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CHAPTER 1 — INTRODUCTION
UNNATURALIZING BODIES IN MIDWIFERY CARE

In Germany, the vast majority of pregnancies and births are attended to in 
obstetrician-gynecologist (ob-gyn) practices and in hospital-based  obstetric 
units. Midwife-led prenatal and birth care in non-clinical environments is com-
parably marginal. In long-standing campaigns, midwives and their advocates 
promoted midwifery care practices and the ‘normal physiological’ pregnancies 
and births they foster. These efforts gave rise to two initiatives that were imple-
mented in 2016 and in 2019: midwifery’s denomination as Intangible Cultural 
Heritage and the legal consolidation of an academic education for midwives. 
 To the pride of many midwives I encountered during the fieldwork 
that lies at the basis of this dissertation, in 2016 midwifery joined the ranks 
of  Germany’s Nationwide Inventory of Intangible Cultural Heritage [Im
materielles Weltkulturerbe], after being promoted by several German mid-
wifery associations and researchers as well as the German Commission for 
UNESCO (Deutscher Hebammenverband 2019).1 Midwives’ “fundamental 
medical, anatomical and obstetrical knowledge, which has been mediated 
for generations from midwife to midwife”, has been assigned to two cultural 
heritage domains: Traditional Craftsmanship, and Knowledge and Practice 
Concerning Nature and the Universe (Deutsche UNESCO-Kommission 2019b).2 
As such, midwifery is conceptualized as a set of long-time, traditional cultural 
techniques engaging with ‘nature’ and, thereby, imbued with significance 
and qualified as worthy of protection. 
 As part of the UNESCO Cultural Heritage Inventory, midwifery joins a varied 
ensemble of human customs, expressions, representations, knowledge, and 
skills, together with their instruments, objects, artifacts, and cultural spaces 

1 Intangible Cultural Heritage is meant to 
complement the material, tangible, and walkable 
UNESCO World Heritage Sites including, for  
example, the Bauhaus buildings in Dessau and  
Tel Aviv. 

2 Other domains are Oral Traditions and 
Expressions; Performing Arts; and Social Prac-
tices, Rituals and Festive Events (Deutsche 
UNESCO-Kommission 2003).
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(Deutsche UNESCO-Kommission 2003). Like other practices that have made 
it into the Nationwide Cultural Heritage Inventory of Germany, from playing 
the card game Skat to falconry, midwifery is “carried by human knowledge 
and skills. It is an expression of creativity, conveys continuity and identity, and 
shapes societies” (Deutsche UNESCO-Kommission 2019a). The German Com-
mission for UNESCO’s Cultural Heritage program thus presents midwifery as 
a nationally owned cultural good in need of measures to safeguard it against 
globalization and social change (Deutsche UNESCO- Kommission 2003). 
 Three years later, in November 2019, the academization of midwifery was 
legally consolidated, following the European Guideline 2005 / 36 / EG, which 
prescribes an academic education for midwives within the European Union 
(see Hebammenreformgesetz [HebRefG] 2019). Midwifery associations sup-
ported this reform and their representatives were involved in drafting the law. 
Midwifery’s academization started officially in 2009 when the first professor-
ship for midwifery science [Hebammenwissenschaft] was established, though 
the academic training of midwives will not be fully implemented until 2027. 
In this process, midwifery is becoming a science also in Germany, the last 
European country to take that step. 
 Midwifery associations and researchers hope that by producing scientific 
facts and establishing their own domain of credentialed knowledge mid-
wives will be better able to assert themselves in relation to obstetricians and 
obstetrics, and to gain recognition, including through better remuneration. 
They recommend that midwifery-specific scientific evidence should promote 
physiological processes and attend to the psychosocial dimensions of caring 
for pregnant and childbearing women (Geppert-Orthofer et al. 2019; Bauer et 
al. 2018; zu Sayn-Wittgenstein 2007). 
 In its scientific version, midwifery allows pregnant and birthing bodies 
to just ‘be,’ that is, to unfold their innate biological potential while receiving 
heartfelt social care. Backed up by scientific evidence, midwifery releases 
‘naturally’ pregnant and birthing bodies from the cold grip of technocratic 
 obstetrics, which focuses on identifying and treating (potentially) patho-
logical bodies and is responsible for unnecessary and risky interventions, 
such as routine electronic fetal monitoring and cesarean sections (Schäfers 
and Kolip 2015, 12–13; Zinsser, Stoll, and Gross 2016, 98). 
 These initiatives mobilize notions of nature in order to imbue midwifery 
care in Germany with cultural and scientific significance, premised on the 
notion that midwifery care practices are inherently ‘good’. I share the interest 
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in preventing midwifery from eroding, but develop another strategy in this 
thesis (Mol, Moser, and Pols 2010a, 7). Instead of assuming we know what 
midwifery in Germany is, I conducted praxiographic fieldwork in hospitals, 
midwife-led birthing places, and people’s homes to understand what mid-
wives do (for praxiographic fieldwork, see Mol 2002; Mol and Law 2002; Mol, 
Moser, and Pols 2010b; Ceci, Pols, and Purkis 2017). I suggest that attending 
carefully to the specificities of midwifery care practices is necessary in order 
to strengthen midwifery. 
 Building on material semiotics (Haraway 1991a, 1991b, 1991c, 1997) 
and its use in feminist science and technology studies scholarship on care 
practices (Mol, Moser, and Pols 2010b; Moser 2011; Pols 2012), I analyze 
specific midwifery care arrangements as particular sets of relationships 
and techniques that are realized, and valued, by women, midwives, tech-
nologies, and fetuses. In this thesis, I unnaturalize bodies in midwifery 
care practices. Doing so, I not only evade repertoires that would natu-
ralize these bodies, but I also suggest that they ‘have never been natural’ 
(see Latour 1993): Bodies in midwifery practices have not always been 
there, but are enacted in concrete midwifery care situations. When bodies 
acquire, adapt and innovate midwifery care techniques, they are enact-
ed as open, flexible and yet assertive participants. Bodies become part of 
various, changing, and contradictory sets of values that come to matter in 
midwifery care arrangements. 

These questions guide the following chapters: 
☞ What are midwifery care techniques? 
☞ What do bodies become in midwifery care arrangements? 
☞ How can ‘good’ midwifery care practices get strengthened  
 in and through research? 

The answers to these questions are meant to foster midwifery through 
highlighting the “creativity” of midwifery care practices, as recognized by 
the Deutsche UNESCO-Kommission (2019a), that are directed at opening up 
and diversifying possibilities for how to live pregnancy and birth, in practi-
cal, political, and ethical terms. As each of the following chapters presents a 
specific facet of the main argument, in the format of a journal article, this in-
troduction is the occasion to further situate my investigations into mid wifery 
practices and the challenges, hopes, and concerns that are moving through 

INTRODUCTION
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and shaping midwifery in Germany today. To contextualize this discussion, I 
provide an overview here of natural childbirth discourses that feed into wider 
public, political, and scientific debates around good pregnancy and birth-
ing care, including the Cultural Heritage program and the scientification of 
midwifery in Germany. I then present my methodical approach to studying 
midwifery care practices and outline the following chapters.

Situating Midwifery Care Practices 
“Contexting,” or situating my research, is part of my endeavor to articulate 
midwifery care arrangements (Asdal and Moser 2012, 300; Law and Moser 
2011, 333). The term “articulation” is drawn from Donna Haraway’s material 
semiotics (1991a, 1991b, 1991c, 1997), and denotes the research strategy I pur-
sue in this thesis: I identify influential discourses in order to reveal less visible 
or marginal realities. These realities are necessarily partial; they privilege 
certain actors, relationships, and effects while not examining others.  
 In situating my research, my aim is to build a trail through the thicket of 
discursive, social, and material conditions that together shape the midwifery 
care relationships I analyze. As is true with any field site, mine is situated 
in a specific environment. However, I do not treat particular geographical, 
historical, legal, social, and political ‘structures’ as determining or causal fac-
tors that explain what happens in a given care situation. Instead, I approach 
these contextual elements as realities-in-becoming, enacted in relation to 
the other elements that form part of midwifery care arrangements. 

Countering ‘Medicalization’
Pregnancy, birth, and postpartum care are fragmented in Germany, taking 
place in different surroundings, involving several obstetricians and midwives. 
The common path through the contemporary landscape of German pregnan-
cy and birth healthcare starts with monthly, later biweekly, prenatal care pro-
vided by obstetrician-gynecologists (ob-gyns) in their practices.3 It continues 
with childbirth and prenatal classes taught by midwives in facilities leased for 
that purpose. Birth takes place in a clinical labor ward,4 accompanied by both 
midwives5 and medical doctors. During the following days, nurses, midwives, 

3 Some ob-gyns carry out the three  ultrasound 
examinations only, delegating the usual pre-
natal care visits to midwives with whom they 
cooperate.

4 In 2017, approximately 98.7% of all newborns 
were born on a labor ward (Gesellschaft für Qua-
lität in der außerklinischen Geburtshilfe [QUAG] 
2019; Statistisches Bundesamt [Destatis] 2019).
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and medical doctors take care of women and newborns on the maternity 
ward. From the third day on, a midwife does home visits to check on the 
woman’s health and the child’s development until twelve weeks after birth.6 
Six weeks after birth, woman and child return to the obstetrician, who does a 
follow-up examination.
 This fragmented provision of perinatal care, assumed by a number of 
different care providers in various surroundings, is commonly understood as 
a consequence of what has become known as the medicalization of pregnan-
cy and birth: the supposedly all-encompassing redefinition and treatment of 
pregnancy and birth in medical terms. The founding myth of this medical-
ization process follows a specific, historically based and gendered narrative, 
according to which pregnancy and birth had been integral elements of female 
life worlds and were appropriated, and redefined, by obstetricians. Pregnan-
cies and births took place in homely environments, and were accompanied 
by other women, mid-wives, before, from the late eighteenth century on, they 
were taken over by male scientists working in institutions dedicated to that 
purpose: accouchement hospitals (Schlumbohm et al. 1998, 12; Schlumbohm 
2012, 245). In and through these accouchement hospitals,7 not only bodies but 
also mentalities have been subjected to medically defined normalities and 
risks, according to body historian Barbara Duden’s (1998, 1991) wide-ranging 
exegeses of these transformations.8 
 However, not least because of the National Socialist regime’s fervent en-
dorsement of midwife-assisted homebirth for both economic and propagan-
distic reasons, homebirth continued to be rather the rule than the exception 

5 Midwives are present during the vast majori-
ty of births in hospitals, including those done 
via cesarean sections. This is legally secured. 
Obstetricians are not allowed to accompany 
(‘uncomplicated’) births on their own, but are 
legally required to call in a midwife for birth 
(Hebammenreformgesetz (HebRefG) 2019, §4, 3). 
Midwives’ right, and duty, to accompany every 
birth in Germany was introduced strategically as 
part of the so-called Reichshebammengesetz un-
der the National Socialist regime in 1938. These 
policies expanded midwives’ responsibilities 
and entitlements. They also made of midwives 
handmaids to the Nazis’ racial hygiene program 
in particular and to their health and population 
policies in general, legally at least. According 
to the same law, only non-Jewish midwives were 
given this ‘privilege’ and Jewish midwives were 
forbidden to practice in Germany (see David, 
Dudenhausen, and Ebert 2019).

6 In the first twelve weeks after birth, up 
to sixteen home visits – daily visits in the 

first ten days after birth – by the midwife 
are covered by health insurance. The number of 
visits may be increased if ongoing breastfeed-
ing support is needed and if complications 
occur.

7 According to Duden (1998, 151–53), accouche-
ment hospitals were research and training 
 institutions for obstetricians but also mid-
wives in the eighteenth century, became aseptic 
and thus supposedly safe birthing environments 
in the nineteenth century, and turned into 
institutions of risk control in the twentieth 
century.

8 Many midwives in Germany are familiar with 
(and sympathetic to) Duden’s understanding of 
these developments, as she has been one of the 
preferred guest speakers at midwifery sympo-
siums, has published in German midwifery jour-
nals (such as the Deutsche Hebammenzeitschrift) 
for many years, and has been explicit about her 
sympathy for and support of mid wives’ cause.

INTRODUCTION



14

until the 1950s, especially in rural parts of Germany. Changing family struc-
tures, an economic upswing, and euphoric faith in medical progress were 
the driving forces for births moving into the clinics in the 1960s (Schumann 
2009, 33). By 1975, 99 percent of all births took place in hospitals, where 
perinatal medicine was more and more refined, eventually extending to 
prenatal diagnostics and institutionalized medical prenatal care. Midwives, 
who moved to the hospitals together with their ‘clientele,’ have been left 
with only responsibility for the postpartum care and breastfeeding support 
in domestic settings. Only some midwives still offer so-called extra- clinical 
prenatal care and birth assistance, often understood as an oppositional, 
non-medical niche within a medicalized pregnancy and birth care domain 
(see zu Sayn-Wittgenstein 2007, 19–21).  
 The prominence of medical surroundings for the provision of  pregnancy 
and birth care in Germany has not changed much in the last fifty years: in 
2017, half of the midwives were employed, part- or full-time, in  hospitals, 
where they mostly worked in prenatal and maternity care units and on labor 
wards.9 Of the midwives working independently, exclusively, or in combi-
nation with an institution, most provided postpartum care and some also 
give childbirth and antenatal classes. Very few of the independently working 
midwives also assisted births at home or in a midwife-led birthing  center 
(Statista 2019). In these so called extra-clinical [außerklinisch] modes of 
care, women see obstetricians only a few times during pregnancy and after 
birth, and are mostly attended to by midwives; midwives accompany them 
throughout what is called a “care trajectory [Betreuungsbogen] of a life phase 
[Lebensphase],” compromising pregnancy, birth, postpartum, and breastfeed-
ing phases (zu Sayn-Wittgenstein 2007, 24). Constantly rising costs of liabil-
ity insurance—covering large compensation payments in case of  negligent 
misconduct as cause of perinatal morbidity and mortality—comparably 
low wages, as well as the need to work nights, weekends, and holidays 
make non-clinical birth care an increasingly unattractive field of occupation 
( Albrecht et al. 2012, xviii–xxi). 
 Midwives working in hospitals also face challenging working conditions: 
Because of staff shortages, many of them are overloaded with work and must 
frequently work overtime. It is not unusual for one midwife to be in charge of  

9 Compared to other medical professions,  
midwives have been and still are a rather 
small professional group in Germany.  

Approximatively 24,000 midwives were counted 
in 2017 (Statista 2019).
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two or three births in parallel. This situation leads to proactive medical inter-
ventions, such as continuous fetal heart rate monitoring, and leaves mid-
wives, for whom a one-to-one attendance has become a rare luxury, dissatis-
fied and exhausted (Schirmer and Steppat 2016; see also Albrecht et al. 2019, 
245–48). Under these circumstances, midwife-led homebirth care is either 
idealized as a holistic and relation-oriented substitute to obstetric care, or it is 
dismissed as a risky, irresponsible and romanticized act.
 Midwifery associations and midwifery researchers deem the denomina-
tion of midwifery as Cultural Heritage and the birth of a midwifery science 
as appropriate recognition that allows midwifery to step out of obstetrics’ 
shadow and to reconquer their terrain of “physiological” pregnancy and birth 
care “without invasive [obstetric] interventions” (Stone 2012, 574). However, 
the claim of a culturally specific, historically stable, and ‘pure’ set of mid-
wifery-specific knowledge and skills falls short of the practical realities as I 
argue in this thesis. In their research and care practices, midwives also ‘do 
obstetrics’: They use obstetric technologies to surveil pregnancies and birth, 
and they stick to obstetric standards, norms, and goals.10 But midwives also 
expand and redefine obstetric repertoires and the norms established therein, 
thereby enacting obstetrical alternatives. Accordingly, assigning pregnant 
and birthing bodies to the physiological care of midwifery as opposed to their 
pathological counterparts in obstetrics is not helpful. Nor is assuming bodies 
to be pre-existing substrata for psychological and social (see Mol 2012, 5), or 
cultural influences. A midwifery science may help to strengthen midwifery if 
it attends to the alternative sets of normativities that come to matter in mid-
wifery practices. Rather than taking pregnant and birthing bodies as objects 
whose physiologies—that is, their life and health—are given and indisputable 
facts (see Mol 2002, 172–73), represented neutrally by scientific evidence, the 
physical realities of pregnant and birthing bodies need to be opened up for 
self-reflexive11 empirical analyses. 
 Before outlining the methodological underpinnings of such an approach, 
I present an overview of natural childbirth discourses that, intimately en-
tangled with critiques of medicalization, have contributed to understanding 

10 In Germany, midwives’ and obstetricians’ 
practices have been co-constitutive for more 
than 250 years: When providing prenatal and 
birth care, midwives use Leopold’s maneuvers 
and fetal stethoscopes for diagnostics. Their 
eponyms, Christian Gerhard Leopold and Adolphe 
Pinard, were famous obstetricians in early 
twentieth-century Germany and France.  

Like many of their colleagues, they also taught 
their techniques to midwives (Hailer and Loyt-
ved 2015).  

11 This ‘self’ is not a stable entity. Reflex-
ivity is directed both towards the specific self 
that is reflecting and its particular position.
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pregnant and birthing bodies as natural givens. These discourses and their re-
percussions have not only imbued and been coproduced by the UNESCO and 
midwifery scientification agendas, but are also part of wider, public, political, 
and scientific research and childbirth practices. Despite their historically and 
politically specific goals and ideals, natural childbirth programs have shared 
an idealist, atavist view that positions “natural childbirth” as a morally supe-
rior, seemingly lost past that can and must be revived.

Idealizing Natural Childbirth
In 1933, Grantly Dick-Read, the conceptual father of natural childbirth, British 
general practitioner, and obstetrician suggested that labor pain was the 
result of excessive obstetric interventions. What became widely known as 
the Dick-Read method in Europe and the United States was published under 
the title Childbirth without Fear: Principles and Practice of Natural Childbirth in 
1942.12 Dick-Read’s philosophy of childbirth was pervaded by a Rousseauist 
understanding of nature as uncivilized and ‘primitive,’ and therefore pure and 
healthy, living environment and state of (human) being. His evangelical faith 
in nature as God’s purposeful and essentially good creation also fed into his 
theory. Nature, Dick-Read (1961) announced, does not intend for birth to hurt, 
but the devastating maelstrom of civilization or “culture” (18), and especially 
“the science of obstetrics” (1–4), have overrun nature’s good intentions and 
introduced fear, tension, and pain to childbirth. Most importantly, he argued, 
psychological childbirth education13 may help to overcome fear, and eliminate 
(cervical) tension through physical and mental relaxation (Dick-Read 1961, 18). 
Continuous attendance while refraining from obstetric interventions such as 
anesthesia and forceps delivery14 would help the cause of promoting “good 
midwifery,” which is “the birth of a baby in a manner nearest to the natu-
ral law and design” (Dick-Read 1961, ix). “The natural reward of the physical 
achievement of pregnancy and parturition is not only a beloved possession,” 
he declared, “but an endowment of spiritual force enhancing the receptivity 
of Divine guidance in motherhood” (Dick-Read 1961, 19). At the heart of  

12 The British National Childbirth Trust, 
founded in 1956 and still the premier British 
institution for birth preparation and support 
during the first weeks and months after birth, 
is mainly inspired by Dick-Read’s ideas, who 
also was its first president.

13 “Pregnancy and its physical and mental chan-
ges, the baby and its nourishment and growth, 

the preparation of mind and body to the natural 
experience of childbirth are all a sensible 
part of her education” (Dick-Read 1961, 12).

14 Forceps delivery is a method of so-called 
assisted birth. Obstetric forceps are large 
metal tongs, curved at the ends to fit the 
child’s head so that the child can be pulled by 
an obstetrician.
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this promise of salvation lay conservative, if not reactionary, pro-natalist and 
anti-feminist convictions. Those were widely propagated (not only) in Britain 
at the beginning of the twentieth century, which was marked by eugenic 
concerns tied to social criteria and declining birth rates, especially among 
 educated, middle-income women, genetically and socially deemed as the 
best mothers (Moscucci 2003, 168–69).15 
 Similar motivations drove obstetrician Ferdinand Lamaze to introduce a 
birth preparation method he had witnessed16 in the USSR to his home coun-
try of France in the 1950s. Apparently, Lamaze’s missionary zeal did not lag 
behind Dick-Read’s, and the Lamaze method, called “psychoprophylaxis” or 
“painless childbirth” [l’accouchement sans douleur], rapidly spread into other 
European countries—concurrent with and superseding Read’s teachings—
but also to North Africa, the Middle East and Latin America (Michaels 2014, 
45).17 Psycho prophylaxis was influenced by Ivan Pavlov’s Nobel Prize-award-
ed insights into first animal and then human physiology, especially by what 
has become known as “classical conditioning,” consisting of animal and 
human behavior modification via environmental stimuli. Also the psycho-
analytic approach to women’s psyches of Helen Deutsch, Sigmund Freud’s 
disciple, fed into the Lamaze technique. According to Deutsch, painful births 
proved women’s childhood traumata and indicated their personality disor-
ders (Michaels 2014, 4–5).18 
 Initially, the Lamaze method was comprised of two pillars: “conscious re-
laxation and controlled breathing to manage the pain of contractions, avoid-
ing the need for drugs” (Lothian 2011, 118).19 Lamaze was convinced that these 
techniques were a matter of dedicated training and saw the causes of poor 
birth performances—screaming and restless behavior—as a lack of training 
and an overly intellectual tendency in some women (Kitzinger 2003, 203).

15 Dick-Read’s teachings, especially the Fear-
Tension-Pain Syndrome (or vicious circle), has 
been part of the teaching of many generations 
of midwives in Germany and inspires both their 
birth preparation courses as well as their 
attendance of births.

16 Interestingly, both, Dick-Read and Lamaze 
describe a moment of awakening during which 
they witnessed a woman giving birth in what 
they defend as the most natural way: without 
(legibly expressing) pain (Dick-Read 1961, 13). 
I read their ‘re-discovery of true nature’ as 
a claim to the higher, irrefutable truth and 
goodness of their theories.

17 The Lamaze method is still internationally 
popular today and represented by the inter-

national childbirth education organization 
Lamaze International.

18 Both, the “Pavlovian neuropsychological and 
the Freudian psychosomatic” theories electri-
fied not only Lamaze but generations of medical 
doctors in the beginning of the twentieth cen-
tury (Michaels 2014, 4).

19 Today, breathing techniques are combined 
with other “comfort strategies” such as changing 
positions or moving. Other factors such as pri-
vacy; continuous support, especially by familiar 
people; or the waiving of routine interventions, 
including restrictions on moving or eating and 
drinking, have been integrated into the Lamaze 
program (Lothian 2011, 119–120).

INTRODUCTION



18

Under the label of natural childbirth, Dick-Read and Lamaze, with the help of 
enthusiastic female supporters, developed detailed training programs built 
on the conviction that individual women’s psyches were unruly, yet educable, 
 actors in giving birth. A trained and thus focused—yet ‘unthinking’—mind had 
the power to direct and discipline the natural body productively, namely in a 
way to render medical interventions, and especially pain medication, super-
fluous. Natural were bodies in childbearing that were, literally, self-disciplined 
and undemanding, so went their conviction. Birth attendants were meant 
to prepare for and to surveil women’s disciplined birthing behavior,  thereby 
preventing any potential derailment and need for medical intervention.20 
 Dick-Read’s and Lamaze’s conceptions of natural bodies as given working ob-
jects sculpted by human ingenuity resonate with the UNESCO’s understanding 
of nature, even though the UNESCO program conceives culture affirmatively 
while natural childbirth harbors inhabited cultural pessimist positions.
 In the 1970s, natural childbirth was revived in the US civil liberties 
movements, backed up by second-wave feminism and its uptake in an-
thropological research (Ginsburg and Rapp 1991, 312). At that time, calls for 
natural childbirth were accompanied by a vehement promotion of home-
birth and midwifery assistance as a means for making birth “humane” and 
“ woman-centered” (DeVries et al. 2001, 245). Natural childbirth was more 
attached to feminism and consumerism21 than to pronatalism and  eugenics, 
medical historian Ornella Moscucci suggests (2003, 173). However, even 
though the natural childbirth movement and its “critique of industrialized 
 labor” emerged under different historical, political, and social conditions, 
they built on the teachings of Dick-Read and Lamaze (Jones 2012, 100).22 
Women’s psychological control over birth as a biologically inherent process, 
posited by Dick-Read’s and Lamaze’s methods, grew into a more comprehen-
sive, namely definitional, control. While Dick-Read and Lamaze had over-
emphasized the importance of preparing for natural birth to happen, this 
notion was backgrounded in the 1970s version of natural childbirth.
The concerns of this ‘consumer protest’ were taken up by anthropologists. 
Inspired by Michel Foucault’s ([1975] 1979) work on disciplinary power,  

20 This discipline was of ‘higher,’ namely 
national and civic, interest as it was needed 
to make many ‘good’ women give birth to many 
‘good’ babies.

21 Freedom of choice and informed decision-
making were important ideals when ‘patients’ 
became ‘consumers’.

22 The circumstance that the natural child-
birth movement attracted, along with femi-
nists, also “members of the religious right,” 
“back to nature types” and “pro-family cru-
saders” (DeVries et al. 2001, 245) is rather 
unsurprising considering its inspirational 
sources.
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Melissa Cheyney (2008, 261) and Ann Oakley (1986, 276) denounced the 
overpowering social control exerted by, predominantly male, obstetrics. One 
of the US protagonists of these cultural criticisms, anthropologist Robbie 
Davis-Floyd (2003), exposed a technoscientific ritualization of pregnancy 
and birth deeply rooted in American cultural values. Female bodies were 
turned into “abnormal, unpredictable, and inherently defective” machines 
( Davis-Floyd 2003, 53; see also Martin 1987, 54) and obstetricians became 
considered “the unequivocal or sole experts in the birthplace” (Cheyney 2008, 
265). Like many of her colleagues, Davis-Floyd (2003) praised the “holistic 
model of birth,” which values “natural bodies” over “science and technology” 
and respects “the sanctity and safety” of people’s own homes. In homebirth, 
“the whole of birth—its rhythms, its juiciness, its intense sexuality, fluidity, 
ecstasy, and pain” can be experienced (Davis-Floyd and Davis 1996, 239), an 
incantation that re sonates with Dick-Read’s (1961, 19) promise of a “natural 
reward of the physical achievement of pregnancy and parturition.” 
 Since the 1970s, as birth practices became understood as socially and 
culturally constructed in much anthropological research (Mcclain 1975; 
Rothman 1982; Oakley 1986; Martin 1987; Wertz and Wertz 1989; Jordan 1993; 
Simonds, Rothman, and Norman 2007), the experience of birth was opened 
up for empirical investigation.23 The idea was to liberate ‘natural,’ inherently 
‘good,’ and ‘female’ birthing experiences from ‘cultural,’ inherently alienating 
and disruptive, and ‘male’ obstetric technologies (see Brubaker and Dillaway 
2009, 35–38). Obviously, the arguments provided by the midwifery scien-
tification initiative in Germany draw comprehensively on these strands of 
scholarly work.
 Juxtaposing midwifery to obstetrics, these natural childbirth discourses 
conflate midwifery with nature, femininity and passiveness and obstetrics 
with technologies, masculinity and activeness. But accounting for specific-
ities complicates the generalized condemnations of obstetric  technologies 
and surroundings, and questions the unconditional praise of midwife-led 
homebirths. Not only have obstetricians themselves pioneered the 
‘ de-medicalization’ of childbirth, even if in favor of psychologizing childbirth, 
but also some birth givers have gratefully accepted pain medication while 
others refused to. Such specificities also undermine the thesis, endorsed by 

23 In these works, the meanings of birth were 
not understood as products of singular, indivi-
dual, and essentially female minds only, such as 

Dick-Read and Lamaze suggested, but as governed 
by culturally specific surroundings, profession-
als, technologies, convictions, and so forth.
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the  anthropological proponents of natural childbirth, that women—‘patients’ 
and midwives alike—are inextricably caught in the webs of a single over-
powering obstetric discourse. Even though these criticisms have certainly, at 
least in part, been legitimate, they overlook that obstetrics and midwifery are 
not unities structured by coherent sets of norms. And they essentialize, and 
thereby patronize, pregnant and birth-giving subjects, reproducing what they 
criticize and set out to abolish. What if women have not learned to, could not, 
or did not wish to become ‘natural’ experts of pregnancy and birth? What if 
their idea of “holistic” birth includes supportive obstetric technologies? 

Methodological Sensitivities  
and Methodical Realizations
Instead of praising ‘good’ midwifery practices and opposing them to ‘bad’ 
obstetric practices, I asked how and with which the effects midwives attend-
ed to pregnancies and births. When doing so, I was interested in specifying 
what midwifery practices’ normative orientation was, towards which kinds 
of ‘good’ midwifery practices and their participants lived up. While doing so, 
I refrained from imposing ready-made definitions and solutions to problems 
that were evident to me, as an uninvolved and objective outsider, to my field 
of study. Such presumptions and positions are neither helpful for care nor 
for research practices, as chances are high that they miss the point: being in-
volved in messy practical realities that are “finite and dirty, not transcendent 
and clean” (Haraway 2004, 236). Throughout this thesis, I analyze midwifery 
practices that are specific and local in order “to improve [midwifery] care in 
its own terms” (Mol 2008, 2; see also Pols 2003). 
 My analysis is inspired by a set of sensitivities and analytical tools coined 
“material semiotics” by feminist philosopher of science Donna Haraway 
(1991a, 1991b, 1991c), and elaborated by those who use it within feminist sci-
ence and technology studies to study care practices in healthcare and other 
environments (see Mol, Moser, and Pols 2010b). Material semiotics takes the 
idea that words obtain meaning in relation to other words from the linguistic 
study of signs and extends it to material entities, such as bodies or (other) 
technologies. Haraway argues that matter and meaning are not separate. 
Bodies and flesh that have often been counted as ‘nature,’ and words and 
meanings that have been subsumed under ‘culture’ coproduce each other: 
bodily matter is constituted discursively-linguistically and meanings are 
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generated through bodies (Haraway 1991a, 163). Haraway (1991b, 200)  suggests 
that scientifically known bodies are “material-semiotic generative nodes” 
whose boundaries are the effects of practices in which bodies themselves 
play “structuring and active” parts. As material-semiotic ‘entities,’ bodies are 
combinations of organisms and machines, thus exceeding not only natural but 
also ‘human’ realms (1991a, 151–52). Drawing bodies’ boundaries are neces sa rily 
“risky” endeavors, because they produce lived realities (1991b, 201).
 Under the umbrella of material semiotics, scholars have developed 
 actor-network theory (ANT), which pays analytical attention to relations 
among materially heterogeneous participants, such as technologies, words, 
humans and their effects, and to how they bring about actors or objects. 
They have also developed ANT’s approach to studying practices as situated 
events (Mol 2010, 260; Law and Mol 1995, 275–77). Empirical philosopher 
Annemarie Mol (2002, 31–33) calls for studying ethnographically, or rather 
“ praxiographically,” what “entities” might become, how this might happen, 
and the kinds of relations in which they are “enacted” in practice. As a result 
of this approach, realities, together with the materialities and normativities 
they are made of, multiply and become complex. Complex realities consist of 
various different, multiple, orders – rationales, repertoires, discourses, prac-
tices – that co-exist and interfere with each other (Mol and Law 2002, 7–10; 
see also Haraway 1991a, 1991b, 1991c).
 Mol (2002) shows this in her praxiography of diagnosing and treating—as 
part of living with—atherosclerosis in a Dutch hospital. Atherosclerosis as 
a disease is enacted differently in different medical practices, for example 
surgical or laboratory, she argues. These multiple versions of atherosclerosis do 
not add up to a whole, but may co-exist side by side. They may also mutually 
include or interfere with enactments of other objects (Mol 2002, 151). Mol (1999, 
75) urges considering the “ontological politics,” that is, how realities—“the 
conditions of possibility we live with”—are shaped in medical and scientific 
practices, understood as reality-generating practices (Mol 2002, 153). What to 
do in medical practices can only be answered unsatisfactorily by clinical trials 
that naturalize the goals and norms (saving life, restoring health) guiding the 
answers to that pivotal question. Mol (2002, 174) declares that “what the good 
life might entail is … an essentially contested and thus a political issue.” 
 Mol and other feminist science and technology studies researchers such 
as Jeannette Pols and Ingunn Moser, have studied (health)care practices 
together with their political and ethical normativities (Pols 2003, 2005;  
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Moser 2008, 2011; Mol 2008; Mol, Moser, and Pols 2010b). They argue that, in 
care practices, lives (and deaths) are shaped through attentively experiment-
ing with what might work best in a specific situation. This involves needing 
to compromise between different, possibly conflicting ‘goods’ that are enact-
ed as “intra-normativities” within care practices (Pols 2014, 177; 2015, 82). In 
her empirical ethics of care practices, Pols has also emphasized the important 
role of healthcare technologies—often staged as ‘cold,’ namely as instru-
mental and alienating ‘others,’ in opposition to social and thus ‘warm’ care 
relations—in shaping meaningful affective and aesthetic care relations (Pols 
and Moser 2009; Pols 2012, 25–44, 2017). Following Haraway, Pols (2017a, 2) 
has developed a situated philosophy of care technologies, arguing that tech-
nologies, together with other care participants, people, things, and words, 
“get their meaning, and ultimate function, in the way they are put to use.” Her 
empirical ethical approach is ‘re-scriptive’: the “material objects, methods, 
and techniques” used for shaping “goodness in daily life and care” (Pols 2015, 
82) are analyzed by using specific methods and techniques that help to bring 
about or to articulate specific objects of research (Pols 2014, 179). 
 With these theoretical premises, I studied how particular midwifery 
techniques, involving different and related ‘entities’ such as technologies, 
words, people, or surroundings (that bring each other into being in specific 
ways), help to craft specific values or goods in midwifery care. I analyze what 
 bodies-in-practice become in situated midwifery care arrangements, and 
develop a re-scriptive approach to articulate what good midwifery practices 
are, not in general, but in particular situations. I do so by using praxiographic 
material gathered through participant observation and semi-structured inter-
views in various sites where midwives in Germany work. 
 After having ‘observingly participated’ in specific prenatal, birth, and 
postpartum care situations, I conducted semi-structured interviews with 
midwives and women. Initiating the interviews with a question such as: 
“What happened when you [attended to someone who] gave birth?” allowed 
me to explore my interlocutors’ understanding, and evaluation, of the situa-
tion. Answering this question, my interlocutors addressed the practicalities 
of the midwifery care events I had witnessed earlier: what was done, how, 
why / what for, and with which effects, thereby becoming their own praxio-
graphers (see Mol 2002, 15). I brought my observations of midwifery practices 
and the accounts of my interviewees together when coding my material in 
the style suggested by grounded theorists (Strauss and Corbin 1991).  
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With the help of my codes, I compared and contrasted different midwifery 
care arrangements, what their participants do and become, and the values 
realized therein in order to analytically map out relevant and interesting 
aspects. These co-emerged from my research questions and my engagement 
in academic debates within the disciplines I situate this thesis in: midwifery, 
(medical) anthropology, and science and technology studies. 
 In the following chapters, I do not mention my interlocutors’ socio-
economic or ethnic affiliations, identifications, and realities, but only  specify 
their gender24 and / or profession. Refraining from analyzing how these cat-
egories, together with the differences and commonalities they create, were 
enacted in midwifery care is not meant to suggest their irrelevance but was 
a choice to limit the complexity of the argument. I focus instead on the par-
ticularity of midwifery care situations; the heterogeneous, embodied, tech-
nological, and discursive participants they configure; and the values they 
incorporate. Instead of generalizing them in order to say what midwifery is, 
I insist on attending to the details of midwifery practices, hoping to render 
them mobile, to make them usable to think with about similar or different 
midwifery practices in other places. 

Research Position and Field
My study was situated in Germany, the country I have lived in for most of my 
life. Midwifery has actually accompanied me for a long time, as my grand-
mother was the head midwife of a private labor ward in the German Demo-
cratic Republic in the 1950s. This was one of the few labor wards in the newly 
founded socialist country that offered the Lamaze technique to a privileged 
clientele, and I grew up with a bunch of curious stories about that time of my 
grandmother’s life, that, to my pleasure, she never tired of telling. In the be-
ginning of 2000, I accompanied two independently working midwives in the 
south of France, where I lived at the time, mainly out of ethnographic  curiosity. 

24 As I articulate midwifery practices in 
which bodies are unnaturalized in this thesis, 
it might be surprising that I use the terms 
woman or women for denominating pregnant or 
childbearing people. Am I contradicting my 
own argument? The safest way to get rid of 
the biological essentialism (sex) and/or core 
experience (gender) along with their political 
implications (which may be roughly sub sumed 
under exclusionary reductions of far more 
complex realities) is to do away with woman in 

favor of, hopefully, more open and more neutral 
terms such as person. However, taking midwives’ 
emphasis on women as an alternative to patients 
into account, I have chosen to use these field 
terms. Even though this was not the focus of my 
analysis, I hope to show that in midwifery care 
women are enacted in various versions. However, 
this choice risks excluding people who cannot 
identify with woman, even in its queer—widely 
expanded, different, new and uncompromisingly 
situated—notions.

INTRODUCTION



24

Then, following a voluntary internship in a small hospital in the south of 
Germany, I decided to become a midwife as well. 
 The empirical basis of my dissertation is mainly—but not exclusively, 
given my earlier interest and professional training in midwifery—the result of 
praxiographic fieldwork I did between February 2015 and March 2016 in var-
ious sites where midwives work, sites such as hospitals and homes, birthing 
places and ob-gyn practices. Instead of comparing midwifery practices in dif-
ferent countries, I contrasted practices in these different working sites and in 
different regions: northern and eastern Germany. Through participant obser-
vation, twenty semi-structured interviews with midwives and women, and 
many informal conversations, I ‘gathered’ empirical data not from an unin-
volved outside, but as part of the sociomaterial worlds I was allowed to enter 
and with which I was already familiar to a certain extent. I followed mid-
wives in their daily work and attended approximately fifty prenatal care visits, 
thirty births, and fifty home visits to women in the postpartum stage. In the 
hospital, I accompanied midwives during their morning and evening shifts on 
obstetric wards, during which they examined openings of cervixes (again and 
again), massaged sacra,25 held umbilical cords for the partners to cut through, 
weighed babies, instructed women in breastfeeding, and documented for 
hours what they had done the hours before. I also accompanied the women 
giving birth and their partners (mothers, friends, siblings) during their stay on 
the labor ward, during which they moved among pre-labor and labor rooms, 
and sometimes operating rooms. In these spaces, they were engaged in being 
monitored, receiving medication, and undergoing cesarean sections, and 
were accompanied by several midwives and doctors. Independently working 
midwives took me to their prenatal care appointments and to births that took 
place in their midwife-led birthing places. They also took me to their prenatal 
and postpartum home visits as well as to their homebirth attendances. I was 
called in the middle of the night and told: “Hurry! The baby is on its way!” On 
one occasion, we left a home at five in the morning and were called to another 
three hours later. This allowed me to visit over one hundred homes in every 
part of the respective cities. I was also invited to visit people’s homes in order 
to introduce myself and my research, and to talk about midwifery care atten-
dance both informally and in interviews.

25 The sacrum is the large bone at the base of 
the spine. It often hurts badly when the head 
of the child descends into the pelvis.
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Retrospectively, my research into midwifery practices and into vulnerable 
and intimate events, pregnancy, and birth benefitted from my position as 
a trained midwife and from what it afforded. It was not always easy when 
midwives expressed surprise or skepticism in response to my questions 
when I accompanied them in their work. When I asked why they did some-
thing, or how they would have handled this or that situation, they some-
times were very clear about how stupid or, worse, doubtful my questions 
sounded to them, retorting: “Well, isn’t this what we do? How would you do 
it?” In these situations, I emphasized that I was interested in getting to know 
how they did things, because what we as midwives were familiar with—and 
what contrasting different midwifery care situations as crucial analytical 
strategy of my praxiographic research had quickly rendered obvious—was 
that there was usually more than one way of handling situations. This reply 
was mostly helpful. Many midwives would then respond: “Yes, and every sit-
uation is different as well,” before then going into the details. 
 Introducing myself as a researcher studying midwifery practices who is 
also trained as a midwife, the common reaction from the side of the women 
and their partners, parents, siblings, and friends was reliably positive: “Anoth-
er midwife? What a luxury!” When we met first, I explained that I wanted to 
find out what midwives actually did in their care practices, to discern what 
was specific about midwifery care through observing and interviewing. I ex-
plained that I would treat the data confidentially and anonymize the names 
of people and places, so that no conclusions could be drawn about their 
actual identities. I also pointed to the possibility that all participants, whether 
women, midwives, or partners, could withdraw their consent any time and 
without any need for justification, which never happened. 
 Being trained as a midwife, I was also obliged to take out insurance that 
covered the delicate situation, I was spared of luckily, in which I would have 
had to intervene because ‘life and physical integrity of woman and child’ 
would have been in danger. My position as a midwife researching midwifery 
practices thus rendered the “radical relationality” between me and what hap-
pened in my field strikingly present (Pols 2014).
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On Situated Midwifery Care Practices:  
The Chapters
The second chapter, following this introduction, asks how homebirth mid-
wifery practices may be conceived without juxtaposing them to obstetric 
practices. Homebirth arrangements are syncretic, more or less coherent 
combinations of various knowledge and skill repertoires, I argue. By means 
of routinizing and multiplying obstetric interventions, pregnancies and 
births are configured as physical, emotional, and social becomings. In the 
process of attending, homebirth bodies learn to co-respond to each other, to 
the midwifery techniques, and to the homebirth environment. This is nec-
essary to make birth in this environment work. In addition, I suggest that a 
better, detailed understanding of how and why midwives and women invest 
in long-term engagements specific to homebirth surroundings could also 
inform clinical practices.
 In Chapter 3, I introduce the concept of witnessing, so far mostly under-
stood as legal, religious, or scientific practices, to describe modes of partici-
pation in midwifery care. Witnessing, I argue, helps to complicate common 
notions of intervention and non-intervention in midwifery practices by 
foregrounding the relationalities and interdependencies of the various par-
ticipants. I explore how agency is distributed in midwifery care relations and 
describe witnessing as active-passive and distributed modes of co-participa-
tion in midwifery care arrangements. Describing the witnessing techniques 
of touching, trusting, and fetal heartbeat monitoring, I show that witnessing 
in midwifery care is necessarily ambiguous: it may help to make handling 
challenging pregnant and birthing bodies easier while also contributing to 
coproduce them. 
 In Chapter 4, I show how labor pains, which are thought not to reside 
easily with subjectivity and thus often evaded in childbirth discourses 
focusing on choice and control, take shape in women’s and midwives’ 
childbirth practices. Conceptualizing labor pain as both experiences and 
(enacted) actors, this chapter develops a practice-based notion of labor 
pains. Revealing an extensive repertoire of techniques used to deal with 
continuously shifting “actorships” of labor pains, I argue that these pains 
are creative sociomaterial experiences and (enacted) actors that are shared 
and worked with in childbirth practices. Experiences such as labor pains 
are not only passively known, felt, and done but also take an active part in 
shaping practice. I suggest that studying experiences in this way may help 
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STS-inspired practice approaches to understand better how care practices 
are constituted. 
 Chapter 5 investigates techniques of fetal heart rate monitoring as part 
of midwifery prenatal care practices. Comparing three different techniques, 
each of which involves a different tool for listening to what fetal heart 
sounds become, I show how relations are shaped that belong to a sensuous 
and material genre of affective appreciation I name “aesthetic.”  Particular 
 orchestrations of prenatal care situations, kinds of “heartbeat music,” ver-
sions of fetuses, as well as fetal well-beings emerge when fetal heart rates 
are surveilled. I argue that what counts as obstetrical fact cannot be sepa-
rated from what the participants were moved by, what they held dear and 
found important. It seems important to consider which kinds of fetal heart-
beat listening tools should be used in midwifery care arrangements, as they 
do not merely measure fetal heartbeats but co-shape fetal well-beings and 
how they may be related to.
 In Chapter 6, I conclude by discussing the three interdependent shifts 
in studying midwifery care practices I have developed in this thesis. Starting 
from the understanding of medical and social genres as parts of one another, 
I show how I studied the values that come to matter in midwifery care. I em-
phasize that midwives and women do not act upon pre-existing and self-act-
ing pregnant, fetal, or birthing bodies. Rather, they intervene in pregnant, 
fetal, and birthing lives. These conceptual shifts, this thesis concludes, may 
guide research on midwifery as well as teaching, learning, and evaluating 
midwifery care practices.
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CHAPTER 2 — ENACTING HOMEBIRTH BODIES
MIDWIFERY TECHNIQUES IN GERMANY26

Abstract
Building on insights from science and technology studies (STS)-inspired 
anthropological research on reproduction, this paper uses a praxiographic 
approach to analyze homebirth midwifery practices in Germany. I show that 
such practices are syncretic, and that techniques of routinizing and multi-
plying obstetric interventions are combined in more or less coherent ways to 
configure pregnancies and births as physical, emotional, and social becom-
ings. In the process of attending, homebirth bodies learn to co-respond to 
each other, to the midwifery techniques, and to the homebirth environment. 
Understanding how and with which aims midwives and women invest 
in those long-term engagements specific to homebirth surroundings may 
 inform clinical practices. 

Keywords midwifery, midwifery techniques,  
  homebirth, bodies, Germany

26 Published as:  Skeide, A. (2019)  Enacting 
Homebirth Bodies. Midwifery Techniques in 
 Germany. Culture, Medicine, and Psychiatry.  
43 (2): 236-255.
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Introduction

Women are able to give birth! We as midwives know that—still. Midwives 
know that women have the capacities to give birth qua nature [von Natur 
aus]. And they trust in [women’s] success. Because midwives know that a 
spontaneous birthing process [spontaner Geburtsverlauf] cannot be improved. 
Obstetricians tend to consider birth as something that can be made safer 
with the help of technological interventions than it would be without those 
interventions. The dominance of the medical concept of risk has led to high 
intervention rates and to increasingly pathologizing an originally healthy and 
natural vital process.
— Martina Klenk, president of the German Association for Midwives

At the triennial conference for midwives in 2016, Martina Klenk, then Pres-
ident of the German Association for Midwives [Deutscher Hebammenver
band], to which the majority of German midwives are affiliated, proclaimed 
a programmatic position for midwifery in Germany. She warned against 
an obstetric-technological authority redefining birth as essentially risky 
and marginalizing midwives, who, by contrast, simply allow ‘natural’ birth 
to happen. Klenk voiced a common juxtaposition: obstetricians argue for 
prioritizing the medical surveillance of and (intervention into) the corpo-
real changes that pregnancy, birthing, and postpartum stages bring, while 
midwives emphasize that those events form a ‘normal’ or ‘natural’ life phase, 
a definition that infers “both a task and a way of belonging for midwifery, 
a profoundly normative claim” (Weir 2006, 79). The German “Law for Mid-
wives” (Hebammengesetz [HebG] 1985, §5) sets forth these tasks that are 
also a claim: midwives are trained “to give advice to women in pregnancy, 
during birth, and the postpartum phase; to provide the care necessary; to 
guide normal birth; to recognize any complication during birth early on; to 
take care of neonates; to surveil the postpartum period; and to document the 
course of birth.” 
 Giving advice, providing care, monitoring, and diagnosing are, however, 
activities that midwives share with their medical colleagues. As the Ger-
man healthcare landscape is dominated by obstetric care, it is difficult for 
midwives to find their niche: irrespective of whether women (and children) 
are actually in need of obstetric treatment, most women are attended to by 
gynecologists and obstetricians during pregnancy. Then they give birth  
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in hospitals. On clinical labor wards they are accompanied by both mid-
wives and obstetricians, but obstetricians are the ones in charge. 
 That birth in Germany is a ‘medicalized event’ is also indicated by the 
high cesarean section rates (greater than 30 percent in 2015), twice as high as 
those assessed in Finland or Norway, for comparison (Stone 2012; OECD 2015). 
German midwives provide nonclinical assistance during birth and accompany 
women independently from obstetricians and throughout the whole trajectory, 
including pregnancy, birthing, and postpartum stages. But this is decreasingly 
the case: in 2015 it was estimated that in Germany no more than 1.3 percent 
of all births took place outside the hospital (QUAG 2015, 9);27 in comparison, 30 
percent of all births in the Netherlands were extra-clinical (Scarf et al. 2018). 
 Discourses that juxtapose obstetrics and midwifery easily camouflage 
that not only obstetricians but also midwives engage in monitoring, diagno-
sis, and treatment. In practice, the tasks, approaches, and responsibilities of 
midwives and obstetricians overlap, and their respective remits are less well 
defined, as is repeatedly suggested (see for example Cheyney 2011; Rothman 
2012). I therefore propose to understand midwifery care neither as a counter-
point nor as an accessory to obstetric care, but as a set of practices in which 
different interventions and ideals are combined in ways that fit the environ-
ment in which midwives attend women and their children, partners, and 
families during pregnancy, birth, and the weeks and months following birth. 
 In this paper, I suggest revising the discursive position that designates 
midwives as being in charge of ‘natural’ or physiological births, in opposition 
to obstetricians who deal with pathological births; the practical realities of 
midwifery care emerge from a combination of repertoires that are informed 
by both discourses, creating a techno-social practice of skilled midwifery. I ar-
gue that it is important for midwives, and the women, children, and families 
they attend to, not to conjure the notion of a ‘natural’ birth, thus insinuating 
that giving birth is an innate physical event that requires as little interven-
tion as possible, since this makes invisible the work that needs to be done 
for  giving birth, and the environment in which certain skills and knowledge 
reper toires are indispensable. Instead, I suggest concentrating on the speci-
ficities of midwifery practices in order to improve the understanding of what 
they actually involve. Against the backdrop of contested “global and local 

27 Homebirths might become even rarer in the 
near future. There are fewer and fewer midwives 
offering those services, as indemnity insurance 
costs for nonclinical birth are constantly 

rising and therefore attending homebirths has 
become unaffordable for many midwives (DHV 
2016).
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politics of birth” (Chadwick 2018, 3), encompassing rising obstetric interven-
tion rates all over the globe as well as high rates of perinatal deaths of women 
and children in ‘Southern’ parts of the world (de Kok, Hussein, and Jeffery 
2010, 1703), midwives and women could position themselves more strongly in 
relation to midwifery care and the alternatives articulated therein, particular-
ly regarding births at home and in homelike environments.

Anthropological Background
Martina Klenk argues for a certain midwifery culture that allows ‘natural’ 
birth “to run its course” (Aune et al. 2017, 21). In her conceptualization of 
‘natural’ birth she stages birthing bodies as needing undisturbed—equated 
to un-technological and un-medical—surroundings in order for their ‘natural’ 
potential to unfold. Conceiving bodies as not only naturally universal, as sug-
gested by midwifery discourses, but also as socioculturally specific, is done in 
anthropological inquiries of reproduction whose starting point is marked by 
Brigitte Jordan’s 1978 ethnography Birth in Four Cultures (MacCormack 1996, 
96). Jordan ([1978] 1993, 3) states that birth is an universal event that is “ev-
erywhere socially marked and shaped.” This sociocultural notion of birth has 
been taken up fruitfully, resulting in a rich corpus of intercultural comparisons 
of birth practices (MacCormack 1982; Kay 1982; De Vries 2001; Davis-Floyd, 
Sargent, and Rapp 1997). In early works in particular, ‘modern’ obstetrics were 
vehemently criticized for disrupting “viable, healthy and culturally embedded 
indigenous systems” (Davis-Floyd, Sargent, and Rapp 1997, 5), an idea that has 
also informed research questions of studies undertaken in so-called Western 
countries (Oakley 1984; Petchesky 1987; Davis-Floyd 1992; Barker 1998). ‘West-
ern,’ and more precisely American, obstetrics have been shown for producing 
medicalized or “technocratic bodies” ( Davis-Floyd 1994). Similarly to bodies 
in “traditional non-Western birthing system[s]” ( Macdonald 2006, 239), bodies 
giving birth in non-clinical midwife-led environments in the US have been 
conceived as ‘natural,’ knowing, and self-sufficient ( Davis-Floyd 1992; Roth-
man 1982; Kitzinger 1979; Kitzinger 2011; Cheyney 2008, 2011; Davis-Floyd and 
Davis 1996; Simonds, Rothman, and Norman 2007). 
 Conceiving of births and birthing bodies as either belonging to a mid-
wifery model that figures as natural or physiological, or to the medical model 
that makes giving birth risky if not pathological (Rooks 1999, 370–71), not only 
keeps social and technological practices separate from one another,  
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but also situates birth within birthing bodies. In this paper, I suggest ap-
proaching birthing bodies as shaped by both social and technological prac-
tices. I seek to pay attention to bodies’ physicalities without essentializing 
them or making them universal, but instead by situating birthing bodies in 
specific sociomaterial practices. To do so, I build on insights from science and 
techno logy studies (STS)-inspired anthropological research on new repro-
ductive technologies. Anthropological scholars engaged with STS in order to 
account for the birth of the first child produced by in vitro fertilization, Louise 
Brown.28 They were and are still interested in studying new technologies’ im-
pacts not only on human reproduction but also on classical binary categories, 
such as nature-culture29 or, indeed, human-nonhuman, as well as on many 
domains of social life (Inhorn and Birenbaum-Carmeli 2008, 178), including 
kinship and gender (Franklin 2013; Inhorn et al. 2017; Culley and Hudson 
2009; Strathern 1992; Ram and Jolly 1998; Rapp 2000; Thompson 2005). 
 Including technologies in non-binary ways in their analysis is also what 
Madeleine Akrich and Bernike Pasveer have done in their studies of obstetric 
practices, which combine anthropology with STS (see, e.g., Akrich and Pasveer 
1996). They argue that “‘[n]atural’ birth is not something that occurs all by it-
self ” (Pasveer and Akrich 2001, 236) but is a sociotechnical achievement. Their 
work shows that homebirth bodies are neither pre-existent nor unchangeable, 
and that their emergences are, among others, mediated by technical devices 
(Akrich and Pasveer 2004, 64–65). I especially take inspiration from Akrich and 
Pasveer’s work on obstetric monitoring technologies that coordinate obstet-
ric practices and their participants with each other and with the system or 
‘paradigm’ of Obstetrics. In this way, Akrich and Pasveer argue, technologies 
of surveillance multiply their objects—fetuses among others—and thereby 
also what Obstetrics are (Akrich and Pasveer 2000). Following Akrich and 
Pasveer (2000, 65), I would like to argue that interventions aimed at surveilling 
women and children, which midwifery shares with obstetrics, are not “stat-
ic and monolithic” but are combined with other interventions and ideals in 
midwifery practices,30 and are thereby transformed into midwifery techniques. 

28 Louise Brown was born in 1978, the same year 
of the above-mentioned publication by Jordan on 
birth as a cultural phenomenon. 

29 Marilyn Strathern contributed mainly to a 
critical reflexive approach to the ‘natural’ — 
in contrast to the ‘cultural’ — as  particular 
Western categories (Franklin 2012, 39) and 
as a particular Western way of making sense 

through (re)producing assemblages of contrasts 
 (Strathern 1995, 177).

30 In taking practices as the focus of ana-
lysis, I follow feminist STS researchers 
 Annemarie Mol (2014), Jeannette Pols (2017), 
Ingunn Moser (2011), Annelieke Driessen (2017), 
Else Vogel (2017), Willemijn Krebbekx (2018), 
and Amade M’charek (2013).
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Considering that objects of obstetric technologies differ from one practice to 
another (Akrich and Pasveer 2000, 70), I show how women’s (and midwives’) 
bodies are shaped by midwifery techniques.31 I give answers to following ques-
tions: What techniques do midwives and women use in homebirth practices 
in order to make homebirth work? Which homebirth bodies emerge from 
those midwifery attendance techniques? 

Studying Midwifery Practices:  
A Praxiographic Approach 
The findings I present are based on praxiographic fieldwork (Mol 2002) 
conducted between February 2015 and March 2016 in most of the various 
settings in which midwives in Germany work. Interested in their care prac-
tices (Mol, Moser, and Pols 2010, 7–11), I accompanied midwives in birthing 
centers, hospitals, and people’s homes as they took care of women, children, 
and families during pregnancy, during birth, and during the weeks and 
month after birth. In addition to participant observation, I conducted twen-
ty semi-structured interviews with the women and midwives I accompa-
nied. These interviews were initiated by asking my interviewees to describe 
in their own terms a particular attendance situation in which we had both 
participated. 
 The praxiographic position (Rabeharisoa 2004, 2) I take allows for consid-
ering materialities, things, and techniques, in this case those that are involved 
in homebirth midwifery practices and that allow for bringing homebirth bod-
ies into being. The aim is to present complex situations in which social and 
material entities and events are not separated. In order to do so, it is neces-
sary to decide not only who (women, children, partners, midwives) but also 
what (things, ideals, words, bodies) is part of the situation. Homebirth bodies 
are not presumed to precede the practices of giving birth in which they are 
involved, but they are enacted in those practices in specific ways. 
 For mapping out midwifery practices that are specific to the environ-
ments in which they take place, I moved between different sites and care 
phases in order to draw out similarities and contrasts of “local knowledges” 

31 In their recent publication, Elizabeth New-
nham, Lois McKellar and Jan Pincombe (2018) use 
a similar concept, namely “midwifery techno-
logies.” But whereas Newnham et al. use “mid-
wifery technologies” in opposition to “medical 

birth technologies” (Newnham, McKellar, and 
Pincombe 2018, 82), I use “midwifery tech-
niques” in order to describe ways of combining 
syncretic midwifery practices.
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(Marcus 1995, 111). The midwifery practices that I describe are situated: 
they are related to specific times and spaces; to the women and midwives 
I encountered; to the German healthcare system; and not least to my own 
position as a researcher and a trained midwife. Engaging with different sites 
allowed me to discern overlapping and differing ways of attending births, 
to pay attention to overarching or recurring discourses, and to be sensitive 
to how these discourses relate to different practices. These sensitivities also 
inform this article, in which I focus on homebirth practices.
 My focus on homebirth practices should not distract from the larger 
context in which, not only through sharing certain devices and techniques 
but also through partitioning tasks and responsibilities, homebirth practices 
are tightly associated with clinical birthing practices.

Midwifery Techniques: Routinizing and  
Multiplying Obstetrical Interventions
Midwife Jana explains that when she started to provide homebirth assis-
tance after her midwifery training32 she appreciated having received a “good 
medical training” that prepared her well. Like medical doctors in German 
spa [Kur] settings who provide orthodox medical remedies next to alter-
native therapies (Naraindas 2011), Jana emphasizes that she “expanded her 
repertoire” by taking courses in acupuncture and homeopathy, and using 
obstetric as well as alternative diagnostics and therapies in her work. Jana’s 
midwifery practices are syncretic as they combine different knowledge and 
skills in specific ways. But how do midwives do that? How are practices that 
do not necessarily cohere made to fit together (Law et al. 2014, 177) in more or 
less coherent ways?
Midwife Julia illustrates the broad scope of the work done by midwives:

My work is quite diverse: I attend women during pregnancy, which 
means I am always there for them if they have questions, worries, or 
fears. But I also do prenatal screening, this specialist field. And I do births 
from A to Z. This means I attend to women at home or in the birthing 
place. And I also attend to couples in their being-parents. And I make sure 

32 The training of midwives is composed of two 
parts: practical units and theoretical courses. 
Practical units are located in hospitals for 
the most part. Central components of the theo-

retical courses are medical subjects such as 
gynecology, obstetrics, and pediatrics, common-
ly taught by medical doctors.
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that the baby and the mother and the father are well. I am a temporary 
friend, I do lactation counseling, I do nutrition counseling, I do partner-
ship counseling, I do how-to-handle-your-mother-in-law counseling. So 
there is a lot more to it than just checking.

Julia makes clear that when accompanying women during pregnancy and 
birth, interventions carried out for surveilling pregnancy and birth (“I do 
prenatal screening. I do birth from A to Z.”) are important, even pivotal ac-
tivities. However, they belong to “this specialist field” that midwifery shares 
with obstetrics, namely surveillance. She emphasizes that “there is a lot 
more” to her work “than just checking,” a statement that decenters monitor-
ing as the main activity in her homebirth attendance. Instead, monitoring 
is one of many other “diverse” activities: assuring women, assisting birth, 
accompanying ‘becoming family’, giving professional advice and becoming 
a “temporary friend” who is “always there.”33 According to Julia, “attending 
to” women, couples, and families encompasses taking care of the physi-
cal, emotional, and social dimensions of being pregnant, giving birth, and 
taking care of a newborn. “Checking” women’s and children’s physical state 
becomes merged into the multifaceted attendance repertoire Julia uses in 
order to configure pregnancy as a physical, emotional, and social becoming. 
Tina, who has been attended to by Julia during both of her pregnancies and 
births in the midwife-led birthing center and at home, appreciates how Julia 
handles the surveillance of her pregnancy: 

What I like about Julia is that she … focuses on how I feel: “If you feel well 
then usually your child is well, too.” And she still checks urine and blood 
values where you can also find out a lot. You can have a relaxed pregnan-
cy. You don’t have to worry too much even if the urine is perhaps not so 
good sometimes.

While Tina knows well the screening procedures and what they aim at, she 
is not supposed to “worry too much” about the results as they generally do 
not affect her pregnancy. Tina can be “relaxed” because her midwife guides 
her in focusing on how she feels, while Julia assumes the tasks of evaluating 

33 In homebirth practices, “always being there” 
means concretely that women can contact midwi-
ves any time if they have “questions, worries, 
or fears,” as Julia puts it.
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the measurements and acting upon them if necessary. Tina’s statement 
shows that this is a mutual, codependent endeavor: she needs to collaborate 
by following Julia’s guidance to focus on feeling well independently of what 
obstetric markers might tell. Both Tina and midwife Julia emphasize that 
they do not do away with “screening” or “checking.” They assert that ob-
stetric surveillance is an important ingredient of homebirth care, by, para-
doxically, simultaneously separating it from and inserting it into the larger 
picture of homebirth attendance. 
 Monitoring gets separated from homebirth care by becoming artic-
ulated with a “specialist field” and with “worries,” and it is inserted into 
care, becoming one of many interventions within the homebirth midwifery 
reper toire and the monitoring of obstetric markers that is delegated to the 
midwife. The midwife-led birthplaces that I observed and the procedures 
of prenatal care visits that took place mostly in these places, indicate 
ambiguous ways of handling devices and interventions that also belong to 
obstetrics. Obstetric devices are kept apart, but they are also introduced 
in self-evident and incidental ways. These birthplaces are warmly colored 
rooms with carpets, curtains, cozy couches and beds, wooden cupboards 
and tables, plants and candles. They are not arranged in accordance with 
practical or hygienic criteria only, but evoke an atmosphere of comfort and 
personal privacy. They are rooms to live in: the famous gynecological chair 
often placed prominently in the middle of the rooms in ob-gyn practices 
is missing. Syringes and other frequently used utensils are hidden away 
in drawers. 
 The contact between women and midwives, especially at the begin-
ning of visits, resembles more that of close friends than how patients and 
health care professionals interact. Midwives and women34 hug each other in 
greeting, saying things like “Good to see you. Come in. How are you?” The 
answers women give to that initial question are often elaborated, women 
working through their daily life in detail: how tired and moody they feel, 
how they wake up regularly in the middle of the night from the hiccups of 
the child in their belly, how they had a silly dispute with their partner about 
the stroller they wanted to buy, how they are desperately searching for a 
bigger flat. 

34 I mostly attended prenatal care visits with 
women and the midwives alone. Only very rarely, 
partners, friends or children took part as 
well.
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These conversations continue throughout the visits, frequently turning into 
consultations and then again becoming mundane causeries. In the course of 
these chats, not only do midwives and women get to know each other but 
midwives also ‘use’ them to get what they call a “general impression” of how 
the woman feels—tired, anxious, or relaxed—and her physical condition: 
her gain in weight, the growing of her belly, her back pain or swollen ankles. 
Prenatal screening tests35 are introduced in ways that are nearly unnotice-
able (Akrich and Pasveer 2000, 71): chatting does not need to stop to measure 
a woman’s blood pressure. She can stay seated while Julia grabs the blood 
pressure monitor from one of the wooden shelves next to the couch. As she 
knows the procedure, there is no need to advise her to roll up her left sleeve 
so that Julia can strap the cuff around her upper arm. After a moment of 
silence in which Julia listens to the pulse and checks the monitor’s dial, she 
comments: “120 to 85. Everything is fine.” Then she continues to inquire 
about the couple’s last vacation. 
 Whenever blood pressure values are slightly higher than usual or high-
er for the first time, Julia reads them as the body’s expression of the current 
events in women’s lives, remarking: “No wonder that your blood pressure is 
high with all the things you have to deal with at the moment.” As Julia gets 
to know the woman, she can articulate a high blood pressure reading with 
women’s mundane troubles. Since high blood pressure does not have to be-
come the object of medical treatment, it can be addressed along with all those 
other onerous affairs that need to be dealt with anyway.36 By placing screening 
interventions into a home-like environment, by making them part of the visit 
routines without singling them out, screening interventions get rou tinized. In 
this case, routinizing is a technique that makes surveilling practices fit into 
women’s daily lives, letting obstetric markers become signs of more or less 
ordinary events. This creates a precarious and provisional coherence: as they 
are being related to the daily activities and concerns, obstetric markers and 
screening interventions become non-specialized and non-singular. 

35 Those tests are mandatory elements of pre-
natal care visits and encompass taking blood 
samples, analyzing urine, measuring blood 
pressure, palpating the woman’s belly, and lis-
tening to the child’s heart. 

36 However, the situation changes if blood 
pressure is extraordinarily high the third time 
in three days, and the woman’s urine contains 
proteins as well. Julia reads these as possi-
ble signs of a severe pregnancy disorder and 

sends the woman to the hospital where she gets 
continual surveillance and medical treatment. 
Monitoring then comes to the fore and obstetric 
markers become decisive. At that point “also 
doing those medical-specialist things” turns 
into the promise that as a midwife Julia knows 
when to act upon pathological processes, and 
that making sure that woman and child are well 
in obstetric or medical terms is also part of 
her work and the ideal of building trustworthy 
relations.
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Not all surveilling practices are routinized, however. Differently from 
measuring blood pressure or body weight, feeling women’s bellies in 
prenatal care requires the attention of both women and midwives to the 
intervention itself. In obstetrical terms, feeling a woman’s belly is defined 
as abdominal palpation, carried out in order to determine the height of 
the uterus, fetal growth, and the amount of amniotic fluid, as well as 
the position of the fetus in the womb. In homebirth care, midwife Clara 
suggests, the practice allows palpation of both the woman’s belly and the 
‘child-in-the-belly’, and allows the two women to become familiar with 
each other: 

If you attend women in the beginning, you can hardly approach them. 
This means you cannot feel a lot [when touching the belly]. As the preg-
nancy progresses and the woman gets more open, because she knows 
you better, the easier it gets to feel how the child lies in the belly. The 
more you get the feeling that women open themselves up to you and 
allow you to approach. 

Palpating becomes a midwifery technique by being multiplied into feeling. 
Feeling the woman’s belly does not only serve to determine the child’s 
growth and position but also to build up trust. Through feeling the belly, 
both midwife and woman turn towards each other and meet each oth-
er with mutual attentiveness and interest. Feeling ‘more’ or ‘better’ is an 
achievement that results from mutually engaging in the procedure. The 
different purposes and results of the feeling practice, surveilling and 
establishing trusting relations, do not exclude one another, but become 
mutually stabilizing. The midwife’s and the woman’s bodies, but also the 
midwife’s and the child’s bodies, get increasingly familiar with each other 
through touching and feeling, and becoming familiar authorizes a more 
detailed obstetric examination of the child. When diagnosing is combined 
with getting to know each other, relating personally and intimately helps 
to do better diagnostics. Similar to what Tina explained, midwife Clara 
makes clear that both she and the woman she works with need to engage 
with the midwifery technique when she says: “the more open the woman 
gets, because she knows you better, the easier it gets to feels how the child 
lies in the belly.” In multiplying, different goals and findings get aligned by 
means of amplifying one another. 
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Obstetric procedures such as monitoring or diagnosing are interwoven with 
homebirth midwifery practices. In the midwifery techniques of routinizing 
and multiplying, monitoring and diagnosing are articulated with a wider set 
of goals, namely attending to events that are physical, emotional, and social. 

Co-responding Homebirth Bodies
The bodies of midwives and pregnant women need to learn to “open them-
selves up” to each other, to the techniques that are mobilized, and to the 
surrounding that indicates intimacy. Their bodies learn to be receptive to the 
specific repertoire that is offered and they learn to respond to it adequate-
ly. The following excerpt from my field notes illustrates how bodies learn to 
corespond in the procedure of feeling the woman’s belly in prenatal care: 

During her first prenatal care visit, midwife Lisa asks Angelique to un-
cover her belly and to lie down on the sofa. “I would like to feel the child 
[nach dem Kind tasten],” Lisa says, kneeling beside the couch. She puts 
both hands on Angelique’s belly and remains in this position for quite a 
while. Tim, Angelique’s partner, squats next to Lisa and stretches his head 
to observe her hands on Angelique’s belly. Angelique lies still and straight, 
while Lisa starts to move her hands slowly, centimeter by centimeter. One 
hand rests while the other slides further. “The child’s head is here and the 
back … there.” She invites first Angelique and then Tim to touch as well. 
To do so, she puts her own hands on theirs to guide them. Yes, they could 
feel something, both say with surprise.

Both pregnant woman and midwife need to align their bodies in order to 
make feeling the woman’s belly and the child-in-the-belly work. Angelique 
lies on her back and relaxes and Lisa gets close in a way that allows her to 
touch Angelique’s belly with both hands. Midwife Lisa makes Angelique and 
Tim feel what she feels, thus acquainting them with her technique of feeling. 
Lisa’s and Angelique’s bodies learn to co-respond with the help of touching 
and feeling and with the help of the verbal cues Lisa gives. 
Midwife Clara explains further: 

It was our first real prenatal care visit today, the first time of seeing and 
touching Laura’s belly, and being physical with that woman at all.  
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I have to get more familiar with her. One can notice easily that we met 
only twice. It is really good that I can do the prenatal care visits regu-
larly now so that I get a feeling for her and for her way of being phys-
ical. In prenatal care you get references of how the woman wants to 
be attended to during birth. Actually, in prenatal care we are working 
towards birth.

Becoming increasingly familiar with Laura allows midwife Clara’s body to 
refine her skills of adjusting to Laura’s body. Laura’s body gets used to mid-
wife Clara’s touching and learns to co-respond to it. Laura’s “way of being 
physical” does not merely get disclosed by “seeing and touching and being 
physical” with each other, however, but is also being shaped with the help of 
Clara’s recurrent interventions, as well as through the particular attention and 
interest she directs towards Laura’s body. When Clara gets “references of how 
the woman wants to be attended to during birth,” the two women’s bodies 
are enacted as co-responsive, which is what matters when they “are work-
ing towards birth,” as Clara characterizes the aim of prenatal care visits in 
homebirth midwifery. Midwives’ and women’s bodies learning to become co- 
responsive is considered necessary for succeeding in giving birth in homelike 
environments, as homebirth bodies need to permit being guided during birth. 
That guidance is distributed across the midwife, the pregnant woman, other 
attendants, and the homebirth environment that favors certain positions and 
interventions and hinders others.37 
 Who or what is taking the lead shifts frequently in the course of home-
births. The story of Ruth’s homebirth illustrates that those dynamics build on 
bodies’ facility with co-responding. Ruth has given birth to three children at 
home, and all three births have been attended by midwife Agnes. I describe 
an interaction I observed between Ruth and Agnes in the following excerpt 
from my field notes:

It is late in the evening when I meet midwife Agnes at Ruth’s home. Ruth 
called Agnes earlier to tell her that she was having contractions every  
ten minutes and they decided that Agnes and I should set off now.  
Agnes does not want to be helped when she carries three heavy bags  

37 For example, using certain medication to 
induce labor and soothe pain, and/or being 
assisted in giving birth with the help of a 

vacuum extractor or via cesarean section, is not 
possible at home or in (homelike) midwife-led 
birthing places, but only in the hospital.
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as we enter the flat. We join Ruth in her bedroom, which is well prepared 
with different items on which to sit, lie, and stand: the bed, chairs, a mat, 
and a gymnastic ball. Agnes settles in one of the dark corners of the room. 
She unpacks some papers, her Doppler ultrasound, a pen, and even a small 
headlamp that she uses when writing. Ruth breathes lightly and moves 
her pelvis in circles. Ruth’s partner Paul serves us some tea and Agnes and 
Ruth chat about someone they both know in between Ruth’s contractions. 
Ruth’s breathing becomes heavier. “You do whatever is good for you. If we 
bother you, you send us out,” Agnes remarks. Ruth walks in circles. During 
her contractions she puts her hands on Paul’s shoulders and moves her 
hips. Agnes continues writing, now and then taking a glimpse of Ruth. 
“You are doing well. It is hard to recognize that you are about to give birth; 
you are all calm and concentrated.” Then she picks up the Doppler and 
holds the transducer to Ruth’s belly. We hear a slight throbbing. “It [the 
child] is all calm as if nothing happened. It is sleeping now.” 

Both Ruth and Agnes are familiar with the easy chatting as a technique that 
marks Agnes’s presence. In this situation, the chatting routinizes Ruth’s labor 
and Agnes’s attendance, which also consists of surveilling, observing, and 
valuing Ruth’s birthing body and her way of handling it. When listening to 
the heart sounds of the child-in-the-belly with the help of the Doppler fetal 
monitor, midwife Agnes multiplies the measuring of the child’s heartbeat 
into connecting Ruth and the child: It is “all calm as if nothing happened,” 
just like Ruth herself who is “all calm and concentrated.” Similar to Tina’s 
midwife, Julia, who emphasizes that if Tina feels well, then usually her child 
feels well too, Agnes guides Ruth in concentrating on herself and on her body, 
while  Agnes checks on the child’s well-being, suggesting that this is a good 
strategy for dealing with birth at that point. Ruth’s body is enacted as a body 
that is able to co-respond to the undisturbed homebirth surrounding, to the 
techniques mobilized, and to Agnes’ body. Exactly because Ruth’s body has 
learned to be co-responsive, it is susceptible to our presence in a way that 
might affect the birthing process, which is now working well. Giving birth 
thereby becomes a physical but also emotional and social endeavor. 
 During the course of Ruth’s birth, her “body-in-labour” (Akrich and 
Pasveer 2004, 66) has to meet other expectations than in the beginning. Ruth’s 
body position shifts: it needs to co-respond by allowing for being directed 
more actively by midwife Agnes towards giving birth. My field notes continue:
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Ruth lies down on the bed next to Paul. Midwife Agnes and I sit on the 
floor and whisper next to them. Then Agnes approaches Ruth again, the 
Doppler in her hands. Ruth and Agnes take a short look at each other, 
and we listen to the child’s heartbeat, inalterably calm and steady. After 
a while Agnes asks Ruth if she might do a vaginal examination in order 
to find out if the cervix has dilated further. Ruth nods and turns to lie on 
her back. While examining Agnes asks Ruth if she wanted to get a bath or 
a belly massage with an essential oil to augment labor. Ruth opts for the 
massage. Then she lies down on the bed, but gets up again after a short 
while: “What should I do?” Ruth continues standing and then sits down 
on the gymnastic ball. “You don’t want to [give birth] yet, do you?” Agnes 
asks Ruth in a surprised tone. Ruth smiles tiredly, her eyes half closed: 
“Well…” Agnes insists: “You have to allow the child to come!” After a short 
silence Ruth asks Agnes to tell her if she has to change position. “We don’t 
have to hurry, but you could alternately sit and stand.” Agnes massages 
Ruth’s lower back again and Ruth leans into Agnes’s hands. Agnes listens 
to the child’s heart again. “Can you feel that it is far down?” Ruth squats 
down, supported by Paul. Agnes, putting on her gloves, kneels in front of 
Ruth, looking at Ruth’s vulva opening wide during the contraction. “Yes, 
you can do this! You can overcome the threshold! Very good!” 

While it was important to find a rhythm of moving and breathing as strate-
gies for staying “calm and concentrated” at the onset of giving birth, it is 
now important to give birth within a certain time span. As a result of the 
vaginal examination,38 in which Agnes feels that Ruth’s cervix is fully di-
lated, Agnes concludes that augmenting labor is necessary in order to help 
the birthing process to proceed. She offers several guidance techniques to 
Ruth’s body-in-labor and takes a leading role in directing it: Agnes proposes 
that Ruth alternates body postures in order to facilitate the descent of the 
child. While applying the oil to Ruth’s belly aims at stimulating contractions, 
massaging Ruth’s back is expected to relieve pain. Both procedures also 
imply feeling as a means to convey and detect intimacy and trust. Agnes 
continues to enact Ruth’s body as a body that has learned to co-respond, 
that can follow the guidance she procures. When taking the lead,  

38 The vaginal examination during birth serves 
to determine the opening of the cervix and the 
child’s position. Birth progresses if the cervix  

opens up continually and the child descends pro-
gressively. Contractions that are sufficiently 
frequent and powerful make that happen.
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Agnes does not exclude Ruth but invites her to continue to take part while 
also acknowledging her hesitation and fatigue (“We don’t have to hurry.”). 
However, Ruth’s body struggles with co-responding to the techniques 
aimed at accelerating birth. Ruth tries to collaborate but she is in pain and 
exhausted and thus not readily available to the attending techniques. In 
response, Agnes invites Ruth to engage with Agnes’s efforts by facilitat-
ing Ruth’s motivation (“Can you feel that it [the child] is far down?”) and 
through encouraging Ruth’s “wanting” and actively “allowing the child to 
come” by letting her body-in-labor keep going. Both Ruth and Agnes know 
that if Ruth’s body does not co-respond to the “gentle” ways of stimulating 
labor, as Agnes and her colleagues call it, Ruth will have to be transferred to 
the hospital. This, however, does not become necessary, as Ruth and Agnes 
manage to co-respond in this environment:

Agnes: “Ruth, do you want to walk a bit? Was this most effective? What’s 
making you hesitate? You seemed close to falling asleep now.” Ruth: “Yes, 
that is exactly how I feel.” During the next contraction, Agnes puts two 
fingers in Ruth’s vagina, and presses softly downwards. “Yes. Push in that 
direction. Your child wants to come out now! You can do this!” Squatting 
in front of Ruth, Agnes and I can see the child’s head appearing between 
Ruth’s labia. In between the contractions, Ruth closes her eyes and lets 
her head fall. Agnes, however, is strained. She does not take her eyes off of 
Ruth, encouraging her from the very beginning of every contraction. After 
three more contractions, the child is born. Agnes wraps the child in the 
towels that Paul has warmed in the oven and grabs her delivery instru-
ments in order to clamp and cut the child’s cord. 

Through Ruth’s birthing story, I have demonstrated how, in the process of 
co-responding, a mutual and embodied engagement in learning to  skillfully 
respond to the midwifery techniques is foregrounded. The intimacy and trust 
that are established in the course of becoming acquainted with one another, 
with the techniques mobilized, and with the home environment are crucial 
for making the midwifery attending techniques work. Similarly, in the atten-
dance of Lisa’s birth, techniques of routinizing and multiplying surveilling 
inter ventions are employed in order to allow her homebirth body to co- 
respond and to give birth in these surroundings.

EN
AC

TI
NG

 H
OM

EB
IR

TH
 B

OD
IE
S



45

Lisa is accompanied by her family when she arrives at the birthing center 
on this late Friday afternoon. As Anna, her colleague, and I are still busy 
with taking care of Mira, who had just given birth an hour ago, we ask 
Lisa and her family to make themselves comfortable in the second birth-
ing room. When Anna and I enter the room twenty minutes later, Lisa’s 
mother is sitting at the table knitting. Next to her sits Lisa’s sister, with 
Lisa’s eldest child on her lap reading a story aloud. Lisa and her partner 
stand next to the chest of drawers which is the perfect height for Lisa 
to lean on during her contractions. She is breathing deeply and silent-
ly, moving her hips from one side to the other. “Is everything ok?” asks 
Anna. “Yes.” Lisa looks up once the contraction is over. “Do you want to 
take a bath?” Anna asks. Lisa shrugs her shoulders: “Now? I don’t know…” 
Anna: “Should we take a look at the cervix?” Lisa: “Yes!” During the next 
contraction Lisa cannot talk anymore. She closes her eyes and continues 
breathing deeply. Anna: “That is already in full swing.” “Yes, I think so, 
too.” Lisa sighs with a smile. Anna asks if Lisa wants her family to leave 
the room while she makes the vaginal exam. As they are leaving the 
room, Lisa lies down on the cot. Anna sits next to her and leans between 
Lisa’s legs. “Please spread your legs a bit more. I have warm fingers and 
I will be very careful. Now I am taking a second finger.” Anna hunches 
forward a bit further. “The child’s head is already far down. The cervix is 
dilated to  seven centimeters” Anna says contentedly, pulling back her 
fingers. “So it is in full swing! I will run the water in the bathtub!” Anna 
turns to lie on her side during the next contraction. Lisa waits for the 
contraction to cease: “How do you want this? Who is going to stay? I just 
had the impression that it was a bit difficult with everyone around.” Lisa 
looks at Anna. “Yes, they have nothing to do. I will talk to them.” Anna: 
“Ok. So you can get up or do whatever you want. But now that you are 
lying down, I will quickly listen to the child’s heartbeat.” 

Midwife Anna uses several techniques to routinize her surveilling interven-
tions during Lisa’s birth. Firstly, she emphasizes the “impressions” she gets 
from being with and observing Lisa. Based on her impression on how Lisa 
breathes and moves, Anna identifies that the birth is “in full swing,” which 
means that Lisa’s contractions are efficient and that the child will probably be 
born soon. The vaginal examination that Anna proposes, and to which Lisa 
agrees, only confirms Anna’s and also Lisa’s opinions on the progress and 
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stage of birth. It is neither the most important nor the only source of infor-
mation. Secondly, the vaginal examination is proposed only after the bath, 
suggesting that this examination is not the most urgent intervention, but one 
of several ways to proceed. Thirdly, listening to the child’s heartbeat is done at 
a moment that is favorable in a pragmatic sense: it needs to be done anyway, 
so why not do it now that Lisa is already lying down? And fourthly, Anna 
invites Lisa to become acquainted with the vaginal examination that she car-
ries out. She offers suggestions for how Lisa will experience the examination, 
namely as comforting: Lisa will be touched carefully and with warm fingers. 
The midwife also shares the obstetrical markers with Lisa, apparently in order 
to concretize what the birth being “in full swing” signifies in obstetrical terms. 
Anna thus signalizes what also matters in homebirth environments: that how 
women and midwives evaluate the birthing body matches with surveilling 
parameters. Routinizing is done by privileging interventions that aim to keep 
up with Lisa’s birthing body through creating situations that are deemed not 
to disturb or to interrupt its activities, but to support it in its “swing.”
 Lisa is offered to take a bath in order to create a situation that would 
allow her to give birth soon. In this situation, the bath does not offer a mere 
possibility for soothing labor pains, but it allows the creation of undisturbed 
and intimate surroundings. Lisa’s family seemed busy with knitting and read-
ing stories, but as Lisa pointed out, actually “they have nothing to do” besides 
waiting for the child to be born. Anna refers to the pressure that this waiting 
might exert on Lisa, when she shares her impression “that it was a bit diffi-
cult with everyone around.” In this situation, water birth is multiplied into a 
midwifery technique that aims to facilitate birth through not only relieving 
pain and maintaining contractions within an individual and bounded body, 
but also by arranging an intimate environment in which Lisa – and certainly 
also midwife Anna – have fewer ‘exterior’ expectations to meet and may thus 
concentrate more easily on Lisa’s body giving birth. 

Ten minutes later, Lisa, her partner, and her sister enter the bathroom that 
Anna and I have quickly prepared. Sitting in the tub, Lisa breathes quite 
fast during her contractions, which have obviously become stronger. “You 
are doing great! Try to breathe a bit slower” Anna advises. And when the 
contraction is over she asks: “That contraction surprised you, didn’t it?” 
Lisa: “These were the first expulsive pains, I think. But I have the feeling 
that it does not fit yet.” Anna: “Then you still have one or two contractions 
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to get used to it. Your baby needs to be patient. Make some space! Very 
good!” After three more contractions, the baby’s head is visible between 
Anna’s labia, also in the pauses between contractions. Anna guides Lisa’s 
hand to the baby’s head. “You can touch it, then it might dare to come.” 
In the next contraction, the child’s head is born. “That is great! Perfect! 
Yes! Let your back fall. Leave some space! Super! Ok, now just press a tiny 
bit.” After two more contractions, the child is born. 

During Lisa’s birth, the co-respondance between Lisa and midwife Anna is 
repeatedly enacted through Anna sharing her impressions of Lisa and her 
birthing body, as well as Lisa sharing and confirming these impressions. It 
is obvious, for example, that Lisa is not particularly keen on taking a bath at 
first, and however she understands and co-supports the aim of the interven-
tion. Lisa shares her worries that the expulsive pain “does not fit yet,” that she 
is not yet ready to give birth. In response, Anna grants Lisa more time and 
guides her through the last contractions: “Make some space” and “Now just 
press a tiny bit.” As Anna co-responds to Lisa’s bodily and verbally expressed 
needs, and as Lisa manages to follow Anna’s interventions and to trust that 
they are helpful, giving birth in this homelike surrounding works well. 

Conclusion: Enacting Homebirth Bodies
In this study, I asked what techniques midwives use in homebirth prac tices, 
and which versions of bodies emerge from these practices. In midwifery 
attendance techniques, several knowledge and skill repertoires are combined 
in order to configure pregnancies and births as physical, emotional, and social 
becomings. Quite some efforts are invested into rendering coherent the differ-
ent approaches in homebirth attendance. As important ingredients of home-
birth practices, interventions and devices that overlap with those used in ob-
stetric surroundings get backgrounded. They become midwifery techniques 
through being routinized and multiplied in order to foreground what matters 
here: learning to corespond to each other, to the attendance techniques, and 
to the homebirth environment. This is made possible not only by midwives 
assuming responsibility for surveilling and acting upon obstetric parameters 
but also by women collaborating through handing certain responsibilities 
over to the midwife and engaging with the attendance techniques offered. 
Midwifery techniques are used to align women’s and midwives’ bodies. 
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Homebirth bodies are not enacted as stable and bounded, but are granted 
capacities of incorporating what is offered to them, of allowing themselves to 
be guided. I showed that during birth at home, co-responding bodies become 
prominent in order to make birth in that environment work. 
 To conclude my analysis of homebirth practices in Germany, I use two 
insights I borrow from a ‘technological’ strand of the anthropological re-
search of reproduction as a “looking glass” (Franklin 2017) that helps us to see 
a more differentiated and situated picture than that provided by the earlier 
introduced ‘sociocultural’ strand, in which homebirth has been traditionally 
located and studied. 
 I showed that obstetrics and midwifery are not respectively monolithic 
fields, each determined by its own philosophy, its own body of knowledge, 
and its own way of engaging with pregnancies and births (Rooks 1999, 370; 
Davis-Floyd 2017, 323–38), despite what the German Association for Midwives 
and the sociocultural strand in anthropology argue. Instead, attending to the 
specificities of midwifery and obstetric practices reveals that they are deeply 
entangled. When describing homebirth practices, I argue that they differ and 
overlap in terms of what apparently similar procedures conducted in midwife-
ry or obstetric environments such as measuring blood pressure or palpating 
women’s bellies become, what concerns they attend to, which knowledge they 
mobilize, and which versions of bodies they bring to matter. Different knowl-
edge repertoires can be combined synergistically, for example when becoming 
familiar makes a more thorough physical examination possible. But as obstet-
ric knowledge is frequently backgrounded during prenatal care, it might create 
ambiguities when it becomes decisive during pregnancy and birth. 
 This analysis avoids predefining and generalizing that female bodies are 
either ‘natural’, knowing, and sufficient or ‘technological’ and fallible. Instead 
of pinning down the ‘natural,’ often synonymous with ‘biological’ or ‘physio-
logical,’ onto women’s bodies39 (Macdonald 2006, 239),40 I propose paying 

39 For that insight, I also draw on works from 
feminist scholars who argue that  re- establishing 
naturally capable or naturally inept bodies con-
tributes to silencing and subjugating any diffe-
rences and similarities in and across bodies and 
worlds. See for example Haraway (1991), Grosz 
(1995), and Butler (1999). 

40 Following political scientist Anne Phillips 
(2010, 57), I think that socially constructed 
essentialism is “at its most overtly normati-
ve.” Exactly because the category natural is a 
social construct it is possible to dismiss tho-

se who do not fulfill the criteria of disposing 
of a ‘natural’ body from that category. Intro-
ducing natural birthing bodies as a particular 
set of gender expectations compromising: “that 
women’s bodies are naturally competent; that 
with proper support women can handle the pain 
of labor and even find it empowering; and that 
women can trust their gut feelings in a context 
in which choice is paramount, interventions are 
negotiable, and trust characterizes the midwi-
fe–client relationship” (Macdonald 2006, 251) 
thus risks creating exclusive effects.
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attention to the practicalities, the sociomaterial conditions under which par-
ticular versions of bodies emerge. Bodies are cultivated (Mol 2013, 379): they 
need to gain specific skills in order to fit in homebirth practices, especially 
that of allowing to be guided, which includes being objectified occasionally.41 
Different versions of homebirth bodies are sometimes difficult to combine, 
which creates ambiguities. Those ambiguities become especially prominent if 
the body has to live up to obstetric standards while also being trained to gain 
a certain independence from obstetrical markers. 
In material semiotics, classical nature-culture distinctions have been shown 
to be “politics by other means” (Haraway 1984, 490; 1991):42 they serve to 
yield and privilege certain realities while driving back others. Discourses 
that limit homebirth practices to the natural and non-interventional risk 
narrowing down the possibilities of being pregnant and giving birth but also 
the diversity of ways of attending to women and children in pregnancy and 
birth. Instead it is worth to follow them in detail in order to show how and 
with which aims midwives and women invest in those long-term engage-
ments that are specific to homebirth surroundings but that could also inform 
clinical practices.

41 Assuming instrumental or objectified hand-
ling of the woman’s body to be bad or problema-
tic and its integration as an active agent to be 
good or productive may prove insufficient. How 
women configure their bodies and certain (po-
tentially or de facto) objectifying procedures 
and devices may also depend on the outcomes of 
those procedures, which means they change over 

time, as Charis Thompson (2005, 184–92) argues 
for women undergoing (and actively participating 
into) in vitro fertilization treatment.

42  The original and much-cited quote “ science 
is politics by other means” derives from 
 Bruno Latour’s 1988 book The Pasteurization 
of France.
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CHAPTER 3 — WITNESSING IN PREGNANCY AND BIRTH
ON CO-PARTICIPATION IN MIDWIFERY CARE43 

Abstract
In this chapter, I introduce the concept of witnessing, so far mostly under-
stood in terms of legal, religious, or scientific practices, to describe modes of 
participation in midwifery care. Witnessing, I argue, helps to complicate com-
mon notions of intervention and non-intervention in midwifery practices by 
foregrounding the relationalities and interdependencies of the participants. 
This allows an exploration of how agency is distributed in midwifery care 
relations. I show how witnessing is active-passive and involves distributed 
modes of co-participation in midwifery care arrangements. Describing the 
witnessing techniques of touching, trusting and fetal heartbeat monitoring, 
I demonstrate that witnessing in midwifery care is necessarily ambiguous: 
it may help in handling dys-appearing pregnant and birthing bodies, while 
at the same time, contributes to their co-production. 

43  Originally published as: Skeide, A. (2017) 
Witnessing as an embodied strategy in midwifery 
care. In Krause, F.; Boldt, J. (eds.): Care in 
Healthcare. Reflections on Theory and Practice. 
Basingstoke: Palgrave Macmillan, 191-209. 
While I understood embodiment in phenomenolo-
gical terms, namely “as a corporeal bounded, 

 interacting and interactive being-in-the-world” 
(Skeide 2017, 205) and described witnessing 
as different modes of human “being-with” in 
mid wifery care in the original version of the 
paper, embodiments have become practical achie-
vements of various participants in its revised 
version. 
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Introduction

It was a dark night, heavy with silence. When I arrived at Lisa’s home, 
Lisa lay on her bed and the midwife, Helene, sat cross-legged at its head. 
Helene appeared to be relaxed and highly concentrated at the same time. 
She smiled slightly when I arrived, but barely took her eyes off Lisa who 
did not seem to notice me at all. Lisa was lying on her side, breathing 
heavily. Every time Lisa had a contraction, she clutched the metallic bed-
frame with her strong, muscular hands and the whole bed was shaken by 
the incredible tension of her muscles. She seemed to be in great pain: at 
the height of her labor pain she screamed deeply and desperately. Helene, 
meanwhile, remained silent and immovable. Her calm comforted and 
irritated me at the same time. How could she leave Lisa suffering without 
doing anything besides murmuring now and then that Lisa was doing 
very well? It seemed to be endless: silence, a throaty groaning swelling to 
a scream accompanied by metallic rattling and silence again. Then all of 
a sudden the midwife moved forward to take a look between Lisa’s legs. 
She stayed next to Lisa, telling her to breathe shortly. Holding my breath, 
I noticed the baby’s head appearing slowly. His slick and blueish body 
followed easily. Lisa took her child and lay down – she seemed exhausted 
but suddenly very present and relieved. 

Lisa giving birth to her first child at her home was the first birth I witnessed. 
It was in a remote, rural and mountainous area in the South of France, where 
I lived at the time. I did an internship with midwife Helene and her colleague 
over several months, curious about their work as midwives providing home-
birthing in a country where only one percent of all births take place outside 
hospitals. The two things that struck me most were Lisa’s enormous effort 
and pain in giving birth to her child, and Helene’s way of attending to it: she 
seemed to do nothing at all. She just sat there. On our way home, Helene 
explained to me, that, yes, Lisa had had especially strong contractions, but 
everything went fine on its own. She, Helene, did not have to do anything 
besides just being there. 
 I later recognized this ideal of non-intervention in midwifery practices 
during my training as a midwife in Germany, and again during my ethno-
graphic fieldwork in hospitals, midwife-led birth places and people’s homes, 
on which this paper draws. Regardless of the particular environment in 
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which midwives in Germany work, midwives emphasized the importance of 
intervening as little as possible, with no intervention whatsoever represent-
ing the best case scenario. However, what was understood as intervention 
or non- intervention differed greatly between different environments and 
care situations. In this paper, I argue that the opposition of intervention and 
non- intervention is not helpful to understanding how participation works in 
midwifery care are practices. In these practices, active / passive distinctions 
are blurred and action is distributed over several different participants, not 
only people, but also devices and surroundings. I instead suggest  witnessing to 
describe active-passive and distributed modes of co-participation that charac-
terize midwifery care. In contrast to common understandings of witnessing as 
a legal term that insists on an uninvolved observer accounting objectively and 
neutrally for what happened, I show how witnessing, in midwifery practices, 
is participative and creative. Witnesses co-shape or enact the events they testi-
fy, while also being co-shaped by them. My analysis is guided by two ques-
tions: How do witnessing practices shape midwifery care? What do pregnant 
and birthing bodies become in midwifery witnessing techniques?  
 At first view, witnessing seems to be inseparable from the legal sphere: 
A witness is called to court in order to testify. In the legal context the witness 
seems to be indispensable, because the witness who testifies is the third 
 person (Lat. terstis = the third) who participated in the situation they are ex-
pected to bear witness about without being involved. Witnesses are the ones 
who know (old Engl. witnes = knowledge, understanding). In the quest to find 
just judgement, clear evidence furnished by a neutral and objective observer 
is required. An eye-witness is meant to furnish strong verbal evidence not 
only in juridical, but also in historic and religious contexts. But can a witness 
see and tell ‘the truth’? When being assigned the role of a witness and called 
to testify, a witness is not independent, neutral and objective (see Krämer 
2011, 122–125; Schmidt 2011, 48-49). Witnesses can but account for situations 
they were involved in. Jewish and Christian martyrs (Grk.  martys =  witness) 
testify divine truth action as well as words (Drews and Schlie 2011, 7–21). 
Witnessing and testifying are practices aimed at constituting sense and 
orientation. They are based on trust (see Krämer 2011, 128; Schmidt 2011, 
47–66): testifying includes trusting a witness who has to be self-conscious 
and responsible (Derrida 2005, 30, 40). Witnessing is thus epistemologically 
 ambiguous: a witness is supposed to be the third, uninvolved and unrelated, 
and hence neutral, observer. But witnesses are expected to testify for events 
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they form part of; which they are co-shaped by and which they co-shape. 
Donna Haraway (2004, 223) also questions this understanding of the witness 
by examining scientific practices that strive for objectivity through making 
the reliable, “modest” witness invisible and disembodied. She calls for a 
“more adequate, self-critical technoscience committed to situated knowledg-
es” (233) which are “finite and dirty, not transcendent and clean” (236).
 Yet witnessing is not only done in courts, scientific experiments and 
research papers. It is also done in midwifery care practices. I introduce the 
concept of witnessing to midwifery care practices in order to better under-
stand how midwives and women co-participate in these practices and to hint 
at the complexities of witnessing in care practices.

Methodical Approach
The midwifery witnessing practices I present here are mainly based on 
material I ‘gathered’ during ethnographic fieldwork in midwife-led birth-
places, hospitals and families’ homes in Germany between February 2015 
and March 2016. Next to participant observation or, as I am neither a neu-
tral nor an objective observer either, co-participation I conducted twenty 
guided interviews with women and midwives, alongside many valuable 
informal conversations. I did fieldwork and data analysis in parallel, and 
conceptualized the data by coding and memo writing according to the 
theoretical sampling, processes proposed by grounded theorists (Char-
maz 2006; Strauss 1987). My analysis is underpinned by material semiotic 
and actor-network theory tools. Particularly influential to my approach 
to midwifery witnessing practices, are Madeleine Akrich and Bernike 
Pasveer’s (2004) study of how selves and bodies are performed in women’s 
childbirth narratives, as well as Charis Thompson’s (2005) analysis of how 
women interact with assisted reproductive technologies. Following Akrich 
and Pasveer (2004, 64), I do not understand bodies as pre-existent and 
coherent entities underlying subjective experiences, but am interested in 
what pregnant and birthing bodies become in relation to (equally unstable) 
selves, midwives, technologies and surroundings. This follows onto my 
interest in how action is distributed over various participants in a situation 
of midwifery care. In line with Thompson (2005, 180), I depart from the no-
tion that objectifications of pregnant or birthing bodies—whether through 
medical technologies, through midwives’ observation, or through labor 
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pains—are not necessarily incompatible with agency. Engaging with (occa-
sional and partial) objectifications may also serve as pragmatic strategies in 
order to achieve ‘higher’ goals. 

Witnessing as Co-participative  
Midwifery Practices
The supposedly non-interventionist position of the midwife during Lisa’s 
birth, illustrates the ideal of the knitting midwife. This is an ideal shared with 
many midwives in Germany, especially with those who work in extra-clinical 
environments. Knitting, a craftwork that has been understood as a female oc-
cupation located in private spheres, helps to mark the birthing environment 
as female and private instead of male and clinical. During homebirth, the 
knitting midwife seems to just be there, having all the time in the world and 
doing nothing apart from sitting and knitting, thereby occupying her skillful 
hands. These skillful hands are all the midwife needs to attend to birth. Both 
the English term midwife, which literally signifies woman who is with, and the 
French term sagefemme, meaning wise woman, suggest the female, passive, 
and knowing, presence evoked by the image of the knitting midwife. The 
German term Hebamme resonates with these meanings even though it has a 
more practical-active connotation: the ancestor / grandmother who lifts the child 
(during birth). Wisdom, commonly attributed to the elder wealthy in experi-
ence, consists of practical know-how. The practical engagement is, however, 
limited to the very last phase of birth. The midwife / sage-femme / Hebamme 
does little because she knows a lot, or so the idea goes. 
 The knitting midwife, however, is not as passive and naturally knowledge-
able as it may seem. Sitting and knitting are activities that create space for 
observing, listening, smelling, speaking, and feeling, and can be interrupted 
at any time in order to lend a hand. Deciding if and when this is necessary, 
is crucial, and can only be realized through active assessment. The knitting 
midwife is thus not just there, doing nothing, but is active-passive. The knitting 
midwife is also not alone or independent from that which happens around her. 
The homebirth environment and the woman giving birth co-enact a knitting 
midwife, tasking her to behave in certain ways. During Lisa’s homebirth, for 
example, Helene was there to attend to Lisa’s birth in her, Lisa’s home. That also 
meant that Helene did not have to attend to several women at once, which is 
common in clinical surroundings. She did not have to follow clinical standards 
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such as, for example doing regular vaginal examinations in order to determine 
and document the progress. Lisa was all by herself, not tasking the midwife 
to intervene, to validate or interpret her bodily functions. Helene’s position of 
a knitting midwife is thus situated in a specific arrangement, which helps to 
bring about this seemingly non-interventionist and knitting position. 
 In other arrangements, this ideal of just being passively present may 
not work out at all. The midwife might not have the occasion to sit and 
knit, if what midwives in my field called “an overly rational [kopfgesteuert]” 
 woman-in-labor was not able to “let her body guide her,” to handle her body 
in a way that allows the midwife to stay seemingly passive. In consequence, 
active participation of the midwife and obstetrical technologies may become 
necessary. I argue that situations, in which the stereotype of an overly ratio-
nal woman-in-labor are used to explain what happens or has happened, can 
be better understood if analyzed in relational and  situational terms. 
 How midwives and women participate in a homebirth care situation and 
which kinds of activities become necessary in order to make birth happen, is 
part of a contractual co-participation. (Passive) Actions need to be coordinat-
ed and are subjected to specific rules, as Katharina’s homebirth shows:

Anna, a young self-employed midwife, tells me about Katharina, who, as 
Anna says, had been quite exhausting to attend to during her first birth. 
To start with, Katharina called her “every five minutes” when she thought 
that labor set in. It was in the middle of the night. Anna could tell, hearing 
Katharina’s voice that she had only light contractions, “nothing serious”, 
but nonetheless decided to check on Katharina. When Anna got there, 
she examined Katharina vaginally and found that she “was only at two 
centimeters.”44 During the then following hours, Anna had the impression 
that Katharina “was not in possession of herself [nicht bei sich war]” but 
tried to “crawl into [hineinkriechen]” Anna, as Anna put it. Anna felt like 
Katharina “wanted to get it done” by her, the midwife. “But that,” Anna 
explains, “is impossible. I cannot give birth in a woman’s place.” 

Surprised by the intensity of her labor pains, Katharina needed more than a 
knitting midwife’s presence, however active she might have been.  Katharina 

44 Uterine contractions lead to a progressive 
opening of the cervix from one to ten centime-
ters during birth. The first three centimeters 
of opening take quite a long time —  especially 

if the woman is giving birth for the first 
time — and this phase is significantly called 
the latent phase and not considered as the 
 active phase of labor.
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appealed to Anna to manage the labor pains, which Anna described as Kath-
arina not having been “in possession” of herself but instead trying to “crawl 
into,” or give her body over to her, Anna. This situation hints at the limits of 
the homebirth ideal of the active-passive witnessing of a knitting midwife. 
Yet the stereotype of excessive rationality also doesn’t help in understanding 
what was happening. According to Katharina, Anna was not overly mastering 
her “body-in-labour” (Akrich and Pasveer 2004, 66), but was overwhelmed 
by it. That, however, is no option in homebirth settings, where women are 
expected to deal with labor pains that can be pharmacologically eased to 
only a limited extent. Both Katharina and midwife Anna seem to be taken by 
surprise as Katharina’s body-in-labor-pain emerges. Who may deal with this 
body-in-labor-pain and how exactly, is negotiable only to certain limits, as 
Anna emphasizes. Where Anna is neither able to remove the pain (complete-
ly) nor handle Katharina’s body in her place, Katharina cannot escape from 
her body but must assume it. Katharina has to take her part by handling the 
labor pains, using the tools and techniques at hand in the homebirth sur-
rounding, so that Anna can fulfil her professional part, by accompanying and 
supporting her. If this contractual co-participation does not work out, Kath-
arina needs to leave for the hospital. This is exactly what happened, several 
hours after Anna had arrived at Katharina’s home. In the hospital, Katharina 
was given an epidural anesthesia which allowed her to take some distance to 
her then less hurtful body-in-labor-pain.
 As Lisa and Katharina’s homebirths show, the ideal of the knitting midwife 
is related to a fixed set of conditions. In contrast to what is suggested by the 
ideal of the knitting midwife, there are many (professional) activities under-
taken in attending homebirths. Furthermore, the knitting midwife is not just 
there, but is brought about in and by the homely environment, and enacted 
through contractual cooperation between woman and midwife. Next to the 
midwife, the woman also needs to actively engage in dealing with the home-
birth situation and her body-in-labor-pain, in order to realize homebirth. The 
stereotype of the overly rational woman-in-labor does not help to understand 
the relational character of midwifery attendance and its participants. Neither 
the stereotype of the overly rational woman-in-labor, nor the idea of bodies as 
natural guides in labor, are helpful in understanding the relational character 
of midwifery attendance and its participants. Dichotomizing the overthinking 
mind and the intuitively doing body misses the diversity of relations possible 
within midwifery care. During Katharina’s birth, the midwife may have helped 
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as a guide, but this is possible only if Katharina fulfils her obligation to assume 
her body-in-labor-pain in ways that fit the homebirth surrounding. 
 Instead of understanding midwifery practices as non-intervening, 
I  introduce the concept of witnessing in order to describe different modes of 
participation in midwifery care. Witnessing describes sets of sociomaterial 
and co-participatory midwifery practices in which action is distributed and 
active and passive participation are blurred.

Witnessing Dys-appearing Bodies
In less urgent and less surprising events than that of Anna’s homebirth, wit-
nessing in midwifery practices consists of cooperative strategies for dealing 
actively with uncertainties and difficulties around handling pregnant and 
birthing bodies. Challenging pregnant and birthing bodies may thus become 
manageable. This is suggested in the strategy of Eli and her midwife Nina:

Three days after her expected delivery date, Eli has an appointment with 
midwife Nina in the early morning. She arrives crimson red and snorting, 
obviously suffering from her big belly. “I’m in such a bad mood.” Eli sits 
down straddle-legged, face-to-face with Nina who looks at her attentively. 
Eli gave several false alarms the days before because she thought labor 
had started. “I can’t sleep, I have cramps and my back hurts. I have been 
ill for nine months. This child has to come now!” Nina asks Eli when she 
wants her child to come. “Tomorrow.” she answers. “What time?” “In the 
morning.” This would be doable with her schedule, too, the midwife says 
and Eli leaves apparently relieved. 

Phenomenologist Drew Leder (1990) explains that a usually “absent body,” a 
body of daily life that usually disappears, may manifest itself in a difficult or 
disharmonious way; in dysfunction, an absent body can dys-appear. When 
this happens, both a body and a situation may seem dysfunctional or even 
alienating. While I would not suggest that bodies are usually absent, the 
stories of Anna’s homebirth and Eli’s prenatal care visit demonstrate that 
pregnant and birthing bodies may indeed dys-appear. In these situations it is 
not Anna’s and Eli’s minds and rationalities that take over and prevent their 
bodies from acting intuitively. Rather, their dys-appearing bodies dominate 
events and turn out to be difficult, if not impossible, to tame. Nonetheless, 
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Eli’s prenatal care visit involves a strategy to counteract the challenges that 
midwives and women might face when dealing with pregnant and birth-
ing bodies that are difficult to handle because they hurt or render sleep and 
rest impossible. Midwife Nina acknowledges Eli’s pain and anger. She takes 
up Eli’s wish to give birth and concretizes it. Nina invites Eli to participate 
in making plans for the child to be born the next morning, thus ending Eli’s 
straining pregnancy. Taking this decision together already seems to help 
in handling an overly imposing body, through reassurance that it will soon 
be over and the midwife’s co-operation with Eli to make that reassurance 
reality. The idea is not to master or to discipline the dys-appearing body but to 
attribute agency to Eli so that she may actively handle her body in ways that 
render her discomfort livable. This is a co-operative endeavor in which both, 
Nina and Eli (must) engage. 
During Melanie’s prenatal care visit this witnessing strategy also takes effect: 

At the end of their prenatal care visit, Melanie asks her midwife, Agnes, if 
it was “normal” that she was having frequent headaches since becoming 
pregnant. Instead of answering her question Agnes asks her what helped 
her when she had these headaches. “Lemon oil.” she answers. “Well, it’s 
great that you found something which helps you.” 

Asking midwife Agnes if her headaches would be a “normal” side-effect of 
pregnancy, Melanie expresses her need for support. Instead of classifying 
Melanie’s dys-appearing pregnant body as normal or not, Agnes foregrounds 
the importance of finding and adapting strategies to deal with it. Melanie has 
indeed found something that eases her headaches and is compatible with 
her pregnancy. Agnes encourages her to do so, to find her own strategies 
and tools to counteract her dys-appearing body. Midwife Agnes and Melanie 
co-participate in foregrounding self-help strategies.  
 As Anna’s homebirth story has already shown, witnessing in midwifery 
care practices can also be an ambiguous endeavor as it may contribute to 
objectifying a body-in-labor. Witnessing may also produce a dys-appearing 
body. The following story about Samia giving birth to her second child in the 
hospital, makes this clear: 

I had witnessed Samia giving birth and was able to follow up with an 
 interview about what happened. It was a lengthy process that, after labor 
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had been induced pharmacologically, took several days and nights. In our 
interview Samia tells me that she felt “completely unmasked [blankgezo
gen]” during birth because she “really had to do acrobatics [Zirkus] there.” 
In the end, the practices her and the birthing team engaged would, in 
her words, have been “the only way to make it work,” to give birth “to a 
healthy child”, “in the best and normal way [vaginally].” She said that her 
head had been turned off and she “simply did” what she “had been told,” 
knowing she was in the midwives’ “good hands.” She smiles: “And in the 
end comes the child.” 

Samia describes her birth as an event she was distanced from. She quali-
fies herself and her body as having been at the mercy of the event, giving 
birth, and of how it was enacted in the labor ward. In order to give birth “to 
a healthy child,” Samia needed “to do acrobatics”. Giving birth, she became 
part of a spectacle of which she was main protagonist. Not a self-deter-
mined protagonist, but one that did as told, as she puts it. With parallels 
to Anna giving birth at her home, Samia’s birth story shows that in clinical 
labor wards, women also have to cooperate to make giving birth work. In 
the hospital where epidural anesthesia and cesarean sections are at one’s 
disposal and often thought of as interventions that relieve women from ac-
tive participation, Samia needs to actively engage in what is offered to make 
birth happen. During Samia’s birth these ‘offers’ were frequent vaginal exam-
inations but also instructions to take various positions “in order to help the 
child descend,” as Samia explained. She needed to change between standing, 
taking a crawling position, kneeling, taking one leg up and then the other 
and, finally, lying on her back with her legs in two leg holders. 
 Samia describes the ambiguity of her body being guided by ‘others,’ au-
thoritative experts with whom, however, she shares the goal of giving birth 
“to a healthy child” vaginally. Having felt “unmasked,” as she puts it, Samia 
expresses shame about being exposed. She felt naked and was powerless to 
escape the situation but needed to go along with it. What she describes as her 
experience of birth seems to be similar to Jean Paul Sartre’s regard d’autrui, 
the look of the other, which has objectifying and alienating effects (see Sartre 
1982).45 Following Sartre’s concept, this objectifying mode of co-participation 

45 However, Sartre’s experience as a public 
intellectual in Second World War and post-
war Paris were certainly very different from 

Samia’s experience as a birth-giver in a 
 hospital in Germany in the beginning of the 
21st century.  
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could be described in terms of eye-witnessing. Samia’s body dys-appears 
through being objectified as a tool that needs to be used in specific ways in 
order to give birth “to a healthy child.” However, Samia also emphasizes that 
this was “the only way to make giving birth to a healthy child work,” and 
that even though she found it demanding and shaming to engage in the 
procedure, she felt to be “in good hands.” Samia thus makes clear that she 
shares the final goal of these objectifying procedures. Even though these 
procedures are not easy to go along with, they are means to a ‘higher good’: 
“And in the end comes the child.” The objectification of her body-in-labor-
pain that Samia actively coproduces thus does not lead to an existential 
strangeness. Instead it may be understood as a certainly unpleasant, but also 
successful, part of her active involvement in making birth work (Akrich and 
Pasveer 2004, 72–73).

Sociomaterial Witnessing Techniques 
Bodies-in-labor take shape through a plethora of professional midwifery activ-
ities such as observing and listening, touching and treating. Examinations for 
surveilling the course of birth or the well-being of a fetus are also performed 
with the help of intimate touches: vaginal examinations. They serve to deter-
mine if birth progresses regularly through measuring the opening of the cervix 
and the position of the child’s head (or buttocks) in the pelvis. In pregnancy, 
abdominal palpations, called Leopold maneuvers, are performed to determine 
the position and growth of the child, and the amount of amniotic fluid. 
 These touches can be realized in different ways and serve several purpos-
es. Palpations of a pregnant belly may be done silently and routinely, conclud-
ed with the comment: “Everything is okay.” Or they may be accompanied by 
many significant words. Abdominal palpations not only help to surveille but 
are also a means to create a contact between woman, midwife and fetus. For 
example, midwife Anna while touching a woman’s belly addresses the fetus: 
“Hello child, how are you today? Oh, you are awake? This is usually not your 
time, is it?” and to the woman: “For how long has she been awake already?” 
However explicit or tacit, these abdominal palpations also always lead to a 
diagnostic result. They are testifying that there is a fetus in this belly that this 
fetus is alive and, in later weeks of pregnancy, they also testify the position of 
a fetus-in-a-belly. However, the testimonials created by palpations are not only 
of medical and legal relevance. They also create sociomaterial identities and 
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relations. Next to getting in contact, midwives also testify to a certain char-
acter of “a child.” If a fetus kicks, it may be characterized as “lively.” Fetuses 
that sleep may become “calm children.” Fetuses are also gendered through 
touches and words and emerge as “shy girl” or “strong boy.” 
 Palpating a fetus-in-a-belly is a technique of witnessing in midwifery 
practices which is active-passive and co-participative. Depending on how it 
is done and what for (explicitly and implicitly), it grants fetuses and pregnant 
or birthing selves more or less agency. If midwives stick to describing how 
they touch or where they feel instead of characterizing or gendering “a child,” 
what a fetus is or becomes for whom, is left more open. A fetus thus has more 
possibilities to act and to participate. The same applies to pregnant women 
who are allowed to describe what and how they feel through sensing the fetus’ 
movements in their belly before or during the midwife’s abdominal palpations, 
and who are guided to touch and to feel their belly with their own hands.  
 Touching may also help to handle a dys-appearing birthing body, as the 
following story shows. When Jasmin gives birth to her first child in a mid-
wife-led birthplace, she experiences a frightening complication and asks 
midwife Barbara to caress her and to breathe with her in order to help her to 
reconnect to her dys-appearing body-in-labor-pain: 

As I arrive, Jasmin walks through the room, while a friend of her’s and 
midwife Barbara sit on chairs and watch Jasmin making her rounds, 
stopping at every contraction to take deep breaths. Barbara encourages 
Jasmin after each contraction: “Great! You are doing great!” Then Jasmin 
screams: “I feel a pressing pain [drückenden Schmerz]! It does not stop.” 
Barbara grabs the Doptone to listen to fetal heart beats. As the heart 
sounds are slow and become slower and slower, she administers Jasmin 
a so called tocolytic drug to ease the contractions and to help the child’s 
heart to regain its rhythm. This is a matter of two minutes, after which 
Jasmin sits down on the bed, trembling and pale as a sheet. She turns to 
Barbara: “That was frightening! Could you hold me? Could you breathe 
with me?” Barbara sits next to her and Jasmin falls into her arms, crying. 

Similar to Katharina, Jasmin felt alienated and even threatened by her 
body-in-labor-pain to the point that she felt dissociated from her body. 
Both,  Katharina and Jasmin turn to their midwives to mediate between 
their bodies-in-labor-pain and themselves. After ‘objectively’ confirming 
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Jasmin’s feeling of an endless “pressing pain” by measuring slow fetal heart-
beats that prove what Jasmin feels, midwife Barbara uses a tocolysis in order 
to ‘tame’ Jasmin’s body. However, even though the contractions are eased and 
the child’s heartbeats have gone back to normal, Jasmin cannot reconnect to 
her body. She asks Barbara to help her to recorporate by caressing her and 
breathing with her. In this witnessing situation, besides the fetal heartbeat 
monitoring and administration of tocolysis, the midwife’s touching is another 
technique that helps to reassure Samia and trust her body-in-labor-pain.
  Intimacy and trust are effects of sociomaterial witnessing relationships in 
midwifery care. But intimacy and trust are not only brought about in mid-
wifery techniques that afford physical closeness such as touching. Trusting 
may become a witnessing technique in itself, on that can interfere with other 
techniques, such as touching. Trusting makes touching easier, more pleasurable 
and also more efficient (in diagnosing and contacting). Trusting interferes with 
(potentially) objectifying examinations. It may render them less ‘objectifying,’ 
less shameful and alienating. This is what I learned, for example, from Helma: 

Helma gave birth to her first child at the birthing place where midwife 
Jana works and Jana again accompanied the birth of her second child at 
home. When I ask Helma about how  her and Jana’s cooperation would 
look like, she says that she trusts ‘her’ midwife “fundamentally.” “And 
what does your midwife do exactly?” I ask. It is rather about what Helma 
herself does in order to establish and maintain a trustful relationship, as 
she explains: “I open up completely. I didn’t have any problems with that 
from when Jana started to accompany me during my first pregnancy on-
wards. You lay down and are examined [vaginally]. Somehow, this is the 
most normal thing in the world. And that, I think, is so nice.”

Helma describes how trustful relationships help her to “open up complete-
ly” relating to the midwife in the context of intimate physical examina-
tions. Being examined vaginally thus becomes “the most normal thing in 
the world”. The trustful relationship is “nice” because it allows intimate and 
(potentially) shameful examinations to become routines, “the most normal 
thing in the world.” Helma’s own active participation is pivotal to making 
this happen. Helma stresses that it is she who opens up completely in her 
relationship with midwife Jana. Samia described it very similarly: “I would 
say the head was turned off, one simply did what was said, because then one 
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had confidence, too, and one knew to be in good hands, and at the end comes 
the child.” Trust is thus established in co-participative practices. It helps to 
hand over responsibility and authority to the midwife without, however, 
‘losing one’s face’ but still actively participating and recognizably co-shaping 
the event. Like Samia, Helma shares the same goals with ‘her midwife’: giving 
birth to her child in this particular environment. Trusting helps the cause.
Dörte, who was also accompanied by midwife Jana when she gave birth at 
home, emphasizes the importance of building trustful relationships with Jana, 
her attendance techniques and the homebirth environment:  

“For this period I can build up a very intensive relationship, not only in 
prenatal and postnatal care but also during birth. You can let yourself go 
and be intimate, and, nevertheless, work professionally with each other. 
This extreme opening-up-to-each-other [sich aufeinander einlassen zu 
können] and just letting yourself go [sich fallen zu lassen], I still find quite 
impressive. It starts with being able to say everything that comes into 
your head without feeling embarrassed. […] This is definitely special.”

As well as Samia and Helma, Dörte describes “extreme opening-up-to-each-
other” and “letting yourself go” as the required strategies of working “pro-
fessionally” with midwife Jana. Exposing one’s body and one’s life seems 
inevitable in the homebirth care relationship. A trustful relationship for Dörte 
is one that allows her to not feel embarrassed or exposed because she can rely 
on being taken seriously in what she is concerned with, no matter how ordi-
nary or ‘strange’ it might be. Dörte explains that she can speak to her midwife 
about difficulties in the relationship with her husband, without worrying that 
midwife Jana would “develop an opinion” about her husband in the same 
way in which her friends or family members probably would. Dörte calls 
it getting Jana’s “objective gaze [den objektiven Blick]”: Jana is involved and 
concerned without making judgments and taking sides. Differently from the 
Foucauldian “medical gaze” situating a disease inside a body (Foucault [1963] 
2003, 9-10), Jana’s “objective gaze” is both, intimate and concerned while also 
respectfully distant, situating Dörte’s body into an everyday life. Intimacy and 
distance, which may result from objectification, can co-exist in the witnessing 
relation Dörte describes. Dörte also makes clear that witnessing means to take 
part in an intimate situation without being durably involved. As it is a profes-
sional relationship, it is temporally limited and tied to specific situations. 
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Finally, I would like to show more explicitly, how technical devices produce 
powerful testimonials in midwifery care. These are, for example, devices used 
for fetal heartbeat monitoring in pregnancy and birth. One such device is the 
cardiotocograph (CTG). The CTG records fetal heart sounds and uterine con-
tractions. While recording, it produces the fetal heartbeat sonically through 
two curves on a paper script that are read and interpreted as fetal heartbeats 
and maternal contractions. 
 In hospitals, CTGs are usually placed on trolleys next to the head side of 
a bed. As the transducers which are attached to a woman’s belly are linked 
to the device via cables, women have to stay close and cannot move freely. 
Cardiotocography indeed works best if women move as little as possible. For 
births in clinical settings, CTGs are used regularly towards the end of birth, 
and often already in earlier stages, or continuously throughout birth. In 
midwife-led birthplaces or women’s homes, CTGs are rarely used. They are 
replaced by much smaller, handheld Doppler fetal monitors, called Doptones, 
or by wooden ear trumpets called Pinard horns. The rare occasion in which 
CTGs are also used in birthplaces or people’s homes occur when the expected 
due date has been transgressed. In these cases, CTGs need to be done every 
second day for at least twenty minutes in order to check the ‘wellbeing’ of the 
fetus. One of these homebirth cardiotocographies took place during midwife 
Agnes’ prenatal care visit at Ruth’s home:

Ruth has given birth to two of her three children at home, together with 
midwife Agnes. All three children were born earlier than expected but 
this fourth one seems to take its time. As the birth date passed a week 
ago, Agnes visits Ruth regularly to “write a CTG”, registering the fetal 
heartbeats in order to verify whether the baby is still going well. While 
Ruth is lying down on her sofa, Agnes installs the device and kneels on 
the floor in front of the sofa. She looks at Ruth and then at me: “I will reg-
ister for ten minutes only. It is no more than a snapshot anyway.” Agnes 
fixes the transducer on Ruth’s belly with the help of two rubber straps 
and turns the device on. 

The CTG produces durable testimonials. These CTG scripts, fabricated to prove 
the fetus’ well-being, serve as both medical and legal testimonials for an 
adequate attendance (consisting of assuring fetal health in a situation that is 
obstetrically classified as risky). As the CTG curves need to be produced,  
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read and interpreted, it may seem that they are an addition to other witness-
ing techniques. However, the CTG witnesses and testifies in a way that Agnes 
cannot. The testimonial the CTG produces is durably material and undoubted-
ly objective. The CTG script seems thus to compete with midwife Agnes’ wit-
nessing position but also with Ruth’s. Agnes and Ruth actively co-participate 
in producing the script, and adapt the “CTG writing” as Agnes calls it, to their 
needs. This means that they do not monitor during the recommended twenty 
minutes but limit it to ten minutes only: “It is no more than a snapshot any-
way.” Agnes makes clear that she does not believe in the significance that is 
attributed to CTG scripts in obstetric surroundings. The curves on a script that 
supposedly testify the fetus’ well-being may be durable and objective, but 
what they show is no more than a situation in a certain moment in time, ac-
cording to Agnes. The “snapshot” cannot see into the future; the situation may 
change any time and without notice. She “writes the CTG” because she has to, 
not because she thinks it is worthwhile.
 CTGs have a very different position and function in the hospital. Here, the 
CTG testimonials do not function just to monitor, but also serve to organize 
and structure the care work. On the one hand, the CTG can continually wit-
ness and testify, thereby allowing midwives to be present only intermittently 
and to attend to several births at the same time. On the other hand, the CTG 
curves make it possible for several different midwives (and doctors) to attend 
to one birth, which is the case in hospitals where staff works in shifts. 

Conclusion: Witnessing Arrangements  
in Midwifery Care 
In midwifery care attendance, midwives and women co-participate in and 
co-shape the events by which they themselves are also co-shaped. I intro-
duced the concept of witnessing as an alternative to common oppositions be-
tween the notion of intervention and non-intervention. Contrary to the ideal 
of the non-intervening knitting midwife, midwives are as much embedded in 
the care relations that they co-shape, as the other human and techno logical 
participants. Accordingly, I argued, the stereotype of the overly rational, 
head-led woman in labor who is not able to let her body guide her, misses the 
point. Such a characterization is unhelpful in understanding what happens in 
situations in which pregnant or birthing bodies dys-appear, are challenging, 
and difficult to handle. Such situations are also relational or co-participative. 

WI
TN

ES
SI

NG
 I

N 
PR

EG
NA

NC
Y 

AN
D 

BI
RT
H



67

They show that midwives and women work together in specific birth sur-
roundings, such as the home, and engage in a particular repertoire of sup-
portive techniques.
 I demonstrated that witnessing techniques may bolster agency when 
dealing with a dys-appearing pregnant or birthing body. Yet witnessing 
techniques may also contribute to enacting a body that dys-appears. That, 
how ever, does not mean that women are necessarily stripped of their ac-
tive participation and are alienated by their bodies and the events they are 
involved in, as Samia’s story showed. Samia co-participated in shaping her 
dys-appearing body-in-labor-pain in ways that made giving birth in the clin-
ical environment work. I specified three midwifery witnessing techniques: 
touching, trusting and fetal heartbeat monitoring. Touching in midwifery 
care may be done in different ways and aim at different goals, for example 
of surveilling, or of building a trust relationship. Trusting is both a result of 
midwifery care relation ships and professional practice, as well as a technique 
used to make these relationships and what they aim at work. Depending on 
the surrounding in which it is done, fetal cardiotocography’s ‘objective’ and 
durable proofs, that seem to be reliable and true, may concur with other 
testimonials produced in midwifery care arrangements that are based on long 
term relationships where trust is both needed and built. 
 As my analysis has shown, witnessing in midwifery care practices shapes 
how agency is distributed. It enacts pregnant and birthing bodies, along with 
fetal and midwives’ bodies, in more or less helpful ways. In legal and sci-
entific spheres, witnessing is understood as an objective, disembodied and 
neutral position of an uninvolved outsider. In midwifery practices however, 
witnessing is quite different. Here, witnessing is a set of involved and embod-
ied practices in which midwife, fetal, and woman’s bodies co-participate. In 
doing so they are never (merely) passive, even though they may seem ‘to do 
nothing at all’. Witnessing hits its limits if the participants do not stick to the 
‘rules’: A woman giving birth cannot leave her body and hand it over to the 
midwife. A midwife cannot be pregnant or give birth in the woman’s place. 
What can be done, however, is to co-participate in ways that enable active 
co-shaping of a body, especially when a body is painful and challenging to 
handle. Witnessing techniques such as touching, trusting, and monitoring, 
may help to craft the conditions for such active co-shaping. They are effective 
not in producing objective truth, but in trying to collectively find alternative 
solutions to challenging life situations.
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CHAPTER 4 — EXPERIENCES AS ACTORS
LABOR PAINS IN CHILDBIRTH CARE IN GERMANY46

Abstract
Taking labor pains in childbirth care in Germany as a case study, I develop 
a practice based notion of experience. Labor pains are sociomaterial experi-
ences and effected actors that are shared and worked with, I argue. Fieldwork 
reveals an extensive repertoire of possible interventions used to deal with, 
and to co-enact, continuously shifting actorships of labor pains in childbirth 
care. These actorships include helpful tools, unproductive sensations, effec-
tive work, fruitless investments, products of bodily tension, and pure labor 
pains. Experiences such as labor pains are not only passively known, felt and 
done but also take active part in shaping practice.

Keywords childbirth, midwifery, pain, practice approaches,  
  experience, actor

46 Submitted and reviewed
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Introduction
Pain has been described as an actor that radically disrupts the possibility of 
sharing realities (Scarry 1985, 4). This actorship of pain has become widely 
accepted in social sciences (Gonzalez-Polledo and Tarr 2018; Boddice 2014; 
Käll 2012; Good 1992; Morris 1991; Leder 1990). In her pathbreaking work The 
Body in Pain, Elaine Scarry (1985) asserts that pain is radically destructive; the 
only antidote is imagination and its (re)constructive force.47 Starting from the 
observation that pain not only destroys language but “is world-destroying” 
(Scarry 1985, 29), she goes on to argue that these characteristics are strategi-
cally deployed when pain is inflicted through torture (Scarry 1985, 46–47). 
 Scarry has provided an influential conceptualization of the mechanisms 
of violence. What came to be known as work on pain in general, where pain 
radically disrupts the possibility of sharing realities, seems to be specific to 
torture practices and to chronic pain, pains that, according to Scarry, “share 
the same brutal senselessness” (Scarry 1985, 35, see also 4, 27–59). Torture, but 
also accident or disease or “breakdown of the pain pathway itself ” (Scarry 
1985, 35) make the sufferer inhabit an all-encompassing yet cruelly private 
pain—something that is “overwhelmingly present” to the individual in pain 
but “almost invisible to anyone else, unfelt, and unknown” (Scarry 1985, 51)—
and at allowing the torturer to avoid compassion or resist seeing, feeling, or 
knowing the sufferer’s pain. It is my claim that other pains, in other practices 
and situations are different. 
 Labor pains, for example, are not inflicted with the intention to hurt or 
destroy and they are not persistent. They are better described as (enacted) 
actors that push participants to react, to deal with pain in ways that aim 
at rendering it as bearable as possible. In this article, I argue that labor 
pains as actors are shareable: they are—and must be—shared through 
being worked with and worked on in midwifery care practices. In order 
to show that pains are shareable and to articulate the work they do, a 
practice-based approach to pain experiences is crucial. In contrast to the 
torture pains analyzed by Scarry, labor pains are not essentially destructive. 
They are surprisingly creative, shaping birthing arrangements as well as 
specific subject positions for women giving birth, as feminist scholar Jane 
Maree Maher (2010) insists. 

47 Whereas physical pain “is an intentional 
state without an intentional object; imagining 
is an intentional object without an experience-
able intentional state“ (Scarry 1985, 164). 

Imagination objectifies pain, Scarry asserts, 
thereby shaping a passive and helpless somatic 
experience into an act of self-transformation. 
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In Maher’s diagnosis, ‘Western’ childbirth discourses are consumed with 
concerns about choice and control. The pain of labor is off the radar because 
pain is not thought to reside easily with subjectivity, Maher explains, refer-
ring to Scarry’s core argument that pain destroys subjectivity. For the subject 
position of the autonomous chooser, able to have their body and the world at 
their disposal, this may be true, Maher concedes. Instead of taking the posi-
tion that pain destroys subjectivity as the unquestioned starting point, Maher 
studies how labor pains actually co-constitute subjectivities. She writes that 
through childbirth pain, “each woman is called back to re-negotiate embodi-
ment and subjectivity anew. And in this re-negotiation, only she can have the 
authority to speak in and of the pain, the fear and the tumult, to produce the 
particular embodied subjectivity of her childbirth” (Maher 2010). 
 I share Maher’s interest in studying childbirth pains in ways that may en-
rich childbirth discourses, but I hesitate to burden women with the privileged 
“authority to speak in and of the pain” (Maher 2010). Instead I follow her invi-
tation to elucidate pain’s active involvement in structuring subject positions 
in childbirth, which includes many different actors and authorities, asking: 
What do labor pain experiences become in practice approaches? How do labor 
pains take shape in women’s and midwives’ childbirth practices? And how 
do labor pains act? In order to answer these questions I am inspired by works 
that investigate care practices with the help of tools developed within the 
field of science and technology studies (STS) and understand care realities as 
practical and relational achievements (Moser 2011; Pols 2005; Mol and Law 2004; 
Akrich and Pasveer 2000). Thinking with STS scholars who have introduced a 
practice-based notion of experience (Gomart and Hennion 1999), I address a 
third question in a second step: What can practice approaches learn from labor 
pain experiences? I suggest understanding these experiences not only as effects 
(Gomart and Hennion 1999, 225) but also as actors in specific birth arrangements.  

Articulating Labor Pain Practices
So far, labor pains have mostly been discussed by childbirth care providers, 
within their corresponding academic disciplines: midwifery science and ob-
stetrics. Also anthropologists have studied labor pains.
 Midwives and midwifery scholars have investigated the ‘nature’ of labor 
pains in order to establish a ground for advocating non-medical ways of dealing 
with them (Lowe 2002; Leap and Hunter 2016, 27–28; Whitburn et al. 2019).  
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They suggest detaching labor pains from a medical register that defines 
pain as unpleasant and associates it with tissue damage (IASP 2017). Labor 
pains have a “physiological purpose” (Walsh 2009, 482)—giving birth to a 
child—midwifery scholars emphasize. Labor is thus not only experienced as 
painful, but also as purposeful and therefore pleasurable (Van der Gucht and 
Lewis 2015, 353–56; Whitburn et al. 2019, 29). “[T]he acceptance of pain during 
childbirth and the ability to embrace this within normal labour and birth sug-
gests it is psychosocial rather than pharmacological support that is needed 
to enhance [women’s] coping ability” (Van der Gucht and Lewis 2015, 357), so 
the argument goes. Working with pain and pain relief are thus introduced as 
two opposing paradigms. Whereas the medical logic of pain relief is based on 
the conviction that pain causes suffering and must be alleviated if possible, 
the midwifery approach of working with pain posits that continuous support 
from a midwife provides women with the possibility to experience self-con-
fidence (Leap and Hunter 2016, 33–40; Hodnett et al. 2013; Leap, Dodwell, and 
Newburn 2010; Leap et al. 2010; Walsh and Barclay 2007). 
 Anthropologists have suggested to understand midwifery-specific 
dealings with “good” or “normal” labor pains as ways of shaping “natural,” 
“ humanistic” or “holistic” births, also through using medical technologies 
such as pain medication (Davis-Floyd 2018, 3–104; Gleisner 2013; MacDonald 
2006; 2001, 265–66). In resonance with the midwifery scholarship on labor 
pains, the affective and social relationships between midwives and women 
have been argued to emerge as the most important factors or tools for han-
dling labor pains in ways that create ‘good childbirth experiences’ (Hodnett 
2002, S171; Cheyney 2008, 263; Cheyney 2011, 529–30).
 In Germany, most women give birth in a hospital where they are accom-
panied by midwives and doctors. In 2017, this was the case for nearly 99 % of 
all women giving birth (Gesellschaft für Qualität in der außerklinischen Geb-
urtshilfe (QUAG) 2019). In antenatal classes [Geburtsvorbereitungskurse], held 
by midwives and reimbursed by the national health care systems, anatomical 
and physiological basic knowledge deemed relevant for birth is imparted, 
obstetric interventions during birth, such as epidural anesthesia and caesari-
an section, are introduced, and breathing and moving techniques are prac-
ticed. Equipped with these insights, women go to the hospital, where they 
have registered before, when they think birth has started. This is the case, as 
they have learned in their antenatal class, if they have had regular uterine 
contractions, namely at least every ten minutes for at least half an hour  
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or if their waters have broken. In the hospital, the actual existence and tra-
jectory, called progress, of birth is measured with the help of vaginal exam-
inations which help to determine the opening of the cervix, and the position 
of the fetus’ head (or the presenting part which might also be the fetus’ bump, 
for example). Birth progresses regularly if the cervix opens up continually and 
the child descends progressively and if this happens within a defined space of 
time. However, what counts as regular differs between the various guidelines 
and recommendations, between labor wards, obstetricians, and midwives. 
And so do the decisions what to do, according to the stage of birth, to sup-
port the regular proceeding of birth while also rendering the labor pains as 
bearable as possible. The repertoire of possible interventions reaches from 
walking or climbing stairs, over bathing, massaging, breathing, and relaxation 
techniques to various pain medications such as spasmolytic suppositories, 
intramuscular injections with opiates, or epidural anesthesia.
 Childbirth care, rather than reflecting either of these paradigms, working 
with pain and pain relief, is a syncretic combination of different repertoires, 
as I argue elsewhere (Skeide 2019, 237–38). Neither locating labor pains a 
priori within women’s bodies nor categorically condemning pharmacological 
pain relief is a helpful strategy for defining goals and values in midwifery care 
practices. Further examining the diverse techniques adapted in order to work 
with pain in labor, seems to be a more promising alternative for reflecting on 
these techniques and improving them (Ceci, Pols, and Purkis 2017, 54). Labor 
pain realities may become shareable—and shapeable—if their conditions and 
different sociomaterial participants become more visible and accessible, or 
so I hope. Articulating labor pain practices can thus be a means for strength-
ening midwifery care. As Inge, one of the midwives I accompanied on a labor 
ward, explained: “You cannot foresee how birth goes—it can push women 
and children to their limits.” Medical interventions aiming at avoiding or 
easing labor pains cannot be excluded from midwifery practices that aim at 
helping women and children “to go well through birth,” as Inge put it. Instead, 
drawing on a wide repertoire of diverse sociotechnical techniques seems to 
be helpful in order to deal with continually shifting labor pains.
 The material I work with comes from my praxiographic research (Mol 
2002) on midwifery care practices in Germany that I conducted in hospitals, 
birthing places, and people’s homes between February 2015 and March 2016. 
Praxiography is a methodology developed within the research area  created 
by intersecting (medical) anthropological concerns and analytical tools 
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with those characteristic for science and technology studies. Pivotal to the 
praxiographic approach is to understand everything that is—entities such as 
humans or technical devices or medical standards—as effects of their relation-
ships done in practice. Realities are enacted, in midwifery care practices as much 
as in the research practices relating thereto. As a consequence, (labor pains as) 
subjective experience belonging to individual humans placed in the center of 
the(ir) world is transformed into a specific effect of, but also actor in, localized 
sociomaterial arrangements. Labor pains become contextual and specific.
 I combined observations of around thirty births with twenty praxio-
graphic interviews (Mol 2002, 15–16) with midwives and women who had 
recently given birth. In this paper, I present one case, from the (almost 
always dubious) beginning of labor until the birth of the child, via cesarean 
section. This case is based on an interview I held with a woman I name Tina 
two days after the birth of her second child in the hospital in which I was 
doing fieldwork at the time. I asked Tina: “What happened when you gave 
birth?”, referring to an event, or, more precisely, a series of events, in which 
Tina, her partner Karl, several midwives and doctors and I, but also different 
surroundings and things, took part. I hoped this question would allow Tina 
to describe what mattered to her in the lengthy and exhausting process of 
giving birth and to thereby become her “own ethnographer” (Mol 2002, 15). 
Like most of the other women I accompanied during birth and interviewed 
afterwards, Tina talked extensively about her labor pains. In these terms, 
Tina’s story is exemplary and illustrates that thinking about and with labor 
pains is not predominantly the result of an analytical preference that I bring 
to Tina’s birthing story. Exemplary is also the position Tina asserts: She did 
not characterize her experience as ‘authentic’ knowledge that she possessed 
because she had lived through that experience (Pols and Hoogsteyns 2016, 
42–43), but as a continually changing, practical and relational achievement. 
 Tina’s story shows that I studied midwifery care practices in ways that 
make of labor pains neither essentially destructive experiences nor limit 
them to individual bodies, but shape them into various experiences and 
actors that are, and can be, lived and worked with. The story and its in-depths 
analysis show how multiple labor pains are brought about in just and only 
one specific birthing trajectory. 
 My aim in this article is thus to accept Jeannette Pols’s (2005, 2013, 2014) 
invitation to re-scribe48 (childbirth) stories that may contribute to  thinking 
about how we may make shared (labor pain) realities possible and also 
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about what these shared realities allow for. This strategy promises to be 
more productive for supporting good midwifery care practices than that of 
creating and hardening divisions—between subjects and worlds, between 
shareable and non-shareable experiences, and between working with pain 
and relieving pain models—and thus allow scholars to attend to the com-
plexity of these practices and the different, often contradictory, normativi-
ties enacted therein. 

Labor Pains Acting
Tina and her partner Karl spent more than two days and nights in the hospital 
where I was doing fieldwork at the time. They went through almost the entire 
repertoire of birthing interventions, from bathing to homeopathic treatment 
to epidural anesthesia and, finally, to cesarean section. Right after the oper-
ation, Tina was devastated. She felt that what happened was her fault alone, 
and she blamed herself for making “such a fuss” about her labor pains. Two 
days later, I was happily surprised to see Tina waving at me cheerfully in the 
hallway of the maternity ward. We had a chat and arranged an interview for 
the next day, early afternoon in her room on the maternity ward. 

Labor Pains as Helpful Tools 
Answering my question “What happened when you gave birth?”, Tina began 
by saying:

On Monday we were due. And on Tuesday night I got contractions [ Wehen]49 
at around half past two. But they were easy to bear. First I thought they 

48 Jeannette Pols develops Hans Harbers’ concept 
of rescription that he uses in order to empha-
size the normative involvements of Science and 
Technology Studies (Harbers 2005, 265). Pols’ 
empirical ethical research of care practices is 
based on the insight that how specific situati-
ons or practices are known determines what they 
become. Pols suggests that care realities cannot 
be, allegedly neutrally, described. Prescribing 
supposedly good care realities should be based 
on the values and goals that matter in specific 
care situations. Scholars studying care practi-
ces (or any other) are necessarily involved in 
their becoming when they write care practices 
anew — rescribe — creatively and responsibly.  

49 It is important to note that the English 
term labor foregrounds the work that giving 
birth entails. It also denominates the uterine 

contractions and pain that are worked with 
during birth. The German word Wehe/n marks the 
pain that women feel when giving birth. Wehe 
is used as an equivalent to the English term 
labor. Sometimes Wehenarbeit is used in order to 
emphasize that there is (active) work involved 
alongside (being in) pain. The medical term 
Kontraktionen foregrounds the functioning of the 
uterine muscle. When working with Tina’s story I 
realized that she used the word Wehe/n through-
out, yet referred to very different entities: 
the contractions that she felt and measured, the 
different pains that emerged not only from these 
contractions but also from how they occurred in 
different arrangements, the process of giving 
birth etc. I tried to do justice to this di-
versity by translating Wehe/n into labor, labor 
pains or contractions and by attending to the 
differences in my analysis.
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would be bowel spasms und I used an enema because I have had the 
feeling of being constipated for two days. But then they came every 
thirteen minutes and they came very regularly. And then I thought: “That 
could also be labor pains [Wehen].” And the next day I also had labor pains 
[Wehen], but they were really different in length and frequency. And it 
was getting more intense only in the evening and we decided Wednesday 
night at 1 am to go to the hospital.

Initially, labor pains acted as contractions that Tina characterized as “easy to 
bear.” But were these easy-to-bear-contractions really labor pains? Tina was 
unsure: as she had recently felt constipated, they could have been bowel 
spasms. In order to find out where exactly the contractions were located—in 
the uterus or in the bowels—Tina put her feelings to the test. She used an 
enema as a diagnostic tool to find out: If emptying her intestines stopped 
the spasms, they stemmed from her bowels. If the spasms continued and got 
stronger, they were uterine contractions. The latter was the case. 
 Once Tina has detected the location of the pains, their quantifiable 
characteristics came to matter. Tina knew that measuring how often and for 
how long she felt the pains would produce further valuable information for 
specifying the contractions as labor pains. Consequently, she kept track of 
her feelings from their onset: at which time they began, when they became 
regular and when they changed into being “different in length and frequency.” 
 Feeling pain and measuring pain thus can be seen as mutually supportive 
self-help strategies. Tina adopted feeling-measuring techniques that shaped 
the contractions into an indicator for the onset of birth and for deciding 
when to go to the hospital. Labor pains thus acted as helpful diagnostic tools 
that also took shape in the process. The labor pains as tools were distributed 
across several sociomaterial participants: Tina’s body and bodily sensations, 
Tina’s experiential and obstetrical knowledge, the enema and the clock Tina 
used for measuring, Tina’s partner Karl who decided together with her when 
to set off for the hospital. 

Labor Pains as Unproductive Sensations
With Tina and Karl’s arrival at the hospital, the labor pains were distributed 
differently. They did not act as helpful tools anymore but become unproduc-
tive and individual sensations. 
Tina continues:
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So we left with five-minute-contractions [FünfMinutenWehen] and 
arrived here [in the hospital] and got examined. I said: “I need a medical 
finding [Befund] now. If these are not contractions [Wehen] that open up 
the cervix, then I would like to get something for it and go back home.” 
But the midwife said that there were no drugs that could be administered 
just like that if there was no opening of the cervix. 

At home, Tina approached the pain she was feeling in ways that allowed for 
shaping it into a helpful diagnostic tool. Not just feeling but feeling diagnos-
tically helped qualify spasms as regular and ongoing uterine contractions 
or labor pains. In the clinical surrounding, an extra criterion was added for 
detecting labor pains: they needed to “open up the cervix.” The vaginal exam-
ination50 was needed to determine the opening of the cervix, meaning that 
the felt contractions were recognized as a sign of labor only if they were pro-
ductive. Feeling pain was not of diagnostic value at that point; an obstetrical 
repertoire that knew labor pains by observing birth-related corporeal changes 
prevailed. Tina’s pains and what they became were distributed among the 
midwife’s examination and the knowledge it produced. In this procedure, 
labor pains acted as individual, private and also unproductive sensations, 
an experience that did not allow for objective validation and therefore must 
reside, unattainably, within Tina’s feelings.
 When they failed to meet the criterion of productivity, the labor pains af-
fected Tina differently than they had at home. They hurt for nothing. As these 
pains did not have any effect on the cervix, and thus were not for giving birth, 
they were disturbing and unnecessary. This is what Tina suggested when she 
asked to “get something” and “go back home.” 
 In this situation, labor pain indeed resonates with the exceptional charac-
ter of pain described by Scarry (1985, 5): It “has no referential content. It is not 
of or for anything. It is precisely because it takes no object that it, more than 
any other phenomenon, resists objectification in language.” This useless pain, 
enacted as hidden in Tina’s body, unrelated and unrelatable, stands in contrast 
to the emphatically evoked productive labor pain in the midwifery and anthro-
pological literature that is for giving birth to a child (Whitburn et al. 2019, 31; 

50 Vaginal examinations usually mark women’s 
arrival on the labor ward and are performed 
repeatedly throughout the birthing process. 
The results of such examinations co-direct the 
attendance procedures, as clinical protocols 

suggest a continued opening of the cervix 
within a defined period of time to be a sign of 
physiological birth and prolongations to hint 
to pathological birthing trajectories.

EXPERIENCES AS ACTORS



78

Van der Gucht and Lewis 2015, 350; Gleisner 2013, 111). Not the pain itself but 
the effectiveness of the uterine contractions seems to inspire this position, 
which excludes other labor pains that are differently productive, such as the 
diagnostic pains that Tina tracks at home.

Labor Pains as Effective Work 
When the midwife replied that “there were no drugs that could be adminis-
tered just like that,” she also hinted that pain medication does not act without 
side effects. Birthing takes hours—in Tina’s story, even days and nights—and 
labor pain, however versatile, is a faithful companion in this contingent 
process. If, when and how to ease labor pains is continually questioned and 
adapted in clinical birth attendance. Next to pain medication, non-pharmaco-
logical, so-called alternative methods of pain relief, such as bathing, homeo-
pathic treatment and physical exercise, are used. This is especially the case at 
the onset of labor pains in the hospital and throughout birth in non-clinical 
surroundings, where most pharmacological remedies cannot be administered.
 In Tina’s case, the midwife first recommended taking a bath in the 
“pre-labor room” of the labor ward. Bathing was introduced as a technique 
that aimed at diagnosing and guiding labor while also soothing the pains: 
immersion in warm water can help to alleviate or even stop contractions 
if they are not signs of labor or to intensify them if they are. Resting and 
moving in warm water was expected to ease the pains that Tina felt. Bathing 
thus represented a good compromise. It met Tina’s request for pain relief, 
thereby acknowledging her sensations, while also aiming to make her body 
produce effective uterine contractions.
Taking a bath also generated something else: it made the pain act as part of 
a “comfortable” situation, one that was shaped into the activity of “laboring,” 
as Tina recollected:

So we stayed in the pre-labor room [a room next to the entrance hall of 
the labor ward] the whole night and we were laboring and bathing and 
laboring and bathing [geweht und gebadet]. And we felt comfortable [wohl 
gefühlt] there and were being examined [vaginally] again and again.51 

51  Tina and her partner Karl shared many of 
the activities in the hospital quite closely, 
as seen in her use of “we” during the inter-
view.
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The “relaxation bath,” as it is called, did not merely exert a physical influence 
on her body by providing warmth and thereby relaxing her muscles. Bathing 
also created a “comfortable” situation through providing a relaxing environ-
ment: The bathtub was in a separate and spacious room in which the lights 
were dimmed and soft music was played. A pleasant scent of lavender, an 
essential oil that was added to the water, filled the room. The water tempera-
ture was continually adapted by the midwife, so that Tina could stay in the 
bathtub “the whole night.” Here, conditions were crafted that allowed Tina 
and Karl to “feel comfortable.”52 
 In the feeling-measuring techniques and in the cervix examination, labor 
pains were distributed in a way that situated them within Tina’s body and 
specifically in her womb. Bathing distributed Tina’s labor pains so that they 
became part of the body-in-labor and the environment, which were inter-
related and mutually permeable for corporeal states and environmental 
atmospheres (Mol and Law 2004, 53)53. Placing the body in a comfortable 
environment thus potentially made Tina feel comfortable while the pain 
was backgrounded. In the pre-labor room, Tina was asked to concentrate on 
engaging in active work, namely “laboring and bathing.”54 While bathing, the 
pains were not worked with as tools, as was the case at home. Instead they 
became what this work consisted of. As pain-labor, they were productive in 
relation to the progress of the birthing process, and the repeated examina-
tions of the midwife contributed to enact this potential. 

Labor Pains as Fruitless Investments
To Tina’s disappointment, bathing was not successful in spurring productive 
contractions. She sighed deeply as she recalled:

But that night was spent with labor pains [Wehen] that did not open up the 
cervix. So the [child’s] head was deeply engaged, the cervix was short and 
soft but it did not open. And then we were quite exhausted, or me at last,  

52 See Driessen (2018) for how care is done 
in bathing people with dementia in Dutch nur-
sing homes. 

53 Using the case of hypoglycemia, Annemarie 
Mol and John Law (2004) argue that bodies are 
done in practice. They suggest that a body-
in-practice is not necessarily whole, coherent 
and bounded, and if it is so, this is a prac-
tical achievement. When being done, bodies do 
not necessarily end at their skin boundaries 
but may extend beyond them (Mol and Law 2004, 

57). A body may incorporate “bits and pieces 
of the world around it, while its action may 
be shifted out of the body, excorporated” (Mol 
and Law 2004, 53).

54 Note that using wehen as a verb, to denote 
an activity, is rather unusual. More common are 
expressions such as Wehen haben or in den Wehen 
sein. Tina thus emphasizes that she is doing, 
instead of having or being in, labor pains (see 
Mol and Law 2004, 45).
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because it did not progress. But you cannot do more than wait. And then 
there was a change of shift.

When Tina left the bath and looked back on a night filled with pain-labor and 
no result, no opening of the cervix, bathing was reduced to a vain attempt 
at rendering the contractions effective. Tina emphasized, though, that there 
were relevant changes noticed by the midwife: the shortening and softening 
of the cervix as well as the engagement of the child’s head indeed showed 
progress towards birth. However, these results were rather frustrating in light 
of the effort invested and the time passed since the labor pains began. The 
pain-labor did not seem to be worth the hassle, and Tina surrendered: “You 
cannot do more than wait.” These seemingly fruitless investments left Tina 
and Karl “exhausted.” 
 Similar to Tina’s and Karl’s arrival at the hospital, the vaginal examina-
tion and its findings foregrounded the objectively detectable effects of labor 
and separated these effects from the pain, from the hurting. When Tina 
worked with and on her pains at home and shaped them into work when 
bathing, she could not know if these pains were also effective in opening up 
the cervix but she could deal with them, feel them and hope for them to be 
productive. When the midwife examined her cervix, labor pains were enact-
ed as uterine contractions whose effects could not be known by Tina herself, 
and her preparatory work and sensations were made less relevant and her 
and Karl’s possibilities to work with pain or to shape labor pains into work 
were shifted away from them. Labor pains were instead transformed into 
the shape of unreliable actors. As such they were divided into two constit-
uent and competing versions: labor as an opening of the cervix and pain as 
hurting. Before the vaginal examination the relation of these versions was 
open to diverse possibilities and handling pain as hurting in helpful ways 
was foregrounded.
 

Labor Pains as Products of Bodily Tension
With the staff ’s change in shift in the morning, the next midwife took over. In 
order to gain an impression herself, she examined Tina again. Since the find-
ings were still the same, she had another strategy to offer, as Tina explained:

So she proposed something homeopathic, something to relax [ent
krampfen]. I certainly was very tense [angespannt]. The first midwife 
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had also noticed this. And the second midwife gave us a homeopathic 
remedy and brought us to a room on the gynecological ward in order to 
sleep. And this really removed [weggemacht] the contractions [Wehen]. I 
only had one per hour and I slept for two hours. That did me good.

The homeopathic ‘stimulus’ aimed at helping her to relax took center stage. 
As Tina mentioned—and as she repeated several times during the inter-
view—she “certainly was very tense.” This was not her observation alone, she 
assured me, as the two midwives “noticed this” as well. 

 The homeopathic treatment, and how Tina framed it in her narration, 
adds a new actorship of pain to her birthing trajectory. The unproductive 
pain that Tina felt was staged as a product of Tina’s tensed body. The caus-
al relation between tension and pain that is established here res onates 
strongly with a theory of the so-called Fear-Tension-Pain Syndrome. This 
theory was made available internationally to obstetricians, midwives 
and the greater public through the work of Grantly Dick-Read, a British 
obstetrician and advocate for natural childbirth. In Childbirth without 
Fear, Dick-Read writes that “[t]he fear of pain actually produces true pain 
through the medium of pathological tension” (Dick-Read [1942] 1961, 35).55 
In the childbirth care practices I witnessed, tensed bodies were common-
ly thought to make giving birth more difficult by rendering contractions 
ineffective and intensifying labor pains. Tension was thus counteracted 
in different ways. This is also the case in Tina’s story, where bathing and 
homeopathic treatment were applied in order to relieve bodily tension 
through also calming a fearful and restless mind and thereby relieve pain. 
The aim was to either allow the cervix to open or the body to rest for fur-
ther contractions.
 Here, labor pains are coproduced by mentally induced bodily tensions 
and thus become objects of the intervention. Tina engaged enthusiastically 
in this new strategy, allowing her body-in-labor-pain (see Akrich and Pasveer 
2004, 66) to be affected by the homeopathic treatment, to “relax” so that the 
contractions were “really removed.” 

55 Dick-Read’s ([1942] 1961, 18) idea is that 
hurtful pain is not ‘naturally’ part of giving 
birth but a cultural phenomenon: “Superstition, 
civilisation and culture have brought influences 
to bear upon the minds of women which have intro-
duced justifiable fears and anxieties concerning 
labour. The more cultured the races of the earth 
have become, so much the more positive have they 

been in pronouncing childbirth to be a painful 
and dangerous ordeal. Thus fear and anticipation 
have given rise to natural protective tensions in 
the body, and such tensions are not of the mind 
only, for the mechanism of protec tive action by 
the body includes muscle tension.” Astonishin-
gly, his theory continues to inspire childbirth 
education programs around the world. 
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When the labor pains got stronger, to the point of being “unbearable,” Tina 
asked for pain medication again. The opioid she received did not calm the 
pains. The pains intensified instead and got even worse to bear. Tina shrugged, 
and hypothesized: “Maybe [it was] because of the relaxation setting in at that 
point.” The pain medication helped to create ambiguous relations between 
differently constituted bodies: Tina’s body relaxed and painful contractions or 
‘tensions’ of Tina’s uterus augmented. 
 Whereas the homeopathic treatment targeted Tina’s body as a unity, one 
that was either relaxed or tensed, the opioid helped to shape Tina’s body into 
at least two contrasting and yet cooperating entities: a relaxed body-uterus 
(Akrich and Pasveer 2004, 70–71) and a tensed uterus-body. Similarly to the 
homeopathic arrangement, in which Tina’s labor pains were understood as 
an embodied state of fear, namely tension, the opioid arrangement locat-
ed pain in Tina’s body. Whereas the homeopathic treatment helped Tina’s 
goal—pain relief—to be achieved and produced a seemingly coherent body, 
the opioid acted as an antagonist that increased the labor pains and created 
divisions between different versions of bodies (Akrich and Pasveer 2004, 72). 
In the latter case, pain was granted an actorship that seemed to be indepen-
dent of Tina’s will and beyond her ability to intervene in.

Pure Labor Pains
In the further course of birth, the pains gained more and more prominence 
until they became continuously present. At a certain point, Tina’s labor pains 
indeed risked becoming ‘overwhelming,’ as she emphasizes:

And then I got real labor pains [Wehen]! Now I know what labor pains 
[Wehen] are! They hurt awfully and they did not stop at all. The uterus 
was so very sensitive. I got contractions [Wehen] every time I peed, every 
time I was examined. But we came one centimeter further and my water 
broke. When the midwife that attended us the night before arrived for 
her night shift and saw the state I was in, she suggested an epidural. 
Because then I was in labor [unter der Geburt] so that one could finally do 
something.

The state in which Tina was, namely overwhelmed and exhausted by what 
was finally acknowledged as “real labor pains” and the lack of sleep, was 
co-enacted by the epidural suggested by the midwife. Labor pains that  
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“hurt awfully and did not stop at all” provoked her cervix to open and her 
water to break. The pains became “real” as they had objectively determinable 
effects. The epidural contributed mainly to bringing this reality about. 
 Paradoxically, Tina’s labor pains became “real” when an intervention was 
made to eliminate them, or, more precisely, when they were eased and be-
came a lot easier to handle. At the same time, interventions and their condi-
tions such as the epidural and obstetrical signs of labor (opening of the cervix, 
break of waters) gained reality—“one could finally do something”—when the 
labor pains, finally, were successfully soothed. Furthermore, what helped Tina 
to get to “know what labor pains are” was that they were made to disappear 
or backgrounded with the help of the epidural. The epidural thus helped 
to give reality to Tina’s experience, to acknowledge the “state” she was in, 
namely “in labor,” as she explains. At this point, the epidural became a means 
for meeting Tina’s expectations and goals, for valorizing her feelings, and for 
approving her investments. 
 With the help of the epidural, which was “exactly right,” as Tina says, 
and an intravenous infusion of oxytocin, Tina’s cervix dilated fully by the 
end of the night. As the pains were eased, labor took its course, acting seem-
ingly independently from Tina’s participation: “We slept and rested while 
the contractions did their work [Wehen haben gearbeitet],” Tina added. As 
much as the presence of labor pains did not indicate reliably the effectivity 
of the hurting, the (quasi)absence of labor pains did not necessarily mean 
that there was no laboring. The labor pains that acted as unproductive sen-
sation in the beginning of labor then turned into their opposite: pains were 
productive and yet hardly felt. In both arrangements, objective criteria that 
defined the effectivity of labor were foregrounded while pain was sidelined. 
These criteria contributed to disassociating labor from pain. But, as Tina ex-
plained, they also became re-associated: the contractions were productively 
co-directed by the oxytocin, because the epidural helped Tina sleep and let 
the “contractions [do] their work.” 
 In this arrangement, undoubtedly the most technical and medical one, 
labor pains were not “to the individual experiencing it overwhelmingly 
present, more emphatically real than any other human experience, and yet 
[…] almost invisible to anyone else, unfelt, and unknown” (Scarry 1985, 51). 
Instead labor pains were made “overwhelmingly absent” to Tina while also 
“visible and knowable to anyone else” present. Tina’s labor pains did not act 
on herself alone but were distributed over the relations between medications 
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and their technical infrastructures, such as cannulas and tubes, beds and 
tables, clinical surveillance techniques such as vaginal examination or 
electronic fetal monitoring, midwives and doctors, Tina’s partner Karl and 
Tina’s body. In and through diverse sociomaterial relations, the pains became 
visible and knowable.  
 In the end, Tina explained, the midwife who arrived in the morning “was 
not satisfied with the position of the child’s head.” She called in a doctor who 
shared the midwife’s concerns. “So they advised us to end this via a cesarean 
section and we agreed immediately,” Tina concluded.

What Can Practice Approaches Learn from 
Labor Pain Experiences? 
As this praxiographic analysis shows, labor pains are experiences and actors 
that are ‘followed’ and worked with, and thereby enacted, in midwifery prac-
tices (see Leap and Hunter 2016, 38). Labor pains are creative actors; instead 
of destroying the world (Scarry 1985, 29), they shape many different worlds. 
In Tina’s story, we can see how labor pains can co-shape many different birth-
ing arrangements and co-structure the participants’ positions in various ways. 
Labor pains are not merely physiological and pleasurable but may act as 
helpful tools, unproductive sensations, effective work, fruitless investments, 
products of bodily tension and pure labor pains. Each actorship involves 
specific surroundings, devices, knowledges, words, techniques, bodies and 
worlds. And each version of labor pains crafts particular, not psychosocial 
but sociomaterial relations between various participants while also emerging 
from these relations. Labor pains are not subjective experiences but experi-
ences that are shared relations-in-practice. 
 Whereas subjective experience has been an important analytical cate-
gory in (medical) anthropology, understood as the fruit of people’s privileged 
access to their individual realities, it has become suspicious in science and 
technology studies (STS). One of the core maneuvers in recent STS works 
consists of not differentiating a priori between things, words and humans 
but to show how entities become what they are in relation to other entities. 
This maneuver decenters human subjects and thereby detaches them from 
their privileged rights and competences in knowing the ‘object-world.’ In 
practice-based approaches in STS, scholars have often avoided relying on the 
concept of experience to analyze practice. 

EX
PE

RI
EN

CE
S 

AS
 A

CT
OR
S



85

Emily Gomart and Antoine Hennion (1999) suggest that this turn away from 
experience may have been hasty, arguing that certain practices need a notion 
of experience in order to become understandable. They have introduced a no-
tion of distributed experience. Instead of understanding experience as either 
a product of an active, reflexive and sensorial human subject or as passive 
effect of the social structures and material objects this subject is confronted 
with, they study experiences as effects of collective and emerging events. 
Gomart and Hennion analyze the experience of passion produced through 
amateur practices by exploring drug and music lovers’ relations to their 
appreciated objects. They suggest that such practices of passion may teach 
us about events in which action is distributed over the relations or “attach-
ment[s]” between several different participants: people and their objects of 
pleasure, devices and settings (Gomart and Hennion 1999, 221). Users surren-
der active-passively to drugs or music by skillfully crafting their attachments 
and, in so doing, preparing actively for the drugs or music to “take over” 
(Gomart and Hennion 1999, 242). 
 Gomart and Hennion’s work shows that experiences are a means for 
analyzing what matters to people. Practice approaches should thus attend 
to experiences. Labor pains are a case to think with, allowing us to follow 
Gomart and Hennion’s invitation to study a specific experience in conjunc-
tion with a practice-based repertoire in order to both specify the repertoire 
and understand the practices under investigation. Labor pain stories help to 
develop some of the ideas laid out in Gomart and Hennion’s study, taking a 
next step by regarding experiences as effects of events or practices that be-
come actors as well. In this case, feelings and experiences are so demanding-
ly present and so variable that the differences they (are made to) make merit 
attention in themselves. Birthing practices differ from the “connoisseur’s 
practice[s]” (Gomart and Hennion 1999, 243). The dynamics of the latter sug-
gest that high investments lead to well-earned rewards, namely joyful pas-
sions. In giving birth, labor pains are not necessarily sought as an experience 
in themselves, an “unanticipated gift” (Gomart and Hennion 1999, 222), but 
labor pains are there, reliably, as a concomitant of giving birth. They impose 
an obligation to be dealt with, no matter if women and their surroundings 
are prepared to do so or not. 
 Like feelings, labor pains participate actively in shaping the conditions 
under which they are brought about while also being shaped by the efforts 
that are invested into handling them. The labor pains I discuss here are both 
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more reliable and more erratic than the desired endpoints of Gomart and 
Hennion’s passionate amateurs. As constantly shifting and temporary actors, 
it is difficult to see labor pains in terms of a continuously growing expertise. 
Instead of deepening the experience of labor pains, birthing practices rather 
‘contain’ the experience of pain by working with, on or against it in order to 
render labor pains livable. Labor pains are not an end in themselves. Each 
of their diverse actorships brings about new possibilities and challenges 
that need to be dealt with. In the childbirth care practices recounted by Tina, 
the joint efforts are not directed towards being “seized and taken over by a 
potentialized exogenous force” (Gomart and Hennion 1999, 243), but instead 
consist of materializing labor pains in order to allow them to become con-
crete, relatable, shareable and malleable. Labor pains cannot be allowed “to 
take possession of the self ” (Gomart and Hennion 1999, 221). This might make 
giving birth without anesthesia impossible. “Working with pain” (Leap and 
Hunter 2016, 38) co-shapes pain’s multiple and rapidly changing identities. 
Labor pains are unavoidable sociomaterial challenges and efforts rather than 
achievements initiated and pursued by human actors (Gomart and Hennion 
1999; see also Mol and Law 2004).
 Re-scribing labor pains as both experiences and actors permits us to see 
how pain co-structures subject positions in childbirth practices and sheds 
light on an important participant—pain—that is commonly evaded in child-
birth discourses (Maher 2010). Labor pains are felt and hurtful experiences are 
part of childbirth practices. I show here that labor pains also act through be-
ing felt in particular ways, most obviously when labor pains become tools in 
feeling-measuring techniques but also when pains turn into objects of treat-
ment. This practice-based approach to labor pain experiences complicates 
and situates experience as an analytical category, while avoiding re-centering 
the individual human subject. Labor pains are felt, known and done, and they 
make Tina—and others—participate in situations and respond in different 
ways. Labor pains are distributed over a set of actors who activate and main-
tain Tina’s engagement in shaping the birthing arrangements and her labor 
pains. In the epidural arrangement, for example, labor pains are distributed in 
ways that make other actors besides Tina and her pain to take over and direct 
the labor process. 
 Studying experiences and feelings may help anthropological and 
 STS-inspired practice approaches to better understand how care practices 
are constituted. The experiences themselves are not only active-passively 
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known, felt and done but also take active part in shaping practice. A practice 
approach to care cannot do without a notion of experience, as the case of 
labor pain experiences in birthing care practices helps make clear.   
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CHAPTER 5 — MUSIC TO MY EARS
A MATERIAL-SEMIOTIC ANALYSIS OF FETAL HEART 
SOUNDS IN MIDWIFERY PRENATAL CARE56

Abstract
Unlike sonographic examinations, sonic fetal heartbeat monitoring has 
received little attention from scholars in the social sciences so far. Using 
the case of fetal heartbeat monitoring as part of midwifery prenatal care 
practices in Germany, this contribution takes the aesthetic relations shaped 
by this practice seriously. Based on ethnographic stories, three situations 
are compared in which three different tools help to listen to what becomes 
fetal heart sounds. Depending on the instrument used, particular orches-
trations of the care situation, kinds of “heartbeat music,” and versions of 
fetuses emerge. In the Doppler-based orchestration, audible heartbeat music 
is taken as a sign of a healthy child in need of obstetrical surveillance and 
parental love. The Pinard horn makes fetal music that can be appreciated 
by the midwife as expert-listener alone. The cardiotocograph helps to bring 
about ephemeral music that recedes behind beautiful and durable scripts. 
This material-semiotic analysis amplifies how fetal well-beings are shaped in 
midwifery prenatal care.

Keywords midwifery, pregnancy, fetal monitoring, 
  aesthetics, sound
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Introduction
Visual productions of an embryo’s or a fetus’s beating heart, one of the first 
organs to develop in human organisms, are considered the most reliable, early 
indications of pregnancy in both obstetrical and public circles in Germany. 
Several weeks after gynecologists have visualized the fetus’s heart ultrasono-
graphically, a handheld electronic device is used, often by midwives, to render 
the heartbeat audible via ultrasound. From then on, the fetal heartbeat is 
routinely monitored at every prenatal care visit57, in order to check the “baby’s 
well-being in the womb” (Grivell et al. 2015, 2). Listening to such fetal heartbeat 
music, I suggest, is often more common in prenatal care in Germany than is 
seeing “baby’s first picture” in the form of a fetal sonogram (Mitchell 2001). 
 However, anthropologists have tended to study visual over sonic mon-
itoring technologies. Especially within US feminist scholarship, visual 
ultra sound technologies have been criticized for making fetuses appear as 
autonomous persons, entitled with individual statuses, rights, and interests 
(Petchesky 1987; Morgan and Michaels 1999; Mehaffy 2000; Mitchell 2001; 
Taylor 2008). It has been argued that fetal sonography has helped to enact 
two entities that are biologically, medically, and juridically separated, yet also 
inextricable intertwined: fetuses and their “maternal environments” (Hub-
bard 1990 cited in Haraway 1992, 312). What has been accepted as an “accu-
rate representation of a real fetus” (Petchesky 1987, 268; see also Haraway 
1992, 312) has helped to forge affective relations, to bond a mother, father, and 
family to their child. Against this backdrop, sonographic images of fetuses 
have been used in antiabortion campaigns, to assert the independence and 
individual right to live as well as the lovability of each fetus. 
 The scholarly works from which this article takes inspiration show how 
the visual representation of fetuses has helped not only to know but also 
to relate emotionally and socially to the visual artifacts themselves and to 
what they are supposed to stand for: the fetus. Sound studies scholars have 
framed sonic approaches to bodies in medicine as “listening for knowledge” 
( Bijsterveld 2018, 3). But how is sonic fetal heartbeat monitoring done in mid-
wifery prenatal care, and with which effects? 

57  Prenatal care visits take place every four 
weeks until the thirty-sixth week of pregnancy. 
From the thirty-sixth to the fortieth week of 
pregnancy, prenatal care visits are scheduled 
every two weeks; after the fortieth week of 
pregnancy — after the expected due date — such 
visits are scheduled every two days. While it 
is recommended to monitor the fetal heartbeat 

at every appointment, and thus, approximately, 
at least ten times during pregnancy, sonographs 
are usually only taken three times: between the 
eighth and the twelfth week, between the eigh-
teenth and the twenty-second week, and between 
the twenty-eighth and the thirty-second week of 
pregnancy. 
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By analyzing specific cases of “fetal heart sound listening,” as the midwives I 
observed called it, I take the aesthetic dimensions of these epistemological58 
practices seriously. My analysis shows that emerging fetal heart sounds are in-
terpreted as sensorially and emotionally engaging, and hence give rise to partic-
ular aesthetic appreciations. How particular sounds or listening objects become 
‘good’ or ‘beautiful,’ and what they are made to show, mean, stand for, index, or 
symbolize, can best be understood by comparing these sounds to music, I argue. 

Stethoscopic Listening for Knowledge
Social-scientific analyses of fetal heartbeat monitoring are sparse (for recent 
exceptions see Howes-Mischel 2016, 2017; Owens 2017), but social-scientific 
interest in medical listening or auscultating59 is not new. This work is firmly 
grounded in the understanding of sounds as ways of knowing the entity that 
produces the sound.
 None other than Michel Foucault ([1963] 2003, 17, 164–70, 177–84) has 
argued that empirical medical knowledge and skills have been crafted through 
objectifying and classifying patients’ bodies acoustically. Next to seeing and 
touching, listening to bodies fueled medicine’s revolutionary turn to empirical 
rationalization at the end of eighteenth- and beginning of nineteenth-century 
Europe. What Foucault describes as a fundamental shift in the history of ideas 
was supported by a rather inconspicuous acoustic technology. According to 
R. T. H. Laennec, the founding father of auscultation, a rolled stack of papers 
served as provisional predecessor of the stethoscope, a wooden cylindrical 
ear-trumpet that helped to mediate between a doctor’s ear and a patient’s 
body (Lachmund 1999, 420; Sterne 2001, 117, 2003, 104; Rice 2010, 289).
 Sound study scholars investigating the “genealogy of auscultation” 
(Lachmund 1999, 420) have studied the stethoscope and its uses in fur-
ther detail. They explain that the “chest-seeing device”60 allowed the 

58 Following Jeannette Pols (2014, 193), I 
under stand epistemology as activities of  knowing 
worlds that shape what these worlds become and 
how they can be lived in.

59 Auscultation in medical environments of the 
nineteenth century was an active listening or 
“hearkening” to movements of organs, airs, and 
fluids in patients’ chests (Sterne 2003, 100).

60 Jonathan Sterne (2003, 105) remarks that 
this visual metaphor for a listening practice 
should not be overinterpreted but understood as 

an expression of the common French theoretical 
approach to knowledge of the time. “Ensoni-
ment,” writes Sterne (2003, 2), was part of the 
Enlightenment project, and, he argues, listening 
was done “in the service of rationality.” Jens 
Lachmund (1999, 428), however, understands the 
visual metaphor as hinting at the inter twinement 
of visual and auditory practices: “Not only was a 
visual practice, pathological anatomy, the basic 
point of reference on which the whole project of 
a physical diagnosis  hinged, but visualization 
practices also remained operative within the 
organization of auditory experiences.”
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auscultation of breathing lungs and pumping hearts, hidden in patient’s 
chests and only rendered visible retroactively in autopsy. Through dissect-
ing and auscultating, bodies, specifically hearts, lungs, and gastrointestinal 
systems, were sensually identified and categorized, and thereby skillfully 
evidenced (Lachmund 1999, 424; Sterne 2003, 121–22). As a mediating instru-
ment,61 the stethoscope made it possible for medical doctors to take not only 
physical but also social and epistemic distance from their patients’ bodies. It 
thus helped to consolidate gender- and class-related differences between as-
piring middle-class male doctors and hardworking yet poor female patients 
by privileging the truth and worth of the doctor’s access to his patient’s body 
as his empirical research object. 
 A modernist separation between subjects and objects was concretized 
through separating who knows (the savant doctor) and what is known (the 
patient’s body as physical evidence of disease) (Rice 2012, 302–3; Sterne 
2003, 113–20). Clinicians’ bodies became epistemic instruments, aspiring to 
coproduce “diagnostic objectivity” (Lachmund 1999, 441) when examining 
patients’ bodies. Concomitantly, patients’ voices became some of the many, 
formerly absent body sounds, which were then made present and diag-
nostically relevant (Sterne 2003, 116). Consonant with Foucault’s analysis, 
historical investigations into auscultation practices and their technological 
and cultural conditions have emphasized their contribution to standardizing 
and formalizing medical knowledge and skills (see Lachmund 1999, 423–29, 
439–42; Sterne 2003, 101–16; Van Drie 2013, 167; Krebs and Van Drie 2014, 104; 
Harris and Van Drie 2015, 111–12; Volmar 2018).
 Ethnographic studies of listening in contemporary medical environ-
ments have followed the argument that sounds may produce knowledge 
(see Rice 2012, 2013, 2015; Harris and Van Drie 2015; Krebs and Van Drie 2014; 
Maslen 2015; Van Drie 2013). These studies take medical training situations, 
in which auscultative knowledges and skills are explicated, demonstrat-
ed, and exercised, as empirical examples. They argue that apprentices are 
trained to see the contemporary version of the stethoscope as the “hall-
mark of a  doctor” (Rice 2010), whose ways and purposes of listening are 
directed towards generating knowledge. Listening analytically to “specific 

61 The distance between the patient’s and the 
doctor’s bodies was created more by the instru-
ment that was used to avoid direct contact and 
to “mediate” (Sterne 2003, 105–8) than by the 
actual spatial distance that the tool of around 

25 cm in length provided. The tool did not pre-
vent the doctor from smelling the body, feeling 
the skin’s warmth or chill, or, even acciden-
tally, touching the listened-to body. 
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characteristics of sound” (Supper and Bijsterveld 2015, 133) serves the pur-
pose of monitoring or diagnosing well-defined clinical signs (Supper and 
Bijsterveld 2015, 135; Bijsterveld 2018, 73). 
 These studies have been committed to escaping what Sterne (2003, 15) 
calls the “audiovisual litany.” According to Sterne (2003, 14), the juxtaposition 
of hearing and seeing, rooted in Christian religion and commonly mobilized 
in “Western intellectual history,” elevates seeing to a technique of ultimate, 
exterior, and distant rationalization, and relegates hearing to subjective and 
worldly interiors. To counter this, scholars have approached listening as a 
means for “acquiring knowledge about human bodies, … or other research ob-
jects” (Bijsterveld 2018, 4). As a consequence, listening changed sides: instead 
of figuring as the opposite of knowing, listening has become another variant 
of seeing as knowing by objectification.
 However, to analyze professional practices as simply objectification 
contributes to (re)producing a rationalist ideology and does not serve sound 
studies’ aim of overcoming essentialist and generalizing approaches to bodies 
and senses. Listening to sounds does not ‘naturally’ lead to (only) know-
ing the object as if it was seen. As we shall see, listening to fetal heartbeats 
transforms fetal heart sounds into heartbeat music, making them objects of 
aesthetic appreciation. 
 In this study of heart sound listening within midwifery prenatal care 
practices in Germany, I show how moments of attentive listening to sounds 
are created (see Hennion 2003, 30) that make these sounds emerge as fetal 
heartbeat music. Like music, fetal heart sounds are produced with the help 
of specific instruments and are parts as well as effects of prenatal care 
 orchestrations. Like music, fetal heart sounds are crafted in ways that help 
to attribute them with a “connotative, associative-affective character” (Tagg 
1987, 282). Fetal heart sounds appeal to their listeners; they make them act, 
appreciate, and know in particular ways (see Gomart and Hennion 1999; 
Hennion 2005, 2017). Listeners learn how to cultivate their listening to heart-
beat music, to interpret what they hear, and to relate to what emerges as the 
object of listening and as coproducer of the music.
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Listening to Fetal Heartbeat Music
Care practices and their material-semiotic participants are “interrelational 
achievement[s]” (Pols 2014, 176).62 In crafting the identities of their partici-
pants, these care practices not only set out to know and be known but 
they also value and are valued. Care practices’ aesthetics consist of socially, 
techno logically, and sensually produced appreciations, which emerge in a 
specific care practice oriented towards the “improvement” or stabilization 
of a patient’s situation (Pols 2017b, 423). Studying care practices in aesthetic 
terms involves demonstrating how and which kinds of relations oriented 
towards living well are shaped in the doings (in this case, listenings), which is 
a form of aesthetics of everyday life.
 In this article, I respond to the following questions: Which kinds of 
relations are shaped when different heartbeat monitoring devices are used 
in midwifery prenatal care practices? What kinds of music do the particular 
devices help produce? What do the fetuses as ‘objects of listening’ become? 
To do so, I use three stories based on notes and interview material from my 
ethnographic research. From February 2015 until March 2016 I accompa-
nied midwives in their daily work providing prenatal, birth, and postpar-
tum care in hospitals and midwife-led birthing centers in Germany. In their 
prenatal care, midwives used three devices to listen to fetal heart sounds. 
Two were electronic devices that simulate the fetal heartbeat audibly, the 
portable Doppler fetal monitor and the cardiotocograph (CTG63). The third 
instrument, which resembles the historic stethoscope, is called fetoscope 
or, more commonly, the Pinard horn, named after the French obstetrician 
Adolphe Pinard. 
 Below, I compare three fetal heartbeat listening situations in which 
these different instruments produced fetal heart sounds in specific ways, 
and helped to give rise to particular care orchestrations. Locating these 
practices “somewhere in particular” (Haraway 1999, 182), I also show 

62 I build on the empirical ethical studies of 
technologies’ involvement in care practices led 
by Jeannette Pols and her colleagues (Pols 2012, 
2013, 2014, 2017a, 2017b; Pols and Moser 2009; 
Mol, Moser, and Pols 2010; Pols and Willems 2011; 
van Hout, Pols, and Willems 2015; Ceci, Pols, and 
Purkis 2017) in my study of how epistemological 
and aesthetic relations are co-crafted in fetal 
heartbeat listening. Pols’s empirical ethical 
approach starts from the assumption that not only 
people but also things, activities, and words 
become what they are in relation to each other. 
As an alternative to normative ethics, empirical 

ethics analyze specific situations and their “va-
lues-in-practice” or “intra-normativities” (Pols 
2014, 178). Empiri cal ethicists study the goods 
in practice, and compare and weigh them reflex-
ively (Pols 2014, 176–80). They need not agree 
with the goods and aesthetics they witness, but 
they need to take them seriously by specifying 
how aesthetics come into play and what they do 
(Pols 2017a, 2).

63 The abbreviation CTG not only names the de-
vice but also the products, as midwives speak of 
“writing CTGs.”
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how professional discourses present in midwifery and obstetric textbooks 
affect the prenatal care practices I describe.

Educating Parental Ears
The Doppler fetal monitors, called Doptones, I encountered at my field sites 
were composed of a wired transducer and the device itself. The  transducer 
is held to the woman’s belly with one hand while the device, equipped 
with a small electronic display and a loudspeaker, is held in the other. 
The Doptone is a practical and user-friendly device: hand-sized, it is easy 
to transport and handle; battery-run, it does not depend on electricity. 
 Doptones record the fetal heartbeat via ultrasound, produce sounds acous-
tically, and make them audible to everyone in hearing distance through 
an integrated loudspeaker.64 These devices were used in both midwife-led 
and obstetrical surroundings. The following excerpt from my fieldnotes 
describes its use in a midwife-led birthing place, in which Doptones 
were most commonly used for listening to fetal heartbeats throughout 
 pregnancy and birth.  

When the moment for listening to the fetal heartbeats has come, Karen 
seems excited. Her belly undressed, she is lying down on the couch while 
midwife Julia kneels next to her on the ground. Julia rubs her hands and 
places them on Karen’s belly: “Hello child, how are you doing?” After hav-
ing palpated Karen’s belly to determine the fetus’s position in Karen’s belly, 
Julia grabs the Doptone, applies some ultrasound gel to the transducer, 
and turns on the device. Now taking a seat next to Karen on the couch, 
she holds the transducer to Karen’s left groin area. We hear a loud crack-
ling tone. Julia moves the transducer several centimeters towards Karen’s 
navel and a dull electronic beating begins to sound. The beating becomes 
louder and louder as Julia presses the transducer firmly against Karen’s 
belly until a steady thumping fills the room. “Oh! That is really fast,” Karen 
smiles, looking surprised at the device in Julia’s hand. “Yes, it is,” Julia 
replies, “like a small galloping horse [ein galoppierendes Pferdchen].” We 
continue listening for a while until Julia turns it off. “Your child is doing 
really well in your belly,” Julia concludes in a satisfied tone of voice.

64 Unlike other fetal heartbeat listening de-
vices, Doptones and similar devices used in 
professional care environments can also be 
purchased for home use.
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Before listening, midwife Julia touches Karen’s belly to get in contact with 
the fetus and determine its position. Julia carries out the so-called Leopold’s 
maneuvers, named after the German gynecologist and midwifery teacher 
Christian Gerhard Leopold, in order to know where to, approximately at least, 
place the transducer, so that it produces audible fetal heart sounds.65 The 
object of listening is directly addressed, verbally and haptically, as “the child” 
and the sounds are announced as fetal heartbeats. We thus are equipped with 
particular genres of knowing. The listeners enter a shared acoustic space filled 
with fetal heart sounds that ‘tell’ how the child is doing. 
 While how to listen and what to listen to are framed and directed 
before hand, they take concrete shape in the shared sensorial practice. Karen, 
who is joyfully committing to the listening procedure, hears these sounds 
for the first time. She responds spontaneously to what she has been pre-
pared for and is looking forward to hear. The sounds and scratches, followed 
by a fast and monotonous rhythm, are perhaps different from what Karen 
expected, as she comments that they are “really fast.” But what do “really 
fast” heartbeats mean or stand for? The implicit reference to a much slower 
adult’s such as Karen’s own heart rate is appropriate and relevant for the ob-
stetrical surveillance of the fetal heartbeat in pregnancy, relying on different 
standards of normal heart rates for fetuses and adults. In obstetrical terms, 
“good” fetal heartbeats are “really fast” in comparison to the resting heart 
rate of an adult. However, “fast” heartbeats are not only a medical category, 
called tachycardia, in this situation. As aesthetic artifacts, they also become 
socioemotional expressions and symbolic communication (Tagg 1987, 285).66 
They are good heartbeats, whose appropriate rhythm is beautiful and shows 
that the “child is doing really well” in Karen’s belly, as the midwife says. 
The fetus we jointly get to know and learn to relate to is, according to this 
 evidence, healthy. 
 The obstetrical, and aesthetic, metaphor Julia introduces for specifying 
“fast” heartbeats—sounding “like a small galloping horse”—renders these 
different significations of fetal heartbeat music evident. Midwives and ob-
stetricians learn to differentiate between the fast stamping of a fetal heart-
beat and a whooshing, a “vascular soufflé produced by uterine as well as 

65 As an experienced examiner, Julia also used 
to estimate the fetus’ weight and age of gesta-
tion through this set of touching. 

66 In music theory, the relations between 
rhythms, tempi, and moods of music and human 

bodies are called bioacoustics. The idea is 
that they adapt to each other: a lullaby with 
its swinging and calm rhythm, and harmonious 
and repetitive melody, is meant to quiet and to 
secure children’s bodies (Tagg 1987, 286). 
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fetal vessels” (Gibb and Arulkumaran 2017, 23). Distinguishing maternal 
from fetal heart rate patterns, in a babble of similar sounds, is crucial for 
avoiding false interpretations and unnecessary interventions. The instru-
ment needs to produce specific sounds that can be valued distinctly. But 
the audible heart sounds and their evocative verbal co-enactment67 add 
further possibilities for relating to what we hear and for concretizing the 
object of listening. 
 When the midwife suggests that the fetal sounds are like a “small gallop-
ing horse” that signify that “the child is doing really well in [her] belly,” she 
suggests a way of knowing and feeling (sensorially and emotionally) that 
generates diagnostic and social meanings that inform each other. A “small 
galloping horse” produces ‘good’ or ‘beautiful’ sounds as it lives and moves 
– vigorously and boisterously. Furthermore, it is “doing really well” in its 
element or ‘natural’ habitat, Karen’s belly.
 More specifically, as one of the most popular German alternative birth-
ing manuals, written by a midwife, suggests, fetal heartbeat listening with 
the help of the Doptone is a way to not only check the fetal heart rate but 
to also anticipate and to train for parenting through learning to become 
attentive to children’s aural expressions: “Listening to the fetal heart sounds, 
I can point out to parents that also their ears need to prepare themselves 
for becoming parents” [Beim Hören der kindlichen Herztöne kann ich die 
Eltern gleich darauf hinweisen, dass auch ihre Ohren sich auf das Elternwerden 
vorbereiten müssen] (Stadelmann 2005, 29–30). Rather than drawing on a 
widely shared familiarity with human heart sounds as symbols of life and 
emotions, especially love (Rice 2012, 305; Howes-Mischel 2016, 196), the 
sonic enactments of “the child” stages the fetus as a biosocial entity-in-ac-
tion-and-in-relation that should be loved and cared for. Listening to fetal 
heartbeat music is cultivated as “sonic skills” (Bijsterveld 2018).68 In this 
Doptone orchestration, the focus lies on educating future parents (senti-
mentally) in how to listen and what to hear.  

67 Scholars argue that finding verbal “analo-
gies” (Lachmund 1999, 425) to body sounds and 
thereby establishing a “new medical semiotics” 
(Sterne 2003, 128) was the aim of the stetho-
scope’s inventors. However, establishing a 
“metalanguage of sound … that was independent 
of subjective experience (i.e., independent-
ly verifiable)” (Sterne 2003, 129) failed in 
achieving the status of auscultative objecti-
vity in at least two respects: not only were 
these verbal descriptions not necessarily help-
ful for actually retrieving the corresponding 

 sounds — especially not to untrained ears — but 
also the sounds could, potentially,  indicate 
“a physical condition of the body” (Sterne 
2003, 132) but not its causes, the specific 
 pathologies. 

68 Alexandra Super and Karin Bijsterveld have 
defined sonic skills as multisensorial know-
hows, encompassing the ability to use one’s ears 
and to handle the listening tool as well as “to 
design, record, store, mimic and re trieve sound” 
(Supper and Bijsterveld 2015, 140).
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Creating a Midwifery Art
The midwife-led birthing center where Agnes works is equipped with all three 
fetal heartbeat monitoring devices that are used in prenatal care: Doptones, 
Pinard horns, and CTGs. While the CTGs mostly gathered dust in a corner of 
the room and were only exceptionally put into practice, the Doptones and 
Pinard horns were used on a daily basis and thus kept within view and reach. 
Especially when evaluating women and fetuses further along in pregnancy, 
midwife Agnes likes to use her Pinard horn, a simple and cheap but elegant 
device that resembles a wooden champagne flute.

Midwife Agnes suggests concluding the prenatal care visit by “hearkening 
to the heart sounds” [nach den Herztönen horchen]. Ramona agrees. She 
lifts her blouse and lies down on the couch. In order to “make it more 
comfortable,” midwife Agnes stuffs a pillow under Ramona’s knees. Kneel-
ing next to Ramona, she rubs her hands, and places them on Ramona’s 
belly. “Let’s see if it says ‘Hello,’” Agnes says expectantly. Ramona, holding 
her blouse and fixing on the ceiling, nods. Agnes presses the edges of her 
hands onto Ramona’s belly midway between the costal arch and the navel. 
Then she moves her hands to the sides of Ramona’s belly and pushes them 
forcefully towards each other. “The child lies on the right side, head down-
wards,” Agnes looks up to Ramona. “Tell me if it becomes too much for 
you and if you cannot lie on your back any longer.” She grabs her Pinard 
horn and places it between Ramona’s navel and her right groin. Leaning 
forward, Agnes puts her ear on the earpiece, takes her hand off and listens. 
Ramona is lying still, breathing shallowly. Agnes moves the horn several 
centimeters to the left, listens. Then she moves it downwards, presses the 
horn more forcefully on Ramona’s belly, so that it seems to sink into the 
belly, and listens again. After a long silent minute, Agnes grabs the horn, 
and lifts her head: “Today, I get both of you [Heute kriege ich euch beide].” 

The Pinard horn amplifies body sounds, but is less ‘sensitive’ than the Doppler 
ultrasound transducer. In order to “hearken to the fetal heart sounds” with 
the Pinard horn, to master the technique of auscultating, several conditions 
need to be met: clinical palpation and auscultation skills are as indispensable 
as anatomical and physiological knowledge. The fetus’s position in the belly 
has to be detected as precisely as possible via touch. As a rule of thumb, the 
listening midwife can hear the fetus’s heart beating loudly and clearly,  
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if the instrument is placed as close as possible to the fetus’s back, at heart 
level. When this spot is found, the heart sounds need to be differentiated 
from the babble of abdominal sounds, and especially from the pulse of the 
‘maternal’ blood vessels, so that the tool renders audible what is listened to 
and known as fetal heart sounds.69 
 Furthermore, the surroundings—and all the participants, except the 
listened-to fetus —must keep quiet. Only one of the midwife’s ears is able to 
listen to the child-in-the-belly, while the other ear is directed upwards and 
opens up towards the room and Ramona. Other sounds than those reaching 
the listening ear placed on the Pinard horn become ‘external’ and, as such, 
undesirable; they become disturbing ambient noise in the listening situation. 
Ramona is not allowed to talk, except to say if it “becomes too much” to lie 
motionlessly on her back, an uncomfortable position that cannot be held 
over a longer period of time in advanced pregnancies. For Agnes to auscul-
tate, Ramona needs to become a patient in its literal and practical sense: she 
needs to cooperate by permitting and adapting to Agnes’s touching, listening, 
and talking intervention. Her own ways of sensing and knowing “the child” 
are not part of the listening situation.70 Ramona may (learn how to) feel the 
fetus moving in reaction to her excitement, to voices, to Agnes’s touches, and 
to the pressure exerted on her belly when the Pinard horn is used. However, 
she cannot feel or hear the child the way Agnes does when feeling with her 
hands and listening with the Pinard horn. 
 The device separates outs body sounds, distinguishing between the 
silent outside of a bounded body and its sonorous inside. The midwife’s body 
emerges as an extension of the listening instrument that conveys the sounds 
it produces directly and exclusively into the midwife’s ear. As (part of) an 
instrument, the midwife’s body is spatially close to Ramona’s and the fetus’s 
bodies,71 but yet distant in regard to its perceptual and epistemic possibilities. 
Ramona is surrounded by a silence that she (must) coproduce, and is left  

69 Once the heart sounds are made audible, 
they are counted for a minute in order to 
detect the fetal heart rate. The results are 
document ed twice: one patient record, the 
so-called Mutterpass, is kept by the pregnant 
woman and another one is kept in the birthing 
center or ob-gyn practice. It is common to 
just mark a “+” that signals that the fetal 
heartbeat [Herzaktion] as a sign of the fe-
tus’s vitality has been detected.

70 The fetus’s movements can also be signs for 
its vitality or well-being. These movements 

can best be detected by Ramona herself, who 
learns to feel them over time and to get fami-
liar with their patterns.

71 When pressing the horn on Ramona’s belly 
with the help of her head, Agnes’s cheek 
nearly comes to lie on Ramona’s belly. Agnes 
can smell Ramona’s skin and feel its warmth 
on her cheek and Ramona feels Agnes’s breath 
and hair touching her belly. The Doptone, in 
comparison, allows one hand to approach, but 
keeps the rest of the examiner’s body at arm’s 
length.
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to listen to Agnes’s words translating or, more precisely, enacting, the touch-
ing and listening object. Ramona laboriously contributes to bringing about, 
in strikingly present absence, the heartbeat music and its significations, but 
cannot perceive the music herself. Ramona’s attention and curiosity, raised 
by the secret music as a sign of the hidden fetus, are directed towards Agnes’s 
body, which has privileged access. The Pinard horn thus grants the midwife 
the professional authority to know and explicate what emerges as the-child-
in-Ramona’s-belly and to incite Ramona to trust the midwife in what she 
does: monitoring the fetus. The music produced via the Pinard horn can be 
appreciated by the midwife’s skilled ear alone. 
 Pinard horns are mainly used in so-called extra-clinical, midwife-led en-
vironments, and mostly, if not exclusively, by midwives. They have attained 
an iconic status especially in these environments, which are often considered 
non-medicalized alternatives to obstetric settings (Skeide 2019). Ironical-
ly, Pinard horns are classic medical tools, developed and initially used by 
obstetricians. It seems that what the stethoscope is to the medical profession 
today, the fetoscope is to independently working midwives in Germany: it 
helps to enact identity and belonging, and is a symbol of, and tool for, mid-
wives’ knowledgeable craftwork and expertise (see Rice 2010, 300; Harris and 
Van Drie 2015, 111). Listening with the help of the Pinard horn provides the 
sociomaterial, epistemological, and aesthetic conditions for bringing about 
what has been called—often in opposition or in addition to science—the art 
of midwifery (Kennedy, Anderson, and Leap 2010). The Pinard horn helps to 
orchestrate midwifery care situations, in which midwives develop, use, and 
train in knowledge repertoires and sets of skills that are highly specialized 
and demand continuous clinical practice. 

Beautiful Evidence
Cardiotocographs (CTGs) are machines of the size of small home printers, and, 
as they are rather cumbersome, they are placed on trolleys. These CTG trolleys 
stand next to a cot or bed; a pregnant woman lies down, two wired trans-
ducers are attached to her belly with two large rubber straps, and the CTG reg-
isters the fetal heartbeat via Doppler ultrasound and measures, if necessary, 
the frequency of uterine contractions as tensions of the abdominal wall.72 

72 There are wireless devices as well, but 
 these are a lot more expensive and do not seem 
to be commonly used in German ob-gyn practices 
and hospitals.
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Next to widely audible sounds, CTGs produce another, documentary, artifact: 
they transcribe the fetal heart rate as a jagged curve on scaled paper, which is 
printed out simultaneously with the recording.  
 Not only in midwife-led environments but also in ob-gyn practices, 
where most women are attended to during pregnancy in Germany, it is 
common to use Doptones for fetal heartbeat listening, at least in early preg-
nancies. Later, from around the twenty-sixth week of pregnancy on, the fetal 
heartbeat is often monitored with the help of CTGs in ob-gyn practices, even 
though it is medically indicated only for specific, potentially pathological 
events such as preterm labor.73 Obstetricians as well as midwifery and public 
health researchers emphasize that this practice is problematic. This is  because 
CTG recordings are no more than “snapshots” whose predictive value is quite 
limited, as midwives themselves were quick to point out. According to the 
midwives I observed, the (re)assurance that CTGs may provide pregnant 
women is thus based on a “false faith,” as the registered heartbeat cannot 
guarantee fetal well-being in the future. CTG scripts also serve as juridical and 
medical evidence for fetal well-being at the time of the CTG (Grivell et al. 2015, 
1). The scripts are used for justifying obstetrical surveillance of fetal well-being 
and for proving that suitable obstetric measures have been taken in situa-
tions in which a ‘good’ fetal health state is doubted or appears ‘bad.’74 With-
out indications, CTGs in pregnancy are unnecessary and potentially harmful 
interventions that, in addition, facilitate further unnecessary and potentially 
harmful interventions (DGGG 2012, 7; Schäfers and Kolip 2015, 6).75 
 Midwife Vera, who provides prenatal care in cooperation with an ob-
stetrician in her ob-gyn practice two days per week, shares these concerns 

73 According to the German Association for 
Gynecology and Obstetrics [Deutsche Gesellschaft 
für Gynäkologie und Geburtshilfe] 90 percent 
of all pregnant women experience CTG during 
pregnancy (DGGG 2012, 7). However, the relevant, 
so called maternity guidelines [Mutterschafts-
Richtlinien], which prescribe prenatal care 
interventions and form the basis for remunera-
tion, foresee that CTGs should be used for fetal 
heartbeat monitoring only in case of an imminent 
premature birth in the twenty-sixth week of 
pregnancy. From the twenty-eighth week of preg-
nancy on, a CTG is indicated for preterm labor 
or for cases in which the heart rate determined 
with the help of auscultatory methods shows 
“alterations.” Several further indi cations are 
defined for repeating cardiotocography from that 
point on (G-BA 2019 [1985], 23).

74 CTG scripts must be archived for at least 
ten years.

75 One the one hand, fetal heart curves do not 
necessarily correlate with the factual health 
condition of the fetus. On the other hand, it 
is difficult to know for sure what a CTG says 
about the “well-being” of the fetus because it 
is challenging to interpret. This is because, 
unlike the Doptone and the Pinard horn, the CTG 
produces a curve that contains very detailed 
information about the heart’s activities, if 
one knows how to read it. It describes the  basal 
fetal heart rate (beats per minute) and its 
deviations, accelerations and decelerations, as 
well as so-called oscillations. Oscillations are 
variabilities of the beat-to-beat intervals who-
se frequency and amplitude have to be count ed. 
These criteria are checked when inter preting and 
scoring the curve. Depending on the score, CTGs 
are judged to be “physiological,” “suspect,” 
or “pathological.” “Suspect” and “pathological” 
CTGs receive further examinations and inter-
ventions.
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with most of her colleagues with whom I spoke. Vera thinks that monitoring 
the fetal heartbeat works better with a Doptone and that “CTGs are mostly 
unnecessary.” However, she also emphasized that pregnant women “expect to 
get CTGs” as much as they demand fetal ultrasound. 
 In the prenatal care practices I witnessed in ob-gyn practices, the situ-
ation turned out to be more complicated than that. Many women, such as 
Jenny, thought of the CTG as a “necessary evil” that needed to be done in 
order “assure that the child is doing well.” Others, such as Anna, were indeed 
looking forward to cardiotocography. It was “the best part of the prenatal 
care visit,” Anna told me. As part of rather hasty prenatal care visits—Vera 
disposed of half an hour for the entire prenatal exam—the CTG ran for twenty 
minutes. During that period of time, Anna was on her own in the prenatal 
care room. Lying on a cot, equipped with a pillow under her cheek and be-
tween her legs, the heartbeat listening was her occasion to relax, to doze off 
even, while being lulled by the steady and soft beating of “the child’s heart,” 
“the loveliest music” to her ears [die schönste Musik in meinen Ohren], as she 
called it. Bathing in the heartbeat music the CTG produced, Anna appreciated 
not only the intimate one-to-one-encounter with “the child” that the heart 
sounds provided but also that the CTG writing promoted her well-being. 
 For the midwives, however, the CTG produced different aesthetic values. 
For them, “beautiful CTGs” (scripts) were much more important than beau-
tiful heart sounds. As “snapshots,” these papers can prove the fetus’s state 
of health at a certain moment in time. However, their durable materiality, 
together with the visibility of the data, the fetal heart rate, they provide, also 
bestows them with a probative force that exceeds the ‘captured’ moment. 
A panoply of inventive strategies was applied in order to craft “beautiful” 
scripts depicting a ‘good’ fetal heart rate in form of a continuous curve run-
ning within the ideal range and showing the variations defined as normal 
(see footnote 75). The coproduced ephemeral sounds often lost their epistemic 
value in favor of the produced ‘good,’ durable, and hard facts,’ which to create 
was often a laborious venture for all participants.
 One of the requirements for crafting a “beautiful” CTG was to get a clear 
and continuous signal while recording. In order to achieve that, the transduc-
er sometimes needed to be pressed firmly against the belly. It could become 
necessary to do so throughout the recording, often by the pregnant woman 
herself. If “the child does not like the CTG,” as Vera said, and “moved away from 
the transducer,” it was moved to other spots on the belly every now and then 
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in order to “catch the child,” as Vera put it, and thereby get a continuous 
curve. Another trick was for the pregnant woman to turn around and to 
position the transducer on the other side of the belly. If the heart rate curve 
was either wide or flat—read as signs of an “overly active” fetus or a fetus that 
“takes a rest” or “sleeps”—Vera tried “to wake it up” by clapping her hands or 
wiggling the woman’s belly. Sometimes, however, nothing helped. In these 
cases, Vera suggested trying again some hours later or the next day in the 
hope that it would work better then.76

 In order to participate as proper objects of CTG surveillance, fetuses are 
enacted as unruly children that have their own particular concerns, who may 
try to escape from the CTG transducer. Their future mothers and midwives 
jointly try to do their best to tame and to discipline them for the sake of their 
own good, as the fetuses emerge in this process as fragile beings whose health 
and lives are continually at risk and in need of protection. This endeavor may 
be impossible or interminable but can, at least, be documented and proven. 

Aesthetics of Fetal Heart Sound  
Listening Situations 
When fetal heartbeats were monitored in the midwifery prenatal care situa-
tions I described, sounds were produced that helped to know (about) fetuses, 
and music was made that could be appreciated for its affective and associa-
tive qualities. Fetal heartbeat music emerged from particular orchestrations, 
including specific instruments that helped to make distinct kinds of music. 
All three situations have in common that the participants actively engaged 
in shaping the listening procedures. The situated aesthetic artifacts brought 
about—the fetal heartbeat music and the CTG scripts—are both material- 
semiotic co-productions and co-actors. And so are the fetuses whose social 
lives are qualified through their fetal heart sounds and music, which are, 
interrelatedly, made to signify and to prove their well-beings.  
 When the Doptone produced sounds audible to everyone in the 
hearing vicinity, the aesthetic togetherness of the participants—Karen, 
the child-in-the-belly, and midwife Julia—revolved around teaching the 
mother-to-be how to listen to what emerges as fetal heartbeat music. 

76 Independently of the device used,  there 
is, of course, the possibility that the  fetal 
heart beat shows irregularities that are not 
episodic but persistent, and that indeed 

indicate pathology or even death. This is, 
fortunately, rare, and I did not encounter such 
a situation during my fieldwork.
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The heartbeat music is evoked as a sign of a healthy child in need of obstet-
rical surveillance and parental care and love. In the Doptone orchestration, 
this cooperation in making fetal heartbeat music was rewarded by the music 
becoming audible, understandable, and appreciable to Karen as well. 
 When the Pinard horn served to produce fetal heartbeat music, the 
midwife alone could listen to and make sense of it, a situation that be-
stowed on the midwife interpretative authority by excluding how and what 
the pregnant woman heard and felt. The instrument produced esoteric 
 music for initiated ears that have access to hidden and invisible worlds, the 
 fetus-in-the-belly. In this orchestration the midwife became the key figure, 
whose appreciations of the heartbeat music were the sole or predominant 
concern.
 The heartbeat music produced by the CTG was as an aesthetic artifact, 
valued by Anna as soothing background music, part of a relaxing and pleasing 
situation that contributed to her well-being. Midwife Vera’s aesthetic appreci-
ation was, in contrast, directed towards creating a ‘beautiful’ CTG script. This 
script could also be understood as musical notations, a visual version of the 
music ‘played’ via the CTG. The fetus was granted an important position in the 
CTG orchestration as its disciplined cooperation was indispensable for fabri-
cating beautiful sonic and visual musical notes. Similar to the music made by 
the Pinard horn, CTG scripts were only to be appreciated by knowledgeable 
and skilled experts.
 Who or what knows fetal heart sounds? Who appreciates fetal heartbeat 
music in which ways? Which kinds of sounds and objects of listening can 
be known and appreciated? The answers to these questions partly differ and 
partly overlap in the three orchestrations I described. In all of the three cases, 
however, knowing and appreciating cannot be separated, but need to be 
understood as intertwined practices.

Conclusion
Tracing the aesthetic relations that are built into fetal heart sound listening 
situations is a way to study how biological or obstetrical facts are based on 
what the different care participants are moved by, what they hold dear and 
find important, and what they appreciate aesthetically. This relational analy-
sis shows that good fetal heart rates, both sonically and visually produced, 
belong to a genre not only of facts but also of appreciating and of valuing 
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sounds aesthetically, a way of interpreting sound that used to be reserved for 
musical practices. The confines of “accepted ‘normal’ limits for fetal heart rate 
parameters” (Grivell et al. 2015, 7) are affective, interpretative, and relational 
achievements. Concurrently, knowing a fetus cannot be separated from relat-
ing to a lovable, fragile, or unruly child as a material and sensual product of 
attentive and guided listening and its associated activities. When fetal heart-
beat music is appreciated as sonic sign for a child in need of love, care, and 
obstetric surveillance, “relations that are aesthetically pleasing or good” (Pols 
2017b, 423) are created that broaden the study of sound in various practices, 
such as care practices that include fetal heart sound listening. This allows us 
to better hear how women’s and fetal well-beings are shaped in midwifery 
prenatal care.

MUSIC TO MY EARS





107

CHAPTER 6 — CONCLUSION
UNNATURALIZING (BODIES IN) MIDWIFERY CARE  
IN GERMANY

Strengthening midwifery care has been a concern for and mission of mid-
wifery associations and birth activists, anthropologists and other  researchers, 
birth givers and obstetricians. Depending on the respective motives and 
objectives, the strategies for supporting midwifery have differed. Mid wifery 
was safeguarded as UNESCO Intangible Cultural Heritage in Germany in 2016. 
A midwifery science has been developed, equipping the profession with 
objective evidence for its truth and authority. The leitmotif shared by these 
initiatives is been that midwifery has been threatened by obstetrics and its 
‘unnatural’ technologies. Medicalizing pregnancy and birth is said to disrupt 
natural events and to alienate the social processes that midwives work with. 
Midwives’ raisons d’être—what or whom midwives care for and how they do 
so—have thus been put under the aegis of ‘nature’ and ‘naturalness’. 
 In this thesis I have questioned these discourses on nature, which claim 
that nature and natural bodies speak by themselves and of midwifery’s 
essential identity and qualities, and whether they really support midwifery 
care. The idealization of midwifery as a practice of letting nature do its work 
assumes that nature is just ‘out there’, an objective material reality waiting to 
be dealt with by midwives and to be discovered and understood by scientists. 
But at closer look, nature does not speak in one way: In homebirth midwifery 
care, nature doing its work requires thorough preparation and training. In 
labor wards, nature is in need of obstetric optimization. In evidence-based 
midwifery, nature is structured by correlations, probabilities and causalities. 
In research on midwifery that analyzes subjective experiences, nature is end-
lessly interpreted as a social construct. Midwifery, as an art of social care that 
lets nature take its course, can mean very different things. 
 As I showed in the preceding chapters, analyzing how, under which 
conditions, and which versions of bodies are enacted in midwifery care 
practices leads to a broader and clearer understanding of midwifery care. 
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Rather than idealizing midwifery care practices through romantic notions 
of benevolent nature, I have pointed to the various bodies, techniques, and 
‘goods’ that take shape in midwifery practices. These findings have come 
about from studying bodies as products of midwifery practices and relation-
ships investigated as “’semiotic technologies’” (Haraway 1991b, 187; see also 
Haraway 1991a, 1991c). As such, midwifery practices make bodies ‘speak’ 
and act in specific ways, also, but not only, as individual and biologically 
structured bodies. 
 My research suggests that midwifery care practices may be strength-
ened by showing how, in midwives’ activities of the midwives, different 
relationships among obstetrical technologies, bodies, and midwives are 
brought into being. These relationships entail different rationales and values 
of what is ‘good’ midwifery care. While midwifery care practices are orient-
ed towards improving fetal-, pregnant-, and birthing lives, how exactly this 
is shaped and which values or ‘goods’ hence emerge need to be empirically 
determined. Not only do ‘goods’ differ from one midwifery care arrange-
ment to the other but also one specific arrangement may attend to various, 
sometimes contradictory, ‘goods’. The ways of shaping and addressing (care-) 
problems and values are informed by how obstetrical technologies are put 
into practice as well as by the surroundings in which midwifery care takes 
place: in ob-gyn practices and hospitals, ideals, standards, and goals partly 
overlap and partly differ from those in midwife-led birthing places and 
 people’s homes. 
 The approach to midwifery care developed throughout this thesis is 
aimed at supporting midwifery by studying how, and with which effects, 
midwifery care is enacted in everyday care practices. Midwifery care relation-
ships give rise to medical, technical, and social repertoires that run through 
classic binaries: nature-culture, medical-social, and bodies-technologies. 
 Because bodies in midwifery care practices are neither pre-existent realities 
nor essential goods, they become more-than-physical and more-than- human 
‘entities’ themselves, incorporating and giving rise to various values, tech-
niques, and knowledges. This thesis therefore unnaturalizes bodies in mid-
wifery practices by studying bodies as collective, distributed, and heteroge-
neously composed actors and effects. Doing so, juxtapositions of nature and 
culture are left behind, just as is the assumption that bodies in midwifery 
care practices are natural and as such essentially different from what is sub-
sumed under culture. Through the strategy of unnaturalizing bodies,  
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I have articulated the diversity and creativity of professional midwifery care 
practices in which pregnant-, fetal- and birthing bodies and lives are brought 
about, and which get hidden in natural childbirth discourses according to 
which midwives just let natural bodies do their work.

Shifting Midwifery Research
This thesis began by posing these research questions:

☞ What are midwifery care techniques? 
☞ What do bodies become in midwifery care arrangements? 
☞ How can ‘good’ midwifery care practices get strengthened in  
 and through research? 

To answer these questions, I draw out three interconnected shifts that may 
support the fostering of midwifery care practices and avoid unhelpful opposi-
tions. These shifts, as detailed in this thesis, form a proposal for how to study 
midwifery care. The aim is to show the particular professional repertoires 
midwifery care practices may provide. 
 The first shift moves away from claiming that midwifery is un-medical 
and un-technical, or inherently good, to showing how ‘medical’ and ‘social’ 
repertoires are intertwined. Through studying which kind of sociotechnical 
relations and identities are shaped, and how, this thesis shows that in mid-
wifery care techniques ‘the medical’ and ‘the social’ come in different shapes 
and mix together. 
 The second shift is from presupposing bodies as natural to articulating 
the kinds of pregnant, fetal, and birthing bodies that are enacted in midwifery 
care practices. As these bodies are lived realities, their enactments are inter-
ventions in and shapings of lives. This is an ongoing, collective, and unavoid-
ably political endeavor, as it suggests what good (or bad) bodies and lives are. 
 The third shift is from assuming midwifery necessarily is ‘good’ to 
comparing values-in-practice in order to learn about good practice. While 
acknowledging that midwifery care is oriented towards ‘doing good’ or 
‘improving’ the situation, I have argued that it is fruitful to study the values 
embedded in practices. This makes it possible to identify the diversity of val-
ues, to articulate dominant and marginal values, and to show the effects of 
different values that shape ‘good’ midwifery practices. What good midwifery 
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practices and good pregnant-, fetal-, and birthing lives are, cannot be set 
once and for all. But we can study which kinds of ‘goods’ are brought about. 
 All three shifts form the approach I propose: to do away with under-
standing midwifery care as a given set of natural activities and social support, 
towards studying midwifery care as it is shaped in practice. This allows me 
to articulate these practices on their own terms, to attend to the conditions, 
concerns, aims, and strategies that matter to the people in my field without 
unconditionally praising or harshly criticizing but by thoroughly attending to 
their specificities. 

Shift 1: Studying the Sociotechnical  
Relations of Midwifery Care Practices 

To demonstrate the intertwining of medical and social repertoires, I have 
analyzed the case of fetal heartbeat listening technologies which shows clearly 
how the medical and the social are intimately related in midwifery techniques. 
Obstetric technologies are used by both midwives and obstetricians, in all 
of the different surroundings in which prenatal and birthing care happens. 
Devices that are usually designated as medical and used predominantly in 
ob-gyn practices and hospitals, such as the cardiotocograph (CTG), are never 
merely medical: they co-create social relationships, as I have shown. Technol-
ogies such as listening to fetal heart sounds with the help of the Pinard horn, 
mostly employed in midwife-led environments and commonly understood as 
social, may show medicalizing effects in practice, as I have demonstrated. 
 Both these technologies generate obstetric surveillance information and 
shape social relations between the participants. But they do more: obstetric 
and midwifery technologies inform each other, which becomes clear when 
fetal heart beat sounds are produced in midwifery practices. For instance, 
obstetric techniques, such as monitoring fetal heart rates to prove a child’s 
well-being via the Doptone, incorporate midwifery skills such as educating 
parents-to-be through listening to ‘good’ fetal heart sounds. And midwifery- 
specific knowledge repertoires, for example, about the ‘good’ or regular 
course of birth, include the obstetric technique of interpreting fetal heart rate 
and uterine contraction curves produced by the CTG. 
 The Pinard horn illustrates the intertwined medical and social  relations 
coproduced by a specific fetal heart beat monitoring device. Midwives, 
and especially those providing so called extra-clinical prenatal care 
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and birth assistance, consider the fetal stethoscope, or Pinard horn, to be 
the midwifery tool par excellence. Symbolically and practically the Pinard 
horn is a supposedly non-obstetric but social and natural instrument. A 
small, simple, and seemingly ordinary device, it is made of wood and hence 
‘warm’ to the touch. The tool is claimed to be modest and flexible; instead of 
electricity and abstract curves to interpret, it only needs a skillful midwifery 
ear to listen. The Pinard horn is an instrument for creating an intimate phys-
ical proximity between midwife, fetus, and woman. Preceded by abdominal 
palpations, the device helps to bring the midwife’s hands onto and head 
close to the woman’s belly. Compared to other, more sophisticated medical 
technologies such as, for example, the CTG that monitors also in absence of 
medical staff, the physical closeness created by the Pinard horn may imply 
a social closeness as well. 
 There is, however, another ‘cold’ and ‘asocial’ side to this charmingly 
‘warm’ midwifery technology. With the Pinard horn, the listening person 
cannot be the pregnant woman herself, so that the only person who hears 
the fetal sounds is usually the midwife. In these listening arrangements, the 
Pinard horn appears as a classic medical device, with the professional as the 
authorized listener, and the pregnant woman making her body available for 
the listener to hear a fetus hidden inside of her belly. She must lie still on her 
back and is not allowed to talk as to not disturb the expert listening. This 
analysis shows that the physical proximity orchestrated by the Pinard horn 
is a social arrangement that is at once intimate and openly surveillance- 
oriented. It creates a social and epistemological disparity between the mid-
wife, enacted and acting as an authoritative expert who knows; the woman, 
a body that is helping to make knowing possible; and the fetus, an object of 
surveillance that is known. 
 However, within the range of the possibilities offered and suggestions 
made by the device (Akrich 1992), one and the same instrument may also 
produce different information in different ways. The Pinard horn’s sound 
could, for example, be made audible to everyone by translating the beats 
into vocal sounds, by humming a fetal heartbeat melody. The Doptone’s and 
the CTG’s sounds may be turned off, so that the numbers on the displays 
and curves of the script are the only artifacts to relate to. That can be done 
in silence, through reading the numbers aloud, or by saying that “everything 
is okay,” but also by characterizing and qualifying the results as signs of a 
child’s character, mood or gender. Switching the loudspeaker of a CTG on 
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can also be useful for coordinating the midwives’ activities in ob-gyn prac-
tices or labor wards, as they may listen to the fetal heartbeat while doing 
other things nearby. 
 Nevertheless, the three instruments available for monitoring the fetal 
heart rate—the Doptone, the Pinard horn, and the CTG—produce specific 
information, most importantly the fetal heart rate, in different ways. While 
the Pinard horn creates an exclusive access to the heart sounds, the Doptone 
renders them hearable to everyone in the vicinity. The CTG produces scripts, 
translating the sounds into visible curves. 
 I argued that, despite these differences, all three devices shape fetal heart 
rates into something more-than-information, namely into various types of 
fetal heartbeat music that can be listened to and can move the listeners in dif-
ferent ways. Fetal heartbeat music is a material-semiotic effect of particular 
fetal heartbeat listening techniques and orchestrations, constituted of inter-
related devices, words, bodies, sounds, fetuses and appreciations in specific 
surroundings. It is a mixture of physical and technical, medical and social, 
and factional and fictional genres of producing fetal heart sounds. Depending 
on how, what for, and where it is put to use, each of the obstetric monitoring 
devices helps to enact particular types of fetal heartbeat music together with 
particular relationships. 

Shift 2: Unnaturalizing Pregnant-, Fetal- and 
Birthing Bodies in Midwifery Care Practices

Midwives, together with their devices and techniques, do not leave ‘their 
objects’ untouched. Instead of assuming pre-existing and stable relations 
between knowing subjects and known objects, I have shown how midwifery 
practices enact their participants in specific ways and how these entities may 
act. To articulate the various versions of pregnant-, fetal-, and birthing bodies 
that emerge in practice, I analyzed how bodies-in-labor-pains are addressed, 
and brought about, in midwifery care practices.
 In all surroundings, the overarching goal of midwifery birth attendance 
is to handle labor pains in ways that allow birth to progress and that help to 
avoid obstetrical complications, such as slow or obstructed labor. In obstetrical 
terms, ‘good’ labor pains are uterine contractions that are effective in opening 
the cervix and pushing the fetus through the pelvis and vagina within a cer-
tain timespan. However, midwives’ attendance during birth is not only guided 
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by the effectiveness of labor pains in making birth happen but also by how 
and to which extent these pains are bearable for the woman giving birth, the 
fetus, the partner, the midwife, and whomever else may be present during the 
birth and concerned with it. These two goals are in tension with each other 
when bearable pains are not effective and effective pains are not bearable. 
 Midwifery techniques for handling labor pains are extensive, each sug-
gesting different versions of and relations between effective and bearable 
labor pains. Bathing in warm water, for example, aligns bearable with effec-
tive labor pains, staging them as interdependent: bearable pains have the 
potential to become effective. In this arrangement, the body-in-labor-pain is 
not bounded by its skin but incorporates pleasurable environmental qualities 
such as warmth, calm, or intimacy. The body-in-labor-pain is inhabited as an 
activity: laboring in a relaxing situation.
 Vaginal examinations, in contrast, enact labor pains as objectively mea-
surable effects of biological processes. Labor pains are located within a body 
as a biological system, and more specifically in its reproductive organs, the 
uterus and its cervix. How the pains feel and how they act upon the body-in-
labor other than dilating the cervix is not at stake when this technique is used. 
Here the pains’ effectiveness in terms of obstetric standards is foregrounded. 
 Labor pains can also be measured and felt by the subject-in-labor herself. 
Together with other devices such as clocks, the body-in-labor-pain becomes a 
diagnostic tool. Labor pains’ effectivity remains uncertain (and may be hoped 
for) when feeling and measuring the frequency and intensity of contractions 
is foregrounded. As the pains are worked with in ways that align ‘subjective’ 
feelings, the hurting, with ‘objective’, measured data—the pains need to be 
felt in order to become measurable—they become bearable. 
 When labor pains are staged as products of bodily tensions, they are both 
ineffective and unbearable. In these cases, labor pains are also situated in in-
dividual biological bodies, as in the case of vaginally exams, but an operating 
psyche or mind is added to the tableau. Pathological labor pains are inter-
preted as symptoms of a fearful mind provoking an overall muscular tension 
that prevents the cervix from opening. These pains hurt excessively and are 
not effective because they are not adequately ‘coped with’ by the embodied 
psyche-in-labor. 
 An epidural anesthesia, often combined with an infusion of oxytocin, 
is administered, with the goal of rendering labor pains bearable through 
diminishing the hurting as much as possible while also increasing their 
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effectiveness as much as possible. Here, labor pains are distributed over 
complex medical and technical infrastructures. As labor pains are not felt as 
pains but as uterine contractions in this arrangement—Tina described it as 
a working of her uterus that did not hurt—diagnostic examinations and the 
‘objective’ data they provide are needed for managing labor. The body-in-labor 
is shaped into an obstetric object that may be comprehensively directed and 
controlled quasi-independently from the subject-in-labor.
 As my empirical examples showed, bodies-in-labor-pains are not  naturally 
given. Instead they actively engage in and are acted on by mid wifery tech-
niques, themselves constituted of mixed obstetric and social repertoires. 
Depending on which techniques are used to handle labor pains and on the 
goals they foreground—such as rendering labor pains effective, bearable, 
or both—bodies take various shapes in labor pain arrangements. They may 
become pleasurable activities, biological systems, helpful tools, or obstetric 
objects. How bodies act and what they become also depends on what the 
surroundings they are situated in have to offer or what they necessitate, 
ideally and sociomaterially.
 Unlike what is often suggested, each technique for handling labor pains, 
including analgesic or anesthetic ones, requires the active co-participation—
not to be confounded with control—of the woman giving birth. Labor pain 
arrangements co-shape subject positions in birth that, while inviting to be 
lived in active and creative ways, also impose themselves on an embodied 
subject-in-labor-pain. In the bathing arrangement, the embodied subject is 
enacted as an unbounded component of a relaxing situation; in the epidural 
arrangement, a disembodied subject is enacted, put in the position to merely 
observe its obstetrically manipulated body. 
 In midwifery care practices, the ongoing transformations and uncertain-
ties that shape bodies and lives, such as those demonstrated by the multiple 
actorships of labor pains, for example, need to be acknowledged and dealt 
with. When labor pains are handled in one way or another, bodies become 
lived realities or “conditions of possibilities we live with” (Mol 1999, 75, see 
also 2002, 6–7). Given that ways of life are at stake in midwifery attendance, 
it is necessary to think about – and to weigh – their promises and limitations. 
Which kinds of bodies-in-labor-pain to cultivate, and which to keep at bay, is 
a matter of carefully attending to the problems and challenges that may be 
encountered during pregnancy and in the course of giving birth.  
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Shift 3: Comparing Midwifery Care Values  
and their Effects 

Midwifery care practices are normative practices. They are directed at ‘doing 
good,’ meaning at stabilizing or improving life situations. What exactly is 
‘good’ for whom or what, and in which terms, is not decided beforehand 
but enacted in practice. Midwifery care practices are also structured by 
more ‘overarching’ values, by ideals, standards, and goals that do not (only) 
emerge from the concrete handling of a care situation. They may belong to 
specific surroundings, such as hospitals or homes, which afford certain op-
tions but not others, or they may come from other places and practices, for 
example scientific ones. These institutionalized values need to be dealt with 
– integrated, adapted, or counteracted, for example – in concrete midwifery 
care situations. Studying how midwives do this can provide insights into the 
effects of such values.
 To demonstrate the analytic strategy of comparing values-in-practice 
in order to evaluate their effects, I take up an influential ideal that shapes 
midwifery care, one that only implicitly appears in the precedent chapters: 
 womancentered care. Woman-centered care is a synonym for a woman’s 
right and duty to make choices and to be in control of the care situation. I 
approach this ideal in two steps. Firstly, I ask what this ideal does: what 
are its effects and limitations? Secondly, I contrast it with a more marginal 
 goal-in-practice. 
 Women-centered care resonates with the famous medical ethical prin-
ciple of autonomy. This principle assumes competent individuals who, after 
having been informed about their possibilities, make the most reasonable 
choice according to what is offered to them and in line with their preferences. 
But midwives do not only attend to pregnant and birthing  women but also to 
fetuses. And women and fetuses are physically, and vitally, interdependent. 
Interventions such as continuous electronic fetal heartbeat monitoring during 
birth have been shown to bring risks and benefits for both, mother- and 
child-to-be. What would a reasonable choice look like, when a woman has 
to decide whether to be monitored? The ideal of woman-centeredness hides 
these complex and challenging physical, obstetrical, and moral relationalities 
between pregnant and birthing women and fetuses. While overburdening 
women with competency and responsibility, and eclipsing fetuses and the 
affectivities they and their (future) lives are equipped with (also through 
fetal heartbeat monitoring),  woman-centeredness also turns midwives 
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into service providers whose appreciations and doubts do not matter and 
are not allowed to form part of their working relationships. A consequent 
problem is that woman-centeredness does not capture the relational, col-
lective, and contingent endeavors that attending to pregnancies and birth in 
midwifery care practices become.  
 An alternative to woman-centeredness is enacted in homebirth envi-
ronments and their long-term care relationships. Interestingly, the ideal of 
 woman-centeredness is often invoked in these surroundings: women have 
made the brave choice not to take the usual path of pregnancy and birth 
attendance but have opted for the alternative, so the credo goes. In home-
birth practices, however, notions of choice and autonomy are not enacted 
as individual competencies but as situational and relational events. Women 
and midwives are in this together. What matters in these homebirth care 
relationships is ongoing communication and contact through words, touches, 
devices, and physical proximities in homely and intimate surroundings in 
which obstetric surveillance examinations are routinized and multiplied, as I 
have shown. Data and entities such as healthy fetuses and pregnant bodies 
produced through obstetric technologies are embedded in daily lives and al-
lowed to have various ‘meanings’ in relation to the specific situation in which 
physical, emotional, and social becomings are intertwined. The challenges (or 
limits) of these coresponsive relationships in homebirth surroundings are that 
they require quite some physical, emotional, and social investments, long-
term training, and discipline. 
 Both the ideal of woman-centeredness and the relationship-based goals 
of homebirth come at a cost. Articulating what they foreground and their lim-
its, especially in comparison to each other, will help midwifery care practices 
to improve. Through such an analysis, I have provided tools and insights for 
evaluating midwifery practices in terms of their effects; to adopt techniques, 
ideals, and goals reflexively; and to develop techniques, ideals, and goals that 
best fit specific pregnancy and birth situations.

Strengthening Midwifery: Lessons for Research 
and Teaching Practices
In this thesis, I suggest methodological and analytic strategies for strength-
ening midwifery care practices in and through research. What are the advan-
tages of this practice-based approach? It can show both the heterogeneity 
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and the diversity of midwifery care repertoires:  devices, goals, and bodies 
emerge in relation to each other and give shape to many different midwifery 
care techniques that bring about different  moralities, skills, and sets of (tacit 
and explicit) knowledges. Attending to these  complexities-in-practice is a 
way to work with the challenges, hopes, and negotiations that form part of 
midwifery’s everyday routines. It thus provides a form of (scientific) support 
for what midwives, women and their companions (have to) do. 
 Studying practices teaches that ‘goods’ are not defined once and for all 
but continuously negotiated, in this case in the provision of care.  Mid wifery 
thus cannot be preserved, such as intended by the UNESCO Intangible 
Cultural Heritage Program, if those concerned—the participants of mid-
wifery care practices—do not creatively take care of it themselves. I suggest 
facilitating this by establishing conditions that allow midwives to engage 
reflexively with their care and research practices. Providing analytical tools 
for gaining theoretically informed and practically useable insights into the 
specificities of midwifery practices and their dynamics, not by juxtaposing 
the medical and the social but by unnaturalizing bodies with a sensitivity to 
values-in-practice, is a start. 
 Clinical trial based evidence may answer some questions but leaves 
many others unanswered. Similarly, pointing to women’s points of view also 
covers some ground, but not all. This thesis encourages midwifery to study in 
practice what matters to pregnant and birthing women, fetuses, and mid-
wives. This research can be extended upon, for instance through studying 
pregnancy diets or self-tracking apps for pregnancy surveillance. Another 
promising avenue of further research could be in studying how gender, class 
or culture are enacted in midwifery care practices. 
 The praxiographical turn I developed in this thesis allows midwifery to 
enter into dialogue with other disciplines and strands of research such as 
anthropology or STS. Anthropologists of birthing may research midwifery 
practices in ways that overcome nature-culture and medical-social  binaries; 
instead investigating their situated intertwinements. STS interest can be 
broadened beyond studies of reproductive technologies and sciences, to 
include midwifery care practices in their research repertoire. 
 Such a practice based approach may also help in the teaching of 
mid wifery. Instead of adapting ready-made theoretical concepts to ex-
plain midwifery and to prescribe what good midwifery practice is, mid-
wifery techniques and arrangements may be taught in complex ways, 
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while simultaneously rooting these complexities in practice. Using concrete 
cases helps to articulate and to discuss ideals and techniques, to explicate 
values, and to bring dilemmas to the table. 
 My praxiographic approach to midwifery care dissolves a  separation 
 between the practical aspects of caring and of theorizing. In ways of 
 supporting midwifery care practices, both caring and theorizing are tightly 
enmeshed. 
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SUMMARY
UNNATURALIZING BODIES. AN ETHNOGRAPHIC INQUIRY 
INTO MIDWIFERY CARE IN GERMANY 

In public discourse, midwifery care figures as a marginalized profession 
standing in opposition to technocratic obstetrics. Midwives are thought to 
handle pregnancy and birth as ‘natural’ events, not as those in need of a 
 medical and technical approach. These imaginaries served to establish a 
niche for midwifery care. However, the binary generalizations about the nat-
ural and the technical they produce do not help us to learn about the speci-
ficities of midwifery care practices. Discourses that naturalize pregnancy and 
birth restrict what ‘good’ pregnant-, fetal-, and birthing ways of lives may look 
like. Midwifery care practices are more complex, more ambiguous, and more 
creative than these discourses suggest.
 Inspired by feminist science and technology studies of care practices 
and the material-semiotic approach they utilize, this dissertation develops a 
practice-based approach to midwifery in Germany. Drawing on praxiographic 
fieldwork in hospitals and homes, in midwife-led birthing places and ob-gyn 
practices, I avoid opposing midwifery to obstetrics, and instead show how 
‘medical’ and ‘social’ repertoires are intertwined in midwifery care practices. 
Rather than praising midwifery’s inherent and universal ‘goodness,’ I explore 
the various, changing, and, sometimes, contradictory values—goals, ideals, 
standards—that are enacted in and through midwifery care techniques. By 
contrasting such techniques, I show how pregnant, fetal, and birthing bodies 
become part of different midwifery care arrangements, bringing together sets 
of knowledge, techniques, activities, and values. 
 In chapter 1, I provide an overview of my methodological approach 
together and research questions in order to introduce my study of midwifery 
care practices in Germany. I start by mapping out natural childbirth discourses 
that feed into wider public, political, and scientific initiatives to promote mid-
wifery. Natural childbirth ideals hold that midwives provide inherently good, 
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non-interventionist, and ‘holistic’ care, which is at its best in people’s homes. 
This nostalgic, counter-medicalized position is also ardently defended in Ger-
many, where the healthcare landscape is marked by prenatal and childbirth 
care that is predominantly medical. In practice, however, midwives share 
working environments, technologies, skills, knowledge, and values with ob-
stetricians. How are ‘obstetric’ technologies, skills, and standards incorporated 
into midwifery practices, and what do they become? How do midwifery care 
techniques configure pregnant, fetal, and birthing bodies? And what research 
strategies may help to support midwifery practices? 
 The research questions that guide this thesis, then, are: What are mid-
wifery care techniques? What do bodies become in midwifery care arrange-
ments? And how can ‘good’ midwifery care practices get strengthened in and 
through research? In order to address these questions, I adopt sensitivities 
characteristic for a material semiotics approach and insights from feminist 
science and technology studies scholarship on care practices. These works 
do not take bodies, people, or technical devices as pre-existing ‘entities’ im-
bued with inherent characteristics and potentials; instead, they study care 
practices through which these are enacted in relation to each other. Care 
techniques embed diverse ideals, have varied goals, and are aligned with 
different standards to improve concrete situations. To learn about values that 
emerge in these concrete situations, I take an ethnographic approach, and 
analyze and compare their effects.  
 In chapter 2, I explore midwifery care practices in homebirth envi-
ronments. Homebirth practices help to show that midwifery is neither a 
counter point nor an accessory to obstetrics and obstetrical technologies. 
They are sociotechnical practices in which different interventions and ideals 
are combined in ways that fit the environment. I show how midwives and 
women work together towards homebirth by routinizing and multiplying 
obstetrical interventions—that by making them fit into women’s daily lives 
and aiming at various different goals—configure pregnancy as a physical, 
emotional, and social becoming. Midwives’ and women’s bodies learn to 
corespond to each other, to the homebirth surroundings, and to the tech-
niques mobilized therein. I suggest that techniques, goals, and ideals that are 
specific to homebirth surroundings could also improve clinical practices. 
 Reviewing anthropological research on birth and birthing practices, I 
find that scholars often (re)produce classical binary categories such as 
 nature-culture and technical-social. I argue that it is important for midwives, 
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and the women and children they attend to, to not insinuate that giving birth 
is an innate physical event that requires as little intervention as possible. 
Doing so erases the work that needs to be done in giving birth and the speci-
ficities of the birthing environments in which certain skills and knowledge 
repertoires are indispensable. 
 In chapter 3, I introduce the concept of witnessing, so far mostly under-
stood as legal, religious, or scientific practices, to describe modes of partici-
pation in midwifery care. Witnessing, I argue, helps to complicate common 
notions of intervention and non-intervention in midwifery practices by 
foregrounding the relationalities and interdependencies of the participants. 
I explore how agency is distributed in midwifery care relations and  describe 
witnessing active-passive and distributed modes of co-participation in mid-
wifery care arrangements. Describing the witnessing techniques of touching, 
trusting and fetal heartbeat monitoring, I show that witnessing in midwifery 
care is necessarily ambiguous: it may help to make handling challenging preg-
nant and birthing bodies easier while also contributing to coproduce them. 
 In chapter 4, I examine the diverse midwifery techniques that enable 
midwives to work with and on labor pains. Analyzing one clinical birth-
ing ‘trajectory’ from the onset of labor pains through the birth of the child, 
I demonstrate various versions, including actorships, of labor pains. Each 
actorship involves specific surroundings, devices, knowledges, words, 
techniques, bodies and worlds. And each version of labor pains co-shapes 
particular socio material relations among participants. Labor pains, I argue, 
are both actors enacted as well as experiences that are felt relationsinpractice. 
With the help of these insights, I question the idea that pain is either radical-
ly destructive and unshareable, as is often asserted in social science research, 
or good and natural, as is claimed by midwifery researchers and anthropolo-
gists of birthing. Through rendering the conditions and different sociomateri-
al participants of labor pain arrangements more visible and accessible, labor 
pain realities to become shareable and shapeable. 
 I conclude by using labor pains as a case to think with when analyzing 
experience not as a fixed human way of ‘being in the world’ but as emerging 
within distributed and relational positions. However, I take a step further 
from analyzing experience as a practical effect only, such as developed in 
post-structuralist theory. Labor pain experiences are not only known, felt, and 
done, but also actively shape practice. Experiences are not merely subjective 
events; they are actors too.
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In chapter 5, I ask how midwifery care approaches sonic fetal heartbeat 
monitoring. Comparing usages of three different monitoring devices in 
prenatal care, the Doptone, the Pinard horn and the cardiotocograph (CTG), 
demonstrates the different relationships created, the different kinds of 
sound produced, and the different versions of fetuses enacted in each of 
the orchestrations. I engage with sound studies of “listening for knowl-
edge,” arguing that listening to sounds does not only serve the purpose 
of knowing the object. Listening to fetal heartbeats in midwifery prenatal 
care practices also gives rise to what I call fetal heartbeat music, shaping 
 fetal heart sounds into objects of aesthetic appreciation. Good fetal heart 
rates belong to a genre not only of facts but also to one of aesthetics, in 
which sound is appreciated and valued, interpreted in ways reserved for 
musical practices. Studying the aesthetic relations of fetal heartbeat moni-
toring practices helps us to better hear how women’s and fetal well-beings 
are shaped in midwifery prenatal care.
 In chapter 6, I conclude by mapping out three pivotal shifts that a 
practice based approach to midwifery enables. The first shift is away from 
claiming midwifery to be un-medical and un-technical, and inherently good, 
to showing how ‘medical’ and ‘social’ repertoires are intertwined. Through 
studying how and which kind of sociotechnical relations and identities are 
shaped, this thesis shows that in midwifery care techniques ‘the medical’ 
and ‘the social’ come in different shapes and combinations. The second shift 
is from presupposing the naturalness of bodies to articulating the kinds of 
pregnant, fetal, and birthing bodies that are enacted in midwifery care prac-
tices. As these bodies are lived realities, their enactments are inter ventions 
in and shapings of lives. This is an ongoing, collective, and unavoidably 
political endeavor, as it suggests what good (or bad) bodies and lives are. The 
third shift is from assuming midwifery necessarily is ‘good’ to comparing 
values-in-practice in order to learn about good practice. While acknowl-
edging that midwifery care is oriented towards ‘doing good’ or ‘improving’ 
situations, I argue that it is fruitful to study the values embedded in prac-
tices. This makes it possible to identify the diversity of values, to articulate 
dominant and marginal values, and to show the effects of different values 
that shape ‘good’ midwifery practices. 
 These three shifts comprise an evaluative approach to mid wifery 
care practices that unnaturalizes them, one that looks at them in terms 
of their creativity and diversity. We cannot finally define what are 
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good midwifery practices; what are good pregnant-, fetal-, and birthing 
bodies to  inhabit; or what are good pregnant-, fetal-, and birthing lives to live. 
This thesis  strengthens midwifery care practices by providing tools for analyz-
ing how pregnant-, fetal-, and birthing lives are enacted in ways that fit their 
situations, better or worse. 
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SAMENVATTING
ON-NATUURLIJKE LICHAMEN. EEN ETNOGRAFISCH 
ONDERZOEK NAAR VERLOSKUNDIGE ZORG IN DUITSLAND

In het publieke debat in Duitsland figureren verloskundigen (vroed vrouwen) 
vaak als gemarginaliseerde beroepsbeoefenaars. Hun vak wordt vaak l ijn-
recht tegenover de medisch-technologisch geïnformeerde obstetrie gezet. 
Verloskundigen, zo is het idee, benaderen zwangerschap en geboorte als 
‘natuurlijke’ gebeurtenissen. Dat wil zeggen: als gebeurtenissen die geen 
medische of technologische benadering nodig hebben, maar zich spontaan 
voltrekken. Verloskundigen droegen en dragen bij aan deze beeldvorming 
omdat ze op deze manier proberen hun beroep te legitimeren, tegenover 
de toenemende invloed van artsen. Echter, het tegenover elkaar plaatsen 
van het natuurlijke en het technologische, zo betoog ik in dit proefschrift, 
helpt ons niet om de praktijk en de professionaliteit van de verloskundige 
zorg goed te begrijpen. Wanneer we zwangerschap en geboorte zien als 
 natuurlijke processen die zich spontaan voltrekken, vernauwt dat onze 
blik op hoe ‘goede’ zwangerschappen, foetussen en geboortes eruit zien en 
zouden kunnen zien. Het maakt ook veel van het werk van vroedvrouwen 
onzichtbaar. Verloskundig werk is complex, is technologisch bemiddeld 
en is ook veel creatiever dan metaforen van ‘de natuur die haar werk doet’ 
doen vermoeden. 
 In dit proefschrift benader ik verloskundige zorg in Duitsland vanuit 
een praktijkgerichte benadering. Deze benadering is geïnspireerd door 
het onderzoek naar zorgpraktijken (care studies) en door feministische 
 wetenschapen techniekstudies. Kenmerkend voor mijn benadering is de 
materiële semiotiek, die entiteiten (lichamen, vroedvrouwen, foetussen, 
technologie) analyseert als het product van hun onderlinge relaties. Voor 
mijn onderzoek hebt ik etnografisch veldwerk gedaan in ziekenhuizen, bij 
mensen thuis, in door verloskundigen geleide geboortecentra, en in zelf-
standige praktijken voor gynaecologie en obstetrie. 



138

In mijn benadering staan verloskundige zorg en obstetrie niet tegenover 
elkaar. Ik laat zien hoe in de verloskundige praktijk een medische en een 
sociale aanpak steeds verweven zijn. En in plaats van te betogen dat verlos-
kundige zorg intrinsiek goed is, onderzoek ik de verschillende, veranderlijke 
en soms tegenstrijdige waarden – doelen, idealen, standaarden – binnen 
de verloskundige praktijk, bijvoorbeeld door te laten zien welke waarden 
meekomen met het gebruik van verschillende technologieën. Door techno-
logieën met elkaar te vergelijken, laat ik zien hoe manieren om zwangere 
of barende vrouwen, en ook foetussen, te benaderen, onderdeel is van 
verschillende ‘verloskundige arrangementen’. Ieder van die arrangementen 
verbindt een specifieke vorm van kennis, met specifieke technologieën, spe-
cifieke activiteiten van verloskundigen en specifieke opvattingen over wat 
goede zorg is.
 In hoofdstuk 1 introduceer ik mijn onderzoek naar de praktijk van de 
verloskundige zorg in Duitsland, en geef ik een overzicht van mijn onder-
zoeksmethoden. Ik begin met een overzicht van de publieke, politieke en 
wetenschappelijke teksten over verloskundige zorg en laat zien hoe daarin 
de metafoor van de natuurlijke geboorte doorsijpelt. Ik laat zien dat idealen 
van ‘natuurlijke geboortes’ verloskundigen veranderen in intrinsiek goede, 
niet-interventionistische en holistische hulpverleners. Deze vroede vrou-
wen komen in een huiselijke omgeving het best tot hun recht. Dit nostalgi-
sche, anti-medicaliserende idee wordt in Duitsland hartstochtelijk bepleit. 
Dat moeten we zien tegen de achtergrond van een vooral medische bena-
dering van de prenatale zorg en de zorg voor zwangerschap en bevalling in 
Duitsland. De verloskundigen vormen voor die medische benadering een 
alternatief. Dit beeld doet echter geen recht aan wat er daadwerkelijk in de 
verloskundige praktijk gebeurt. Verloskundigen delen werkplekken, tech-
nologieën, vaardigheden, kennis en waarden met obstetrische artsen. Ik 
stel de vraag hoe ‘obstetrische’ technologieën, vaardigheden en standaar-
den terecht komen in de verloskundige praktijk, en wat er vervolgens mee 
gebeurt. Hoe dragen die technologieën bij aan verloskundige arrangemen-
ten? Wat doet dat met de manier waarop verloskundigen de lichamen van 
zwangere en barende vrouwen benaderen, en ook de foetus? Antwoord op 
die vragen helpt mij om te bepalen welke onderzoeksstrategieën kunnen 
bijdragen aan het begrip en de ondersteuning van het werk van verloskun-
digen.
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De onderzoeksvragen in dit proefschrift zijn de volgende: Welke zorgtech-
nologieën en -technieken gebruiken verloskundigen, en hoe beïnvloedt dat de 
zorg? Hoe krijgen lichamen vorm en betekenis in verloskundige arrangement-
en? Hoe kan onderzoek verloskundige zorgpraktijken versterken? 
 Om deze vragen te beantwoorden, gebruik ik sensitizing concepts (zoals 
lichamen, arrangementen, technieken,…). Dit zijn open concepten die de 
onderzoeker gevoelig maken voor bepaalde kwesties. Dit is karakteristiek 
voor mijn materieel-semiotische methode. Doel daarvan is om te begrijpen 
hoe zorgpraktijken in elkaar zitten. Lichamen, mensen of technologieën vat 
ik daarbij niet op als vaststaande ‘entiteiten’ met intrinsieke eigenschappen, 
waarden en functies: ik analyseer hoe ze die eigenschappen, waarden en 
functies krijgen in relatie tot elkaar. In zorgtechnologieën zitten specifieke 
idealen en doelen ingeschreven. Die geven mede richting aan het verbete-
ren van concrete situaties in de verloskundige zorg. Met mijn etnografische 
aanpak onderzoek ik welke waarden in die concrete situaties en de inter-
acties daarbinnen tot uitdrukking komen, en ik vergelijk de effecten van de 
waarden-in-technologie.
 In hoofdstuk 2 onderzoek ik praktijken van thuisbevalling. Ik laat zien 
hoe bij thuisbevallingen verloskundige zorg niet tegenovergesteld is aan ob-
stetrie en obstetrische technologieën. Het zijn sociaal-technologische praktij-
ken waarbij verloskundigen verschillende interventies combineren. Hiermee 
geven ze gestalte aan verschillende waarden. Ik laat zien hoe verloskundigen 
en zwangere vrouwen samen naar een thuisbevalling toewerken. Dit doen 
de verloskundigen door obstetrische interventies routinematig toe te passen 
en een variatie aan obtetrische technieken te gebruiken. Ik laat zien hoe de 
lichamen van de verloskundigen en de vrouwen bij een thuisbevalling met 
behulp van verschillende technieken op elkaar leren reageren. Ik betoog in 
dit hoofdstuk dat technieken voor thuisbevallingen, met hun ingeschreven 
doelen en idealen, ook klinische praktijken zouden kunnen verbeteren.
 Ik laat in dit hoofdstuk ook zien dat antropologisch onderzoek naar 
praktijken rond bevallingen vaak klassieke binaire categorieën tegenover 
elkaar zet, zoals natuur tegenover cultuur, of (medisch-)technologisch 
tegenover sociaal. Als alternatief stel ik voor om bevallingen niet te zien als 
natuurlijke gebeurtenissen die gebaat zijn bij zo min mogelijk interventies. 
Ik laat juist zien welk werk een thuisbevalling vraagt. Omdat een thuisbe-
valling in een huiselijke omgeving plaatsvindt, zijn specifieke kennis en 
vaardigheden onontbeerlijk.
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In hoofdstuk 3 introduceer ik het concept ‘getuigen’ om het werk van ver-
loskundigen bij de bevalling te beschrijven. Het begrip getuigen, of getuige 
zijn van iets, wordt vaak gebruikt in een juridische context (getuige zijn van 
een misdrijf), een religieuze (getuigen van een geloof) of wetenschappelijke 
context (waarnemingen doen). In de context van verloskundige praktijken 
helpt de notie van getuige zijn, zo laat ik in dit hoofdstuk zien, om gangbare 
opvattingen over interventie en non-interventie te problematiseren, speci-
fiek het idee dat de verloskundige niet intervenieert. Getuige zijn benadrukt 
de relationele aspecten en onderlinge afhankelijkheden tussen de verlos-
kundige en de barende vrouw.  Ik laat zien hoe agency, als activiteit om de 
situatie te beïnvloeden, in verloskundige zorgrelaties verdeeld wordt over 
de verloskundige, haar technieken en het werk dat de barende vrouw moet 
doen. Getuige zijn vraagt om een actief-passieve houding. Hierbij ontwik-
kelen de deelnemers een arrangement van samenwerking, waarbij verlos-
kundige en barende ieder op verschillende momenten de leiding nemen. 
Ik beschrijf aanraken, vertrouwen en het monitoren van de hartslag van de 
foetus als ‘getuig-technieken.’ Ik laat zien dat getuige zijn als verloskundige 
een complexe taak is: het helpt om zwangere en barende lichamen vrijheid 
en ruimte te geven, maar ‘disciplineert’ daarvoor ook die lichamen om te 
zorgen dat ze die vrijheid en ruimte ook te nemen. 
 In hoofdstuk 4 onderzoek ik verschillende technieken die verloskun-
digen tot hun beschikking hebben om te werken met en aan pijn bij het 
baren van kinderen. Ik analyseer in een specifiek klinisch ‘geboortetraject’ 
het begin van de baringspijn (weeën) tot aan de pijn bij het geboren worden 
van het kind. Ik laat zien dat er sprake is van pijnen, meervoud, die ieder een 
andere versie van pijn laten zien. Bij iedere versie van pijn zijn specifieke 
apparaten, kennis, woorden, technieken, omgevingen en soorten lichamen 
relevant: iedere versie van baringspijn ontstaat in verschillende socio-mate-
riële relaties tussen die dingen. Met deze analyse bevraag ik het het invloed-
rijke werk van Elaine Scarry waarin pijn (in haar geval: door marteling) 
een radicale uitschakeling en vernietiging van het zelf impliceert, waarbij 
iemands pijn principieel ontoegankelijk is voor een ander. Tegelijk plaats ik 
kanttekeningen bij het idee dat baringspijn goed en natuurlijk is, zoals on-
derzoekers op het gebied van verloskunde en antropologische studies rond 
geboorte wel beweren. Door pijn bij het baren te analyseren als onderdeel 
van verschillende arrangementen, laat ik zien dat deze pijn te delen en te 
beïnvloeden is. 
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Een laatste discussie die ik aanga in dit hoofdstuk is die met de poststruc-
turalistische theoretici die ervaringen zoals pijn vooral beschouwen als een 
effect van socio-materiële relaties. Ik laat zien dat ervaringen van pijn bij 
het baren weliswaar worden gekend, gevoeld en gevormd, maar dat pijn 
ook actief iets creëert. Pijn is hier niet alleen maar een subjectieve gebeur-
tenis, maar ook een actor waarop zorgverleners en barende vrouwen op 
verschillende manieren kunnen reageren.
 In hoofdstuk 5 onderzoek ik de monitoring van de hartslag van de 
foetus met behulp van ultra-sound  technologieën. Ik vergelijk drie verschil-
lende monitoringssystemen die gebruikt worden in de prenatale zorg – de 
Doptone, de Pinard Hoorn en de cardiotocograaf (CTG). Deze vergelijking laat 
zien dat iedere technologie een andere relatie creëert tussen verloskundige, 
zwangere (en soms ook de partner) en foetus. Iedere technologie produ-
ceert ook een ander soort geluid en akoestische ervaring en een specifieke 
luisteraar. In elk van die verschillende ‘orkestraties’ heeft het geluid van de 
hartslag van de foetus een andere betekenis. 
 Sociaal wetenschappelijke studies naar geluid in de medische praktijk 
gaan er vaak vanuit dat hulpverleners luisteren om kennis op te doen. Het 
geluid dient om iets te weten te komen over het object waar dat geluid naar 
verwijst, in dit geval: het welzijn van de foetus. Ik betoog dat het zinvol is om 
het luisteren naar de hartslag van een foetus met behulp van de verschillen-
de technologieën te analyseren als het luisteren naar foetale hartslagmuziek. 
Daarmee, betoog ik, worden de hartslaggeluiden van de foetus object van es
thetische waardering. Hiermee wil ik aangeven dat een goede of mooie foetale 
hartslag niet alleen een feit is, maar ook een interpretatie en een waardering. 
Geluid wordt alleen in de muziek op die manier geanalyseerd en ik verplaats 
die muzikale semiotiek naar de verloskundige praktijk. Op die manier is 
het beter te begrijpen hoe geluid een teken kan worden van het welzijn van 
vrouwen en foetussen.
 In hoofdstuk 6 sluit ik mijn onderzoek af door te betogen dat mijn 
praktijkgerichte benadering van verloskundige zorg drie cruciale inzichten 
heeft opgeleverd. Het eerste inzicht is dat verloskundige zorg alles behalve 
niet-medisch en niet-technisch is. Ik heb laten zien hoe het medische en het 
sociale met elkaar verweven zijn. Daardoor wordt het mogelijk te onderzoe-
ken hoe sociaal-materiële relaties identiteiten vormgeven in de praktijk, en 
hoe het medische en het sociale altijd samen voorkomen in verschillende 
vormen en combinaties. 
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Het tweede inzicht is om niet langer te spreken in termen van natuurlijkheid 
als het gaat over lichamen. In plaats daarvan stel ik voor om oog te blijven 
houden voor de specifieke manieren waarop zwangere, foetale en barende 
lichamen tot stand komen in verloskundige praktijken. Daarmee is de ver-
loskundige praktijk het best te zien als een praktijk die lichamen en levens 
mee vormgeeft. Dit is onvermijdelijk ook een normatief proces, omdat het 
waarderingen omvat over wat goede of slechte lichamen en levens zijn. 
 Het derde inzicht is dat het zinnig is om de aanname dat verloskundige 
zorg a priori ‘goed’ is los te laten. Dat biedt ruimte om de waarden-in-de-
praktijk te onderzoeken en met elkaar te vergelijken. Op die manier kunnen 
we argumenteren over wat goede of betere verloskundige praktijken en 
technieken zijn. Verloskundige zorg mag dan niet intrinsiek goed zijn, ze is 
er wel op gericht om ‘het goede doen’ of de situatie te ‘verbeteren’. Daarom 
is het zinvol om de ingebedde waarden in de praktijk te bestuderen. Zo kun-
nen we de verscheidenheid aan waarden laten zien en bevragen, kunnen 
we laten zien welke waarden dominant of juist marginaal zijn, en welke 
effecten ze hebben. 
 Deze drie inzichten maken onderzoek mogelijk dat de  verloskundige 
praktijk ondersteunt, niet door die te romantiseren, maar door haar te 
analyseren. Dit vraagt om een praktijkgerichte benadering die lichamen en 
bevallingen als onnatuurlijk analyseert, dus als gemedieerd door technolo-
gieën en technieken. Dit leidt tot inzicht in de creativiteit in en diversiteit 
van verloskundige praktijken en maakt het mogelijk vragen te stellen en te 
argumenteren over bestaande en wenselijke verloskundige zorgpraktijken. 
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