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Introduction 

Midwives in the United States commonly prescribe herbs and other natural 

remedies for the common complaints of pregnancy, labor, and the postpartum 

period (Cheyney and Moreno-Back 2009; Weed, 1985). According to the World 

Health Organization (WHO), around 70-80% of the world uses herbal remedies as 

their primary medicines (Sooi and Keng, 2013), making herbal medicine one of 

the most popular global, complementary alternative medicines (CAMs) (Kennedy 

et al, 2013). In the U.S., Herbs are commonly used throughout the childbearing 

year to alleviate or lessen symptoms that come with carrying a child, like nausea, 

vomiting, cramping, low back pain, etc. (Dennehy et al, 2010; Hastings-Tolsma 

and Terada, 2009; Kennedy et al, 2013).  Several studies have reported women 

using herbs during all trimesters of a pregnancy and during the post-partum period 

(Dennehy et al, 2010; Hastings-Tolsma and Terada, 2009; Kennedy et al, 2013). 

Data on U.S. midwives’ utilization of, perceptions around, and education 

on, herbal therapies during pregnancy is limited. More ethnographic evidence is 

needed to expand upon existing knowledge. Our research aims to fill these gaps 

by providing qualitative data on herbal use by midwives in the Pacific Northwest 

United States. We hope this project leads to more focused research on utilization 

of herbal therapies by midwives to begin to build upon current knowledge.  

 

Demographics of Herbal Therapy Use In the U.S.  

It has been estimated that only 4-13% of pregnant women in the United 

States use herbs during pregnancy, which is far lower than that reported in other 

high-resource countries (Dennehy et al, 2010). Although use varies greatly from 
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country to country, many of the same herbs are have been shown to be employed 

for similar common discomforts and complications across childbearing 

populations (Kennedy et al, 2013; Dennehy et al, 2010; Bayles, 2007; Hastings-

Tolsma and Terada, 2009). Women who use herbs during pregnancy tend to be 

having their first child, non-smokers, and educated past high school (Kennedy et 

al, 2013). One study suggests that U.S. women who use herbs during their 

pregnancy do so because they believe herbal remedies are safer for the mother 

and fetus during pregnancy than pharmaceutical biomedicines (Kennedy et al, 

2013).  Although some women receive a recommendation for an herbal therapy 

from a physician or other care provider, studies have found that most women 

learn about herbs from informal sources, like family members, friends, or the 

internet (Kennedy et al, 2013).  

 

Herbal Use Among U.S. Midwives 

There are several landmark studies on CAM use by U.S. midwives. These 

studies include Bayles’ 2007 study of Texan midwives, Dennehy et al’s study of 

Californian midwives use of CAM therapies, and Hastings-Tolsma and Terada’s 

study of CAM usage by CNM’s across the country. These studies all used mail-in 

surveys to collect data, and therefore lack qualitative data on CAM therapies. Our 

study aims to add ethnographic data to this current body of knowledge.  

The study focusing on CAM utilization by Texan midwives, found high 

usage rates among certified nurse-midwives (CNMs) (Bayles, 2007). For 

example, ninety percent of respondents reported recommending herbal therapies 
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to patients at some point during their pregnancy, birth and/or postpartum periods. 

Herbs were commonly used for cervical ripening, nausea/vomiting, and labor 

induction. Additionally, herbs were among the top CAM therapies for 

stress/anxiety, perineal healing, and iron-deficiency anemia. Respondents reported 

use of red raspberry and blue and black cohosh most commonly for cervical 

ripening. Blue and black cohoshes were also used for labor induction, while 

ginger and peppermint were used frequently to treat nausea. In addition to 

reporting information on herb use by clinical application, this study also found 

that Licensed Midwives (direct-entry midwives whose education is through self-

study or schooling distinct from nursing) were more likely to prescribe or use 

herbs in their practice than CNMs (Bayles, 2007). There are many routes of entry 

into the profession of midwifery; Figure 1 summarizes midwifery credentials and 

their acronyms.  

Figure 1: Midwifery credentials and acronyms 
Credential Acronym Definition 
Certified Midwife CM Certified credentials 

through American 
College of Nurse-
Midwives 

Certified Nurse 
Midwife 

CNM Individual with two 
credentials, as a nurse 
and as a midwife, 
meeting education 
requirements through 
American College of 
Nurse-Midwives 

Certified Professional 
Midwife 

CPM Certified professional 
midwife whose education 
meets standards of North 
American Registry of 
Midwives (NARM) and 
is qualified to provide the 
Midwifery Model of 
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Care™ 
Direct Entry Midwife DEM, includes Licensed 

Direct Midwives (LDM) 
and Registered Midwives 
(RM) 

Practitioner educated 
through self-study, 
apprenticeship, 
midwifery school, or 
college-based program 
separate from nursing. 
Often state-based 
requirements.  

 

The survey of California midwives looked more closely at the discrepancy 

between LMs and CNMs use of herbs in their practices. Similar to the Texas 

study, Dennehy et al found that 57% of CNMs surveyed used herbs, compared to 

95% of LMs surveyed (Dennehy et al, 2010). A majority of the LMs had more 

than 20 hours of formal midwifery education around herbs, while CNMs reported 

having between 0 to 5 hours of CAM therapy education, some of which may have 

been dedicated to herbs. California midwives described using herbs for similar 

applications as the Texas midwives, with common reported applications being 

nausea/vomiting (86%), labor induction (89%), and lactation (86%).  

This study also investigated why some CNMs and LMs did not use herbal 

remedies. The most commonly stated reasons for feeling uncomfortable using 

herbs in clinical practice were lack of knowledge (36%), poor evidence of 

efficacy (23%), lack of personal experience (14%), institutional restrictions 

(10%), and lack of safety and purity (7%) (Dennehy et al, 2010). Dennehy and 

colleagues called for more research on herbal therapies used in midwifery 

practices, asserting that there is still a great deal of information unknown about 

midwives’ use of herbs.  
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A broader, 2009 study of midwifery by Hastings-Tolsma and Terada 

examined CAM use by nurse midwives across the United States. Of the 227 

respondents, 78% used herbal CAM therapies.  Over a quarter of CAM users were 

located in the Western U.S., suggesting a higher acceptance of alternative 

therapies in this region (Hastings-Tolsma and Terada, 2009). Most of the 

respondents indicated they would recommend a CAM therapy to a patient, but 

21% also stated that their collaborating physician was not open to the use of 

alternative medicine. A majority of midwives surveyed (58%) had no formal 

education around CAMs, but almost all (90%) felt that CAM therapies belonged 

in midwifery practice (Hastings-Tolsma and Terada, 2009). The study also lists 

commonly used herbs and their clinical applications. The most common herbs 

used in practice were red raspberry, St. Johns Wort, Echinacea, peppermint, 

garlic, and blue and black cohosh. Clinical applications ranged from treatment of 

nausea/vomiting and labor induction to depression and immunity support 

(Hastings-Tolsma and Terada, 2009). Although this study provides valuable 

information about the types of herbs used by U.S. midwives, it, again, lacks 

ethnographic information about midwives beliefs around herbal therapies.  

Aim of this Project 

Although herbal remedies used throughout the childbearing year have 

been extensively studied, very few contain ethnographic data from the viewpoint 

of the midwife/prescriber. This research project aims to fill some of these gaps by 

examining ethnographic data collected in interviews, with the aim of describing 

how and why midwives utilize herbs throughout the childbearing year.  
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Currently, midwives attend approximately 10% of births in the U.S. with 

high regional variability in rates of access to midwifery care; this percentage has 

risen gradually over the last decade. A new study by the New England Journal of 

Medicine reports a 60% rise in home births from 2008 to 2012 (MacDorman, 

Declercq, and Mathews, 2013). In 2012, Oregon’s home birth rate was 2.4%, 

which is higher than any other state in the U.S. (Snowden et al, 2015).  The recent 

up-turn in the U.S.’s midwife-led, home birth rate means an increasing number of 

mothers and babies are likely being exposed to herbs in pregnancy. Thus, research 

regarding midwives’ perceptions, beliefs, and utilization of herbs during the 

childbearing year is timely.  

The purpose of this research project is to identify how midwives utilize 

herbs through pregnancy, labor, and the postpartum period and to generate 

testable hypotheses about the use and efficacy of herbal remedies. This research 

was conducted in collaboration with researchers from the Midwives Alliance of 

North America (MANA) Division of Research, whose ongoing research project, 

the MANA Statistics Project (MANA Stats), examines midwife-led birth practices 

and outcomes. Extensive data have already been collected on which herbs are 

most commonly utilized across the childbearing year, and for which indications; 

however, we undertook this project to expand the knowledge into how these herbs 

are used in practice today, as well as midwives’ perceptions about the 

effectiveness of herbal remedies.  
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Methods 

The purpose of this project is to describe ethnomedical models of herb use 

among midwives in the Pacific Northwest (Oregon and Washington) through 

analyzing data collected from open-ended, semi-structured, ethnographic 

interviews (n=25). The study will consist of two phases. Phase one, the 

ethnographic interviews, will be the bulk of this thesis. Secondly, reciprocal 

ethnography will take place to allow for member checking amongst study 

subjects. This phase will occur post-graduation with an end goal of peer-review 

publication. A summary of the proposed methods for each phase is discussed 

below.  

Phase One: Phone Interviews 

 Interview questions included: how midwives use or have used herbs in 

their practice, how this knowledge was learned, general reasoning/beliefs around 

herbal therapies, and midwife demographics.  The interview script included both 

structured and open-ended questions.  We then, in accordance with Responsible 

Conduct of Research principles and US Federal Statue, submitted the questions 

and other documentation to the Oregon State Institutional Review Board (IRB). 

This ethics-board review is a necessary component of all human subjects research.  

Once IRB approval was obtained, pilot interviews were conducted to gain a 

baseline understanding of midwives utilization of herbs in their practice and 

themes that emerged from the narratives.  This thesis consists of the analysis from 

our pilot interviews (n=6) and a preliminary analysis of themes.  
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Figure 2: Open-ended, semi-structured interview prompts 

1. How long have you been practicing as a midwife? 

2. What are your credentials? 

3. How were you trained? What was your path to certification? PEP, MEAC, 

CNM/CM or state licensure route? 

4. Are you currently practicing? 

a. If so, please describe the population you serve. If you are no longer 

practicing, please describe the population/s you served in the past. 

5. How old are you? 

6. How do you identify in terms of your race/ethnicity? 

7. Do you have a particular religious or spiritual affiliation? Do your 

religious or spiritual beliefs affect the way you practice? Please explain. 

8. Were you trained on how and when to use herbs as a student midwife? 

9. How central was this to your training? For example, was it a major 

emphasis? A single class? Mentioned in passing?  

10. Did you see herbs used during your apprenticeship? 

11. Do you (or did you) use herbs in your own practice? 

12. What are the most common herbs or natural remedies you use?  (list) 

13. You have listed herbs or natural remedies that you commonly use. Let’s 

run through them one by one. I would like you to tell me why you use 

them for, at what time in pregnancy and in what dosage. Please also 

mention if there are nay contraindications that you know of or take into 

consideration when prescribing these treatments. 

14. Do you have a philosophy of herb use that guides your practice? For 

example, are they a first line intervention? Do you use them as supportive 

therapy? Are they powerful medicine reserved for obstetric emergencies? 

Please explain. 
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Recruitment emails were sent through both the Oregon Midwifery Council 

and the Midwifery Association of Washington State e-mail listservs. Interested 

participants contacted the researchers to schedule a one-hour interview. 

Interviews were conducted in person if the midwife lived in or close to Corvallis, 

Oregon and over the phone if she lived further than 20 minutes from the 

researchers.  After participants provided informed consent, they were screened 

according to the inclusion criteria (age 18 years or older and practicing as a 

midwife, or having practiced within the last two years, in Oregon or Washington). 

Subjects who consented and met the inclusion criteria were then interviewed 

regarding their use of herbs in midwifery practice. Conversations were audio 

recorded for later transcription, with the midwife’s consent. After interviews were 

completed, the audio recording was transcribed and we coded interview 

transcriptions for reoccurring themes through a process called consensus coding 

(Saldaña, 2013). All of the participant’s have been given pseudonyms to insure 

15.  Are there herbs you use rarely or infrequently for less common 

conditions? Please list and discuss each of one of these as above. 

16.  Do you think herbal medicine fits into midwifery practice, why or why 

not?  

17. Is there anything regarding the use of herbs across the childbearing year 

that I have not asked you about that you wish to share? 

18. Do you think you would be interested in seeing the findings from this 

study and having a chance to weigh in on them before they are written up 

for publication? If you think you might be interested, we can contact you 

when we are ready for a focus group to discuss our preliminary findings. 

You can decide at that point whether or not you would like to participate. 
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confidentiality. Preliminary findings will be taken back to participants for 

feedback and refinement during phase two, reciprocal ethnography, focus groups.  

 

Phase Two: Reciprocal Ethnography  

After the qualitative analysis of the n=25 interviews is complete (both the 

two reported here and the remaining interviews, to be conducted throughout 

spring/summer 2016), we will send an email to all 25 participants from phase one 

to solicit focus group participants.  The goal of the focus groups is to discuss 

preliminary findings of the study. Subjects will get together and discuss the 

themes found in the preliminary analysis for phase one. Called reciprocal 

ethnography, this research technique is a way to “member check” information that 

also enables the sharing of communal or group knowledge. By creating a focus 

group, subjects are able to add additional information they may have forgotten or 

did not think of during the initial interview, in flexible and interactive setting. 

This process also allows researchers the opportunity to confirm findings and 

clarify representations of participants’ ideas, which has been shown to increase 

reliability and validity in qualitative research (Kitzinger, 1995). This stage will 

take place after I graduate and present this thesis. 

After the focus group is complete, we will analyze themes presented from 

both phases. The findings will be synthesized in a coauthored, peer-reviewed 

publication. 
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Preliminary Findings 

As I met with midwives and listened to how they utilized herbs in their 

personal practice, or how they perceived herbs as a therapy, it became apparent 

that even though the narratives varied, there are similar themes in herbal use and 

belief. Using consensus coding, we identified four overarching themes: a) Herbs 

as supportive therapy, b) the need to balance CAM therapies with 

pharmaceuticals, c) Herbs as commonly combined with diet and exercise 

interventions, and d) Herbal therapies as a key component of the Midwifery 

Model of Care™. Midwife demographics were obtained from the more structured 

research questions. Demographics and narrative themes are discussed below.  

 

Demographics of Midwife Participants 

 Structured interview questions aimed to assess characteristic traits of our 

sample population. As we spoke with more and more midwives, themes began to 

emerge in the demographics of midwives in the Pacific Northwest, as well as in 

their narratives on herbal use.  

 All midwives interviewed were certified as both CPMs and LDMs. 

Subjects have been practicing midwifery for an average of 22 years, with a high 

of 38 years and a low of six years practicing. The average age of midwives in our 

preliminary findings is 46 years old, and all participants identified as white 

women. Midwives were asked to describe their general clientele, and most 

reported they served white women, with some form of higher education, living in 

rural/suburban areas. Some midwives reported serving women, who were older 
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for childbearing age, i.e mid-thirties to early forties. Spirituality varied amongst 

participants, but regardless of spiritual identity, all midwives felt that their 

spirituality, or lack there of impacted their practice and utilization of CAM 

therapies.  

 Midwives reported varying education around herbal therapies. A majority 

learned about herbal use through self-study. A few midwives saw herbs being 

used in their apprenticeship. Only one midwife stated education on herbal 

therapies was included in her didactic coursework to become a certified midwife.  

 Regardless of age, years practicing, spirituality, or education, all midwives 

utilized herbs in some capacity in their practice. Themes in utilization narratives 

are discussed next.  

 

Herbs as supportive therapy in a wellness model  

A majority of midwives use herbs in some modality, though utilization 

type and frequency varied a great deal in our study participants. A common theme 

among midwives was that herbs serve as supportive therapies within a wellness 

model. This means that herbs, or other CAM therapies like homeopathics, are 

understood support health and wellness in a holistic and physiologic manner 

consistent with midwifery values.  

Oregon Licensed Direct Midwife (LDM) and Certified Professional 

Midwife (CPM) Bridget (*pseudonyms used) has been practicing midwifery for 

over twenty years and recently began moving away from using herbs in her 
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practice because she “does not feel like herbal therapies have been effective for 

her clients.” She explained: 

I feel like sometimes they appear to be making a difference, but then when 
I haven’t used them, women’s bodies also heal themselves. So when I use 
them in my practice, I use them because it seems important that the 
women feels like she is doing everything that she can. So if she has a 
common discomfort that is driving her crazy, rather than just sitting there 
and waiting for it to pass, there is power in feeling like you have some 
control over it. So I will work with women to use herbs to take the edge 
off of certain things.  
 

Bridget considers herbs to be a supportive therapy in this way, where the placebo 

effect may be more comforting to the client than the actual effects of the herb 

itself. She’s found that if an herb will “fix” a mild complication or complaint, then 

it probably would have resolved itself naturally with time: 

And what I’ve really found is that I have pretty low- risk women where 
the herbals might work, or I have pretty complicated women were there 
are a lot of comorbidities where herbs are not going to touch the problem. 
That’s just to say while I learned the standard uses of herbs in pregnancy, 
experience has taught me other ways to use herbs. Like using them in a 
reduced fashion for very specific reasons.  
 
Bridget has also found homeopathics to serve as effective supportive 

therapy during pregnancy and labor. Homeopathics are often considered CAM 

remedies that are similar to herbs in some ways, because they are, in Bridget’s 

words, “the distilled energy of a particular plant.” Homeopathics are chemically 

inert, so there is no active chemical property to cause side effects. Although 

Bridget does not know whether homeopathic therapies work through their 

proposed mechanism or through the placebo effect, she has repeatedly seen these 

therapies be beneficial: 

I see a physical relaxation of tense shoulders and relaxation of worry lines 
as they feel like they are doing something.  And I think that in it is 
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beneficial whether or not there is a demonstrable effect in a controlled 
trial. 
 

Homeopathics, like other CAM therapies, are used to support women’s overall 

well being during pregnancy, which often times can be just as mentally draining 

as physically demanding.   

 Washington CPM and LDM Lucina believed herbs support a wellness 

model but for very different reasons. Lucina believes herbal therapies are strong 

“natural” medicines, and for her these therapies have a strong connection to 

spirituality. Lucina uses prayer to find answers about what therapies might be best 

for her clients. Prayer may point her towards an herb or other CAM therapy for a 

pregnancy complication, but Lucina, like Bridget, prefers to let the woman’s body 

heal itself. She says:  

I talk a lot to people about our three brains. We’ve got our brain in our 
head, or brain in our gut, and our brain in our heart. If you can get all three 
of those to agree during a birth, the mother has her baby smoothly. It’s all 
about belief, you have to feel the intention and be present for her and the 
love that you can give her. […]  I don’t really use anything because it is 
within the momma-baby, but if you come outside that place and feel like 
there needs to be something else the go to is herbs. 

 
Lucina grows many of the herbs she uses in her own garden, some of which are 

pictured below. Although Lucina uses herbs in her practice more than other 

midwives we’ve interviewed, her philosophy resonates with others’. She believes 

herbal therapies support wellness, but that the power of women’s bodies to heal 

themselves is stronger than any medicinal therapy, whether it is herbal or 

biomedical.  
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Pictures	1	and	2:	Calendula	(left)	and	Black	Cohosh	(right)	growing	in	Lucina's	Garden	 

 Diana, another Oregon LDM and CPM, uses herbs to support vaginal and 

gut wellness. She utilizes garlic, apple cider vinegar, and boric acid to neutralize 

the vagina if there is an imbalance. For gut wellness, she has started to council 

clients on fermentation and taking probiotics. She encourages prenatal clients to 

use pregnancy tea, which is a tonic of nettles, alfalfa, oat straw, red raspberry, and 

rose hips. Diana believes this broad-based tonics support women’s health early on 

in a pregnancy. Herbal therapies utilized by midwife participants are summarized 

in Table 3. 

Table 3: Herbal therapy and stated use 

Floridix Iron deficient Anemia, poor nutrition 
indicators 

Cinnamon High blood sugar 
Castor oil Labor induction 
Homeopathics Stress/Relaxation 
Ginger Nausea/Vomiting 
Nettles Uterine tonic 
False Unicorn root Stop pre-term labor 
Hops tincture High blood pressure 
Pregnancy Tea (nettles, alfalfa, oat 
straw, red raspberry, rose hips) 

Broad based tonic 

Black Haw High blood pressure 
Evening Primrose oil Cervical ripening 
Garlic Vaginal neutralizer  
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 In addition to supporting women’s health, integration of CAM therapies 

supports the health of midwifery practices. Herbal therapies are thought to have 

low risks of negative side effects, and therefore a variety of different treatments 

can be tried with little consequence. Diana believes midwifery practice is always 

changing: 

It’s not just in the overall midwifery, but I think our personal practice is 
also rather fluid. Like one year I really had a number of women go two 
weeks late, and I was like why are we not [using herbs for] cervical 
ripening? Lets just do it and see if that helps, so I play with it like that, and 
I always have. [I like] to be responsive in my practice and also just out of 
curiosity. 

 
Herbal therapies used in pregnancies have not been extensively studied, 

and therefore the safety and efficacy of herbs are disputed (Smeriglio, Tomaino, 

and Trombetta, 2014; Westfall, 2004).  Midwives described some “tried-and-true” 

supportive herbal therapies that have scientific evidence to support their benefits. 

Ginger is one of the most commonly utilized herbs during pregnancy (Kennedy et 

al, 2015) and is most often used in the first trimester to combat nausea and 

vomiting. Ginger has been found to be an effective non-pharmacological option 

for treating morning sickness, which is estimated to effect up to 80% of pregnant 

women (Lete and Allue, 2016). Cranberries are also a common herbal therapy 

used in pregnancy, which has been found to be effective in supporting a healthy 

urinary tract and reducing recurring urinary tract infections (Hisano et al, 2012).  

Oregon CPM and LDM Terra tries to balance this lack of evidence in 

herbal therapies with a heavy “dose of scientific skepticism.” She commonly uses 

herbs in her practice and carries around a box of herbal therapies to each of her 
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births (pictured below). Terra believes that scientific, evidence-based practice is 

important, but that evolutionary evidence should be valued equally. She stated: 

I like old school evidence, like physiologic evidence. So that is definitely a 
big piece of where I get my information and my sense of intuition from, is 
what would we have done 400 years ago. I like comparing what women do 
to what nature does and what animals do and what kinds of environments 
support our physiology.  

 

	
																		Picture	2:	Terra's	herb	"tackle	box" 

 
 Evidence supporting both physiological/evolutionary benefits of herbs as 

well as scientific uses is lacking. More research is needed to investigate the 

efficacy of other common herbs utilized throughout the childbearing year.  

 

Balance with pharmaceuticals  

Before the 20th century, almost all births took place at home. Today more 

than 98% of US births take place in hospitals, making planned-in-hospital birth 

the norm (Green and Ecker, 2015). This transition from home to hospital is often 
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referred to as the “medicalization of birth.” Medicalization is defined as the 

“biomedical tendency to pathologize otherwise normal bodily processes and states 

… [It] is a social process whereby an expert-based biomedical paradigm 

dominates discussion of health and frames it in negative ways, usually as illness” 

(Shaw, 2012). The medical model of birth differs from midwifery birth models 

because the medical model views pregnancy, labor, and the post-partum period as 

ailments to be treated, rather than the unfolding of a natural process (Shaw, 2012). 

Hospital births have introduced many new interventions, like pharmaceuticals and 

continuous electronic fetal monitoring, to “reduce the risks inherent to childbirth 

that could not be performed in the home-setting” (Green and Ecker, 2015). 

Although some of these interventions have been beneficial in increasing survival 

of mothers and babies, midwives see many of these interventions as unnecessary 

and potentially harmful (Boucher et al, 2009). Herbs may be used as alternative 

treatments to pharmaceuticals in some settings; many midwives we interviewed 

believed herbal therapies pose less risk of side effect because of lower dose of 

active ingredient and the slower uptake. Many midwives utilize CAM therapies 

before jumping to pharmaceuticals, but study participants also described the need 

to balance drugs and CAM therapies, arguing that there is a place for both in 

pregnancy care.   

Bridget said: “Part of the midwifery model of care is not rejecting the 

medical establishment completely, but rejecting that all women need it all the 

time for everything.” She goes on to explain that CAM therapies often fit into the 

worldviews of many of the women who chose homebirth: 
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There is the idea that their body, and or the natural world around them, 
gives them what they need to birth and raise their children. And if healthy 
food, clean food, and plant medicine can support that, [those therapies] 
really fit with how a lot of my clients see the world, and see their body and 
feel the connection to the Earth. It can be really hard for these women to 
embrace having to take a pharmaceutical of any kind. 
 

Bridget goes on tell the story of a recent client who suffered from asthma and 

delayed taking pharmaceuticals until all natural options were found ineffective: 

She tried every herb anyone on the Internet had ever suggested helped 
with asthma before she took the pharmaceuticals that within minutes 
allowed her to breath. And that was because of an ideology where she 
preferred natural methods, but also because of a very real fear of 
pharmaceuticals and their side effects.  
 

Participants described the belief (widely held by their clients) that a key benefit of 

herbs is that that you can use these therapies rather freely because they pose very 

low risk of side effects compared to pharmaceuticals. Even with this benefit, all 

but one midwife described moving away from herbal use in favor of 

pharmaceuticals in specific situations.  

 Hemorrhage is one of the specific complications that many midwives 

reported moving away from herbs to treat. Herbs have been commonly used to 

manage postpartum hemorrhage, which is defined as 500 mL’s or greater blood 

loss following birth (Leduc et al, 2009). Participants reported using herbs like 

skullcap and Shepard’s purse tea to prevent or treat hemorrhage. The amount that 

herbs are used for hemorrhage instead of pharmaceuticals varied greatly among 

our study participants. Rhea, an Oregon CPM/LDM, stated that she used Pitocin 

(a pharmaceutical that stops post-partum bleeding) almost every other birth. 

Lucina, on the other hand, reported only using Pitocin once or twice in her 38 
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years as a practicing midwife. Bridget and Diana have both decreased use of herbs 

to treat hemorrhage. Bridget explains her reasons why: 

I used to give it any time there was any bleeding, but now my perspective 
is that if she is bleeding so slowly that an herb will help, then she doesn’t 
need an herb, her body will stop the bleeding. If she is really bleeding, she 
just needs to have a shot of Pitocin to stop the bleeding. Pitocin works so 
well in most cases, it’s like turning off a water faucet. It’s a great drug. It’s 
gone a long way to making birth safer. So if someone is really bleeding, 
that’s what I use, I don’t wait around for the herbs to kick in. If I have 
time to fiddle around with herbs, then she really doesn’t need them. 
Getting her baby in to nurse is probably all she needs.  

 
 

While the idea that women’s bodies will heal themselves is common in the 

midwifery community, this belief is not shared by medical obstetrics. While 

medical technology has gone a long way in reducing infant and maternal mortality 

during birth, interventions themselves also pose risks, yet are surprisingly 

common in women’s birth experiences. The Listening to Mothers III: Pregnancy 

and Birth, a 2013 survey, documented over 2400 women’s experiences with 

childbirth in hospital settings from 2011 to 2012. This survey found that more 

than 40% of respondents reported their care provider tried to induce labor and 

more than 30% had a Cesarean. Listening to Mothers also reported that: “the 

incidence of cesarean in nulliparous women who had their labor induced and had 

an epidural was more than 500% higher than in women who had neither a labor 

induction nor an epidural” (Declercq et al, 2013). Exogenous oxytocin (e.g., 

Pitocin), given to induce labor, has also been shown to increase fetal distress, 

uterine rupture, and extremely powerful and painful contractions. In opposition, 

low-tech solutions employed by midwives, like waiting, walking, and/or changing 
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positions, posse less risks and negative side effects than medical approaches 

(Trevathan, Smith, and McKenna, 1999).  

Additionally, inducing labor can cause a “cascade of interventions.” Of the 

2400 women in the Listening to Mother’s study, almost 80% who had labor 

induced proceeded to have an epidural, and 30% of the women choosing an 

epidural had an operative birth (Declercq et al, 2013). Epidurals have been 

reported to prolong labor by interfering with women’s plasma levels of 

endogenous oxytocin during the final stages of labor. Naturally occurring 

oxytocin stimulates stronger contractions at the end of labor than does synthetic 

oxytocin (Pitocin). An epidural, in as far as it decreases plasma levels of this 

crucial hormone, leaves women having to push their babies out without the help 

of the strongest contractions (Rahm et al, 2002). If women are unable to 

compensate for reduced endogenous oxytocin levels, they are at increased risk for 

operative deliveries.  

In addition, cesareans come with their own set of risks. Women who elect 

to have a cesarean have a 2.89 fold higher chance of mortality than vaginal 

delivery (Wagner, 2000). The high rates of cesareans in the United States 

contribute to the abnormally high maternal mortality rate as compared to other 

high-resource countries. Some risk is associated with all pregnancy and birth, yet 

an unnecessary increase in pharmaceutical intervention has been determined to 

cause unnecessarily elevated risk to both mother and child (Kennedy et al, 2015). 

Acknowledging the risks of pharmaceuticals in pregnancy and birth, does 

not mean that there are no risks with midwife-counseled herbal use. Bridget does 
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not know the frequency with which midwives might rely on herbs to the detriment 

of the mother and baby, but believes it to be an infrequent issue. She believes 

most practicing midwives in the Pacific Northwest have an effective integration 

of traditional, “time-honored midwifery tools of the trade” and use of 

pharmaceuticals that are “actually helpful.” But she also acknowledges the 

potential harm in overestimating herbal therapies effectiveness: 

If it keeps us from transferring in a timely way for a labor that is simply 
not progressing and mom and baby are becoming exhausted and therefore 
at risk, then herbs are not helpful for us. If [herbs] delay us from giving 
that shot of Pitocin to stop blood loss and prevent needing a blood 
transfusion then that is not a good use of herbs.  
 

Midwives describe the importance of understanding the benefits and limitations of 

herbal therapies, as well as the risks and benefits of pharmaceuticals.  

 
“Food for the Uterus”: Combinational use with exercise and diet  

Even with the availability of herbal therapies and pharmaceuticals, 

midwives agreed that life-style changes, like diet and exercise, are always their 

first line of treatment. It is generally accepted that a healthy diet is crucial to 

provide essential nutrients to the mother, as well as to the developing baby 

(Cheyney and Moreno-Black, 2010). Outside of the essentials for growth and 

development, midwives also consider food a medicine within a wellness model. 

Midwives commonly cite food and exercise as important therapies for pregnancy 

conditions like high blood pressure, high blood glucose, and iron deficiency 

anemia.  

Diana uses food-based medicine because she believes it often makes 

people “feel good.” She uses food first and exercise second to treat high blood 
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pressure, and then follows with vitamins and occasionally herbs if needed. She 

believes implementing an exercise treatment early is important, to catch the 

problem before the client experiences further complications.  Additionally, she 

has observed that food-based interventions are easier for her clients to follow: 

I used to use herbs exclusively for iron support during pregnancy, but now 
I think we have better food-based vitamins than we had 30 years ago. So it 
is easy to say take healthy blood supplements as opposed to saying, here 
are the three herbs I want you to have. Although, I certainly meet clients 
where they are at.  
 

Diana shared a story of one of her clients, who had high fasting blood glucose 

levels. When the client went to her endocrinologist, they proceeded to prescribe 

the woman insulin to treat the high blood sugar. Both Diana and her client were 

livid at the response, since insulin can cross the placenta during pregnancy and 

harm the developing fetus. In addition, this mother had had only one high fasting 

blood sugar level. Diana described glucose as the “only fuel for a fetus’ 

developing brain,” and she worried taking insulin could decrease needed 

circulating glucose without providing benefit if the woman was not truly 

gestationally diabetic. Diana’s advice to the mother was to increase her exercise 

load, eat a low glycemic index diet, and continue to test her blood sugar levels. 

This client has been able to maintain normal blood levels using this regimen and 

has thus replaced a potentially harmful pharmaceutical with beneficial exercise 

and a healthier diet. Diane sees this example as a cautionary tale illustrating how 

some obstetricians may be “too quick to jump to medications” because they lack 

the time and the relationship with the patient to try a less pharmaceutically-driven 

solution. This, she believes, carries risk. 
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Bridget also commonly uses herbal therapies to treat complications arising 

in pregnancy, emphasizing that she rarely uses herbs in isolation, but always in 

combination with food and diet changes. She cites using Floridix – a liquid 

mixture of fruits, vegetables, and herbs high in iron – to manage anemia. Bridget 

has also had “good luck” using cinnamon capsules to treat high blood sugar. Both 

of these therapies are used in combination with a focus on exercise and dietary 

changes. Bridget suggests clients reduce the amount of refined sugars in their diet 

and add exercise (elevated heart rate for 30 minutes, five times per week), in 

addition to using cinnamon oil or powder to help lower blood sugar:  

I personally believe that diet and exercise are the key to a lot of the 
common discomforts of pregnancy. So my first line is to go after diet, 
exercise, and self care. I would say my second line is to use herbs or some 
sort of more concentrated nutritional support, like a supplement of some 
kind. And when those don’t work, we can move to pharmaceuticals. 
 
Research indicates that exercise can be used to reduce risk for illness and 

disease, like cardiovascular disease, obesity, hypertension, and type 2 diabetes 

(Hinman et al, 2015; Melzer, Kayser, and Pichard, 2004). The same can be said 

for moderate exercise in pregnancy. A 2015 clinical review of the effects of 

exercise on maternal and fetal health in pregnancy found a reduced risk of 

Cesarean rates, blood glucose levels, and promoted appropriate maternal and fetal 

weight gain (Hinman et al, 2015). A randomized trial comparing sedentary 

pregnant women and active pregnant women found significantly improved 

cardiorespiratory fitness and delivery outcomes in the group of active women. 

Women who were active also had faster postpartum recovery rates (Price, Amini, 

& Kappeler, 2012). Historically, women have been given mixed messages on 



	

	 25	

whether or not exercise is safe during pregnancy (Hammer, Perkins, & Parr, 

2000). Even though it is now generally accepted as safe, compliance with physical 

activity is still low in women, both prior to and during their pregnancy (Hinman et 

al, 2015; Downs et al, 2004).  

 Like exercise, the dietary patterns advised by midwives in this study are 

also scientifically supported as beneficial. The American Dietetics Association 

states: “Good nutritional status maintained before and throughout pregnancy 

decreases the risk of birth defects, suboptimal fetal growth and development, and 

chronic health problems later in life” (Brown and Isaacs, 2011). Midwives advise 

their clients on broad diet recommendations, like increasing protein intake, 

consuming more Omega-3 fatty acids, folic acid, and iron, all of which research 

has found to be crucially important in fetal growth and central nervous system 

development (Brown and Isaacs, 2011). Additionally, poor maternal health has 

been correlated to poor pregnancy outcomes, like low birth weight, as well as 

large for gestational age. Links have also been made between poor-quality diet 

and preterm delivery, preeclampsia, and gestational diabetes (Frederick et al, 

2006; Hendirksen, 2006).  

 Aside from the scientific benefits of adequate nutrition during pregnancy, 

food can have nonnutritive benefits as well. Cheyney and Moreno-Black’s 

ethnographic research on nutritional counseling in midwifery and obstetric 

practice found that for midwives, food was more than just nutrition. They describe 

food as, “a communicator of power relationships, an opportunity to provide 

nurturance, love, and support to a mother, and an invaluable tool that forms the 
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foundation of a prevention-based model of prenatal care” (Cheyney and Moreno-

Black, 2010:14).  Midwives argue that their commitment to food as both nutrition 

and a supportive therapy contributes to the consistently favorable birth outcomes 

associated with midwife-led births (Fullerton et al, 2007).  

Many cultures around the world still use CAM therapies as their primary 

medicines (Sooi and Keng, 2013). Low-resource countries typically have a more 

flexible understanding of the food/medicine dichotomy because CAM therapies 

are often more cost-effective and easier to access than US-style biomedicine. 

Bridget explains why she thinks the distinction between food and medicine should 

be less pronounced: 

If you take a nettle tea, you think of it as food, but when you put it in a 
capsule, it’s now a medicine. But this line between food and medicine is 
only so pronounced in societies that have pharmaceuticals. Most cultures 
see food on a continuum with medicine and most of their remedies are 
food based because that’s what they have access to. Food and medicine do 
not exits as binaries. 
 

Diana summed up the benefit of food and herbal therapies by saying: “The truth is 

that food-based remedies often make people feel good. And when you think about 

it, herbs are food.” 

 

Integration with the Midwifery Model of Care  

The Midwifery Model of Care™ views childbirth as a normal, healthy part 

of life for most women. Midwives believe that the majority of women “will 

proceed through pregnancy and birth without major complications, as long as they 

have adequate access to basic needs and holistic, supportive, individualized, 

empowering care” (Cheyney and Moreno-Black, 2010:5). Herbal therapies are 
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seen as a way to support holistic care, while further reinforcing a more “natural” 

and holistic model of care than that which emerges from more medicalized 

obstetrics.  

Table 3: The Midwifery Model of CareTM  

Description: 
• Monitoring the physical, psychological and social well-being of the 

mother throughout the childbearing cycle 
• Providing the mother with individualized education, counseling, and 

prenatal care, continuous hands-on assistance during labor and delivery, 
and postpartum support 

• Minimizing technological interventions and 
• Identifying and referring women who require obstetrical attention. 

The application of this model has been proven to reduce to incidence of 
birth injury, trauma, and cesarean section.  

(Midwives Model of Care definition is Copyrighted © by the Midwifery Task 
Force, all rights reserved) 

 

Although each participant had a different interpretation of the midwives 

model of care, all midwives interviewed agreed that it includes CAM therapies, 

like herbs. Rhea said, “They go hand in hand, herbal medicine is a part of 

midwifery language. It is a part of how we communicate to and with our clients 

and their babies.” Bridget agreed that herbs fit into midwifery practice and said: 

I think they align in a couple of ways. One is the idea that we have what 
we need, in most cases, in ourselves, in our environment, or in our 
community to birth and raise our babies […]. I think there is a lot of power 
in healing ourselves and seeing our body as capable of healing itself, and 
seeing our body as an entity that actually works well, rather than some sort 
of broken machine that only biomedicine can fix for you.  

 
 Bridget’s quote introduces the idea of evolutionary, or Darwinian, 

medicine. Biologist Theodosius Dobzhansky famously said: “Nothing in biology 

makes sense except in the light of evolution.” Darwinian medicine is a theoretical 
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model that advocates examining current health conditions and diseases through an 

evolutionary lens with the goal of better understanding how our bodies evolved 

various susceptibilities and capacities to heal (Nesse, 2001). Bridget believes a lot 

of the wisdom behind evolutionary medicine fits into the midwifery model of 

care, like supporting physiologic birth with as little intervention as possible: 

So I do like the empowerment that comes with being able to give our 
bodies time, and that’s actually one of the ways I think herbs work. We 
tell women this might take a little while. It took you a little while to 
develop the symptom, and it’s going to take a little while for it to go away. 
Herbs work more slowly and over time. So what it does is buy time, and 
over time, generally healthy bodies often resolve problems themselves. 
We have this amazing innate potential to heal ourselves, because of things 
like antibody-mediated response and all of the other protections that have 
evolved over time via natural selection to allow us to survive and 
reproduce.  
 

This evolutionary perspective on childbirth supports a lot of common midwifery 

practices, like upright birthing positions (Trevathan, Smith, and McKenna, 1999).  

Listening to Mothers III reported 68% of women surveyed who had vaginal births 

gave birth laying on their back, while 23% gave birth in the semi-sitting position, 

where the woman leans backward and curls forward around the baby (Declercq et 

al, 2013). These positions are suited to the needs of the birth attendant, and not 

always the laboring woman. It is often dictated by the presence of epidural 

anesthesia and may pose higher risks due to restricted blood flow to the uterus 

(Trevathan, Smith, and McKenna, 1999). Evolutionary medicine argued that 

humans evolved to give birth in upright positions, like our primate ancestors. This 

position works with gravity to facilitate dilation and delivery (Trevathan, Smith, 

and McKenna, 1999). Choices over position during birth, as well as choice around 
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CAM therapies, are key components of the Midwifery Model of Care™, as 

described by participants.  

 Midwives describe the importance of developing a close and trusting 

midwife-mother relationship that will foster a relational decision-making model 

around options in care (Cheyney, 2008). This approach differs significantly from 

many medicalized birth experiences, where researchers have argued care 

decisions are made most commonly by the health care provider based on risk 

calculations (Noseworthy, Phibbs, and Benn, 2011). Diana described using a 

relational or shared decision-making model when choosing herbal therapies for 

her clients. Diana she used to “hand her clients a book on herbal therapies” and 

have the women pick a therapy for their complaint. With the expansion of 

information online, Diana says that it is now very common for her clients to 

initiate discussions on using herbs themselves. The decision-making process 

valued in midwifery care is designed to support women’s autonomy during 

pregnancy, while also cultivating a shared understandings of treatment plans and 

expectations (Noseworthy, Phibbs, and Benn, 2011). 

Like Bridget, Diana agrees that herbal remedies are included in the 

Midwifery Model of Care™. The later believes that herbs fit into the midwifery 

model of care because it is the midwives’ role to support healthy pregnancies, and 

she believes that herbal supports help achieve this goal. In Diana’s words: “I like 

women to feel strong and healthy in their pregnancies and that generally comes 

from exercising, feeling loved and supported, and eating well, Most herbs are 

food based, and food as medicine is really underrated.” 
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Discussion  

The Pacific Northwest midwives who participated in this study described 

commonly utilizing herbal therapies as part of their larger approach to maternity 

care. Although all midwives described recommending herbs in their practice, each 

had some distinctive beliefs and values around herbal therapies, though much of 

their knowledge base was help in common. Studies on midwives’ utilization of 

herbs in the U.S. are lacking, and what little research has been conducted is 

limited to quantitative data. This research project is unique in its focus on 

midwives’ narratives of herb use, beliefs, and values across the childbearing year.  

Midwives interviewed for this project utilized similar herbs for similar 

reasons as other midwives around the country. A survey of California midwives 

found midwives used herbs for labor induction, anemia, prolonged labor, and 

lactation. Midwives reported use of nettles, Floridix, False unicorn, castor oil, and 

evening primrose oil (Dennehy et al, 2010). Similar pregnancy indications were 

also found in surveys of North Carolina and Texas midwives (Allaire et al, 2000; 

Bayles, 2007) and in the midwives interviewed for this study. Additionally, 

Hastings-Tolsma and Terada found that 99% of midwives recommend CAM 

therapies along with nutritional and lifestyle changes or interventions. Midwives 

in this and other studies also reported the belief that herbs fit into larger, holistic 

health care practices (Hastings-Tolsma and Terada, 2009). Allaire et al’s North 

Carolina survey also reported high use of homeopathic remedies among midwife 

respondents, and North Carolina midwives identified patient preference as one of 
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their main reasons for prescribing an herbal therapy (Allaire et al, 2000). These 

findings suggest that women who seek out midwifery care across U.S. 

geographies, similarly value herbal and other CAM therapies for the support of 

normal, healthy pregnancy, birth and early parenting.  

These studies represent the main body of scientific knowledge on U.S. 

midwives’ utilization and perceptions of CAM therapies. However, many of these 

studies are severely limited by their methodologies. Each sent mail-in surveys to 

practicing midwives, and their findings are thus limited by responder bias and 

closed-ended questions that limit possible answers. The research presented here 

allowed for a more in-depth, qualitative analysis of midwives’ herbal 

recommendations and views on CAMs over the childbearing year.  

 

Limitations 

This thesis represents a preliminary analysis on a small number of pilot 

interviews (n=6), and thus cannot be cannot be considered conclusive. Rather it 

represents a first step in identifying midwifery models of herbal and other CAM 

therapy uses as situated within the specific ethnographic context of the Pacific 

Northwestern United States. 

 

Conclusions 

In summary, the midwives interviewed for this study commonly utilized 

herbal therapies, though usage and beliefs around herbs varied between individual 

practitioners. Participants’ narratives also share important commonalities. Herbs 
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are used as supportive therapies to promote a wellness. Herbal therapies are 

balanced with pharmaceutical interventions, with an overarching goal of 

facilitating self-healing in support of normal, physiologic birth. Midwives rarely 

use herbs in isolation and commonly combine natural remedies with diet and 

exercise recommendations. All of these characteristics of herbal use relate back to 

the Midwifery Model of Care™ which views childbirth as a normal, healthy part 

of life for most women. Herbs can provide holistic, supportive, and individualized 

care to women in a transformative period of their life.  
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