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abstract

Building on the work of Mbembe (2019) and Silva (2007), we theorise how the obstetric institution can still be
considered fundamentally modern, that is, entangled with colonialism, slavery, bio- and necropolitics and
patriarchal subjectivity. We argue that the modern obstetric subject (doctor or midwife) representing the
obstetric institution engulfs the (m)other in a typically modern way as othered, racialised, affectable and outer-
determined, in order to constitute itself in terms of self-determination and universal reason.

While Davis-Floyd (1987) described obstetric training as a rite of passage into a technocratic model of childbirth,
we argue that students’ rite of passage is not merely an initiation into a technological model of childbirth. The many
instances of obstetric violence and racism in their training make a more fundamental problem visible, namely that
students come of age within obstetrics through the violent appropriation of the (m)other.

We amplify students’ curricular encounters in two colonially related geopolitical spaces, South Africa and the
Netherlands, and in two professions, obstetric medicine and midwifery, to highlight global systemic tendencies
that push students to cross ethical, social and political boundaries towards the (m)other they are trained to care
for. The embedment of obstetric violence in their rite of passage ensures the reproduction of the modern
obstetric subject, the racialised (m)other, and institutionalised violence worldwide.
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field. While engaged in battle, their protec- tory process of transition into a
tive layers were stripped away, leaving technological model of childbirth (Davis-
them exposed to the onslaught of birth ~ Floyd 1987). Doctors, on their way to
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Agenda 35.3 2021
ISSN 1013-0950 print/ISSN 2158-978X online U N ] SA

© 2021 The Author(s). Published by Informa UK Limited, trading as Taylor & Francis Group

This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://
creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work is properly cited.

https://doi.org/10.1080/10130950.2021.1958553 pp. 36-53

'.) Check for updates

A=— &Y Routledge

universi i
e frica & Taylor & Francis Group
PRESS.



http://orcid.org/0000-0003-2152-2695
http://orcid.org/0000-0002-3436-5185
http://orcid.org/0000-0002-9053-7279
http://orcid.org/0000-0002-3212-1910
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://crossmark.crossref.org/dialog/?doi=10.1080/10130950.2021.1958553&domain=pdf&date_stamp=2021-12-15

mechanisms, failing to conceive of the
emotional, spiritual and psychological
dimension of giving birth. As a result, they
become professionals in the medicalisation
of childbirth, instead of in caring for people
in childbirth physically and emotionally.
Davis-Floyd conceptualised obstetric train-
ing as a forceful rite of passage consisting
of a disciplinary integration into the
common values and beliefs of the obstetric
institution  through  techniques that
resemble the military. She opened her
article with the following citation of
Stephen Saunders, MD:

Why is medical school the way it is? |
think it's part of the idiocy that goes on
with the good ol’ boy approach - “we
did this back in my day, by God, and
you’'ve got to do the same thing” - it's
like the Marine Corps and that sort of
thing. It's a crazy thing that's gotten in
the habit of perpetuating itself (Davis-
Floyd 1987, p. 288).

Now, more than 30 years later, we have to
conclude that neither the institution of
obstetrics nor obstetric training has
changed for the better. Birthing facilities in
both South Africa and the Netherlands, the
two geopolitical locations of our study,
remain complex environments filled with
tensions and obstetric violence, which we
define as violence during pregnancy, child-
birth or the postpartum period at the
hands of healthcare workers in the obstetric
system (Chadwick 2018; van der Pijl 2020).
Learning in the clinical space of obstetrics
brings a level of excitement together with
anxiety, as students develop a sense of
becoming ‘real’ midwives and doctors.
What they confront in their training and
internships is at times very different to
their expectations, leaving them unsettled,
confused and traumatised. In our engage-
ments with students of both obstetrics and
midwifery, they report the same persistent,
almost invisible culture, as Davis-Floyd
wrote of in 1987, that keeps reproducing
itself:

“As students you don’t necessarily see it
at this stage, but you go on and you
keep seeing these things, and at some
stage you’re going to pick it up and
you're going to internalise it. | think
that's the biggest danger in that they're

actually breeding students who end up
being just like the doctors that we don’t
want to be.” (SA, 2015)?

In the Netherlands, midwives in training say
that

“...students among each other are
acting cool, like they do not care, they're
just acting tough, and the competition is
unbearable. [...] [T]he problem is this
whole macho culture that is there from
the start.” (NL, NO, 2020)

This contributes to

“ ... a vicious circle: you can’t draw your
own boundaries, because they [the mid-
wives] have transgressed their bound-
aries long ago and continue to do so.”
(NL, MV, 2020)

Students conclude: “It's like the military. It's
hazing. You're made to be complicit to the
system.” (NL, MB, 2020). Students of obste-
trics and midwifery in both South Africa and
the Netherlands point to the same struc-
tures that pressure them to become some-
body they do not want to be: (group)
pressure from both their peers and their tea-
chers. The comparison with the military
shows that the experience of obstetric train-
ing as a forceful initiation rite is still a reality.

One thing has changed, though. There is
increasing public awareness, also among
students, about topics such as obstetric vio-
lence and obstetric racism, and acknowl-
edgement of the influence of colonialism
on the institutions that were founded in
modernity. The students’ conscious femin-
ist and anti-racist assessment of their train-
ing tells us that they feel forced to collude
in obstetric violence and racism in order to
become a doctor or midwife. This makes
transparent that obstetric training should
not merely be understood as a rite of
passage into a technological model of child-
birth as Davis-Floyd (1987) has argued, but
as an initiation into a misogynistic, hetero-
normative, colonial, and racialised insti-
tution, and thus as an initiation into
practices of reproductive injustice through
obstetric violence. Why is obstetric violence
a necessary part of the initiation into the
obstetric institution? Why does the obstetric
subject need obstetric violence to constitute
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and affirm itself? And why does it seem so
impossible to treat mothers with respect,
something that is so obviously necessary
in childbirth? (Kingma 2021).

Obstetric violence is a term originating
from the early 2000s, introduced by South
American activists to raise awareness
about mistreatment of people during child-
birth as violence (Sadler et al. 2016;
Williams 2018; Villarmea 2015). It consists
of, but is not limited to, unconsented pro-
cedures, neglect, gaslighting, shaming,
racism, and discrimination (Bohren 2015;
Chadwick 2018; Cohen-Shabot 2020;
Cohen-Shabot & Korem 2018; Davis 2019;
Villarmea & Guillén 2011). Subsequently,
obstetric violence has been recognised and
acknowledged in almost every country glob-
ally, leading to more and more international
recognition of this form of gender-based
violence, culminating in a 2019 United
Nations’ report (Simonovié 2019). Although
it is widely accepted among scholars and
activists that obstetric violence is gender-
based violence, it is less recognised that it
is race-based violence as well, as Dana-Ain
Davis has argued, coining the term “obste-
tric racism” (Davis 2019). Not only are
maternal and neonatal morbidity and mor-
tality rates globally worse for people of
colour, obstetric violence is also reported
to be more prevalent among people of
colour globally, especially in postcolonial
countries (Davis 2019a, 2019b; Bohren
2019, 2015; Sen, Reddy & lyer 2018; Betron
2018; Miltenburg 2018).

Although we live in a postmodern, post-
colonial society, the obstetric institution can
still be regarded as fundamentally modern
and as a locus of coloniality, due to its
refined biopolitics concerning racialised
reproduction and its strong roots in
modern rationality (Weinbaum 2004, 2019;
Bridges 2011, Owens 2018). Denise Ferreira
da Silva (2007) critiques the modern, post-
Enlightenment European subject as the
transcendental master of universal reason,
and shows how postmodern scholarship in
anthropology and sociology tries to critique
the white male modern subject but typically
ends up defending its position. The problem
is, Silva points out, that we are tempted to
think that we should solve the logic of exclu-
sion of the subaltern subject through eman-
cipatory inclusion. We are then blind to the
fact that it is not possible to simply include
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those who are excluded, since their exclu-
sion has a vital function in the constitution
of the dominant subject. The ‘subaltern
subject’, Silva explains, cannot be included
into modern subjectivity, because it is itself
as much a product of modernity as the
modern subject, and was thus never ‘forgot-
ten’ or ‘excluded’ in the first place. Rather it
was engulfed in the foundation of modern
subjectivity as its necessary other. In this
paper we follow Silva’s argument by
showing that the (m)other cannot merely
be included as an equal subject in obste-
trics, since she is the necessary (m)other of
modern obstetric subjectivity.

By merely recognising the obstetric rite
of passage as ‘technological’ then, we
understand Davis-Floyd’s call for change
as a revaluing of the mother over technol-
ogy, aimed to win back the autonomy or
self-determination taken from her by the
machine. However, this critique fails to chal-
lenge that, in fact, the dominant subject pos-
ition of the obstetrician or midwife is
dependent on the existence of the mother
as a suppressed subject. The mother
cannot simply be included as a subject
within the obstetric institution through a
devaluation of technology, since her sup-
pression is not tied to technology, but to
the obstetric subject itself. To address this,
we focus on a more fundamental transition
that becomes manifest in the many
instances of obstetric violence in students’
rite of passage. As such, we lay bare a
movement of violent engulfment of the
(m)other that constitutes the obstetric self,
consisting of the appropriation of the
mother as other, subaltern and affectable,
“stripped from ... individuality, dignity,
control, communication, ... [and] trust”
(Beck 2004, p. 34). Therefore, the rite of
passage should be understood not merely
as a transition into a technological model
of birth, but as an initiation into an active,
assertive, and responsible subject-position
that is founded on (m)others’ oppression.
Following the critique of modern biopolitical
institutions of Achille Mbembe (2019, 2001)
we furthermore argue that the rite of
passage of students is one into a modern
necropolitical institution that engulfs the
mother of colour through a negation,
instead of affirmation, of life.

In order to make visible that obstetric
violence and obstetric rationality



Figure 1: Collage of drawings created by medical students reflecting on their obstetrics experiences (SA, 2015).

characterise the obstetric rite of passage
globally, we locate our study in two different
colonially related geopolitical spaces,
namely South Africa and the Netherlands.
These countries share a colonial past and
as such represent a linkage, that can be
deemed exemplary for the global distri-
bution of wealth, subijectivity, bio- and
necropolitics, and, our focus, obstetric vio-
lence. We present this linkage as exemplary
to make manifest a modern and colonial
continuance in obstetrics between contexts
that are usually perceived as radically differ-
ent, one being African and one European.
As such, we are able to locate a more funda-
mental level of the rite of passage that is
exposed by obstetric violence and obstetric
racism. Hypothetically, this rite of passage
can thus be found in obstetric institutions
worldwide, since becoming an obstetric
subject requires an engagement with the
modernity and coloniality of the institution,
which are present globally.®

The modern obstetric subject and
its affectable (m)other

Modernity is foundational for contemporary
science and impossible to disentangle from
the coloniality of power, the conceptualis-
ation of gender, and the history of slavery
(Mignolo 2018; Quijano 2007; Lugones
2007; Federici 2004). It gave rise to a specifi-
cally modern onto-epistemological con-
figuration, that is, the simultaneous

constitution of subjects and knowledge of
man, establishing who counts as human,
differentiating people through racialising
and gendering science. Regarding obstetric
practice and science specifically, the onto-
epistemological configuration of subjectiv-
ity became mutually exclusive with having
a uterus and/or being of colour (Villarmea
2020; Owens 2018).

Modernity is furthermore characterised
by a switch in power from sovereign to bio-
power (Foucault 2003; Quijano 2007). Bio-
power rules through disciplinary medical,
criminal, military, educational and policing
institutions (Foucault 2003). Heavily cri-
tiqued for its purely European focus, it is
argued that the concept cannot grasp
another related power responsible for the
construction of racially differentiated
people. Mbembe understands this as
‘necropower’, mitigated not through the dis-
ciplinary production of life, but through a
negation of life (Mbembe 2019). Obstetrics
can be regarded as a bio-necro collabor-
ation, as it relies on the knowledge gained
over the female body during colonial rule
and slavery and applies both bio- and necro-
power to onto-epistemologically produced
differentiated, racialised subjects of
unequal standing and vulnerabilities
(Mbembe 2019; Puar 2007; Gilmore 2007;
van der Waal 2021).

In her seminal work Towards a Global
Idea of Race, Denise Ferreira da Silva
(2007) traces the history of European self-
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consciousness. She determines the consti-
tutive moment of modern reason to be the
self-identification of the European subject
with universal reason, constituting, in
other words, itself as universal reason.
Thereby, the modern subject was estab-
lished as transcendental (above the
‘matter’ or the laws of nature), interior
(undetermined by external laws), and trans-
parent (without a body) (Silva 2007, p. 255).
However, this position of the transcendental
“1” of universal reason could not be attained
solely by the subject itself. It is built on a
constitutive movement of othering. Its
relation to the outside world is captured by
what Silva calls ‘the scene of engulfment’
of modern science, which is characterised
by the colonisation and appropriation of
‘everything else’. In Hegel or Darwin, for
instance, everything exterior to the trans-
cendental subject is taken up in a universal
movement of progress of the evolution of
the Spirit or the natural laws. The transcen-
dental subject is located at the end of pro-
gress, as the final outcome of evolution,
being the only one with insight into the evol-
vement of natural laws, while remaining
undetermined by them. As such, he
engulfs everything else that is part of the
movement that led evolution to himself,
leaving everyone else, in so-called different
stages of development, behind.

Since universal reason was ‘located’ in
Europe, ‘Europe’s others’ were engulfed
into the European self in an unbridgeable
difference, established by modernity, as its
subaltern other. In contradiction to the
modern subject, the subaltern subject is
affectable and fully outer-determined
(instead of self-determined), without self-
consciousness (thus only knowable by the
white man instead of by itself), exterior
(with primarily a body), and in particular,
constituted by being somewhere outside of
Europe (instead of universal) (Silva 2007,
pp. 117, 255, 257-259). Being ‘written’ in
‘affectability’ posits the subaltern subject
between subject and object, not completely
objectified, but influenceable, educatable -
but too influenceable, un-self-determined
and passive to really count or be understood
as a modern subject (Silva 2007, p. 199).

Through the construction of the post-
Enlightenment European male subject as
the only one endowed with universal
reason, the scene of engulfment was able
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to contain all land and people outside of
Europe as part of the same (universal
reason, evolution theory, progress,
emancipation, etc.), while grounding them
inirreducible difference — an onto-epistemo-
logical configuration of globality and sub-
jectivity still responsible for the continuous
reproduction of racialised subjects (Silva
2007). Whiteness became a marker of uni-
versal reason, as the representation of Euro-
pean roots that keeps on writing people into
an “analytics of raciality” (Silva 2007, p. 3).

In the case of obstetrics, this expressed
itself in scientific discussions in Europe
that revolved around whether having a
uterus meant a causal exclusion from
reason (Villarmea 2020) and life-threatening
and non-anaesthetised experimentation on
Black enslaved women which gave doctors
unlimited access to the female body, that
they never had before (Owens 2018).
These practices began after the closing of
the transatlantic slave trade, when slave
owners and doctors focused on practices
of ‘slave-breeding’ as an alternative (Wein-
baum 2019; Owens 2018), marking the
birth of modern obstetrics. It comes to the
fore that the existence of modern obstetric
subjectivity was fully dependent on the
engulfment of Black enslaved women and
European women in universal reason,
while they were being written in affectability
and exteriority.* As white women were
engulfed through a biopolitical confinement
focused on the enhancement of safe repro-
duction, Black women were engulfed as a
“public (non-European or non-white) place
produced by scientific strategies where
their bodies were immediately made avail-
able to a transparent male desire” (Silva
2007, p. 266).

European women, with some exceptions
such as the Irish, were biopolitically
engulfed and racialised as white, while
non-European women were racialised as
non-white, leaving them more “vulnerable
to premature death” within the practice of
obstetrics (Gilmore 2007, p. 28). The engulf-
ment of women of colour can therefore be
understood as necropolitical, leading to
death through experimentation and exploi-
tation, contributing towards medical pro-
gress that would primarily serve white
women. These practices racialised, gen-
dered, and engulfed pregnant people in uni-
versal reason as objects of knowledge,



while at the same time excluding them from
being subjects of universal reason them-
selves. They became affectable, outer-deter-
mined subjects, bodies that could be
studied and delivered, while constituting
the obstetrician in the same movement as
the one endowed with universal reason
and self-determination, that is, the one
who delivers her. This self-understanding
as active on the part of the obstetrician
instead of the mother is still commonly
used in obstetric training, counting how
many deliveries one should do in order to
graduate.

In postcolonial, post-slavery societies,
the onto-epistemological dependency on
the analytics of raciality resulted in the racia-
lised nation state through a double logic of
exclusion and obliteration. Exclusion is
most visible in forms of apartheid, recogni-
sable in obstetrics in the medical apartheid
of accessibility, as well as the division of
public and private healthcare. Obliteration
is the “emancipatory” engulfment, the
“inclusion” of the other, that actually
effaces the other and becomes apparent in
the denial of obstetric racism — despite vast
differences in mortality and morbidity out-
comes. It is also apparent in the (re)produc-
tion of group-differentiated vulnerabilities,
as well as the continuation of obstetric vio-
lence, unconsented eugenic practices, and
reproductive injustice against mothers of
colour (Ross & Sollinger 2017; Gilmore
2007).

By practising within the logics of oblit-
eration and apartheid, the obstetric subject
still constitutes itself through the violent
engulfment of the maternal body, as the
autonomous, self-determining agent of
birth that delivers the racialised (m)other
of her child. Hence, obstetrics is still
onto-epistemologically reproducing the vio-
lence that is the groundwork of its ration-
ality and institution, accounting for the
epistemic and reproductive injustice
equated with obstetric practice (Villarmea
& Kelly 2020; Chadwick 2020).

Two geopolitical locations: Data
collection and analysis

Our research in two colonially related geo-
political spaces, South Africa and the Neth-
erlands, highlights a congruence with the

obstetric institution globally. Since obstetric
violence is a global phenomenon, we aim to
substantiate our argument that obstetric
training produces the modern obstetric
subject through the engulfment of its affec-
table (m)other, racialised in logics of apart-
heid and obliteration, and bio- and
necropolitics, by investigating differently
located obstetric traineeships.

South African context

Reproductive health in South Africa is
haunted by the legacy of a double logic of
exclusion and obliteration during the apart-
heid regime. For instance, Depo-Provera
injections became a tool of power for the
apartheid government to control Black
population growth (Scully 2015). Black
women of child-bearing age, many of
whom worked at white-owned farms and
factories, were subjected to these three-
monthly contraceptive injections. This
follows the logic of obliteration, as they are
prevented from reproducing. Also, they
were written in complete outer-determi-
nation as consent was not even in question.

The logic of apartheid expresses itself in
terms of institutional arrangements: separ-
ate facilities were built for the white, Euro-
pean population and the so-called non-
Europeans that included racialised groups
categorised as Black, Coloured, Indian and
Asian. Post-apartheid, the logic of exclusion
and white supremacy largely remain, albeit
more invisible. The economic wealth of the
white minority provides access to private
healthcare, supported by corporate
medical aid structures. Chadwick points to
the “bifurcations and binaries” reflected in
birth narratives from “privileged (often
white) South African mothers birthing in
high-tech settings” (2018, p. 7) in the
private sector as opposed to marginalised
Black mothers birthing in under-resourced
public health settings. It remains a
problem for the poor Black majority to
even access public healthcare (Mbembe
2015; Mhlange & Garidzira 2020).

For undergraduate medical students in
South Africa, clinical internships take place
in the public health facilities. Medical training
is mostly six years in duration. Midwives
learn their skills amidst a four-year general
nursing education. After training in public
hospitals, many graduates then move
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across to the private sector, capitalising on
the necropolitical engulfment of Black
(m)others while building their own pro-
fessional subjectivity. From within the
public sector, obstetric violence is relatively
well documented as a human rights violation,
with increasing visibility revealing numerous
forms of mistreatment (Simonovié 2019;
Rucell et al. 2019; Pickles 2015). In the
private health setting, obstetric violence is
less well documented, but presents as more
‘gentle’, normalised violence (Chadwick
2018).

Veronica Mitchell’'s doctoral research
project related to the learning experience
of medical students, who differed in ethni-
city, age, social class and religion, at the
University of Cape Town. She drew on
data collected from three focus groups
with medical students, and semi-structured
interviews with 3 medical students, 13 mid-
wives, 12 clinician educators and 3 depart-
mental administrators, all of whom were
also asked to complement the discussions
with drawings (Mitchell 2019).° Moments
that “glowed” (MacLure 2013) were
brought to the fore and studied through
relational ontology, rather than through
coding with themes in a conventional struc-
tured analysis.

The Netherlands context

As postcolonial theorist Gloria Wekker
argues, the Netherlands is an exemplary
country for the pervasiveness of the Euro-
pean myth of ‘white innocence’ where
racism continues to be denied in terms of
‘colour-blindness’ and the self-image of a
nation characterised by tolerance (Wekker
2016). Contrary to countries like South
Africa, race and racism remain topics that
are rarely openly discussed, thereby estab-
lishing the idea of an innocent self that
cannot be responsible for things their fore-
fathers did so far away. This contributes to
the idea that race is not a problem in
Europe as it is in countries like South
Africa or the United States (Wekker 2016).

In such a context, racism in obstetric
care remains unacknowledged. Also, the
influence of the colonial past on obstetric
care stays unaddressed, while the planta-
tions of Suriname were infamous for being
particularly brutal for women who had to
submit to reproductive duties (de Kom
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2020 [1934]). These possibly included prac-
tices of ‘breeding’ (similar to those in the
US) after the closing of the transatlantic
slave trade in 1814 (Brana-Shute 1985, p.
233). There were also attempts to
implement colonial obstetric medicine in
Indonesia and traditional Indonesian mid-
wives’ knowledge was appropriated and
ridiculed in the context of obstetric science
(Marland 2003; Hesselink 2009). Students
hence train in the unacknowledged afterlife
of a colonial past that characterises its
obstetric institution through adverse out-
comes for marginalised communities,
something we can understand as the logic
of obliteration following Silva (Silva 2007;
Schutte et al. 2010; Gieles 2019; de Graaf
2013; Gilmore 2007).

Although obstetric violence in the Neth-
erlands is not extensively documented, the
existence of the activist movement Geboor-
tebeweging (Birth movement), the action
#genoeggezwegen (enough silence), and
research linking traumatic experiences to
the behaviour of healthcare workers, show
the widespread practice of mistreatment
in both midwifery and obstetric care (van
der Pijl 2020; Hollander 2017). The Nether-
lands is one of the last countries in
Europe to have a strong, independent
primary care midwifery system, although
it is continuously under pressure. While
independent midwifery care has its own
philosophy with its own values and prac-
tices (woman-centred relational care
focused on the physiology of childbirth),
and while some midwives are highly criti-
cal and resistant, independent midwifery
overall can be regarded as part of the
modern obstetric institution. Because of
the discrepancy between the ideals of mid-
wifery and the reality of the internships,
and because students are not taught to cri-
tically understand this discrepancy as the
curriculum lacks education in feminist and
critical race theory, students often feel
that the midwifery philosophy is a ‘myth’
(NL, MV, 2020). The existence of this
myth, as something that one keeps
hoping for but never encounters, is
exhausting, frustrating, and confusing: “In
the academy they stimulate you to
develop your own vision on midwifery,
but in practice it is almost impossible to
have the freedom to practice how you
want to practice” (NL, MV, 2020).



There are three midwifery academies.
Unlike in South Africa, midwifery is an inde-
pendent bachelor programme of four years,
with no link to nursing. Rodante van der
Waal conducted interviews and one focus
group in 2020 with the same five midwifery
students, who were enrolled in Amsterdam
and Rotterdam: 1) NO, a white middle-
class mother of a young daughter and an
artist who is in the final year of her midwif-
ery training; 2) MV, a Black middle-class
woman who is in the final year of her mid-
wifery training; 3) AM, a woman of colour
and mother who is in the third year of her
midwifery training; 4) EH, a white higher
middle-class woman who is in the third
year of her midwifery training; and 5) MB,
a white heterosexual middle-class woman
in the final year of her midwifery training.®

The semi-structured individual inter-
views lasted approximately two hours
each. They were analysed thematically
using grounded theory, after which the
established themes provided the basis for
further elaboration in a focus group of
three hours, which was again thematically
analysed. The participants were given the
chance to read and give feedback on the
final research analysis and their quotations
used in the paper.”

How the contexts talk to each other

South Africa and the Netherlands are deeply
connected through their colonial past. The
convenient positioning of South Africa on
the shipping route between the East and
West enabled the establishment of the
Dutch East India Company’s power base in
the 17th century at the Cape of Storms,
being the first colonisers of South Africa.
After Britain took over imperial rule, the
Dutch established themselves as the ‘Afrika-
ner’ community, a powerful white actor in
the development of the ideology of white
supremacy, to which the Dutch word apart-
heid bears testimony.

Our linkage between South Africa and
the Netherlands indicates that the affectabil-
ity of (m)others, and especially (m)others of
colour, is not only written in the global
South but is still fundamentally linked to as
well as produced within Europe. The con-
tinuance of a similar kind of obstetric vio-
lence as part of the obstetric training
shows that there is a global colonial

continuity within the obstetric system
regarding obstetric violence and obstetric
training. We have identified the rite of
passage (see below), in the Netherlands in
midwifery training and in South Africa in
obstetric training, but our hypothesis
would be that a similar rite of passage
might be identified in obstetric institutions
elsewhere, both within and outside of
Europe. This linkage of South Africa and
the Netherlands is hence meant to show
the continuance of the universality of the
obstetric institution as carried by the
modern obstetric subject in two traditionally
juxtaposed continents whose relation is
constituted by colonialism.

The rite of passage

Drawing further on the above established
theory of the obstetric bio- and necropoliti-
cal engulfment of (m)others, based on
Silva and Mbembe, we elaborate on the
obstetric rite of passage which reproduces
obstetric subjectivity through this continu-
ous engulfment, by having to collude in
obstetric violence.

Davis-Floyd understands a rite of
passage as: a) “a patterned, repetitive, and
symbolic enactment of a cultural belief or
value” (Davis-Floyd 1987, p. 288); that is b)
“transitional” in nature, always involving
“liminality” (p. 289); and c) as demanding
a “retrogression of participants to a lower
level of cognitive functioning [...] and
extreme redundancy combined with heigh-
tened affectivity” to ensure and facilitate
“unquestioning acceptance” of the insti-
tutional norms and values (p. 289), having
as its goal to d) “mould the belief system
of the individual into coherence and sym-
metry with that of the larger group or
society” (p. 91).

Three stages can be distinguished in the
rite of passage. Firstly, there is a separation
of the participants from their preceding
social surroundings; secondly, there is a
period of transition in which they have
neither one status nor the other; and
thirdly, there is an integration phase in
which they are absorbed into their new
social state (Davis-Floyd 1987, p. 288).
Drawing on Davis-Floyd’s definition of the
rite of passage, we will use the same charac-
terisation of the three stages of separation,
transition and integration. With the help of

Obstetric violence within students’ rite of passage 43



our theorisation of the obstetric institution
and obstetric subjectivity following the
work of Mbembe and Silva, we have ident-
ified seven instances of obstetric violence
that indicate the engulfment of the
(m)other, within the three stages of the rite
of passage. All these instances consist of
implicit or explicit obstetric violence that
points towards a more fundamental level
of the rite of passage, namely the consti-
tution of obstetric subjectivity through
engulfment of the racialised (m)other.

We identify the following violent
instances. In the stage of separation: 1)
emotional isolation; and 2) having to adapt
the goals, norms and values of the obstetric
institution  that instrumentalise  the
(m)other. Then, in the stage of transition:
3) establishing subjectivity through asser-
tiveness, competition and learning at the
cost of (m)others; 4) colluding in explicit
obstetric violence, obstetric racism and
sexual violence; and 5) traumatic experi-
ences. Conclusively, in the stage of inte-
gration: 6) complicity: balancing guilt with
numbness; and 7) responsibility at the cost
of (m)others.

Despite the differences between South
Africa and the Netherlands, as well as
between an obstetric and midwifery edu-
cation, we identify a similar trajectory in
both contexts. Below, we elaborate on
these instances of necessary violence and
show how much obstetric violence is
ingrained in their training.

Separation

Obstetric and midwifery training in both
South Africa and the Netherlands consists
of extremely intense internships within the
obstetric institution. As Davis-Floyd points
out, “one result of such overload is the
increasing isolation it creates” (1987,
p. 299). Social isolation makes students
less capable of reflexivity and more dis-
tanced from the ideals that motivate their
education choice and their emotional
engagement (Davis-Floyd, 1987, p. 299):
“To be able to do this training, you have to
distance yourself, block your empathy and
not feel what somebody else feels, only
then you can do what you have to do” (NL,
MV, 2020). According to Davis-Floyd, iso-
lation is “a prerequisite to the achievement
of the necessary cognitive retrogression”,
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necessary to ensure the internalisation of
the institutional routine (1987, pp. 299, 300).

Resilience has become a key objective in
medical training (Dyrbye & Shanafelt 2012).
When students address problems of work-
load, stress, burn-outs, or worries related
to obstetric violence or guilt to teachers, it
is not the system that is questioned, but
the students themselves: “When |
addressed my concerns to the teachers, |
was told that | was probably too sensitive
for the job” (NL, NO, 2020). Or: “they told
me that | also have to be able to do it in
the normal [i.e. violent] way” (NL, MV,
2020). The fact that they are not taken
seriously can be seen as an effective way
to cut ties to exteriority, laying the ground-
work for a highly individualised and interior
modern subjectivity that is rational instead
of emotional, and is tough instead of vulner-
able, unaffected by what is ‘outside’. Hence,
students emotionally isolate themselves
from their peers, their teachers, and, most
importantly, the mothers they serve.

A technique reflective of the separation
from one’s former self and previously held
norms, is the necessity to adopt the goals
of the obstetric institution that tend to
instrumentalise mothers: “[The violence is]
just repeated and repeated and repeated to
the point where it becomes the norm” (SA,
2015). Mandatory numbers of medical prac-
tices contribute to the instrumentalisation of
mothers and obstetric violence: “The
logbook forces a student to focus on
numbers rather than people [...], students
are held at ransom for the signatures” (SA,
2015). Such pressures to reach curricular
goals force students to be strategic, finding
shortcuts to acquire the logbook sign-offs
that represent achieving the required
numbers of curricular tasks such as deliv-
eries and episiotomies. For instance, clini-
cians in South Africa notice students going
off to do something else, then arriving
back just in time to perform the delivery
because it is the logbook tick that counts
rather than their relationship with the birth-
ing mother.

In the Netherlands it is, for instance, dif-
ficult for midwifery students to attain the
necessary number of episiotomies (a cut in
the perineum, vagina and pelvic floor to
quicken delivery) because midwives typi-
cally avoid this controversial intervention
that has a wide range of variability in



usage within the country (Seijmonsbergen-
Schermers 2020). Consequently, students
sometimes have to do an additional two-
week internship before they are able to
graduate. This is commonly referred to as
a ‘cut-internship’ (‘knip-stage’). The inherent
violence embedded in the goals and values
of the training is revealed in referring to an
internship wherein one supposedly cares
for people, as ‘cutting’ into the most inti-
mate body part. This not only objectifies
people’s bodies, but also appropriates
vaginas as something that should be cut as
this is so clearly stated as the goal and
essence of the internship. Such processes
force students to repeat the scene of engulf-
ment, wherein (m)others are being taken up
as part of the development of their obstetric
subjectivity:

“We should learn to never see someone
as a means to reach your goals. But
we're taught exactly the opposite,
namely, to be happy when we can cut,
because we need those episiotomies to
graduate.” (NL, NO, 2020)

A consequence is that students soon become
complicit with the system, even when they
are aware of the power dynamics, hierarchies
and violence embedded within the system:

“If 1 didn’t want to be an accomplice, |
should’ve walked out of so many rooms
[...] I mean, those five cuts that you
have to make, | think that's one of the
worst forms of obstetric violence. And
that is literally legally expected of you.
Legally.” (NL, MV, 2020)

Transition

Through either competition, being assertive
or being pro-active regardless of the mother,
professional subijectivity is developed. A
midwife in South Africa shared how one
student assaulted another because the other
one “stole her delivery” (SA, Midwife
Sibela, 2016). Learning based on these
values can be understood as effectively estab-
lishing a subject position at the expense of
mothers. When students object in defence of
the mother, they often get scolded:

“The midwife scolded me for not using
my opportunities to learn, telling me |

will never be a midwife ... | don’t agree.
My learning-process is not more impor-
tant than her birth-experience.” (NL, AF,
2020)

Hence, already for students their own inter-
est and that of people giving birth are,
instead of being brought together in rela-
tionality, constituted as conflicting:

“l can now confess that it makes me feel
deeply guilty and ashamed that | let
myself be pressured into those things - |
was trying to be assertive and to learn.”
(NL, EH, 2020)

Students reported instances in which they
have felt that they had to collude in obstetric
violence, such as ‘helping’, or more expli-
citly ‘forcing’ to keep the legs of non-compli-
ant mothers open for an unconsented
episiotomy, unconsented vaginal examin-
ations, or unconsented pelvic floor
support. A student remarked that obstetric
violence is simply part of their training:

“lIt's like it's just a part of it, if I'm being very
honest ... to just continue to press deeper
with one’s fingers into the woman’s
vagina when she screams stop. You are
taught to say ‘No, | really have to feel
further! You have to be strong now!" and
then you continue. It seems like becoming
a midwife means learning how to cross
somebody else’s border, to learn how to
just push a bit further to get what you
want.” (NL, AF, 2020)

As a student said, we are “made to be com-
plicit... | have blood on my hands because |
participate in institutional violence against
women” (NL, MB, 2020). In South Africa,
after seeing how deeply obstetric violence
was ingrained in the training, a student
decided to quit: “lt changed my whole
outlook with regards to obstetrics” (SA,
2015).

In both countries, students practise their
clinical skills more on people of colour. This
is a classic characteristic of both obstetric
racism and medical apartheid, as it has
always engulfed people of colour to practise
and experiment on (Owens 2018; Washing-
ton 2006). In the Netherlands, the majority
of the population is white, and everybody
is enrolled in public healthcare. The
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students state, however, that supervisors let
them practise more on mothers of colour:

“Those women do not know that it is not
normal to always have two vaginal exam-
inations after each other, and they do not
know that they can refuse, while Dutch
women would probably know that, so
with them they do not dare to try.” (NL,
EH, 2020)

Note that unconsented vaginal examin-
ations can be seen as sexual assault, and
would be a criminal offence in any other
context (Pickles & Herring 2020). Another
student said: “I thought | noticed that she
did not want to be examined twice. So, |
didn’t do it. The midwife commanded me:
just do the internal examination” (NL, AF
2020). Although ‘practising’ has an innocent
ring to it, in obstetrics this involves highly
intimate unconsented procedures by mul-
tiple people, and should be considered as
a clear case of obstetric violence, driven by
obstetric racism. This is not only possibly
traumatising for mothers, but it also recon-
solidates the idea that the bodies of
mothers of colour are more publicly avail-
able than white mothers’ bodies and can
be more easily violently engulfed (Silva
2007).

Students also report prevalent preju-
dices regarding the loudness and level of
pain of Asian, Black, and Arabic mothers.
In both our studies, we heard about the
joking and gossip in team rooms among
midwives regarding marginalised mothers,
as something through which students get
conditioned to take their pain and person-
hood less seriously.

Additionally, students claim that margin-
alised mothers are less informed and are
treated with more normalised violence,
effectively continuing to write them in
affectability:

“Even if people thank you a lot, | feel like,
hmmm, we have actually kept everything
a secret from them, like we purposefully
kept them stupid, leaving them with the
feeling that it's probably normal how
we've treated them.” (NL, EH, 2020)

In South Africa, a pattern of learning on

Black people is perpetuated in the public/
private divide, as students practice within
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the public obstetric institutions where
patients are mostly Black lower-class
people who tend to be kept less well
informed and treated disrespectfully:

“They [mothers in public health facilities]
don’t know anything ... and it's not fair
because why should they get less of a
respectful and accommodating health
system just because they can’t afford
private care?” (SA, Student 2, FG 2015)

Racial discrimination alongside different
professional practices is rife, as indicated
by a midwife saying:

“I will treat a Black person like that, but if
you put me with say another race on that
bed, my attitude will change and my be-
haviour will change.” (SA, 2016)

Students practising on mothers of colour
without consent and through violence and
racism, perpetuates the scene of engulf-
ment of the maternal body as the other
that is included into obstetric subjectivity
as an outer-determined, affectable subal-
tern subject. This reproduces the logic of
apartheid determining the quality of differ-
ent obstetric facilities, and the logic of oblit-
eration that racialises and (re)creates
‘group-differentiated vulnerabilities’ within
the same obstetric system (Gilmore 2007).

The students also make a connection
between obstetric violence and sexual vio-
lence, a well-known association (van der
Pijl et al. 2020; Cohen-Shabot 2016; Richland
2008):

“Sometimes | think, when a supervisor
asks me something, what you’re asking
of me is if | can rape that woman. To
me, that is traumatic. Once, | refused, |
said I'm not going to do it. If you want it
to be done, then you do it yourself. And
then she became extremely angry with
me in the hallway.” (NL, MV, 2020)

Having to participate in a practice that stu-
dents perceive as sexually violent not only
forces them to engulf the maternal bodies
violently but can also trigger their own
past experiences of sexual violence:

“lt was so recognisable that it kept me
awake at night. ... to witness that they just



come in, don't say their name, and put their
fingers in. For me that’s horrible to see,
because I've experienced how that is, and
it's horrible. And if you see that with
others, | feel it again myself.” (NL, EH,
2020)

For some students, both in South Africa
and the Netherlands, witnessing and collud-
ing in obstetric violence is hence a traumatic
experience:

“I think the one thing that people don’t
realise is that what you encounter there
as a student...can be traumatic, it
doesn’t sit well with you, and it can be
something that eats you up.” (SA, 2015)

“You ask me, what precisely is trau-
matic? Well, all the things that you see,
that fact that you have to contribute to
this system, that you are literally compli-
citin somebody else’s trauma.” (NL, MV,
2020)

Trauma can be understood as a destruction
of the self, after which it must be rebuilt
(Brison 2003), and therefore functions as
an effective equation in the rite of passage
(Davis-Floyd 1987, pp. 300-301). Students
become obstetric subjects through collud-
ing in what they perceive as obstetric,
racist, and sexual violence. The trauma
caused by this violates their sense of self,
and thus functions as grounds to constitute
obstetric subjectivity.

Integration

Students learn that accompanying child-
birth responsibly and being respectful
cannot be practised at the same time:

“Their [the teachers] response to my
questions always has to do with responsi-
bility. That | do not fully understand it
right now because | do not have the
responsibility yet. This indicates that if
you have principles, you are naive, like |
only now have the luxury to have ideals
because | do not have responsibility yet.
Like responsibility makes all those other
things [like empathy, relationality]
impossible.” (NL, NO, 2020)

This establishes a (paternalising) respon-
sible obstetric subject, while in the same

movement excluding the maternal subject
from the possibility to take responsibility.

In South Africa medical students take up
their professional responsibility in clinical
settings earlier than the midwives in the
Netherlands. Anxiety, apprehension and
fear are felt by many, as well as a high
level of excitement (Figure 2):

“I don’t think that’s really appropriate for
someone of that age, of that experience
level, to be dealing with those situations
alone. You're calling for help and no
one’s coming” (SA, 2015).

A fearful and paternalistic sense of responsi-
bility that is incompatible with respect, rela-
tionality, and the mother  taking
responsibility for herself (which means that
she might do something different than
expected of her), characterises one of the
final instances of necessary violence in the
rite of passage of becoming a modern
obstetric subject, that cannot but write
mothers as affectable and unequal others
without self-determination:

“When a fellow midwife in training asked
the mother for consent during an emer-
gency training, they made it super diffi-
cult for her to pass the training: The
actress [playing the mother] said no to
the intervention in an extremely exagger-
ated way, and almost died. The student
failed. So, | thought, okay, | should not
ask for consent if | want to pass this
test.” (NL, MV, 2020)

Through years of training within a bio-
necropolitical obstetric system, students
not only become part of the institutional
violent engulfment of the (m)other, but
they are pressured to build their subjectivity
on it. For the individual student, it is there-
fore almost impossible to resist this, as
one needs to give in to graduate. What
follows from the engulfment of the
(m)other that one is doomed to make, is
the reproduction of the racialised
(m)other and institutionalised obstetric vio-
lence and racism. Midwifery students
express that they wish they would have
been more naive in terms of feminism,
women’s rights, and anti-racism. They
think that their education would have
been easier to handle without a critical
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Figure 2: Word cloud created by year 4 undergraduate medical students in their introductory session before

entering their practical obstetrics rotation (n=575).

consciousness. Students need to find a
balance between their feelings of guilt and
numbness in relation to their curricular
needs which has them develop strategies
to ‘stop thinking’ or being ‘too critical’ but
just get through it “without being driven
insane...in such a way that you can still
live with yourself” (NL, MV and NO, 2020).
With this complicity, a certain part of the
initiation is fulfilled: “We just carry the
stick with us” (SA, 2015).

Conclusion

Students’ obstetric and midwifery training
can be theorised as a rite of passage
wherein obstetric subjectivity is constituted.
In this process the identity of the student is
moulded so that the student becomes part
of the institution. Robbie Davis-Floyd
(1987) has criticised the obstetric rite of
passage to be too ‘technological’ in nature,
which is the reason, according to her, that
obstetrics lost sight of the mother as a
subject. In this article we have argued that
the problem with obstetric training is more
fundamental than that. We have determined
instances of violence as part of the rite of
passage, indicating that it is not merely an
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initiation into a technological model of
childbirth, but one into obstetric subjectivity
that occurs through the engulfment of the
(m)other through obstetric violence, racism
and trauma. The obstetric rite of passage
thereby constitutes obstetric subjectivity
not through technology, but through the
appropriation of the pregnant body as a
(less worthy) part of the obstetric self,
thereby engulfing the maternal as othered:
as an affectable, outer-determined subject
excluded from autonomy, rationality and
self-determination.

This becomes manifest in that students
are from early on conditioned into a position
wherein they are endowed with responsibility
over the mothers’ and babies’ bodies, press-
ured to decide what should happen with the
mother’s body even if this includes violating
her, and pushed to fight for their own inter-
ests over the backs of mothers. This is (re)pro-
ductive of both the modern obstetric subject
and, necessarily in the same movement, its
affectable (m)other, rendering the labouring
body always in passivity, writing her in affect-
ability through obstetric violence, thereby
preventing relational connection and care.®
By merely understanding the problem of the
rite of passage as technological, this



subjectification of students through the
appropriation of the maternal body remains
unchallenged. Therefore, in order to arrive
at the more fundamental problem of the
obstetric rite of passage, we have focused
on the question why obstetric violence and
obstetric racism are an essential part of obste-
tric and midwifery training, thereby revealing
the structural appropriation of the maternal
body on which obstetric subjectivity is
constituted.

Answering this question, we have
shown that the reproduction of obstetric
subjectivity follows the logic of the repro-
duction of the modern, post-Enlightenment
European subject, the subject of coloniality
and globality (Silva 2007). We have devel-
oped this argument through showing how
obstetrics should be understood as a
global modern institution through the
linkage of two colonially related geopolitical
places, namely South Africa and the Nether-
lands. In both places, the obstetric subject
can only constitute itself through engulfing
the maternal body as its other, thereby
reproducing her racialisation and suppres-
sion. The birthplace of the obstetric insti-
tution can be understood as having its
fundament in the necropolitical engulfment
of Black women and marginalised people,
thereupon further developing through a bio-
political engulfment of white women in the
Global North. All remain, in different ways,
excluded from the position of power and
subjectivity within the obstetric institution,
as all are appropriated into the obstetric
subject that constitutes itself through other-
ing the mother.

The exclusion of the (m)other within the
obstetric institution, then, rests upon her
inclusion as othered, engulfed, and appro-
priated. As such, she is excluded through
her inclusion, and obstetric subjectivity
and the position of the mother as other
are thus fundamentally tied together. Her
suppression, therefore, can only be truly
challenged by dismantling obstetric subjec-
tivity. For it is not the case that the pregnant
subject is not included in the institution
already, she is in fact a fundamental part
of it, but in an affectable, outer-determined
way through which she is excluded from
autonomy, rationality, and self-determi-
nation by merit of existing within the obste-
tric configuration. Attempts at emancipating
the pregnant subject, trying to endow her

with more modern subjectivity without dis-
mantling obstetric subjectivity and its rite
of passage, are therefore doomed to fail as
obstetric subjectivity is made up of her
inclusion as a lesser part of itself, again
and again established by the obstetric rite
of passage.

As Silva (2007) argues, because of the
scene of engulfment, we cannot solve the
logic of exclusion through which the
modern subject is forced to constitute itself
through programmes aimed at inclusion.
In obstetrics these would, for instance, be
striving for informed consent and shared
decision making. However important,
without undoing obstetric subjectivity and
its rite of passage, the obstetric subject will
remain resting upon the included exclusion
of (m)others from modern subjectivity.
Informed consent will then become
another box to check and shared decision
making an illusion masking unequal power
relations, and thus her exclusion. Conse-
quently, the goal should not be to attain
modern subjectivity for the pregnant
subject since this is also an emancipatory
project of inclusion.

In addition, and as importantly, we must
not forget that universal modern subjectiv-
ity always already rests upon differentiation
between groups of people and their
included exclusion. The emancipatory con-
quering of modern subjectivity for one
group often means the stricter exclusion of
another group. Regarding obstetric vio-
lence, we see that the fight of white cis-
gender women in the Global North for
autonomy in the labour room does not at
all mean that the Global subaltern subject
profits from this fight. Quite the opposite:
problems that white cis-gender women in
the Global North strive to counter are not
the same problems Black people, people of
colour, trans and non-binary people have
with reproductive care, constituting their lib-
eration again on leaving others behind. Con-
tinuing this way, we would only attempt to
solve the biopolitical engulfment of white
women, leaving the necropolitical engulf-
ment of the reproduction of the subaltern
subject to exist in the trenches of racial
capitalism.

As a direct descendent of the founding
fathers of obstetrics at the height of moder-
nity, the obstetric subject will persist glob-
ally as long as its institution will refuse to
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be anything else but modern, continuously
dismissing intersectional feminist and
post- and decolonial critique. Instead of
striving for the emancipation of the biopoli-
tically engulfed pregnant subject, we must
therefore work on the dismantling of obste-
tric subjectivity and its rite of passage. A
first step would be to resist the obstetric
rite of passage by providing education for
future midwives and obstetricians that
affrms and enhances their critical
thought, by using a Reproductive Justice
framework throughout their education
(Ross & Sollinger 2017). Furthermore,
echoing the philosophy of Sylvia Wynter
(2015), we must undo the obstetric rite of
passage of which obstetric violence and
racism are constitutive parts, by writing a
new narrative of fertility, birth, and care,
that can generate new rites of passage
that can unearth the relational and plural
potential of pregnancy, birth, and midwif-
ery care to figure out, in praxis, how to
disrupt modern subjectivity and be human
together otherwise. Only new rites of
passage aimed at this disruption will
make it possible for us to be, once again,
in safe relation with each other. Instead of
turning to pleas of inclusivity and emanci-
patory subjectivity, we should work
towards dismantling obstetric subjectivity
and trying to figure out, through the
potency of the transgressive event of child-
birth, how we can give birth through caring
for birth — intimately and safely - in equal
relation with one another.
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Notes

1. Contrary to Beck (2004), we use the term
‘mothers’, not women, unless it is specifically
about women as a class, to identify a social econ-
omical gendered subject category, not a biologi-
cal sex determination. We choose to use this
gendered term because we consider obstetric
violence to be a form of gender-based violence
and reproductive violence specifically directed
against the maternal (Van der Waal forthcoming).
To support the use of the word mother as a social,
economic, gendered subject category, we follow
Silvia Federici (2004, p. 14): “...if ‘femininity’
has been constituted in capitalist society as a
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work-function masking the production of the
workforce under the cover of a biological
destiny, then ‘women’s history’ is ‘class history,’
and the question that has to be asked is
whether the sexual division of labor that has pro-
duced that particular concept has been trans-
cended. If the answer is a negative one (as it
must be when we consider the present organiz-
ation of reproductive labor), then ‘women’ is a
legitimate category of analysis, and the activities
associated with ‘reproduction’ remain a crucial
ground of struggle for women”. We group
‘mothering’” under gendered reproductive
labour, but at the same time regard it, as it
refers to the practice of mothering, as a more
open and less biologically determined category
than ‘women’: anybody can do the reproductive
labour of mothering that is traditionally gendered
as women's work, including giving birth.
Furthermore, in this paper we understand
the (m)other as a subject position that is repro-
duced during childbirth in the obstetric insti-
tution. Here, we want to follow Johanna
Hedva’'s usage of the term woman as a
subject-position in her Sick Woman Theory:
“To take the term ‘woman’ as the subject-pos-
ition of this work is a strategic, all-encompassing
embrace and dedication to the particular, rather
than the universal. ... | choose to use it because
it still represents the un-cared for, the second-
ary, the oppressed, the non-, the un-, the less-
than. ... The Sick Woman is anyone who does
not have this guarantee of care” (Hedva 2016).
We believe that the same counts for the
subject position of the (m)other, who is uncar-
ingly constituted and reproduced during child-
birth in the obstetric institution, as we will
elaborate upon in this paper. This does not
mean that people with a uterus who do not
identify as ‘'mothers’ are not victims of obstetric
violence; on the contrary, their refusal of this
gendered subjectivity typically leads to more,
not less, violence.
We first refer to the country, SA for South Africa
and NL for the Netherlands, then we refer to the
students (either anonymous or with their initials),
then we refer to the year the quote from the
student is from. The students participating in
this research in South Africa are all medical stu-
dents and in the Netherlands they are all
midwives.
We wish to thank our first reviewer for this
specific phrasing.
This is what Deirdre Cooper Owens (2018) argues
throughout her book Medical Bondage, in which
she makes a case for the acknowledgement of
the Black enslaved woman as the mother of
modern obstetrics, next to its infamous fathers.
For this paper, we refer mostly to the transcribed
texts from engagement with the undergraduate
medical students.
Rodante’s participants were asked how they
identified and how they wanted to be referred to.
Veronica's research findings were anonymised
and with time and curricular pressures there
was no opportunity to return to the research
participants.



8. As suggested by one reviewer, it would have
been interesting to juxtapose what students say
about obstetric violence with what mothers
themselves say about their experiences. We will
consider this idea for further research, as multiple
voices and perspectives would come into dialo-
gue to paint a more complete and complex
picture.
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