central figure to Dick-Read’s ideology. He writes that she—being 

“uncivilized”—does not know to fear childbirth and can therefore experience birth as 

nature intended—without pain. The idea of the primitive woman birthing alone without a 

medical care team and with no pain paradoxically presents itself in Dick-Read’s work, for 

he at the same time adamantly maintained that it was the male obstetrician’s role to guide 

women through childbirth by practicing techniques of the body to access this more 

natural, “primitive” state.  Male obstetricians such as Dick-Read used the idea of the 

primitive woman to reconfigure a main role for the obstetrician in natural childbirth as a 

 
202 Dick-Read, 2.  

203 Dick-Read, 19. 

204 Tess Cosslett, Women Writing Childbirth: Modern Discourses of Motherhood 

(Manchester: Manchester University Press, 1994), 9. 
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spiritual guide and teacher of natural childbirth to civilized women.205  In other words, he 

deployed the concept of the primitive woman as a patriarchal bid to maintain power over 

mothers while at the same time pretending to give it to them—a project that actively 

shored up the borders of White male power. Tess Cosslett argues that in obstetrics, “the 

primitive woman is taken over and made to serve the ends of a particular culture, 

especially its agenda for women.”206  In 1940s era obstetrics, the primitive woman 

became a cultural construct of perfect motherhood that male obstetricians used to control 

a mothers’ autonomy in maternal healthcare. 

Dick-Read brought the idea of natural childbirth into mainstream obstetrical 

culture in the 1940s, beginning the legacy of the natural childbirth movement as a potent 

counterweight to the paternalistic medicalization of childbirth while at the same time 

reifying white male control over mothers’ bodies.  Though Dick-Read is often hailed as 

the first doctor that empowered maternal autonomy, his theories advocated for male 

obstetrical control over a mother’s mind and body through the tools of racist and 

primitivist ideologies.  Natural childbirth was not “natural” at all—it was a heavily 

constructed set of ideologies that rested on male obstetrical control of the mother by 

training her with techniques of the body that fetishized the primitive other.  

  

 
205 Dick-Read envisioned maternal healthcare with the doctor in the role of a 

teacher—a spiritual guide over the woman’s mind and body, instead of a manager of 

birth.  This spiritual guide would teach women to harness their emotions and therefore 

their bodies to have better birth experiences. Cosslett, 12. 

206 Cosslett, 11. 
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INA MAY GASKIN—NATURAL CHILDBIRTH TECHNIQUES OF THE SIXTIES, 

SEVENTIES, AND BEYOND 

Between the 1960s and 1980s, the American counterculture movement bore a resurgence 

in midwifery as a direct response to the over-medicalization and technocratization of 

pregnancy and childbirth. The modern, White, midwifery movement, pioneered in the 

U.S. by midwife Ina May Gaskin, advocated for healing the mind/body divide in 

maternal healthcare by reclaiming forgotten spiritual knowledge of childbirth. Gaskin, 

while trying to pave the way for mothers to claim their own maternal autonomy, used 

primitivist ideologies of naturalness to create maternal techniques of the body, hinging 

mothers’ ability to both bridge the mind/body divide and access the choreopolitical in 

childbirth on their appropriation of the indigenous other.  

Midwife Ina May Gaskin entered as the figurehead of the White, modern 

midwifery birth movement in 1960s America as a counterweight to the continued 

patriarchal medicalization of childbirth. Gaskin became a midwife and an advocate for 

natural childbirth after volunteering to assist in the birth experiences of women in their 

traveling caravan in the 1970s. The caravan set off with two to three-hundred folks and 

ended in Tennessee years later in 1971, with the establishment of The Farm, a 

community-based, community supported and funded home for the caravanners.207 During 

this caravan of buses and vans, pregnant women looked for alternative options besides 

 
207 At its lowest, the caravan had 200 people and at its highest 1,200 people.  

Stephen Gaskin in Ina May Gaskin’s Spiritual Midwifery (Summertown, TN: Book Pub. 

Co., 2002), 15. 
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physician-attended hospital births for their pregnancies and birthing time.208 Desiring to 

embrace humanity over technology, the mothers in this caravan sought to avoid the 

commonplace use of anesthetics, isolation from their partners during birth, separation 

from their babies after birth, and the rising cost of hospital birth. They had their babies in 

their traveling homes on the road. Gaskin volunteered to help at the first birth that 

occurred in their caravan and similar to Dick-Read, was in awe of the normalcy and 

spiritual quality of labor without medical intervention.209 She learned basic midwifery 

techniques from a well-meaning obstetrician while on the road. The community of 

women re-embodied birth as a rite of passage and began implementing both ideologies of 

spiritualness and techniques of the maternal body to bridge the mind/body gap in 

maternal healthcare and to respect the mother-baby dyad, the spiritual nature of birth, and 

the mother’s autonomy. 

In 1975, Gaskin published her ideas about the “sacrament” of birth in her 

manifesto for natural birth, Spiritual Midwifery. Gaskin—eerily similar to Stockham and 

Dick-Read—argued that birth, especially in “high level technology” countries, had been 

forgotten as a spiritual experience. She extended that midwifery itself reclaims and 

remembers “forgotten knowledge” of birth that the patriarchal medicalization has 

 
208 Gaskin writes, “Spiritual seekers and cultural revolutionaries came from all 

across the world, growing from the original 200 to over 1200 people. As the members of 

the counterculture found themselves ready to settle down and start families, from 1971 to 

1980, over 2000 children were born, delivered by the community’s midwives” Ina May 

Gaskin, Our History, accessed August 15, 2020, http://thefarmmidwives.org/our-history/. 

209 Gaskin, Spiritual Midwifery, 15-16. 
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disregarded.210   Gaskin was heavily influenced by Dick-Read’s work, especially his 

research on the main role an obstetrician could provide by being a spiritual guide and 

teacher to the laboring woman.  At 16-years-old she read his Childbirth Without Fear.  

She later reflected that “reading it prepared me well for labor—if not how to escape the 

routines of U.S. hospitals in the mid-1960s that prevented women from having 

unmedicated labor and birth without episiotomy, forceps, or vacuum extractor.” She 

wrote, “time after time, [Dick-Read] watched the way attentive midwives, nurturing each 

laboring woman in a motherly way, could bring peace and comfort to those who been 

sent in as ‘terrified abnormal cases.’” Gaskin practiced Dick-Read’s technique of being a 

present, loving, caring provider to mothers in pregnancy, labor, and post-partum care to 

support physiologic birth. 

Though she also shared Dick-Read’s belief in the power of relaxation and in 

provider-support, Gaskin shifted her focus from the mind harnessing the body to letting 

the body activate its own intelligibility. This differed greatly from Dick-Read’s ideology, 

shifting away from the idea that a woman’s mind needed to be trained to control their 

body with the help of their obstetrician as a guide, and instead directed women to listen to 

their bodies and to respect their maternal autonomy and bodily agency.  

However, in Gaskin’s attempt to reclaim body intelligibility, to heal the 

mind/body divide in maternal healthcare, she problematically relied on primitivist 

ideologies of naturalness such as the “monkey self” while at the same time reifying the 

 
210 Gaskin, Spiritual Midwifery, 12. 
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mind/body dualism. In Spiritual Midwifery, Gaskin gives several pieces of advice to 

pregnant mothers for their birthing time ranging from “don’t complain,” to “talk nice” to 

a description of techniques for keeping your eyes open during a “rush”—her word for a 

contraction.211  In her last piece of advice, she reminds mothers to, “remember your 

monkey self knows how to do this really well. Your brain isn’t very reliable as a guide of 

how to be during childbirth, but your monkey self is.”212 Gaskin’s “monkey self” appears 

more fully fleshed out in her 2003 text, Ina May’s Guide to Childbirth. The technique of 

the body, “Let Your Monkey Do It,” attempts to encourage mothers to let the “primate in 

you do the work of labor.”213 She writes, 

Monkeys don’t think of technology as necessary to birth-giving. 

Monkeys don’t obsess about their bodies being inadequate. 

Monkeys don’t blame their condition on anyone else. 

Monkey’s don’t do math about their dilation to speculate how long labor might 

take. 

Monkeys in labor get into the position that feels best, not the one they’re told to 

assume. 

Monkeys aren’t self-conscious about making noise, farting, or pooping during 

labor.214 

 

Though Gaskin aimed to empower maternal embodiment and heal the mind/body divide, 

in her “monkey self” technique she flips it, claiming body intelligence over the mind.  

Gaskin argues that the brain is opposite the monkey self, and by letting the monkey 

 
211 She describes these in her 2003 volume, Ina May Guide’s to Childbirth (New 

York, NY: Bantam Books Trade Paperbacks), 2019. 

212 Gaskin, Spiritual Midwifery, 234. 

213 Gaskin, Ina May’s Guide to Childbirth, 277. 

214 Gaskin, Ina May’s Guide to Childbirth, 277. 
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self—or the body—take control, Gaskin manifests the antithesis of Stockham and Dick-

Read’s techniques. Yet, by the same token she, like Stockham and Dick-Read, she reifies 

the mind and body split, this time with the body taking precedence over the mind.215   

Though Gaskin believed in women empowerment by giving them space to access 

their own maternal autonomy, her practices and techniques of the childbearing body 

continued to be informed by the pervasive ideology of a fictitious primitive self. In the 

description of the monkey self, Gaskin deploys coded language.  Like Stockham and 

Dick-Read, Gaskin’s “let your monkey do it” is code for letting your natural, more 

“savage” self be present over your civilized self.  Gaskin, similar to Stockham and Dick-

Read, writes to not let “your over busy mind interfere with the ancient wisdom of the 

body,” which harkens back to these earlier Progressive Era classist notions that 

civilization had corrupted childbirth and that only a return to “ancient wisdom” or by 

accessing the cultural construct of the primitive self through the “monkey self” can a 

natural birth occur.216  

Gaskin reinforces the idea that orchestrating a natural childbirth hinges on the 

appropriation of cultural constructs of indigeneity that insinuate that indigenous people 

 
215 Gaskin, Ina May’s Guide to Childbirth, 179. 

216 In Spiritual Midwifery, Gaskin has a whole section dedicated to “Amazing 

Birth Stories.”  In this section the normalization of the fetishization of the primitive other 

is apparent in many of the stories.  In Marilyn’s Birth Story, for example, she writes, “I 

had my first child, Betsy, in my tipi in a hippy commune in Colorado. It seemed like 

everybody I knew was having a home birth.  I orchestrated my first birthing as fully as I 

could: I sewed the tipi, skinned the poles, invited the participants, had a Lamaze coach, 

and found a local midwife,” 185. 
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are closer to nature and animals more than “civilized” people and represent humanity 

prior to being “corrupted” by civilization.217 Anthropologists Jenny Reardon and Kim 

Tallbear argue that though “theories of cultural evolutionism fell from anthropological 

favor long ago, the idea that Native Americans and others (i.e., ‘Africans’) represent an 

earlier period in human evolution and thus can help modern humans understand 

themselves persists in contemporary anthropological imaginaries.”218 The idea that 

indigenous peoples capture a sense of pre-civilization pervades the natural childbirth 

movement, too. In her 2019 revised edition of Ina May’s Guide to Childbirth, Gaskin 

writes, “given that all other primates are known to cope well with labor and birth, while 

civilized humans aren’t, it seems that we would be wise to emulate other female primates 

as much as possible.”219 She then uses stereotypical illustrations of 19th century 

indigenous peoples from around the world giving birth to idealize how present-day 

women should embody these different birth positions between standing, squatting, and 

rocking, problematically correlating “tribal” women as more natural, primal, and 

primitive.  

Gaskin draws her conclusions connecting the cultural construct of the primitive 

woman to natural childbirth from George Engelmann’s work in studying labor amongst 

 
217 When discussing indigenous childbirth techniques, she collapses “traditional” 

and “tribal” to describe indigenous women across the world and across time. Gaskin, Ina 

May’s Guide to Childbirth, 264. 

218 Jenny Reardon and Kim Tallbear, “‘Your DNA Is Our History,’” Current 

Anthropology 53, no. S5 (2012), https://doi.org/10.1086/662629: 237. 

219 Gaskin, Ina May’s Guide to Childbirth, 279. 

https://doi.org/10.1086/662629
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indigenous women in the 19th century. In the 2019 revised edition of Ina May’s Guide to 

Childbirth, she quotes Engelmann from his 1883 text Labor Among Primitive Peoples: 

If we wish to obtain an idea of the natural position, we must look to the women 

who are governed by instinct, not by prudery; and it is only among the savage 

races that we shall find her at the present day. In this purely animal function 

instinct, will guide the woman more correctly than the varying customs of the 

time.220   

 

Gaskin not only quotes Engelmann, but also encourages people to look further into his 

work and the work of other colonial scholars who studied 19th-century indigenous 

childbearing to learn about natural childbirth.221 Gaskin’s support of 19th -century 

primitivist beliefs about natural childbirth tie the modern white midwifery movement 

firmly to co-opting primitivist cultural constructs. 

This conflation between naturalness and co-opted ideologies of indigeneity from 

the Progressive Era, to the 1930s and 1940s, to the 1960s to 1980s, to today, continues to 

significantly impact the branding of the natural childbirth movement.  This coupled with 

the White revision of midwifery’s origins, reveals systemic issues from within the natural 

childbirth movement, itself. Midwife and feminist writer Stephanie Tillman argues that 

Gaskin’s rise to power and current status as the “mother” of the modern midwifery 

 
220 Gaskin, Ina May’s Guide to Childbirth, 264 quoting George Engelmann, 

Labor Among Primitive Peoples: Showing the Development of the Obstetric Science of 

Today, From the Natural and Instinctive Customs of all Races, Civilized and Savage, 

Past and Present,, 2nd edition, (St. Louise, JH Chambers and Company, 1883). It is 

interesting to note that Gaskin does not include the full title when she cites Engelmann’s 

work. 

221 These are not old ideas from Ina May Gaskin. Gaskin wrote Ina May’s Guide 

to Childbirth in 2003, releasing a revised and updated edition last year in 2019. 
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movement is a White, revisionist history of birthwork, eliding the work of women of 

color midwives who came before her.  Tillman writes that reproductive justice for women 

of color must be front and center of midwifery care:  

As midwifery fully recognizes its history (ACNM was founded on the premise 

that black midwives in the south be included equally in the organization’s 

founding) and eliminating a white revision of midwifery’s origins in this country 

(black midwives in the south traversing difficult rural terrain to provider birth care 

well before and during the Mary Breckinridge era, Guatemalan midwives 

teaching Ina May Gaskin the maneuver that now bears the latter’s name), only 

then can we move forward in understanding how midwifery needs to, must, and 

can align with the reproductive justice movement in proceeding forward in our 

collective intentions.222  

Natural childbirth historically has hinged on appropriating ideologies of the other to 

create new ways of embodying White motherhood.  

 

NATURAL CHILDBIRTH TECHNIQUES IN THE 2010s 

Manifestations of natural childbirth in the 2010s relied on the ideology of the natural 

body as a potent challenge to the normalization of the medicalization of childbirth. In 

programs such as the Bradley Method and Hypnobabies, the contrived nature of 

“naturalness” still problematically rests on mind/body dualism and coded language, 

which recalls the three previous eras’ distinction of “natural” as a White embodiment of 

the cultural concept of the indigenous other. While the White mainstream natural 

childbirth movement encourages mothers to access the choreopolitical by training their 

 
222 Stephanie Tillman, “Midwives for Reproductive Justice,” August 2015, 

Accessed June 2020, https://www.feministmidwife.com/2015/08/03/midwives-for-

reproductive-justice/#.Xxo8ep5KjIU. 

http://onlinelibrary.wiley.com/doi/10.1016/j.jmwh.2004.09.011/pdf
http://onlinelibrary.wiley.com/doi/10.1016/j.jmwh.2004.09.011/pdf
http://onlinelibrary.wiley.com/doi/10.1016/j.jmwh.2004.09.011/pdf
http://www.colorlines.com/articles/tbt-granny-midwives-south
http://www.colorlines.com/articles/tbt-granny-midwives-south
http://www.thefarm.org/midwives/dystocia.html
http://www.thefarm.org/midwives/dystocia.html
https://www.feministmidwife.com/2015/08/03/midwives-for-reproductive-justice/#.Xxo8ep5KjIU
https://www.feministmidwife.com/2015/08/03/midwives-for-reproductive-justice/#.Xxo8ep5KjIU


 

96 

 

 

bodies with specific maternal techniques of the body, it maintains its historical trajectory 

of encouraging maternal empowerment by propping up whiteness through problematic 

systems of oppression. Midwives of color, such as Jennie Joseph and Natalie Gomez, are 

creating a countermovement within the midwifery movement to redress the systemic 

issues of coopting the primitive to embody “naturalness” by making culturally-specific 

techniques of the body and creating access to midwifery services for mothers of color. 

In the first decade of the 21st century U.S., technocratization and medicalization 

of birth are normalized. Continuing the early 18th -century historical trajectory of treating 

the maternal body as a machine, medical institutions elide intuitive knowledge in favor of 

technical knowledge, treat pregnancy as a disease, and position medicine as the only cure 

to pregnancy.223  In 2012, 98.64% of mothers give birth in hospitals in the United States.  

The rest chose midwife-attended birth centers, midwife-attended home birth, or free-

birth, with no attendants.224 The rate of out of hospital births in the U.S. has not been as 

high as 1.36% since 1975, showing a significant increase in out of hospital births but still 

a countrywide trend towards hospital births.225 One in three women in the U.S. give birth 

via cesarean section—depending on the hospital it may vary between one in ten to one in 

 
223 Gaskin writes that, “in some ways, U.S. women have more choices in 

maternity care than we had in times past,” yet, “it is still relatively rare for U.S. 

obstetricians, anesthesiologists, and hospitals to consistently base their practices upon 

good evidence.” Gaskin, Ina May’s Guide to Childbirth, 359. 

224 “Products - Data Briefs - Number 144 - March 2014,” Centers for Disease 

Control and Prevention, November 6, 2015, Accessed June 2020, 

https://www.cdc.gov/nchs/products/databriefs/db144.htm. 

225 “Products - Data Briefs - Number 144 - March 2014.” 
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two.226 In current U.S. maternal healthcare, highly trained surgeons attend normal, low-

risk births.  

Current day American obstetricians operate from a “medical” framework—also 

called “medicalized” and “technocratic”—whose underlying ideology treats women as 

machines to be worked on and childbirth as an illness to be treated with technological 

interventions.227  In Birth as an American Rite of Passage, Robbie Davis-Floyd argues 

that “implicit in this model are the assumptions that the baby develops mechanically and 

involuntarily inside the mother’s body, that the doctor is in charge of the baby’s proper 

development and growth, and that the doctor will deliver (produce) the baby at the time 

of birth.”228  Media and Cultural Studies scholar Chikako Takeshita draws the connection 

between the legacy of cartesian dualism and inequities in maternal healthcare, arguing 

that “this philosophical tradition, which renders the male body as the standard, undergirds 

the conceptualization of pregnancy as an abnormal condition and a problem in the female 

physiology, for which medicine provides solutions.” 229 

 
226 “FastStats - Births - Method of Delivery,” Centers for Disease Control and 

Prevention, Centers for Disease Control and Prevention, Accessed April 20, 2020, 

https://www.cdc.gov/nchs/fastats/delivery.htm. 

227 Technocracy is the “use of an ideology of technological progress as a source of 

political power” from Robbie Davis-Floyd, 47. 

228 Davis-Floyd, 28. 

229 Chikako Takeshita, “Countering Technocracy: ‘Natural’ Birth in The Business 

of Being Born and Call the Midwife,” Feminist Media Studies 17, no. 3 (2017): 332-346, 

https://doi.org/10.1080/14680777.2017.1283341. 
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Mothers in labor and delivery wards face strict choreographies of care that rely on 

technological interventions, high surveillance, tight timelines, and a lack of access to 

maternal autonomy.230  The use of the electronic fetal monitoring (EFM) highlights how 

these four tenets of hospital births choreopolice mother’s bodies. Labor and Delivery 

nurses can monitor labor from a nurse’s station—freeing them from needing to stay 

inside the room with the laboring patient.  When the nurse decides from decoding EFM 

readings that the mother may be close to pushing or in need of medical help, they can 

notify the doctor by phone (who may not even be on the premises). In this choreopolicing 

system, mothers must maintain an aspect of conformity to successfully navigate.  It is 

difficult (but not impossible) for mothers to activate the choreopolitical, as labor and 

delivery wards are highly choreopoliced spaces, where mothers’ bodies are part of the 

larger machinery of the medical industrial complex. 

Having a natural birth in a hospital in America is complicated. Robbie Davis-

Floyd explains that an “ideal hospital experience” for a natural birth as conceptualized by 

U.S. doctors looks like “the woman conducting herself in culturally appropriate ways (no 

screaming, no embarrassing loss of self-control) and consciously giving birth with a 

minimum of obstetrical intervention.”231  Though the idea of a natural childbirth stems 

from a rejection of technological intervention in order to gain more maternal autonomy, 

in-hospital, natural childbirth in-hospital hinges more on the woman’s ability to control 

 
230 These choreographies are detailed in Chapter 3 and 4. 

231 Davis-Floyd, 176. 
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herself in socially acceptable ways. Davis-Floyd argues that though Americans “believe 

that ‘natural’ is better for us, our deepest belief is in the superiority of technocratic 

culture” even if natural birth is trending.232 

The midwifery model advocates for childbirth to be a sacred event, treating 

pregnancy and childbirth as normal and “natural” without high use of technology.  The 

midwifery model attempts to avoid technocratization, over-medicalization, and high 

surveillance. In lieu of technological intervention, the midwifery model supports high-

touch and continuous care with the same provider for the duration of labor.   The model is 

wholistic and honors mother’s intuition and the “intimate connection between growth of 

baby and state of mother.”233 In this model, the midwife supports or assists, and it is the 

mother who births her own baby. The mother and baby are not perceived as separate 

entities, nor is the mother perceived as a machine to be worked upon or fixed. They are a 

mama-baby dyad.234 

Yet, the midwifery model relies on natural childbirth techniques that are 

buttressed by the problematic echoes of primitivism and sexism, projects that build up the 

 
232 Davis-Floyd argues that “women who give birth in hospitals are seeking to be 

prepared but not to be ‘natural,’ and women who aspire to natural childbirth are choosing 

to give birth in freestanding birth centers or at home.” Davis-Floyd’s argument 

underscores the idea that women who birth in hospitals opt to be “prepared” rather than 

to fully accept the ideologies of natural childbirth, Davis-Floyd, 176. 

233 Davis-Floyd uses the term “wholistic” instead of holistic in her text. Davis-

Floyd, 161. 

234 Gaskin writes that treating the mother-baby dyad as a unit is highly important 

to the practice of midwifery. Ina May Gaskin, Spiritual Midwifery, 234. 
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borders of whiteness. The Bradley Method, also known as Husband Coached Natural 

Birth, was developed in 1947 by obstetrician/gynecologist, Robert Bradley. Akin to Dick-

Read, Bradley argued that both a support person matched with trained techniques of the 

body to aid in relaxation were key to normal, physiologic birth.235 Calling himself a 

“lifeguard” and “baby catcher,” Bradley argued that his role and other obstetricians’ role 

should be in the background—there in case of an emergency.236 Bradley’s early 

experiences of witnessing animals give birth on his family’s farm helped him cultivate 

strong ideologies concerning women’s ability to have peaceful births. He developed his 

program, the Bradley Method, to replicate the tranquility of the animals giving birth in 

his childhood. He writes that, “the current theory of natural childbirth is that we should 

study the animals and by intelligent reasoning learn to do, through education, training, 

and practice, what they do by instinct.”237 In its current day manifestation, the Bradley 

Method calls on mothers to invest in an animalistic construct of their self in order to 

achieve a natural birth, reminding of Stockham, Dick-Read, and Gaskin’s problematic 

perpetuation of primitivism in natural birth. 

 
235 Varner, Corry A. “Comparison of the Bradley Method and HypnoBirthing 

Childbirth Education Classes.” The Journal of Perinatal Education vol. 24, 2 (2015): 

128-36. doi:10.1891/1946-6560.24.2. 

236 Wallace, Karen E., International Journal of Childbirth Education; 

Minneapolis Vol. 15, Iss. 1,  (Mar 2000): 9. 

237 Robert A. Bradley, Husband-Coached Childbirth (Fifth Edition): The Bradley 

Method of Natural Childbirth (Bantam Books, 2008), 11. 

 

https://search-proquest-com.libproxy.lib.csusb.edu/indexinglinkhandler/sng/au/Wallace,+Karen+E/$N?accountid=10359
https://search-proquest-com.libproxy.lib.csusb.edu/pubidlinkhandler/sng/pubtitle/International+Journal+of+Childbirth+Education/$N/32235/PagePdf/212855039/fulltextPDF/EB7BFAE918334625PQ/12?accountid=10359
https://search-proquest-com.libproxy.lib.csusb.edu/indexingvolumeissuelinkhandler/32235/International+Journal+of+Childbirth+Education/02000Y03Y01$23Mar+2000$3b++Vol.+15+$281$29/15/1?accountid=10359
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In the Bradley Method, training for birth is directed towards the “husband” who is 

the “coach” instead of relying on mother’s own body intelligibility (Gaskin) or mother’s 

ability to use her mind to harness the body (Stockham; Dick-Read).  Instead of the 

obstetrician (Dick-Read) or the mother (Gaskin), the husband becomes the manager of 

both his wife and the birth experience itself. It is the husband’s job to train his wife’s 

mind to harness her body. This departure in technique from Stockham, Dick-Read, and 

Gaskin still maintains a similar ideological trajectory to its natural childbirth 

predecessors—by placing maternal power in an entity that is not the mother to achieve 

natural childbirth. 

 Bradley Method courses range between three-hundred and fifty dollars to four-

hundred dollars, making it financially inaccessible for poor and working-class mothers. It 

is a once a week, twelve-week long course that require both partners to be present, which 

also hinges on the parents’ ability to both afford and have care outside of school hours for 

other children. That being said, the courses are largely inaccessible to working-class 

families who cannot afford the out-of-pocket costs and time commitment. 

Bradley course trainers “tune up” mothers’ bodies with techniques of the body 

that reify the power of the mind over the body and the power of the husband as coach or 

manager over the woman’s mind and body. Below is an example of how mothers are 

trained to relax through contractions and how husbands can coach them through it. 

Relaxing through a contraction (an excerpt) 

Relax your whole body. Let it sink into the mattress. 

Drop your head down into the pillow; don’t hold it up with your neck muscles. 

Relax all the muscles in your face. Really think about them and release. 
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Smooth your forehead. Let go with all the tiny muscles around your eyes. Have a 

relaxed, open throat and let your jaw hang open. Don’t try to swallow. (It’s even 

OK to drool on the pillow—that is how relaxed you are, just like you are when 

you are in deep sleep.) 

Think your way up and over this contraction, locating any tension that is left and 

letting it go, letting it ease out through your hands and feet. 

 

To the Coach 

During labor you have an important part to play in helping the pregnant woman to 

relax. Indeed, coaching contractions is one of the most important things you are 

going to be doing during that time. 

The pregnant woman in labor must think her way through a contraction. She must 

use her brain, actively observing her body and concentrate on deliberately 

releasing tension in her muscles no matter how slight the tension seems, so you 

may want to help her keep mentally alert and thinking. You will need to talk with 

inflection, thinking yourself about what you are saying, helping her continue with 

her concentration.238  

 

Bradley trainer McCutcheon writes in the above excerpt that a pregnant woman must 

“think your way up and over this contraction” and that her coach’s job is to “help her 

keep mentally alert and thinking.”239 In this re-imagining of natural childbirth, maternal 

autonomy is tied to the husband’s management (or choreopolicing) of the mother’s ability 

to conquer her body with her mind.  

Similar to Stockham and Dick-Read’s techniques for natural childbirth, training 

for a Bradley Method birth centers on repeatable techniques of the body that rely on a 

mechanistic ideology of the mother’s body. Bradley trainer and author Susan 

McCutcheon writes, “to give birth comfortably your body needs some special tuning 

 
238Susan McCutcheon, Natural Childbirth the Bradley Way, (Plume, 2017), 90-

92. 

239 McCutcheon, 90-92. 
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up.”240 Much like Stockham and Dick-Read, the Bradley Method treats the mother’s body 

as a machine—something that can be fixed, “tuned up.” Bradley expands on why training 

itself is so important before childbearing, 

…to make a blunt comparison, a woman who doesn’t know how to swim is given 

nine months’ notice that she will be thrown into deep water. Let’s assume that 

during that nine month period she does not avail herself of classes where 

swimming is taught. This is as unreasoning as one who knows she is pregnant, 

does not know how to act in labor, and then during her nine months does not 

bother to attend classes in the conduct of labor.241 

 

This belief again pivots on the idea that the mother’s body needs training to do what is 

considered a normal, physiologic process and that it is the mother’s responsibility to 

develop a trained body prior to birth.242 

Hypnobabies is another natural childbirth training program that uses the mind to 

harness the body, deepening the divide between the mind and body.  In Hypnobabies, 

mothers use both hypnosis and relaxation techniques to encourage physiologic birth. The 

creator of Hypnobabies, Southern-Californian Kerry Tuschhoff, writes that the core of 

the practice relies on “deep, somnambulistic hypnosis techniques that produce “hypno-

anesthesia,” which allow medical and dental patients to undergo surgery and other 

procedures without medical anesthesia.243 The Hypnobabies Childbirth Education guide 

 
240 McCutcheon, 64. 

241 Bradley, 11. 

242He argued that “natural childbirth training displaces the ignorance, superstition, 

fear, anxiety.” Bradley, 11. 

243 https://www.hypnobabies.com/our-founder/ 

https://www.hypnobabies.com/our-founder/
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contends that “by using Hypnobabies techniques, you will have control over your 

emotions and your body” and “you learn that your mind controls your body 

completely.”244 Like Dick-Read and Bradley’s method, training the mind to relax the 

body is key to achieving physiologic birth.245  For instance, the key hypnosis ideology 

derives from the concept of a light-switch. At the base of the back of the neck, mothers 

are trained to visualize a light-switch. By turning off the light-switch, the mother can 

allow an icy cool sensation to cover her body, from head to toe. This sensation ideally 

disengages the mother from any pain she may be feeling. Much like Stockham, Dick-

Read, and the Bradley Method, Hypnobabies techniques rely on the mastery of the mind 

over the body.   

In Hypnobabies, the mother’s body is “just a servant” and a machine to be 

trained.246 The idea of the mother’s body as servant to her mind reflects the continuing, 

tenacious hold of Progressive- era ideas about maternal embodiment—the body as a tool 

of the mind, divorced from the body, yet in control. The Hypnobabies Childbirth 

Guidebook encourages couples to take on a mechanistic view of the maternal body 

throughout these script readings.  On one of the first pages the guidebook suggests, “It is 

extremely helpful for her to be programmed to her partner’s voice…” insinuating like the 

 
244 Hypnobabies Childbirth Class Workbook, 6th Edition, Hypnobabies LLC, 

2001-2011, 13 and 15 (emphasis from textbook). 

245 The classes range between four-hundred and five-hundred dollars and require a 

six to eight-week time commitment. Couples are encouraged to attend together, but it is 

not necessary. 

246 Hypnobabies Childbirth Class Workbook. 
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Bradley Method, partners are in charge of “programming” the mother to disengage from 

childbearing pain in natural childbirth.247  

Scripts are read by partners to mothers throughout pregnancy to prepare for 

childbearing.  The scripts both guide the mother and help her affirm her ability to have a 

natural birth. A partner first begins hypnotizing his pregnant partner by having her repeat, 

“I willingly open and expand my consciousness and awareness.” After helping his partner 

into hypnosis, the partner reminds her, 

Now, if you’ve accepted that suggestion, right now every muscle in your body is 

totally shut down, unable to move, because the body is just a servant…...and so 

I’m now going to find out if that is your reality …….With your Light switch in 

the “off” position, blocking the electrical current to every muscle in your body, 

try to move your right hand…. Good…248  

 

This technique, though created for empowering births, recreates a fracturing of the mind 

from the body at the hands of someone besides the mother. Like Stockham, Dick-Read, 

and Bradley, though the specific technique of the body has changed, the emphasis on the 

mastery of the brain over the body echoes in current day natural childbirth techniques.  

 Though there is such a strong insistence on the mastery of the mind over the body 

in Hypnobabies coursework, the text also paradoxically argues that “women already 

instinctively know how to give birth.”249  The text encourages pregnant mothers, 

 
247 The examples of both the Bradley Method and Hypnobabies highlight how the 

partner, often the husband, oversees how women embody childbearing.  Hypnobabies 

Childbirth Class Workbook, 6. 

248 Hypnobabies Childbirth Class Workbook, 5.  

249 Hypnobabies Childbirth Class Workbook, 17, emphasis in original. 



 

106 

 

 

Part of our job here at Hypnobabies is simply to convince our Hypno-moms of 

this; to de-program them from the societal belief system that maintains that 

women have somehow lost this ability. You must learn to trust your body, 

knowing that this is what it was designed for…250 

 

This idea that the mother’s body is designed for birth, but she must unlearn societal belief 

systems through techniques of the body, harkens back to Stockham, Dick-Read, and 

Gaskin’s ideology that civilization corrupts mother’s “inner primitive woman.” The text 

continues, offering that “nature almost always has the perfect plan” and mothers need to 

“accept the responsibility for this,” reifying the same paradoxical ideologies of past 

manifestations of the natural childbirth movement. 

There is a countermovement within the midwifery movement that addresses the 

systemic inequities of care for women of color and offers new models that do not recall 

conflations of primitiveness and naturalness with midwifery-supported birth. 

Internationally recognized Florida-based and British-born midwife Jennie Joseph created 

Commonsense Childbirth to combat infant and maternal mortality for disenfranchised 

communities.251 She argues that “systemic inequities have deep historical roots stemming 

from hundreds of years of explicitly racist policies reinforced by de-facto practices that 

have persisted. The impact of this history on health in communities of color is 

profound.”252 She created the “JJ Way,” a four-step trauma-informed, culturally-inclusive 

 
250 Hypnobabies Childbirth Class Workbook, 17, emphasis in original. 

251 No woman is turned away regardless of “insurance or financial situation, 

citizenship, or perinatal risk status.” Jennie Joseph, “Home” Commonsense Childbirth 

Inc., Accessed August 13, 2020, -https://commonsensechildbirth.org/. 

252 Joseph. 
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prenatal program to stop preterm birth and help cultivate an environment for a healthy 

mom and baby through “prenatal bonding through respect, support, education, 

encouragement and empowerment” turning away from over-generalization of naturalness 

and mind-body divisiveness.253   

Joseph’s program turns away from deploying “natural” as coded language for the 

primitive other and reinforcing mind-body dualism and, to adopt Lepecki’s term, focuses 

on mitigating choreopolicing of pregnant women and also training pregnant women to 

know how to access the choreopolitical in heavily choreopoliced spaces. She focuses on 

“freedom of choice”—by taking “the fear of un-medicated or out-of-hospital childbirth 

out of the equation.”254 She encourages “self-reliance,” situating the mother as an equal 

partner in her care, “with knowledge presented at her level.”255 She employs ease of 

access and a team approach to build the “social capital of each woman, ensuring success 

beyond her pregnancy and delivery.”256 She also uses peer educators to support mothers, 

“making waiting room time learning time, often in groups with an informal, friendly feel, 

yet still thorough.”257  Through the JJ Way, Joseph combats the patriarchal 

medicalization of childbirth, gives women enough social support and training so that they 

 
253 Joseph. 

254 Joseph. 

255 Joseph. 

256 Joseph. 

257 Joseph. 
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may activate their own autonomy in labor, all the while not falling into the mainstream 

natural childbirth ideals of the natural body as a primitive other. Joseph is an example of 

how to train pregnant mothers to access the choreopolitical while not resting on the mind-

body divide or racist conflations of nature and the primitive self. Joseph creates a space in 

the larger maternal healthcare choreographies of care with specific techniques that 

directly combat maternal mortality for disenfranchised communities and popular 

understandings of naturalness in childbirth.   

Navajo nurse-midwife Nicolle Gonzales avidly works towards decolonizing 

maternal healthcare by returning culturally specific indigenous childbirth techniques back 

to her people in New Mexico. Her non-profit, Changing Woman Initiative, is building 

towards creating a birth center to “renew cultural birth knowledge to empower and 

reclaim indigenous sovereignty of women’s medicine and life way teachings to promote 

wellness.”258  She shares, 

Relatives told me about how they were born in hogans and shade houses. They 

told me stories about how women’s feet were planted in the earth while holding 

onto a sash belt. Mother is squatting near the fireplace, facing east, meanwhile the 

father is making the baby’s cradleboard. They told me the hogan is representative 

of the universe, and the fireplace the center. If there was a midwife, she would be 

called baby-medicine woman and she would come to help with the birth. These 

conversations with my elders changed me. I began thinking—where are our native 

midwife healers? What happened to our women’s medicine? Are our birth stories 

 
258 Nicolle Gonzalez writes that her non-profit and well women care center creates 

space for indigenous women to access culturally integrated care.  She writes, “by 

creating a physical space for education and healing for Native American women, we 

feel this will help reclaim cultural identities through birth and motherhood that has 

been shaped through our cultures. Our present focus is to provide culturally 

integrated healthcare for the Native American/Indigenous women and families in the 

communities we serve.” Nicolle Gonzalez, “Changing Woman Initiative,” 

http://www.changingwomaninitiative.com/about.html 

http://www.changingwomaninitiative.com/about.html
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all gone?... I know my traditional knowledge is still there and we can each access 

it in our own way.   

 

I will continue to seek out our traditional ways of knowing and birthing for our 

native women today. I can imagine a comfortable place where native women and 

families drink tea…where we hang our grandmother’s pictures on the wall… 259 

 

In opposition to the mainstream natural childbirth movement that generalizes and coopts 

cultural constructs of indigeneity, Gonzales revives traditional techniques and practices 

by gathering stories from her elders and teaching the techniques she learns in her home 

birth practice. 

Gonzales shares that Indian Health Services, the primary healthcare for indigenous 

peoples of the U.S., “are chronically underfunded,” and that the solution “to these issues 

need to be reframed through the lens of reinforcing and reintroducing traditional 

Indigenous wellness teachings from conception and through the lifespan.”260 Gonzales’s 

gathering of her elders’ stories then implementing their stories into her practice is an 

activation of the choreopolitical. Recall Lepecki’s distinction, that “if the political is not a 

given, if it needs to be (re)discovered and (re)produced, then the political is always a kind 

 
259 Gonzalez. 

260 Gonzalez continues, arguing for indigenous lifeways as a viable correction to 

current inequities, “The non-Indigenous perceptions about healing place value in disease 

management through the implementation of Western medical practices. Indigenous 

worldviews teach that healing and wellness is not just a physiological process; rather, that 

wellness requires a balance between spiritual, mental, physical, and emotional forces. The 

imbalance between these things can manifest as illness in the body, mind, and spirit,” 

Olivia A. Cole, “Women of Wednesday: Nicolle Gonzales on Midwifery and the 

Decolonization of Healthcare,” Medium, September 28, 2016, 

https://medium.com/@OliviaCole/women-of-wednesday-nicolle-gonzales-on-midwifery-

and-the-decolonization-of-healthcare-f0bfbb7b9f8f. 
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of experimentation.” 261 Gonzales’s (re)discovering and (re)producing of her elders’ 

stories into maternal techniques of the body ground her midwifery practice in empowering 

autonomy and in redressing both the patriarchal medicalization of childbirth and the 

primitivist re-imagining of white midwifery birth. Both Joseph and Gonzales target 

communities that have suffered from the patriarchal medicalization of childbirth to 

provide culturally-appropriate choreographies of care for Black and indigenous women. 

 This chapter has explored the undercurrents of the natural childbirth movement as 

a counterweight to the patriarchal medicalization of childbirth pre-1890s to today in U.S. 

maternal healthcare.  Throughout each of these distinctive time periods, natural childbirth 

advocates attempted to train mothers with techniques of the body to access a natural—

and at times, primitivist—childbearing state.  In these attempts to train mothers to 

embody naturalness, new choreographies of care were employed that, in many of the 

same ways as the medical model of childbirth, imposed a forced fitting of time, bodies, 

and power to, adopting Lepecki’s terms, “de-mobilize political action by means of 

implementing a certain kind of movement that prevents a formation and expression of the 

political.”262  In this chapter I situated both of these forces—the patriarchal 

medicalization of childbirth and the countering advocacy for “natural” childbirth—within 

the reproduction of mind/body divisions, racist hierarchies, and the shoring up of 

whiteness. 

  

 
261 Lepecki, 11. 

262 Lepecki, 20. 



 

111 

 

 

An Interlude: Tuning into Mother’s Vantage Point 

In the next two chapters, “Becoming Mother: Activating Maternal Autonomy through 

Techniques of the Body” and “Birth in Tight Spaces: Maternal Bodies Choreographing In 

and Out of Timelines and Policed Landscapes,” I shift from using a macro to a micro lens 

to study childbirth. By employing feminist ethnographic methods and choreographic 

analysis, I analyze how the twenty-one mothers in this study negotiated choreopolicing 

systems of care and activated the choreopolitical by employing techniques of the 

maternal body. These two chapters offer a close look at the how the echoes of cartesian 

dualism, maternal body as machine, and racial stereotypes in the legacy of “naturalness” 

manifest in the mothers’ lived experience, while illuminating how mothers push for 

greater autonomy in their childbearing experiences under these larger patriarchal 

choreographies of care that historically have rested on sexist, primitivist, and racist 

ideologies of the body.  
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Chapter 3: Becoming Mother: Activating Maternal Autonomy through Techniques of the 

Body 

 

“Will you let me see?” case study mother Karina asks her doctor, trying to sit up enough 

to peek at the computer screen.  Karina is a first-time mother who is experiencing her 

second transvaginal ultrasound.  At the time, she estimated that she was ten-weeks 

pregnant.  The doctor shakes her head—no—and removes the transducer from Karina’s 

vagina.263  Karina shares with me that though this happened a few years ago, she still 

struggles to understand why she wasn’t allowed to see the images from her own body—

“It is my body, after all.”264  Yet, in U.S. technocratic maternal healthcare of the 2010s, 

the mother’s body is viewed as a machine, parsed into a vessel and a product.  In this 

chapter, I argue that the pregnant mothers in this study largely understood their bodies 

within this technocratic paradigm—as a machine meant to be watched and worked on. 

Through testing and surveillance, the mothers in this study learned to both expect a lack 

of control over their body and expect some measure of control. The mothers in this study 

grew to accept choreopolicing and to choreopolice themselves.265  

 
263 A transducer is wand that emits sound waves to gather images during a 

transvaginal ultrasound.  

264 Karina was experiencing a miscarriage at her first transvaginal ultrasound 

appointment. She told me she believed the doctor was trying to be discreet by not 

showing her the image on the computer screen. However, she was still frustrated she 

wasn’t given the choice to see. 

265 Case study mother Tegyn experienced similar choreopolicing at an ultrasound 

appointment. She shares: I went to the OB, because I already had my appointment set up 

anyways, and the ultrasound technician is all cheerful and everything and she starts to 

turn the screen towards her… we already knew at that point, but we were still hopeful. he 

turned the screen towards her, told my husband he wasn’t allowed to look, told him to 

stay over there, and then didn’t really say anything to us then said “ok, go meet with the 
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Yet, even under these systemic choreopolicing ideologies that position the 

mother’s body as untrustworthy, mothers can activate their capacity to make plans, 

gaining techniques to harness their maternal bodies. This chapter offers the case study 

mothers’ vantage point of their expectations of pregnancy, correlating the legacy of both 

the patriarchal medicalization of childbirth and the complications of embodying 

techniques to become pregnant and use throughout pregnancy.266  

In the first section, OFFICIALLY PREGNANT, I argue that during their 

conception journeys, the mothers in this study learned to both expect a lack of control 

over their body and expect some measure of control through testing and surveillance. I 

claim that these messy, often contradictory ethnographic moments complicate our 

understanding of how gestational parents utilize the patriarchal idea of the body as a 

machine that needs to be maintained and watched over, while at the same time also 

understanding their maternal body as wayward and unknowable. I argue that the mothers 

in interviews view their almost-maternal and maternal body in ways that correspond to 

the notion of “trickster,” a “boundary breaker and crosser of frontiers,” a representation 

of the inherent contradictions trying to control and accepting the waywardness of the 

 

doctor.” We already knew what was going on, so it wasn’t a surprise. The doctor 

confirmed, “Yes, it’s probably going to be a miscarriage but come back next week and 

we will check again.” 

266 Eighteen participants lived within Riverside County at the time of the 

interviews, and the outlying three lived in Los Angeles or Orange County. 
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body during the transition into gestational parenthood.267  Although my participants did 

not explicitly use the term “trickster” to describe their bodies or their processes, the term 

helps capture the nature of some of the sentiments they expressed about the 

unpredictability and contradictions of their body. The trickster offers a way to understand 

the liminal state of pre-maternal embodiment as both an opportunity to expect the 

unexpected and to critique systems of technocratic power. 

In the second section, WILL YOU LET ME, I investigate how mothers’ 

expectations of their birth experience are shaped by dominant ideologies of letting go of 

maternal autonomy by expecting choreopolicing choreographies of care. I first describe 

how the mothers in this study are socialized into letting go of their maternal power and 

control, drawing on the work of maternal health scholar Alys Einion. I then complicate 

mothers’ “letting go” of autonomy by using dance scholar Sally Ness’s research on 

tuning in and tuning out, pointing to the messiness of the power dynamics of letting go of 

autonomy. Next, I describe how desire does not equate with expectation as the mothers in 

this study attempt to have natural childbearing experiences in-hospital, exploring the 

paradoxical ideology that natural birth is the “right” way to experience childbirth.  I move 

to investigating childbirth education classes as a site for learning about the parameters of 

their maternal autonomy in childbearing, substantiating my claim that mothers learn to 

surrender their maternal autonomy while at the same time attempting to gain maternal 

autonomy.   This section ends with a discussion of how body memories of miscarriage 

 
267 Angi Buettner, “Mocking and farting: Trickster imagination and the origins of 

laughter,” Kunapipi, 31(2) 2009. https://ro.uow.edu.au/kunapipi/vol31/iss2/11: 124. 

https://ro.uow.edu.au/kunapipi/vol31/iss2/11


 

115 

 

 

can shape a mother’s idea of what she is allowed to do in her future pregnancies and 

childbearing experiences, highlighting how techniques of the body can be activated 

through loss. 

 

OFFICIALLY PREGNANT 

Many of the mothers in this study reported that they believed they needed to “know how” 

to get pregnant to conceive. In this stage, the pre-maternal body assumes the character of 

the trickster—at times, a mischievous, earthy, powerful, and resistant to overarching 

structures of power. Media Studies scholar Angi Buettner writes that “tricksters create the 

‘unofficial’ dirty and physical worlds we live in, of how the creation of the gods is 

counterbalanced by a different creative agency—the chaotic and comic acts of the 

trickster.”268 The trickster appears in mythological tales across the world as both a 

success and a failure. Jungian scholar Maryann Barone-Chapman writes that the 

“trickster is a two-faced god who tests us through paradox, difficult choices, and mettle-

making conditions, often involving sacrifice, before finding renewal and birth.”269 The 

mothers in this study spoke of their pre-maternal bodies as if they were tricksters: their 

 
268 Buettner, 120. 

269 Maryann Barone-Chapman “Trickster, Trauma, and Transformation: the 

Vicissitudes of Late Motherhood.” Essay in Jungian Perspectives on Rebirth and 

Renewal: Phoenix Rising. Eds: Brodersen, Elizabeth and Michael Glock (London: 

Routledge/Taylor & Francis Group), 2017. 
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bodies disrupted their plans and tested them by doing things outside of what is considered 

“normal” in 2010s U.S. maternal healthcare.  

When first-time case study mother Veronica first tried to get pregnant, she was in 

shock at how difficult it was. She shares, 

I tried, I felt like, forever. I was like—Oh my god, I’m never getting pregnant!  

But, I also didn’t know how to get pregnant. And I think a lot of us when we want 

to that’s where we start off. Why aren’t we getting pregnant? We are trying 24/7 

and it’s not happening!  

 

Veronica laughed at herself as she told this story—this is a story she loves to tell. With a 

twinkle in her eye, she shares that she used to believe that she could get pregnant any 

time, any place, 

So sure enough, you read the book, you grow up thinking even if I get touched by 

a penis, I can get pregnant! [Veronica laughs until she gets teary-eyed] 

 

 [Kate asks: Which book, the bible?] No, just school… people… You know, they 

say you can even get pregnant on your period, which I’m sure is possible but very 

rare. So, I just grew up thinking I could get pregnant if I have unprotected sex no 

matter what.  

 

Veronica enjoyed revealing a more naïve younger self who did not yet know how 

conceiving could be a complicated process. I also laughed—her story resonated with me 

on a deep, personal level. The learning curve for embodying motherhood is steep, and for 

some of us—including me—it is quite the climb. Veronica did not seem to treat her 

younger self cruelly, rather, she enjoyed showing how much she has learned as she has 

come to embody motherhood. Veronica’s story of un-learning her knowledge of 

conception mythology reveals how she had to know how to get pregnant, engage in the 
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paradox of unlearning and learning, and harness techniques to find a path towards 

motherhood.  

It is in this liminal space of pre-maternity that the mothers in this study learned a 

core belief that resonates throughout 2010s U.S. maternal healthcare: technocracy is the 

solution. Veronica and many of the mothers in this study enlisted the help of intellectual 

knowledge through research, talking to fellow mothers, midwives, and doctors, hiring 

fertility specialists, and making connections on social media to acquire technocratic 

techniques of conception.  

Tracking Ovulation 

 Tracking ovulation through testing and/or the use of phone applications 

introduces two ideas: technology and surveillance attempt to make the mother’s body 

translatable to medical science, and mothers themselves normalize their own heightened 

surveillance and the use of daily technology of their own bodies. The heightened 

surveillance and normalization of technology echo the legacy of 18th-century maternal 

healthcare technocratic imperatives, predicated on the concept that the woman’s body is a 

machine that needs medical management through technology. On several occasions, the 

mothers in this study shared how they managed their bodies when trying to get pregnant, 

at times treating their body as a machine that needed the right tools for reproduction.  

And yet, at the same time, the body-as-trickster can and does appear, “disobeying 
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normative rules and conventions” and redressing the clinical power of body-as-machine 

ideology.270 

For example, Veronica used technocratic ideologies of her maternal body to 

“figure out” conception through her own heightened surveillance and use of ovulation 

test strips: 

So, when we finally started trying and we didn’t get pregnant, I investigated. And 

sure enough it can only happen on one day of three days, and it’s only really like 

within a 24-hour span that it can happen. Saliva kills it, [slaps hands together] 

everything kills it [slaps hands together]—so many odds against you!   

 

So, okay I’m going to do my little ovulation strip thing. You buy them, you pee 

on them, and I figured out when I ovulated and sure enough ever since then I’ve 

known when I’m ovulating. We planned it, and I can tell you for each of my 

babies when it happened!  

 

When Veronica wrapped up her story of learning how to get pregnant and then getting 

pregnant, she was filled with joy.  It seemed as if she felt like she had mastered her 

wayward body; it was through her own investigative strategies that she solved the case.   

But her story of mastery also poses some political questions.  On the one hand, 

Veronica’s story could be a tale of accessing the choreopolitical: she learns how to move 

her body (to conceive) and then moves her body accordingly (conception). Yet, her story 

of success centers on technocratic imperatives—her conception hinged on access to 

surveillance technology that directed when she should have sexual intercourse with her 

partner, which also resembles a form of choreopolicing.  Her story of figuring out 

conception highlights the political messiness and contradictions that accompany the 

 
270 Madina Tlostanova, Postcolonialism and Postsocialism In Fiction and Art: 

Resistance and Re-Existence (Palgrave Macmillan, 2019), 129. 
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maternal body.  Mothers can and do embrace paradox by accepting the normalization of 

technology and surveillance. 

Many mothers in this study used phone applications to track their ovulation, 

echoing the EuroAmerican maternal health legacy of harnessing the maternal body with 

the mind through tracking.  First-time mother Patricia decided to use a phone application 

to document her menstrual cycle so she could ascertain when she was ovulating. She 

shares, 

We planned to get pregnant. It was a free for all. And then, I really wanted to get 

pregnant, so I started using “Ovia,”271 an ovulation app and I was pregnant after 

using it for two months. I really wanted to have a baby. But, not stressed, just 

really wanting it to happen. My mom was saying, “Relax, just enjoy it!”  

 

Patricia was very proud of the both the research she engaged and her ability to get 

pregnant through diligent tracking. Like Veronica, a free for all was employed, but, she 

could not get pregnant without tracking or surveillance, reifying how both she and 

Veronica learned to be their own managers of their bodies through tracking and 

surveillance.  

Tracking ovulation through phone applications not only positions the mother as 

the manager of her maternal body—but also problematically introduces how surveillance 

 
271 Patricia used one of Ovia’s applications, “Ovia Fertility.” 
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feeds into corporate profit. 272   There are reported issues with privacy with the Ovia 

applications. In 2019, the Washington Post reported that Ovia was selling their users’ 

information to the users’ employers.273 Employers can gain access to the “aggregated, 

anonymized data shared by its employees.”274  One employer remarked that programs 

like Ovia “helps the company keep skilled women.”275 Yet, what risk do gestational 

 
272 “Ovia Fertility” helps you track your cycle and gives you insights to mood 

swings, good times to have sex to get pregnant, and a social space to share information 

through an anonymous community of women who also use the app. Ovia’s website 

advertises their application “Ovia Fertility” by writing, “Learn about your unique cycle: 

Track your period, symptoms, moods, and more! Receive accurate predictions for period 

and ovulation. Explore articles, fertility facts, and health tips. Read personalized 

summaries of your health and fertility. Connect with an anonymous community of 

women.” Ovia also has two other apps, Ovia Pregnancy and Ovia Parenting, both of 

which have tracking information, articles, connection to an anonymous community of 

mothers, and personalized insights into how your fetus or baby is growing. “Ovia Health 

Apps” Ovia Health, Accessed June 2020, https://www.oviahealth.com/apps. 

273 Drew Harwell, “Is your pregnancy app sharing information with your boss?” 

Washington Post, August 2019, 

https://www.washingtonpost.com/technology/2019/04/10/tracking-your-pregnancy-an-

app-may-be-more-public-than-you-think/?arc404=true.  

274 Rachel Wells argues that there are concerns with Ovia selling their users 

information to the users’ employers, “experts worry employers could use the information 

to increase or decrease health coverage depending on what they see in the data. There's 

also the fear that companies could use incredibly intimate details like whether or not a 

woman was having premature birth or suffering a miscarriage in order to make business 

decisions. “The health information is sensitive but could also play a critical role in 

boosting women’s well-being and companies’ bottom lines,” Paris Wallace, chief 

executive of Ovia Health told the Post, pointing to rising rates of premature 

birth and maternal death as the reasons they want to sell this information to employers.” 

Rachel Wells, “Your pregnancy app could be selling your data—to your boss,” Glamour 

Motherhood, https://www.glamour.com/story/your-pregnancy-app-may-be-selling-your-

datato-your-boss.  

275 Wells. 

https://www.oviahealth.com/apps
https://www.washingtonpost.com/technology/2019/04/10/tracking-your-pregnancy-an-app-may-be-more-public-than-you-think/?arc404=true
https://www.washingtonpost.com/technology/2019/04/10/tracking-your-pregnancy-an-app-may-be-more-public-than-you-think/?arc404=true
https://www.cdc.gov/features/prematurebirth/index.html
https://www.cdc.gov/features/prematurebirth/index.html
https://www.glamour.com/story/senator-kamala-harris-bill-maternal-mortality-crisis
https://www.glamour.com/story/your-pregnancy-app-may-be-selling-your-datato-your-boss
https://www.glamour.com/story/your-pregnancy-app-may-be-selling-your-datato-your-boss
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parents take by allowing their private information to be disseminated to their workplace, 

potentially affecting their healthcare coverage and future promotions? This example 

elucidates how maternal surveillance is intrinsically tied to larger neoliberal systems of 

inequity.276 

Many of the mothers in this study sought heightened surveillance prior to and 

during pregnancy, substantiating the longstanding ideological association of surveillance 

and maternal safety. As explored in the previous chapter, in the mid-18th century at the 

onset of the use of obstetrical machinery, male-midwives and doctors set out to discredit 

midwifery care by arguing that both surveillance and technology made for a safer birth 

experience.   For gestational parents who struggle to become pregnant, heightened 

surveillance may be required and—in some cases—sought after to become a parent. 

First-time mother Tegyn and her partner tried to get pregnant on their own for a year 

before seeing a fertility doctor, who prescribed them a prescription medicine, Clomid, for 

conception. 277  She shares, 

 
276 Neoliberalism refers to the dominate economic paradigm of the 21st century, 

where small private parties make profits by controlling large aspects of world economies 

and social life. Noam Chomsky and Robert W. McChesney, Profit over People: 

Neoliberalism and the Global Order (New York: Seven Stories Press), 2011.  

277 Clomid is called clomiphene citrate. According to Healthline, “It’s an oral 

medication that is often used to treat certain types of female infertility. Clomid works by 

making the body think that your estrogen levels are lower than they are, which causes the 

pituitary gland to increase secretion of follicle stimulating hormone, or FSH, and 

luteinizing hormone, or LH. Higher levels of FSH stimulate the ovary to produce an egg 

follicle, or multiple follicles, that will develop and be released during ovulation.” Nicole 

Galan, “How Does Clovid Work for Pregnancy?” Healthline: Parenthood, 

https://www.healthline.com/health/pregnancy/how-does-clomid-work. 

https://www.healthline.com/health/pregnancy/how-does-clomid-work


 

122 

 

 

We had been trying… okay, my husband will say we weren’t trying [laughs a 

little]. But, we were trying for about a year. After a year we ended up going to a 

fertility doctor. He put me on Clomid. And, the first round, I got pregnant.  

 

Tegyn laughed when she shared the discussion about whether she and her husband had 

been actively trying to get pregnant before seeing a fertility specialist. I can only infer 

that she and her husband have different ideas about what trying looks like—for her 

husband it may be that trying necessitates intervention, or the fertility specialist, and for 

Tegyn perhaps trying meant employing the free-for-all Patricia discussed. In this moment 

of contradiction, trying or not trying to conceive centers on the idea that there are 

different ranges of trying and that some hinge on technocratic intervention.  

Like Veronica and Patricia, Tegyn’s pre-maternal body appears with marked 

trickster aspects.  All three of them attempted to get pregnant for a period of time without 

intervention, without tracking or surveillance, yet, the pre-maternal body appears as 

trickster, testing them and pushing them. Tegyn’s story of conceiving highlights both her 

desire for surveillance and the idea that the pregnant body assumes a trickster in need of 

harnessing. Tegyn shares her journey at the fertility specialist, 

And what I do like about the fertility doctor is they will start your prenatal care 

earlier than a regular OB will. They will start seeing you every week, checking for 

things, and ultrasounds at five weeks, when normally it’s only at eight weeks. 

They check at five weeks and said, “Oh, it’s tiny, looking good.” It’s still too 

early for a heartbeat, that’s no cause for concern, we’ll see you back next week. 

The next week, same thing.  

 

Tegyn was happy with the high monitoring at the specialist. Listening to her, I too felt it 

was wonderful that she had the ability to see her doctor on a weekly basis. I remember 

being quite sad when I was pregnant because I only saw my midwives every few weeks 
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unless something was wrong.  I felt the pull towards more surveillance as she discussed 

her treatment at the fertility specialist. I can infer that the higher surveillance made her 

feel as if she and her fetus were safer. Alys Einion argues that mothers desiring 

surveillance is now normalized because “the first message women receive about their 

pregnancy is that something could go wrong; therefore, medicine must constantly 

monitor them.”278 Heightened surveillance can provide comfort to mothers due to the 

legacy of maternal surveillance being tied to the ideology of maternal health and safety. It 

is comforting for a gestational parent to be able to see a medical professional who can tell 

them how their fetus is doing, giving them information that they do not have access to at 

home, given that the maternal body can appear to be difficult to manage. 

Taking a Pregnancy Test279 

As stated in the introduction of this chapter, the Southern California mothers in 

this study learned by taking a pregnancy test to expect a lack of control over their 

maternal body and expect some measure of control through surveillance, feeding into the 

 
278 Einion, 31. 

279 Sara A. Leavitt argues that testing for pregnancy through analysis of urine is 

not new to history. Today, “the home pregnancy test kit makes use of the fact that 

pregnant women produce a particular hormone, known as human chorionic gonadotropin 

(hCG), that is not normally found in the body otherwise,” 321. She writes that historically 

there is “evidence ranging from an ancient Egyptian papyrus to the writings of European 

“piss prophets” in the Middle Ages which shows that identifying pregnancy through urine 

analysis was of interest in many ages and cultures until scientists began identifying so-

called sex hormones in the 1920s and decoding the role of such “chemical messengers” in 

human reproduction that accurate testing became possible.” “A Private Little 

Revolution”: The Home Pregnancy Test in American Culture Bulletin of the History of 

Medicine 2006, 80: 321-322. 
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normalization of technology and surveillance in pregnancy. Robbie Davis-Floyd writes 

that mothers, when first believing they may be pregnant, “will probably live with the 

intensely personal experience of the wondering; finally, wary of misinterpreting what her 

body tells her, she will usually seek the scientific confirmation of the drugstore test.”280  

Even if the body is doing things “on its own,” mothers can use the pregnancy test to 

confirm, monitor, and begin surveillance of the body itself, “and she must cope with her 

total lack of control over these changes.”281 Though mothers learn to expect to not be in 

control of their bodies, they also learn that through heightened surveillance they have 

some measure of control as an observer and a reporter to their medical professional.282  

Yet, though the mothers in this study sought confirmation of their pregnancies 

with a pregnancy test, their own intuitive knowledge was at times sufficient and did not 

 
280 Davis-Floyd, 22. 

281 Einion, 32. 

282 Leavitt argues that the pregnancy home test, much like home tracking of 

ovulation, is a “revolution” that arguably brings control out of the medical office and 

back to the home space, to the mother. She contends that beginning in 1978, “the home 

pregnancy test went from novelty to norm in twenty-five years…Though women had 

long made do without it, the “private little revolution,” as the test was called in an early 

advertisement, enabled them to take control of their reproductive health care and moved 

the moment of discovery from the doctor’s office (back) to the home… Before the 

widespread use of the test, pregnancy was diagnosed either by waiting for “natural” signs 

or by a doctor; today, millions of women discover their pregnancies in the privacy of 

their homes. Though the test results will lead most women to the medical 

establishment—if the test is positive, most will either have an abortion or begin prenatal 

care—the test returned the moment of discovery to the home, where it had been before 

the mid-twentieth century moved it to the doctor’s office. It is its reconfiguration of the 

locus of control at the moment of discovery that makes the pregnancy test into a 

“revolution,” Leavitt, 318. 
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necessarily subordinate to technocratic medical knowledge of their body. Alys Einion 

argues that “pregnancy is not real until it is confirmed by the establishment,” however, 

for case study mothers Susanna and Maddy, their pregnancies felt real prior to 

confirmation via the establishment.283 Susanna shares,  

It wasn’t planned, but, my period rolled around two days late and I’m very regular. 

I knew something was wrong, I was certain I was pregnant.  

 

So, I went to RiteAid and I don’t remember how much it cost, but I also went to 

the doctor and I got a false negative because it was too early to know. Wait, wait. 

I’m trying to remember what happened! [Susanna pauses to laugh] I was nervous 

that I had sex when I was too close to my fertile days.  

 

Though the test said false negative, I knew I was pregnant. It was an accident, I 

didn’t mean to get pregnant, but it was a happy accident. So… that’s it. I was 

officially pregnant... [Susanna smiles]  

 

Susanna loved telling this story, especially the part when she knew she was pregnant 

even though her initial pregnancy tests said she was not pregnant.  Susanna reveled in her 

body’s cleverness—an appearance of trickster-like qualities—evading confirmation of 

the test. Maddy, likewise, also knew she was pregnant and used a test for confirmation, 

yet did not necessarily use it to make her pregnancy “real”:  

I didn’t have a period for two months, and I know I’m very regular. That’s how I 

knew I was pregnant. I am that regular. I also took a test, that gives you a range of 

how many weeks pregnant. I held onto it but it stopped showing it after a while.  

Maddy was extremely confident that she was pregnant, just by knowing her cycle’s 

rhythm. Though the test provided confirmation for both Susanna and Maddy, it did not 

necessarily make their pregnancies conceptually real as argued by Einion. 

 
283 Einion, 32. 
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Both Davis-Floyd and Einion argue that mothers need confirmation of the test to 

confirm their own identities as mother, regardless of their own surveillance of their cycles 

(in Maddy’s case) or intuitive certainty that they had conceived (in Susanna’s example).  

Davis-Floyd writes that mothers may be “wary” of their own intuitive notion of whether 

or not they are pregnant and need a test to confirm; Einion with regard to her informants  

reaches the conclusion that Davis-Floyd reaches regarding that “pregnancy is not real 

until it is confirmed by the establishment.”284  However, complications arise when 

tracking how the case study mothers are describing their bodies, and it appears that 

though there is a distinct trend to technocratic imperatives, the mothers in this study still 

heavily relied on their own intuition.  

These ethnographic moments where the mothers in this study both seek and 

confirm pregnancy are complicated and messy.  The mothers learned to expect a lack of 

control over their body and yet they also expected some measure of control through 

testing and surveillance; they both utilized the patriarchal idea of the body as a 

machine—that needs to be monitored—and accepted the maternal body’s unpredictable 

trickster-like qualities.  

 

WILL YOU LET ME 

Mothers’ experiences in my 2010s case studies confirm scholarship which finds that, in 

U.S. maternal healthcare, mothers are choreopoliced into letting go of control of their 

 
284 Einion, 32. 
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own bodily autonomy.285  It is desirable and normalized for the mothers in this study to 

wholly accept the authority of medical professionals. This belief, as I argued in the 

previous chapter, stems from a long-standing ideology from the technocratic medical 

model of childbirth that perpetuates a mother is not wholly in control of her body and 

needs medical management to ensure both her safety and her baby’s safety. This section 

draws attention to the echoes of cartesian dualism, maternal body as machine, and racial 

stereotypes in the legacy of “naturalness” manifesting in my case studies mothers’ 

pregnancies. By paying careful attention to both dominant patriarchal choreographies of 

care and alternative techniques of the body that historically have rested on sexist, 

primitivist, and racist ideologies of the body, I elucidate the tensions in embodying 

pregnancy.  

Mothers’ capacity to make plans can pose a threat to established choreographies 

of care that have a long-standing history of treating the maternal body as a machine or 

vessel. There is a legacy—tied to the disembodiment of the maternal body—of doctors 

dispelling mothers’ attempts to choreograph their pregnancies, births, and post-partum. In 

one example from 1987, obstetrician James Reynolds wrote “Remedy for the Birth Plan 

Headache” in a Canadian medical journal, detailing his frustrations with his patients, 

believing their capacity to make plans meant they lacked faith in his abilities as a 

surgeon. He argues that: 

Despite detailed explanation and reassurance, the lists often get longer and the 

associated birth plans more detailed. This may lead the physician to experience 

something I call the birth plan headache. We can feel a growing sense of anger 

 
285 Einion, 32. 
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and frustration: anger because these couples imply, directly or indirectly, that we 

cannot be trusted, that we want to subdue pregnant women and inflict unnecessary 

suffering on them; and frustration because our attempts to reassure are futile.286 

 

Yet, mothers’ capacity for asking questions, for making plans, for desiring alternate 

models of care does not equate to challenging medical authority, as Reynolds suggests. 

Rather, mothers’ capacity for making plans is a direct challenge to institutionalized 

sexism in maternal healthcare. Reynolds was not suffering from a “birth plan headache.” 

His anger derived from his displacement as an unquestioned authority. His frustration 

developed from encountering women revolting against sexist, institutionalized practices 

of care that treat the mother as a vessel and not an autonomous being who can make her 

own choreographic choices in her care. 

 Mothers who move outside of “desirable”287 modes of embodying pregnancy are 

often ridiculed and choreopoliced. Even the former duchess Meghan Markle met up 

against severe derision from doctors at a recent meeting of the American College of 

Obstetricians. The news had reported that Markle was considering a home birth and was 

making plans to hire a doula for her first birth.288 Reporter Emily Schiffer writes that, 

 
286 James L. Reynolds, “Remedy for the Birth Plan Headache,” Canadian Medical 

Journal, 1987, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1267339/pdf/cmaj00153-

0012a.pdf.  

287 Desirable births in mainstream maternal healthcare are medically managed 

births. 

288 Emily Schiffer, “Apparently The World's Top Ob-Gyns Don't Agree With 

Meghan Markle's At-Home Birth Plan,” Women’s Health Magazine, May 6 2019, 

https://www.womenshealthmag.com/health/a27377779/meghan-markle-home-birth-

acog/.  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1267339/pdf/cmaj00153-0012a.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1267339/pdf/cmaj00153-0012a.pdf
https://www.womenshealthmag.com/health/a27377779/meghan-markle-home-birth-acog/
https://www.womenshealthmag.com/health/a27377779/meghan-markle-home-birth-acog/
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At the recent annual meeting of the American College of Obstetricians and 

Gynecologists (ACOG) in Nashville, the world's leading ob-gyns were actually 

cracking jokes and throwing shade at the Duchess' at-home birth idea. Dr. 

Timothy Draycott, envoy of the Royal College of Gynecology, said "Meghan 

Markle has decided she's going to have a doula and a willow tree...let's see how 

that goes," to a room full of laughs. Then he added "‘She’s 37, first birth… I don’t 

know."289 

 

Implicit in Timothy Draycott’s snide remarks and the room full of congenial laughs is the 

idea that Markle, as a first-time 37 year-old mother, does not know how to make 

informed decisions about her own body.290 Markle and mothers around the world find 

that their maternal autonomy is intrinsically tied to gender, sex, and power. A mother’s 

ability to make her own informed decisions about her own body is permissible if they 

align with technocratic medical choreographies of care. 

Letting Go 

Mothers in this study learned and adapted to several choreographies of care 

during pregnancy, expecting that their compliance with standardized care would result in 

a healthy baby. Every single participant in this study strongly expressed that their greatest 

hope and expectation rested on bringing forth a healthy baby. I argue that this expectation 

was wrapped in the ideology that the mother would have to sacrifice her own 

expectations of the birth experience to be able to bring forth a healthy baby. 

Many of the mothers in this study shared that they felt “sacrifice” was necessary 

in pregnancy, substantiating the systemic ideology that mothers are vessels for their baby. 

 
289 Schiffer. 

290 Pregnancies after the age of 35 are considered “advanced maternal age” 

pregnancies. Doctors used to call them “geriatric” pregnancies. 
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The scholar Einion argues that sacrifice and submission amongst mothers are desirable 

traits—“the woman sacrifices herself (and her body) for her children. The sacrifice is not 

only acceptable in our current social context but desirable.”291 For example, when 

considering how she may not get the vaginal birth she desires, first-time mom Patricia, 

shared, “I don’t think I’ll be sad as long as baby’s fine.” Patricia continues, 

Baby trumps experience. The baby is taking priority now. I felt this since I got 

pregnant. There are some sacrifices that I’m making, but it’s all good. The 

outcome trumps the experience—because you’re giving life. It makes up for it, 

once you’re holding that little baby. [Patricia smiles while cradling hands, as if 

holding a baby] 

 

Patricia firmly believed that the outcome of having her baby would outweigh any 

maternal experience. She has both made peace with and celebrates that her baby is her 

ultimate priority. “Baby trumps experience” reflects larger social expectations of 

gestational parents to sacrifice as an act of “submission to external control,” to guarantee 

their baby’s well-being. Patricia’s expectation that a baby's physical and emotional well-

being is tantamount to her own physical and emotional well-being represents her 

embodiment of the ideology of the mother’s body as a vessel—all ends well if the baby is 

well, as Einion expressed it.292   

 
291 Einion, 35. Not all mothers share the expectation that their own autonomy 

must be sacrificed for the health of their baby. One second-time mother Maddy shares, 

“As long as I am healthy and the baby is healthy, that’s what’s most important.” Maddy’s 

expectation that her own health is intertwined with her baby’s health is a departure from 

Patricia’s own perception of sacrificing herself for her baby: she recognizes mother and 

baby as a symbiotic unit, a dyad. This ideology of the dyad redresses the commonly held 

belief that the mother must sacrifice her own autonomy to bring a healthy baby into the 

world. 

292 Einion, 35. 
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The mothers in this study normalized and internalized their lack of maternal 

control over choreographies of care.  Many of the mothers in this study shared that even 

with the capacity to make plans, they still believed they would end up being dependent on 

medical intervention. Leticia, a mom of two, shares her knowledge of medical control: 

I kind of went in at that point already hearing about so many people's expectations 

and birth plans going awry… There were certain things I did want, but I didn’t 

want to go through a long labor and end in a cesarean. 

 

People going in, they knew what they were going to pack, who they were going to 

have there, no drugs… and, in the end they were dependent on the people that 

were there to help them. They did want drugs. The things they thought they were 

going to be adamant about… they ended up wanting drugs.  

 

Leticia was visibly upset when she shared her lack of trust in gestational parents’ ability 

to make and follow through with plans. She believed, and I can infer was saddened by her 

perception, that the capacity to make plans did not actually matter. Leticia had arguably 

internalized the patriarchal medicalization of childbirth, expecting that her capacity to 

make plans would end ultimately with her and other mothers being “dependent” on 

medical control and intervention. Maddy also shares how she let go of her own 

expectations of control to make peace with her pregnancy: 

With the boys [twins from her first birth] and even now, I’ve tried to not have 

these expectations, nor expect the worse. But just to go in knowing that whatever 

happens is going to happen and there’s nothing that’s going to change that.  

 

Whereas Leticia was upset by gestational parents’ inability to activate their own plans, 

Maddy was at peace with “whatever happens is going to happen.” Both recognize the 

idea that they are not ultimately in control of their birth experience. Here Maddy is 

acknowledging that even though she has the capacity to make plans, the most she can do 
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is to not have expectations, “nor expect the worse.” These acknowledgements and 

normalization of loss of maternal autonomy are pervasive in the cases studies, 

highlighting the prevalence and normalization of choreopolicing in 2010s Riverside and 

Southern Californian maternal healthcare. 

In this study many of the mothers disclosed that they learned to let go of their 

expectations of control, expecting to sacrifice their own autonomy, resting their capacity 

to make/not make plans on the ideology of the mechanistic maternal body as a vessel for 

a baby and that their body was wayward and out of control. This tactic of letting go of 

expectations may on the surface seem like an acquiescence to medical control over the 

female body.  In one aspect, it is. Einion contends that “a signifier of a woman’s status as 

mother seems to be her ability to survive the loss of autonomy, the violation of her own 

body, and the loss of dignity and privacy, which is what, it seems, expect will happen.”293 

Learning to let go of maternal autonomy effectively choreopolices mothers to conform to 

largely technocratic medical choreographies in their birth experiences. 

Tuning in/tuning out 

Maternal techniques of the body can be used to produce bodies that are both 

trained to stay in permissible spaces and to resist choreopolicing. Tuning in/tuning out is 

a term I use for a tactic the mothers in this study employed in their pregnancies to both 

accept choreopolicing and activate choreopolitics. Dance scholar Sally Ann Ness writes 

that dancers are constantly “tuning in and tuning out information that arrives from 

 
293 Einion, 26. 
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sources beyond [their] own body” when learning technique.294  Tuning in/tuning out is a 

choreographic tactic mothers can and do use to filter choreopolicing in their pregnancies, 

to maintain their own maternal autonomy while negotiating larger inequitable systems of 

power.   

Some of the mothers in this study tuned in/tuned out by accepting the overarching 

control of maternal healthcare and by activating techniques of the body that helped them 

retain some measure of choreographic control either of the score or of improvisation in 

the moment.295 Patricia, like the mothers in the previous section, tells me that she 

understands that her birth is out of her control: 

For some reason, I really don’t want a c-section. Especially, because it takes 

longer to recoup. And, I don’t want it because it’s not natural. If it has to happen, 

it’s going to happen. But, I’d really love for it to be natural. If it has to happen it 

will happen.  

 

Yet, Patricia also understands that she has specific, learned techniques of the body she 

can activate to maintain choreographic control:  

That’s the one reason [referencing how she wants a natural birth] why I want my 

dad to be there. My dad is a chiropractor. He studied outside of the country for 

how to position needles for different things. They put needles on my mom’s 

stomach, and it induced labor. I’ve contemplated asking him to come over to 

speed up things if it’s necessary. I would be asking him to come from his home 

for a couple weeks.  He is an acupuncturist there. Because I’ve read that 

acupuncture can produce a lot of things in the body. I remember when he was a 

kid he could heal a lot of people.  

 

I know my birth story and I know my sisters’ birth stories. It’s me and my three 

sisters. I think my birthing story is the scarier one of them all. My mother told me 

before I was pregnant. She’s always been like, “it’s beautiful when the baby’s 

 
294 Ness, 136. 

295 Bleakley, 1. 
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here!” And it’s not such a horror story, she was just in labor for the longest. I was 

the second born. She said my birth was late, I think for a week. She walked a lot 

trying to get me to be born. She tried a lot of different things: eating spicy foods, 

drinking different things, and once she got to the hospital it was a twenty-four 

hour labor experience and it took a very long time.  

 

Patricia was quite confident in her ability to control the outcome of her birth by using 

techniques of the body and was equally confident in her ability to let go of control. Like 

other mothers in this study, Patricia holds to “if it has to happen, it will happen” all while 

choreographing tactics, such as pulling the memory of her father’s holistic knowledge of 

acupuncture into her plans for her birth.  

By sharing her family’s knowledge of how to start labor without medical 

intervention—eating spicy foods and drinking different kinds of fluids meant to induce 

labor—Patricia tunes in to medical and social knowledge as possible techniques of the 

body.  At the same time, Patricia is tuning out probable horror stories, such as her sister’s 

birth experience.  Patricia tells me with a bit of a loving smirk aimed at her sister, “We 

were just talking about it recently and my sister said—"‘Let’s not lie to her, tell her the 

truth!  It hurts a lot! And this is what happens.’ I told her, ‘I don’t want to hear your scary 

stories!’  My mom said, ‘No, it’s going to be great!’ Then my sister said, ‘They cut you, 

to get more space for the baby,’ and my Mom said, ‘No, you don’t feel it!’ and my sister 

kept saying—'tell her the truth!’” Patricia effectively tunes out her sister’s horror stories, 

firmly telling me in our interview, “I’ll listen to stories, but they go out the door.” This is 

a choreographic tactic—choosing what she’ll tune in and tune out as she prepares her 

body for childbirth. Though mothers in this study are choreopoliced into tuning out their 
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expectations, they are also constantly choreographing, tuning into techniques of the body 

and activating the choreopolitical. 

I want to be ready 

Many of the mothers in this study sought some measure of control over their 

pregnancies and birth experiences, wanting to “be ready” for childbirth by attending 

childbirth education classes. Riverside County hospitals in the 2010s offered childbirth 

education courses for free or at a low cost. There were also private childbirth education 

courses, however, the private childbirth education courses can be quite expensive and out 

of reach for families of lower socio-economic means. In these classes—especially 

hospital-sponsored classes—the case study mothers learned standard choreographies of 

care. Yet, the case study mothers did not necessarily learn how to maintain their own 

maternal autonomy over their pregnancy or birth experiences in childbirth education 

classes—they learned it was important for them to control themselves.296 Susanna, for 

example, took two hospital-sponsored childbirth education courses. Susanna shares that 

her sister’s birth story from ten years prior was a deciding factor in taking more than one 

childbirth education course. Her sister had planned to have her baby naturally in-hospital, 

but when she went into labor, she decided to have an epidural and a cascade of 

 
296 Davis-Floyd argues that, “this issue of ‘control’... has led to a great deal of 

confusion: many couples who take hospital-sponsored childbirth education classes enter 

the hospital when labor begins expecting to retain control over their birth, although the 

method they are taught generally promises only that the laboring woman can retain 

control over her behavior” Davis-Floyd, 184. 



 

136 

 

 

interventions occurred. Susanna was present at her sister’s childbearing experience. She 

tells me,  

They increased the dose of the epidural. My sister, she was prepared. She had a 

letter that stated no c-section and her doctor never even suggested that she would 

need one.   

 

Then we got to the pushing stage. She would push, so hard, but my niece was not 

coming out. The doctor, well, the doctor cut a little then said, ‘Okay, push!’ and 

then the doctor cut again, and the baby came out. And then…[Susanna’s hands 

reach out to her sides and up, waving] GUSHING BLOOD. So, two days later 

when she was home, she didn’t poop for days. She had a ripped rectal sphincter 

and had to have surgery immediately. For three weeks she was in a diaper, pooping 

herself.  

 

Susanna told this story with theatrical flair, yet, when she ended the story, she seemed 

haunted, and a bit worried. Susanna told me in interviews that her experiences watching 

her sister’s birth trauma develop and the horror stories she heard about childbirth did not 

scare her. She shared,  

I think that I am very curious what women’s experiences are in labor, so, when I 

see someone that I trust or know I always ask them ‘what was your experience?’ 

And I think that might be because I’ve already seen a horrible birth, my sister’s, 

and I just want to know what all the different outcomes are, because I want to be 

ready. So, I’m like the opposite: I want to hear the stories; they didn’t bother me, 

and I probably didn’t even notice them. [emphasis added] 

 

And yet I wondered, watching her tell this story, how much did this experience affect 

her? Susanna wants “to be ready,” she wants to “hear the stories,” to fully grasp the 

spectrum of childbearing experiences. Learning the possible “what-if” scenarios enables 

Susanna to feel some measure of control, a tactic of feeling ready for anything in her 

upcoming birth experience. 
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After she told her story of her sister, she expressed how much she desired a 

“successful labor”—for Susanna, that meant extra preparation by taking two childbirth 

education classes and learning everything she could. Susanna researched, gathering 

stories from family members and strangers to prepare for childbirth. Susanna and I took a 

hospital-sponsored childbirth education class together in 2016. She found the class we 

attended together to be particularly informative. She told me, “I found it efficient and felt 

like I didn’t need to go to the other childbirth education class. They were helpful. There 

was so much I didn’t know that I learned.”   

Yet, Susanna learned in her hospital-sponsored childbirth education course what 

she was not allowed to do in labor, and not what she could control. Scholar Einion argues 

that hospital-sponsored classes teach pregnant women the dominant choreographies of 

childbirth and how women should respond to them while in-hospital, rather than teaching 

women “informed choice, autonomy, and childbearing rights to enable women and 

partners to challenge the dominant ideology of the birthing room.”297 In the childbirth 

education course we attended together, the nurse-educator within the first few minutes of 

this course affirmed that the best thing mothers could do was “be open for anything to 

change” and that making plans for medicalized pain-relief were “good” choices. This is a 

clear example of choreopolicing.298 Choreopolicing, recall, imposes a forced fitting of 

 
297 Einion, 25. 

298 The nurse-educator first asked the mothers to go around introduce themselves 

and to share if they were going to choose an epidural or no medicalized pain-relief. An 

epidural, which is a regional analgesia or anesthesia that provides relief of pain but not a 

total loss of feeling, is not the only form of medicalized pain-relief for women in labor, 

yet the nurse in this course suggest the two options to the pregnant women in attendance.  
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time, bodies, and power to “de-mobilize political action by means of implementing a 

certain kind of movement that prevents a formation and expression of the political.”299 

Childbirth education in this example ensures conformity to hospital policies and 

choreographies of care. This course and hospital-sponsored courses like it teach mothers 

to view their bodies as “requiring and eminently subject to control” through medicine.300  

 Choreopolicing in childbirth education also manifests in the use of the childbirth 

horror story, ensuring mothers who hear the story will conform to hospital policy to avoid 

experiencing the horror story. The nurse-educator leading Susanna’s class used “what-if” 

scenarios to centralize the power of the technocratic model. The stories’ main character 

was the wayward, tricky maternal body, that could, at any point, harm its baby. Two 

specific horror stories the nurse-educator told stand out: 

 

 

 

A young pregnant mother who came in attendance with her own mother spoke up first. 

She, and the half-dozen pregnant mothers following her, all said they were choosing to 

not have an epidural. “My mother did it the natural way - I will, too” she affirms. By the 

time the sixth pregnant mother says she is not having an epidural, the nurse-educator 

interjects – “You’re saying ‘no’ right now, right?” The mother is silent, then stumbles 

out, “I don’t know what you mean.” The nurse-educator addresses the crowd of first-time 

pregnant mothers and partners: “Those of you not saying you’re having an epidural, let’s 

say you’re not planning to have one right now… Leave your options open.” Halfway 

through introductions a mother raised her hand and exclaims, “Yes! I am definitely 

having an epidural.” The nurse-educator claps, smiling as she cheers, “That’s my girl!  

That’s a good answer. This is going to be the” her hands stretch out wide, fingertips 

straining “WORST pain you are ever going to feel. It’s good to know these things ahead 

of time. And for those of you who said no [to an epidural], just know that birth plans are 

just that - plans. Be open for anything to change.” 

299 Lepecki, 20. 

300 Einion, 24. 
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Shoulder dystocia leading to fetal decapitation 

Okay y’all, if baby's head is bigger than the pelvis, then that's a major, major 

emergency. We're talking about shoulder dystocia.301 We'll try to deliver one 

shoulder first, we’ll drop you back, putting your legs up to your ears to relieve 

pressure...but if we go to surgery, I honestly don't know what they'll do. One time, 

I heard that the head ... well ... that the baby’s head.. that a baby got decapitated. 

 

Prolapsed Cord walking around at Target 

There is a serious risk when it comes to vaginal birth. If baby is at station -2… 

We're talking about prolapsed cord!302 One time, I was doing a cervical check303 

and yelled, 'I have a cord! Someone come in here! DAD! HIT THE BUTTON!'"304 

You can bet that I don't move at all from here on out. I'm holding that baby's head 

as we're wheeled to OR for an emergency caesarean section. And I’m holding that 

baby’s head during the entire section. Long story short, that’s how that happens. 

Can prolapsed cord happen when you’re walking around at Target? Yes, yes it can. 

 

Pregnant mothers throughout the room began crying when the nurse educator told these 

stories. I cried. The nurse-educator asked me, “It’s taking you back, isn’t it?” referencing 

my labor experience. I nodded because I did not know how to respond after hearing such 

horrific anecdotal stories told to pregnant first-time parents.305  Susanna turned and patted 

my arm, comforting me. I looked at her and noticed that she was guarding her feelings 

 
301 Shoulder dystocia occurs when the baby’s shoulders become stuck in delivery. 

302 Prolapsed cord occurs when the cord becomes pinched between the baby’s 

head and the vaginal canal--cutting off oxygen to the baby. 

303 A cervical check is a routine check of how far a woman in labor is progressing.   

304 “DAD! HIT THE BUTTON!” indicates the nurse urgently requiring the dad to 

hit the red, emergency button located on the mother’s control. In the case of a prolapsed 

cord, as she indicates, she should not move from holding the baby’s head away from the 

cord to allow oxygen to flow to the baby. 

305 I considered that I potentially misheard, but, in interviewing a mother in this 

study who also took this course, she shared that the nurse-educator told both of these 

stories to a group on first-time pregnant parents. 
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closely; she did not seem horrified, scared, or sad. Even though this happened four years 

ago, I am still in somewhat of a shock that a nurse educator would deem it appropriate to 

share these stories that spark distrust in a potentially malevolent mother’s body and 

reinforce the patriarchal medicalization of childbirth. Yet, following Einion’s view, I 

argue that the nurse-educator sharing information about what “could happen” without 

trying to “freak them out” fostered a “psychological dependence on the medical world to 

save the women from their body, which according to dominant discourse is destined to 

fail.”306  In this manner, childbirth education can exhort and choreopolice gestational 

parents to predetermined paths of movement in labor, fitting them to standardized 

choreographies of care. 

Desiring natural birth, needing medical birth 

The choices of prenatal care made by mothers in this study highlight how 

technocratic medical choreographies can determine “the space of circulation” for 

pregnant mothers.307 Choreographically and ideologically, though natural birth was the 

desired choreography of care for most of the mothers in this study, they ultimately chose 

a hospital-birth, acceding to the overriding ideology that hospital-birth is safer. Only two 

of the mothers in this study chose a free-standing birth center or home birth; every other 

 
306 Alys Einion, 26. 

307 Lepecki, 16. 
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mother chose a hospital birth.308 Desire, for these mothers, did not necessarily equate 

with expectation. Even though mothers desired natural birth, the ideology of the safety of 

hospital birth trumped their own desires. In this way, the ideology of hospital birth itself 

can act as a choreopolicing structure, a choreographic mastery that determines proper 

pathways of circulation for pregnant mothers. 

U.S. hospitals since 1991 have embraced the idea of natural birth yet 

paradoxically have not fully implemented strategies to support natural birth, a situation 

that elucidates the complex ties between ideology, profit, and power. For gestational 

parents, choosing between a hospital and a birth center is now more complicated than it 

was in the 1960s. In the sixties, mothers who desired a natural birth went to a midwife 

and had their baby at home or a birth center. Hospitals now can have certifications for 

being natural-childbirth friendly and motherbaby friendly, drawing in a crowd of 

gestational parents who may in years past have chosen a home birth or free-standing birth 

center for her care.309  Davis-Floyd contends that “our fundamental technocratic belief 

 
308 As a reminder, the sample size for this dissertation is purposefully tight, giving 

room for rich, in-depth research that in no way attempts to make sweeping sociological 

claims.   

309 The Baby-Friendly Hospital Initiative began in 1991 in collaboration with the 

WHO to certify hospitals who met their guidelines: “The Guidelines and Evaluation 

Criteria and the assessment and accreditation processes are predicated on the following 

tenets:1. Well-constructed, comprehensive policies effectively guide staff to deliver 

evidence-based care; 2. Well-trained staff provide current, evidence-based care; 3. 

Monitoring of practice is required to assure adherence to policy; 4. Breastfeeding has 

been recognized by scientific authorities as the optimal method of infant feeding and 

should be promoted as the norm within all maternal and child health care facilities; 5. The 

most sound and effective procedural approaches to supporting breastfeeding and human 

lactation in the birthing environment that have been documented in the scientific 

literature to date should be followed by the health facility; 6. The health care delivery 



 

142 

 

 

that birth is inherently unsafe, coupled with the equally fundamental belief that 

technology can make it safe” leads American women to go to the hospital even if they 

prefer a midwifery model of care, “‘just in case something should go wrong.’”310 I 

interpret the mothers in this study to be choreographing their motherbaby’s safety while 

at the same time responding to the larger choreopolicing system of maternal 

healthcare.311 

 

environment should be neither restrictive nor punitive and should facilitate informed 

health care decisions on the part of the mother and her family; 7. The health care delivery 

environment should be sensitive to cultural and social diversity; 8. The mother and her 

family should be protected within the health care setting from false or misleading product 

promotion and/or advertising which interferes with or undermines informed choices 

regarding infant health care practices; 9. When a mother has chosen not to breastfeed, 

when supplementation of breastfeeding is medically indicated, or when supplementation 

is chosen by the breastfeeding mother (after appropriate counseling and education), it is 

crucial that safe and appropriate methods of formula mixing, handling, storage, and 

feeding are taught to the parents; 10. Recognition as a Baby-Friendly institution should 

have both national and international credibility and prestige, so that it is marketable to the 

community, increases demand, and thereby improves motivation among facilities to 

participate in the Initiative; 11. Participation of any facility in the U.S. BFHI is entirely 

voluntary and is available to any institution providing birthing services. Each 

participating facility assumes full responsibility for assuring that its implementation of 

the BFHI is consistent with all of its safety protocols.” “Guidelines and Evaluation 

Criteria” Baby Friendly USA, https://www.babyfriendlyusa.org/for-facilities/practice-

guidelines/. 

310 Davis-Floyd, 121. 

311 Concerning relative safety of free-standing birth centers versus hospital births 

in the U.S. in the 21st century, Davis-Floyd encourages scholars to be careful “in any 

comparison of the safety of home versus hospital birth, as the statistics are often skewed 

on both sides.” Davis-Floyd compares multiple studies to effectively show that home 

births were safer for both mother and baby and, “at the very least, these data sets do 

indicate that there is no case to be made for the greater safety of hospital birth over 

planned, midwife-attended home birth.” Davis-Floyd, 182. 

https://www.babyfriendlyusa.org/for-facilities/practice-guidelines/
https://www.babyfriendlyusa.org/for-facilities/practice-guidelines/


 

143 

 

 

Though the majority of the mothers in this study chose a hospital for their 

childbearing experience, they subscribed to the ideology that natural birth was the “right” 

way to give birth.312  The ideology of natural childbirth can—like the medicalization of 

childbirth—also choreopolice mothers, establishing “predetermined pathways” and 

“routes for circulation,” to use Lepecki’s terms.313 For example, Tegyn, a mother of two, 

tells me that the birth stories she heard prior to her pregnancy made her believe natural 

childbirth with a midwife as her caregiver was the only way to go: 

I wanted my first birth… I wanted it to be perfect. A friend of mine had a midwife 

and went to a natural birth center herself. She also had these natural birth books, 

like Birth Matters, that she let me borrow.  

 

After reading those books I felt all gung-ho about giving natural birth, you know, 

I was like “death to the hospital! [Tegyn shakes her fist] All they only want to do 

is give me a c-section!” I felt so strongly about it after reading this book. So, I 

sought out a midwife myself.  

 

Tegyn lit up when she disclosed her passion for midwifery birth. She, like many mothers 

in this study, desired a “perfect” birth and saw the manifestation of it through natural 

childbirth. Veronica, a mother of three, did not share that she believed natural childbirth 

to be the right way to bear children, but did divulge that both her mother and her 

husband’s mother did not have epidurals, implying that birth without medication was like 

an “old school badge of honor”:  

My mom never had an epidural. My husband’s mom didn’t have an epidural. It’s 

almost like the old school badge of honor, as if she’s implying, “Well, I didn’t 

have that option, I just had to do it.” My mom was the same way.  

 

 
312 Natural birth is also called unmedicated vaginal birth or physiological birth.  

313 Lepecki, 19. 
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Tegyn and Veronica situate natural childbirth as either “perfect” or a “badge of honor,” 

reflecting probable choreopolicing of mothers into accepting the ideology of natural 

childbirth as the right way to give birth. 

Most of the mothers in this study believed that natural birth was the “right” way 

to give birth because other forms of birth “aren’t natural.” Patricia adamantly believed in 

natural birth. She tells me, “I am totally going for the natural birth” and “for some reason, 

I really don’t want a c-section. Especially, because it takes longer to recoup. And, I don’t 

want it because it’s not natural.” Amanda shares that it is her utmost hope to have a 

natural birth, “I was trying, trying not to get my hopes up—I really wanted to have a 

drug-free, natural, vaginal birth.” Karen also shares, “I want a natural birth with minimal 

interventions possible" while Leticia recalls, “my doctor was always like—'we always 

have cesarean as a back-up.’ I told her ‘I really don’t want that.’ I wanted a natural birth.” 

The mothers in this study normalized the goal of natural birth as the right way to give 

birth, “going for” it, “hoping” for it, “wanting” it. 

Only a couple of the mothers who desired natural childbirth took childbirth 

education courses that were directly aimed for achieving a natural childbirth. As 

discussed in the previous chapter, 2010’s natural childbirth techniques of the body 

problematically rest on a mind/body hierarchy that privilege the mind over the body.   

Tegyn took a Hypnobabies class.  She tells me, 

I decided I wanted to go as natural as possible. I took a Hypnobabies class. My 

midwife mentioned hypnobirthing, so after doing a little research I chose 

Hypnobabies because it had a little education and hypnobirth.  
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Hypnobabies, as discussed in the previous chapter, teaches techniques of the mind to 

manage the mother’s body. These techniques are largely taught to the mother’s partner 

who is then responsible for managing the mother’s mind to promote natural childbearing. 

Tegyn practiced hypnosis tapes and listening to the hypnosis scripts, preparing for a 

natural birth by paradoxically harnessing the body with her mind. 

These techniques of “naturalness” were privileged by the mothers in this study, 

yet the racial dynamics of “naturalness” are rarely if ever acknowledged in any kind of 

mainstream dialogue.  The historic legacy of largely white women in the U.S. promoting 

natural childbirth by co-opting cultural constructs of indigeneity to fight the patriarchal 

medicalization of childbirth still impacts ideologies of childbirth today. Constructions of 

primitive others to shore up whiteness, like those deployed by Stockham and Gaskin, will 

only continue until these legacies are addressed. 

The mothers in this study desired a natural childbirth for many reasons, but most 

shared that they believed it was the “right” way to give birth in opposition to medical 

births while at the same time the majority of them chose hospital births. This paradox of 

desiring natural childbirth yet choosing a hospital birth elucidates the complexity of how 

choreographies of care impact mothers and how mothers learn to negotiate them. 

Trickster bodies, Miscarriage Stories 

 

The mothers in this study shared complex views of miscarriage—from their 

bodies knowing what to do, to being a trickster, to needing to be managed by technocratic 
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medical authorities, to avoiding technocratic medicine.314 Miscarriage can shape a 

mother’s perception of her ability to choreograph her future childbearing experiences. 

This section draws attention to the embodied memory of loss, highlighting the 

complexity of memory and power and showing how the mothers in this study who 

miscarried both accepted choreopolicing strategies from medical providers and at the 

same time activated the choreopolitical. The mothers who experienced miscarriage in this 

study shared a foreboding expectation that their bodies could be tricksters in future 

pregnancies; this prompted careful choreographing from each mother. Psychologist Cathy 

Maker and Jane Ogden argue that 

Rather than being a trigger to psychological morbidity a miscarriage should be 

[conceptualized] as a process involving the stages of turmoil, adjustment, and 

resolution. Miscarriage could also be considered a pivotal point in the lives of 

many women resulting in the reassessment of both their past and future 

experiences.315 

 

After a miscarriage, mothers can reassess their life and plan carefully for the future. Both 

Leticia and Tegyn learned techniques of the body through their miscarriage experiences 

and applied them to their future birth experiences. 

 
314 The ultimate paradox is a mother without a baby. Having experienced two 

miscarriages—one a blighted ovum where a fetus did not develop and another 

spontaneous miscarriage—I felt as if my body were a trickster, mischievously sharing 

symptoms of pregnancy only to end without a living baby. 

315 Cathy Maker and Jane Ogden, “The Miscarriage Experience: More Than Just a 

Trigger to Psychological Morbidity” Psychology and Health 18, (2003):403-415. 
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Before Leticia had her first child, she experienced multiple miscarriages.316 After 

her first miscarriage, she purchased a home fetal monitoring system to offset her anxiety 

of having another miscarriage. Unfortunately, she miscarried again. Leticia developed a 

distrust in her body while at the same time acquiring techniques of the body to 

choreograph future pregnancies. Leticia shares her experience: 

Because no one talks about miscarriage, I didn’t know the frequency it happens 

at. It wasn’t until I told people that you find out everyone has had one.    

 

My doctor was a Latina younger than me… She was just very supportive. I had a 

lot of anxiety and I would go in, wanting to get an ultrasound. I had the fetal 

monitoring that we could rent.  Because that had gone down with my previous 

miscarriage… and sure enough, there was cramping and there was no heartbeat. 

 

The second miscarriage happened further along. [My doctor] really recommended 

a D&C so she could really monitor the miscarriage because there’s too much 

tissue by this point. She just, I don’t know, she thought that there would be 

something left behind. Or medically she could control it in hospital where if I 

miscarried at home she would have no way of intervening if something should go 

wrong.  She felt like it was too far to pass at home.  

 

I think this kind of sets up my thing about the differences between natural and 

medical. So, I did a D&C and…With this one, two days later I was having intense 

cramping and at the ER they saw there was too much tissue left behind, both from 

my fibroids and the doctors during the D&C. So, I had a second D&C, under 

general anesthesia for both procedures. 

 

Okay, I thought, this should be better after the second D&C. And this time they 

couldn’t get all the tissue. But they said it should pass on its own. I went on 

disability for two weeks because my cervix wasn’t dilating… They gave me 

whatever the morning after pill is to help you dilate. It was horrible. I was 

constantly cramping. At the end, they were going to try to use chemotherapy to 

reduce the tissue. They said, the tissue has been in there so long you could have 

toxicity.  

 
316 In her first miscarriage, Leticia tells “I did it naturally. I waited a week for 

everything to pass then I kind of felt that it was happening, and it was… Like, I totally 

handled it. That was what made me really want a natural childbirth. I could feel what was 

happening—I didn’t even make a mess.” 
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I had read so many things in trying to prevent a miscarriage, I was getting a lot of 

massage work and acupuncture. I knew about pressure points you had to avoid 

because it could cause labor… So I went to my acupuncturist and my masseuse 

and I said, hit all those points on me. My baby’s already lost, they’re about to give 

me chemotherapy. Please, bring this on. I believe I can pass this.  

 

I had four deep tissue massage sessions that week. I was going to acupuncture. 

Sure enough, I was waiting for my appointment. My back was hurting—in 

retrospect I was “going through labor.” I wanted to walk, my back hurt, I went to 

the bathroom, and I started to expel.  So, she put me in stirrups, and she was able 

to pull everything out. I was able to grieve a little. I asked for her to save the 

tissue—and she was like what? And I said for my own spiritual reasons I’d like to 

keep it. So, she hands me a jar and the tissue looks like blood and liver. So, I did 

the sign of the cross and kind of mourned my own loss at that point and felt so 

free of this eight-week experience.  

 

What I learned from that experience that my body knew what to do. I think I 

could have done this from day one. I went through all this hell of two botched 

D&Cs. All this hell, all this medical stuff did me nothing. Acupuncture, massage, 

and passing it on my own did it. 

 

Leticia presents a complex story. On one hand, she felt very confident in her body 

knowing what to do to pass a miscarriage and perhaps have a baby someday.  On the 

other hand, Leticia began to develop a distrust in her body after two miscarriages. 

Within these competing feelings, Leticia gained a set of techniques of the body from 

feeling her miscarriages to apply to her future birth experiences. She walked, hunched 

over a toilet, felt labor pains, had to bear down to pass her miscarriage—all of these 

physical embodiments of birth translate into techniques of the body which helped Leticia 

cultivate a sense that she had some measure of choreographic control over her future 

pregnancies. 
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Yet, the experience of a pregnancy loss can reinforce long-held conceptions of the 

maternal body as a trickster. Though Leticia felt confident after her second miscarriage, 

believing that her body could birth on its own without technological intervention, she 

soon began to believe she could not have children.  By the time Leticia became pregnant 

for a third time, she felt safest with more surveillance and medicalization through the 

hospital. She tells me,  

Everything was very medical compared to before when I was doing a lot of yoga. 

I kind of went 180—I had a very medical pregnancy. It was a fearful pregnancy. I 

did everything to a T—I did everything I was supposed to. I had my little “What 

to Expect Book” and I followed it to a T. I kept hydrated, didn’t eat lunch meats 

or soft cheeses. 

 

My pregnancy was scary—even at my wedding I was dancing like this [holding 

her belly]—I was fearful of having a miscarriage. I didn’t want to move too much. 

I told my doctor, “I want to go on progesterone.” So, I had progesterone 

supplements—I insisted on that based on some of the research I had done.  

 

Several times I went in to ask for an ultrasound whenever I felt cramping. My 

doctor was really great about it.  By that time, I wasn’t doing all of the stuff that 

had helped me before [traditional Chinese medicine, acupuncture, massage 

therapy]. 

 

The bodily memory of losing her second baby, of watching her doctor pull her baby’s 

dead tissues from her body, led Leticia to desire more medical surveillance and 

intervention through progesterone supplements and increased ultrasounds.  Einion argues 

that “medical surveillance of pregnancy and birth is viewed as the optimal approach” and 

mothers are “expected to set aside her individuality and identity as she ascends to the 

throne of motherhood and submits to all forms of surveillance and control deemed 
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culturally appropriate.”317 Leticia accepts both her own and her medical team’s 

heightened surveillance of her maternal body as normal, showing that both the ideas of 

the body as a machine and the body as a trickster can and do coexist.  

Miscarriage can thus reinforce the idea that technocratic medical choreographies 

of care are necessary due to the untrustworthiness of the maternal body. Leticia tells me, 

“I thought homebirth was so awesome… but I don’t trust my body to not have 

complications that require medical intervention.” The idea that the maternal body is not 

trustworthy (or wayward) is a dominant ideology of the 21st-century U.S. technocratic 

medical model of childbirth. Though Leticia still desires a vaginal birth without 

intervention, she relies heavily on a system that makes it nearly impossible to have a 

vaginal birth without intervention given the two previous miscarriages.318 This cultural 

ideology that the maternal body is untrustworthy and in need of management also appears 

 
317 Einion, 29. 

318 According to the national survey, “Listening to Mothers,” “Mothers reported 

high levels of intervention, with experiences varying by method of birth. Common 

interventions for women with vaginal births included being given one or more vaginal 

exams and having intravenous (IV) fluids administered into a blood vessel in their arm, a 

catheter to remove urine, synthetic oxytocin (Pitocin) to strengthen or speed up 

contractions after labor had begun, membranes broken to release amniotic fluid after 

labor had begun, and an episiotomy. Common interventions in women with cesarean 

births included attempted induction, broken membranes, intravenous lines, bladder 

catheters, synthetic oxytocin to speed labor, and shaved pubic hair.” Eugene R. Declercq, 

Carol Sakala, Maureen P. Corry, Sandra Applebaum, Ariel Herrlich, “Listening to 

Mothers II: Report of the Third National U.S. Survey of Childbearing Experiences,” 

Childbirth Connection, May 2013, https://www.nationalpartnership.org/our-

work/resources/health-care/maternity/listening-to-mothers-iii-pregnancy-and-birth-

2013.pdf.  

https://www.nationalpartnership.org/our-work/resources/health-care/maternity/listening-to-mothers-iii-pregnancy-and-birth-2013.pdf
https://www.nationalpartnership.org/our-work/resources/health-care/maternity/listening-to-mothers-iii-pregnancy-and-birth-2013.pdf
https://www.nationalpartnership.org/our-work/resources/health-care/maternity/listening-to-mothers-iii-pregnancy-and-birth-2013.pdf
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in other mothers’ stories of loss. Tegyn shares, “I felt like my body betrayed me” after 

experiencing a year of infertility followed by a loss:  

At seven or eight weeks, he [my fertility doctor] said the outer yolk sack was too 

big and that was an indicator for miscarriage.  I didn’t really hear what he was 

saying. What I heard was you might have a miscarriage. What he was saying was 

this baby wasn’t developing normally and you are 99% not going to have this 

baby. “We finally got pregnant and it’s not working?” I thought. That’s the first 

time I felt like my body had betrayed me, “Why did my body do this to me? 

We’ve been trying for so long, what?”  

 

What was probably even worse, my body didn’t reject it. I went to the OB, 

because I already had my appointment set up anyways, and the ultrasound 

technician is all cheerful and everything and she starts to turn the screen towards 

her… we already knew at that point, but we were still hopeful.  

 

She turned the screen towards her, told my husband he wasn’t allowed to look, 

told him to stay over there, and then didn’t really say anything to us then said “ok, 

go meet with the doctor.” We already knew what was going on, so it wasn’t a 

surprise. The doctor confirmed, “Yes, it’s probably going to be a miscarriage but 

come back next week and we will check again.” At that point, I think they said 

there was a heartbeat that was maybe 60bpm. So, they gave me a glimmer of 

hope, faint heartbeat, maybe it will get better? Then when we went back, no 

heartbeat. This was at 9 weeks.  

 

They said it’s basically a miscarriage, it’s gonna happen. I was still working, 

teaching, and I thought “Am I going to be giving my students a final and then 

there’s going to be a bunch of blood gushing out of me and a dead fetus?” 

 

When is it going to happen? Two more weeks went by when nothing happened. 

So, it’s like, I have a dead baby inside my body. I found out about 8 weeks, but I 

had a D&C at 12 weeks. I had a procedure similarly for polyps years back. It was 

very sad, though, because they had to evacuate the dead baby inside of me. 

 

Tegyn felt “betrayed” by her body, sharing “Why did my body do this to me?” Like 

Leticia, she felt supported by the high-surveillance environment from her doctor. 

Whereas Leticia gained some conflicting confidence in her body’s ability to have a baby 

during her miscarriage experiences, Tegyn was upset that her body miscarried and could 
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not even expel the fetus on its own. Implicit in both Leticia and Tegyn’s accounts is the 

ideology that the maternal body can be untrustworthy and therefore needs surveillance, 

technology, and medical management.  

Mothers in this study who miscarried can and did employ choreographic tactics to 

combat a sense of foreboding distrust in their bodies. In Tegyn’s subsequent pregnancy 

she shares, “I tried to prepare myself for a possibility of miscarriage.” Because of her 

loss, she knew something could happen. Tegyn tells me,  

For the second pregnancy, I tried to prepare myself for a possibility of 

miscarriage, because they happen all the time. I tried not to get too attached until 

there was a heartbeat. But I reminded myself, it may not work out.  

 

There were no complications, we did the blood test, the chromosome test, and I 

decided to let the gender be a surprise this time around. What is so amazing about 

being pregnant with a toddler, there is no time for worrying about pregnancy. I am 

chasing him around, getting him ready for school, disciplining him when he was 

naughty. So, I didn’t think about the pregnancy very much. I went to a prenatal 

yoga class at one point, and they go around introducing themselves, “introduce 

yourselves, say how far along you are, and say something about pregnancy and 

birth” and I was the only second time mom. Everyone was all like, “I’m going to 

be 31 weeks, 28 weeks…” and I’m all like “I’m four and a half months” and I’m 

like I don’t know. I essentially know my EDD, and we’re aiming for that while 

trying to keep the older one alive. 

 

For the pregnancy, I definitely was nervous probably until 5 months. Then, I 

wasn’t really as nervous anymore, but I was still very thrilled when I hit the 

milestones - 28 weeks, 32 weeks, 36 weeks. Okay, I’m golden. But then you hear 

the stories of stillbirths. “She knew something was wrong, because she didn’t feel 

her baby moving for a couple days and it turns out....” Okay, yeah, I was paranoid 

about it, still. It could still happen; the baby could still die. Even though I’m 39 

weeks the baby could still die.   

 

I don’t think I was trying to prepare myself for it to happen, but I did think of the 

horror stories I did hear. I think, probably online, mostly Facebook, you click on 

things, which lead you to other things, then you click it again, someone passed 

around a link about an old man who helped her turn a crib from a stillbirth into a 

bench. I would want it destroyed. Of course, I had to read the entire article to find 
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out how it happened [the stillbirth]. You know, she knew something was wrong 

[with the baby].  

 

So, it was planted in my brain that something could happen. Then, I was trying to 

comfort myself, so I talked to my friend who gave me Birth Matters. I said, “That 

mom was an idiot, she should have gone into the doctor,” trying to make myself 

feel better. Not saying anything bad about that particular person, not trying to 

mom shame, thinking if that happens to me if I go to the doctor and I will be 

okay. My friend said that the mom who had her crib made into a bench after her 

baby’s stillbirth didn’t do anything wrong, it can happen to anybody. She was 

trying to defend this anonymous lady that neither one of us knew. What I wanted 

to hear was - “Yeah, it’s not going to happen to you.” 

  

Tegyn was scared. I can only infer that her miscarriage haunts her.  I consider how the 

resonances of her body miscarrying and then struggling to expel the fetus may affect the 

way she approaches pregnancy. She shares a similar “knowing” with Leticia—

“something” could happen. The knowing that something could go wrong, the fear of what 

her own body did or did not do to support her fetus in her previous pregnancy, permeates 

her perception of pregnancy and birth. Yet, Tegyn activated her own capacity to 

choreograph her future birth experiences by taking Hypnobabies childbirth education 

classes that were specifically geared towards empowering mothers. Even under these 

systemic choreopolicing ideologies that position the mother’s body as untrustworthy, 

mothers can activate their capacity to make plans, gaining techniques to harness their 

trickster maternal body.  

This chapter has offered case study mothers’ vantage points of their expectations 

of pregnancy, highlighting the legacy of the patriarchal medicalization of childbirth and 

the complications of embodying strategies of natural childbirth. I examined how the 

mothers in this study sought to control their bodies in pregnancy by employing 



 

154 

 

 

techniques that rested on dualistic and mechanistic ideologies of the maternal body. The 

mothers learned tactics to negotiate their expectations of control or lack thereof. This 

chapter sought to highlight how women can carefully choreograph, tiptoeing, tangling, 

bending, and dancing through the medical model of childbirth’s set score. The next 

chapter offers women’s vantage point on their birth experiences, continuing the 

ethnographic investigation and continuing to examine the tension between women’s 

bodies, expectation, and control. 
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Chapter 4: Birth in Tight Spaces: Maternal Bodies Choreographing In and Out of 

Timelines and Policed Landscapes 

In this chapter, I argue that pregnant mothers and mothers in labor can and do improvise 

and choreograph bodily tactics in order to embody motherhood under the umbrella of the 

medical industrial complex’s regulations and surveillance, complicating the idea that 

control systems such as the hospital produce docile bodies. Instead, ethnography and 

choreographic analysis reveal how the mothers in my study deliberately learn and employ 

techniques of the body prior to and during their birth experiences. This chapter highlights 

how the mothers proactively adapt to set choreographies of medical care while 

interweaving their own improvisations and choreographies, illuminating the greater 

complexity of the politics of power, control, agency, and knowledge at the site of the 

maternal body. This chapter’s two sections explore how mothers in this study 

experienced the choreographies of medical care and how they embodied a response to 

these choreographies during their birthing time.319  

 
319  To track the “visceral and fleshy” in interview format, I use Priya Srinivasan’s 

“unruly spectator” strategy from Sweating Saris to reveal the “work” of both the 

storytelling and embodying of motherhood. Similar to sociologist, Rachel Joy Chadwick, 

I pay particular attention to how mothers articulate their body-subject. Chadwick writes, 

“I wanted to find ways of tracing possible eruptions of the birthing body-subject within 

women’s narratives. While women’s stories about childbirth are increasingly plentiful – 

e.g., the Internet teems with countless websites devoted to birth stories and many women 

are publishing their own ‘momoirs’ of pregnancy, birth and motherhood—the visceral 

and fleshy embodied experience of childbirth is still largely missing from women’s 

stories and wider cultural narratives of birth.” Rachell Joy Chadwick, “Fleshy Enough? 

Notes Towards Embodied Analysis In Critical Qualitative Research” Gay & Lesbian 

Issues and Psychology Review, Vol. 8, No. 2, (2012). 
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The first section, DILATED ENOUGH, leads with an analysis of how the case 

study mothers perceive and respond to the ideas of “time” and “safety” under 

technocratic medical choreographies. This section details how the mothers in this study 

experience time prior to and during birth, from discussions of induction to labor marked 

by dilation of their cervix by the centimeter.320 From first discovering their pregnancy to 

celebrating milestones such as the traditional periods where the threat of miscarriage 

passes,321 posting their joy on social media when they reach “viability” at twenty-four 

weeks, and talk of induction in a routine prenatal visit at thirty-eight weeks, the forty-

week timeline shapes mothers’ expectations and experiences of pregnancy and birth, so 

much that it becomes internalized.  I highlight how 2010s U.S. standardized maternal 

healthcare’s choreographies, such as induction outside of an emergency and repeatedly 

measuring a mother’s cervix to gauge “progress,” attempt to make mothers’ bodies 

translatable, docile, manipulatable, and passive.  

I employ choreographic analysis to sketch out how mothers dance alongside, in-

between, and within their model of care’s timeline. By applying Danielle Goldman’s 

work on improvisation, Michel Foucault’s idea of control of activity, and Randy Martin’s 

work on technique, I tease out how mothers in this study employ techniques of the body 

while negotiating larger choreographic scores.  Many childbirth scholars argue that the 

 
320 “By the centimeter” indicates that mothers tell their stories by how dilated 

their cervix is, using medical key words and statistical data to bookmark their stories. 

321 The mothers in this study shared that they were pregnant to their wider social 

circles, colleagues, and social media sites between eight- and sixteen-weeks’ gestation. 
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privileging of timelines and dilation measurements reinforce the medical industrial 

complex’s dis-embodying practices toward the maternal body. This section pivots to 

focus on how mothers use bodily tactics to dance in and out of timelines during their 

birthing time, accede to medical authority (but on their own terms with learned 

techniques), or in some instances, perform recalcitrance to the established timeline.  

The next section, CHOREOPOLICE AND CHOREOPOLITICS IN LABOR, digs 

into mother’s stories of being choreopoliced in labor and highlights their attempts to 

access what André Lepecki terms the choreopolitical—the ability to know how to and 

thus move freely.322 Recalling Lepecki’s work on choreopolicing, this section analyzes 

how mothers in this study negotiate and respond to their medical care in labor, from 

being positioned in a certain way, to having procedures done to them without consent, to 

not having access to movement outside of lying down on a hospital bed.  Lepecki’s 

arguments on policing are intended for use in analyzing choreographies of protest. Here, 

as throughout the dissertation, I extend Lepecki’s notion of choreopolicing to U.S. 

maternal healthcare, acknowledging that “police is whatever system that enforces the 

fiction which forms the path which precedes the subject.”323 The mothers in this study 

speak of responding to and negotiating these distinct choreographies from within these 

 
322 Andre Lepecki “Choreopolice and Choreopolitics: or, the Task of the dDncer” 

TDR/The Drama Review, Volume 57, Issue 4, Winter 2013 p.13-27 

323 Andre Lepecki “The Choreopolitical: Agency in the Age of Control” in The 

Routledge Companion to Art and Politics edited by Randy Martin, Taylor Francis 

Publishing Group, 2015, 47. 
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larger scores of care. This section teases out how mothers activate the choreopolitical, 

weaving in and out of heavily policed choreographies. 

 

DILATED ENOUGH 

The forty-week gestation was introduced in 1830 by a German obstetrician, Franz Karl 

Naegele. His medical text, Lehrbuch der Geburtshilfe, detailed how to estimate a 

pregnant woman’s due date. Coined Naegele’s Rule, a mother’s expected due date (EDD) 

can now be calculated by adding and subtracting months to guess the origin of conception 

and hypothesize a birth date.  Naegele’s Rule is commonly used in 2010s U.S. birthwork. 

A “typical” birth lasts forty weeks or two-hundred and eight days, according to Naegele’s 

Rule.324  Scholars have re-evaluated and questioned the power associated with using 

Naegle’s Rule to determine EDD, arguing, 

The calculation of gestational age and the expected date of delivery is not just a 

social issue but has considerable medical implications associated with induction 

of labor. It is common obstetric practice to induce labor 7-14 days past the 

expected date of delivery to obviate the very rare risk of fetal death, presumably 

due to failing placental function.325 

 

After a home test, a midwife or obstetrician will first gather information to estimate a 

mother’s EDD. The EDD in many ways is the first choreographed score of a gestational 

 
324 Practitioners today use EDD with the help of knowing the mother’s last missed 

period (LMP) and sometimes a transvaginal ultrasound measurement (biparietal 

diameter) to guide the estimation. 

325 T. H. Nguyen  T. Larsen  G. Engholm  H. Møller, “Evaluation of ultrasound‐

estimated date of delivery in 17 450 spontaneous singleton births: do we need to modify 

Naegele's rule?” International Society of Ultrasound in Obstetrics and Gynecology 

(1999). 

https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Nguyen%2C+T+H
https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Larsen%2C+T
https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=Engholm%2C+G
https://obgyn.onlinelibrary.wiley.com/action/doSearch?ContribAuthorStored=M%C3%B8ller%2C+H
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parent’s birth experience. If their EDD is not an accurate representation of the fetus’s 

gestation, the gestational parent may, like the mother in the following example, be 

encouraged to stay home when they feel signs of labor, or be induced earlier than full 

term, or encounter a number of other issues with their medical team due to the power 

EDD holds as a choreographic score in US maternal healthcare.   

EDD as First Choreographed Score of Birth 

This first choreographed score of a mother’s birth experience introduces two 

ideas: that statistical management of gestation does not recognize mothers’ knowledge of 

their own bodies and that pregnant people need to be under surveillance.  Scholar Wendy 

Simmonds argues that “a woman may know exactly when fertilization occurred, but 

medicine does not recognize her knowledge as a reliable way to date gestation.”326 

Within the medical industrial complex, mothers’ knowledge of their conception is not 

considered reliable data.  The forty-week gestation, backed by the primacy of science, 

shapes a gestational parent’s pregnancy and birth experience. It is here that they learn the 

medical system’s doubt of their own knowledge of their body. Statistical data forms the 

foundation of the score of pregnancy and birth.  

 
326 Wendy Simonds, “Watching the clock: keeping time during pregnancy, birth, 

and postpartum experiences” Social Science & Medicine 55 (2002): 559–570. Alys 

Einion also supports this claim, writing, “Pregnancy is not real until it is confirmed by the 

establishment...The woman’s own bodily knowledge of her pregnancy, and even her date 

of conception, is disregarded. A woman may know the exact days in which she was 

ovulating, and the exact date on which she had exposure to sperm, and the exact date of 

the first day of her last menstrual period, but all this information is disregarded because it 

has not come from the doctor,” 32. 
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The case study mothers learn to navigate this system, adapting with their own 

unique techniques of the body to set choreographies of medical care.  First-time mother 

Jessica recounts her story of childbirth from within the careful choreographed score of 

the EDD. She shares that “by thirty-eight weeks I was having contractions, the doctor 

said ‘see ya next week’ as it was a bit early.” Jessica’s contractions continued throughout 

the day as she ran errands. She thought she was in early labor despite the doctor’s “see ya 

next week.” This was the beginning of twelve hours of early labor.  

The timeline taking precedence over a mother’s own understanding of her body 

reflects how external pressure from a representative from an institution like the hospital 

can attempt to enforce patient docility.327  In Discipline and Punish, Foucault compares 

hospitals to the penal system by investigating how state power creates docile bodies 

through rigorous discipline in training, regulation, and surveillance (“highly ritualized”328 

examinations).329 In the example above, though Jessica was told it wasn’t time yet, that at 

thirty-eight weeks the doctor found her contractions “early” and “mild,” her contractions 

continued, coming more quickly and more urgently all day despite the forty-week 

timeline indicating it wasn’t “time” yet.   

 
327 Foucault, 138 

328 Foucault, 184. 

329 Foucault, 141. 
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Jessica improvised with her body during contractions, finding that when she 

would walk, the contractions would stop. Yet, towards the evening they became stronger 

and more consistent. At this point she says:  

I packed my bags. I showered, talked to my mom and told her to take the next 

flight. I tracked each contraction, staying calm, and then I would feel this 

tightness and I would stop and sway on the crib. I had to stop and breathe—I 

couldn’t joke through them.  

 

Jessica’s maternal body challenges dominant understandings of childbirth for first-time 

mothers and offers a potent redressing to our understandings of what constitutes normal. 

In this excerpt of her interview, Jessica clearly weaves a narrative that though the 

doctor’s timeline considered thirty-eight weeks too early for a first-time mother’s 

spontaneous onset of labor, she was going to prepare for labor.   These tactics of walking, 

swinging on her baby’s crib, preparing for birth regardless of the doctor’s assertion that 

her body wasn’t “ready” as she was two weeks out from forty-weeks highlight how 

maternal bodies can and do offer a lens through which to view the fault lines in maternal 

healthcare.  Jessica followed her instincts, used bodily tactics to mitigate sensations, and 

prepared for labor despite overarching technocratic medical choreographies.  Jessica’s 

ability to improvise with bodily tactics substantiates the claim that even under large 

systems of power and technocratic medical choreographies, mothers are still able to 

access their own techniques of the body.   

 Second-time mother Tegyn used bodily tactics to stay pregnant longer, due to 

concern over having an early baby. In this example, Tegyn choreographs her own birth 

experience by using the forty-week timeline to guide her decision-making.  Tegyn 
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describes below her conversations with her doula and then her own reasoning for 

preventing labor:  

What was interesting with this one [Tegyn’s second baby; she is currently nursing 

him during this interview], I think I lost my mucus plug just around thirty-seven 

weeks. In retrospect, I’m not sure if that’s what it was. But, I also had a bloody 

show when I went into labor, and they said that was my mucus plug. I texted my 

doula, and her language was “it could be anywhere between two weeks and two 

days before you go into labor.” I wasn’t done in school, wasn’t done teaching, 

finals were next week, we had a camping trip planned. 

 

Nursing was bringing on contractions… it was definitely making my uterus hard. 

We thought, thirty-seven weeks was definitely too early, we wanted him to stay in 

early so his lungs could be developed longer.  

 

I hated being pregnant longer with my first baby, but it was better for him.  By 

five weeks he was sleeping for five hours, by eight weeks he was sleeping for 8 

hours, because he was bigger. I wanted him to stay in longer so he could have a 

better start to life. So, then I started to take measures to keep him in there long. 

Really, not nursing very long. I didn’t cut it out entirely. But then we went on this 

camping trip at thirty-seven weeks and I didn’t nurse him the whole time, so we 

didn’t induce labor. He slept with his dad and I slept in a cabin.  

 

In this excerpt, Tegyn first describes her doula’s perspective that labor can start anytime 

between “two weeks and two days,” and that it is not an exact science.  Tegyn 

choreographs her own labor plan by taking “measures,” ceasing to nurse her older toddler 

during a camping trip so “he could have a better start to life.” Tegyn recognizes her 

body’s response to nursing and takes physical measures to stay pregnant by nursing her 

firstborn less to avoid hardening her uterus. Tegyn choreographs her labor by weighing 

her conversation with the doula, conducting her own research to understand that 

contractions can be caused by nursing, and following her body’s intelligence.330  

 
330 A full-term baby is born between thirty-seven and forty-two weeks. Preterm 

babies are at risk for intellectual and developmental disabilities—most notably, poorer 
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 The forty-week timeline in this example is a score that can help mothers make 

informed decisions. Much like Jessica, Tegyn uses her own body knowledge to negotiate 

the forty-week timeline. In Critical Moves, Randy Martin writes that “bodies can also be 

trained—or learn in a manner that is inconsistent with dominance.” Tegyn’s training in 

Hypnobabies, in honoring her body’s signs and signals, arguably enabled her to 

choreograph her labor.331 Tegyn’s connection with her doula and her training in hypnosis 

for childbirth that relies on mother’s intuition form the base of technique that uses the 

forty-week timeline, EDD, and her own body knowledge to employ bodily tactics.  

Induction 

EDD can also affect the way in which gestational parents plan their births—

whether it be a spontaneous labor like Tegyn and Jessica from the above excerpts or 

planned with an induction or a cesarean section.332 Two-thirds of the mothers in this 

study were induced or had plans to be induced before spontaneous labor. Many childbirth 

scholars argue that induction without a medical emergency indicates how the timeline of 

the forty-week gestation period has become too powerful in dictating when a gestational 

parent should give birth. This ideology of birth by timeline shapes a gestational parent’s 

pregnancy and birth experience and reinforces the ideology that the maternal body needs 

 

lung development. “Premature babies: key points” March of Dimes, 

https://www.marchofdimes.org/complications/premature-babies.aspx#. 

331 Tegyn’s exposure to Hypnobabies is detailed in Chapter 3. Randy Martin, 

Critical Moves, 20. 

332 Spontaneous labor begins without medical intervention. 

https://www.marchofdimes.org/complications/premature-babies.aspx
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regulation, surveillance, and technocratic methods. The reasons for induction in this study 

are all different, varying from preventing medical issues for both mother and baby to “not 

allowing” the pregnancy to carry on too near or over the forty-week timeline. In three 

instances, an induction date was set due to the baby being “too big.”  In these examples, 

time is the key motivator for an induction.  

Across the literature, childbirth scholars argue that “the uterus (as doctors see it) 

is being given less and less time to produce its product,” and gestational parents therefore 

have less autonomy over decision-making.333  Induction in the 2010s is now more 

common than ever, and it is thought even in times of no medical distress to be a life-

saving tool. The idea that an induction will be planned regardless of a mother’s input 

supports Alys Einion’s argument that “essentially, no one seems to question medical 

control of pregnancy and birth because it is deemed a necessary part of the process, 

which ensures the safety of the mother and baby.”334 A nurse-educator in Riverside, 

California actively encouraged her childbirth education participants to be open to 

induction by saying, “Now, you guys know that the doctor will induce you whether or not 

you have a health condition—because if you’re past one to two weeks of your EDD, your 

placenta gets old.”  The idea that the doctor “will induce you” implies that mothers have 

no choice in the matter—though many mothers can and do make these decisions as co-

choreographers of their care with their providers.   

 
333 Emily Martin, “The Woman in the Body,” 142. 

334 Einion, 29. 
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This ideology that the safety of both mother and baby depends on medical control 

of the mother’s body is echoed by statements made by both the National Institute for 

Health (NIH) and the American College of Obstetricians and Gynecologist (ACOG).335  

As recently as 2018, ACOG has recommended induction not be planned unless in the 

instance of a medical emergency prior to thirty-nine weeks. However, ACOG also 

recommends that induction at thirty-nine weeks may reduce the risk of cesarean section 

and pre-eclampsia.336 This recommendation given by one the most influential authorities 

on maternal health affects every person giving birth in the United States. However, their 

claims are based on only one research study.337  This study tracked six-thousand 

women—half were induced at thirty-nine weeks and the other half had “expected 

management” of care. The induced half experienced slightly lower rates of cesarean 

 
335“Healthy first-time mothers whose labor was induced in the 39th week of 

pregnancy were less likely to deliver by cesarean section, compared to those who waited 

for labor to begin naturally, according to a study funded by the National Institutes of 

Health.” “Induced labor at 39 weeks may reduce likelihood of C-section, NIH study suggests: 

Elective induction at 39 weeks also linked to lower risk of maternal high blood pressure 

disorders.” News Releases, National Institute for Health. Wednesday August 8, 2018.  

https://www.nih.gov/news-events/news-releases/induced-labor-39-weeks-may-reduce-

likelihood-c-section-nih-study-suggests. 

336 ACOG writes, “In addition to some conditions for which labor induction is 

recommended, new research suggests that induction for healthy women at 39 weeks in 

their first full-term pregnancies may reduce the risk of cesarean birth.” Induction of 

Labor at 39 weeks, American College of Gynecologists and Obstetricians, 

https://www.acog.org/patient-resources/faqs/labor-delivery-and-postpartum-

care/induction-of-labor-at-39-weeks.  

337 Grobman, WA et al., “Labor induction versus expectant management for low-

risk nulliparous women,” New England Journal of Medicine, August 9, 2018, n.p. 

https://www.nih.gov/news-events/news-releases/induced-labor-39-weeks-may-reduce-likelihood-c-section-nih-study-suggests
https://www.nih.gov/news-events/news-releases/induced-labor-39-weeks-may-reduce-likelihood-c-section-nih-study-suggests
https://www.acog.org/patient-resources/faqs/labor-delivery-and-postpartum-care/induction-of-labor-at-39-weeks
https://www.acog.org/patient-resources/faqs/labor-delivery-and-postpartum-care/induction-of-labor-at-39-weeks
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section and hypertension disorders (<4%).338 Based on this one study it is now commonly 

accepted by both medical practitioners and the public that induction may be safer at 

thirty-nine weeks than waiting until spontaneous labor. This example highlights how the 

technocratic imperative of the medical model of childbirth can be normalized even when 

not thoroughly supported by research.  

 Three of the mothers in this study were in discussions about inductions due to the 

“big baby” factor. Mothers find out if their babies may be “big” during a fetal ultrasound.  

A big baby is cause for an inducement because, according to another nurse-educator from 

a Riverside hospital, big babies are at a higher risk for shoulder dystocia. Yet, on average 

forty percent of the readings of ultrasounds for fetal weights are incorrect by a ten percent 

margin—indicating fetal ultrasound estimating baby’s weight has only a sixty percent 

efficacy rate.339 Even though weight measurements are only sixty percent effective, the 

data from the ultrasound is still considered a deciding factor for induction.  

Many mothers in this study who were induced discuss how they accepted being 

monitored—surveilled—and medical intervention as part of a normal childbearing 

 
338 Grobman. 

339The authors write that “in 40% of the cases, there is an error of estimation by 

more than 10% compared to actual weight. Significant error was seen while estimating 

fetal weight by ultrasound. Depending only on the fetal ultrasound for the estimation of 

fetal weight can lead to unnecessary obstetrical intervention. It is thus necessary to 

correlate the ultrasound findings with clinical examination.” Bajracharya J1, Shrestha 

NS, Karki C. “Accuracy of prediction of birth weight by fetal ultrasound”  Kathmandu 

University Medical Journal (KUMJ). 012 Apr-Jun; 10(38):74-6. 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Bajracharya%20J%5BAuthor%5D&cauthor=true&cauthor_uid=23132481
https://www.ncbi.nlm.nih.gov/pubmed/?term=Shrestha%20NS%5BAuthor%5D&cauthor=true&cauthor_uid=23132481
https://www.ncbi.nlm.nih.gov/pubmed/?term=Shrestha%20NS%5BAuthor%5D&cauthor=true&cauthor_uid=23132481
https://www.ncbi.nlm.nih.gov/pubmed/?term=Karki%20C%5BAuthor%5D&cauthor=true&cauthor_uid=23132481
https://www.ncbi.nlm.nih.gov/pubmed/23132481
https://www.ncbi.nlm.nih.gov/pubmed/23132481
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experience.  About her first birth experience, case study mother Veronica shares, “since 

he was bigger, they decided I would need to be induced.” Veronica did not seem to mind 

being induced, assessing it as a normal standard of care. Similarly, in her first birth 

experience, case study mother Karen tells me, 

When I started getting towards the end of my pregnancy, I clearly remember him 

saying that "if you don't deliver by 40 1/2 weeks, I'd like to schedule a c-section.” 

That was kind of a red flag. 

 

I didn't do that much research in comparison to this pregnancy, but what I did 

know is that first-time moms tend to go over 41 weeks. So knowing that, knowing 

there was a deadline on my birth, I was hesitant with that and I remember 

mentioning it to my sister and she said you need a different doctor. 

 

With this baby I had probably over forty ultrasounds, now looking at it I can see 

that it's outrageous but at the time I was doing what my doctor told me. That day, 

the guy doing the ultrasound said, “Oh my gosh—you’re going to have an 11-

pound baby! You’re not going home tonight." I was crushed, because my whole 

plan was to have as much of the labor at home as possible because my husband 

doesn't like being at the hospital. [Karen pauses, looks away for a moment, takes a 

deep breath and continues] He had gone home because we had been through so 

many of these tests. We knew it was going to take a while, so when I got back up 

to labor and delivery, I called and told him, “Babe, they want to induce me right 

now." [Karen begins to get teary eyed] 

 

When Karen shared this story with me, it was evident that she was still processing how 

she was choreopoliced into a situation where she was induced, and it was also clear that 

she felt she carried some of the blame because she “didn’t do that much research” to be 

able to actively negotiate with her care providers. Karen did not feel like she had any 

options in her first birth experience except to go along with what she was told to do—the 

medical choreographies at play. When holding space for Karen during her story, I 

reached my hand out to hold hers, unable to stop myself from letting her know that I 
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empathized with her and her experience, knowing that there needs to be clearer 

communication between medical providers and parents without choreopolicing strategies. 

Veronica and Karen illustrate the power of technocratic medical choreographies 

in maternal healthcare. Veronica’s medical team deciding for her that she would need to 

be induced based on the estimates of her baby’s weight and Karen hearing “you’re not 

going home right now” are clear examples of how surveillance through the lens of 

medical timelines can lead to a struggle for maternal autonomy. In the two examples 

above, induction is presented as a way to properly manage birth. Einion writes that 

“women are set up to expect that if they submit to the birth surveillance, the outcome will 

be positive.”340 Yet, positive outcomes cannot be guaranteed. Instead, mothers become 

situated in a control system where they then must work hard to maintain their own 

autonomy. 

Some case study mothers experienced disbelief that their bodies would be able to 

spontaneously birth without intervention. In Amanda’s first birth experience, she was 

diagnosed with gestational diabetes. As such, she and her doctor had discussed induction 

early on in her pregnancy. She shares,  

Kaiser is very much on the precautious side.341 Better safe than sorry—especially 

with my family history. I talked about it with the doctor, but we were both on the 

same page. I hoped I would go into my labor but knew that probably wouldn’t 

happen. We set the inducement two-days before my due date so that he would be 

 
340 Einion, 34. 

341 Kaiser Permanente is unique among other hospitals. It is an integrated 

healthcare model. In prenatal care and labor and delivery mothers are attended by both 

midwives and physicians. 



 

169 

 

 

born on my due-date. Originally, he (the doctor) wanted to induce me a week 

before, because baby was measuring kind of big. 

 

In this excerpt, Amanda discusses how she already knew that she probably would not go 

into spontaneous labor before the deadline and would need to be induced. Amanda 

seemed at peace with this knowledge, corroborating her family’s stories of induction and 

her own knowledge of gestational diabetes to normalize induction.   

Veronica, Karen, and Amanda used techniques of the body once an induction was 

decided to mitigate birth pains and to help labor progress, effectively demonstrating that 

even when entrenched in the technocratic model of childbirth, mothers have the capacity 

to activate bodily agency. Amanda, for example, employed a bodily technique to try to 

evade intervention: she tried to start labor by having sex with her husband.342 She 

laughed and frankly disclosed that at the time she was hopeful intercourse would 

jumpstart labor, but unfortunately it did not. Yet, the mobilization of her body and her 

partner’s, using both the contractions from an orgasm to release oxytocin and his sperm 

to soften her cervix, exemplifies how mothers under U.S. maternal healthcare are not 

necessarily docile bodies. Too often, maternal health studies scholars argue that 

acceptance of the technocratic medical model of childbirth suggests that mothers are 

submitting their autonomy to the medical industrial complex.343  That was not the case 

 
342 There are many non-medical, mother-centered ways to start birth. Intercourse, 

walking, dancing, bouncing on a birth ball, laughing, stimulating nipples, acupuncture, 

acupressure, and drinking one to two ounces of castor oil are all examples of how 

mothers can induce labor on their own. 

343 Einion, 34. 
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here. Mothers like Amanda find ways to activate their bodies, using their maternal 

knowledge to dance along and within the system. 

The mothers in these case studies understood technocratic medical choreographies 

as “life-saving” scores. For some mothers, induction and/or a cesarean section were life-

saving interventions and the EDD played an important role in establishing viability for 

the baby(ies) and survival for mother. In the excerpts below, case study mother Maddy, 

first-time mother to twins, shares how the forty-week timeline helped both her and her 

doctor ascertain how long she could stay pregnant while not posing a risk to her safety 

and her babies’ safety. 

I held them in until 37 weeks and on that day, she scheduled a c-section. She 

picked the day… [takes a deep breath] because of protein and blood pressure 

levels. I respected her because we felt really supported in all of our decisions. She 

was informative, you could tell she genuinely loves what she does.  

 

The whole time my doctor was all like, “there’s no reason you have to have a c-

section, just because you have twins.” A lot of doctors say, just because you have 

twins, you have to have a c-section. She was very supportive until I developed 

pre-eclampsia and cholestasis.  

 

Yeah, so once I hit 34 weeks, she was monitoring me a few times a week, protein 

levels, blood pressure, the whole thing. The whole time she was saying “I don’t 

want to have a sick mom and two NICU babies,” so she was trying to play this 

balance of “how long can I leave them in” so they’re the most developed that they 

can be but not kill you, because you can die. I think she made a really good 

judgement call. In this new pregnancy, she’s already had me take a bunch of tests 

this time, including in the beginning to ease my mind.  

 

In Maddy’s story of her birth experience, you can feel her gratitude for her doctor, her 

peace with high technocratic surveillance. With the very real threat of maternal death 

imminent, the choreographic score helped her doctor keep both her and her babies safe. 

Maddy did not see herself in charge of her birth. Though the gravity of the situations 
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between large babies and a twin birth with preeclampsia differ, Veronica, Amanda, and 

Maddy understood technocratic medical choreographies as the life-saving score, with 

their own choreography as an addition, rather than the primary score. 

Similarly, first-time mother Susanna describes her experience in early labor as the 

monitors being lifesaving, especially for her baby.  

I waited for two hours at the hospital that night and they put me on the… what do 

they call the thing? [An external fetal monitor or EFM] Yeah, that. Within fifteen 

minutes of me having the external fetal monitor she told me I was probably going 

to have to stay because the heartbeat of my baby was very slow. I started crying, I 

called Shaun [her partner]. The nurse called the doctor, but my doctor wasn’t on 

call that weekend. [Susanna sighs] So, another doctor responded. She confirmed I 

was going to have to stay. I had told the nurse I was there two weeks before 

because I was running low on amniotic fluid… so the doctor looked at my chart 

from her home, she wasn’t there yet, and she sent me for another ultrasound.  

 

So, that was my second heart attack that night. First - low heartbeat. Second - the 

results came back because my baby’s amniotic fluid was very low. I had a panic 

attack by then.  After that, Shaun arrived and stayed all night with me. There was 

no one laboring next to me in the triage room, because there were no rooms.  

 

Susanna was devastated when she found out that her son’s heartbeat was slower than 

expected. She had trained for and hoped for a vaginal birth, and the complications of her 

son’s low heartrate sent her plans and the peace she had worked hard to cultivate awry.  

Susanna came to the hospital because she felt like something was wrong, demonstrating 

how the case study mothers can and do have the capacity to activate their own bodily 

knowledge and act on it even within these tight medical choreographic scores.  

Both Maddy and Susanna, even in labors fraught with fear for their own lives and 

their babies’ lives, activated bodily tactics, co-choreographing with their medical team.  



 

172 

 

 

Susanna, for example, improvised on a birthing ball, using YouTube videos to guide her in 

helping bring the baby down.  She shares,  

A week before my due date I went online and looked at different ways I could use 

a birthing ball.  Everything I was doing in the hospital I had already practiced at 

home every day the week before.  I watched YouTube videos about the birthing 

ball to accelerate labor.  Rocking, bouncing, hugging it knees down.  At some 

point I was squatting and trying to relax by the counter.  

 

She laughed as she pretended to swipe vigorously on her phone, showing me how she at 

the last minute trained her body to hasten labor. With her due date looming, Susanna 

learned new techniques of the body, which she used a week later during her induction, 

using the techniques to combat her own fears of losing her son and to find some space of 

control within the tightness of the established medical choreography. Mothers can and do 

activate their capacity for autonomous action even in a Foucauldian “control space” like 

Labor and Delivery in a Riverside County hospital. 

Dilation 

 

It is standard medical procedure to describe a gestational parent in labor as if they 

are a machine who is either efficient or inefficient. For example, nurses and doctors 

measure a gestational parent’s progress in labor by measuring their cervical dilation. The 

cervix dilates from 0cm to10cm. Some pregnant people do not need to dilate to 10cm to 

deliver their babies. Some dilate slowly, others sporadically, and some rapidly. 

Unfortunately, the variation of how gestational parents dilate is not accounted for in 

standardized U.S. 2010s medical care.344 Medical care teams often prioritize measuring a 

 
344 Emily Martin describes how a woman’s labor is marked by cervical dilation: 

“A woman’s labor, like factory labor, is subdivided into many stages and substages. The 

first stage includes the latent phase (slow effacement and dilation of the cervix to 3 or 4 
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person in labor’s progress by their cervical dilation to decide how “far” they are from 

delivering.  

 The mothers in this study used medical markers to tell their birth story. The case 

study mothers learned to measure their own progress listening to the nurses or doctor 

recount how far they have progressed and what interventions may be recommended if they 

do not progress further. The key medical markers found in these case studies are: how 

dilated her cervix is, when an IV was started, when meds were offered or accepted, when 

pushing began, and when the baby was born. Anthropologist Molly Fitzpatrick had similar 

findings in her 2019 work in Bali. She shares, 

The first few birth story interviews I did, however, resulted in rather short and 

clinical answers similar to what Arie offered above. The key points in Arie’s story 

are her cervical dilation (or lack thereof), as well as the exact time she started to 

push (4:12 a.m.) and when the baby was born (4:32 a.m.). She recounted what the 

midwife told her, rather than her own physical or emotional experiences of birth. 

My next few interviews with local women yielded very similar results through 

their dilation progress.345    

 

 

cm); the active phase (more rapid dilation from 3 or 4 to 10cm). The active phase is 

further subdivided into the phase of acceleration, the phase of maximum slope, and the 

phase of deceleration. The second stage includes the descent of the baby down the birth 

canal and its birth; and the third stage includes the separation and delivery of the 

placenta. Each stage is assignment a rate of progression based on a statistical study of the 

rate characteristic of 95 percent of labors...Deviation from these rates can produce a 

variety of ‘disorders’: too slow a rate leads to ‘protracted’ or ‘prolonged’ latent phase, 

active phase, or deceleration phase; cessation of dilation for specified periods leads to 

various kinds of ‘arrests’...The language in which medical texts describe the effect of 

interventions often points direction to the idea that producing is what is being increased,” 

Martin, 59. 

345 Molly Fitzpatrick, “Birth story interviews: On the assumptions hidden in our 

research methods” MAT (2019): http://www.medanthrotheory.org. 
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Similarly, the mothers in this study were more prone to telling me the time, what the 

medical provide was telling them, and associated data of the moment rather than narrating 

how they were feeling and what they were doing with their bodies throughout the process. 

 The mothers in my case studies often used the marker of dilation to measure their 

own progress, at times privileging it above their own knowledge of their body. First-time 

mother Susanna shares, 

They said to me, ‘You’re a first-time mom, it could take forty-eight hours to dilate. 

In four hours, I was three centimeters, an hour later I was four centimeters. I called 

my doula, because I was four centimeters, and I was already having contractions. 

 

So, my doctor came in that night and she checked me to see if I was dilating and I 

was already six centimeters, then she broke my waters.  

 

An hour after that the doctor came in and told me, ‘You are nine centimeters!’ I 

dilated quickly after they broke my waters and got my epidural.  

 

Susanna told this part of her birth story with elation, almost as if she had won something 

when the doctor shared her cervix had dilated to nine centimeters. Dilation acts as a 

bookmark in Susanna’s birth story, giving the listener an idea of how “far” she is in labor 

or how much she had “progressed.” Emily Martin argues that “the woman is often 

evaluated during the first stage of labor as if she were the performer346—she is told she is 

doing well, or not well enough, told she can do it or cannot possibly do it, as well as 

warned about how much time remains in each part of the first stage and how well or 

 
346 Martin uses the term performer within a business model as a metric of 

efficiency. Martin is not using performance from with a dance or performance studies 

understanding of the term.  
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poorly she is progressing.”347  Susanna’s description of her birth through these markers of 

dilation highlights how the case study mothers can and do see their own labors through 

medical imagery and language, bookending their own feelings about their experience 

within these parameters.  

 Foucault argues that human activity becomes controlled through the use of 

timetables, the breaking down of movement according to time, and these timetables 

reinforce the ideology that there is a “best” way of being in your body.348 The elements of 

measuring a mother’s dilation reinforce the idea that the medical model of childbirth 

attempts to control the mother’s activity, attempting to make her body docile. Susanna’s 

use of dilation as a key marker in her birth story also shows how normalized this control 

of activity is in-hospital.  Yet, even with the elements of discipline and control of activity, 

mothers in this study improvise between and through these somewhat dire narratives of 

control, at times being just as subtle and subversive as discipline itself as they bring new 

life into the world, giving new depth to the idea of the docile body. 

One choreographic tactic mothers can and do use to evade intervention is to stay 

home. Emily Martin argues, “women themselves may try to reduce the amount of time 

they spend in the hospital by delaying admitting themselves as long as possible. Explicitly 

they often understand that this allows a shorter time for their labors to be defined as 

 
347 Davis Floyd, 62. 

348 Foucault writes “disciplinary control does not consist simply in teaching or 

imposing a series of particular gestures; it imposes the best relation between a gesture and 

the overall position of the body, which is its condition of efficiency and speed,” 152. 



 

176 

 

 

ineffective and the baby to be extracted operatively.”349 First-time mother Veronica 

employed this tactic. She shares, 

For my second, I had contractions all day—but I stayed at home. I put it off, I put 

it off, I put it off. I waited until 6pm then I noticed they were getting stronger, so I 

called my husband because he was going to be stuck in traffic. I could still talk 

through the contractions, it wasn’t like “oh, baby’s going to come out of me right 

now!” But they were getting close [slapping hands].  

 

At the hospital, I didn’t get the wheelchair. I said, I could walk up! They checked 

me and I was 7 cm. I was surprised! They made me feel good about it, - “You’re 

at 7cm, you’re doing well!” I said, “Cool, whatever!”  

 

Veronica shared that she didn’t care very much about her providers’ reports of her dilation 

progress, yet she was surprised and felt good when she was told that she was dilated to 

7cm. Holding space for the need to distance from medical authority and, at the same time, 

being happy to have a body that is performing its job according to normative medical 

choreographies of care creates a complicated ethnographic moment. On one hand, 

Veronica needs no approval, but on the other hand, she is happy to receive confirmation 

that she is doing “well.”  

Much like improvisers on a stage, Veronica negotiates her own knowledge within 

the paradigm of an overarching structure of dominant medical choreographies. Dance 

Scholar Danielle Goldman writes that “improvisers negotiate” and that using “one’s social 

and historical positions in the world affect one's ability to move, both literally and 

figuratively.”350 Veronica negotiates the tight choreographic scores of the hospital. She 

 
349 Emily Martin, 140-141. 

350 Goldman, 5. 
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has learned from her first birth experience of the “time clock,” about which nurses and 

doctors make mothers very aware during labor.351 Instead of rushing to the hospital at the 

first signs of labor, she stayed home, avoiding and “putting off” the surveillance, 

regulation, and control until she was ready to push.    

 

CHOREOPOLICE AND CHOREOPOLITICS IN LABOR 

In the previous section, Veronica’s words showed she understood that through 

surveillance, her labor would be monitored, regulated, and controlled. Laboring in an 

U.S. 2010s hospital is laboring under surveillance, working under a large, normalized 

control system. This situation is analogous to that which Andre Lepecki theorizes: that 

“this condition, where no one is left alone for long, reveals how an apparent ‘freedom of 

movement’ is under strict control thanks to constant surveillance.”352  Gestational parents 

must learn to avoid or adapt to surveillance, at times foregoing their freedom of 

movement in-hospital. This section delves into case study mothers’ stories of being 

choreopoliced in labor and highlights their attempts to access the choreopolitical—the 

ability to know how to and thus move freely. 

 
351 Emily Martin writes, in “the second stage of labor, from the time the cervix 

opens entirely until the baby is born, is defined by hospitals as lasting only a maximum of 

two hours. If the woman pushes in the second stage much longer than this, doctors 

usually intervene, pulling the baby out with forceps or performing a cesarean section,” 

Martin, 140.  

352 Lepecki, “Choreopolice and Choreopolitics,” 15. 
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Lepecki employs Jacques Ranciere’s notion of “police” to develop the concept of 

“choreopolice,” arguing that choreography is a necessary component to policing 

bodies.353  “Choreopolitics,” as I have applied it and discussed throughout this 

dissertation, is the ability to know how to move within policing structures, and the ability 

to actually move freely.354 Lepecki applies the two concepts of choreopolice and 

choreopolitics to protests and to dance making, arguing that the dancer’s endless pursuit 

for freedom is entangled in both choreopolicing and choreopolitics. Lepecki posits that 

“such understanding of choreography obviously implies that, as with any system of 

command, choreography also implements, needs, produces, and reproduces whole 

systems of obedience.”355 In this section, I continue to extend Lepecki’s two concepts to 

 
353 Lepecki describes how choreopolicing works, writing, “More or less 

persistently, more or less violently, the police appear wherever political protest is set in 

motion, to break down initiative and to determine “proper” pathways for protesters. 

Facing a demonstration, the police function first of all as a movement controller. They 

impose blockades, contain or channel demonstrators, disperse crowds, and sometimes 

even literally lift up and drag bodies around. Choreographically as well as conceptually, 

the police can thus be defined as that which, through its physical presence and skills, 

determines the space of circulation for protesters, and ensures that “everyone is in a 

permissible place (Deleuze 1995:183)” Lepecki, “Choreopolice and Choreopolitics,” 16. 

354 I do not conflate moving freely with the idea of freedom-as-achievement, 

which Danielle Goldman writes, “mistakenly suggests that if one could overcome a 

particular set of oppressions, all would be well, thereby eliding the fact that there are 

always multiple and diverse strictures in the world.”  Rhetoric from the current natural 

childbirth movement often posits the idea of freedom in birth as an achievement. This 

dissertation explores the practices of freedom (Foucault) rather than freedom-as-

achievement by examining how choreopolitics can be engaged when gestational parents 

both know how to and are allowed to move their bodies freely.  Goldman, 3. 

355 Lepecki “Choreopolice and Choreopolitics,” 14. 
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mothers in labor, investigating how choreography can police and how mothers dance 

along and outside of choreopolicing.  

“They let me” 

This section details accounts of mothers in this study being “allowed” to do 

something while in labor, drawing attention to normalized policing of gestational parents 

in labor and highlighting laboring peoples’ capacity to use choreographic planning to 

respond to choreopolicing. Lepecki argues, “it is also important to understand how 

control not only tracks, but also…preconditions freedom from within by subtly providing 

pathways for circulation that are introjected as the only ones imaginable, the only ones 

deemed appropriate.”356 In 21st-century U.S. labor and delivery, it is commonly 

understood that you must obtain approval to do something with your body outside of the 

provided score—or “pathways for circulation.”357 This ideology that the pathways, or 

technocratic medical choreographies, should outline a gestational parent’s pregnancy and 

labor is drummed into the mother throughout pregnancy and in labor.358 The examples 

below detail how the case study mothers I interviewed figure out how to navigate within 

the medical industrial complex’s circulation and, at times, step outside of it. 

 
356 Lepecki, “Choreopolice and Choreopolitics,”15. 

357 Lepecki, “Choreopolice and Choreopolitics,” 15. 

358 For instance, childbirth educators outline how much time a woman is allowed 

to labor during each phase, what kinds of interventions will “happen” depending on how 

long she’s been in labor, and who can be present during your labor. Gestational parents 

learn that there are set choreographies at play well before they check into labor and 

delivery. See Chapter three’s subsection I want to be ready for more information. 
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  First-time mother Jessica tells me that while getting set up in her labor ward, a 

nurse warned her, “We’ll let you do this assuming there’s no issues.” Jessica wanted the 

ability to choose how to position herself in labor, yet, the nurse effectively set a clear 

boundary—you can move your body how you would like, unless we decide there is an 

issue. Similarly, first-time mother Amanda recounted, “they let me eat off and on.” 

Likewise, Tegyn also shared that her doctor let her “go forty-five hours and didn’t push 

me into anything.” Jessica, Amanda, and Tegyn shared many instances of their medical 

team “letting” or “not letting” them do something. Though Jessica, Amanda, and Tegyn 

were compliant with their team “letting” them move or not move, eat or not eat, or labor 

as long as they need to, in all three instances the mothers accepted that they had to ask 

permission to do something with their own bodies.  

 A gestational parent does not have full autonomy to make decisions about their 

own body in the hospital. Not only do they not have full autonomy, but the stripping of 

their ability to make decisions for their own body is accepted as normal. Case study 

mother Leticia tells me she is still shocked by how her parents acted while she waited 

eight hours for a cesarean section. Her parents would not allow her to eat during the 

eight-hour wait. She says, “My mom and dad are eating pastrami and french fries and 

they’re like, ‘you can’t eat anything!’” Leticia felt frustrated that even with the long 

delays her family helped choreopolice her eating. It is commonly understood that once 
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you check into the hospital, the doctor and nurses are the choreographers of your birth 

experience and you are just along for the ride.359 

When the mothers in this study experienced choreopolicing in their first 

experiences of childbirth, they explored their capacity to access more options for 

movement in their subsequent birth experiences. In other words, after being 

choreopoliced, mothers in this study sought the choreopolitical.  By activating the 

choreopolitical, mothers utilize choreographic planning to maintain access to freedom of 

movement. Lepecki argues that  

Choreographic planning is crucial because, as I mentioned earlier, the political is 

not a given to the subject, it is not even a given of the human species. Rather, it is 

a social and personal force and a promise that must be built with others, must be 

set into relation, and must be dared, collectively, into existence. Once in 

existence, it has to be learned, sustained, and experimented with. Again and again. 

Lest it disappear from the world.360 

 

Many of the mothers in this study who experienced choreopolicing activated their own 

choreographies in their second births, going to the hospital towards the end of their 

labors, or birthing outside of the hospital. For example, regarding her first birth, Veronica 

recounts how medical staff informed her of what they were going to do with her body. A 

nurse encouraged her, saying, “I know you’re doing fine, and you’re feeling like you’re 

okay…Now, we’re going to pop your bag so do you want the epidural before it? Because 

it does intensify.” Veronica tells me that for her second birth, “I wanted to put it off as 

 
359 Chapter two detailed how the medical institution gained such power over and 

reduced women’s autonomy.  

360 Lepecki, “Choreopolice and Choreopolitics,” 22. 
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much as possible, because it helps you progress without it. If you feel it, your body 

naturally prepares itself. Put it off, put it off.” For her second birth, Veronica stayed at 

home as long as she could. By approaching time as a site of negotiation, Veronica 

activates the choreopolitical.  She shares, “I didn’t want to sit in a hospital bed. They do 

let you get up and walk around, but you’re on the EFM, so you can’t really.”361 

Choreopolicing is a function of power to keep the social order.  In Veronica’s first birth, 

the nurse presents Veronica with the idea that though she is laboring and “doing fine,” 

Veronica could give birth much faster by “popping her bag” or breaking her waters. 

Veronica is not given an option, she is told “now we are going to…” without any aspect 

of informed consent. For her second birth, Veronica puts it off, delaying entrance to the 

hospital so that she can avoid the surveillance, monitoring, and choreopolicing of the 

medical staff.362 

Besides “putting it off,” mothers also can choose to birth outside the hospital.  

While pregnant with her second baby, Karen shared that she is choosing a home vaginal 

birth after cesarean (HVBAC). Karen reflects that after her first birth experience at a 

local Riverside county hospital, the doctor told her “the cord was wrapped three times 

 
361 Being hooked up to EFM and/or an IV is a normal expectation for a hospital 

birth. Karen, a second time mother reflecting on her first birth shares, “I went in for 

inducement. I was hooked up right away to an IV, though that’s not what I wanted.” 

362 Emily Martin writes that “women themselves may try to reduce the amount of 

time they spend in the hospital by delaying admitting themselves as long as possible. 

Explicitly they often understand that this allows a shorter time for their labors to be 

defined as ineffective and the baby to be extracted operative,” Martin, 140-141. 
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around my daughter’s neck, from shoulder to chest. The doctor told me ‘that was why 

you weren’t progressing!’ My belief was that I wasn't given enough time. I had 

everything working against me."  For her second birth, Karen is “all gung-ho about 

having a homebirth” to avoid the tight choreography of a hospital birth, and that 

movement of stretching outside of normalized hospital birth is accessing the 

choreopolitical. 

Fear of Harm if Non-Compliant 

 The mothers in this study give over such power to their medical care team for 

many reasons. From their first pregnancy test, they can and are taught that medical 

knowledge trumps their own intuitive knowledge. With that, the stories nurses, doctors, 

family members, books, and social media pages a mother encounters can all 

communicate that if you don’t follow instructions, something could go wrong.  This is 

effective choreopolicing. Robbie Davis-Floyd argues that “when something goes wrong 

during pregnancy or birth, it is the woman’s fault, due either to her refusal to follow 

doctor’s orders, to the inherent defectiveness of her body, or to her own inadequacy of a 

person.”363 The mothers in this study were choreographed into spaces and situations to 

guarantee their submission to medical authority as “normal” and “safe.” Reflecting on her 

first birth experience, case study mother Karen shared,  

I was basically told that if I didn't make that choice [induction] I was risking my 

son's life. [Kate: Do you remember exactly what they said to make you believe 

that?]  

 

 
363 Davis-Floyd, 193-194. 
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They said his shoulders are going to get stuck, he's too big, you’re not a proven 

pelvis, you’re too small. I had multiple nurses come in and tell me that I didn't 

have a proven pelvis so they didn't know if I could deliver. I hadn't delivered a 

baby before and knowing I was a first-time mom they came in and kept telling me 

we don't even know if you can deliver. This was very frustrating to me, you 

know, I knew from research I was on a 24-hour time limit from the time I entered 

the hospital.  

 

Karen’s face reddened as she told this part of her story, her breath caught several times, 

as if she is still struggling to come to terms with her childbearing story. It is frustrating to 

witness a mother share that she was told she could not do something based on the 

anecdotal and frankly harmful rhetoric of the proven pelvis. Karen was told many times 

after her induction in the early stages of pushing that her body could not deliver her baby 

and that continuing with a vaginal birth, though there were no present complications, was 

inherently risky.364  Karen knew something was wrong with the way the staff was treating 

her, but was also fearful that something could happen to her baby due to medical staff 

saying over and over again that a vaginal birth without a proven pelvis was a risk. 

 Davis-Floyd argues that a mother’s lack of grasp over her experience constitutes 

an example of passive victimhood.365  I counter that accepting treatment without 

 
364 The belief that cesarean sections are safer is commonly found among labor and 

delivery nurses and doctors. Emily Martin argues, “this belief that cesarean sections 

produce better-quality babies may be partly related to the attitude that even normal labor 

is intrinsically traumatic to the baby...extracting the baby by surgery could easily be seen 

as the baby’s only saving grace,” Martin, 64. 

365 Choreopolicing can also effectively occur when medical providers do not see 

fit to educate their patients. Robbie Davis-Floyd argues that, “under the extreme form of 

the technocratic model, the assumption is that the woman simply does not need to know, 

but should passively accept whatever treatment the staff sees fit to dole out,” Davis-

Floyd, 194. 
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questioning your provider does not necessarily equate to passivity. Rather, it illuminates 

how effective choreopolicing can be when a gestational parent is told by someone in a 

position of clinical power that the almost-born neonate’s life is on the line. Lepecki 

encourages scholars to look for the possibility of accessing the choreopolitical.  I argue 

that the mothers in this study are not passive victims. At times when mothers like Karen 

in her first birth experience cannot explicitly choreograph, they dance and improvise to 

the best of their ability to the technocratic medical choreographies that are ultimately out 

of their control.  Lepecki reminds us that “it is the dancer who, in the most policed, 

controlled spaces, has the potential to activate the appearing not necessarily of a subject, 

but of the highly mobile political thing.”366 It is evident from Karen’s birth story that she 

attempts to “activate the appearing” and “highly mobile political thing” that is maternal 

autonomy in labor by making attempts to push back against the suggestion that her body 

was not “proven” to be safe to deliver her child. 

Fear, according to Alys Einion, “enables technocratic medicine to exert its control 

over mothers’ bodies.”367 But what is lost when we argue that fear as an idea has the 

power to control a mother?  For example, though Karen was under an enormous amount 

of pressure, she tugged and pulled at the set choreography to access some level of 

 
366 Lepecki, “Choreopolice and Choreopolitics,” 20. 

367 Einion, 24. 
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autonomy; this substantiates the claim that she was still able to access and “activate the 

appearing” that is maternal autonomy.368 She shares, 

The doctor said [over the phone while she is in-hospital] you basically have a 

choice of having an epidural and Pitocin or having a c-section and he told me c-

section is your best option. Because I was not eating the whole time... [she throws 

her hands up, tears smarting in the corners of her eyes] they would not let me eat, 

they would not let me get up and walk around, they wanted me strapped to the 

monitors the entire time. One nurse said, “I need you to stop moving. When 

you're moving we can't monitor the baby.” 

 

I felt like it was a hostile environment the entire time. I wasn’t allowed to do 

anything I had planned to do. I brought my birthing ball, my essential oils—they 

were okay with that—but that was the only positive thing I remember the whole 

time.  

 

They [nurses and doctors] kept bringing up the idea that I would have an 11-

pound baby and if he's that big his shoulders will get stuck and you won't be able 

to deliver him.  Throwing all these things at me saying you're risking him if I 

don't choose a c-section and at the point I was so mentally broken down and 

exhausted that I hadn't eaten since mother's day [three days previous]...it was 

everything building up. [Karen begins crying] At that point I chose the c-section. 

My mom had two c-sections and she was there with me and they ended up 

delivering her that night. 

 

Karen made a significant attempt to tell her birth story without crying.  At the time of this 

interview she was pregnant with her second child, filled with hope that she would have a 

wonderful home vaginal birth after a cesarean section (HVBAC). I could feel that she 

was trying to create distance between her first childbirth experience and the new one she 

was preparing for—yet, her story had a haunting quality to it, the sticky resonances of 

feeling “mentally broken down” or to how “they would not let me” do what she needed to 

do with her own body lingered. 

 
368 Lepecki, “Choreopolice and Choreopolitics,” 16. 
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Under these circumstances where she wasn’t allowed to move her own body the 

way she needed to, Karen still was not passive or docile. Implicit in her account is the 

idea that she was asking, constantly, advocating for movement, testing the softness of the 

choreographic score while simultaneously negotiating the fear of losing her daughter.369 

In essence, through advocacy mothers access the political. By putting it off, going 

elsewhere, bouncing on a birthing ball, or knowing how current research aligns or does 

not align with the medical choreography at play, the mothers in my case studies can and 

did demonstrate their capacity to access the political. 

 

 
369 Karen was also shamed by providers when she chose a home birth after 

cesarean for her second birth experience. According to scholar Molly Wiant Cummins, 

this is common practice among practitioners.  She argues that data indicates, “Often, 

doctors try to dissuade women who want VBAC (vaginal birth after Cesarean), yet many 

women each year prove VBAC is a viable option. Pregnant women continue to find ways 

to empower themselves by resisting the discourses aimed at disciplining their bodies.” 

“Reproductive Surveillance: The Making of Pregnant Docile Bodies” Kaleidoscope: Vol. 

13, 2014, 44. 

Robbie Davis-Floyd argues that data indicates “that there is no case to be made 

for the greater safety of hospital birth over planned, midwife-attended home birth. 

Intensified technocratization does not equal intensified safety.” Though there is no 

statistical data backing the core belief that a hospital birth is safer than a home birth, 

Karen was shamed for making her decision. Similarly to her first birth, providers tried to 

employ fear to question Karen’s decision-making, “In my second birth my OB said I was 

a perfect candidate for VBAC, then said, ‘Alright, I'm going to schedule your c-section at 

38 weeks.’ I froze and looked at him and said, ‘No! I'm having a VBAC.’ He said there 

were no hospitals in Riverside county that allow VBACS, so he scheduled my section. I 

walked out of that room, frozen in shock, and immediately started researching my 

VBAC. I wanted my natural birth and he had already taken that away from me. I found a 

midwife, doula, and was ready for this homebirth. I saw him for about 6 months. My first 

appointment he started fighting with me about all this testing and when I told him ‘no’ he 

basically made me feel like I was a horrible person and was endangering my child,” 82. 
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Touched without consent 

In a system where mothers are trained to be wholly dependent on their medical 

care team, non-consensual touching by medical providers is more likely to occur—and 

not just in a hospital system. The ideology that the woman’s body “is the machine and the 

doctor is the mechanic or technician who ‘fixes’ it” creates fertile ground for mother’s 

bodily autonomy to be disregarded in maternal healthcare.370  The mothers in this study 

were often not prepared for being touched without consent.  First-time mother Susanna 

shares: 

So, my doctor came in that night and she checked me to see if I was dilating and I 

was already six centimeters, then she broke my waters. But it was sad - it was like 

a big needle with a hook. I thought it was going to have a splash, but it was more 

like peeing on myself because my amniotic fluid was running so low. It was 

nothing. After that… they put…. wait, why did they put the catheter in? 

 

During this interview Susanna paused, looking down at her feet, hands clasped, trying to 

remember why it was necessary to have a catheter. Her words were flowing, she was mid-

story, yet her not giving explicit consent to have the catheter placed made her pause. I can 

only infer that in the moment she didn’t notice the foley catheter being placed because she 

was too concerned about her son’s welfare, and it is in the telling of the story that she 

realizes her consent was not necessary for her body to be touched.  

In-hospital, foley catheters are placed before or after a woman receives an epidural. 

Susanna had already told her medical team she was trying to have her son without further 

interventions—no epidural. Her medical team placing the catheter without her consent for 

 
370 Emily Martin, The Woman in the Body. 
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its placement before she gave consent for the epidural substantiates the idea that mothers 

in labor are treated as machines in need of management and policing. 

Though many scholars argue—rightly so—that the bulk of the issues surrounding 

maternal consent and autonomy stem from the medical model of childbirth, midwives, too, 

can act in a way that diverges with wholistic care. This divergence is not discussed at 

length in maternal health studies.371 By examining it through Dance Studies, it becomes 

evident that both systems are and can be infected with the idea that mothers do not need to 

be fully informed to give their consent.  The maternal body is treated as a machine 

needing to be managed and policed, given the time constraints proliferating 21st-century 

maternal healthcare. Second-time mother Tegyn shares her experience of having a 

procedure done to her without consent during her birth at a local birth center: 

So, this is kinda weird. [Tegyn looks around the coffee shop, pausing before 

continuing] I went into labor a day before she [my midwife] went off call. I 

thought I started to feel something that was a little beyond the braxton-hicks I was 

having. So, I nursed the older one to bed and oh, my god, I was nursing her and it 

was painful. It took thirty minutes to an hour, early labor took less than an hour, it 

worked, but I also wasn’t really prepared for it. 

 

Okay, early labor might be four hours, it was early labor then BOOM. I’m pretty 

sure that made my water break. All of a sudden it was like, OW! It felt like 

something snapped. I went to the bathroom and there was still fluid coming out 

and I was like, “I’m pretty sure that’s my water breaking.” My midwife said, “I’ll 

let you get a good night's sleep, we’ll call you in the morning.”  

 

 
371 Robbie Davis-Floyd separates the paradigms of care between technocratic, 

wholistic, and natural—in the wholistic belief system midwives acknowledge “the 

concept of self-responsibility and the right of individuals to make choices regarding what 

they deem best for themselves.” Maternal autonomy is a priority under the midwifery 

model of care, yet, in the example following Tegyn explains how she was not given 

consent for interventions during her labor, Davis-Floyd, 156. 
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About an hour later I said, “Actually, I’m sorry, we’re ready.” John called the 

midwife, had her listen to me, and she said, “Yeah, why don’t you come on in.” 

Then we said okay, and we got to the birth center at just after midnight. I had 

started feeling something at 8:30. They [the midwife and nurses] had secretly told 

each other it would be an hour based on how I was acting. They didn’t say it to 

me. They checked me, I think I was maybe 5 cm at that point and I said, “Oh hell 

yeah, this is way better than last time.” Then I laid down and labor slowed down.  

 

What’s weird is, I think she [my midwife] was trying to hurry it along because she 

was going to be off call at 7 in the morning and she wanted me to have the baby 

with her. So, she ended up taking measures that she wouldn’t normally.  

 

Every time she checked me, she actually physically opened me up more. She was 

like doing things with my cervix to make me open up more. And I didn’t really 

understand what was happening.  

 

The thing is, everyone, including my doula thought that was what I wanted. It was 

an unfortunate situation, everyone thought I wanted to have that midwife, so they 

thought that was what I wanted. She [my midwife] also like, um, she didn’t force 

me but she very, very strongly encouraged me to take an enema. The first time I 

said no, and then she said, “Come on, we’re doing it.” It wasn’t really consent.  

 

And later on my doula said, “I’ve never seen a midwife give an enema before. 

That’s not letting labor progress naturally. It had only been 4 hours.” So that was 

kind of too bad.  

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             

Tegyn and I were both in disbelief as she told this story. I felt mad—betrayed in a way. 

The midwifery model holds maternal consent in high regard, and for a midwife to not 

gain her consent to rush labor—especially touching her without consent—is troubling. 

Tegyn wasn’t crying, but she did have tears in her eyes as she juggled her baby and 

shared the story. Tegyn cast this story as an unfortunate situation, made clear when she 

told me, that her midwife “didn’t force” her, “but she very, very strongly encouraged.” 

This complicated ethnographic moment, where Tegyn’s ideological values about 
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midwifery birth are challenged, highlights the capacity of both the technocratic medical 

model and the midwifery model of care to choreopolice mothers in labor.372  

When I asked Tegyn how she would prepare for another birth and if she would 

discuss the matter of consent with her midwife she shared,   

I haven’t really thought about my birth in terms of consent. I’m torn between… if 

I have a third… would I want to go with the same person [midwife]? She was so 

amazing with the first one.  

 

Maybe if I had a more candid conversation up front, this time I want things to 

progress naturally…. We never had that conversation because we figured we 

know how I feel, we had a birth together before, and I was surprised by what had 

actually happened.  

 

It is interesting to note that in a case that so clearly involves a breaching of consent, that 

consent would not be something Tegyn had thought about when planning her next birth. 

Reminiscent of Susanna questioning why the catheter was put in—but moving on quickly 

with her story—it appears that Tegyn would rather not dwell on whether she was touched 

without consent.  It is even more worthwhile to pause here and discuss how Tegyn 

believed that having a candid conversation with her midwife might ensure her safety in 

future births. It is troubling to consider that the provider is not responsible for their 

actions, or that gestational parents must explicitly tell their providers how it is important 

to give consent prior to being touched.   

 
372 Alys Einion explains that midwives are facing increasing legal ramifications 

for their practice. She writes, “Midwives are increasingly limited because of the threat of 

litigation and professional retribution, which makes them more likely to follow guidelines 

that do not place the woman as the central controlling figure in the childbirth 

experience,” Einion, 27. 
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When mothers are choreopoliced in care, they can and do develop a strategic 

response for their next births. Yet, even with the capacity to plan, negotiating 

technocratic medical choreographies can be tricky. When Karen was pregnant with her 

second baby, she planned for her HVBAC. Knowing from her previous hospital birth 

experience that her consent was not a priority, she turned towards the midwifery model of 

care. Activating her capacity to plan, Karen hired a doula and enrolled in Bradley Method 

natural childbirth courses with her husband. Karen’s capacity to plan, to choreograph, 

highlights how mothers can use their experiences of being choreopoliced to access the 

choreopolitical. Lepecki writes, “to seize the event and to transform it through this 

seizing; to plan and then to restart then plan into endless, unforeseeable yet-to-comes—is 

the dancer’s activation of freedom within the choreographic plan of composition, the 

political comes into the world as an enduring movement of obstinate joy.”373 Karen’s 

plans to move towards a birth where her consent is respected are an activation of 

freedom. 

However, she ran into issues when her labor started spontaneously at home. She 

labored for four days at home, unable to eat; she had two IVs to help sustain her. Her 

doula came on the third day and fell asleep on a birthing ball after a half hour of spending 

time with her. At the end of the fourth day, she and her midwifery care team decided to 

transfer to the hospital. At first, all was well. Karen had an attending nurse who supported 

her decision to homebirth and helped make her comfortable with an epidural. However, 

 
373 Lepecki, “Choreopolice and Choreopolitcs,” 26. 
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at a shift change, Karen’s medical team took decisions out of her hands and ultimately, 

both Karen and her baby girl’s life were endangered. She shares, 

I felt comfortable and I felt like everything transferred over great. Then at the 

7:30 shift change a new nurse came in the room. She yelled at me for having too 

many people in the room. My mom, mother-in-law, sister, husband, and midwife 

were there. My previous nurse had no problem with them in the room. She [the 

new nurse] tells me "I don’t like the position you are pushing in. You need to 

change positions." 

 

My bed was halfway up. We had a bar in front of me and a sheet wrapped in front 

of it and I was pushing and pulling at the same time. She said that she didn't like 

it.  

 

She went over to my IV and started messing with it, then dropped my bed down 

and yelled, “you need to go lay down!” She had me sit up from laying down to 

pulling up. Two contractions came. During the second contraction I tried to do 

what she asked of me [to pull up from laying down]. When I did I felt the left side 

of my body rip open. I literally felt something rip from underneath my rib cage all 

the way to my pelvic bone and I said something in my body just ripped and that's 

when we lost her heart rate.374 

 

[At this point, Karen starts to cry. She tells me, “every time I say it, I get a little 

bit farther.”] 

 

 
374 Karen suffered uterine rupture at this point.  According to the FDA, Pitocin 

should not be used on a mother who has had a previous cesarean section (like Karen had) 

unless there are extenuating circumstances. They write, “Except in unusual 

circumstances, oxytocin should not be administered in the following conditions: fetal 

distress, hydramnios, partial placenta previa, prematurity, borderline cephalopelvic 

disproportion, and any condition in which there is a predisposition for uterine rupture, 

such as previous major surgery on the cervix or uterus including cesarean section, 

overdistention of the uterus, grand multiparity, or past history of uterine sepsis or of 

traumatic delivery. Because of the variability of the combinations of factors which may 

be present in the conditions listed above, the definition of “unusual circumstances” must 

be left to the judgment of the physician. The decision can be made only by carefully 

weighing the potential benefits which oxytocin can provide in a given case against rare 

but definite potential for the drug to produce hypertonicity or tetanic spasm.” FDA, 

“Pitocin® (Oxytocin Injection, USP) Synthetic” Accessed June 2020, 

https://www.accessdata.fda.gov/drugsatfda_docs/label/2014/018261s031lbl.pdf. 

https://www.accessdata.fda.gov/drugsatfda_docs/label/2014/018261s031lbl.pdf
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The doctor ran in the room and said, “I need to put a monitor on her and I need 

your consent.” I started nodding but I couldn't say anything because I started 

vomiting, literally nothing because it's been 5 days since I’ve eaten [she wasn’t 

allowed to eat in the hospital and couldn’t bring herself eat when she was in labor 

at home]. The doctor screams at me, “I NEED YOU TO CONSENT TO A C-

SECTION!” and everyone [her husband, mother, and mother in-law] in the room 

said, “she consents!” 

 

I couldn't say anything because I was vomiting uncontrollably. Finally, I get the 

word “yes” out and all I remember is 10 blue scrubs jumping on me, ripping out 

everything they could as they are racing me down to the OR. I literally had nurses 

on top of me. I’m flat on my back and I see blue scrubs and lights flashing past 

me. They get me into the OR and they try to get me numb so they put me 

completely under.  

 

When my uterus ruptured, my mom saw the nurse up my Pitocin level on the 

monitor. That is why my uterus ruptured and why she lost her oxygen. 

 

Karen and I both were sobbing by the time she finished her story. It is impossible for me 

to not feel rage at the monstrous paradox regarding consent presented in this story. Karen 

was not allowed to position herself and was not allowed to give consent for being re-

positioned.  Yet, it was expected that while she vomited uncontrollably that she had to 

give explicit consent for a lifesaving emergency cesarean section.  Though Karen had 

found a position that worked for her, people to support her in her time of birth, she was 

forced back to the “proper pathways” of circulation, according to her new nurse.375  

The 21st century U.S. maternal healthcare crisis stems from such contradictions 

surrounding maternal consent.376 This disembodying ideology that mothers are machines, 

able to “deliver on the clock,” without easy access to decision-making feeds the 

 
375 Lepecki, “Choreopolice and Choreopolitics,” 16. 

376 See “Scope of Maternal Healthcare Crisis” in Chapter One. 
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disparities in maternal healthcare. Mothers, though, are capable of improvising, 

answering what scholar Danielle Goldman calls the “demands [of] an ongoing interaction 

with shifting tight places.”377  

This chapter introduced a Dance Studies analysis of late pregnancy and birth, 

offering close evaluation of how mothers studied in this ethnography negotiate their 

medical care in conflict with the eclipsing ideology that medical care creates docile or 

passive bodies.  This chapter brought attention to how the EDD is the first choreographed 

score given to a mother. It also highlighted how mothers can and do activate their bodily 

agency with specific techniques of the body, regardless of Foucauldian discipline and 

control systems. The conclusion chapter that follows highlights the case study mothers’ 

capacity for movement in the postpartum period, again drawing from the case studies 

discussed in chapters three and four. 

 

 

 

 

 

  

 
377 Goldman, 146. 
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 Conclusion: The Motherbaby Navigating Post-Partum: “Is This How It’s Supposed to 

Be?” 

The idea for this dissertation developed alongside my growing womb. Over the last four 

years I have continued developing my dissertation, but never alone.  With a babe nursing 

on me, milk-stained hands wetting my keyboard as I struggled to adjust a bad latch. With 

a voice application while a toddler crawled up my pregnant body, trying to nurse on me 

while I attempted to do dishes. On the note app on my phone six days post-partum, 

tangled up in my 3lb 14oz premature baby’s wires as he rested on my chest in Long 

Beach Memorial’s NICU, both of us recovering from an emergency cesarean section 

without working anesthesia. On an overpriced modern typewriter whose Wi-Fi function 

never quite worked on the road across America, sneaking out before sunrise to pound the 

pretentious keys while the orange-red-gray glow of dawn crept over Cape Ann. In coffee 

shops—many coffee shops. During the COVID-19 crisis, bouncing on a birthing ball in 

our trailer park sequestered in the San Bernardino mountains, dodging overlarge 

pinecones, and tuning out jabbering Blue Jays. Every word of this dissertation was 

written while I negotiated my own identity as scholar-activist-mother, as a Dance Studies 

ethnographer writing about birth, as a survivor of preterm severe pre-eclampsia and post-

partum PTSD. The stops, starts, turnarounds, and rethinking centered on the ideology of 

the motherbaby—both as writer and as written.  

This dissertation is the first research endeavor to bring together Critical Dance 

Studies, ethnography, and feminist maternal health studies to analyze maternal 

embodiment and the dyad, or what I am referring to here as the motherbaby. I have 

highlighted twenty-one case study mothers’ stories of how, in the 2010s, they themselves 
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embody gestational parenthood and negotiate the U.S. medical industrial complex. These 

stories are the basis of my argument that pregnant people can and do use techniques of 

the body to activate the choreopolitical while under surveillance, which in turn 

complicates the idea that control systems such as the hospital produce docile bodies. I 

have argued that gestational parents like the women in my study proactively adapt to set 

choreographies of care while interweaving their own, thereby illuminating the complexity 

of autonomy at the site of the maternal body. 

This dissertation makes the case that Critical Dance Studies can be useful for the 

medical humanities and, conversely, that childbirth is a valuable site of inquiry for 

Critical Dance Studies.  First and foremost, moving alongside other Critical Dance 

scholars who look at movement more broadly, this dissertation expands how we use the 

concepts of dance, choreography, score, and technique.378 This dissertation shows how 

these Critical Dance concepts are useful for the medical humanities, engaging the body as 

intelligent and complicated. At the same time, because my study draws upon medical 

humanities research that  privileges a system of shared bodies—the motherbaby—this 

project can add to recent debates raised about autonomy and agency at the site of the 

body, a key concern for dance scholars.379 For scholars in both Critical Dance Studies and 

the medical humanities, by showing how the concept of the “natural” body is pervasive in 

 
378 Anusha Kedhar, Susan Foster, Andre Lepecki and more Critical Dance 

scholars apply Dance Studies ideas outside of dance practice and performance. 

379 Critical Dance Studies scholars Randy Martin, Jens Giersdorf, Janet O’Shea, 

Priya Srinivasan, and Sarah Holmes highlight the need to study the body and agency. 
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recent childbirth movements, my work highlights our need to pay special attention to 

preconceived notions of what is upheld as a natural body.  

In chapter one, I set up how the humanities and more specifically Dance Studies 

can address topics outside of our discipline. After introducing the maternal healthcare 

crisis, I situated the study in Riverside, California, describing both my methodologies of 

using both Dance Studies as social theory and self-reflexive ethnography to conduct 

fieldwork with twenty-one mothers between 2016 and 2017.  I described how I theorize 

childbearing bodies through cultural contexts and forms of ritual, as having to negotiate 

long-held cultural beliefs of the body as machine, as a whole person and not just a 

statistic, and as a motherbaby, not separable entities. I argued that choreographic analysis 

and ethnography of the mother’s embodiment revealed how they can and do use 

techniques of the body to negotiate larger medical choreographies at play. 

Chapter two presented the historical underpinnings of how “natural” techniques of 

the childbearing body rose to power in Europe and North America. I argued that changes 

in the last three centuries have seen increasing medicalization of childbirth that have 

limited mothers’ autonomy and, at the same time, have been met with resistance to this 

trend.  Both of these forces—the patriarchal medicalization of childbirth and the 

countervailing advocacy for “natural” childbirth—rely on and reproduce gendered 

mind/body divisions and racist hierarchies. This chapter highlighted five time periods of 

different length (pre-Progressive Era in Europe and North America, then in the U.S. the 

Progressive Era, World War II, the sixties, and the 2010s), focusing on the complexity of 
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the power dynamics between the natural childbirth movement and the patriarchal 

medicalization of childbirth. 

Chapter three introduced my first set of case studies, focusing on how the twenty-

one mothers in the study held expectations of pregnancy and birth and employed certain 

techniques of the body prior to birth. The first section analyzed how the mothers used 

techniques of the body to become pregnant. I argued that the mothers in this study 

accepted and negotiated heightened surveillance of their maternal bodies in attempts to 

activate control over their own bodies through specific techniques of the body. The 

second section highlighted how the mothers in this study learned to negotiate larger 

systems of control in preparation for childbearing, learning how to move their bodies 

within permissible spaces.  

Chapter four offered close evaluation of how the mothers in this study negotiate 

their medical care outside of the eclipsing ideology that medical care creates docile or 

passive bodies.  This chapter brought attention to how the estimated due date is the first 

choreographed score given to a mother for her birth experience. Within this score, 

mothers use techniques of the body to activate their bodily agency. I argued that mothers 

in this study have the capacity for activating choreopolitics, even when their bodies are 

under surveillance and subject to being choreopoliced.   

This conclusion has three main sections. In MOTHERBABY I highlight how 

mothers in this study during the postpartum period continue to face disembodying 

strategies from providers that attempt to separate the mother from the newborn.  I 

describe how the mothers in this study access techniques of the body to reinstate the 
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motherbaby while negotiating hospital choreographies. In BIRTH IN A COVID-19 

WORLD, I consider pregnancy, birth, and postpartum in the U.S. since the initiation of 

stay at home strategies in March 2020. This section discusses how mainstream ideas 

about the maternal body as separate from the baby led to record-breaking separations of 

gestational parent and baby in the post-partum period. This dissertation concludes with 

AN END AS A NEW BEGINNING: A TURN TOWARD CLINICAL WORK AND 

RESEARCH. This last section of “Choreographing Childbirth” reflects on how I will 

expand this research study into my future clinical work as a LMFT trauma therapist and 

maternal health scholar, arguing for the greater need for nuanced research in maternal 

autonomy at the site of the body. 

 

MOTHERBABY 

I argue that, in the postpartum period, mothers can and do activate the 

choreopolitical by using techniques of the body to attempt to keep their newborn close 

while negotiating choreopolicing systems of power. In 21st-century U.S. maternal 

healthcare, disembodying practices such as physically separating the gestational parent 

from the newborn for non-emergency reasons are standard procedures, though there are 

turns towards skin-to-skin or kangaroo care which encourage keeping the gestational 

parent and newborn together.380  In this study, medical professionals conducted weight 

 
380 Raylene Phillips argues that, “in many hospital settings, this once-in-a-lifetime 

process is routinely interrupted for details that can easily wait until after the new baby has 

had time to adjust to life outside the womb in the loving arms of the mother, and after the 

baby and parents have had time to meet each other as a new family.” “The sacred hour: 
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checks and performed other non-emergency procedures immediately post-birth that 

separated the mother from the newborn(s). Sometimes, these separations of the 

motherbaby spanned days. In this section, I employ choreographic analysis to investigate 

how mothers moved their bodies within this framework of healthcare, that both 

ideologically perceives of and can physically keep gestational parents and babies 

separate. To combat this pervasive bifurcation of parent and baby, the mothers in this 

study utilized babywearing, sleep sharing, nursing, and more to keep their babies close.  

Drawing on scholarship from Chikako Takeshita, Emily Martin and Andre Lepecki, I 

outline how the mothers in this study experienced separation from their babies, the kinds 

of choreopolicing choreographies at play, and how gestational parents can and do activate 

techniques of the body to reinstate the motherbaby.  

Motherbaby Diverge—“Is this how it’s supposed to be?” 

 As discussed in the introduction of this dissertation, Chikako Takeshita’s term, 

motherfetus-holobiont is a nondualist concept that encompasses both the gestational 

parent and the fetus/newborn to conceptualize them not as individuals, but as a system. 

Motherfetus-holobiont complicates the idea of the single sovereign subject as it “refuses 

to make a distinction between the Maternal and Fetal organisms by foregrounding 

symbiosis as the material basis of the pregnant body.”381 Takeshita writes that “scientific 

theories pit the Fetus against the Mother…because they appear to be the ‘natural’ order of 

 

uninterrupted skin-to-skin contact immediately after birth” Newborn and Infant Nursing 

Reviews Volume 13, 2013, 67-72. 

381 Takeshita, 4. 
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things,” upholding Western ideas of individuality. This pitting of the fetus or newborn 

against the gestational parent is prevalent in medical discourse about pregnancy, birth, 

and post-partum.  The motherfetus-holobiont contrasts with the binarism of mother-fetus, 

mother-baby and other dualist renderings of gestational parents’ embodiment, opening up 

new ways for scholars to address the tight spaces of maternal healthcare scholarship. In 

this section, I refer to the motherfetus-holobiont as motherbaby, following Takeshita’s 

lead to address them as a system rather than individuated.  

Post-birth, the mothers in this study were physically able to be separated from 

their newborn—motherbaby can diverge into mother and baby.382 In post-partum, 

gestational parents and babies are treated by separate teams of specialists. If there is no 

additional care needed for the neonate, it may go with the gestational parent to post-

partum if the gestational parent is not in need of extra care. If the neonate needs 

additional care, they will head to the Neonatal Intensive Care Unit (NICU). The NICU 

and post-partum care unit are separate units in the hospital. Often-times, they are not even 

located on the same floor in a hospital. If a neonate needs to go to the NICU, gestational 

parents are unable to follow immediately, especially if the gestational parent underwent a 

cesarean section. Though many gestational parents have the opportunity to enjoy 

“rooming in” with their babies immediately following birth, within minutes of birth the 

motherbaby can be separated by hundreds if not thousands of feet, especially if the 

newborn needs specialty care that is not available at their birth hospital. 

 
382 Emily Martin, 86. 
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This experience of having the motherbaby forcibly separated can reinforce the 

ideology of the gestational parent’s body as a vessel.383 Case study mother Amanda 

shares that her first baby “went to the NICU because I was in labor for so long and had 

gestational diabetes. Everyone got to see her before me: my husband, my parents, my in-

laws. Mom showed me a picture of her, and I was happy…and sad.” Here, though 

Amanda tried admirably hard to draw a happy picture of her cesarean section birth 

experience, she stumbled over her words, audibly pausing between her feelings of 

happiness and sadness.  She was reluctant to discuss her post-birth experience and I can 

only infer that she is still processing grief from not being allowed to be with her baby 

after their birth experience.  It is upsetting to know that it is possible—as hospitals across 

the world have proven—to treat both gestational parent and baby in the same room, but 

not done in 21st-century U.S. maternal healthcare. In this study, the mothers who were 

separated from their babies post-birth expressed grief or sadness intermixed with 

happiness, knowing that their baby was safe in someone else’s care but saddened that 

they were not with them.  These feelings perhaps manifest due to how standard U.S. 21st-

century maternal healthcare treats the gestational parent as a vessel, not as a holobiont, or 

as an integrated motherfetus or motherbaby. The mother is both conceptualized and 

treated as a vessel by medical professionals not treating the motherbaby as a symbiotic 

 
383 Emily Martin argues that “most of the women’s health literature explains this 

detachment as a result of the lack of opportunity for the mother and baby to ‘bond’ 

because the mother’s postsurgical condition and the baby’s are usually thought to need 

special attention: mother goes to recovery and baby to be observed in the nursery,” 

Martin, 86. 
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system, by normalizing their separation post-birth, by treating the motherbaby as if it 

were two individual entities. 

Gestational parents in hindsight can also address the wrongness of the 

normalization of being kept separate from their babies. Case study mother Maddie 

experienced post-partum pre-eclampsia after a twin-cesarean section delivery. Though 

her twins were healthy, they were kept separate from her for forty-eight hours. Maddie 

and her husband thought that her own health would have improved if she was able to stay 

with her children. Maddie was not allowed any kind of stimulation due to risk of seizure. 

She shares: 

My friends and family wondered, like, are you alive? I didn’t have my phone with 

me. I wasn’t allowed stimulation for two days. They were all with the babies. 

They were in the NICU, because that’s where they put twins. But they were pretty 

average weights. Everyone else was getting to change their diapers, feed them, 

and hold them. And I was just lying in this bed. My mom, his mom, his sister, his 

brothers, the grandparents, everyone got to meet the babies.  

 

[Maddy begins crying] At the same time, I’m like, I’m glad they’re getting 

cuddled…. It was really hard. I’m just like... I think it took me a few months after 

the birth to figure out how wrong that was, because when you’re in it, you’re just 

being told things and I’m like, “Okay, is this how it’s supposed to be? I have no 

idea.” 

 

In the maternal healthcare landscape Maddie gave birth in, she was written out of the 

score for her neonates’ care. She did not need to breastfeed nor pump, nor was she 

encouraged to. There was formula to feed her babies, and friends and family and NICU 

nurses to feed them. She did not need to cuddle her twins. There were many different 

family members and NICU nurses to cuddle them. This set of care practices that both 
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separate the mother and neonate and disregard the motherbaby as a system highlights 

how easy and how normalized it is to cast aside the mother’s role in her neonate’s lives. 

Because the hospital failed to honor or respect the motherbaby, Maddie was 

stripped of her rights to parent in her twins’ first two days of life.384 Maddy’s grief at 

being separated from her children developed a nuance where she was able to connect the 

“wrong”ness of being separated from her children. In an earlier part of the interview, she 

shared with me that she wasn’t sure why they took the children, uttering “they took the 

twins to just check everything… I don’t know.” She later divulged that “they didn’t let 

they twins be in the room with me because they were short-staffed. They brought them 

in, one at a time, with a nurse. And then, that was it. And then the next day I saw them 

also one time. So in forty-eight hours after birth, I saw them twice.”  Recounting her birth 

story, Maddie cried, letting her grief at not being allowed to be with her twins due to a 

staff shortage issue pour out.  It is cause for concern to consider that gestational parents 

and babies can be kept separate—not able to bond, not able to be with one another—for 

non-emergency related reasons. 

 
384 It is important to note that mothers’ rights are not necessarily recognized 

across history. For instance, noble families across Europe over several centuries utilized 

wet nurses to both feed and care for their young. This shift to nuclear family affection 

occurred in Euro-America during the 19th-century, and the changes to mothers’ rights and 

responsibilities shifted alongside with it. Kevin Mummey and Kathryn Reyerson, “Whose 

City Is This? Hucksters, Domestic Servants, Wet-Nurses, Prostitutes, and Slaves in Late 

Medieval Western Mediterranean Urban Society,” History Compass 9, no. 12 (2011): 

910-922, https://doi.org/10.1111/j.1478-0542.2011.00814.x. 
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By treating the gestational parent as a vessel for a neonate, gestational parents can 

develop detachment from both their bodies and from their neonates. In a similar manner, 

case study mother Leticia was struck by how forgotten she felt in her post-partum care:  

I see all these pictures of all these people holding my baby. But not one of you 

could have come back and checked on me? I remember asking for my mom. They 

asked her to come but she was in la-la land because of the baby. This part just 

kills me after. I felt, as a mom, a little forgotten. A little abandoned.  

 

This example above from Leticia and the examples from Amanda and Maddie highlight 

the systemic nature of treating the gestational parent as an individual separate from the 

neonate and as a vessel for the neonate, which can cause great harm to the motherbaby. 

Emily Martin notes that detachment between gestational parent and newborn are most 

pronounced with inductions and cesarean sections birth experiences.385  To what degree 

did case study mothers Amanda, Maddie, and Leticia feel detachment from their own 

body and their children? Case study mother Leticia explains the difficulties of caring for 

her neonate post-surgery, and how it was complicated by the lack of both familial and 

medical staff support: 

I asked for my mom. I’m incapacitated, I was basically still numb, vomiting, not 

sure what was happening, the woman next to me is screaming… 

 

I remember getting wheeled to my room two hours after I gave birth. Then they 

brought her. It’s the middle of the night. My husband went home—I was worried 

about him driving. I was worried about my parents driving.  

 

Everyone left and they brought me the baby. And I was like, why now? I was 

exhausted, couldn’t move. I was like, can someone help me with her? Change her 

 
385 Emily Martin writes, “It is frequently recognized in the women’s health 

movement literature that when a woman’s production of a baby is interfered with, 

especially when she does not birth the child herself but has it extracted surgically by a 

doctor, she feels detached from the child after its birth.”  Martin, 85. 
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diaper? In the morning I said I was afraid I was going to fall asleep. And they 

asked—don’t you want her with you? I needed sleep.  

 

Anyways, she was there with me and I remember asking the lady in the room next 

to me—do you know what to do? I read all this stuff about pregnancy, but 

honestly I have no idea what to do!  She was out of it, too.  

 

Leticia’s story shows both how she felt detached from her numb body and arguably 

detached from her baby due to lack of familial and medical staff support.  Though the 

care providers tried to reunite mother and baby, there was no additional support to help 

her care for her baby while she recovered from her cesarean section. This failure to 

provide enough support for the mother to reinitiate her motherbaby in the post-partum 

period also contributes to and constitutes a normalization of separating the mother and 

baby.386  Medical staff are not necessarily going to want to encourage gestational parents 

to care for their neonates, if they have to be there providing support.  Again, it is 

frustrating to note that these issues of lack of support come down to lack of staff 

availability due to hospitals trying to make profits. Though U.S. hospitals are trying to 

meet newer research that substantiates the wide-ranging benefits of keeping the 

gestational parent and neonate closely together, skin-to-skin if possible, they have 

 
386 It is important to note that a few mothers in this study reported being in too 

much pain from birth to care for their babies in the immediate post-partum period. For 

example, Veronica tells me, “With my second, you know how they try to get the placenta 

out… Some people say after the baby comes out I felt continuous pain, it wasn’t instant 

relief. With my second, it was utter confusion—the pain, the adrenaline, “a baby? What 

do you mean hold a baby?” My husband is looking at me for a response, but I was like 

crazy lady, holding a baby. With my second, the nurses were all like…here you go. With 

my first the nurses cleaned him up and took him. The second time around they gave him 

to me for skin to skin, they gave us a long time. I wanted them to come back immediately 

and take him. “I’m in horrible pain! Someone take this, anybody!” I couldn’t even move 

to look at him because I’m in pain.” 
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difficulties choreographing the space, the techniques to provide motherbaby care, and 

also the staffing.387 Even when hospital staff do attempt to facilitate skin-to-skin or 

rooming-in care, the gestational parents can be left without much support to care for their 

new neonate.388  

In 21st-century U.S. maternal healthcare, the “product” of labor, the baby, takes 

precedence over the gestational parent, feeding into the trope that the motherbaby are 

separate and combating to individually survive. Emily Martin argues that 

women are consoled after a cesarean which has made them angry and 

disappointed that they should be happy they have a healthy baby. Focusing on the 

product of labor, of course, ignores that the woman may have been equally 

concerned about: the nature of her own experience of the birth.389 

 
387 Researchers from the World Health Organization found that “there are several 

barriers to implementing kangaroo mother care, including the need for time, social 

support, medical care and family acceptance. Barriers within health systems included 

organization, financing and service delivery. In the broad context, cultural norms 

influenced perceptions and the success of adoption.” Chan, G. J., Labar, A. S., Wall, S., 

& Atun, R., “Kangaroo mother care: a systematic review of barriers and 

enablers,” Bulletin of the World Health Organization, 94(2), 130–141J. 

https://doi.org/10.2471/BLT.15.157818 

388 The researchers from “Kangaroo mother care: a systematic review of barriers 

and enablers” find that though kangaroo care has proven to be effective in improving 

outcomes for both mother and baby, it is not widely implemented. They write, “more 

than 2.7 million newborns die each year, accounting for 44% of children dying before the 

age of five years worldwide. Complications of preterm birth are the leading cause of 

death among newborns. Kangaroo mother care can include early and continuous skin-to-

skin contact, breastfeeding, early discharge from the health-care facility and supportive 

care. The clinical efficacy and health benefits of kangaroo mother care have been 

demonstrated in multiple settings. In low birthweight newborns (< 2000 g) who are 

clinically stable, kangaroo mother care reduces mortality and if widely applied could 

reduce deaths in preterm newborns. However, in spite of the evidence, country-level 

adoption and implementation of kangaroo mother care has been limited and global 

coverage remains low.” Labar, Wall, and Atun, 130-141. 

389 Emily Martin, 64-65. 
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This culturally-held belief of the baby as more important than the gestational parent 

influences how people interact with gestational parents following a birth experience. 

Friends, family, and medical providers can and do try to encourage gestational parents 

who feels that their birth has gone wrong by saying, “at least your baby is healthy” or 

other careless platitudes.  Case study mother Karen endured a home to hospital transfer, 

uterine rupture, and cesarean section with her second birth experience.  She texted her 

doula, letting her know that she had a cesarean section. The doula, who was not able to 

stay with her during her second birth experience because she was overtired and left 

without offering additional support to Karen, texted back, “all that matters is baby and 

momma are healthy.”  Karen took a deep breath and said to me, “If I ever see her face-to-

face, I will knock her out. Her saying that had no understanding of what was going on 

with me at that moment.” By ignoring mothers’ experiences of labor, friends, family 

members, and medical providers are further fracturing the motherbaby and arguably 

pushing to the side the gestational parent’s feelings, experiences, and autonomy as a 

system. Mothers like Karen experience a range of emotions from sadness to anger when 

providers delegitimize the very real, very difficult feelings that can develop after a 

traumatic birth experience by individuating the mother from the neonate and situating the 

health of the neonate as more important than the mother. 

 Choreopolicing in post-partum often looks like ensuring that gestational parents 

and babies are in what can be called “permissible” spaces. Lepecki writes that 

“choreographically as well as conceptually, the police can thus be defined as that which, 
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through its physical presence and skills, determines the space of circulation…and ensures 

that ‘everyone is in a permissible place.’”390 In a more extreme case of choreopolicing, 

case study mother Karen was not only separated from her baby but was also removed 

from decision-making for her new baby.  Karen was only allowed in “a permissible 

place” as a patient and not as an active caregiver to her newborn daughter. Karen tells 

me,  

My uterus had ruptured in two spots and they punctured my bladder when they 

were doing everything. I found out she had been without oxygen for about 15 

minutes, from the time they lost her heart rate on the monitor to the time they got 

her out and got her intubated. When they intubated her they punctured her lung. 

 

I didn't see her for twenty-four hours. When I finally did see her, she had monitors 

completely over her. She was full intubated with a feeding tube through her 

umbilical cord. I couldn't pick her up, she was so swollen. She was 

unrecognizable looking back at pictures.  

 

No one once came in and told me what was going on with her. No one came and 

talked to me. No one told me what was going on with her. My husband spent most 

of the time with her. I was alone all the time. And I don't blame my family for 

that. I know that they were just trying to cope and no one had dealt with anything 

like this before. But for the first twenty-four hours I was almost completely alone.  

 

The first twenty-four hours I didn't see her. I finally saw her on the second day. 

They started just following all of her stuff, she was posturing, stiffening up, and 

the EGG came back said she had irregular brain activity but they said it wasn't 

seizures, it was just irregular. By the second day they were telling us she could be 

in the NICU for a couple months. They thought she was having seizures so they 

put her on more meds. 

 

Right after I was very depressed. I reached my highest non-pregnant weight ever. 

I was angry.  

 

For being a breast-feeding friendly hospital, she had to eat three ounces every 

three hours, if I wanted to leave the hospital with her.  They gave her formula 

 
390 Lepecki, 16. Lepecki quoting Gilles Deleuze, Negotiations, 1972-1990 New 

York: Columbia University,1995, 83. 
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without asking me. They would not let her have donor milk because she was a 

full-term baby. I got donor milk, anyways. My friends got two-hundred ounces of 

donor milk in eight hours, and they refused to let them bring it in. I was pumping 

around the clock. No nurse would come in and help me.   

 

These deliberate individuations between Karen and her baby—from not being allowed to 

use her own donor milk to feed her baby, to not getting help from the nurses to pump 

milk, to not being updated concerning her baby’s welfare, to not being allowed to see her 

baby—highlight how gestational parents’ attempts to choreograph care for their 

newborns can and do come up against discourses of permission within the medical 

industrial complex.391 Within these places where it can be difficult to gain permission to 

 
391 Though it is common to separate mothers and babies in the United States for 

non-emergency related reasons, it is not common in other parts of the world. Thirty years 

ago, hospitals across the world knew how effective rooming-in proved to be and 

implemented strategies to enable kangaroo-care. When read in comparison with our 

normative post-partum care for the motherbaby in the United States, these examples 

highlight grave disparities in care.  Keeping the dyad converged is not a key cultural, 

social, or political component for U.S. maternal healthcare. In India, Estonia, Finland, 

Sweden, Germany, some hospitals in Canada, and more, if a baby must go to the NICU, 

there is often a place for the mother to sleep, enabling rooming-in within the hospital. 

According to researchers from a 1992 article on NICU care across Europe, “parents spent 

more time in NICUs if they could stay overnight, underlining the importance that these 

facilities play in establishing parent–infant closeness.” The researchers argue that having 

a “single‐family room has been shown to increase parents’ presence, satisfaction and 

privacy. This is in line with the findings that show parents are more likely to be present 

and provide more SSC when there is a ‘bed‐in‐a‐unit’ or single‐family room. Lester et al. 

showed that single‐family room units were associated with earlier feeding, better infant 

growth, fewer infections, fewer medical procedures and less pain than open bay units. 

The effects on an infant's attention, stress, pain, weight gain and medical procedures for 

fever were mediated by their mother's presence and developmental support from an 

occupational therapist.”  

There is significant data that highlights several examples where mothers and 

babies room-in normally. In Uppsala, Sweden, the NICU is located in the maternity 

hospital. Intensive care was provided in rooms that were divided into four section, which 

each included the infant's space and a bed for a parent. When intensive care was not 
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reunite the gestational parent and the neonate, gestational parents like Karen can feel 

depression and anger. After having a near-death experience, all Karen wanted was to be 

united with her daughter, but she could not even glean information from the medical staff 

concerning her daughter’s medical issues. It is disheartening to consider that Karen very 

much wanted to be with her daughter, but did not have the permission due to 

infrastructure in 21st-century U.S. hospitals that treat the gestational parent as a vessel, 

and as an individual very much separate from the neonate.     

Reuniting the Motherbaby 

The mothers in this study drew from techniques of the body to reunite the 

motherbaby, activating their capacity for accessing choreopolitics. Most of the mothers I 

interviewed hurried to negotiate the paths of circulation set by their hospitals to reunite 

with their babies. Some of the case study mothers, like Karen from the previous example, 

were not able to negotiate the choreopolicing structures. Other mothers found fissures in 

the technocratic medical choreographies, and they were able to set in motion acts of 

 

indicated, the infants were cared for in single‐family rooms where parents were 

encouraged to stay around the clock.  

The NICUs in the Danderyd and Huddinge hospitals in the Stockholm area of 

Sweden were located in the maternity hospital and provided care until the infants were 

discharged home. Parents had sleeping facilities that were adjacent to the infants’ beds 

during intensive care. From the point of delivery, mothers and their preterm infants 

received couplet care, which means they were cared for together. Raiskila, S., Axelin, A., 

Toome, L., Caballero, S., Tandberg, B. S., Montirosso, R., Normann, E., Hallberg, B., 

Westrup, B., Ewald, U., & Lehtonen, L. (2017). Parents' presence and parent-infant 

closeness in 11 neonatal intensive care units in six European countries vary between and 

within the countries. Acta paediatrica (Oslo, Norway : 1992), 106(6), 878–888. 

https://doi.org/10.1111/apa.13798 
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physical recalcitrance to unite the motherbaby. Case study mother Susanna was separated 

from her son for an hour after her cesarean section. She tells me, 

I didn’t see him for an hour, so Leonard went with Jacobo to another room where 

they checked for everything else. So they stitched me up and took me to another 

room to check my vitals—blood pressure and everything. After that, I went to my 

room where I was there for three days.  

 

Right away they brought Jacobo with Leonard and a nurse. Jacobo was crying, I 

was crying and I said, ‘Jacobo, todo esta bien! No llores, no llores!’ They had to 

transfer me to my bed and Jacobo was crying outside, waiting for me while they 

transferred me, then I started crying. So, I started talking to him from the room to 

the hallway where he was waiting and he stopped crying.  

 

Susanna negotiated the “tight spaces” of the choreography of post-partum care with her 

reassuring voice, activating her capacity to embody parenthood. Through tears Susanna 

kept talking to her newborn through the wall that divided them, until he stopped crying.  

Susanna was maintaining connection to Jacobo, soothing him and herself, by sending her 

voice to him.   

  In postpartum, gestational parents also can and do activate the choreopolitical by 

exchanging knowledge with other parents. For example, Susanna took advice from the 

mother rooming in with her concerning sleep-sharing her first night post-partum. She 

tells me, “my neighbor, the woman sharing the room with me, said she was going to keep 

the baby on her breast all night… so I decided I would do it, too! So, it was a little 

dangerous, but he fed right away.” Susanna shared this to me, laughing a little at herself.  

After having been through a traumatizing birth, it felt right to have Jacobo on her, and 

you could see the joy on her face as she described the hushed conversation she had with 

her roommate and her first night with her son on her breast. Andre Lepecki writes, “It 
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follows that if the political is not a given, if it needs to be (re)discovered and 

(re)produced, then the political is always a kind of experimentation. It comes into the 

world through the experience of experimenting.”392 When Susanna experiments with 

sleep-sharing in a small hospital bed, she acknowledges the perceived danger of the 

situation while also cultivating the closeness between her and Jacobo that enabled him to 

breastfeed immediately, sustaining their motherbaby after the separation caused by the 

cesarean section and subsequent OR Recovery Care for Susanna.   

  Skin-to-skin contact immediately following birth is a potent challenge to the 

production metaphor of childbirth. If a mother has felt like she was not important to the 

actual process of birth, facilitating skin-to-skin care in the immediate post-partum will 

activate the mother’s capacity to connect with her baby, challenging the maternal 

production metaphor.393  One of the primary ways mothers and babies connect with skin-

to-skin is through nursing, or breastfeeding. Catherine Ma argues that breastfeeding “can 

act as a catalyst toward a deeper understanding of maternal embodiment.”394 Mothers like 

Amanda, Maddie, Leticia, and Susanna were not able to room-in with their babies in their 

immediate post-partum period and experienced gaps in being able to breastfeed. 

Neonatologist Raylene Phillips argues that medical providers need to respect the 

immediate post-partum period and facilitate skin-to-skin care between the motherbaby. 

 
392 Lepecki, “Choreopolice and Choreopolitics,” 11. 

393 Phillips, “The Sacred Hour.” 

394 Ma, “I’m My Own Breastfeeding Expert,” 204 
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She describes “The Sacred Hour”—a baby’s first hour of birth—as a ritual that deserves 

respect and privacy. She writes:  

Because the first hour after birth is so momentous, we have named it “The Sacred 

Hour” at our hospital. Every culture has occasions and ceremonies it holds sacred 

that are honored, cherished and protected. In most cultures, for example, a 

wedding ceremony is considered a sacred occasion. This special event honors the 

symbolic union of two individuals who have chosen to share their lives together. 

No one would think of interrupting a wedding ceremony to give the bride and 

groom details about the flight arrangements for their honeymoon. Everyone 

recognizes that this information can wait until after the ceremony is completed.  

 

Birth is another sacred event. It is a time when a new member of the family 

arrives, is greeted for the first time and welcomed by his or her parents. Yet, in 

many hospital settings, this once-in-a-lifetime process is routinely interrupted for 

details that can easily wait until after the new baby has had time to adjust to life 

outside the womb in the loving arms of the mother, and after the baby and parents 

have had time to meet each other as a new family.395 

 

By enabling this sacred hour, the neonate usually experiences its first latch and initiates 

breastfeeding. Yet, many of the mothers in this study reported a severe lack of support for 

breastfeeding in their hospital care—such as the examples from case study mothers 

Maddie and Karen from above. Maddie was discouraged to nurse because of the size of 

her nipples, Leticia and a few other mothers did not have sufficient support from lactation 

consultants or nurses on-duty, and many reported that too many people from nurses to 

doctors to friends were around constantly, inhibiting their ability to work on 

breastfeeding.   

The mothers in this study who were not able to access quality breastfeeding help 

in-hospital had to seek techniques of the body from friends and lactation consultants after 

 
395 Phillips, 69. 
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being discharged from the hospital. In one of the above examples, case study mother 

Maddy was not allowed to room-in with her babies due to short staffing and was also 

discouraged to breastfeed after a nurse told her she had tiny nipples. Though Maddy had 

an infuriatingly lack of support at a baby-friendly hospital, she was able to find additional 

support to breastfeed. Maddie tells me that a local breastfeeding clinic was her savior: 

100% my local breastfeeding clinic.396 We left the hospital SNS feeding the twins 

my pumped breastmilk. Because they had fed the twins bottles the entire time we 

were in the hospital because I was on Mag and not able to have my babies with 

me.   

 

I heard about my local free clinic from my sister-in-law. I waited two weeks to 

go. When we first got there, I was just like sobbing. The lactation consultants 

asked, “have they ever latched?” And I told them no, that they had never latched. 

They taught me the hamburger method.397 I left the clinic using shields and then 

after five months I got them off the shields. Supply was never an issue, it was just 

the latch. 

 

I have healthcare. I did attempt to use a breastfeeding clinic through my 

healthcare. And I left there more frustrated than when I walked in.  

 

In my experience, there is no other clinic like my local clinic. The way that it 

operates—a mother can come in whenever her baby is hungry. If it can be done 

on mom’s schedule, and not something where she feels pressure to be there at a 

certain time it’s much more positive. 

 

The knowledge that I gained at the clinic is irreplaceable and invaluable. I can’t 

place a certain value on what they did for me and what I took away. Even though 

I’m years out from when I last breastfed. 

 
396 Maddy’s local clinic was free, open to the public, with no-appointment needed. 

After she had her twins, the hospital that sponsored the clinic attempted to limit resources 

to mothers, making the clinic appointment-only for only mothers who had birth 

experiences at their hospital and firing two consultants, leaving one consultant to support 

a whole community of vulnerable mothers and babies.   

397 The hamburger method is also called the sandwich-hold or C-hold.  The 

mother compresses the breast, four fingers under the breast and thumb pressing on top, 

flattening the breast.  
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Eventually we got them on with the shields (nipple shields that protect the 

gestational parent’s nipples from chaffing and can also help with a transition from 

bottle to breast). And then five months of shields… then no shields. 

 

One of the techniques that Maddy learned was the hamburger method, where you hold 

“your breast with your left hand in a "C" hold, shaping your breast and areola into a 

sandwich for baby to grasp.”398 When Maddie shared this technique with me, she held her 

hand up in the “C” position, illustrating how it’s done with a smile on her face. Maddy 

activated her own capacity to learn new techniques of the body to adjust to and navigate a 

way to connect with her twins through breastfeeding.   

Gestational parents who experience choreopolicing in their pregnancies, birth, and 

post-partum may feel compelled to help other gestational parents in their post-partum 

journeys.  Case study mother Maddy turned her focus from her own recovery from birth 

to helping fellow parents in need. For others this meant taking new parent friends to a 

local, free breastfeeding clinic or La Leche meetings. For others, it meant being active on 

social media, helping new parents with advice in the post-partum period. For Maddy, it 

meant becoming a positive role model for parents who struggle with breastfeeding:   

I was also asked frequently to tell new mothers my story to give them 

encouragement. I would say, “Hey, not to make what you went through small, but 

there are women who have also had great struggles and have made it out alive, so 

to speak. 

 

 
398 “Changing positions helps improve breast drainage,” Maineline Health: Well 

Ahead, https://www.mainlinehealth.org/specialties/lactation-and-

breastfeeding/positions#:~:text=When%20nursing%20the%20right%20breast,baby's%20

body%20close%20to%20you. 

https://www.mainlinehealth.org/specialties/lactation-and-breastfeeding/positions#:~:text=When%20nursing%20the%20right%20breast,baby's%20body%20close%20to%20you.
https://www.mainlinehealth.org/specialties/lactation-and-breastfeeding/positions#:~:text=When%20nursing%20the%20right%20breast,baby's%20body%20close%20to%20you.
https://www.mainlinehealth.org/specialties/lactation-and-breastfeeding/positions#:~:text=When%20nursing%20the%20right%20breast,baby's%20body%20close%20to%20you.
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Ma argues that in both care and in research on motherhood, attention to wholeness of the 

lived experience is key to understanding maternal embodiment—“by focusing on 

maternal transformations, we can create a new breastfeeding rhetoric that is solely 

produced by the medical community but one that embodies the needs of nursing 

mothers.”399 Wholeness for many other mothers in this study meant healing their own 

communities by helping other motherbabies with resources, techniques, and support. 

Breastfeeding can not only help connect motherbaby but can also become a 

launching pad for activism.  Maddy and another mother in this study helped protect their 

local breastfeeding clinic when it faced possible closure.  Maddy’s experience of being 

forcibly separated from her twins, of not having help in breastfeeding nor being allowed 

to even pump in the hospital, turned her into a maternal health activist. She joined a 

march to help support her local clinic. She chanted alongside many other moms and 

medical professionals, “Babies do not eat by appointment only” and “stop the hate, help 

women lactate!”  She tells me,  

I knew that there is nothing like this clinic. I knew it was a difference for me—

being about to breastfeed. It was the difference. It was important for me that other 

women had the same chance that I had, regardless if they had insurance or not.  It 

was the only place I knew that was there to help women with breastfeeding 

successfully without motives.  I have met so many women along the way who 

said, “Oh, I tried.” All of their experiences were similar to mine and they ended 

up quitting because they didn’t have the clinic.   

 

Later, she also joined a protest against the hospital for limiting services at the clinic.  

With her baby strapped to her chest in a carrier, she marched up and down hot pavement, 

 
399 Ma, 216. 
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yelling chants in a bullhorn, being moved by police, flagging down cars to talk to anyone 

who would hear her about the long-term benefits of having a community breastfeeding 

clinic. Having experienced the inequities of care, Maddy made it her mission to not only 

empower herself but to also share that knowledge with others.  

It is within these places of permissible movement that mothers like Maddy made 

choreographic plans, organizing and attending marches and protests, though Maddy had 

never participated in a march nor a protest. Lepecki argues that “the political comes into 

the world as an enduring movement of obstinate joy” with the “dancer’s activation of 

freedom within the choreographic plan of composition.”400 Maddy’s movements in the 

march and protest, much like the dancer’s movement in a choreographic plan of 

composition, is an activation of freedom. The sheer perseverance and creativity of 

parents’ ability to find ways to not only maintain their motherbaby but to also help others 

do so is how the political comes into the world, in “enduring movement of obstinate 

joy.”401 

 

THE MOTHERBABY IN A COVID-19 WORLD  

Maternal health scholars will not be able to fully comprehend the impact of the 

COVID-19 crisis on the motherbaby for some time, given that the landscape, policies, 

and procedures regarding maternal healthcare in a COVID-19 world change dramatically 

 
400 Lepecki, “Choreopolice and Choreopolitics,” 15. 

401 Lepecki, “Choreopolice and Choreopolitics,” 15. 
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on daily basis. I am finishing this four-year dissertation project during a pandemic that 

has taken one-million six-hundred and fifty-seven-thousand and sixty-two lives 

worldwide as of December 17th, 2020.402 Few countries have been able to contain it—

New Zealand is an exception.403  The United States has struggled to contain the virus, 

with propaganda from politicians and President Donald Trump downplaying the severity 

of the virus.404  With over 17-million cases, 314,629 Americans have died from COVID-

 
402 COVID-19, a highly contagious and dynamic virus, travelled quickly through 

China then the world. First it was designated as a respiratory illness that 

disproportionately affected those immune compromised and over the age of sixty-five. 

Recent studies have shown than COVID-19 is in fact much more than a respiratory 

illness. The virus can cause severe inflammation, cytokine storms, lung, kidney, and heart 

failure, clotting and strokes, and much more. Researchers are beginning to discover a 

vascular component to the disease. COVID-19 can cause clotting throughout the body 

and does not act like tradition pneumonia or the flue. Lenny Bernstein, “More evidence 

emerges on why covid-19 is so much worse than the flu,” Washington Post, May 21, 

2020, https://www.washingtonpost.com/health/more-evidence-emerges-on-why-covid-

19-is-so-much-worse-than-the-flu/2020/05/21/e7814588-9ba5-11ea-a2b3-

5c3f2d1586df_story.html 

403 “New Zealand takes early and hard action to tackle COVID-19” World Health 

Organization, July 15, 2020. https://www.who.int/westernpacific/news/feature-

stories/detail/new-zealand-takes-early-and-hard-action-to-tackle-covid-19 

404 Trump many times over said, “I think it’s a problem that it’s going to go 

away.” The Washington Post covered the many ways Trump downplayed the virus and 

downplayed mask-wearing.  Between March and July 2020, Trump said, “view this the 

same as the flu,” “one day it’s like a miracle it will just disappear,” “it’ll go away, just 

stay calm,” “I think we are going to win faster than people think,” “you’re going to lose a 

number of people to the flu, but you’re going to lose more people to a massive 

recession.” “54 times Trump downplayed the coronavirus” Washington Post, May 6, 

2020, https://www.washingtonpost.com/video/politics/the-fix/54-times-trump-

downplayed-the-coronavirus/2020/03/05/790f5afb-4dda-48bf-abe1-

b7d152d5138c_video.html.  

https://www.washingtonpost.com/health/more-evidence-emerges-on-why-covid-19-is-so-much-worse-than-the-flu/2020/05/21/e7814588-9ba5-11ea-a2b3-5c3f2d1586df_story.html
https://www.washingtonpost.com/health/more-evidence-emerges-on-why-covid-19-is-so-much-worse-than-the-flu/2020/05/21/e7814588-9ba5-11ea-a2b3-5c3f2d1586df_story.html
https://www.washingtonpost.com/health/more-evidence-emerges-on-why-covid-19-is-so-much-worse-than-the-flu/2020/05/21/e7814588-9ba5-11ea-a2b3-5c3f2d1586df_story.html
https://www.who.int/westernpacific/news/feature-stories/detail/new-zealand-takes-early-and-hard-action-to-tackle-covid-19
https://www.who.int/westernpacific/news/feature-stories/detail/new-zealand-takes-early-and-hard-action-to-tackle-covid-19
https://www.washingtonpost.com/video/politics/the-fix/54-times-trump-downplayed-the-coronavirus/2020/03/05/790f5afb-4dda-48bf-abe1-b7d152d5138c_video.html
https://www.washingtonpost.com/video/politics/the-fix/54-times-trump-downplayed-the-coronavirus/2020/03/05/790f5afb-4dda-48bf-abe1-b7d152d5138c_video.html
https://www.washingtonpost.com/video/politics/the-fix/54-times-trump-downplayed-the-coronavirus/2020/03/05/790f5afb-4dda-48bf-abe1-b7d152d5138c_video.html
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19 as of December 17th, 2020.405 The United States is responsible for more than half of 

the world’s cases and almost one third of the world’s deaths. 

In March and April 2020, maternal healthcare systems in the United States 

developed swift responses to the COVID-19 pandemic and these responses introduced 

complications for the motherbaby. Policies changed quickly without much notice to 

patients. With many unknowns during the beginning of many states’ stay at home 

responses, hospitals reacted conservatively.406 Some hospitals began to restrict who could 

come and support the gestational parent in their birth experience. Only their partner or 

“birth coach” could attend their birth experience in many hospitals.407 Some New York 

 
405 In July 2020, the number of COVID-19 related deaths in the U.S. equated to 

nearly to fifty-times that of deaths resulting from the attacks on the World Trade Center 

on September 11, 2001. In December, daily deaths in the United States exceed 3,000 for 

several days. Covid-19 Coronavirus Pandemic” 

https://www.worldometers.info/coronavirus/#countries. Accessed December 17, 2020. 

406 In the beginning of the pandemic, there were federal recommendations to stay 

at home, but no mandates. States individually rolled out their own state-specific 

mandates. In California, Governor Newsom on March 12, 2020 banned gathering of more 

than two-hundred and fifty people, suggested that bars close. On March 19, seven days 

later, the state of California issued a statewide mandatory stay at home order. This order 

lasted until May 8, when some select stores such as bookstores and clothing stores were 

allowed to re-open with restrictions. On June 18th, Newsom ordered Californians to wear 

face coverings in public spaces. At the end of June, selected stores faced closures again 

when the COVID-19 rates began to spike.  Other states were less conservative in their 

approaches to containing the virus. “Office of Governor Gavin Newsom: Newsroom” 

Press Releases, Executive Orders, Media Advisories, Proclamations, and “On the 

Record” Column. https://www.gov.ca.gov/newsroom/.  

407 Frank Diamond in “Q&A: COVID Presents Unique Challenges to NICUs” 

from the journal, Infection Control Today, interviewed Jenna Hayes, an infection 

prevention leader on what kinds of protocols are put into place as of July 23, 2020 to 

keep mothers and babies safe. She says, “We allow one partner in the room. One coach in 

the room with the parent. In the past, you could have more than one person, but with 

https://www.worldometers.info/coronavirus/#countries
https://www.gov.ca.gov/newsroom/
https://www.infectioncontroltoday.com/authors/frank-diamond
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hospitals, which were hit by COVID-19 cases the hardest first in the United States, 

implemented policies that prohibited visitors altogether. Some gestational parents had to 

birth alone with only their medical care team.408  In June 2020, the CDC reported that 

little is still “known about how the coronavirus affects pregnant women in the U.S.A.,” 

yet they are finding that “pregnant women are at a greater risk of severe illness with 

COVID-19 than women who aren’t pregnant.”409  Due to the great unknowns and swiftly 

changing research on pregnancy, birth, and post-partum in a COVID-19 world, 

gestational parents and maternal healthcare providers have often found themselves 

navigating unknown territory where keeping the motherbaby separate from their 

networks of support were thought to be a safer option.  

 

COVID-19 we are now have one person to assist with that labor. And yes, they would be 

masked as well. Everyone in the room is universally masked.” July 23, 2020.  

408 Christina Capatides and Caitlin O’Kane wrote that when healthcare systems began to 

restrict visitors to women in labor, maternal health activists rang alarm bells,  “Several 

healthcare systems in New York have implemented new restrictions for visitors as a way 

to prevent the spread of coronavirus in their hospitals. New York's Mount Sinai 

Health and New York Presbyterian are both restricting visitors entirely, and NYU is 

permitting only one visitor throughout labor and delivery, who cannot be rotated….” 

“Pregnant women are being forced to give birth alone as hospitals restrict visitors during 

coronavirus” CBS NEWS, Accessed June 21 2020, 

https://www.cbsnews.com/news/coronavirus-pregnant-women-hospitals-give-birth-

alone/. 

409 Characteristics of Women of Reproductive Age with Laboratory-Confirmed 

SARS-CoV-2 Infection by Pregnancy Status — United States, January 22–June 7, 2020, 

https://www.cdc.gov/mmwr/volumes/69/wr/mm6925a1.htm.  

 

https://www.mountsinai.org/about/newsroom/2020/mount-sinai-health-system-institutes-new-visitor-restrictions-in-labor-and-delivery-and-postpartum-units-protect-patients-and-families-pr
https://www.mountsinai.org/about/newsroom/2020/mount-sinai-health-system-institutes-new-visitor-restrictions-in-labor-and-delivery-and-postpartum-units-protect-patients-and-families-pr
https://www.nyp.org/patients-and-visitors
https://nyulangone.org/patient-family-support/visiting-hours
https://www.cdc.gov/mmwr/volumes/69/wr/mm6925a1.htm
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Maternal health advocates spoke up against policies separating gestational parents 

from their partners and social support during birth. Reporter Christina Capatides writes 

that “NYC Midwives call on the State of New York and all New York hospitals to follow 

W.H.O. guidelines and affirm their commitment to allowing one essential support person 

to accompany all laboring people.”  However, some hospitals still instituted policies that 

restricted gestational parents from having partners present during birth experiences. Due 

to the unknowns and the deadliness of COVID-19, hospitals across the country began to 

forcibly separate the motherbaby directly after birth if there was any question that the 

gestational parent could possibly have COVID-19.  In March 2020, the CDC 

recommended that mothers should adhere to the recommendations to isolate from their 

newborn if they are symptomatic of COVID-19 or have tested positive for COVID-19; 

restrictions lifted somewhat in May 2020, with the CDC recommending breastfeeding 

while COVID-19 positive while adhering to hand-washing and wearing a mask.410  

 
410 Updated on May 20, 2020, the CDC recommended that mothers should isolate 

from their newborns if they test positive for COVID-19. They write, “Although it is well 

recognized that the ideal setting for care of a healthy term newborn while in the hospital 

is within the mother’s room, temporary separation of the newborn from a mother with 

confirmed or suspected COVID-19 should be strongly considered to reduce the risk of 

transmission to the neonate. Efforts are under way to address the knowledge gap of 

transmission between mother and neonate during pregnancy, delivery and in the 

postpartum period, and recommendations will be updated as new information informing 

the risk-benefit of maternal-infant separation is available. Temporary separation in the 

clinical setting can be achieved in many ways, including a separate room, maintaining a 

physical distance of ≥6 feet between the mother and neonate, and placing the neonate in a 

temperature-controlled isolette if the neonate remains in the mother’s room. For mothers 

whose test results are negative, separation precautions may be discontinued. Although 

temporary separation of a neonate from a mother with confirmed or suspected COVID-19 

should be strongly considered in healthcare settings, it may not always be feasible. For 

these situations, the risks and benefits of temporary separation of the mother from her 

baby should be discussed with the mother by the healthcare team, and decisions about 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/inpatient-obstetric-healthcare-guidance.html#f1
https://www.cdc.gov/coronavirus/2019-ncov/hcp/inpatient-obstetric-healthcare-guidance.html#f1
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Though the CDC “recommended” mothers stay separate, there are reports of hospitals 

enforcing motherbaby separation.411 In Los Angeles, Cedars-Sinai’s Chair of Obstetrics 

detailed the situation. As reported by Sonja Sharp in April 2020,  

The most controversial edict so far comes from the Centers for Disease Control 

and Prevention, which currently recommends a mother be quarantined from her 

newborn if she shows symptoms of COVID-19, the disease caused by the novel 

coronavirus, but it’s a tough one, and it keeps changing,” said Dr. Sarah 

Kilpatrick, chair of obstetrics and gynecology at Cedars-Sinai and an expert in 

maternal fetal medicine. “The patient can refuse, but we are hoping to encourage 

her to accept.”412   

 

Some hospitals developed policies stipulating that if a mother did not take a COVID-19 

test prior to her birth experience, she would have to wait to get the results of whether or 

not she was positive (which could take up the forty-eight hours) before she could reunite 

with her baby after birth.413 On March 26, 2020, one Kansas doctor, Deena Hubbard, 

urged mothers to be careful and to take this pandemic seriously. She writes, “It is so real 

that NICUs may be faced with closing to the most consistent people in their baby’s lives, 

 

temporary separation should be made in accordance with the mother’s wishes. 

“Mother/neonatal contact” Evaluation and Management Considerations for Neonates At 

Risk for COVID-19, https://www.cdc.gov/coronavirus/2019-ncov/hcp/caring-for-

newborns.html 

411Alexandra Villareal, “'I was alone': how giving birth is changing during the 

pandemic” The Guardian, May 3, 2020, 

https://www.theguardian.com/world/2020/may/03/giving-birth-coronavirus-pandemic-

hospitals 

412 Sonja Sharp, “Pregnant Women Forced to Get Creative as Coronavirus Bears 

down on L.A. Hospitals,” Los Angeles Times (Los Angeles Times, April 1, 2020), 

https://www.latimes.com/california/story/2020-04-01/coronavirus-labor-delivery-los-

angeles-hospitals. 

413 Sharp, n.p. 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/caring-for-newborns.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/caring-for-newborns.html
https://www.theguardian.com/world/2020/may/03/giving-birth-coronavirus-pandemic-hospitals
https://www.theguardian.com/world/2020/may/03/giving-birth-coronavirus-pandemic-hospitals


 

225 

 

 

their mothers and fathers. Mothers delivering at term who have or are being tested for 

COVID-19 are separated from their babies to protect the newborn.” 414  

The COVID-19 global crisis highlights issues of maternal consent, separation of 

the motherbaby, and the disproportionate effects of white supremacy, sexism, power and 

privilege during pregnancy, birth and post-partum.  We do not know yet the larger social 

ramifications of the motherbaby separation policies in hospitals, yet it is clear that this 

crisis has highlighted the ramifications of the legacies of 18th-century ideologies about the 

mother’s body as a trickster and a potential danger to the baby.  

 

AN END AS A NEW BEGINNING: A TURN TOWARD CLINICAL WORK AND 

RESEARCH 

In this dissertation, I worked with a small sample of mothers in Southern 

California in the latter part of the 2010s. Using ethnography and Critical Dance Studies 

methods and theories, I examined how case study mothers improvised, testing the 

softness of choreographies of care, at times choreographing themselves into dominant 

narratives of embodying parenthood. In future studies, I hope to expand this work both in 

scope and in a new direction, including many more gestational parents but especially 

more parents of color and parents of diverse socioeconomic backgrounds.   

 
414 Deena Hubbard, “Opinion: COVID-19 and NICU: it’s not all about you,” 

Hutch News, https://www.hutchnews.com/opinion/20200326/dena-k-hubbard-covid-19-

and-nicu-its-not-all-about-you, March 2020. 

https://www.hutchnews.com/opinion/20200326/dena-k-hubbard-covid-19-and-nicu-its-not-all-about-you
https://www.hutchnews.com/opinion/20200326/dena-k-hubbard-covid-19-and-nicu-its-not-all-about-you
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This year, I begin my coursework for a Master’s degree in Marriage and Family 

Therapy. I will be working toward becoming a trauma therapist. I plan to implement and 

normalize trauma-prevention programs for pregnant people. This program would give 

pregnant people who have experienced trauma somatic tools for resourcing themselves 

during pregnancy, birth, and post-partum, to help prevent the development of postpartum 

PTSD, PPD, and more. Additionally, I plan on working in NICUs as a trauma therapist to 

help provide a safe place for families to process their experiences of traumatic birth and 

NICU life so that they may move forward in peace.  It is my greatest hope to take these 

ideas that have developed in this dissertation and expand them into clinical work. At 

some point I will circle back to research, investigating how gestational parents and their 

families process trauma and how we as researchers can find ways to prevent trauma.  It is 

important that we have therapists in the U.S. who can teach mothers trauma-prevention 

and also help mothers process traumatic births. It is imperative that we develop research 

that can affect instrumental change in our medical communities, so that nurses and 

doctors are well trained to treat the motherbaby with honor, respect, and trauma-informed 

care. I have found my calling to help protect and facilitate the well-being of the 

motherbaby. This dissertation work ends and begins all over again. 
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APPENDIX I 

 

Biographical Profiles 

 

There are twenty-one 67% of the participants are women aged 30-40, with 23% 

outlying. 74% of the participants are white, 21% of the participants are Latinx, and <1% 

of the participants are Black. 68% of the participants are educated with at least a BA 

degree. 37% of the participants hold a MA degree. The chart below displays the 

numerical distribution. 

             

                 <30       30-40   >40 

 

White         a 0        b  11    c  5      16 

Latinx        d  1        e 2       f 1        4 

Black         g  0        h 1       i 0        1 

____________________________ 

                     1            14        6 

 

The biographical profiles below are a guide to the mothers in the study. Each name is a 

pseudonym. Information is general enough to guarantee anonymity. 

 

Amanda (b) is a stay at home mom in her mid-thirties. She is white, married, and at this 

time has one child. She has an undergraduate degree. She took one hospital-sponsored 

childbirth education course. 

Andrea (b) is a stay-at-home mom in her mid-thirties. She is white, married, and at this 

time has two children. She took hospital-sponsored childbirth education courses. 

Charlotte (b) is a stay-at-home businesswoman in her early thirties. She is white, married, 

and at this time has one child. She took hospital-sponsored childbirth education courses. 

Isabella (c) is a childbirth educator and doula in her early forties. She is white, married, 

and has two children. She has taught private childbirth education courses for many years. 

Jessica (b) is a businesswoman in her mid-thirties. She has an undergraduate and master’s 

degree. She is white, married, and at this time has one child.  

Karen (b) is a stay-at-home mom in her early thirties. She is white, married, and at this 

time has two children. She took private childbirth education courses. 
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Karina (b) is an educator in her early thirties. She is white, married, and at this time has 

one child. She has a graduate degree. She took a Hypnobabies childbirth education 

course. 

Leticia (f) is an educator in her early forties. She is Latinx, married, and at this time has 

two children. She has a graduate degree. She took Lamaze courses prior to her first birth 

experience. 

Linda (c) is a nurse educator in her mid-forties. She is white, married, and has children. 

She has been a labor and delivery nurse for many years. 

Lindsay (c) is a businesswoman in her mid-forties. She is white, married, and has one 

child. 

Maddy (b) is a stay at home mom in her early thirties. She is white, married, and at this 

time has two children. She has an undergraduate degree. She did not take any childbirth 

education courses. 

Mia (b) is a work-at-home doula in her mid-thirties. She is white, married, and at this 

time has one child. She took hospital-sponsored childbirth education courses and private 

childbirth education courses. 

Penny (c) is a nurse in her early forties. She is white, married, and at this time has one 

child. She has taught hospital-sponsored childbirth education courses and is studying to 

be a nurse-midwife. 

Sarah (c) is a yoga instructor in her mid-forties. She is white, married, and has one child.   

Sharon (h) is a doula in her mid-thirties. She is Black, married, and has two children. She 

has taught private childbirth education courses for many years. 

Sophia (b) is a stay-at-home mom in her early thirties. She is white, married, and at this 

time has one child. 

Susanna (e) is an artist in her mid-thirties. She is Latinx, single, and has one child. She 

took hospital sponsored childbirth education courses. 

Tegyn (b) is an educator in her late thirties. She is white, married, and at this time has 

two children. She has a graduate degree. She took a Hypnobabies childbirth education 

course. 

Veronica (e) is a stay at home mom in her early thirties. She is Latinx, married, and at 

this time has two children. She has an undergraduate degree. She did not take any 

childbirth education courses. 
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Victoria (b) is a work at home mom in her mid-thirties. She has an undergraduate degree. 

She is white, married, and at this time has one child. 
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APPENDIX II 

 

Consent Forms for Participants -  Mothers 

 

CONSENT TO PARTICIPATE IN RESEARCH 

 

“Choreographing Childbirth” 

 

The researchers are inviting you to be a part of a study conducted by Katie Nicole Stahl-

Kovell, M.A..  Katie is a doctoral candidate from the department of Dance at the 

University of California, Riverside.  She is conducting this study for her dissertation.  Dr. 

Anthea Kraut is her faculty advisor for this research.  

 

Your participation in this study is entirely voluntary. Please read the information below 

and ask any questions about anything you may not understand, before deciding whether 

or not to participate. You have been asked to participate in this study because you are 

pregnant or you are a mother who has experienced childbirth.  

 

• PURPOSE OF THE STUDY 

 

The purpose of this study is to study how women move in labor.  I aim to document how 

women learn to and how women birth by observing childbirth technique classes, 

interviewing pregnant participants and medical professionals, attending a select few 

childbirth experiences (addendum to be added at a later date for each participant), and 

interviewing  participants who have recently given birth. 

I plan to use what I learn from this study to shed light on maternal healthcare in the 

United States.   

 

• PROCEDURES 

 

If you volunteer to participate in this study, I will ask you to do the following: 

 

1. To take part in two, short informal interviews, one in your third trimester of 

pregnancy and one following the birth.  The interviews will be one to two hours in 

length.  The researcher will ask you questions about how your body is coping with 

pregnancy in the first interview and will also ask about your birth plan.  The 

researcher will ask you questions about how your body handled childbirth in the 

second interview.  These interviews are at a time and place chosen at your discretion.  

Audio recording of this interview will be gathered by the researcher, if given specific 
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consent.  The recordings will be used by the researcher to help her think about how 

you are articulating your childbirth experience. 

 

-OR- 

 

1. To take part in one, short informal interview.  The interview will be one to two hours 

in length.  The researcher will ask you questions about how your body handled 

childbirth in the interview.  These interview is at a time and place chosen at your 

discretion.  Audio recording of this interview will be gathered by the researcher, if 

given specific consent.  The recordings will be used by the researcher to help her 

think about how you are articulating your childbirth experience. 

2. I have contacted you either through a pre-existing established relationship, through a 

peer reference, or you have contacted me through flyers posted at birth centers and 

Ob-Gyn offices in Orange County, Los Angeles County, or the Inland Empire. 

 

• POTENTIAL RISKS AND DISCOMFORTS 

 

There are no foreseeable risks. 

 

• POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY 

 

There are no direct benefits from participation.  

 

• COMPENSATION FOR PARTICIPATION 

 

You will not receive any payment or other compensation for participation in this study. 

There is also no cost to you for participation.  

 

• CONFIDENTIALITY 

 

Any information that is obtained in connection with this study and that can be identified 

with you will remain confidential, under passcode, on a separate laptop for this research 

project at the researcher’s home.  In other words, your identity will remain anonymous. 

Confidentiality will be maintained by means of a code name to inform the researcher of 

who you are in her dissertation and other scholarly work. In lieu of your name, the 

researcher will use a code name in any of the information she gathers from this study. 

When the study is finished, the researcher will destroy the list that shows which code 

name correlates with your real name. 
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Information that can identify you individually will not be released to anyone outside the 

study. Katie, however, will use the information collected in her dissertation and other 

publications. Any information she uses for publication will not identify you individually.  

 

In some instances, a representative of Office of Research Integrity may review research-

related records for quality assurance in order to ensure that relevant laws and guidelines 

are followed. All information accessed by ORI will be held to the same level of 

confidentiality that has been stated by the research team. 

 

 

• PARTICIPATION AND WITHDRAWAL 

 

You can choose whether or not to be in this study. If you volunteer to be in this study, 

you may withdraw at any time without consequences of any kind. You may also refuse to 

answer any questions you do not want to answer. There is no penalty if you withdraw 

from the study and you will not lose any benefits to which you are otherwise entitled. The 

investigator may withdraw you from this research if your physician, midwife, or other 

birth professional tells us that continued participation may injure your health.  

 

 

I understand the procedures described above and consent to having the researcher, Katie 

Nicole Stahl-Kovell, audio-record the interview process. 

 

________________________________________ 

Printed Name of Subject 

 

_________________________________________________________________ 

Signature of Subject      Date 

 

_________________________________________________________________  

Signature of Investigator     Date 

 

 

I understand the procedures described above. My questions have been answered to my 

satisfaction, and I agree to participate in this study. I have been given a copy of this form. 
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________________________________________ 

Printed Name of Subject 

 

_________________________________________________________________ 

Signature of Subject      Date 

 

_________________________________________________________________  

Signature of Investigator     Date 
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APPENDIX III 

 

Sample Hardcopy Flyer 

 

Are you pregnant 

and interested in 

participating in a  

dance study on childbirth?  

 

Contact University of  

California, Riverside,  

doctoral candidate, 

Katie Stahl-Kovell, M.A., 

to participate in a  

study of how women move 

in childbirth! 

 

E-mail Katie at Kstah001@ucr.edu or text/call at 

 (562)481-2912 to see how you can be a part of this  

revolutionary study of bodies in labor! 

 

*If you are not pregnant but have given birth,  

please contact Katie to share your birth story! 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:Kstah001@ucr.edu


 

247 

 

 

 

 

Sample Social Media Flyer 

 

 

 
 

 

Hi all!  If you are pregnant or have given birth, please consider joining in my research 

study on childbirth! I am currently conducting interviews anywhere within a 150 mile 

radius of Riverside, CA. 

 

Please message me for details here on Instagram/Facebook or email me 

at kstah001@ucr.edu. 

 

All information gathered in this study is strictly confidential and anonymous. This 

research study is approved by the Institutional Review Board at the University of 

California, Riverside. 
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APPENDIX IV 

 

Interview Questions 

 

Questions for Pregnant Participants  

 

1. How are you feeling?  How do you feel different compared to before you were 

pregnant? Particularly your body? 

2. How are you feeling about childbirth?  What do you think your experience of 

childbirth will be like? 

3. What are your plans for your birthing?   

4. What kinds of films, books, online articles, and stories have you heard about 

childbirth? 

5. Why did you choose to participate in this study? 

Questions for Postpartum Mothers  

 

1. How do you feel about your experience of childbirth? Did it go according to your 

plan, if you had a plan in place? 

2. Can you share your birth story? 

3. What role do you feel your body played in childbirth?  

Questions for Childbirth Educators 

 

1. How did you come to be a childbirth educator? 

2. Why (the type of childbirth education they chose)? 

3. How do you think this helps people in labor? 

Questions for Attending Medical Professionals 

 

1. How did you come to be a nurse/midwife/doula/obstetrician-gynecologist? 

2. Why did you choose to work with women? 

3. What do you think is most important for pregnant people to learn before they give 

birth? 

 




