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To the creators, of lives and of stories.






We are volcanoes.

When we women offer our experience as our truth, as human truth, all the maps change.

There are new mountains.

—Ursula K. Le Guin, Bryn Mawr, 1986








A NOTE ON NAMES AND LANGUAGE

While Jillian, T’Nika, and Alison all chose to use their real first names in this book, part of my embed arrangement with the birth center was that unless a client agreed to be interviewed separately, outside the scope of the appointment, or gave explicit permission, I would not use their real name. Therefore, Andaluz clients, aside from the three protagonists, have each been given a pseudonym. I also used pseudonyms for a handful of people from my sources’ lives. These include the names Hallie, Martina, Danielle, Kayla, and Jada.



Throughout the book, I refer both to “women” and to “people” who give birth. Not all people who have uteruses, get pregnant, or give birth identify as women. The use of the term “woman” is not meant to marginalize, diminish, or discount those experiences. Rather, it reflects the gender identity of my three main characters, as well as a majority of the birth center’s clients.






FOREWORD

The seed for this book was a very simple question: What is it like, for a woman in our country today, to experience pregnancy and childbirth for the first time?

Having a baby is one of the most physically, mentally, and emotionally significant things a person can do in their life. This is not to say that children are a requirement for a happy or meaningful life or that families aren’t made in an infinite variety of ways. It is to say that when someone gets pregnant and has a baby, they are never the same again.

Pregnancy can be a disorienting combination of the momentous and the mundane. The body is in the process of growing a new human. It’s an engine of seismic, irreparable transformation, a cleaving into the Before and the After. It can also feel at times like a nine- (or ten-) month slog, an endless parade of physical ailments and discomfort. It’s throwing up and taking vitamins and feeling tired and answering the same questions over and over again. It’s having one’s body taken over and subjected to a steady stream of monitoring and commentary from friends, family, and strangers alike. It’s never knowing if a twinge is indigestion or catastrophe. It’s being anchored at the center of the universe and swept up in an endlessly repeating cycle, a journey that is both unique and quotidian. There’s so much that’s unknown, and yet it’s happened an infinite number of times before.

There are depths to mine, and yet there is a remarkable lack of narrative resources that convey what it’s really like. A lot is left unsaid, or only passed on in whispers.

I hope to change that. While there are thousands of books out there that fall under the category of “pregnancy and childbirth,” the vast majority are guides, how-tos, reference manuals, or treatises that espouse specific ways of doing things. There are histories of childbirth; memoirs about motherhood, midwifery, and obstetrical practice; academic and sociological books that examine subjects like cesarean surgeries or medical racism; and journalism about the maternal healthcare system. But few books, if any, have treated the experiences of being pregnant and giving birth as the foundation for reported nonfiction, documenting these experiences in a rigorous, intimate, and unflinching way.

It may be helpful to know at what week a fetus is the size of a papaya or how an epidural works, but it’s equally helpful to know how those milestones might make someone feel or the struggles they may face. Stories are the map that’s needed. They create a cosmos of all the infinite directions a sperm meeting an egg can go.

This book is rooted in the narratives of three women with similar circumstances and starting points, for whom pregnancy represented a kind of quest—to create a new family, to understand themselves, to assert their values, to question norms, and to venture bravely into the unknown in the hope of securing the future they wanted, grappling with sacrifice and obstacles and encountering moments of epiphany and joy along the way. But where and how someone gives birth—and whether they choose to give birth in the first place—is inseparable from their context. During pregnancy, medical, social, historical, cultural, and spiritual forces interact with the personal, playing across people’s bodies and shaping the decisions they make, or can make. That is why the scope of this book expands beyond these three stories, zooming in and out and up and around and back to investigate why things are the way they are—and how to build a better birth system.



There is widespread agreement that maternal healthcare in the US is deeply flawed. Our costs are exponentially higher than peer countries, and yet we have far higher rates of adverse outcomes and persistent racial inequities.

Childbirth is the most common reason for hospitalization in the US and represents a major proportion of hospital-based care. 23 percent of hospital stays are for pregnancy, childbirth, and newborn care—more than any other reason by far. A baby is born roughly every eight seconds in America. That’s 3.6 million babies each year, and 98 percent of them are born in a hospital. Within the overarching category of “hospital birth,” there is significant variation. There are major teaching hospitals and small community hospitals; public and private hospitals; rural, suburban, and urban hospitals; Catholic and secular hospitals; hospitals designated as “mother” or “baby” friendly; hospitals with nurse-midwifery programs and birth tubs and hospitals with 65 percent cesarean rates. Most births in hospitals are attended by obstetricians or nurse-midwives, although a small percentage, particularly in rural areas, are attended by family medicine doctors. (Osteopaths and naturopaths may attend births as well.)

Each year in the US, $111 billion is spent on maternal and newborn care. One in three babies is born via cesarean surgery. Six of the sixteen most common hospital procedures are for maternal or newborn care, including the most common operating room procedure in the US: the cesarean birth. On average, a vaginal birth costs $23,000 and a cesarean birth costs $43,700. Spontaneous vaginal birth in an American hospital costs five times what it does in Spain, and despite the higher costs, the US ranks lower in health outcomes for mothers and infants than other industrialized countries. Thousands of families go bankrupt each year from having a baby.

For a young, healthy woman encountering the hospital system for the first time, childbirth can be a jarring experience. The pattern is of constant expense, vigilance, and preparation for worst-case scenarios. Interventions intended to improve outcomes for high-risk moms are applied universally to every mother, regardless of their level of risk and preferences. “The modern medical system was built to treat the sickest possible patient,” said Dr. Chavi Eve Karkowsky, an OB/GYN and maternal-fetal medicine specialist, in her book High Risk—sometimes at the expense of pregnant people who are healthy and low-risk.

In hospitals today, intensive medical management is the norm. That might be fine if it improved outcomes, was cost-effective, or provided what women wanted. But none of those things is true. According to an exhaustive report published by the National Academies of Sciences, Engineering, and Medicine in 2020, “the U.S. maternity care system currently incurs extraordinary costs to produce among the poorest outcomes among high-income nations…. [It] is fraught with uneven access and quality, stark inequities, and exorbitant costs.”

Around 85 percent of women who labor in hospitals receive continuous electronic fetal monitoring and an intravenous drip. Around one in three pregnant people have their labors induced, while 40 percent report that their maternity care provider tried to induce their labor. 52.4 percent of women said they received Pitocin at some point during their labor. 75 percent get an epidural. 80 percent of people giving birth in hospitals do not eat, and 60 percent do not drink during labor. Most patients are restricted to bed and give birth on their backs. Nurses are typically the most present medical providers during labor, with obstetricians arriving for the actual delivery. Depending on the hospital or practice (or type of insurance), birth may be the first time a woman meets her OB. Far too many American women emerge from birth feeling confused, alienated, discouraged, and traumatized.

This is the birth system that most expectant mothers encounter in America. But what if it could be different?

It was these broader questions and issues that led me to set this book in a birth center. Freestanding birth centers represent a sort of middle ground between the home and the hospital. They do not provide epidurals or opioids for pain relief (relying instead on non-pharmacological measures, such as birth tubs), do not administer Pitocin to induce or augment labor or perform surgery, and use intermittent fetal monitoring, which enables people in labor to move around. Because freestanding birth centers rely on fewer medical interventions, and because they don’t have facilities like operating rooms or blood banks on-site for emergencies, they are designed to serve low-risk clients. They are also the domain of a small but mighty category of birth workers: midwives.

Through years of reporting on maternal healthcare, through conducting countless interviews and reading reams of books and research, I—along with many others—have come to see midwives as a critical component of improving maternity care. The benefits of their presence are clear and well-established: fewer cesareans, fewer inductions, significant reductions in severe lacerations and tears, and higher levels of satisfaction, to name a few. Many of the greatest challenges America faces when it comes to maternal healthcare could be mitigated by greater integration of midwifery care into our system, but until somewhat recently, midwives have remained a niche and largely inaccessible option, out-of-hospital birth even more so.

Over the past few years, out-of-hospital, also known as “community,” birth has experienced a surge. Between 2004 and 2017, home births increased by 77 percent, while birth center births more than doubled. In 2017, one of every sixty-two births in the US was an out-of-hospital birth. At 1.61 percent, it was the first time in decades that out-of-hospital birth had surpassed the 1 percent mark. Between 2019 and 2020, the percentage of home births increased by 22 percent, marking the highest level since 1990, including significant increases across racial and ethnic lines. Those rises were likely spurred by the outbreak of Covid-19, which led midwives to report significant upticks in the number of families seeking their services. People who may never have considered a birth center or midwives before are becoming more open to the option. Historically, interest in midwifery has followed pendulum swings, but there’s reason to think this upswing may be here to stay.

Portland, Oregon, where I live, has a robust midwifery community, and out-of-hospital birth is more common here than in most other parts of the country. In addition, several private insurance carriers and the state’s public insurance cover birth center care. As a result, midwifery care is accessed not by only a fervent few, but by a more mainstream subset of the population.

This worked in my favor as the vision for this project took shape. During the summer of 2020, I was on a scouting mission, searching for a birth center where I could immerse and embed as a journalist for nine months, shadowing midwives and following clients as they navigated their pregnancies. Reporters often approach a story with a general sense of the type of source they’d like to find, someone who provides a particular portal or lens to the topic at hand. The women I followed would also need to be willing, and ideally eager and excited, to participate in this project. I needed sources who were on board with opening their lives to a journalist in an intimate and time-consuming way; who would answer endless questions about sex, gassiness, miscarriage, weight gain, nipple chafing, spousal tension, vaginal secretions, and deep-seated anxieties; who were willing to let me nose around their medical records and homes and overhear conversations about hemorrhoids and stool softeners; who might be willing for me to be in the room when they were in various states of undress or even completely naked. And I needed people who thought intensely about their pregnancies and who were as invested in the mission of telling their stories as I was.

I needed the buy-in of midwives as well, so they’d be willing to let me observe them during appointments and introduce me to their clients. In my experience, midwives are passionate about what they do and want more people to know that midwifery is an option. But they also care about their clients’ privacy, and the media hasn’t always been fair to their profession, so I wasn’t sure how easy gaining access would be. When I called the Andaluz Waterbirth Center in Southwest Portland to gauge their interest in the project, my gut said I’d found the right place.

I initially spoke with the birth center’s founder, Jennifer Gallardo. I expected to have to make a strong case for why she should let me lurk around for a year, but that didn’t turn out to be necessary. After one meeting on her farm, sitting in hammocks as dogs and children ran around, she gave me the green light and left me to my own devices, subject to what individual midwives and clients were comfortable with. As a first step, she recommended I take a tour to see for myself how the birth center worked. That’s when I met the birth center’s office manager, Jillian, who let me in and showed me around the building. She shared that she had recently graduated from midwifery school, was pregnant with her first child, and was planning a home birth. Right away, I enlisted her as a source. She also connected me directly to about a dozen Andaluz clients, and I met dozens more while sitting in on prenatal and postpartum appointments.

One of those clients was T’Nika, who shared a due date with Jillian. I spent most of our first conversation giggling incessantly. It may not have been the most professional way to conduct an interview, but her mix of wry humor and candid goofiness, along with the creative and surprising ways her mind engaged with pregnancy, provided a captivating perspective—as did her commitment to working for racial justice in maternal healthcare as an aspiring labor and delivery nurse.

My third character, Alison, was something of an outlier. She had toured Andaluz but found another birth center that felt like a better fit because it was more closely aligned with a hospital. She didn’t think of herself as a “midwifery” or “birth center” person, but a series of experiences had led her to question the hospital-based birth system and seek out an alternative. Alison approached every decision, every pregnancy milestone, with a great amount of intention and deliberation. She evolved with each passing week of her pregnancy in a way that was compelling to follow.

I had my three main protagonists.

Over the next nine months, the bulk of my reporting unspooled over countless hours of interviews, both in-person and over the phone every week—and sometimes multiple times a week—starting from early in their pregnancies. I talked with each woman about what they were feeling and how they were feeling and why. I asked about their nausea, if they could feel the baby kick, and what they were stressed about. I asked about their childhoods and what they did at work, what they ate for dinner and what type of contraception they had previously used, where they bought maternity pants and how they thought motherhood would change them. I attended their prenatal appointments and read their medical records. I reviewed text messages, photos, videos, journal entries, and emails. I interviewed their partners, midwives, doulas, parents, family members, and friends. I befriended some of their pets, all in the service of documenting in close detail their pregnancy and childbirth journeys. I followed these women through moments of glee, worry, excitement, fear, apprehension, embarrassment, uncertainty, growth, stress, and metamorphosis. Each wrestled with the right time to have a baby and how having a baby would irreparably alter their lives. Each embarked on a journey that offered no guarantees, but that was filled with mystery, courage, promise, and hope.

Jillian, T’Nika, and Alison share certain things in common. They are all older than twenty-seven, making them above the average age for first-time mothers in the US. They are middle-class, cisgender, straight, college educated, and partnered. English is their first language. In many significant ways, their experiences differ from those of, say, teenage mothers, single mothers, immigrant women, and LGBTQ+ parents. They differ from people who have struggled with drug addiction or who are unhoused, and they were all having uncomplicated pregnancies. In these similarities, they reflect the typical profile of people who seek birth center care in the US. Those similarities also created a level foundation upon which to build out each of their narratives. Their three stories are not meant to be symbolic or representational. Instead, they aim to show that, even among women with similar backgrounds, there exists an entire, highly varied spectrum of pregnancy and birth experiences. Observing those experiences in real time provided nuance, detail, honesty, and insight that might otherwise have been lost.

I hope that this book breaks information about pregnancy and birth out of its silo. I hope it helps people, regardless of whether they can or want to have children, understand what this journey can look like. I hope it drives home the point that conversations about pregnancy and birth are inextricable from those about miscarriage and abortion, and that bodily autonomy should never be negotiable. I hope it lets people know that they are not alone, regardless of how their pregnancies unfold or the choices they make. I hope it empowers people with the knowledge that they have agency and choice in their birth experiences.

Finally, I hope this book contributes to broader efforts to evolve our maternal healthcare system into one with the well-being of mothers and infants at its core.






CONCEPTION


There is no greater agony than bearing an untold story inside you.

—Zora Neale Hurston, Dust Tracks on a Road








CHAPTER 1 Jillian


Just after 1:00 p.m. on a Thursday in August, Jillian looked at the clock and then around the lobby of the Andaluz Waterbirth Center. No clients were sitting in the muffled quiet of the waiting area, and there weren’t any appointments scheduled for another half hour. She cocked an ear toward the hallway behind her, hearing only the faint sound of people chatting in the kitchen. She pushed her chair back from the reception desk, grabbed her water bottle and sweater, and crept down the empty hallway, hoping no one would emerge before she made it to the staircase. The coast was clear as Jillian climbed the wide wooden stairs to the second floor and let herself into the Clara suite, one of the birth center’s lesser-used rooms.

The room was decorated in soft yellow and gray, with a bed nestled under a fabric headboard and a framed picture of a beach boardwalk on one wall. Over the wide tub in the bathroom hung a picture of a whale. Jillian sat on the bed and waited, listening for the shuffle of Marilyn’s footsteps on the carpet. She was nervous and excited, like a teenager sneaking a beer from her parents’ refrigerator. It was unlikely anyone would find them, but the clandestine nature of the meeting added to the thrill.

Jillian had already confirmed her pregnancy with a test and was exhibiting classic early symptoms—aching breasts, nausea, swings in body temperature, and fatigue—but part of her didn’t believe it was real yet. When Marilyn suggested they do a little ultrasound tryst, Jillian was relieved. She hoped that by hearing the baby for the first time, by making what was happening internally echo externally, the reality would sink in. She wanted someone to lay their hands on her stomach and say, “Everything looks good,” even though it was really too soon to say. At eight weeks, the fetus was only the size of a kidney bean.

After a few moments, Marilyn slipped into the room, a conspiratorial gleam in her eyes. Tall and willowy with a fondness for scarves, she had worked as a midwife at Andaluz for six years. After decades of running her own home birth practice, she had grown tired of being a business owner, weighed down by all the paperwork and administrative work that it entailed, and decided to spend her final years before retirement focused on catching babies.

“Well, isn’t this exciting?” she said in a hushed voice. She smiled warmly as she held up a Doppler, a small monitor that used sound waves to detect fetal cardiac activity.

Jillian scooted back on the bed, lay down, and lifted her shirt.

Marilyn smeared gel on the probe and stood to the side, delicately placing it on Jillian’s belly. It felt cool and slimy. Both women were quiet. Then, a whoosh whoosh sound filled the room—just white noise at first—before an ever-so-slightly more pronounced pulsing began to reverberate.

There it is, she thought.

“Oh my goodness, sweetie,” Marilyn said. “Listen to that.”

Jillian widened her eyes and grinned, her own heart thumping harder. She held as still and quiet as she could, listening to the sound coming from inside her. With each new vibration, Jillian imagined a tiny ember burning brighter now that it had been exposed to oxygen. She’d listened to fetal heart tones countless times before as a midwifery student, but these were specific pulses. These pulses were hers. Theirs.

Jillian met Marilyn’s eyes, glad they were sharing the moment together. They had grown close since Jillian had started apprenticing at the birth center as a midwifery student two years before. She found Marilyn’s tender confidence soothing and was glad not to be alone with the secret. Outside of her husband, Chad, and her best friend, Alysa (and now Marilyn), no one knew she was pregnant. A decade before, Jillian had experienced a miscarriage at the end of the first trimester, and this time around, she hoped to pass the twelve-week milestone before making any kind of announcement. However, it was especially difficult to keep a pregnancy under wraps in a workplace that teemed with pregnant women and babies. After forty years as a midwife, Marilyn was like a bloodhound. All it took was one morning when Jillian looked a little ill at the front desk and complained about temperature swings for Marilyn to sniff out her secret.

Pregnancy, at this moment, was not something Jillian had planned. She and Chad had intended to wait a little longer before having a baby because their lives were still getting settled. Jillian had graduated from midwifery school in 2019, but she hadn’t yet applied for her midwifery certification or license, and the couple had just moved into a new house. She was still wrapping her mind around the situation and wanted to share the news in her own time and on her own terms.

After listening to the Doppler for a few moments, Jillian wiped the goo off her belly and pulled down her shirt. She and Marilyn walked softly out of the Clara room and back down the stairs before going their separate ways. Marilyn had a full schedule of clients to see that afternoon, and Jillian returned to her position at the front desk, carrying the pulsing little kidney bean with her.






CHAPTER 2 T’Nika


Andaluz was located on a busy road in Southwest Portland. On clear days, the sharp peak of Mount Hood stood out in the distance, framed between a bright purple house and a green one perched on the hillside. The square brick birth center had white columns and frosted windows. It used to be a firehouse and then an insurance company office, and it retained the unglamorous yet dignified look of utilitarian buildings. For over ten years, women had struggled up the brick steps in labor and descended back down them, reassembled into motherhood. But the only hints of what went on within the sturdy walls were a sign out front, three white lockboxes for medical samples, and a certificate in the window that read, “Accredited Birth Center.”

T’Nika and her husband, Daniel, parked on the street to avoid the narrow lot that ran in an L-shape along the side and the back of the building. Above the parking lot hung stretched cables for the Portland Aerial Tram, connecting the riverfront to the main campus of Oregon Health and Science University up the hill, where T’Nika had once considered applying for a nursing program. She had driven by the building many times but never noticed the sign hanging from the iron lamppost out front that read, “Andaluz Waterbirth Center,” with a photo of a sleeping baby. When she and Daniel pulled up in their car, her first thought was that it seemed like something out of Harry Potter, appearing only now that she knew to look for it.

Now, she stood on the porch and knocked.

The door clicked open, and the couple stepped inside, hit by a gentle gust of air-conditioning. Their eyes immediately went to the mural of a tree on the opposite wall. A brown trunk and branches were painted on a bright blue background, covered with green and yellow paper cutouts of leaves, each with a name and a date written on it—all the babies who had been born at Andaluz, all the way back to 2017. Every few years, the midwives took the leaves down and started filling the tree’s branches again.

They walked across the lobby to the reception desk, where a woman who introduced herself as Jillian greeted them. As she checked in T’Nika, she leaned forward and whispered with a smile that she was eight weeks pregnant, too, and their due dates were probably around the same time. That’s cool, T’Nika thought. It made the birth center seem extra nurturing, like a clubhouse for pregnant people. Jillian said a midwife named Marilyn would be through in a few minutes, but in the meantime she and Daniel could wait on the couches in the lobby.

T’Nika and Daniel surveyed the waiting area. It reminded T’Nika of the birth center where she and her siblings had been born. The walls were painted a soft yellow and lined with photographs and paintings of mothers holding babies and newborns emerging from wombs. Plants were arrayed around the room and the dark wood floors were covered by a plush area rug. Past Jillian’s desk and the mural stood a bookcase filled with books about pregnancy and childbirth. (A voracious reader, T’Nika fought the urge to examine the titles for ones she hadn’t read; if she gave birth here, she would have plenty of time over the next thirty-two weeks to take a closer look.) Next to the bookcase was a large white fireplace with a painting of a couple sitting together in a birth tub, a ceramic bust of a female torso on the mantel. Light streamed through the windows that faced the main road and shined onto a coffee table stacked with glossy Anne Geddes photography books. Surrounded by art and plants and books, T’Nika felt at home. Even the air smelled good, like a spa instead of the sterile, antiseptic smell she was used to from her shifts at a long-term-care nursing facility.

Moments later, a woman with her graying hair pulled back in a clip and crafty dangling earrings entered, a client by her side. She guided her to the front desk to make a follow-up appointment with Jillian and then strode with purpose over to T’Nika and Daniel to shake their hands. She looked T’Nika square in the eyes, her voice blending genuine and gentle with seasoned assertiveness as she introduced herself as Marilyn. Immediately, T’Nika felt like she was in good hands. Before even venturing past the lobby for a tour, she was pretty sure this was where she wanted to have her baby.



The Andaluz building had four birthing suites, Marilyn explained as she guided them out of the waiting area, each color-coordinated and named: Tierra, Brisa, and Solana—all on the ground floor—and Clara upstairs. (The Florencia suite, also upstairs, was set up for prenatals but not births.) Tierra was the first room, closest to reception and decorated in a plant motif. The walls were sage green with a queen-size bed covered in a sage comforter and throw pillows, an upholstered armchair, and a capacious tub in the corner covered in green mosaic tiles. Brisa, Marilyn said, pointing it out as they walked by, was the smallest.

In the hallway, a tray of essential oils sat on a white dresser next to a diffuser and a hand lotion pump. Above it was a framed bulletin board filled with baby announcements and photos. Across the hall was the storage closet, filled floor to ceiling with labeled plastic bins containing medical supplies like instruments, suturing equipment, gloves, lidocaine, pulse oximeters, heel lancets, wipes, and oxygen tanks. Each room, T’Nika and Daniel learned, had its own rolling cart with supplies and dressers for storing items like diapers.

Adjacent to the supply closest was the Solana suite, the biggest and most popular because of its size and corner windows, which looked out onto the back parking lot. The room was decorated in desert earth tones, and like the others, it had a spacious, tiled tub in the corner and a large bathroom with a handicap-accessible toilet and shower. When someone was in labor, Marilyn explained, the midwives hung up a pink laminated sign that read, “Birth in Progress—Do Not Disturb,” on the door of whatever suite they were in. The doors were thick, but groans, moans, yells, and yowls could occasionally be heard in the kitchen across the hall. Clients and their families were welcome to spend time in the kitchen, which was painted a henna hue. A ragged and overwhelmed-looking father-to-be might wander into the kitchen on occasion, looking lost, but it was primarily where the midwives and students hung out, chatting around the table, making coffee between appointments, and snacking on the trail mix and dried fruit stored in large glass canisters. From the hallway, T’Nika could see a kitchen counter with a blender (midwives used it to make smoothies, their go-to sustenance for people in labor) and an area where midwives brewed tea and herbal baths meant to promote the healing of delicate areas.

After each birth, Marilyn continued, Andaluz ordered food delivery from the restaurant of the new parents’ choosing and would transfer the hot meals to plates and place them on TV trays to bring into the suites, filling the kitchen with the aromas of curried lentils, bowls of chili, and grilled chicken salads. The back door to the birth center was next to the kitchen, perpetually opening and closing as the midwives arrived at work, students returned from errands, and clients’ family members bustled in for visits.

In the middle of the hallway, T’Nika could see a wide staircase that led upstairs and down. The basement wasn’t included on the tour, but it was where the birth center stored supply reserves, along with an autoclave, backup oxygen and nitrous tanks, laundry machines, and a narrow bed where midwives could crash after staying awake all night at a birth. There was also a fridge with a sign on the freezer that read, “Not For Food.” That was where placentas were stored, the sign thanks in part to an urban legend about a midwife’s son (or husband or wife or friend or neighbor or nephew) who had defrosted a placenta thinking it was a frozen pizza.

On the second floor, they were brought into Clara. The birthing suite was on the smaller side, but it offered the added privacy of being upstairs and connected to a large common room. The common room, carpeted and lined with brown couches, was where Andaluz held its monthly midwife meetings and childbirth classes. It was also a space where big families could hang out while someone labored. T’Nika could see her and Daniel’s families gathering up there while they waited for her baby to be born.

After the tour, Marilyn, T’Nika, and Daniel settled back downstairs into the Tierra suite, Marilyn’s favorite room, so she could explain how the birth center worked. Andaluz had five or six midwives on staff who worked on schedules of three months on and one month off, she began. In addition to the birth center in Portland, there was a small birthing cottage in Dundee, about a one-hour drive south. Depending on where T’Nika planned to give birth and her due date, she would see at least three different midwives throughout her prenatal care. It was important to Andaluz that each client was attended in birth by a person they knew, but birth was unpredictable, which meant midwife schedules were too. To account for that, T’Nika would get to know a few midwives and rank her first, second, and third choice. When in labor, she’d call her first choice, and if that midwife was unavailable (usually due to being at another birth), she’d move down the list. No matter what, the midwife would have two apprentices assisting her at the birth. She’d rank her preferences for birthing suites as well.

That system made sense to T’Nika. She appreciated the opportunity to get to know multiple midwives and that the rotating schedule gave them a break; she knew from her own experience how burned-out healthcare providers could get. T’Nika also got a good vibe from Marilyn. She seemed like the sort of wise, hippie grandma she wanted to guide her through this experience.

After finishing her spiel, Marilyn asked if T’Nika had any questions. T’Nika took a deep breath. She did. Before committing to Andaluz, she needed to know how much it would cost. She really wanted to give birth there, but she was nervous that it would be out of her price range.

Midwifery services, at home or at a birth center, generally cost between $3,000 to $9,000, including prenatal and postpartum care and labor and delivery services. That’s a fraction of the cost of a hospital birth, though it often ends up costing more money for clients due to inadequate insurance coverage. While all insurance carriers, both public and private, cover hospital births, few cover community births.I As a result of gaps in insurance coverage, two-thirds of planned home births and one-third of birth center births are self-paid, compared to only 3.4 percent of hospital births. Oregon was more friendly to midwives than most states—T’Nika had heard that multiple private insurance carriers in the state covered birth centers, and the public insurance program, Oregon Health Plan (OHP), extended coverage to qualifying out-of-hospital births as well—but she wasn’t sure if her insurer covered Andaluz. She figured a boutique environment like Andaluz would cost a premium.

She and Daniel were prepared for the fact that having a baby in America was expensive, regardless of the environment. They earned comfortable incomes and had private health insurance, but they didn’t want to put themselves in a financial situation that would sap their savings. They hoped to buy a house someday. Marilyn said that she understood their concern, and if their insurance covered Andaluz (which, it turned out, it did), the out-of-pocket cost for prenatal, labor and delivery, and postpartum care would likely be around $3,000. Three thousand dollars was a hefty amount of money, but T’Nika knew it wasn’t necessarily more than she’d pay if she went to a hospital. People with employer-sponsored health insurance paid an average of $4,500 out-of-pocket for labor and delivery, and between her own history with medical bills and her nursing education, she knew how costs could sneak up and accumulate in hospitals. She had recently read an article about a woman who went into a hospital to give birth and received in her bill a fee for “skin-to-skin contact”—charged to hold her own baby.

T’Nika and Daniel discussed it and decided they were willing to pay for Andaluz. If they had to pay thousands of dollars one way or the other, they might as well pay for an environment they liked. On their way out, they scheduled T’Nika’s next appointment for four weeks later. Her due date, like Jillian’s, was March 20.


	
I. Private insurance companies cover 49.6 percent of births in the US, and Medicaid finances 42.3 percent, making it the dominant payer of births.








CHAPTER 3 Jillian


Jillian had not always known she wanted to be a midwife. Growing up, she hadn’t even known what a midwife was. Born outside of Houston, Texas, she moved to the St. Louis area when she was a child with her family. As a teenager, she started working as soon as she was old enough to do so, hostessing at Outback Steakhouse and babysitting for families in her neighborhood. When she graduated from high school, Jillian wasn’t sure what she wanted to do with her life but was drawn to the idea of working with moms and babies. She signed up for nursing prerequisite classes at Maryville, a community college near her home, and worked part-time as a hospital technician in an emergency room.

Right away, she realized that nursing, or at least ER nursing, was not for her. It wasn’t the medical stuff—she was fine with the sight of blood and sticking people with needles—so much as the hierarchy and atmosphere. She saw doctors and nurses talking over patients, ignoring them, and charging ahead with medical tasks or procedures without explanation or consent—what she thought of as the “power-over” dynamic. She wanted an environment that felt more nurturing and collaborative and began casting around for another path to take.

Around the same time, she met a boy named Chris and followed him to Florida. She transferred her job at Outback Steakhouse to a location near Leesburg, a town in the middle of the state, and the couple adopted a sweet gray pit bull named Diesel. When they broke up a little over a year later, Jillian was not interested in returning to Missouri, so she and Diesel moved in with an aunt in St. Augustine. Even though the ER technician job hadn’t clicked, she signed up for more nursing prerequisite classes, thinking she might enjoy working on a labor and delivery ward or in an OB/GYN office someday.

With its history, charm, and old Spanish fort, St. Augustine teemed with tourists, which paid off handsomely in waitressing tips. The city was also filled with young people who loved the beach and loved to party. Jillian, twenty-one years old and newly single, decided to take a break from school. She wanted to have fun and not think about human anatomy or chemistry. She waitressed at a family-owned southern food restaurant and moved into an apartment with roommates who hit the bars every night.

It was great, until one day at work, about a year later, when she found herself reeling from a swell of nausea. She puked in the bathroom, which prompted one of her coworkers to joke that she might be pregnant. Jillian laughed it off; she had been hooking up with a musician friend on and off, but it was casual, and she had a NuvaRing, so the prospect that she was pregnant, though not impossible, seemed unlikely. Despite her doubts, she drove to a drugstore after her shift to buy a pregnancy test and took it at her apartment.

When the result came back positive, Jillian stared at the test stick, stunned. She didn’t know how to feel or what to do. There were so many things she wanted before having a baby. She was young, un-partnered, and had yet to finish school. She was living paycheck to paycheck. She was still forming who she was, who she would be, as an adult. When she thought about having to tell her parents she was pregnant, her stomach twisted. And then twisted again when she thought about telling the father. Jillian had no idea how he would react. There was a solid chance she would have to navigate this journey without him.

For a brief, fleeting moment, she considered whether she would end the pregnancy. She supported access to abortion and didn’t believe anyone had a right to make that decision but the pregnant person themselves. But for her, in that moment, she wasn’t sure that was the choice she wanted to make. She decided to continue the pregnancy, whether or not she was ready, and turned her attention to the relentless, dizzying barrage of practical considerations and logistics. Where would she live? How would she do this without nearby family support? Should she leave Florida? Should she stay? If she stayed, she’d have to move into a place better suited for a baby. How was she going to work? She was on a hiatus from college—would she ever be able to go back to school? How would she afford it? Would she and the father try to coparent or be together as a couple? What would that look like?

It was overwhelming and not a little terrifying, but in quiet moments, when she stopped panicking about the practicals, she could envision herself as a happy and dedicated mom. Jillian had always known she wanted to be a parent someday. If, at twenty-two years old, it was earlier than she anticipated, maybe that was okay. She was a determined and gritty person and trusted herself to make the best of the situation. When she told the father, he wasn’t exactly thrilled, but he said he wanted to be involved and make it work.



Because Jillian didn’t have health insurance, she went to a clinic run by the local health department to confirm her pregnancy with a blood test and an ultrasound. She was about nine weeks along. That was further than she’d thought, but it also made sense—her menstrual cycle hadn’t been regular since she went on contraceptives, and a couple of months without a period hadn’t caught her notice. The only symptom she had experienced was the one time she threw up at work.

The clinic recommended she seek prenatal care right away, and Jillian began looking into public healthcare options. Around the same time, she was offered an office job with better pay, stable hours, and health insurance coverage. To Jillian, it felt like a sign that everything would work out. She still hadn’t broken the news to her parents, but she was glad that when she did, she could at least share a coherent plan to show she was prepared for the responsibility. Just as she was mustering the courage to call her mom, miscarriage symptoms began.

It started with cramping. Then, when she went to the bathroom, she saw spotting in her underwear—not a lot, but enough to give her pause. Throughout the rest of the day, the cramping and spotting continued, getting heavier. She drove to an urgent care center after her shift, but it was closed, so she kept driving to the ER.

The waiting room was not crowded when she arrived. Jillian checked in and told the intake staff what was going on—that she was pregnant, in her first trimester, and she’d been cramping and bleeding all day. They told her to take a seat. Assuming she wouldn’t have to wait long, she called her friend Hallie to wait with her. They sat in uncomfortable chairs under fluorescent lights, watching people with broken bones and mysterious rashes come and go for hours, as Jillian continued to bleed. Periodically, she walked up to the reception desk, but they kept telling her she had to keep waiting. After seven hours stuck in the purgatory of the emergency room lobby, with little to no communication, Hallie stormed up to the desk.

“EXCUSE ME. SHE IS BLEEDING ALL OVER HER CLOTHES. SHE NEEDS A PAIR OF SCRUBS. GET US BACK THERE!” she yelled.

Fifteen minutes later, a nurse gave Jillian a pair of scrub pants and brought her back to an exam room. When the door opened again, a male doctor walked in. Jillian balked at first. She had always had—and preferred—female physicians, but after seven hours of waiting, there didn’t seem to be much of a choice.

“Can I do a pelvic exam?” the doctor asked.

“Is that necessary?” Jillian said.

“It is,” he said. “I have to see if your cervix is dilating at all.”

Jillian agreed and laid back on the exam table. The doctor said her cervix was closed and there were large blood clots in her vagina, which he removed. It was a “threatened miscarriage,” he explained, meaning that she was still pregnant but possibly faced a higher risk of miscarriage. He advised her to rest, stay home from work, and avoid physical activity. The next week, she should return to the hospital to see an OB/GYN and get an ultrasound.

Jillian trudged back through the hospital doors, feeling confused, relieved, annoyed, freaked out, and exhausted. Following the doctor’s instructions, she called work and asked for time off. She felt okay for the next few days, but bleeding and cramping started again over the weekend. She went back to the ER, and this time she waited only twenty minutes before a doctor—a woman this time—sent her for a transvaginal ultrasound. The ultrasound technician stuck the large probe into her vagina and maintained a tense and awkward silence.

“What’s going on?” Jillian asked nervously. “What are we seeing? What are we not seeing?”

The technician responded that he could not interpret the images because he was not a doctor. When he finished the scan, Jillian was sent back downstairs to an exam room to wait. A nurse drew blood and gave her an IV, and two hours later, the doctor came in.

“The pregnancy is no longer viable,” she said matter-of-factly, her face impassive. “I recommend that you follow up with an OB/GYN, but you don’t need a D&C. The miscarriage has completed on its own.”I

The news was a whiplash. Not only was the pregnancy not viable, but it had already passed? Jillian said nothing, staring at the woman in front of her.

“Make sure to do that follow-up appointment and have a good day,” the doctor said as she walked out of the room.

Moments passed, but Jillian stayed still. She was taken aback. That’s it? That’s how they deliver this news? She was young and alone. The doctor had just dropped this bomb and left. After all she’d been through over the past few weeks, the existential project of reimagining her entire life was suddenly no longer necessary. What was she supposed to do now? Return to her normal, prepregnancy life like nothing had happened? As she began to gather her things, she called the father, who spouted a few awkward platitudes and said he had to get back to work. (She later heard that he celebrated that weekend like a man freed from prison, buying rounds of drinks at the bar and taking a series of women home with him.)

All she could do next was go home. She took a shower, crawled into bed, and slept for a long time.



For months, Jillian distracted herself to avoid processing what had happened. She felt moments of grief but reminded herself that she was young and resilient, and some part of her felt a sense of reprieve. Fuck it, she thought. I’m just going to party.

She drank, she dated, and she didn’t take care of herself, emotionally or physically. She contracted pyelonephritis, an infection that occurs after a urinary tract infection, which, when left untreated, can spread to the kidneys. The pain was intense, like getting stabbed in the back with a sharp knife. She visited the public health clinic (the same place she had gone for the pregnancy test), had the problem treated with antibiotics and fluids, and continued her partying streak.

Three months later, she met an older man, a divorced father of two. When he got into a bad motorcycle accident, she threw herself into being his caregiver, supporting them financially and taking care of his health needs. Yet again, her life was veering in a direction she hadn’t anticipated. As she sunk deeper into what she thought of as her Florence Nightingale role, she worried that if she didn’t carve out a path of her own, she would continue to be batted about by the whims of fate. She moved back to Missouri at the end of 2011, right around Christmas. She planned to live with her mother, stepdad, and younger siblings at first, and took a job at the front desk of the medical office where her mother worked as a healthcare biller. Far away from all that had happened in Florida, Jillian had space to decompress, to process, and to mull over what she wanted to do next. To find a sense of purpose.

Six months later, she got the news that one of her best friends from Florida, Bethany, was pregnant. The two spoke regularly, and during their long phone calls, Jillian learned that Bethany wasn’t thrilled with her OB, who was prone to brushing off her concerns and treating her questions with impatience during their short, fifteen-minute appointments. She had stuck with him thus far because he was her doctor and she wasn’t sure where else to go. That changed, however, during her third trimester, when the doctor announced he would start performing weekly vaginal checks. When Bethany said she was uncomfortable with that approach, the doctor said that in that case, he couldn’t continue as her provider. Indignant and unwilling to concede, Bethany booked a consultation with a midwifery practice in town. She loved everything about it, she told Jillian on one of their calls—how much time the midwives spent with her, how they wanted to get to know her, and how they encouraged her to ask questions and make her own decisions.

“I think you would be really good at that,” Bethany said.

“I’ve never even heard of midwifery,” Jillian replied. “How could I be good at it?”

Bethany told Jillian to watch The Business of Being Born, a 2008 documentary produced by talk show host Ricki Lake that covered the history of obstetrics, modern-day midwifery practice, and hospital versus home birth, with a heavy slant toward the latter. After work one night at her apartment (the new job paid enough that she was able to leave her parents’ place), Jillian curled up on the couch under a blanket and played the documentary. By the credits, she had bawled her eyes out. The film addressed some of the darker aspects of the US maternal healthcare system, like the overuse of cesarean surgeries and rising maternal mortality rates, and shared the stories of women who were unsatisfied, or even traumatized, by their hospital birth experiences. Midwives, it explained, provide an alternative type of care. Ina May Gaskin, a legendary midwife in the US, was featured in the documentary, as were visceral scenes of home birth that involved plenty of mess and full-frontal nudity.

Suddenly, it hit Jillian like a ton of bricks. Something about hospital birth had always felt off to her, and the documentary had finally brought into focus the reason why: birth was not an injury or a disease or a medical crisis. To Jillian, it was a rite of passage, but the system, as it stood, seemed to treat women like they were broken and needed to be fixed. What if they didn’t have to be treated that way? What if Jillian could become a midwife? How did a person even become a midwife? And why hadn’t she known about them before?

This is what I want to do, she thought.



The origins of the modern midwifery system in the US can be traced back to the 1600s, when ships sailing from West Africa and from Europe arrived in the “New World.” The former carried enslaved African women who had midwifery experience from the lives they were taken from or who became midwives by necessity, and who continued to practice midwifery throughout their lives in bondage and beyond. The latter sailed with white colonists, one of whom was a doctor’s wife named Bridget Lee Fuller. During the crossing of the Mayflower in 1620, she assisted with three births and continued to practice midwifery in Plymouth for the next fifty years, as more women populated the colonies.

During this era, and for white women in particular, childbirth was a social event. Women gave birth at home, attended by a midwife—usually an esteemed and trusted older woman who had already given birth to her own children—and surrounded by female family members, friends, and neighbors. It was an occasion for women to come together and care for one another, providing support, solidarity, comfort, and practical aid.

Still, birth was extremely dangerous. Anatomical knowledge was limited, there were no antibiotics or basic standards of hygiene, and the overall health of the population was poor. Women went into pregnancy acutely aware that they or their child might not survive. The conditions and perils of childbirth were even more dire for enslaved women, who had a limited ability to control the circumstances under which they got pregnant and gave birth, and for whom their children would be born into slavery. It’s estimated that 50 percent of their infants were stillborn or died within the first year of life. “The essence of Black women’s experience during slavery was the brutal denial of autonomy over reproduction,” wrote the scholar Dorothy Roberts in her seminal book Killing the Black Body. “Female slaves were commercially valuable to their masters not only for their labor, but also for their ability to produce more slaves.”

Midwives did what they could under the circumstances, guiding their charges through the ordeal with skilled and steady hands. Healing traditions and practices could also serve as forms of solidarity and resistance. Attending births was one of the only ways that enslaved women were allowed to travel, and as midwives circulated between plantations and communities, some transmitted messages between separated families and loved ones. They helped to spread culture and knowledge, known as “motherwit,” and shared methods for contraception, spacing out pregnancies, and abortion, such as the use of cotton root to induce menstruation.

After the Civil War and Emancipation, through Reconstruction and Jim Crow, many African American midwives continued to practice, delivering babies across the South for the next one hundred years. Aside from the fact that doctors were expensive and scarce, use of midwifery remained strong in southern Black communities due to a profound suspicion of white healthcare providers, who had a long history of racism, coercion, and abuse. During the twentieth century, more than sixty thousand people—overwhelmingly people of color—were forcibly sterilized. The practice was so common that civil rights activist Fannie Lou Hamer coined the term “Mississippi appendectomy” after she went into a hospital for a tumor removal and was sterilized without her consent.

Outside of the South, there were white elder midwives practicing in Appalachia and the Ozarks, as well as Cajun midwives in Louisiana, Tejano midwives (known as parteras) in Texas, and Indigenous and Native American midwives in pockets across the country. They represented the practice of “lay” or “traditional” midwifery—women without formal education who learned and trained through observation, apprenticeship, and practice. They were sometimes referred to as “baby catchers,” since much of midwifery involved patiently waiting until the baby made its appearance and then catching it out of the birth canal.

During the nineteenth and early twentieth centuries, immigrant women became a significant part of the American midwife population. Most trained and practiced in their countries of origin and continued to serve women from similar ethnic and class backgrounds in their new homes. Irish midwives, for instance, abounded in Boston, Jewish midwives from Eastern Europe set up shop in New York, and German midwives had thriving practices in Midwestern cities like Milwaukee. In 1908, 86 percent of laboring Italian-immigrant women in Chicago used midwives. In the Pacific Northwest, California, and Hawaii, hundreds of trained Japanese midwives called sanba assisted local Japanese residents. Midwifery schools opened in St. Louis, New York, and Chicago, offering courses in multiple languages, but they were relatively short-lived, and a robust educational system dedicated to midwifery—like those in the UK, Denmark, Germany, and Japan—never developed in the US.

Around 1900, white women were turning away from midwifery and toward physicians, who still attended them at home. Doctors, however, were largely unwilling to take on patients who were not white (or considered white at the time), who lived in remote areas, and who could not afford their higher fees. As a result, the practice further divided along ethnic and racial lines, and the midwives who remained were primarily immigrant women and Black women who served members of their own communities.

The more midwifery came to be associated with immigrant women, poor women, and Black women, the easier it became for the powers that be to demonize and criminalize it. In 1905, a Finnish midwife named Hanna Porn who practiced in Gardner, Massachusetts, was charged with the crime of practicing medicine without a license. Porn had attended the Chicago Midwife Institute and was well-known within her neighborhood. She served a clientele that was 99 percent working-class immigrant women—69 percent Finnish, 12 percent Russian, 11 percent Swedish—married to husbands who worked as chair makers and laborers in furniture factories. Her neonatal mortality rates were less than half the rates of local physicians, who charged three times as much for their services. But in Massachusetts at the time, there was no designated midwifery license, and so Porn was treated like a rogue, unlicensed obstetrician. She was put on trial, fined, and sent to jail, again and again, until her death. The Massachusetts Supreme Court used her case to make midwifery illegal in the state. In 1913, 40 percent of births in the area were attended by midwives, but as authorities began making arrests, the numbers declined precipitously. Other states, primarily in the North and Midwest, followed suit.

For decades, doctors had publicly played on prejudice, wielding xenophobia, racism, and sexism in a bid to eradicate midwifery altogether and claim dominion over childbirth. However, their unwillingness to serve poor Black women in rural areas meant midwives remained a tolerated necessity in some parts of the country. In 1921, the US passed the Sheppard-Towner Maternity and Infancy Act, which was meant to benefit poor women and children with prenatal and child health clinics and improve funding for nutrition and hygiene education, as well as regulate midwifery training in rural areas. At this point, most northern women were giving birth in hospitals. Of the sixty thousand midwives who still practiced in the US, most lived in the South. The practice of lay midwifery rested almost entirely in the hands of African American “grand” midwives like Onnie Lee Logan and Margaret Charles Smith, who delivered thousands of babies over the course of their careers.

Midwives like Logan and Smith were highly skilled, trusted, and respected figures who served any mother, regardless of where she lived or if she was able to pay. Logan was born around 1910 near Sweet Water, Alabama, the fourteenth of sixteen children. Logan’s mother and grandmother were midwives, and she went to births with her mother from a young age. At twenty-one, she began practicing on her own, but because she mostly attended poor families who could not pay much for her services, she earned income through domestic work for white families, as many grand midwives did. Then, in 1949, Logan received a midwifery license from the Alabama Board of Health and served as the primary maternal healthcare provider for Prichard and Crichton, predominately Black areas around Mobile. She lost only one baby in forty years of practice.

Smith got her start in midwifery when she was just five years old, after catching a neighbor’s baby before the midwife arrived in her town of Eutaw, Alabama, about 165 miles north of Mobile. Smith also received a midwifery permit in 1949 and went on to practice for thirty-five years, attending nearly three thousand births. She became known as the midwife “who never lost a mother and rarely lost a baby.”

The outstanding records of both of these grand midwives were even more impressive given the conditions under which they worked. They were sometimes called to deliver babies in isolated homes without running water or electricity and had to be resourceful and adaptable. (One clever technique to gauge whether a cloth had been adequately sterilized was to put a potato in the oven along with it—when the potato was cooked through, the cloth was safe to use.) And they had limited options for what to do if there were serious complications. Because local hospitals would not accept Black patients, Smith had to transport women to the Tuskegee hospital—170 miles away—in the event of an emergency.

There were strict state guidelines they had to follow as well, which limited the scope of their practice. They could not use instruments or administer drugs. They were subject to strict uniform and bag inspections and discouraged from maintaining traditional or folk practices, such as using herbal teas to augment labor. The rules helped legitimize the profession, and many midwives embraced them because protocols around hygiene and asepsis helped to reduce infection rates and save lives, but the intense supervision and hierarchy was also patronizing, and contributed to the idea that midwifery was inferior to obstetrics.

By 1938, there were thirty-five thousand midwives left in thirty-four states; they attended 9 percent of all births: 3 percent white, 9 percent “other” races, 50 percent Black. Midwives continued to practice in the South in mid-century America, but their numbers—and those of their clientele—steadily dwindled. By the 1960s, it was almost unheard of for women to deliver with a lay midwife at home outside of isolated rural areas and specific religious communities, like the Mennonite and Amish. Fewer than 1 percent of births each year happened outside the hospital, which had become the norm for women across geographies, races and ethnicities, income levels, and social classes.

Then the hippie, feminist, civil rights, and anti-war movements of the late 1960s and ’70s arrived. The counterculture sowed a widespread distrust of authority and a willingness to challenge the establishment, leading to a surge in consumer activism and an interest in the ideal of more natural, authentic living through getting back to the land, which led to a renewed interest in midwifery.

Around 1970, a group of hippies formed a community around a spiritual leader named Stephen Gaskin. Three hundred of his followers left San Francisco in a caravan of fifty remodeled school buses and vans to follow him on a lecture tour around the country. Several of the women in the caravan, including Stephen’s wife, Ina May, were pregnant when they set off. When the caravan arrived at Northwestern University, Stephen was preparing to give a lecture when a soon-to-be father asked for his assistance for his laboring wife, since Stephen had first-aid skills from his military experience. Stephen had the lecture to get to, so Ina May stepped in to help. The birth went quickly and smoothly. In her book, Spiritual Midwifery, Ina May recalled staying in a “state of amazement” for several days and feeling called to become a midwife.

Eleven babies were born as the caravan continued on the road. When the settlers arrived in Summertown, Tennessee, in 1971, they set to work creating a commune on over one thousand acres of land, known as the Farm. Fifty babies were born the first year. The Farm midwives did not have any kind of official certification or licensing, but the local hospitals and health departments, accustomed to the home birth traditions of the nearby Amish community, were willing to help when needed. By 1974, when the commune was at its peak, with close to 1,200 members, 25 to 30 babies were born there a month—a higher volume than at the county hospital. The midwives provided minimal medical intervention and their outcomes were good. (The first hospital transfer was birth 56, because the baby was coming bottom first. The first cesarean birth was baby 188.)

In 1976, Ina May published the first edition of Spiritual Midwifery, which went on to become a canonical text for lay midwives and the women who sought their services. The book offered a vision of childbirth that was profoundly different from the hospital norm, which relied extensively on instruments, tools, and technology. Unmedicated birth, Gaskin argued, was and should be a spiritual experience, akin to a psychedelic trip or an energetic journey along an astral plane (and, for the lucky, orgasmic). Laboring women “smooched” with their husbands to make labor go faster and “swapped bodies” with each other so a friend could telepathically take over for a few contractions. Instead of viewing birth as painful, Ina May and the Farm midwives urged women to let go of the “pleasure-pain sensation continuum” and experience “surges” and “rushes” instead of contractions. Giving birth was the ultimate high, and doing it without anesthesia, outside of the hospital, was portrayed as transgressive and groovy.

Before long, pregnant women of all backgrounds and beliefs started showing up at the Farm to give birth. In other parts of the country, hippie midwives operated underground or in legal gray areas. This was partly because they claimed to offer freedom from the “paid paranoia” of mainstream maternal healthcare, but also because many states no longer had systems in place for legal, out-of-hospital midwifery. In 1974, the midwife Raven Lang had her birth center in Santa Cruz raided by police in an undercover sting operation, in which plainclothes police arrested two midwives for practicing medicine without a license. Their court case ultimately led to California passing a law that allowed midwives to practice, as long as they were certified by the state.

When lay midwifery reemerged onto the national stage in the 1970s, it reemerged as a primarily white, middle-class phenomenon. There were midwives, activists, and advocates, like the midwife Shafia Monroe, who promoted Black midwifery and home birth as part of a larger effort to promote health activism and self-reliance within African American communities, but for the most part, preferences were moving in the opposite direction. The passage of the Civil Rights Act and Medicare and Medicaid in the mid-’60s made hospitals more accessible, which, according to the anthropology professor Dr. Gertrude Fraser, “signaled a symbolic if not fully realized inclusion in the field of vision of a health-care bureaucracy that had until then largely ignored the health needs of African Americans.” The opportunity to give birth in a hospital was seen as a sign of progress. Midwives were no longer needed to fill in gaps in care, which created an opportunity for states to pass laws outlawing the practice for good. In 1976, Alabama—where Logan and Smith served their communities for decades—stopped issuing licenses to new midwives, stopped renewing the licenses of current midwives, and revoked licenses outright. Over 150 senior midwives—all Black women—were forced to retire. “Nothing in my life has ever made me feel so little,” Logan said about the retirement letter she received.

Facing steep opposition from regulatory health boards and medical institutions, a cadre of lay midwives (mostly white) began to organize, forming the Midwives Alliance of North America (MANA) in 1982. Five years later, MANA created the North American Registry of Midwives (NARM), which established standards for education and training and administered certification for a new midwifery credential—certified professional midwife, or CPM—which was first offered in 1994. Since then, NARM has issued approximately 4,000 CPM certifications. As of 2020, 2,572 CPMs have active certifications from NARM—a tiny number relative to the population.



As Jillian read everything she could about midwifery, a whole new world opened up, one she hadn’t been aware of, but one that existed alongside the birth system as she knew it. Seeing the profession as part of a long and rich tradition, one that was valuable and yet minimized—oppressed, even—solidified her interest in the field.

Before long, the question in Jillian’s mind had evolved from “Do I want to be a midwife?” to “What kind of midwife do I want to be?” There were two main options that she considered: a certified nurse-midwife (CNM) or a certified professional midwife (CPM). CNMs were nurses who earned a midwifery credential and primarily practiced in hospitals. CPMs were direct-entry midwives, also known as lay or traditional midwives, and they were the primary attendants for births that took place outside of hospitals, in homes and birth centers.

CPMs, Jillian learned, were not required to be nurses. Instead, they developed their skills by attending dedicated midwifery schools and/or apprenticing with senior midwives. Then, they took a lengthy exam and earned credentials from NARM, and, depending on where they lived, applied for a state license as well. Thirty-seven states had some kind of legal recognition for CPMs, while thirteen states, as well as Puerto Rico, Guam, and the US Virgin Islands, still had laws on the books that criminalized the practice of direct-entry midwifery. In those states, some families chose to travel across state lines to access midwifery care, going to great lengths to avoid the hospital. (While there are direct-entry midwives who practice without the CPM credential, it is the primary, official form of national certification for the category.)

Direct-entry seemed like the more obvious route for Jillian, but she was drawn to nurse-midwifery because it offered a broader scope of practice and more flexibility. Direct-entry midwives were less understood and less accepted by mainstream medicine, not to mention mainstream society, and she didn’t want to go to all the effort of becoming a midwife only to find it prohibitively difficult to practice. She didn’t know anyone who was a midwife, but she knew plenty of nurses; they were well-respected and a known entity. She was nervous about committing to a profession where people could reasonably say, “Wait, those still exist?”

For the next two years, Jillian worked at the medical office in Missouri and took community college classes as she considered her next steps. She went back and forth, again and again, before finally arriving at a decision: direct-entry. That way, she could root her training in holistic care and be independent from hospitals, enacting the “heart- and hand-centered way” those midwives approached their work. Pursuing the CPM credential felt like more of a gamble, but it was a risk she was willing to take.

She focused her research and found there were fewer than a dozen accredited direct-entry midwifery schools in the country, and none in Missouri. There was one in Florida, but Jillian didn’t want to go back there; another was in Maine, but she worried about the cold. A school in Texas served the border communities of El Paso and Juárez, but Jillian didn’t speak Spanish. There were a few distance-learning programs, but she wanted a more hands-on, in-person environment.

Finally, she settled on the Birthingway College of Midwifery in Portland, Oregon, as her top choice.II In the prospective-student materials, the school recommended that people complete a doula workshop before applying. Jillian didn’t know what a doula was but looked up the word and learned that they provided emotional and physical support to people in labor, helping them to get more comfortable, navigate the environment they were in, and express their wishes and needs. She found a two-day workshop in the St. Louis area that was held in the home of a doula trainer named Kim. There were ten participants representing a blend of ages and backgrounds. There were people with kids and people without; people who had experience attending births and people who had never seen a birth before. The workshop covered the physiological aspects of birth, like the three stages of labor and how babies rotated like a screw as they descended the birth canal, and went over simple measures, like hip squeezes and immersion in water, that could help relieve pain during contractions. Jillian relished every second, and in the six months following the workshop, she attended six births as a doula, finding clients through word of mouth.

It was a powerful learning experience.

The first time she arrived at the hospital with a client, the staff immediately started the expectant mother on Pitocin, a synthetic hormone used to stimulate contractions, without asking her if doing so was okay. That pattern continued throughout the birth, the classic “cascade of interventions” that Jillian had learned about during her doula training (and in documentaries and books). She noticed that the care providers seemed to use a lot of scare tactics and didn’t talk to her client about what they were doing. There was no offering of options or giving her a moment to think things through. It was the same “power-over” dynamic Jillian had observed years before at her job in the ER.

Another one of Jillian’s clients went into her birth with one main goal: to avoid an episiotomy, a surgical cutting of the perineum. Episiotomies were routine for a long time in obstetrics until research showed that they should be used only in emergent situations. This client had had one during her first birth, followed by an arduous recovery, and was terrified about going through it again. Just as the baby was crowning, Jillian spotted the doctor pulling out a pair of scissors. She was not a medical expert, but nothing and no one, at any point, had indicated that the baby was in distress. Jillian knew the doctor had an ethical obligation to get her client’s informed consent before performing a procedure, which included explaining the risks and benefits. It was not okay to whip out the scissors without saying a word.

“I believe she explicitly said she didn’t want an episiotomy unless it was absolutely necessary,” Jillian said.

The doctor gave Jillian a look and then turned to the mom.

“Do you consent to an episiotomy?” he asked.

The client, in the throes of the end of labor, desperate to be done, said yes. Later, after the baby was born, she told Jillian she had appreciated the effort she’d made to speak up, but Jillian still felt like she had failed. After the training course, she had wondered if doula work might be a better fit for her than midwifery, especially since the barriers to entry were lower. She would be able to start building a doula practice right away, whereas becoming a licensed midwife required years of education and a lot of money. But standing by those hospital beds, feeling powerless, reinforced that midwifery was the career she wanted to pursue. Doulas provided a valuable and impactful service, but it seemed to Jillian that doctors went ahead and did what they wanted anyway. She couldn’t stop a steamroller, but maybe she could provide a different kind of care in a different environment.


	
I. A D&C, which stands for “dilation and curettage,” is a common procedure for removing tissue from the uterus. It’s used in both miscarriage management and abortion care.

	
II. In 2018, Birthingway announced that it would no longer admit new classes of students—the rising cost of higher education and dropping enrollment numbers had become financially unsustainable.
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