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Abstract

The paper analyzes the opposition and adaptation of Russian patients,
independent perinatal specialists, and professional human rights activists to
normative regulation of obstetric care, medical authorities, and the practices of
the Russian maternity hospital. During my ethnographic research, I have collected
personal stories about the clashes of women in labor and their assistants (primarily
doulas) with the medical system, stories of collective and individual appeals to
authorities, and protest flash mobs. The article presents the history of the
transformation of the Russian system of obstetrics and the development of
grassroots movements by midwives and doulas. It outlines the features of human
rights and perinatal protest discourses and identifies the tactics of legal and
vernacular resistance and non-resistance to medical authorities encountered
during fieldwork.

Introduction (1)

In the course of ethnographic research starting in 2017, I have collected
contemporary birth narratives describing the decisions and interactions of women
and their families with medical professionals and midwives, doulas, and other
external perinatal specialists. In narratives from the Soviet and post-Soviet eras,
there was practically no mention of independent choice and freedom of action in
medical institutions and official discourses, or indeed of the involvement of
family members or independent participants in medical care during childbirth
[Belousova 2003, 2012; Olson and Adon’eva 2013; Rivkin-Fish 2005; Rouhier-
Willoughby 2003, 2008: 66, 91]. However, in contemporary narratives, Russian
women convey their agency in some detail and negotiate with the obstetric system
for various options [Gramatchikova 2020; Kuksa 2020b, 2021a, 2021b; Kuksa
and Shnyrova 2021; Temkina and Rivkin-Fish 2020]. Thus, my fieldwork shows
that women now plan and shape the birth process much more than they did in first
two decades after the fall of the USSR.

This more active patient position of Russian women is connected primarily
with grassroots activities and training by independent perinatal specialists
(midwives and doulas). As a rule, they have had several children, hold college and
graduate degrees (often both), and had a different experience in childbirth, either
at home or in the hospital, than the average woman. These midwives and doulas
construct the boundaries of patient agency and teach tactics to overcome bodily
and mental vulnerability. They also interact with doctors during labor and delivery
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and provide variety of non-medical support for women at all stages of the birth
process [Kuksa 2021a, 2021b].

My analysis of both discourse and narratives from independent specialists
reveals how and why women have become more active in pregnancy and
childbirth as well as demonstrates the role of grassroots activists in legal and
vernacular protest to medical authorities. As Kleinman [1978] wrote, each group
of “agents of care” (from popular, folk, and professional arenas of the health care
system) has its own “explanatory models” of health/sickness with its specific
idioms—abstract or concrete, technical or non-technical, impersonal, or highly
personal—that they need to convey to each other. He has argued that there are
conflicts “between professional medical (especially biomedical) explanatory
models that construe sickness as disease and lay (popular culture) explanatory
models that construe sickness as illness” [1978: 88]. Given the multiplicity of
“agents of care” and actors during delivery and their divergent interests and
expectations, I explore representations of birth (including popular, folk, and
professional explanatory models) and the interpretations of experiences from
different perspectives, including of the patient and her family, physicians, the law,
and perinatal specialists. According to Bakhtin’s theory of speech genres [1986:
159], we must approach the analysis of speech utterances as a dialogical and
interactive process that considers speaker and addressee goals and genres that they
may choose and use in certain contexts. In this paper I will apply Bakhtin’s and
Kleinman’s conceptual approaches to reveal the multiplicity, polyphony and
heteroglossia of discourses by participants in childbirth. Participants’ models and
discourses rely on speech genres with variable meanings and functions that are
affected by legality, legitimacy, degree of stigma and contexts (or frames)
[Bakhtin 1986].

The grassroots activism and legal or vernacular tactics of resistance to
medical authority described in this article are only formally similar to American
feminist and anthropological critiques of biomedical and technocratic childbirth
in favor of individual “control over childbirths” [Davis-Floyd and Sargent 1997
Rapp 1999; Sargent and Gulbas 2011]. In this framework, we would be forced to
classify tactics to counteract medical authorities as part of a contemporary
feminist agenda and as a struggle for political and neoliberal rights and social
control over reproduction. Any evaluation of grassroots activism and legal and
vernacular protest in Russia must take into account the following essential factors,
which the feminist approach ignores: 1) the variable meanings and functions of
bureaucratic and vernacular texts (depending on genre, addressees and
communicative contexts (or frames) [Bakhtin 1986; Kuksa 2020b]; 2) differences
between collective and individual forms of legal prose; 3) obstetric policies at
different regulative levels and in local contexts [Kuksa 2021b]; 4) illegal and
stigmatized homebirth practices, which are difficult for ethnographers to observe
[Kuksa 2018, 2021a]; 5) recent medicalization, financing, and technologization
of Russian obstetric care; and 6) the majority of obstetricians and gynecologists,
from the Soviet era to the present, are women, unlike in the United States [Kuksa
2018; Rivkin-Fish 2005; Rouhier-Willoughby 2003, 2008; Sargent and Gulbas
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2011]. My approach highlights how informants reclaim agency in vulnerable
situations and their oppositional and adaptive tactics when interacting with the
obstetric system. A primary avenue is hiring independent midwives and doulas,
and this paper will focus on how they have been able to resist and even transform
the birth process, at least for some women.

This research is based primarily on a corpus of semi-structured in-depth
interviews collected from doulas, midwives, physicians, and parents living in
Moscow and Saint Petersburg (since 2017) or in cities located in the Central,
Northwestern, Volga, the Urals, Siberian, and Far Eastern Federal Districts (since
2020). For this article, I have also relied on data from an online survey of
Muscovite and regional perinatal specialists conducted during the COVID-19
lockdown in spring and summer of 2020 on the attitude toward medical
interventions by women in labor. I have explored federal statutes regulating
childbirth as well as materials from medical, midwife and doula conferences,
lectures, and training sessions, which I attended as a participant or online listener.

I focus on documented digital and verbal opposition to the practices of
Russian obstetric institutions. In particular, I study midwife, doula, and parental
discourses and resistance tactics used by human rights activists, independent
perinatal specialists, and laypeople. In this article, I present the most characteristic
methods for legal and vernacular resistance to medical authorities as well as
opting-out (e.g., home birth) encountered in my research. I analyze the
dependence these types of resistance on the agency of parents and perinatal
professionals in the contemporary maternity hospital.

The practice of written refusal of a woman in labor to routine medical
interventions is a relatively non-confrontational and common form of the
mobilization of law. It is guaranteed within a legally stipulated framework of
informed consent to medical intervention. Private conflicts at the grassroots level
are resolved through individual complaints, appeals and, less commonly, lawsuits
initiated by patients to compensate for harm done to them, investigate medical
misconduct, and hold medical professionals accountable for their actions. The use
of petitions signed by citizens (usually unknown to one another) to protect women
generally also mobilizes the law through a collective appeal to state authorities or
as part of a class action lawsuit [Kuksa 2011; 2020a]. All three variants of routine
law enforcement and legal conflict fall within the framework of the concepts of
“everyday legality” [Ewick and Silbey 1998, 2003] and “law mobilization,” a
term coined by Black [1973, 2010] to express that the law exists not on paper, but
only when citizens use it to protect their rights. These legal tactics display overt
women’s resistance to medical authorities in the maternity hospital.

While legal tactics are used by some, the more common approach to counter
medical authorities is vernacular resistance. Vernacular articulation of the
problems of patient rights and agency and the physical and mental vulnerability
of pregnant women, women in labor, and mothers is seen in online protest flash
mobs and accusatory discourses. In my view, they serve the same function—
resistance to and protest of the system—as urban folklore about medicine. Urban
lore about doctors, hospitals and diseases exists in a variety of genres, including
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rumors, gossip, fakelore, and conspiracy legends, and expresses dissent with
institutional medicine and treatment (for more on this topic, see Kitta 2019). 1
examine “victim” narratives and accusatory texts distributed by perinatal
specialists and women who have experienced psychological and bodily trauma in
a maternity hospital from three perspectives. First, these texts function as a
“socially sanctioned outlet” for protest [Dundes 2003] and a modern ritualized
form of behavior [Rouhier-Willoughby 2003, 2008; Kitta 2019]. They also help
narrate and contextualize psychophysical experience [Kleinman 1978;
Khristoforova 2020; Kuksa 2020b]. Finally, they allow for “symbolic resistance”
(what Scott calls the “weapon of the weak” [Scott 1985]) by traumatized women
and independent perinatal specialists not embedded in the medical and
bureaucratic hierarchy.

A distinctive feature of grassroots perinatal movements in Russia are forms
of female opting-out that express dissent, but that are invisible to bureaucratic
institutions—by analogy with Yurchak’s concept of “outsideness/out-of-reach”
[Yurchak 2014: 267-270, 563-571]. Yurchak applies this concept to the Soviet
citizen, who discursively and performatively shifted authoritative ideological
discourses towards their own interpretations. They include illegal practices of
home and solo childbirth among Russian educated women, which are stigmatized
in the institutional space and were especially popular in 1990s and 2000s
[Belousova 2003, 2012; Kuksa 2018, 2021a, 2021b, Kuksa and Shnyrova 2021;
Rouhier-Willoughby 2008]. I also have recorded a surge in home births since the
spring of 2020, especially outside of Moscow. They resulted from the introduction
of anti-COVID restrictions that reduce the agency of women in local hospitals,
e.g., prohibition of partner- or doula-accompanied births and separation of mother
and child (discussed in more detail below).

Transformation of the Russian System of Obstetrics

Russian women can exercise their agency and opt for a delivery in
accordance with their expectations as a result of the transformation and financing
of obstetric infrastructure over the past two decades. Some key historical events
resulted in a shift in the system toward a focus on women’s needs and the
development of grassroots movements dedicated to parenting and the training of
midwives and doulas.

As a result of federal funding for the Delivery Certificates program in 2006,
regardless of the mother’s place of residence (as recorded in the propiska [official
place of residence indicated in the person’s passport and state accounting
system]), a pregnant woman received the right to access any Russian maternity
hospital within the framework of compulsory medical insurance (hereafter CMI).
CMI was introduced in 1991 to ensure the constitutional right to free medical care
and protection of the health of the citizenry. Patients thus present an insurance
card and receive a Delivery Certificate (in electronic form as of July 2021) from
a medical institution, which guarantees coverage for medical services (e.g.,
prenatal clinic, maternity hospital, or children’s clinic) from the Social Insurance
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Fund or its regional branches. However, actual choice among obstetric
organizations, according to the testimonies of interviewees, was primarily
implemented only in large cities, where there are enough hospitals to create real
competition for CMI and private deliveries.

At the initiative of the Moscow-based obstetrician-gynecologist Mark
Kurtser, founder of the only network of private maternity hospitals in Russia (2),
since 2006, midwives at the Moscow Center for Traditional Midwifery and
Family Medicine (hereafter CTM (3)), could legally accompany women in labor
only in one pilot program at the 6" Maternity Hospital (now closed). These trained
professionals from CTM taught natural childbirth and promoted the popular
approach of “soft childbirth.” Tamara Sadovaia, the founder of CTM and
“traditional” midwife, defined this term as follows:

«Msrkue POAbD» — 3TO OpraHU3aluA YCJIOBI/Iﬁ JJI TIDOBCACHUSL
C€CTCCTBCHHBIX POAOB C MAKCUMAJIbHBIM HUCIIOJIb30BAHUEM BHYTPCHHUX
PE3CPBOB KCHIMWHBI U MUHUMAJIbHBIM MEJUIIMHCKHUM BMCIIATCIILCTBOM.

[“Soft childbirth” is the organization of conditions for natural childbirth
with the maximum use of the woman's internal reserves and minimal
medical intervention] [Tamara Sadovaia, 14 April 2018].

Today CTM works officially with some Moscow maternity hospitals and doctors
with a unique program for personal obstetric services, which include non-invasive
anesthesia and other “soft” treatment practices designed to benefit women and
children, as Sadovaia discusses:

MBI a0COITIOTHO JIETUTUMHO pabotaeM. B Hamie#t nHCTpYKIIMK HET
HUKAKUX HAPYIICHUH OTEYCCTBEHHBIX CTAHIAPTOB MTPAKTUKA
[mpoTokonoB]. MoeT, 3T0 U KOTO-TO 3BYYHT MapaoKcaibHo. To, 9To
MBI Ha3bIBa€M TOPONUTH POJBI, TO, YTO MbI Ha3bIBAEM arpeccueil u
HACHUIIUEM B POJIAX — ATO HE OTOOPaKEHO B CTAHAAPTAX [[IPOTOKOJAX |,
3TO MPOCTO CTEPEOTHUIIBI U AyPHBIE MPUBBIYKU HAILIETO TOCTCOBETCKOTO
aKyIIepcTBa, ¢ KOTOPEIM MBI CTapaeMcst KaK-TO padoTaTh U X
HCKOpeHTh. Hala npakTrka, KOTopas TOBOPUT O TOM, YTO >KEHIUHA
HMEET CBOE BpeMsl, OHA MOXKET POKaTh JOJTO U OHA MOXKET POXKATh B
JMOOBIX 033X HE TOJIBKO B IEPBOM, HO U BO BTOPOM IIEPHO/IC, YTO MBI
MOXEM HCIIOJIb30BATh BOJY.

[We are absolutely legal. There are no violations of domestic standards
of practice [protocols] in our instructions. Maybe it sounds paradoxical to
someone, what we call birth, what we call aggression and violence in
childbirth—this is not reflected in the standards [protocols]. These are
just stereotypes and bad habits of our post-Soviet obstetrics, with which
we are trying to somehow work and eradicate them. Our practice, which
says that a woman has her time, she can give birth for a long time, and
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she can give birth in any position, not only in the first, but also in the
second period, that we can use water.] [Tamara Sadovaia, 19 March
2018]

The 2011 federal law “On the basics of protecting the health of citizens in
the Russian Federation” Ne 323 (hereafter 323-FZ) guarantees the option for
partner-accompanied childbirth (with a husband or another family member)
without a fee (using CMI). However, it is subject to the availability of a ward in
a maternity hospital, and the partner must submit medical test results, the extent
of which may vary in practice (due to the lack of an exhaustive list of required
tests in the law and at the discretion of the hospital) [Kuksa 2018, 2021a, 2021b].
A freelance obstetrician-gynecologist at the Moscow Department of Health in
2019 reported on the positive impact of spousal participation in childbirth and said
that a third of Muscovites have partners in the delivery room [Olenev 2019]. For
the last ten years, two dozen Moscow maternity hospitals (with the exception of
three specialized ones) have offered the option of partner-accompanied births, at
least with the father of the child.

The situation with non-familial support is somewhat different. At first,
doulas worked exclusively outside of medical institutions. After 2011
independent personal, non-medical support of childbirth was arranged through
private (paid) contracts in some maternity hospitals [Kuksa and Shnyrova 2021].
Later, birth partners without a medical education were allowed (since 2015 in
some Moscow maternity hospitals) without confirmation of a kinship relationship
(effectively as quasi-relatives). Occasionally they have been admitted as unpaid
volunteers since 2018. Doula services, especially in the case of informal
admission as quasi-relatives to deliveries with CMI are much cheaper for clients
than paying for two separate contracts with a maternity hospital and a medical
center of midwifery. This fact allows doulas to compete for clients who do not
have the financial means to hire an individual midwife for the delivery, as a
Moscow doula describes below:

Ceifuac HEe3aBHCUMBIM aKyllepKkaM, He pabOTaIOINM B IEHTPAX THUIIA
HTA nmn AxymepcTBo Ki1a0 (y IEHTPOB €CTh JIMIEH3US Ha
MEAUIHMHCKYIO JAEATEIHHOCTh U O(HIHAIBHBIE JJOTOBOPHI C POAIOMAaMHN),
HET HyX/Ibl MUMHUKPHPOBATh, OHM O(QOPMIISIOTCS Ha KyCOUKH CTaBKH BO
BCE MHTEPECYIOLINE UX POJIOMA U TAKUM 00pa3oM UMEIOT IIPaBo
paboTaTh Kak aKymepky B pozuome. [Ipsmo poas! IpuHUMATB.
Pomytomam 3T0 BBITOAHO, YTOOBI KyIIMTh KOHTPAKT C TAKOH aKyIIEpKO,
HEOOXO0MMO KyIUTh KOHTPAKT C CAMUM POAZIOMOM. MuMo pojioma
Henb3s. To ectb 100—150 [Teicsy pyOueii] poamomy mrtoc S0—60 [Ticsd
pyOeii] 3a akymepky. 9T1o Bam He ¢ qoyunoit mo OMC moiitu

[Now independent midwives who do not work in centers such as CTM or

The Obstetrics Club (the centers have a license for medical activities and
official contracts with maternity hospitals), there is no need to double up
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[contracts], they are employed part time in all maternity hospitals of
interest to them, and thus have the right to work as midwives in a
maternity hospital. To attend a delivery directly. This is profitable for
maternity hospitals, to contract with this kind of midwife, you need to
contract with the maternity hospital itself. You can't avoid the hospital.
That is, 100-150 [thousand rubles] to the maternity hospital plus 50-60
[thousand rubles] for a midwife. This is much more expensive than with
a doula using CMI] [Doula 2, 15 January 2020].

The popularity of independent midwives from the initial grassroots wave of
perinatal specialists and family birth partners has contributed to the admission of
new participants, namely those with no family ties or medical education, into
labor and delivery. Non-medical and emotional support for a woman has become
attractive for mothers with many children who are on maternity leave, for
psychologists, and for other perinatal specialists, who may benefit from additional
earnings [Kuksa 2021a]. It has promoted demand for private doula educational
programs (like the Institute of Perinatal Support (4)). The availability of remote
learning also has led to the spread of this occupation outside of Moscow and to a
second wave of the grassroots perinatal movement throughout Russia. Activists
united in the Association of Professional Doulas (hereinafter APD (5)) are trying
to legalize the profession and the admission of trained doulas to maternity
facilities [Kuksa 2021a].

The interviews collected for this study also indicate that individual choice
of relevant management of childbirth (e.g., vaginal birth without intervention or
after a caesarean, a “soft” caesarean, delayed cord clamping) and a variety of
psychophysical practices (e.g., non-medicalized pain relief, freedom of
movement, skin-to-skin contact with newborn during the first “golden hour” after
birth) are in demand among pregnant women. Therefore, they require personal
assistance by midwives or doulas from attending doctors, at least in paid contracts.
However, generally women with childbearing experience and of financial means
articulate this kind of agency [Kuksa and Shnyrova 2021]. According to my
interlocutors, the farther from the larger cities, the more conservative the staff are
in maternity hospitals. As a result, fewer opportunities exist for independent
choice by women in these areas. Thus, regional and local features of the obstetrics
system also play a role in a woman’s options and degree of agency.

Therefore, diversity, competition, and interaction of providers and
“explanatory models” of childbirth have contributed to the gradual transition from
solo and home childbirth to “natural” and “soft” childbirth with a midwife in
maternity hospitals (at least in Moscow, where independent midwives are legal)
[Kuksa 2018, 2021a]. In addition, we see the rising popularity of spousal
childbirth partners and professional doula support [Kuksa 2021a; Kuksa and
Shnyrova 2021]. As a result, changes in obstetric infrastructure and policies have
led to the “humanization” of Moscow maternity hospitals and competition among
all the parties potentially involved in the process. Hospitals try to attract private
clients of midwives and/or doulas, or patients with Delivery Certificates
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requesting state-sponsored deliveries with partners or quasi-relatives (doulas).
These social and legal changes have resulted in the introduction of more humane
and patient-centered obstetric care (mainly in the private sector), the emergence
of separate maternity wards and family wards in regional maternity hospitals, the
development of medical “tourism” to Moscow for state-sponsored or private (for-
pay) deliveries with non-familial or familial support. Despite slow
implementation of updated protocols of obstetric care by medical personnel, the
grassroots movements by perinatal activists have transformed maternity hospitals
to meet women's needs. They have likewise encouraged the active involvement
of women in the training of delivery and legal protection of her interests in the
maternity hospital, as we will see below.

Protecting Patients: Official and Unofficial Approaches at the Individual Level

The first wave of independent midwives, who established the Russian home
birth movement, call themselves “materi-spetsnaz” [mothers-special forces]. This
term accentuates the difficulty of survival under post-Soviet conditions of
information isolation and lack of material goods. They, like elite troops, overcame
these difficulties through active training and self-help, as a Moscow doula
explains:

Crapas mxona, 1990-2000-¢ ropl, TOraa ObUT TAKOW PACCBET
JIoMaIrHero akymepcTa. Kakoit mx ocHOBHOU nockut Obu1? JKeHmuaa
JIOJDKHA OYCHB XOPOIIIO ITOATOTOBUTHCS (PU3MUYCCKH K POJaM, B3SITh Ha
ce0s BCIO OTBETCTBEHHOCTH 32 POJIBI U IOATOTOBUTECA. TO €CTh
oOnmBaHue, OaHs, TaM 3aKaJlUBaHUE, (PH3UUCCKUC HATPY3KU. BoT
¢usnueckue. U Torma oHa XOpOIIo BEIHOCHUT, XOPOIIO poauT. B3saTh Ha
ce0s Takyro BHYTPSHHIOIO OTBETCTBEHHOCTH 3a ATOT Iporiece. U torma
OBLIO TOCTATOYHO MHOTO CaMOCTOSTENBHBIX POJIOB, KOT/Ia KCHIHHBI
BCIO OTBETCTBCHHOCTB Opaid U poxainu 0e3 akymepku. [lotom camu
CTAHOBWJIMCH aKyLIEpKaMH — BHE MEJULIMHCKOIO noaxoa. [lorom onu
3aKaHYMBAJINA BCAKUE METUIIMHCKUE, HO oToM. CHayvaja Hayaiu
MIPAKTHKOBATH IMPOCTO OT MOCHIIA «MBI B3sUIH Ha CeOs ATY
OTBETCTBEHHOCTBHY». «B35ITh OTBETCTBEHHOCTH)» — 3TO MEPBBIA MOCHLIT

[Old school, 1990-2000s, then was the dawn of home midwifery. What
was their main message? A woman should be very well prepared
physically for childbirth, take full responsibility for childbirth and
prepare. That is, washing with cold water, the bathhouse, hardening,
physical activity. Those are the physical ones. And then she endures well,
gives birth well. To take on such internal responsibility for this process.
And then there were quite a lot of independent deliveries, when women
took all the responsibility and gave birth without a midwife. Then they
themselves became midwives—outside of the medical approach. Then
they finished all sorts of medical [courses], but later on. At first, they
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started practicing simply from the message “We took this responsibility
upon ourselves.” “Taking responsibility” is the first message] [Svetlana
Shnyrova, 17 February 2018].

As we see, the explanatory model of the first perinatal wave endorses
psychophysical and informational preparation for the process and recommends
that women take responsibility for decisions about financing and care. However,
they regretfully note the tendency of Russian women to perceive themselves as
passive subjects, rather than independent actors, as a Moscow midwife told me:

OueHb MaNeHLKHUI MPOUCHT KCHIIWH T'OTOBUTCSA K POJAAM. [ . ] Korz[a
npejiaraciilb HOpa6OTaTB B pOoJax € OYIICHUAMN (HOMGHHTI)
IIOJIOKCHHUC, HO,HBI/IFaTBCH), OTKAa3bIBAIOTCH, MPEATIOUNTAA aHAJIbI'C3ULO.
HepCOHaﬂy poaaoMa Ha MMOTOKE HECBO3MOKHO pa6OTaTB HHA4YC, YEM
CTaH,HapTHBIﬁ IIPOTOKOJI, TaK KaK TOJIbKO TaKoOM IIPOTOKOJI obecneunBaeT
0€30I1aCHOCTh MaMbl U pe6eHKa B OTCYTCTBHUH BO3MOKHOCTHU
pcaan30BaTh I/IH,HI/IBI/II[yaJII)HI)Iﬁ NMOoAXO0/J N3-3a HCXBATKU IICPCOHAJIA. I[J'IH
KCHIIWHEI, I/I,HyHIeﬁ Ha poJbl OCO3HAHHO, KaK Cy6’I)eKT mponecca,
pcaan30BaTh CBOMH IIaH POAOB BO3MOKHO TOJIBKO 100 10 KOHTPAKTYy C
WHAWBUAYAJIbHBIMU CIICUAJINCTAMHU, 100 aKTUBHO OTCTAUBas CBOIO
MO3UIHI0, YTO B POJAaX HC BCCr/id pCajin3yeMoO, TaK KakK IpPOouecc poaoB
J0CTAaTOYHO HpKI/Iﬁ u Ipe6yeT HCECKOJIBKO APYTOro COCTOSAHUA, YEM
AKTUBHOC OTCTAMBAaHUC CBOUX IIPpAaB

[A very small percentage of women prepare for childbirth. [...] When
you offer to work a delivery based on bodily sensation (change of
position, moving), they refuse, preferring analgesia. It is impossible for
the staff of the maternity hospital to work differently than from the
standard protocol, since only this protocol ensures the safety of mother
and child in the absence of an option to implement an individual
approach due to the lack of staff. For a woman who goes into childbirth
deliberately, as the subject of the process, to realize her birth plan is
possible only either through a contract with individual specialists or by
actively defending her position, which is not always feasible during
delivery, since the birth process is quite vivid and requires slightly
different conditions than active defense of one’s rights] [Midwife 1, 7
April 2020].

Doulas are ascribed illegal status at maternity hospitals, except when hired
through private contracts or serving as official volunteers. Referring to the
boundaries of competence and the concept of respect for patient choice, they
support any decisions the woman makes, including requesting or refusing forms
of (non)-medical care. This right lies at the core of the explanatory model of the
second perinatal wave. Therefore, for ideological, practical, and ethical reasons,
they rarely complain about the passivity of their clients. As a rule, doulas, like
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midwives, blame the “conveyor” system in labor and delivery, e.g., the use of
standard protocols to the detriment of a patient-centered approach, excessive
medicalization to speed up labor, high burnout in the medical environment, and
outdated practices that are convenient for doctors and bureaucrats, as we see in
this excerpt from an interview with a Moscow doula:

U BcE mo moTtyxHOTO TIeproa 0oee-MeHee ECTSCTBEHHO BBITIISICIIO
(oHM Kax OBI BCTAIM HA MyTh TyMaHU3aIwn). Ho, Korma >keHImHa
PACKpBUIACH B MOJTHOE PACKPHITHE, €€, KaK 00OBIYHO, ITOCATIIN Ha KPecIIo,
coOpaiack Best Opuraja, u e€ ctainu KECTKO pacTyKuBaTh. [...] A
JIETCKHUI Bpad MOJIONLIA W HaYala KOMaHIHEIM rojocoM: «Tak, peOSHKY
OYCHB IUTOXO, OH celvac CTPaJacT, ThI JOJDKHA MTOCTApaThCH, JaBai,
JleJTaid BIOX U TY)KbCS U30 BCeX CHl». Hy Kak 00BIYHO BOT 3Ta BOT
WCTOPWS, BEIITYYHUB T7a3a, 1a? AKyliepka eif oKa3sIBaeT TaK MalIbIEM:
«Hy 4ro ThI emg, mait eif CIIoKOWHO BOUTH Kak OBl B IPOIIECCy, a Ta
MTOKa3bIBaCT Ha Yackl: «BpeMs, MHE UIITH TTOpa, JaBalTe YKe POIUM, U 5
o y». To eCTh 3/1eCh BKIIFOYAIOTCS HE HHTEPECH )KCHIIUHEI, a
HWHTEPECHI IepcoHaIa — COOPATUCh OKOJIO POMMIIBHOTO CTOJA: «HY
naBaiTe yxxe moosicTpee e poaumy. M Torma Bc€ B Xox uaét
AMU3UOTOMUS, TIOTOMY YTO OHA YCKOPSIET — PACIIUPWIIA POCTO MPOXOJ.
A TO, 4TO y JKCHIIIUHEI IOTOM OyIET Ha CaMOM JIeIIe IIOB, TaM OyJeT y
He€ JTI0CTaTOYHO TITyOoKuit pyOery, Tam OyayT 3aTsHYTH TKaHu. 1 310
OyZAeT AOJTO 3a)KUBATh — ATO IEIBIA MECAI] BOCCTAHOBUTEIHLHOTO
nepuona. [TotoMy 4To 3TO IIOB, OH OOJHT, OH KaK OBl TaM CTATHBACTCS,
€ro Hazo 00padaThIBaTh, €TO HYXKHO TaM, 32 HUM YXa)KUBATh BCAKO.
Cunetp Henb3s. Hy, Kydya BeSIKuX HEyH0OCTB

[And everything before the active period looked more or less natural
(they seemed to have embarked on the path of humanization). But when
the woman was fully dilated, she was, as usual, put on a chair, the whole
team gathered, and they began to heave her around roughly. [...] And the
pediatrician came up and began with a commanding voice: “So, the child
is very bad, he is suffering now, you have to try, come on, take a breath
and push with all your might.” Well, it’s the usual story, with bulging
eyes, yes? The midwife points her finger at her, like this: “Well, what
more do you want, let her calmly enter in the process,” and the
pediatrician points to the clock: “It’s time, time for me to go, let’s give
birth, and I’ll go.” That is, it is not the interests of the woman, but the
interests of the staff—they gathered around the delivery table: “Well,
let’s deliver her as soon as possible.” And then the episiotomy comes
into play because it speeds it up—they just widened the passage. And the
fact that the woman will then actually have a suture, there will be a fairly
deep scar there, the tissues will be tightened there. And it will take a long
time to heal—this is a whole month of recovery. Because this is a suture,
it hurts, it kind of shrinks there, it needs to be treated, it needs to be cared
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for in every way. You can’t sit. Well, a lot of inconveniences] [Svetlana
Shnyrova, 17 February 2018].

This doula emphasizes the medical personnel’s responsibility, not the woman’s,
unlike the midwife above. They approach the situation from two different
perspectives and explanatory models, given their roles in the process, it appears.
Importantly, while preparing for childbirth, women can choose personal assistants
suitable for them and plan the degree of medical intervention that is acceptable to
them. Thus, despite their difference in status, roles, and explanatory models,
personal midwives and doulas provide “empathic witnessing of the existential
experience of suffering” [Kleinman 1988: 10].

Based on interviews and my observations in maternity hospitals, I have
found that women striving for “natural” childbirth in hospitals (according to a
popular explanatory model held by parents) refuse a number of medical
interventions. For example, they sign an informed consent waiver for oxytocin
stimulation (typically prescribed for an anhydrous period or for weak or irregular
labor, according to delivery protocols, but in deliveries with CMI, it is
administered in most cases to speed up the process), anesthesia or pain relievers,
amniotomy, episiotomy, and infant vaccinations. As a Moscow doula told me
[Doula 4, 1 April 2020], “naeanbHas NpakTHKa HEBMEIIATENILCTBA B POJIBI — 0€3
HaBS3bIBAHMS CIIEHAPHEB MPOTOKOJIAa — peJiko, HO cirydaercs” [the ideal practice
of non-interventive childbirth—without imposing protocol scripts—is rare, but it
does happen]. In order to minimize the risks of excessive intervention, some
resilient Russian women calculate arrival time at the hospital to avoid the routine
use of invasive procedures and drugs, but to ensure adequate medical care during
the active phase of labor. They may also prepare an oral or written plan and, less
often, properly executed refusal of these treatments, if they are trained in legal
genres [Bakhtin 1986; Hull 2012]. The practice of written informed consent forms
or the refusal of routine medicalization (for certain forms of medical intervention)
was established by federal law 323-FZ and is one of the most common ways to
mobilize the law in the everyday context of contemporary obstetrics system
[Black 1973, 2010; Ewick and Silbey 1998, 2003]. However, as the preceding and
next interviews both show, it is difficult for women to ensure the implementation
of their plans due to the nature of the communicative situation and the specifics
of medical speech practices (see also Belousova 2003; 2012 and Kuksa 2020b for
further discussion).

Ho BBI 3HAeTE, BpaueOHas Kakas MITYKa ecThb. YTO, eCIU KEHIMHA
HAYMHAET OTKA3bIBATHCSI, OHM HAYMHAIOT OOBSICHATD TaK, YTO JKCHIIUHE
craHoBUTCS cTpamHo. Hy, To ecTh «ecnu Tl He MOANHUIIEIIb, ThI,
KOHEYHO, MOXKEIIb HE MOJNHCHIBATE, HO, €CJIA Thl HE MOJIHIIEIIb, BCE
ympyT™». Tuna takoro, na? Hy, Tak Be31ie, MHE KaKeTCsl. ... MHE Ka)KeTcs,
Bpaud HEKOTOPbIE TOBOPHUTH TaK y4aT Bpayel, B 00IeM, HEMHOKKO
3alyraTth, IOTOMY YTO OHH BCE-TAaKU OTBEYAIOT, TaM, 3a XKH3Hb, Aa? U um
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TOXC HABCPHO HEMHOXKKO TPEBOKHO, €CJIN JKCHIIINHA OT YCT0-TO
OTKa3bIBACTCA, YTO OHH CUUTAIOT a0COII0THO H€O6XO,HI/IMBIM

[But do you know this medical thing. That if a woman starts to refuse,
they begin to explain in such a way that the woman becomes scared.
Well, that is, “if you don’t sign, you certainly cannot sign, but if you
don’t sign, everyone will die.” Like that, right? Well, it’s everywhere, it
seems to me...it seems to me that some doctors teach doctors to speak
like that, in general, to intimidate a little, because they are still
responsible for life, right? And they, too, are probably a little anxious if a
woman refuses something that they consider absolutely necessary]
[Doula 8, 10 April 2020].

As Kleinman has argued, the meanings of illness (and, I would add, its treatment)
are “polysemic and multivocal” [Kleinman 1988: 8], which we can see in patient
and family stories. Even though some women reject certain medical interventions,
my interviews reveal that other women have different expectations and ideas
about childbirth. They do not refuse early or prolonged hospitalization, medical
intervention, or analgesia. Women describe worries about having an experienced
anesthesiologist on staff (or on the delivery team) and the availability, sufficient
quantity, and quality of analgesics during labor with CMI. Therefore, these
interlocutors arranged for an early arrival at the hospital to have time for
procedures prescribed by standard protocols or entered into informal relationships
with the anesthesiologist and other personnel in order to provide quality care
[Kuksa 2020b].

It should be noted that, in some metropolitan and most regional maternity
hospitals, doctors generally oppose the right to refusal by patients within the
framework of deliveries with CMIL.

W y nac Touno et B IlerepOypre Takoro, 4To MpH MOANUCAHIN 3TUX
Oymar (MH(GOPMHUPOBAHHBIX COTJIACHI) KAK-TO 3TO 00CYXIaoCh Ha
MIOTOKE, CKaYXEM TakK, a. To ecTh, KaK MpaBmIIo, MOXKEIaHUE, KAKOH-TO
IUIaH POJIOB, MOXKET 00CYKAAThCsl KIIMEHTKOMN, €CJIN 3TO KOHTPAKTHBIE
POIBI ¢ BEIOpaHHBIM BpadoM. Mim ecim 3T0 JOManIHue poJisl ¢
aKyIIepKOU

[And we certainly do not have this in Saint Petersburg that, when these
papers (informed consent) were signed, it was somehow discussed on the
fly, let’s say. That is, as a rule, a wish, some kind of delivery plan, can be
discussed by the client if it is a contract delivery with a chosen doctor. Or
if it’s a home birth with a midwife] [Doula 10, 16 May 2021].

If the refusal of interventions as provided by 323-FZ produce conflict, or the

parties encounter violations in medical care and interactions, there are cases of
formalized confrontation and medical and patient litigation, when midwives,
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doulas, or birth partners can strengthen the position and agency of a woman.
Medical staff also fear prosecutorial and judicial investigations as a result of
adverse consequences after childbirth (especially if it did not conform to the
established protocol). As a consequence of this concern, according to my
interviewees, the practice of defensive medical litigation has spread recently in
Russia. Attending doctors at maternity hospitals use expedited court procedures
to file claims against “unreliable” patients, as a Petersburg doula explained,

OpHax /bl HA )KEHIIMHY, KOTOPYIO sl TOTOBHIA K poaaM, 10 poaaom
Cankr-IlerepOypra mojai uck B ¢yl ¢ GOPMYITHPOBKON «yrpo3a KHU3HU
1 310poBbIo pedénka» B 2017 roay. Ilpnunnaa — >KeHIIMHA yIILIa 10
BBINKCKH U HalUcalla 0TKa3 OT rocnuTtann3anuy. baaronaps xopomemy
IOPHCTY CyA OB BEIMTpaH. 51 oka3bIBalia MOMOIIH B TIOMCKE aJIBOKATa

[Once the 10th Maternity Hospital of Saint Petersburg filed a lawsuit
against a woman whom I was preparing for childbirth with the wording
“a threat to the life and health of the child” in 2017. The reason—the
woman left before she was discharged and wrote a refusal to be
hospitalized. Thanks to a good lawyer, the case was won. I helped find a
lawyer] [Doula 6, 4 April 2020].

At the same time, the stories tell of courageous women who, in the face of
intimidation and disregard for their wishes, take advantage of their right to change
doctors, break contractual agreements, or submit pre-trial complaints to higher
authorities while in labor or after childbirth, as we see in the quotation below:

ITO Kak pa3 ObLIO TaM, I'IC Bpa4 OTKa3aJICd MCHS ITyCKaTb Ha pOAbl, OH
CTaJI IOTOM JaBUTh HA KCHIUHY, YTO POAbI HAJ10 B036y)K,Z[aTI). B urore
OHa pa30opBajlda KOHTPAKT, IOTOMY 4YTO, KOI'la OHa OTKa3bIBaJlaCb, OH
JAaBWJI Ha HEC IMCUXOJIOTHUYICCKU, ITyTal

[This was exactly where the doctor refused to let me into the delivery, he
then began to put pressure on the woman to stimulate labor. As a result,
she broke the contract because, when she refused, he put pressure on her
psychologically, frightened her] [Doula 3, 1 April 2020].

Written records produced by women about ignoring their wishes in situations of
legally guaranteed patient choice force physicians to respond quickly and resolve
conflicts in situ to avoid a formal legal appeal. Therefore, the stories sometimes
tell of cases when electronic appeals and pre-trial complaints have the desired
effect on the staff, as in this citation:

Brina nanpasnena xanoba ¢ caiira Munzapasa CapaToBckoii 0051acTy B

2017 roxy: *KeHIIMHE yTrPOKajlk — HE BBINKCATD €€ U3 pojyioMa 0e3
BHYTPEHHETO OCMOTpa JE€KypHBIM ruHeKoaoroM. Yepes nomrgaca
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MIPHIILIA 3aMECTUTEIh TTIABHOTO Bpava, MIJIO yIIbI0aIach, CIPOCHIA B
YeM CYTb IPETEH3UH — HE Hallljla MOBOJA HE BhINKUCHIBATh. Y OHM yuuin
TOMOH

[A complaint was sent from the website of the Ministry of Health of the
Saratov Region in 2017: they threatened not to discharge a woman from
the hospital without an internal examination by the on-call gynecologist.
Half an hour later, the deputy chief physician arrived, smiled sweetly,
asked what the essence of the claim was — she found no reason not to
discharge. And they went home] [Doula 5, 2 April 2020].

Sometimes doulas take part in individual complaints and claims to protect the
injured woman, as we see below, or testify in defense of the client if a claim is
filed by a medical organization. However, the illegal status of non-medical
assistants in the maternity hospital and informal participation as quasi-relatives
does not allow them to be in targeted opposition to the system without potentially
negative consequences for their career, except in rare cases. One doula told me
“MeauKH IUIOXO OTHOCSTCS K JIOyJIaM, Ha OJIHY JKajloObl Ja)ke IOJaBald B
npokyparypy” [Medical providers have a bad attitude towards doulas, one
complaint was even filed with the prosecutor’s office] [Doula 9, 20 September
2021]. Another outlined a similar situation based on her experience.

51 Hanmcana xano0Oy Ha Bpada B 2013 roy, KOTOpbIH HermoTpeOHO ceds
BeJl C MOE KIMEHTKOH, nucana B JlenapraMeHT. 1o CITyCTUIN
[JIaBHOMY Bpady. B urore 3ToT 3aBeAyIOINI OTAEIEHUEM MHE IOTOM
OTOMCTHJI — B CJIEAYIOIININ pa3 OH OTKA3aJICS MEHS IIyCKaTh B 18
poatoM MockBbI (ceifuac 3aKphbIT)

[In 2013, I wrote a complaint against a doctor who had behaved
improperly with my client, I wrote to the Department. This was kicked
down to the head physician. As a result, this department head later took
revenge on me—the next time he refused to let me into the 18™ maternity
hospital in Moscow (now closed)] [Doula 3, 1 April 2020].

The controversies they describe, which had reached the stage of filing official
complaints and lawsuits, are a variant of civil and criminal law mobilization
[Black 1973, 2010; Kuksa 2011]. They are initiated to compensate for harm,
investigate the improper provision of medical services (medical misconduct or
legal infractions), and to hold medical professionals accountable.

Despite these descriptions of clashes between participants in obstetric care,
litigation mechanisms to resolve conflict are rarely used by patients or doctors in
Russia. Nevertheless, criminal prosecution of doctors has an enormous
perlocutionary effect and is actively discussed in conversations and in thematic
perinatal social media groups. They emphasize women’s powerlessness and
vulnerability, obstetric aggression and medical neglect and harm, and the
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inhumanity of the system. At the same time, the medical community in the media
space condemns patient litigation (calling it “patient extremism’) and laments the
lack of protection for doctors in the face of legal prosecution and by the Prosecutor
General's Office in particular [Kuksa 2020a]. The activism on the part of perinatal
specialists led to a range of network and vernacular strategies to protect women,
particularly since individual legal remedies are so rarely an option, because of
ignorance of legal genres. Such cases, as we see below, demonstrate how
midwifes and doulas have mobilized women to take a more active role in
childbirth.

Protecting Patients: Vernacular Resistance Strategies

In 2016, two regional representatives of the doula community with degrees
in psychology launched the flash mob #violence in childbirth. They have
collected more than 1000 digital anonymized stories of Russian women, written
mainly in the genre of abuse narratives on a single social network [Goriacheva
and Ushankova 2016]. The organizers of the network action believe that “rema
aKyIepcKoil arpeccun Tabyupyercst 00IEecTBOM, Beb TIIaBHOE B pOJax — 3TO
XKWBas Mama, )KUBOWH peOeHOK. A poxsl — Hy Ja, OOJBHO, CTPAIIHO, T'PSA3HO,
CJIEZyeT TOTEepIIeTh, a ITOTOM IIOIBITaThCS Bee 3a0bITh” [the topic of obstetric
aggression is taboo in society, after all, the main thing in childbirth is ‘a living
mother, a living child,” and childbirth—well, yes, it hurts, is scary, dirty, you
should be patient, and then try to forget everything] [Goriacheva and Ushankova
2016]. Separate hashtags were proposed to classify the types of violence in
childbirth, namely psychological abuse (insults, blackmail, gaslighting) and
physical violence (face slaps, forcing out a child, cutting the perineum and other
interventions without the woman’s consent). Using these classifiers and the
stereotypical narrative model for describing childbirth [see Kuksa 2018 for a
discussion], women negatively described their experience of being in a modern
maternity hospital, obstetric aggression, medical neglect and harm, and
psychological and physical abuse during childbirth. The following quotation
displays typical invectives and accusations from medical personnel, as described
by an anonymous woman on the digital flash mob:

... KQXJBIA pa3 MHE TOBOPIUIH, UTO TaK 5 yrpoOiro pedénka. Cui oT
ATOTO HE MPUOABIISIIOCH, IPUOABIISIICS TUKUHA CTPaX U HCTEPUKA OT
cobctBeHHOTO Oeccunus. Uepes 2 yaca Takoro “TyKEHHS, Y MEHS
HAYAJIUCh HACTOSIIUE TIOTYTH U MEHS 3aCTABIIIM JIC3Th HA CTOJ BBICOKHI
(9TO C 00€3ABMKEHHOI OJTHOM HOTOI1), XOPOIIO MY’ OBUI M 3aTaINII
MeHs Tyaa. M TyT MHe ckazaiu, 4To peOEHOK 3aCTPsII B POJOBBIX ITYTSIX
1 B 3TOM BHuHOBata 5. Ko MHe B manaty B Onmkaiimme 1,5 gaca 4emoBek
15 Bpayeii 3aX0aMII0, BCe B3BOJIHOBaHHEIC Oeranu. Moero yxaca He
nepenatb. CHI TYKUTBCS He OBLIIO COBCEM, BCE PYTAId MEHS U ITyTaJd
emé Oomble. B urore cuenany MHE SIHU3HO0, HO K OHO HE IIOMOILJIO U

FOLKLORICA 2022, Vol. XXVI



Activism and Patient Vulnerability 16

TOr/1a 3 YesioBeKa JIOKTSAMH Havalld 1aBuTh pebuka. JlocTanu 104b BCIO
(uoNeTOBYIO, C OOBUTHEM

[...every time they told me that I would ruin the child this way. Strength
did not increase from this, added wild fear and hysteria from my own
impotence. After two hours of such “pulling,” real contractions began,
and they forced me to climb onto a high table (this is with one leg
immobilized), it was good that my husband was there and dragged me up
there. And then they told me that the child was stuck in the birth canal,
and I was to blame. In the next 1.5 hours, about 15 doctors came to my
ward, everyone ran excitedly. My horror is indescribable. I didn’t have
the strength to push at all, everyone scolded me and frightened me even
more. As a result, they did an episio[tomy] to me, but it didn’t help either
and then three people began to crush the child with their elbows. We got
our daughter all purple, with entanglement [from the umbilical cord]
[Anonymous, 20 October 2020].

On the one hand, the narratives presented are anonymous and not directly
addressed to actants that are assigned the role of rapists and abusers. According
to Bakhtin, every statement has an addressee, “the reciprocal understanding of
which the author seeks and anticipates” [Bakhtin 1986: 322-323]. The actual
readers of the network flash mob (addressees of the message) are an indefinite
circle of people involved in a single emotional experience, most likely the
initiators and authors of stories, as well as journalists and researchers.
Functionally, network narratives about medical abuse reproduce the pragmatics
of the widespread ritual practices of “closing labor” [Kuksa 2020b], which are
actively used by individual perinatal specialists for a woman’s postpartum
recovery. The continued revitalization of traditional rituals in modern urban
culture testifies to the continuity with the “post-Soviet maternity ritual complex”
[Rouhier-Willoughby 2008]. On the other hand, despite changes in infrastructure
and a new context for labor and delivery, some of the motifs in childbirth
narratives testify to the partial continuity of invective speech genres [Belousova
2003] used by physicians along with the “conveyor” practices of obstetrics.

The confessional narratives of the flash mob (as well as the modern rituals
of closing childbirth) allow women to voice their traumas, suffer, and let go of
unjustified expectations and resentments. They strengthen and transform negative
emotions through narration, gain support from similar stories, and express
solidarity with other victims. Such texts rather quickly “infect” the network
communicative spaces and become explanatory folk models [Garro and Mattingly
2000; Kleinman 1978, 1988]. Vernacular discourse and narratives thus describe
psychophysical experience and contextualize the interaction between women in
labor and medical personnel [Bakhtin 1986; Garro and Mattingly 2000;
Khristoforova 2020; Kitta 2019; Kleinman 1978, 1988; Mattingly 1998],
becoming an acceptable and formulaic “socially sanctioned outlet” [Dundes
2003], with which one can try to express an uncomfortable traumatic experience
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of childbirth and designate a guilty or responsible actor. As Rouhier-Willoughby
has argued, an essential feature of the (post-) Soviet ritual complex is
simultaneous resistance and acceptance [Rouhier-Willoughby 2008: 112].

If the model of a network flash mob implies personal articulation of
traumatic experiences and collisions with suffering, emotional solidarity with the
victims of “obstetric aggression” and “psychological” and “physical” violence
presupposes the use of appropriate psychoanalytic terminology and a stereotypical
narrative model that mandates a suffering victim and an abuser. In comparison
with formulaic folk models of narratives, online petitions require participants
(petitioners and signatories) to have a different, bureaucratic conversation and
require people to arm themselves with human rights terminology, so that the
format and content of the appeal is accessible and understandable to the addressee,
as we will see below.

Protecting Patients: Collective Network Strategies

Russian perinatal specialists and human rights activists commonly organize
online (or, less commonly, hard-copy) petitions to protect the rights and free CMI
of pregnant women and their families. Online activism mobilizes the law through
collective appeal to public authorities within the framework of pre-trial feedback
or class action legal proceedings [Kuksa 2011, 2020a]. Two cases from my
fieldwork, one from 2017 and another from 2019, will illustrate this process.

On 29 March 2017, perinatal rights activists Olga Arutiunian and Nadezhda
Anan’eva from Krasnoiarsk and Ekaterina Mariposa from Moscow, with the
assistance of the lawyer Arina Pokrovskaia, launched a network campaign to
protect pregnant women, regardless of their place of residence, material resources
and marital status, and ensure their right to free childbirth accompanied by a
partner of their choice [Arutiunian et al 2017]. The authors of the petition hoped
to amend Article 51 of 323-FZ to expand support for patients in state-sponsored
wards during labor and delivery. They argued that the current interpretation of the
law by medical organizations was too narrow. Hospital personnel sometimes
demand documented proof from relatives and allow only a husband, mother, or
an adult daughter into the delivery room. Therefore, from the point of view of the
authors of the petition, they discriminate against those that do not meet these
criteria, e.g., widows, unmarried women, and military wives, to name a few (for
a complete list, see (6)).

The authors of the petition also wanted to eliminate the requirement for
medical testing for certain diseases (by analogy with visits to an intensive care
unit). They also demanded birth-partner access to the operating room, as is
customary elsewhere in the world. They also pushed for removal of the right of
physicians to set restrictions on partner deliveries “at their own discretion,”
because the wording (“taking into account the state of the woman in labor”) is
vague and can justify barring birth partners for no actual medical reason.

The petition was posted on the Change.org portal under the title: “Supported
childbirth should be available to all Russian women.” A year later, on 12 March
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2018, Pokrovskaia announced that she had sent a collective appeal by registered
mail to the authorities of the Russian Federation. The departments promised her
to take into account the proposed “legislative initiative.” Over the last five years,
the petition has garnered 13,861 signatures (as of 10 June 2022). Despite
significant numbers of supporters, not a single legislative initiative about these
proposed changes has been introduced.

Two years later, in 2019, the founder, director, and lead educator at the
Doula Link Institute of Perinatal Support (the largest educational doula project in
Russia) Ekaterina Jitomirskaia-Schechtman also began an online appeal directed
at regulators. She is also a renowned doula, a former midwife, and a member of
APD. On 26 February 2019, Jitomirskaia-Schechtman initiated a campaign on
Facebook to send appeals to the Russian Ministry of Health and regional health
departments in protest of restrictions on doulas’ volunteer initiatives and
professional support for mothers [Jitomirskaia-Schechtman 2019]. A template
with blanks for a woman to complete was developed for this purpose. Their
testimonies confirm discriminatory situations when using CMI: if denied the
opportunity to call a spouse or mother, other birth partners were refused
admittance. Doulas also pointed to the closure of volunteer projects based at
maternity hospitals, which has led to the elimination of free professional support
from doulas during delivery.

In informal conversations, officials explained to the doulas that there was no
significant demand for professional support from patients. However, in response
to numerous individual appeals from women that responded to Jitomirskaia-
Schechtman’s initiative, regulators provided the standard response that the law
does not guarantee the right to a “non-family” partner during delivery when using
CMI. As one Moscow doula reported, despite patient and doula support for an
amendment to the law, they would not succeed without blat [pull, connections]
[Doula 1, 29 August 2021]. To date, the Ministry of Health of Russia continues
to ignore requests by the Institute of Perinatal Support and APD, despite the
implementation of a state program to support volunteerism and unpaid assistance
by civic activists in medical institutions since 2018-2019.

Therefore, unlike the vernacular narrative model discussed above, these
statements are produced by legally competent senders trained in this genre and
directed toward regulators of the Russian obstetric care system. Network
statements functionally reproduce the legal pragmatics of individual and
collective appeals to public authorities with a request, proposal, complaint, or
claim within the framework of the methods of pre-trial feedback or legal
proceedings [Kuksa 2011, 2020a].

Protecting Patients: Collective Strategies in the COVID-19 Pandemic
The COVID-19 pandemic only exacerbated the situation for perinatal
specialists and patients. Spring 2020 regulatory restrictions to prevent the spread

of COVID-19, digital surveillance, and sanctions (in the form of fines for
violations) have temporarily suspended daily physical communication and non-
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medical assistance in medical institutions (at least in the Moscow region and
Tatarstan). At the same time, interdependence has increased, while patient choice
and the usual pre-COVID volume of medical care for patients have been reduced
[Kuksa 2020a, 2021a, 2021b]. Pregnant women and women in labor found
themselves in a forced medicalized “COVID-19 reality” while in an extremely
vulnerable state, feeling insecure, fearful, and even guilty about making decisions
about care.

My informants have intensified their protests since March 2020. Moscow
doulas and human rights activists released strident statements in the media, on
social networks, at conferences, and in interviews about the illegality of the
prohibition on partner births and the forced separation of mothers and babies in
Moscow and regional maternity hospitals [Kuksa 2021b].

Restrictive decisions by the Moscow Rospotrebnadzor [the Russian Federal
Service for Surveillance on Consumer Rights Protection and Human Well-Being]
and the Moscow Department of Health on 12 and 13 March 2020 that “prohibit
the admission of visitors to hospitals” led to an absolute ban of family-oriented
births in the wake of the general lockdown [Kuksa 2021b]. Appealing either to
the “quarantine” regimen or to the “ban on the admission of visitors to hospitals,”
by the end of March 2020 (and through August of that year), all Moscow
maternity hospitals, except for one private hospital, had suspended birth partners
of any kind from both CMI and paid deliveries. A Moscow doula describes her
reaction to these restrictions as follows:

Ho BOT IMEHHO MOTIBITKY 3aIpeTa MAPTHEPCKUX POJIOB S TIEPEIKUBAIA
TsDKEIIee, YeM TO, 4To ceiigac. [IoToMy 9To OIIymanock, 9To BCE, YTO MBI
BBICTPOWIIH (MBI 3TO 0OCYKIaIH B JOYIBCKOM COOOIIECTBE), BCE, UYTO MBI
CTPOMITH CTOJIEKO JIET — 3TU JOBEPUTEIEHBIC OTHOIICHUS C POIIOMAMH,
KOTOPBIE HEMHOXKKO OTKATHJIMCh HA3aJl MOCIIE CUTYAINHU [YTOJIOBHOTO
JleJia Ha TIepUHATAIFHOTO crienuanucTal. M BoT ceiyac Bce cTaio BpoJie
HCTIpaBIATHCS. Y HA9aIoCh OMSATh BOJIOHTEPCTBO IMMOTUXOHBKY. U OonsTh
Bce cXJIOMHyIock! U omsTh yepTe 9T0, H3BHUHUTE

[But I have experienced more difficult attempts to ban partner childbirth
than there are now. Because it felt like everything that we built (we
discussed this in the doula community), everything that we built for so
many years—these trusting relationships with maternity hospitals, which
had rolled back a little after the situation [of the criminal case against a
perinatal specialist]. And now everything seems to be getting better. And
once again, volunteering had begun slowly. And again, everything
collapsed! And again, all to hell, sorry] [Doula 2, 31 March 2020].

By default, as with partner births, support by doulas was prohibited. As a rule,
due to their illegal status, doulas were viewed not as perinatal professionals, but
as quasi-relatives of any woman in labor relying on CMI, as this doula went on to
explain:
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Jlo aroii Heneny, kotopyto [lyTun o0bSBII THIIA BEIXOAHOW/Hepabouen
HACHWJIBCTBEHHO, Imyckaiu B 70-i poxnom. ITotom ¢ obena cyO60TEI,
rocieHel cy000TEHI, 10y IepecTain ImycKarth. M mar craparorcst He
nyckath B 70-i pognom. [lox nmpukpbeITHEM TOTO, UTO: «Jla, TIaBHbII
CaHUTapHBII Bpa4, KOHEYHO, HE MOXKET 3aIPETUTh TAPTHEPCKHUE POJBL,
Ho ITytun ckazan: «Bce 00g3aHbI CHAETH 1oMa». 3HAUNT, HaIlbl JOJDKHBI
CUZAETh A0MA U AOYJbI NOJIKHBI CUAETh AoMay. [IoHATHO, NOYIbI
GOpOTHCSI HE MOTYT, Harbl OOPOTHCSI MOTYT. A JI0 3TOr0O OBLIO OYCHB
JIPY>’KECTBEHHO K J0YJIaM B MOxkHO 0610 1o OMC mpoiitu noyie ¢
manoii BMmecte B 70-M, 1a

[Until this week, which Putin declared forcibly as a day off/non-
workday, we were allowed to enter the 70" Maternity Hospital. Then
from Saturday afternoon, last Saturday, doulas were no longer allowed.
And they try not to let dads into the 70™ Maternity Hospital either. Using
the excuse that “Yes, the Chief Sanitary Doctor [the head of
Rospotrebnadzor], of course, cannot prohibit partner childbirth, but Putin
said: “Everyone is obliged to stay at home.” So, dads should stay at home
and doulas should stay at home. It is clear that doulas cannot fight, dads
can fight. And before that it was very friendly to doulas and it was
possible for a dad and a doula together to get into the 70 using CMI,
yes] [Doula 2, 31 March 2020].

Moscow doulas pointed out the injustice and discrimination against women, who
were prohibited from having birth partners during state-sponsored childbirth,
while the private perinatal hospital MD Group provided for partners at a cost few
could afford despite the pandemic regulations to reduce the spread of coronavirus
infection. Since pregnant women were denied the presence of their spouses, even
in deliveries when paying themselves, women urgently sought out new doctors
and maternity hospitals where birth partners were allowed or drew up private
contracts with midwives who worked in maternity hospitals that welcome a “soft
birth” approach in “commercial” departments.

In interviews and on social media, professional doulas with a legal education
complained frequently about the limits of the anti-epidemic regulation and the fact
that the edict issued by Rospotrebnadzor should not abridge the rights of pregnant
women guaranteed by 323-FZ [Kuksa 2020a]. For example, the same Moscow
doula mentioned it in her interview as well:

Jla, B 5TOM IOCTaHOBJIEHUH HET HU CJIOBA O MAPTHEPCKUX POJAX — TaM
TOJIBKO O MOCEIIEHNH CTallMOHapoB. [locelenne CTannoHapoB 3aKOHOM
HE TapaHTUPOBAaHO. A MapTHEPCKUE POIBI — C OTLOM, I10 KpaliHeH Mepe,
C WIEHOM CEMbU, — 3aKOHOM TrapaHTHpOBaHHO. 1 mox 310 nemno Mel
TYIIKOM U 4y4eIKOM — IAaIbl C MOUM 3asBIEHHEM, KOTOPOE s U1 HUX
paszpaboTaia, — npoJje3ain B poAgoMa JI0 IOocIeHUX JHel. S cama
MIPOXOHJIa — BOT MOCIIEAHUM pa3 s Obuta 27 MapTa B pojome — B 70-
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M, B HoBorupeeso. Ceituac MockBy 3apyOwiin Ha 3Ty TeMY HOJTHOCTEIO.
Ckazanu: «Bce, Bce MBI OouMcst — He OyJieM IyCcKaTh HUKOTO, MOXKET
TOJIKO CAMBIX HACTOWYMBHIX Mam». VM mapTepckue polbl y HAC OCTAJNCh
TOJIBKO B MOCKOBCKOH 00nacTH. [...] I Hageroch co CBOCH eBOYKOM
CBE3UTH, IIOTOMY YTO Y HEe CJIOMaHa CITMHA U TIEPBBIC POJIBL, €1 HEe
HY’KHA SIUIypaTbHas aHeCTE3Us, €H Hy KHBI €CTECTBEHHBIC METO KM
moMond. MBI O4eHb YIIOBaeM Ha BO3MOXXHOCTh BCE-TAKH POJIUTH
«ITAPTHEPCKIDY

[Yes, in this resolution there is not a word about partner childbirth—there
is only about visiting hospitals. Hospital visits are not guaranteed by law.
And partner childbirth—with the father at least, with a family member—
is guaranteed by law. And in this case, by hook or by crook, the dads
with my application, which I developed for them, got into the maternity
hospital until the last few days. I myself got through—the last time I was
in the hospital on March 27—in the 70", in Novogireevo. Now this topic
has been completely shut down in Moscow. They said, “Everyone, we
are all afraid—we will not let anyone in, maybe only the most persistent
dads.” And delivery with partners remained possible only in the Moscow
region. [...] I hope to go with my girl [a client], because she has a broken
back and it’s her first birth, she does not need an epidural, she needs
natural methods of help. We hope very much for the opportunity to
attend partner births] [Doula 2, 31 March 2020].

From the point of view of Russian human rights activists, if a “state of emergency”
had not been introduced, it is only through legislative means that federal laws
(namely Article 51 of 323-FZ) may be suspended [Kuksa 2020a]. Lawyers and
professional doulas with a legal education, as one discusses below, also wrote to
the administration of maternity hospitals, Rospotrebnadzor, and to prosecutors of
Moscow and the Moscow region asking for an explanation of the legal grounds
for limitations on the rights of patients as guaranteed by 323-FZ.

Mg ¢ Mapueti [ ...] Harmucanu oopamenust B PocriotpeOnam3o0p u
npokypatypy. Ho npunuia oTO1BKa, 9TO OTBETAT B TEUEHUE MecsIa. ITO
6bu10 18-19 Mapra. Korma poioma ctany 3aXI00bIBaTh st HAPTHEPOB
MaccoBo. M HeKOTOpBIE MO JKESHIMHBI HAITHCAIN >kanoosl. Ho
HEKOTOPbIE U CMUPHIIUCH

[Maria [a lawyer] and I [...] wrote appeals to Rospotrebnadzor and the
prosecutor's office. But they wrote that they would answer within a
month. That was March 18-19. When maternity hospitals began to close
en masse for partners. And some of my women have written complaints.
But some have resigned themselves] [Doula 2, 31 March 2020].
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A similar situation unfolded in other regions, but not as quickly as in Moscow.
Perinatal specialists in those areas relied on human rights activists and their
support initiatives, including with money transfers for legal costs. One regional
doula told me that she hoped that “aTo0pl Hamack oTBa)kHasi pOXKEHHIA C
MYKeM, KOTOpbIE ObI OTCTOSUTH CBOC KOHCTHTYLIMOHHOE IIPABO Ha ITApTHEPCKHE
POJBI B YCIIOBHUSIX OTPaHMYCHHH B CBSI3U C KOpOHaBUpycoM™ [a brave woman with
a husband could be found who could defend their constitutional right to partner
delivery despite COVID restrictions]” [Doula 5, 2 April 2020]. In rare cases,
married couples outside of the Moscow region tried to defend the rights
guaranteed by federal law 323-FZ in the courts, as a Pskov doula told me:

U Bort [oana] n3 nocnenHux nmode1 — B HaIIe KOBUIHOE BPEMS MBI
nobunmck. beuta Takast mapa, onu padoranu ¢ ropuctoM. [...]. brarogaps
el 3Ta mapa npouuia B poJisl ceifuac, BOT OyKBaJIbHO HEJEII0 Ha3a/l
TIPOIIEI MY’K Ha pOJIbl. [A BO BpeMs KOBH/IA H 10 CUX TIOp HENb3s
[68110]]? Hert, 3akpsiToO, 3aKkphITo. KoBU 1 Bce. PocmoTpebHams3op,
rinaBBpad PocnioTpednazopa 3anperwt. Jansme 601 cya. Y Obuu
BBICTaBJICHBI TPEOOBAHMUS — IIPH KAKMX YCJIIOBHSIX MOXHO poiTH. OHI
911 TpeboBanust codmonu. Y Bce — OHM pOAMIN BMECTE. ..BOT HEAEIS,
10 mHeit Ha3ang

[And here is [one] of the last victories that we have achieved in COVID
time. There was this couple, they worked with a lawyer. [...]. Thanks to
her, this couple went to the delivery now, just a week ago, the husband
went into delivery. [And during COVID and up to now [was] it was not
allowed]? No, closed, closed. COVID and all. Rospotrebnadzor, the head
physician of Rospotrebnadzor forbade it. Next was the trial. And the
requirements were set—under what conditions you could get in. They
met these requirements. And that's it—they were at the delivery
together...a week, 10 days ago] [Doula 14, 18 September 2021].

After the subsequent official relaxation of restrictions (for a vote on a
constitutional referendum) and changes in the March decree by the mayor of
Moscow on 8 June 2020, partner birth did not return to Moscow maternity
hospitals. On 11 June 2020, human rights activist and member of the APD Maria
Molodtsova posted a proposal for the return of partner deliveries entitled
“Supported childbirth should be available even in an epidemic” on the “Russian
Public Initiative” website [Molodtsova 2020]. This Internet resource was created
to accommodate public initiatives by citizens pursuant to presidential decree
Nel83 (4 March 2013). Such initiatives mobilize the law through a collective
appeal to public authorities. A proposal will be considered by federal authorities
if signed by more than 100,000 citizens. Voting on Molodtsova’s initiative ended
on 21 December 2021; only 528 votes supported the idea, 95 votes were against.
The low number of supporters can be partially explained by the fact that partnered
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births in Moscow were once again allowed in August 2020, so that the proposal
had become moot for in the Moscow region.

Meanwhile, perinatal specialists from other regions complained that, unlike
in Moscow, partner- and doula-accompanied births were still not possible in most
cities. One doula said “ceifuac Tompko B ITaTHOM MOXHO. [...] [la, a
POJIOBCIIOMOXKEHHE JIET Ha JIECATh B MPOILIOM B cpaBHeHMH ¢ MockBoi” [Now
you can only [have a doula] in a for-pay [ward]. [...] Yes, but, compared to
Moscow, obstetric care is ten years in the past] [Doula 11, 15 September 2021].
Another expressed the same opinion: “Hy u BooOme moctyn B poagoma
OorpaHMYeHHBIN. MIHOTIa MYy>Kel IyCKaloT, HO JIOYJ, KpOME MY>KeH, He ITyCKaloT.
W To My>Kei IycKaloT TOJNBKO B J[Ba POJJIOMa U3 CEMH, BOT, M TO 10 KOHTPAKTY
tonbpko” [Well, in general, access to the maternity hospital is limited. Sometimes
husbands are allowed, but doulas, other than husbands, are not allowed in. And
then husbands are allowed only in two out of seven maternity hospitals, there, and
then only under a contract] [Doula 12, 17 September 2021].

Since the beginning of COVID-19, perinatal activists have been mobilizing
all available forms of civic and human rights activism—{from volunteer projects
and network protests calling people to fight for partner birth, support by a doula,
and patient rights, to complaints to the prosecutor’s office and the organization of
collective appeals and petitions to federal government bodies.

Doulas note with regret that some Russian women show aggression towards
rights activists, and the overwhelming majority display inaction and non-
resistance, even if they can improve the situation through bureaucratic means. A
Moscow doula describes this situation:

[IpocTo srou ke pa3HbIe: HE BCE XOTAT OOPOTHCSA. MEHsS B TOM XKe
MHCTarpaMe B HECKOJIBKAX MECTaX IMPOCTO MOMOSIMU OO, MBI
JIeJTay o0Imi TipsiMoii 3¢up |[...] mpo mapTHepcKue pojst. [...| U oucHb
MHOTHE CKa3alli, YTO «s Bpar, YTO S Bpar BCeX Bpadeil, X04y, 4TOOBI
MY’Kbs 3apa3wiin Bpadeil. 11 BooOIIe MeHs HyKHO pacIisiTh, YOUTh U TaK
nanee». JIIOH y HAC, K COKaJeHHIO, B oTimune ot Heio-Mopka, rie
MaMBbI BEIOWITH ce0e MapTHEPCKUE POJIBI, HAIMCAB TyOSPHATOPY, U y HUX
BCE TO BOCCTAHOBIWIIN W BO30OHOBIIIH. Y HAC, K COXKAJICHHUIO, OUYCHD
MHOTHE JIFOIM CAMH HE XOTST, XOTAT CHIIBHYIO PYKY B BCE BOT 3TO
MeYaIbHOE, YTO MCHS BTOHSET B OKOJIO ICTIPECCHBHOE COCTOSIHUE, CKaXKy
Bam uecTHO. Hy uto %? Bynem aepxkartbcs

[1t’s just that people are different: not everyone wants to fight. In the
same Instagram in several places, they just trashed me. We made a
general live broadcast [...] about partner childbirth. [...] And many
people said that I was the enemy, that I was the enemy of all doctors, that
I want their husbands to infect doctors. In general, I needed to be
crucified, killed and so on. Unfortunately, our people are unlike New
York, where mothers knocked themselves out for partner childbirth by
writing to the governor, and they have it all restored and resumed.
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Unfortunately, many people here do not want to do for themselves, they
want a strong hand, and all this is sad that it drives me into a depressive
state, to be honest. Well, we’ll be hold on] [Doula 2, 31 March 2020].

In pandemic conversations, other pessimistic doulas describe the manifestation of
“learned” helplessness and inertia in Russian women, especially in comparison
with the victories of Western perinatal specialists, which, from afar, seem much
more impressive than their own Russian successes.

Ceifyac y HUX OTpaHUYCHUEC — OJUH YeNIOBEK. V )KCHIIWHBI BBIHYKICHBI
lyMaTh, KTO 3TO OYJET - WiIN MYX, WIH J0yJia, Ja, HalpuMep. ITO To, C
YeM s CTAJIKUBAIOCh B pa3roBopax ¢ kojuieramu u3 M3pamnsa. Hekotopeie
OOJIBHUIIBI Y HUX 3alpeTuiid BooOIie. Booobie 3amper kacaercs
JKCHIIUH, KOTOPHIC ITOCTYTAIOT B POJIBI C MPU3HAKAMH WH(CKIINH, J1a,
pectmpaTopHoil. Ho 3T0 Kak ObI, MHE KaXeTCsl, 3TO HOPMAIBHO U
MTOHATHO, JIa, TI0YeMY 3TO Iporcxoaut. Ho TeM He MeHee KaKue-To
OrpaHHYeHHs BBEJH cpasy. B Tom xe Hpro-Mopke Haum komiern
TOBODAT, 9TO... Hy, BBI 3HaeTe 3Ty uctoputo, na? [Uurama.] Uto
JKCHIIUHEI IPOCTO OTCTOSITH. Y moaToMy mM pazpenmin. Y Hac, K
COXKAJICHUIO, KECHIIMHA OUYeHb HHEpTHA. W TOOUTHCSI BOT TaKOW MacCOBOM
WHUIAATHBEI, MHE KaXXETCsI, 3TO OYeHb CI0KHO. He mymaro, 9To 310
BOOOIIIEe HEpeaTbHO, HO 3TO TOJDKHO OBITH KAKOE-TO MPSMO JABIKCHUE,
IBIOKCHUE. Y HAC €Ile CHIUT TaKoe, 4To, Hy, cka3anu: «Het». 3Haqur,
HeT. Wmm BoT emie: «Hy, Bce ke poxkanu 0e3 MoIIep KKY, HY U 5 KaK-
HUOY b pOxXy». TO ecTh, JKEHIUHBI caMu ceOl. . .

[Now they have a limitation of one person. And women are forced to
think who it will be—either the husband or the doula, for example. This
is what I come across in conversations with colleagues from Israel. Some
hospitals have been forbidden to them altogether. In general, the ban
applies to women who enter childbirth with signs of infection, yes,
respiratory. But it seems to me that this is normal and understandable,
yes, why this is happening. But nevertheless, some restrictions were
introduced immediately. In New York, our colleagues say that... Well,
you know this story, right? [I read it.] The women defended it. And so,
they were allowed. Unfortunately, our woman is very inert. And to
achieve such a massive initiative, it seems to me, is very difficult. I don’t
think it’s unreal at all, but it must be some kind of movement, movement.
We still have such a thing like, well, they said: “No.” So, no. Or here’s
another: “Well, everyone used to give birth without support, well, I'll
give birth somehow”. That is, women do it to themselves...] [Doula 7, 5
April 2020].

Some perinatal specialists nevertheless reacted with understanding to quarantine
bans and isolation of women in labor from families, as in the quotation below,
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since they are familiar with similar restrictive policies in other countries and, in
principle, consider them reasonable and permissible.

ConpoBosKAeHHS 3alpenieHbl. DTO KapaHTHHHAs Mepa. 1 oHu
3ampeIeHsl 10 BCeM poaaoMaM MOCKBEL [...] [A 3ampenieHs! U namam
toxe, na?] la. Beem. ITapTHepckue poxst BooOme. Hy, 310 kKapaHTHHHAS
Mepa. DTo popc-MaxopHbIe 00CTOATENBCTBA. [la, TO €CTh MBI IOJDKHBI
MIOHUMATh, YTO 3TO HE IIOTOMY, YTO BpadyaM 3aX0TeI0Ch epecTaTh
IyCKaTh MTAPTHEPOB Ha POABL. DTO MIMEHHO ISl TOTO, YTOOBI H30EKaTh
pactnipoctpanenne nHpeknun. Kak Obl, MOHATHO, YTO K 3TOMY €CTh
Bonpockl. Ho TeM He MeHee. .. kak Obl [ 1aBHBIN caHUTapHBIN Bpay
BBIITyCTHJI TAKOE pacriopsbkeHue. Bee poioma mprukpbutd 10 0co60ro
pacriopspkeHrs. B npuHIumne 3To HopMansHast Mepa. JTO TO )K€ caMoe,
KaK Ce30HHBIM KapaHTHH I10 TPHIIILY, Ja, KOT/Ia KaXKAbIi POJJIOM caM
MIPUHAMAET pElICHHe

[Partner support is prohibited. This is a quarantine measure. And they are
banned in all maternity hospitals in Moscow. [...] [And dads are also
forbidden, right?] Yes. Everyone. Delivery with partners in general.
Well, this is a quarantine measure. These are extreme circumstances.
Yes, that is we must understand that this is not because the doctors
wanted to stop letting partners into delivery. This is precisely to avoid the
spread of infection. As it were, it is clear that there are questions about
this. But nevertheless...the Chief Sanitary Doctor [the head of
Rospotrebnadzor] issued this order. All maternity hospitals have been
closed until further notice. In principle, this is a normal measure. This is
the same as seasonal flu quarantine, yes, when each maternity hospital
makes its own decision] [Doula 7, 5 April 2020].

Since the very first days of the pandemic, the freedom of choice for the location
and the team for the delivery, which provided for competition between maternity
hospitals and doctors, has been restricted in larger cities. Both individuals
providing and receiving medical aid have lost their pre-COVID agency and have
been turned into objects of medicalization and budgeting (of the Ministry of
Health of Russia) and are subject of public health and epidemiological controls
(of Rospotrebnadzor). This situation has led, once again, to a rise in opt-out
strategies for some women.

Opting-out during the COVID-19 Pandemic

During the pandemic, some Russian women made choice for home birth
with the support of a midwife and doula out of fear. They worried about the risk
of infection during childbirth, increased medical interventions, and separation
from the newborn in a maternity hospital. Pregnant women, women in labor, and
their relatives, who, pre-COVID, have legally guaranteed statuses of patients,
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partners, legal representatives, or visitors, became “coronavirus threat sources”
while on the premises of healthcare facilities, for doctors and for their own babies.
The suspension of partners and doulas, and restrictions on the baby remaining
with the mother, according to informants, contributed to a significant increase in
illegal home births in the regions.

Bpone xak mapTHepcKHue poAbl M3-3a KOBUA CTaIH HEBO3MOXKHBI — Y
Hac XECTKUH KapaHTHH ObUI B pojyioMax. [ ...] JKeHuuHs! Bce varme
pelIaoT poKaTh J0MA, KaK BIKY Tak — m3janeka. Ho 31o oueHs B
JUKOBHHKY. V1 poJHbIE TOTOM OYEHb IJIOXO 3TO BOCIPUHUMAIOT.
WHmBuIyaibHBIX aKyIIepoK ¢ MEIUINHCKAM 00pa3oBaHHEM HeET. S
3HAI0 TPEX JI0YJI, OJHY AOMALIHIO aKymepKy. TOoIbKO eciiu JOroBop C
BpPa4yOM 3aKJIF0YaTh, HO 3TO COBCEM HE rapaHTHsl MATKHUX POJOB

[It seems like partner-accompanied births became impossible because of
COVID—we had a strict quarantine in maternity hospitals. [...] Women
increasingly were deciding to give birth at home, as I see it—from afar.
But this is very unusual. And then the relatives perceive it very badly.
There are no individual midwives with a medical education. I know three
doulas, one homebirth midwife. Only if you conclude an agreement with
a doctor, but this is not at all a guarantee of a soft birth] [Doula 9, 20
September 2021].

[A GompIION TIPOIIEHT KEHIUH, KOTOPHIC Ha 3TO [JIOMAITHUE POJIBI|
unyt? U B cBs3u ¢ yem? Bam 310 m3BectHO?]| [la, GOIBINON TPOIICHT U OH
YBEIMYUBACTCS C KAKIBIM pa3oM. [IoToMy UTO, BO-IIEPBEIX, B YCIIOBHUIX
MIAHIEMUU ceifuac, KOT/Ia 3aKpermiach IpakTHKa pa3IydeHUs MaMbl U
pebenka no ananmsa [11[P Ha KopoHaBHPYC, CTAIN OYCHH OOSATHCS BOT
9TOTO MOMEHTA U OOJIBIIIE CTATO JOMAITHUX POJIOB. [...| [loTomMy uTo
JKCHIIUHEI CTaTH OOSATHCS POIIOMOB, IIEPECTAIN TIEPEKIIABIBATH
OTBETCTBEHHOCTH HA Bpaya, CTAJIH CaMH U3Y4aTh (DH3HOIIOTHIO
OEpEeMEHHOCTH U POJIOB. [...] W HeraTHBa, KOHEYHO, MHOTO IO STOMY
moBoxy. [...] [da, 3To g 3HaI0, CTUTMATHU3AIHSA 10 CHX II0P OYCHD
cwibHas. [...] 20-30% mo Bamemy peruony?] [...] bonbIe, koHeUHO, OT
JIOMAITHUX aKYIIEPOK 3TY CTATUCTUKY MBI CIBIIIAM. Y HUX OYCHb
MHoro. OHr BooO1ie He cuaat 6e3 cBOOOJHOTO BpeMeHHU. Y HUX IPSIMO
BOOOIIIE BCE ITOJT 3aBS3KY. [A BBI HE 3HACTE, OHU UMEIOT O(pHIHaTFHOE
o0Opa3oBanue win camu yamwtnch? | Jla, KOHEYHO, 3TO )KCHIIUHBI, KaK
MIPABWIIO, C OOJBIIUM OMBITOM PA0OTHI B TOCYAaPCTBEHHBIX POAIOMAX, U
B YaCTHBIX, U BCAKUX. OHU B UTOTE IPOCTO YXOJAT B JJOMAIITHEE
aKyIIepcTBO

[And the large percentage of women who go for this [home birth]? And

in connection with what? Do you know?] Yes, a large percentage and it
increases every time. Because, firstly, now it’s pandemic conditions,
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when the practice of separating a mother and child before the PCR test
for coronavirus had become established, they have become very afraid of
this moment and there are more home births. [...] Because women began
to be afraid of maternity hospitals, they stopped shifting responsibility to
the doctor, they began to study the physiology of pregnancy and
childbirth themselves. [...]And, of course, there is a lot of negativity
about this. [...] [Yes, [ know that, the stigmatization is still very strong.
[...] However, 20-30%?] [...] More, of course, we hear these statistics
from homebirth midwives. They have a lot. They are constantly busy.
[Do you know if they have a formal education or did they study by
themselves?] Yes, of course, these are women, as a rule, with extensive
experience working in state maternity hospitals, and in private ones, and
all kinds. They end up just going into home obstetrics] [Doula 13, 17
September 2021].

Unlike in Moscow, in other regions, epidemic-control restrictions banned partner
and doula accompaniment for an extended period of time. Opportunities to choose
the location and team for childbirth were reduced—thus, patient and parental
rights were limited. Under authoritarian restrictions of patient agency, women
have turned to home births and perinatal specialists have shifted to interactions
with women into a space uncontrolled by and invisible to the state as in the first
two post-Soviet decades. Therefore, these self-same authorities have ironically
undermined, to some extent, the objectives of preventing the spread of COVID-
19 by excessively reducing family and patient agency in maternity hospitals. This
decision by women in regions usually seen as more conservative or traditional is
strong evidence for the influence of perinatal activists on the Russian obstetrics
system as a whole.

Conclusion

We have seen that protest and resistance to the medical system during labor
and delivery may take many forms and has been significantly influenced by the
grassroots efforts of independent perinatal specialists. They have changed the
view of childbirth significantly, leading to vernacular models that call for
“humane and soft” approaches to the process. While medical personnel may hold
to established medical protocols, patients and perinatal specialists have, at least in
some cases, means to resist them. Individual legal strategies of resistance are used
exclusively by women who are prepared for childbirth, with experience in
childbirth and/or a familiarity with requisite linguistic skills to negotiate the legal
system. In addition, professionals with legal and/or doula skills rely on collective
legal strategies addressed to regulators. The only resistance strategy that involves
two-way interaction is discussions the woman’s plan and expectations for labor
and delivery with the staff within the context of informed consent forms. Opting-
out to avoid the system is chosen by women who had a negative experience during

FOLKLORICA 2022, Vol. XXVI



Activism and Patient Vulnerability 28

their first delivery or in situations where the usual or expected patient agency and
freedoms have been prohibited.

If a woman is inexperienced in these areas or unaccustomed to confrontation
to express their agency, they choose retroactive strategies to protest the medical
system. For example, they may share their narratives in digital flash mobs. Most
often, flash mob abuse narratives describe situations of obstetric care using CMI
and employ the vernacular genre of victim narratives. Alternatively, they may
cope with their trauma during postpartum rituals to “close the birth,” which have
become widespread over the last ten years. In either case, we find active perinatal
specialists who participate in protests and develop women’s interactive skills with
medical staff or help to cope with birth trauma.

Signature collection on electronic and hard-copy petitions links patient,
medical and bureaucratic discourses and frames. Whether based on a template or
not, digital or on paper, individual or collective letters to the authorities allow
activists to articulate problems and indicate solutions acceptable to women and
perinatal specialists. They can be perceived by senders as a kind of digital
resistance calling for human rights. In general, mobilization by perinatal human
rights activists of various methods of direct and symbolic protest communication
with powerful actors gives women a greater voice. It has allowed for the
successful presentation of patient rights in the maternity hospital. They have laid
the legal and scientific groundwork to challenge established medical protocols by
teaching and promoting new ideas and values that have led to this new vernacular
model of childbirth in Russia.

NOTES

1 T am very grateful for the careful proofreading, thoughtful editing, and
invaluable assistance of Jeanmarie Rouhier-Willoughby, the recommendations of
anonymous reviewers as well as the information provided by my interlocutors.

2 A contract delivery in private Moscow maternity hospitals of Mark
Kurtser with an experienced obstetrician-gynecologist, according to independent
midwives, costs more than 800,000 rubles. For more information on MD Medical
Group, see https://mamadeti.ru/about/rukovodstvo/.

3 For more information on the Moscow Center for Traditional Midwifery
and Family Medicine, see https://center-akusherstva.ru/o-nas/.

4 The Institute of Perinatal Support (https://doula.link/) has produced 24
cohorts, for a total of over 800 professional doulas in their six-year existence.

5 For more information on the Association of Professional Doulas, see
https://doularussia.ru/about.

6 Women who: used IVF with donor sperm; live far from family; without
close relatives, orphans; minors, residents of orphanages; whose husbands work
on a rotational basis, are on long-term business trips, or are in detention; whose
husbands or other family members do not want to attend the birth for personal or
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health reasons; do not want the presence of their close relatives but want the
support of another person.
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Doula 1. Moscow, Russia. Interviewed over Messenger. 21 February 2019, 29
August 2021.

Doula 2. Moscow, Russia. Interviewed over Video Messenger. 15 January, 31
March 2020.

Doula 3. Moscow, Russia. Responded to questionnaire. 1 April 2020.
Doula 4. Moscow, Russia. Responded to questionnaire. 1 April 2020.
Doula 5. Volga region, Russia. Responded to questionnaire. 2 April 2020.

Doula 6. Saint Petersburg, Russia. Responded to questionnaire and interview. 4
April and 17 August 2020.

Doula 7. Moscow region, Russia. Interviewed over Audio Messenger. 5 April
2020.

Doula 8. Far Eastern region, Russia. Interviewed over Audio Messenger. 10
April 2020.

Doula 9. Far Eastern region, Russia. Interviewed over Messenger. 8 May 2020
and 20 September 2021.

Doula 10. Saint Petersburg, Russia. Perinatal Conference. 16 May 2021.

Doula 11. Siberian region, Russia. Interviewed over Messenger. 15 September
2021.

Doula 12. Volga region, Russia. Interviewed over Audio Messenger. 17
September 2021.

Doula 13. Ural region. Interviewed over Audio Messenger. 17 September 2021.
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Doula 14. Northwestern region, Russia. Interviewed over Audio Messenger. 18
September 2021.

Midwife 1. Moscow, Russia. Interviewed over Video Messenger. 7 April 2020.

Sadovaia Tamara, the founder of CTM and “traditional” midwife. Meeting with
pregnant women. 19 March and 14 April 2018.

Shnyrova Svetlana, Moscow doula. North Goa, India. Interviews. 12 and 17
February 2018.
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