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Abstract
(Re)Producing Ethics and the Ethics of Reproduction:
Reproductive Ethics among Haredi Women in Jerusalem
Michal S. Raucher
This manuscript analyzes the ways Haredi women exert agency over their reproductive
decisions. Drawing on two years of ethnographic research in Jerusalem, Israel, I argue that
although religious and medical authorities create a matrix of control meant to limit Haredi
women’s reproductive freedom, Haredi women find space for—and insist upon—their autonomy
regarding the use of contraceptives, prenatal testing, fetal ultrasounds and other medical and nonmedical reproductive services. I maintain that a Haredi woman’s reproductive agency is not
counter-cultural. Instead, her agency is predicated upon the theological and cultural assertion that
reproduction is supposed to be a woman’s role. Haredi women understand pregnancy to be their
time of glory, their time to do what God intended for them to do and what Haredi society needs
for them to do. In this patriarchal culture, women capitalize on their bodies—the sites of their
gendered limitations in Haredi society—as they draw on their bodies’ ability to participate in the
divine act of creation as a source of empowerment. Due to this theological understanding, Haredi
women have the authority to ignore or contradict their rabbis and doctors. When it comes to
reproduction, women avoid rabbinic guidance and medical instruction in favor of an authority
that grows out of the embodied experience of pregnancy. This autonomy over reproductive
decisions is their reproductive ethic. Autonomy—built on their bodily experience, bolstered by
cultural and theological norms, and informed by their socioeconomic context—shapes Haredi
women’s reproductive choices. My analysis of the way Haredi women find agency using the
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tools of a system designed to disempower them allows us to make some critical points about the
larger discourse of reproductive ethics.
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Chapter One: Introduction
In April 2011, two researchers from the Guttmacher Institute released data indicating that
98% of sexually active Catholics surveyed use some form of contraceptive other than natural
family planning (Jones & Dreweke 2011). When the Institute released the results, the media
firestorm that followed focused heavily on the fact that Catholic women were acting in
contradiction to Vatican teachings.1 This fact comes as no surprise to those of us who have
conducted anthropological research with religious communities. Scholars of religion who take
an anthropological approach have argued that religion must be understood from within the
context and varieties of lived religious practice.2 Thus, to say that Catholicism does not allow
for the use of contraceptives is to ignore the lived religious experience of Catholics in the United
States (at the very least). Catholic teaching from the Vatican, to be sure, does not permit the use
of contraceptives, but Catholics surely do. To appreciate the lived realities of religious
practitioners’ lives is to complicate our notion of religion and to contextualize religious doctrine
and therefore religious ethics.
The misunderstanding of religious doctrine as religion is particularly dangerous when it
comes to reproductive rights. Behind the veil of religious teachings, law makers around the
country have created legislation that limits women’s reproductive freedom. For example, Texas
and Utah both have feticide laws that protect a fetus from the moment of conception (Paltrow
and Flavin 2013). These laws, Paltrow and Flavin (2013) found, are used in ways they were not

1
2

See Humanae Vitae for the Vatican’s position on birth control
See, for example: Orsi 1997.
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originally intended. In Utah, women who suffered stillbirths have been charged under the
feticide laws. Of note is Melissa Rowland who gave birth to twins, one of whom was stillborn,
and was subsequently charged with criminal homicide “based on the claim that she had caused
the stillbirth by refusing to have a cesarean surgery two weeks earlier” (Paltrow and Flavin 2013,
323). We must critically examine the motivations behind this legislation and its application here.
As Christian feminist ethicist Beverly Harrison (1983) argued three decades ago and as I will
argue throughout this manuscript, religion in its formal, normative sense is not primarily driving
reproductive policies; rather, the patriarchal, financial and demographic concerns of our
legislators are motivating their reading of religious doctrine and the legislative decisions they
make. More importantly, however, this legislation portrays religious doctrine as the driving force
behind reproductive ethics.
As we have seen with Catholic women’s use of contraceptives, and as we will see with the
reproductive practices of Haredi3 women, religious doctrine is not a determinant in a religious
woman’s reproductive ethic. This manuscript investigates the ways Haredi women make ethical
decisions about their reproductive lives without reference to the normative religious tradition or
the leaders who interpret it.4 Although they are faced with patriarchal religious authorities and
doctors who cater to rabbis instead of to their patients, Haredi women find space for—and insist
upon—their autonomy regarding the use of contraceptives, prenatal testing, fetal ultrasounds and
other reproductive practices. At the very least, we must argue that their ethics should also be
3

“Haredi” is the most neutral term to use to describe the population of women with whom I researched. “UltraOrthodox” and “Right wing” are too loaded with connotations about other forms of religious practice and belief.
Instead, I am using the term that they use to describe themselves.
4
It is important to note that the women I spoke to rarely use the word “ethical” to refer to their practices. This is
not a word they frequently use at all, nor is it a word with a clear Hebrew translation. I refer to their actions during
pregnancy as part of their reproductive ethics in the way Shaw (2004) understands ethical choices to be those
actions that are embedded in sociocultural practices and subject to moral scrutiny.
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included in the broader conversations about reproductive ethics, but I will make the case that
bioethics cannot be honestly constituted absent the anthropological realities of embodied moral
agents.
This project began as ethnographic research into the pregnancy experiences of Orthodox
Jewish women in Jerusalem. Calling on a few Hassidic5 women I knew from prior time I spent in
Jerusalem, I began investigating how Orthodox Jewish women engage the realities and
challenges of their pregnancies. I centered my questions around a tension I saw in Jewish life:
Judaism lacks rituals and laws for marking pregnancy as a significant life event, yet especially
for an Orthodox Jewish woman, pregnancy is not only frequent but formative in shaping her
identity. Despite the lack of ritual, superstitions abound for the pregnant woman. For example, it
is common practices to not discuss one’s pregnancy or purchase clothing, furniture or other
supplies for a new baby before the birth (Gaster 1966).6 In this way, men and women believe
they can prevent complications during pregnancy or malformations of the fetus. How, I
wondered, does an Orthodox Jewish woman understand her pregnancy when tradition tells her
not to acknowledge it until the baby is born? What types of rituals does an Orthodox Jewish
woman perform (or invent) in order to mark the nine months leading up to the birth of the baby?
How does she blend her pregnancies into the hyper-ritualized nature of Orthodox Jewish society?
Those initial contacts connected me to Haredi women, who, they claimed, had a much more
interesting story to tell. In the first three months of research I interviewed four Haredi women
who spoke to me about their recent pregnancy experiences. They told me about discovering they

5

“Hassidic” refers to one group of Orthodox Jews. Although some Hassidic Jews are Haredi, the ones I knew
previously were more mainstream Orthodox Jews.
6
This is more common among Ashkenazi families than Sephardi, but it is a tradition that has spread among even
secular Jews. See Ivry (2010) for more on this cultural custom.
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were pregnant, superstitions they held, traditions they continued, birth accounts, reactions from
their husbands, and contact with their rabbis (among other things).
More importantly, however, I quickly discovered that the context in which Haredi women
experience pregnancy significantly affects their response to challenges (questions of prenatal
testing, warnings from doctors, etc.) and their creation of a reproductive ethic. Rabbinic
oversight has expanded in the last few decades as rabbis have increased their involvement in
matters that were previously considered beyond their purview. I address this topic in chapters
three and four; but I mention here only that Haredi rabbis have come to provide oversight in the
medical field in particular,7 which means that Haredi women cannot pursue medical treatment
without the intrusion of their rabbis. Many doctors permit this encroachment in their desire to
maintain a large Haredi client base. Rabbis recommend to their Haredi constituents doctors who
are known for acquiescing to rabbinic demands. Because the Haredi birthrate is between six and
eight children (much higher than the secular two to three children), there is a significant business
incentive for doctors who practice reproductive medicine to respect the rabbis’ authority on
medical decisions (Ivry 2010b).
The matrix of control surrounding a Haredi woman’s prenatal care might give one the
impression that Haredi women are restricted in their decision-making capacity and are constantly
limited in terms of their agency over pregnancy. This, however, was not what I found during my
interviews with Haredi women. They recognized this context and yet simultaneously talked
about pregnancy as a type of freedom. When they are pregnant, they make decisions without
their rabbis, husbands or doctors, a fact that contradicted all my expectations. Thus, as I
continued my research I embarked on my interviews and observations with a new set of
7

See Kahn (2000) for a full discussion of this oversight. Ivry (2010b) terms this “Kosher medicine.”
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questions: Within this matrix of control, how do Haredi women exercise agency? What
knowledge system do women draw upon to make decisions during pregnancy? What is a Haredi
woman’s reproductive ethic if it is created in contrast to the normative rabbinic ethic? And
finally, if her reproductive ethic is not informed by Jewish sources, what does inform a Haredi
woman’s ethic of reproduction?
Fundamentally, I found that pregnancy itself shapes a woman’s sense of empowerment.
Haredi Jews understand pregnancy to be, as one of my informants described, “What a Jewish
woman does.” Put another way, Teman and Ivry (2011) argue that pregnancy is a “way of life”
for Haredi women. These statements point to the air of ownership and authority that Haredi
women adopt regarding their pregnancies. Furthermore, because they believe pregnancy and
birth to be ordained by God and entrusted to them, divine authority empowers their embodied
authority. This sense of authority gives Haredi women the ability to override the influence of the
rabbis. This is especially difficult given the fact that Haredi life is predicated upon the
interpretation of God’s laws by rabbis. Rabbis, therefore, occupy a privileged position in the
community as the sole interpreters of God’s laws. For instance, Haredi women see rabbis (all
male) as those who have never and will never experience pregnancy, a fact that leaves them at a
disadvantage when making reproductive decisions. By drawing on her bodily experience of
pregnancy and the cultural norms that dictate her role as biological reproducer, a Haredi woman
can exert agency over her reproductive life. Throughout this manuscript I argue that
paradoxically, the sources of a Haredi woman’s oppression are also the sources of her
empowerment.

Constructing an Ethics Built on the Body
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Drawing on the data I collected, I argue that Haredi women’s reproductive experience
does not correspond with Jewish reproductive ethics. Reproductive ethics must be constructed,
then, out of the embodied experiences of moral agents. My theoretical approach: 1) uses
ethnography to inform ethical discourse; 2) views the body as the site of subjectivity; and 3)
treats women’s agency as a result of her interaction with (not rejection of) her surroundings. I
will address each element in what follows, but I will begin with a brief note about what I mean
by “ethics.”
Morals, Ethics and Embodied Ethos

Critical to understanding how the body and the ethnographic method I outline here can shape
our ethical discourse is defining precisely what I mean by “ethics.” Generally ethics refers to a
set of universal principles or laws that define good behavior. Diprose (1994) argues that this
understanding of ethics as moral principles overlooks embodied differences between individuals
and therefore significantly “disqualifies women from ethical social exchange insofar as our
bodies signify womanhood” (18). Instead, Diprose suggests, ethics should also be about “being
positioned by, and taking a position in relation to, others” (1994, 18). This positioning in ethical
discourse requires an awareness of context and embodiment, or what Diprose (1994) refers to as
one’s world (habitat) and one’s embodied character (ethos) (19). What Diprose suggests and
what I will argue throughout this manuscript is that context and embodiment significantly shape
what I will call “lived ethics,” meaning the ethical practices of individuals; therefore, our
discourse of ethics cannot be constituted without these elements.
In order to see how embodiment shapes ethics, we must draw on Foucault’s understanding of
the body as the locus for self formation as well as the locus for the social moral code. Diprose
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explains Foucault as suggesting “that the moral code does not simply govern relations between
self-present individuals but constitutes the embodied ethos of those individuals” (1994, 21).8 In
other words, a person is “subjected to the actions of others (where the body is the object of
disciplinary power) and he or she attains a social identity through self-knowledge (where the
body is the object of self-reflection and the subject of confession)” (Diprose 1994, 22).9 Moral
codes and universal ethics are not enacted on the individual or composed by individuals apart
from the embodied ethos of those individuals. Ethics, then, for our purposes, encompasses the
social moral codes, the ethical principles and (importantly) the embodied ethos. We will see that
as Haredi women are influenced by the moral code in which they repeatedly enter into the bodily
act of pregnancy—an action that reinforces their gendered submission to cultural and religious
norms—their ethics are also influenced by their embodied ethos during pregnancy.
Therefore, we can see that instead of controlling and limiting women’s possibilities, the moral
code in the Haredi world actually makes their reproductive ethic possible.
What I am suggesting about ethics is similar to what Orsi (1997) has argued regarding
lived religion. There is no religion that stands in contrast to lived religion but rather religion is
always lived. Likewise, what I hope to create is a new definition of ethics that does not
distinguish between our discourse of ethics as universal principles and the lived practices of
individuals. Instead, lived ethics—in context, lived by embodied moral agents—should be our
new understanding of ethics. In order to construct a new ethic that contains embodied ethos as
well as the moral codes, we must avail ourselves of a methodological tool not often used in

8
9

See Foucault 1980.
See Foucault 1982:22
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ethics: ethnography. Ethnographic research enables the creation of this new ethical framework
through attention to context and the bodies of individuals.
Ethnography and Ethics

Normative religious ethics would have us believe that texts and classical sources dictate an
individual’s decisions. My research reveals, however, that a Haredi woman’s embodied
experience carries more weight than religious authorities in her reproductive decisions.
Expanding from my narrow study of Haredi women I argue that bioethics should focus on people
at least as much as it focuses on principles. I will highlight the ways in which ethnographic
analyses of reproductive practices can contribute to bioethics by complicating the systematic
application of legal and ethical norms with real-life ethical dilemmas. Building on the work of
Flyvberg (2001), Scharen and Vigen (2011) and Kleinman (1995), I argue that ethnography
should be among the methods of moral discourse because it reveals a vibrant arena of moral
reflection that is otherwise invisible.
In their edited volume, Ethnography as Christian Theology and Ethics, Scharen and Vigen
(2011) define ethnography as “a process of attentive study of, and learning from, people—their
words, practices traditions, experiences, memories, insights—in particular times and places in
order to understand how they make meaning (cultural, religious, ethical) and what they can teach
us about reality, truth, beauty, moral responsibility, relationships and the divine, etc” (16). This
definition is indicative not only of the practice of ethnography but particularly how ethnography
can be instructive for ethics within our new understanding of the word. An ethnographically
informed ethics takes into account the individual’s manner of being, appreciating the individual’s
self formation in the process of fulfilling certain moral codes. This method does not presume that
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ethics are blindly applied but rather that individuals grapple with the often-competing morals
within various value systems and incorporate certain techniques in their self-formation. The new
ethics that I suggest, then, cannot be constituted without the context and the embodied ethos of
the population in question. An ethnographically informed ethical discourse appreciates that
individuals do not apply ethical norms or religious doctrine in a strict fashion but rather that
morals, ethics and the embodied process of self formation dynamically contribute to ethics.
Many ethicists fear that ethnography is too subjective and will lead ethics (as it is understood
generally) into the realm of relativism. This claim, however, overlooks the fact that all
knowledge is informed by experience. Scharen (2003) writes, “Experience is never simply just
one among the four sources. Rather, it infuses all the others, as a sort of founding source or
means of knowing” (101). When one uses reason, scripture, or tradition to construct an ethical
argument, her assessment is first informed by her experience. Ethnography offers us not only a
method of analyzing experience but also a theoretical mode that appreciates the relevance of
experience in ethics. Put another way, even the creators of religious law are informed by their
own subjective experience. This is not to say that there is no place for law, dogma or theology in
ethics but rather that all of these must be part of a conversation with ethnography. Ethnography
must at least be a partner in the conversation if not a major informant and influence in our
discourse of ethics, religious ethics and particularly bioethics.
Allowing ethnography to inform ethics also highlights the importance of context in the
construction of an appropriate ethical response. We have seen this in both the micro studies of
healthcare such as Fadiman (1998) and the macro conversations about health policy and global
practices, such as Farmer (2005). Fadiman’s (1998) account of the importance of cultural
competence in medical care surrounds the religious, linguistic and cultural barriers to the health
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care of a Hmong girl. Fadiman maintains that with the appropriate knowledge of this young
girl’s context, the doctors could have treated her more successfully. Ethnography, though, can
also help in the construction of suggestions for correcting larger structural problems in health and
medicine. In his work Pathologies of Power (2005) Paul Farmer displays the deep levels of
inequality and injustices that surround global violence towards the poor. He argues that “human
rights violations are not accidents; they are not random in distribution or effect. Rights
violations, are, rather, symptoms of deeper pathologies of power and are linked intimately to the
social conditions that so often determine who will suffer abuse and who will be shielded from
harm” (2005, 7). As a physician-anthropologist, Farmer reveals these systemic “pathologies” and
is in a better position to make the case for solutions.
In addition to the insights offered by earlier scholars on the benefits of ethnography, I suggest
that ethnography helps us bring new questions and issues to the forefront of ethical discourse. An
example comes from a critique of the current formulation of Jewish bioethics. Ronit Ir Shai
(2012) criticizes halakhic (Jewish legal) rulings on the topic of abortion for their focus on the
status of the fetus. She claims this line of questioning offers a severely impoverished moral
discourse because of its focus on the fetus. Ir Shai argues that had the rabbis been female, they
would not have missed the mark. She asks,
Does a determination of the fetus’s status provide the exclusive moral basis for such a
decision? In other words, does the fetus question tell the entire story, including the female
point of view? Does it take into account…the ‘basic contradiction’ in the lives of women
who may want to bear children but also feel threatened by the ‘invasion’ of an unwanted
fetus and by the loss of their independence and sense of self (Ir Shai 2012, 17)?
My two years of ethnographic research in Jerusalem revealed that Haredi women develop moral
agency in their reproductive ethics as a result of the interaction of sociocultural, theological,
economic and embodied considerations. Drawing on ethnographic research we can see how the
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social, normative and embodied perspectives contribute to the formation of ethics. Significantly,
my work reveals that embodied wisdom is morally relevant. We are forced to ask then, what is
the role of the body in Jewish ethics? In bioethics? In ethics writ large? Because my research
raised these questions for ethics, it is to this inquiry that I now turn.

Body in Ethics

Despite the fact that the field of bioethics is a field that cannot be separated from the
bodily experiences of the people it seeks to help, we have not seen critical analysis of the body’s
role in ethics. In The Bodies of Women: Ethics, Embodiment and Sexual Difference, Rosalyn
Diprose (1994) says as much when she writes, “One rarely finds mention of the body in
discussions of the ethics of biomedicine, despite what would seem to be an obvious point: that
the object of biomedical theory and practice is the body” (1). The result of the separation
between bioethics and embodied health and illness is, as feminist scholars such as Margrit
Shildrick (2005) claims, that bioethics is “out of touch with bodies themselves, in the
phenomenological sense in which the being, or rather the becoming, of the self is always
intricately interwoven with the fabric of the body” (2). When bioethics is “out of touch with
bodies themselves,” it is out of touch with the individuals for whom bioethics matters. As
Diprose (1994) argues, the resulting structure of bioethics “relies on an inappropriate model of
the relation between the individual and her body and misconceives the nature of the relation
between the individual and others” (2). Consequently, bioethics is not relevant to those who are
struggling with health care decisions.
In contrast, anthropological research allows us to take bodily experience into account in
bioethics. I seek to revise bioethical discourse through an analysis of the body and its role in

21

formation of the self and of the self’s relation to others. In order to do this, I will first draw on
theories that address the ways the body contributes to one’s subjectivity, and I will then suggest
that bioethics must draw on this subjectivity.
I argue that an individual’s body is the site of her self-formation, but her subjectivity is
also informed by her interaction with others and the world. She experiences this interaction
through her body (Diprose 1994; Foucault 1982). This is not to say that the individual and the
body are separate entities, or that the individual has complete control over her body. Instead, I
follow Diprose’s argument that “the capacities of the body, its habits, gestures and style, make
up what the self is in relation to the social and material world” (1994, 104). In other words, the
individual experiences the world and enacts a relationship to it through her body. Regarding the
deficiencies in using contractarian ethics in surrogacy arrangements, Diprose argues, “Insofar as
contractarian ethics conceives of the pregnant body as two discrete bodies in one, or any body as
atomized and self-contained, it overlooks the fundamental interdependence of self and world,
self and other—an interdependence which is effected through the body” (1994, 116). In order to
take the individual into account in reproductive ethics, we must consider how a pregnant
woman’s body—and her changing bodily experiences—affect her sense of self and her
relationship to others.
It is important to consider what to make of the fact that the body in reproductive ethics is
constantly changing. Diprose suggests, “Pregnancy…involves profound changes to bodily
capacities, shape and texture with attendant shifts in the awareness of the body” (1994, 115). She
continues, “if the social identity of the self cannot be distinguished from the lived body by which
it is actualized and if one’s self-image cannot be distinguished from the living body as a whole,
then it should not be surprising if changes in the body effect changes in the structure and fabric
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of the self” (Diprose 1994, 117). Iris Young (1984) adds that pregnancy changes the self to such
a degree that the individual who began a pregnancy is not the same as the individual who
completed it. As the contours of one’s body changes, so too does one’s interaction with the world
around her. Young explains that as her body grows during pregnancy, she has to rediscover
where her body ends and the world begins. Furthermore, as the fetus develops, Young argues,
the pregnant woman experiences a “splitting” of the self whereby her body now contains
something that is both of her and other. “Pregnancy challenges the integration of my body
experience by rendering fluid the boundary between what is within, myself, and what is outside,
separate. I experience my insides as the space of another, yet my own body” (Young 1984, 49).
The physical changes of pregnancy, then, lead to changes in subjectivity. For reproductive
ethics, then, we must consider that the pregnant subject is not a static whole but rather a self
constantly developing through her changing interaction with her body and the world around her.
In this manuscript I draw upon my ethnographic data to show how a woman’s body affects
her relationship to the world and her relationship to herself. I maintain that as she experiences
pregnancy, these relationships change and her subjectivity within her community changes.
Given the relationship between body and self and the influence a changing body has on one’s
relationship to others, we must take these issues into account in our bioethical discourse.

Women’s Agency

As I argue that women develop moral agency through their embodied experiences, it is
important to consider what women’s agency means in the context of a patriarchal religious
culture and how the female body, instead of being a site of disempowerment, actually plays a
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role in empowering women. Here I will explain how this paradox makes space for women’s
agency.
By participating in biological reproduction, it could be argued that Haredi women
reinforce the gendered norm that their bodies were intended for this purpose, a norm often seen
to buttress inequalities and subordination. This perspective, however, lacks a nuanced
understanding of subjection and agency. Rereading Foucault, Butler (1997) suggests that because
of the inherent connection of the formation of the subject to his/her subjection, the act of refusing
or opposing subordination actually reiterates one’s subjection (11). In other words, by refusing
the male authorities during pregnancy, Haredi women are first acknowledging their subjection to
the male authorities and second, they are using pregnancy—the bodily site of their subjection—
as the source for their opposition to subjection. This is what Butler, following Foucault, referred
to as the “paradox of subjectivation” (Butler 1997). The norms that require a Haredi woman to
remain in a state of pregnancy are those same norms that she draws upon in order to resist her
oppression. The conditions that have led to her gendered role in the community—the
requirement for her to reproduce and raise the family—have also been the sources for her selfformation and her agency.
Butler’s reading requires that we see agency as the opposition to authorities and norms.
Butler would not see the Haredi woman as an agent if she is not rejecting the norms of her
community. And yet her expression of autonomy and authority are surely expressions of agency.
Saba Mahmood (2005) offers a more nuanced perspective on agency: agency does not need to be
understood as actions that resist or reject cultural norms; rather, agency is the capacity for action.
Applying this perspective, we can see that in order to reject their rabbis and doctors—medical
and religious authorities—Haredi women conform to religious norms regarding a woman’s role
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in biological reproduction. Furthermore, it is only through the belief that her pregnancy is the
enactment of God’s will that a Haredi woman can have the authority to reject the rabbis and
doctors. Thus, by complying with dominant theological norms about reproduction, women find
space for exerting their authority over their bodies and their pregnancies.

Nuts and Bolts
I conducted my research over a two year period in Jerusalem using a traditional
anthropological method of participant and non-participant observation and interviews. I decided
not to live in a Haredi neighborhood. First, I was not looking to discover how Haredi women
live on a daily basis. Second, as I will discuss below, even if I had lived with them I would not
have blended in with them. I had no intentions of becoming Haredi, and there are any number of
differences between myself and the Haredi women to whom I am indebted for much of this
research. Lastly, living in a different neighborhood allowed me to do a great deal of
anthropological comparison. I learned from my neighbors—secular and religious, young and
old, Sephardi and Ashkenazi, native-born and immigrants—about their views towards Israeli
society, medical care, and the Haredi women I was studying. This distance afforded me the
opportunity to gain different perspectives on my research.
I interviewed twenty-one Haredi women over the two years. All of the women who
shared their pregnancy narratives with me were put in contact with me through snowball
sampling. Although a few were pregnant at the time of the interview, many were not but had
been pregnant within the year prior to the interview. Two women were older and already had
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grandchildren at the time of the interview. All were Israeli women, and most of the interviews
were conducted in Hebrew.
My original plan was to interview Haredi women with three or fewer children, since I
thought that these women would have more time to participate in research and would not yet be
jaded by the pregnancy experience. For these women, I figured, pregnancy would still be a “big
deal.” Soon after I began the collection of data, however, a woman convinced me that my
parameters reflected a great lack of cultural competence. Chani, pregnant with her fifth child,
heard about my research from a friend of hers who noted that she would not fit into the design
because she had too many children. Chani wrote me an angry email saying, “I assume that you
were never pregnant in your life because believe me it doesn't matter what pregnancy I am in,
pregnancy becomes the only focus of my life” (emphasis original). Though Chani apologized
later for some of the rudeness in her email, I thanked her for her honesty and for teaching me a
valuable lesson—that my middle class, American perspectives on pregnancy would be starkly
different from hers. I admired Chani’s honesty, and I appreciated her eagerness to participate in
the research. At her urging I loosened the eligibility requirements for the research participants
and opened myself up to their world. Despite the fact that they did not fit into my original
research parameters, many women like Chani provided invaluable information, comparison, and
data for my overall picture of reproduction in this community. This is all to say that this study is
by no means scientific in the strict sense of the word, but I also have no doubt that what I found
is a common theme in the reproductive lives of Haredi women and that my findings can help us
consider issues of reproductive ethics on a global scale.10 When necessary I account for these
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See Flyvberg (2001) for a comprehensive discussion of the difference between social science research and
natural science research and the fact that the two have their respective strengths and weaknesses. Flyvberg argues

26

differences in background or reproductive histories in my analysis in order to provide some
perspective for the reader.
In order to accord with IRB requirements and protect the privacy of my informants, at the
beginning of each interview I explained that each woman’s privacy and involvement in the
research was maintained locked and secured in a file on my computer. Interestingly, however, I
found that women were less concerned with how I was going to protect their privacy than they
were with how I was going to respect their time. While some interviews lasted four hours, which
generally included a whole morning or afternoon spent talking to a woman about a variety of
topics, many women were wary to commit to an interview that would last longer than two hours.
They had too much else to do, they explained, and they could only meet for longer if I
accompanied them to pick up their kids from school or prepare dinner, which I often did. Others,
however, could not even begin an interview until after 9pm, since they worked all day and then
had to feed their kids and put them into bed in the evening. Their lack of concern with privacy
was due to the fact that they saw me as an outsider, writing for an outsider audience. The women
I spoke to did not want their information shared in an Israeli newspaper, which could eventually
reach someone in their community, but they felt so secure in the fact that nobody they knew
would be reading my manuscript that many did not even care whether I changed their names.
Nonetheless, it should be noted that I have changed all identifying details of all the participants
in this research, except for the heads of pro-life organizations, since their names are part of the
public record

that even though social science research cannot yield universalizable theories, it can offer phronesis, an important
level of analysis that helps us think about conflict and power in society.
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Fortunately, I developed a trusting relationship with my informants. Though they knew I
was not Haredi, each woman was aware that I was religiously observant and married. When we
spoke over the phone to coordinate details, most women asked if I was dati, (religious), a word
that in Israel indicates a certain level of religious observance. I answered honestly in the
affirmative, so that when I showed up at their house wearing a head scarf (a common religious
symbol in Jerusalem indicating one is not only married but also religious—different scarves then
indicate different levels of observance), they knew that I was married. Some, though,
commented on my adoption of full Haredi garb (long, dark-colored skirt, long sleeved top, high
neckline) during our interview. They explained that I did not have to come in to their house like
that, but most seemed to appreciate my respect of their community. Because I tried to blend into
the community as much as I could, women did not have to explain to their neighbors who this
relatively secular woman was, visiting them so late at night.
Though I tried to blend, I learned repeatedly that I could never actually pass as Haredi.
Even when I donned the long pleated black skirt, the black tights, black flats that make no noise
on the street, a plain colored sweater or button-down shirt and a satin scarf covering every wisp
of hair, I still walked differently, talked differently and held my head differently. These are
things that my secular and non-Haredi friends never seemed to notice; when they passed me on
the street most did not recognize me, but I always received stares walking through Haredi
neighborhoods. I was also, relatively, an old lady, a 27-year-old married woman without any
children, observed clearly as I walked through the streets without a stroller. Because even the
Haredi-born women who do not have children by the time they are 27 feel like outsiders in their
own community, I was doubly Other. Instead of trying to blend and experience life as a Haredi
woman, then, I accepted my status as different from theirs and I learned from our interactions.
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And yet certain things about my identity helped establish the trust of my informants. My
religious identity and knowledge meant that the women could use religious language and not
have to define every word or concept, though I often pressed them to be explicit with their
meanings. The fact that I was already a practicing Jew, however, limited my access to a deeper
level of intimacy. In Mystics, Mavericks and Merrymakers, Stephanie Levine (2003) explains
that one of the reasons she was welcomed so fully into a group of Hassidic girls in Crown
Heights was her completely secular Jewish identity. Levine (2003) explains, “My genuine
respect for Hasidism was fertile ground for the well-honed Lubavitch flair for proselytizing
among secular Jews” (6). I, on the other hand, was never recruited to become religious, perhaps
because I was already observant but not their kind of observant and thus they saw me as heretical
and a lost cause. Instead, I found that my participation in the outside world aroused less
suspicion than some had feared; rather, I think it actually reassured the women because they
knew that the information they shared with me would never reach anyone in their community.11
My married identity meant that they could share with me the private thoughts of a
married woman and a married life. My lack of children did not seem to be a problem as only one
woman asked if I didn’t have children because I didn’t want them or because I was infertile.
Others probably assumed I was having difficulty getting pregnant, but they were too polite to
ask. A few pitied me for not having any children, and some shared juices or foods believed to
increase fertility. A common closing to a conversation or an interview was “B’Karov Etzlech”
[soon by you] or “B’Sha’ah Tovah” [in a good time], indicating that they hoped that I, too,
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This is extremely different than Kaul-Seidman’s (2002) findings that when women conduct ethnographic
research in the Haredi community, Haredi women often label them as “ba’alot tshuvah” or those who have
“returned” to Judaism, meaning they are becoming more religious. Otherwise, Kaul-Seidman claims, the research
participants could not understand why someone was so interested in their practices.
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would soon be pregnant. And yet, my aspirations of a profession in higher education distanced
me from the women significantly, since this was a goal they could not completely comprehend
and that they did not value. This liminality between insider and outside accorded me a unique
position to gather research data from Haredi women. Because of the closed-nature of Haredi
communities, I probably would not have gotten as far as I did without this dual identity.
As each interview progressed, I found that women thoroughly enjoyed sharing their
personal experiences with me. Though their answers began slow and distant, about thirty
minutes into our discussion, women chatted with me as if we were long lost friends. When they
found themselves on a tangent from the original question they apologized, as one said, “I’m
sorry I just never have had a chance to discuss this before…nobody is ever interested in my
pregnancy experience.” The simple fact that I was asking them about their experience led many
women to confess things to me that they had never shared with other people; this simple fact
reveals that though their communities do not publically recognize their pregnancies, Haredi
women consider their reproductive narratives to signify their identities.
My research also included interviews with thirteen doctors and nurses who work with
Haredi women. Nurses easily agreed to participate after I mentioned that I had received their
name from Karin, a prominent nurse-midwife for the Haredi community. Most nurses viewed
Karin as the expert—well-connected and with a lot of experience—so mentioning her name
(which she allowed me to do) helped me gain their trust. After I spoke to nurses, they reached
out to doctors and recommended that they participate in my research. Doctors frequently
referred me to other doctors but they were not always willing to allow me to use their name in
order to make the connection. Interviews with the doctors and nurses were short—30-45
minutes because they usually made an appointment for me during their shift at the hospital.
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I also interviewed eleven doulas (labor coaches) who cater to Haredi women. A doula in
Israel often has similar responsibilities to a midwife in America. However, since in Israel
midwives work in shifts like nurses and deliver almost all babies, they are seen as part of the
medical establishment and, thus, as not providing the personalized care that midwives in
America provide. In order to get a more individualized and perhaps a more natural birthing
experience, many women in Israel hire doulas. Though this will be expanded upon later, it is
necessary to point out here that doulas are particularly prominent in the Haredi community.
Because husbands are frequently not present in the birthing room, doulas often serve as birthing
partners for Haredi women. I also found that doulas were predominantly American women who
had immigrated to Israel when they were younger. Some women recommended I spoke to their
doulas, and some doulas I contacted after I spoke to a colleague of theirs. I called a few after I
saw their advertisements in the newspaper. Doulas enjoyed sharing stories with me, so those
interviews lasted at least one to two hours.
I recorded almost all of the interviews I conducted and then transcribed them. I also took
extensive notes after each interview wherein I documented my description of the apartment, the
general atmosphere for our interview, some non-verbal cues, and my own reactions to the
interview. For all except two of the interviews I was able to do this within a week of the
interview so as to ensure the most recall. I found that during the interview I could not take notes
because it generally interrupted the flow of the conversation, and it was difficult for me to have a
conversation in Hebrew while taking notes in English. Every once in a while I scribbled just one
word to jog my memory that I then elaborated upon later, but for the most part I reserved notetaking for after the interview.
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Although I would have liked to observe more doctor-patient interactions with the women
I interviewed, most women did not want me to accompany them to their medical appointments.
They were happy to talk to me in private, but once again women did not want members of their
community to know that they were participating in research. Fortunately, however, I did manage
to observe about one hundred hours of ultrasound examinations with Haredi women at two
prenatal clinics in Jerusalem. At the first, a prenatal clinic based in a Haredi neighborhood and
catering to Haredi clients, the head of the clinic assigned me to a particular ultrasound technician
who allowed me to observe all of her exams with patients. The head of the clinic instructed me
to put on a white coat so that the patients would just assume I was training to be a technician.
She told me not to tell any of the patients that I was doing research, but to just watch. Only one
husband questioned my role in the room, and the technician quickly answered, “She’s here
learning.”12
The second ultrasound clinic was located in a large hospital in Jerusalem. Here I was not
assigned a particular doctor but instead sat in the waiting room of the ultrasound clinic until a
Haredi woman walked in with an appointment for an ultrasound. At that point I approached her,
told her about my research, obtained her consent and followed her into her exam. Sometimes
women waited for their appointments for an hour or more, but often women were rushed right
into their appointment, not allowing me the time to discuss the research with them and possibly
obtain their consent. Since about half of the women refused to participate, I sometimes sat in the
clinic for a couple of hours without collecting much data. I attribute this high refusal rate to the
fact that a woman’s participation at this point would have been public. Additionally, husbands
12

I was not comfortable with the deception of research participants; however, the IRB at my university required
that I receive approval from the head of the clinic, and in order to do so I had to follow her rules. Ironically,
deferring judgment to the contextual authority figure landed me in less-than-ethical territory.
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often accompanied their wives to the ultrasound appointments, and husbands frequently declined
my request before their wives had a chance to think about it.
I was also invited to observe a set of prenatal classes for Haredi women. Once a week for
six weeks, thirty women attended a prenatal class run by Karin, the nurse-midwife I mentioned
earlier. It was towards the beginning of my research phase, and therefore I was still
uncomfortable in my Haredi garb, but I was far more uncomfortable in that room because I was
not pregnant. Sitting in a room with thirty women in their eighth or ninth month of pregnancy
makes the un-pregnant woman feel exceptionally small and insignificant. In this course Karin
covered topics such as menstruation cycles, gynecological examinations, picking a hospital in
which to birth, prenatal care and testing, the birthing process, and the post-partum period.
During my two years of research in Jerusalem I also attended weekly classes for Haredi
women on a variety of topics. Rabbis’ wives taught the classes, and a variety of women
attended—young, old, unmarried, married with many children. They were frequently held late in
the evening—from 8:30-10pm. Most of the classes were Hassidic, focusing on a particular
rebbe’s13 thoughts and writings, or topical, inviting theoretical commentary and reminding
women of laws for common Jewish practices like family purity. These classes allowed me to get
a better idea of some of the practical philosophies behind Hassidic thought, from a female
perspective. Tamar El-Or’s (1994) work on education among Gerer Hassidic women proved
invaluable as I tried to understand the structure of classes and their purpose.
My attempt to understand other educational influences in Haredi women’s lives extended
to the prenatal advice books that women in this study recommended to me. I have incorporated
these books in my analysis to the extent that the women said they used them. Though some of
13

Hasidid rabbis are referred to as “rebbe.”
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the books provide rabbinic guidance for a particular test or scan, I found that the women did not
refer to these books for direct rabbinic authority. If they wanted rabbinic sanction for something,
they would ask their own rabbis. These books served a purpose similar to What to Expect When
You are Expecting in the United States, but I found that women did not frequently reference
them. Instead, women said common prayers that I use as data, but because women did not
reference the books, I do not rely on them for describing women’s local moral world. I provide
data from my readings of them only anecdotally.
Although I did not intend to address issues of abortion politics in Israel or particularly
with Haredi women, I began slowly investigating two anti-abortion organizations in Jerusalem
after research experiences led me to them. Because both organizations were so welcoming to me,
I served as a participant-observer for over a year, volunteering a couple times a week and
performing some random tasks, mostly secretarial. In the meantime, I gathered data that I draw
on specifically in chapter seven but that has informed my entire analysis of reproductive
practices among Haredi women. Especially through my work with Bead Chaim and Efrat, I have
come to understand the connection between economics and reproduction in Israel.
Bead Chaim, which means, “pro-life,” is an anti-abortion organization in Israel, founded
and operated by Messianic Jews and other Christians. Their main office is in Jerusalem, but they
have branches in a few major cities in Israel where social workers and trained professionals
counsel women who are thinking about having abortions. I found out about Bead Chaim from a
brochure I received while entering the Central Bus Station on a Sunday morning. The director of
the organization, Sandy Shoshani, stands outside the bus station at this time, handing fliers to
young soldiers returning to their base after a weekend at home. This particular population of
young men and women is one of the main target populations of the organization, since female
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soldiers are eligible for two free abortions while completing their obligatory military service.
Most of Bead Chaim’s clients face social, familial and economic pressures that make it difficult
to continue an unplanned pregnancy. Though Bead Chaim’s original intention was to prevent
only Jewish women from having abortions in Israel, and to a great extent this is still the
ideological focus, now the organization’s clients represent a diversity of religious orientations
and nationalities. In the last four years, Bead Chaim has helped over two hundred women who
would have aborted without the extra financial help.
As a researcher at Bead Chaim, I interviewed the director of the organization a few times.
I also engaged in casual conversation with other employees, volunteers, and women who came to
the organization seeking help. I also observed their weekly prayer meetings, where the
volunteers and employees gathered to share news, discuss upcoming events and pray for their
current clients and projects. In those meetings I learned a great deal about the philosophy of the
organization, its main goals, and its perceived place in Israeli society. As a volunteer, I also
helped during their monthly mothers’ meetings. During these two-hour meetings, mothers who
were receiving support from Bead Chaim participated in a seminar on topics ranging from the
mother-infant relationship to personal goals and child development. At the end of each seminar I
helped distribute donated clothing and food to the women who attended. Lastly, during the year
I volunteered with them, Bead Chaim opened the Ganei Chaim (Gardens of Life). They
dedicated these gardens to the fetuses that had been aborted. I attended two ceremonies at the
Ganei Chaim—the opening ceremony and another planting and healing seminar.
Though I began volunteering at Bead Chaim, once I gained access to the second
organization, Efrat, I spent more time with the latter. This was for two reasons. First, Efrat deals
with many more clients. Whereas Bead Chaim has worked with about 200 women in all of their
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years of operation, Efrat helps over 4,000 women each year. As a result Efrat is much more
well-known. Secondly, Efrat targets Jewish women and works, almost exclusively to prevent
abortions among Jewish women. In fact, I learned about Efrat from one of the women who
participated in my study, who told me that if a Haredi woman wants an abortion she knows she
can turn to “Rav Schussheim.” As I searched for this rabbi, I discovered that he is not a rabbi but
rather a doctor who serves as the director of Efrat. This confusion is indeed indicative not only of
the two roles Dr. Schussheim plays for Efrat but also of the general overlap between doctors and
rabbis in Haredi medical care.
The ideological seeds for Efrat began in the 1950s, when a Holocaust survivor moved to
Israel and discovered—to his surprise—that Jewish women were having abortions. Ruti Tidhar,
the assistant director of Efrat, explains this survivor’s reaction by saying, “After we had lost so
many of our people, and he came to Israel and saw how many abortions were being done, he was
horrified.” Practically, however, the organization was not founded until the 1970s when Dr. Eli
Schussheim decided to devote all of his time to preventing “unnecessary” abortions. In Chapter
seven I discuss Efrat in greater detail and address what they mean by “unnecessary” abortions.
Efrat supports women for a year (recently increased to two years for those who qualify) after the
birth of the baby with food, baby supplies and furniture.
Though I began at Efrat as a researcher, I realized I could volunteer with them on a
weekly basis and learn more by speaking to the employees and asking questions as they arose.
Since Ruti was thrilled to have another native English speaker in the office who could do some
translation work for them (Ruti immigrated to Israel almost thirty years prior), she quickly
agreed to allow me to collect research data as I volunteered. First Ruti gave me simple tasks—
putting together a mailing, finding addresses for donors—but within a couple of months, she
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wanted me to call donors and thank them for their support and also call women who had applied
to Efrat for support but had not notified the organization of the birth of the baby. Because
Efrat’s support is contingent upon the birth of a live baby, women need to send the organization
a copy of the birth certificate. When a few months pass after the expected due date and a woman
has not sent in the birth certificate, she receives a call from an employee or volunteer asking
about the baby and reminding her to send in the birth certificate. Frequently, I called women
who had not been guaranteed help from Efrat but instead received a letter saying that the board
deferred their request. Other times Ruti asked me to call women who were still pregnant but
were missing certain information from their application. I was shocked that Ruti asked me to
help in this way considering my lack of social work training and the fact that she did not really
know my position on abortion. I think that for Ruti, though, it did not matter whether I was in
favor of or opposed to abortion, because she saw her organization as a “pro-woman” group,
instead of a “pro-life” group. She would not sign the consent form giving me access to Efrat until
I changed the descriptor of the organization to “pro woman.” In her mind, and reflected
throughout Efrat’s mission, anybody who is supportive of women will help them have children.
As a researcher at both Bead Chaim and Efrat, I struggled a great deal with my role. As a
participant-observer I was required to participate; I could not just sit there and watch the office
operate. First, if I had not involved myself, I would have remained an outsider, and second, I
would never learn as much as I did. The directors of the organizations found my help to be
extremely useful, although they probably unknowingly put me in positions in which I was
personally at odds with the organization. Furthermore, many of the tactics used by Bead Chaim
are tactics that I oppose: obscuring the purpose of the organization and leading women to think
the organization will help them get abortions but, instead, using ultrasounds to convince women
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not to abort. Though I never voiced my pro-choice opinions, I suspect that Sandy and the other
employees were aware of my positions. At the second prayer meeting I attended, Bead Chaim
members prayed for two students who were writing a project about the organization, hoping to
persuade the students to be pro-life. I think their prayers were, at least partially, directed at me.
Regardless of these conflicts, I maintain that the data I collected through my work with these
organizations is some of my best. Everyone at the organizations knew of my participation as a
researcher, and I received written consent from the directors of the organizations for my
participation.
As I discovered the contemporary linkage between abortion politics and economics in
Israel, I decided to also look into the history of abortion legislation. Therefore, I gathered
Knesset debates on abortion legislation from the 1970s through the present day. With the help of
the employees at the Knesset archives I collected all of these documents, translated them, and
developed a better framework for understanding the political and religious-political views
towards abortion in Israel. This collection of data provides me with a broader understanding of
the socio-economic considerations of reproduction in Israel.

Outline of the Manuscript
In this manuscript I focus on the body, specifically the self-consciously embodied moral
agent who constructs a reproductive ethos that is intricately woven to her bodily experience and
the cultural understanding of that bodily experience. My findings speak to the relevance of
normative religious and ethical doctrine in the lives of moral agents and the capacity of
individuals to respond ethically to their situations without the help of hierarchical authority
structures. Interestingly, Haredi women negotiate and re-appropriate the norms and beliefs
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central to their observance of Judaism to give them the authority that they do not have in other
areas of their lives. In doing so, they challenge the traditional system that maintains the
ideologies and practices of Haredi Jewry. Furthermore, their embodied experience is what
enables them to exert agency over their bodies. Ethics—and religious ethics in particular—must
be viewed from the perspective of the embodied moral agents so that our ethical discourse can
better reflect the lived realities of ethics.
The second chapter of this manuscript provides the reader with an introduction into the
two main bodies of literature that have shaped the project. First I explain this project as an
outgrowth of research into the anthropology of reproduction. I suggest that the previous
literature has not placed enough emphasis on women’s agency in reproductive decisions,
focusing instead on the technocratic model of pregnancy and birth pervasive in American
medical care. I also situate my research within the anthropology of reproduction in Israel
specifically, where scholars have emphasized the pro-natalist policies of the Israeli government
and of Judaism as critical in shaping reproductive practices of Israeli women. As my study looks
at the reproductive practices of Haredi women, I am able to offer a unique analysis of women’s
agency in reproduction and of the role of religion in reproductive medical care. The second
chapter also provides a brief overview of the field of Jewish bioethics and my critiques of its
text-based approach to ethics. I suggest that Jewish bioethics especially, but additionally the
entire field of bioethics, would benefit from an ethnographic approach to ethical discourse.
The third chapter contextualizes my argument about Haredi women with background
information on Haredi Jewry. I found that although the majority of scholars have focused on the
religious lives of Haredi men, a few have taken Haredi women as their object of study. This
focus on Haredi men has led many scholars to conclude that Haredi religious life in the last few
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decades has become completely text-based and reliant on religious authorities to interpret and
apply those texts to a growing arena of influence. I argue that Haredi women’s lives do not
reflect this shift. Since Haredi women’s religious lives are more focused on their bodies, women
come to rely on their bodies for authority. The data from other scholars, combined with my own
findings about the lives of Haredi women, shapes this chapter as I provide support for my main
argument that Haredi women’s agency arises out of their bodily interaction with the social and
religious context in which they live.
In the fourth chapter, “Medicine and Religion: Doctors and Rabbis,” I argue that the
procurement of health care imposes restrictions on a Haredi woman’s autonomy over her
reproductive life. In an effort to assert their authority over medical decisions, rabbis involve
themselves in the medical care of their Haredi constituents. Doctors, for their part, comply with
rabbinic involvement because they are aware that their acquiescence to rabbinic demands will
improve their business. For example, rabbis refer women to doctors who defer to rabbinic
authority and even delegate medical care to rabbis. Doctors instruct women to accept their
rabbis’ opinions on conducting prenatal tests, and some provide rabbis with hormonal birth
control pills that they can disseminate to women who ask permission for their use. In this chapter
I explore the historical origins of this relationship and its current manifestation in Haredi
women’s prenatal care.
As women battle with the matrix of control I describe in Chapter Four, they draw upon
cultural, religious and theological norms to support their expression of agency over their
pregnancies. This is the topic of Chapters Five and Six. In Chapter Five, “Embodiment, Ethics
and Reproductive Agency,” I argue that women draw upon theological beliefs and cultural
ideologies to justify their autonomy during pregnancy. By framing pregnancy as the embodiment
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of divine authority, a Haredi woman is empowered to express agency over her pregnancy. When
understood as the embodiment of a divine act, pregnancy supersedes rabbinic dictum, granting
women agency over their bodies. Furthermore, in this chapter I show how a Haredi woman’s
bodily experiences provide her with the authority to override the rabbis who have no bodily
knowledge of pregnancy. Beginning with her third pregnancy, a Haredi woman is more likely to
rely on her body for authority in reproductive ethics rather than on religious texts and the
authority of male interpreters. In this chapter we will see how women draw on their bodily
experience and their context to remove pregnancy from the gender norms of Haredi society and
transcend the religious authority structure so that they have agency over their bodies and their
reproductive decisions.
In Chapter Six I continue exploring the theological elements that contribute to a Haredi
woman’s moral agency and her sense of autonomy over reproductive decisions. Here I consider
women’s manipulation of two additional theological concepts in the Haredi lexicon: hishtadlut
(efforts) and bitachon (faith). These concepts teach Haredi men and women when they are
expected to take actions (hishtadlut) and when they should rely on divine involvement in their
lives (bitachon). I argue that when women define their actions during pregnancy—such as
healthy eating or procuring prenatal tests—as hishtadlut, they claim their significance in the
process of fetal development while giving theological justification to these actions. Additionally,
women draw on their protected relationship with God, bitachon, during birth in order to maintain
authority over their bodies as the medicalized birthing system in Israel threatens to challenge
their agency. Lastly, this chapter considers how women understand reproductive catastrophes—
such as miscarriage, maternal death, or fetal anomaly—as something beyond their control, thus
removing themselves from all blame for these occurrences. Through an analysis of these terms
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and the way they are used in Chapter Six, I further my argument that Haredi theology actually
bolsters and contributes to Haredi women’s agency.
Last, I consider the relationship between a woman’s economic context and her
procurement of abortion services. This is the subject of the seventh chapter of my dissertation,
“The Reproduction of Poverty.” This chapter has two parts: a historical and a contemporary view
of the economics and abortion in Israel. First, I provide historical context for the relationship
between economics and reproduction in Israel through an analysis of the Knesset (Israeli
Parliament) deliberations about abortion legislation in the 1970s. In the 1970s, members of the
Knesset expressed concern about the socioeconomic condition of Israeli families with many
children. Though Haredi families were not the intended target of a new law that would allow for
abortions in the case of socioeconomic need, the debate in the Knesset quickly turned towards
these women and whether or not they should be allowed this option. What becomes clear is that
the State’s pro-natalist goals cannot be separated from the socioeconomic situation of many
families in Israel.
In the second part of this chapter I consider the economic incentives that Efrat, a pro-life
group in Israel, provides Jewish women provided they continue the pregnancy they are planning
to abort. Many Haredi women today--struggling with large families, low-paying jobs, decreases
in government support, and poor living conditions--also consider economic need to be a
legitimate reason for abortion. Haredi women are aware that while their rabbis will not permit
them to use birth control if their reasons are economic, they do have another option if they find
themselves pregnant and in need of financial support. Women in this situation know they can
turn to Efrat, an anti-abortion, social-welfare organization that provides women with economic
support in exchange for maintaining a pregnancy. In Chapter Seven I show how this organization
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balances the competing desires of quality versus quantity in the reproductive practices of Haredi
women by “purchasing” those babies that would have otherwise been aborted due to economic
need. Through this analysis we see that abortion practices in Israel are still tied to the
socioeconomic needs of Israeli Jews.
In the concluding chapter I return to some of the questions and issues that I raised in the
opening to this chapter. I show that the reproductive ethos of Haredi women in Jerusalem can
speak to the current attempts in the United States to limit women’s reproductive freedom.
Although I found that Haredi women exercise agency over their reproductive lives, they do so by
discounting and ignoring medical knowledge and putting themselves and their families at risk. In
this last chapter I share with the reader reflections from my recent pregnancy, because this
experience helped me reach the conclusion that our legal and medical system, as in Israel,
repeatedly denies women’s agency. The situation I describe in the chapters that follow is, to a
great extent, context specific, but it speaks to reproductive legislation, practices and ethics on a
global scale.
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Chapter Two: My Interlocutors
Two primary bodies of literature have shaped this research project and the arguments I
advance here: anthropology of reproduction and Jewish bioethics. In this chapter I will provide
an overview of these two fields while offering some critique. Though I believe my work to be in
conversation with many more interlocutors than those I list in the following pages, these two
fields form the background for this research.

Anthropology of Reproduction
Anthropological scholarship on reproduction has followed a particular trajectory that
corresponds to political changes in women’s reproductive rights and the proliferation of
reproductive technologies. The first analyses of reproduction in the United States consisted of
feminist, anti-technology arguments.14 Emily Martin (1987) spearheaded this approach with her
argument that the prominence of technology in reproductive medicine is accompanied by the
medical depiction of the female body as a machine. In The Woman in the Body, Emily Martin
(1987) describes the history of medical discussions of women’s bodies since the 1800s and
claims, “The metaphor of the body as a machine continues to dominate medical practice in the
twentieth century and both underlies and accounts for our willingness to apply technology to
birth and to intervene in the process. The woman’s body is the machine and the doctor is the
mechanic or technician who ‘fixes’ it” (54). Furthermore, based on 165 interviews, Martin
found that women perceive their bodies through medical and scientific perspectives. In this first
wave of anthropological scholarship on reproduction, scholars denounced the medicalization of
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reproduction out of feminist concerns for women’s autonomy.15 But recently, studies from
Mitchell (2001) and Layne (2003) reinforce this argument as they claim that medicine is a
hegemonic system that changes the individual’s perception of her own body, pregnancy and
fetus.
Although this analysis provides an apt description of the medico-scientific emphasis in
reproductive medicine, scholars could make sweeping claims about the invisibility of women’s
individuality in reproductive medicine only by ignoring the differences in women’s reception of
the technocratic practice of reproductive medicine. As new reproductive technologies such as invitro fertilization (IVF), preimplantation genetic diagnosis (PGD) and amniocentesis became
more routine, anthropologists broadened the scope of investigation and soon thereafter advanced
arguments about the individual and cultural interaction with these technologies.16 This change is
evident in Ginsburg and Rapp’s (1995) anthology, Conceiving the New World Order. Here they
argue for the need to recognize cultural variations in reproductive practices. They argue,
Although modern technologies may be compelling, their effects are unpredictable.
Diverse local practices must be accounted for because they play a role in the negotiation
for or resistance to such technologies in every case. Thus, our work focuses on how
people act as agents in shaping their own reproductive lives, however constrained their
options may be by national and even international forces. (Ginsberg and Rapp 1995: 9)
In particular, scholars argued that religious, political and national values affect the individual’s
use of new reproductive technologies (NRTs).17 Browner and Press (1995), for instance,
highlight the cultural context surrounding the decision to undergo prenatal diagnostic screening.
Describing the reproductive choices of middle and working-class Mexican-Americans and nonHispanic white women in California, the researchers show how these women are constrained in
15
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their decision to undergo an alpha-fetoprotein (AFP) blood test, which screens for neural tube
defects and Down syndrome. Browner and Press claim that working and middle-class women’s
perceptions of pregnancy are influenced by society’s language of “risk” during pregnancy and
the “reassurance” offered by the medical community (Browner and Press 1995: 309). They argue
that these women unquestioningly accept AFP because these themes of risk and reassurance
pervade their pregnancies. The authors maintain that a woman’s cultural context limits the
information she receives from physicians and restricts the authority she has to question the
procedures (Browner and Press 1995). This perspective on reproductive technologies recognizes
that cultural ideologies create differences in the appropriation of technologies, but it also displays
a sense of cultural determinism. Browner and Press present women as passive recipients of their
cultures’ beliefs about pregnancy and the solutions offered by the medical establishment.
Others, however, focused on the conflicts that often arise between cultural values and a
woman’s embodied knowledge, an area of research that has strongly influenced the argument in
this manuscript.18 In her study of women’s attitudes towards fetal ultrasound imaging in Greece,
Eugenia Georges (1996) found that religious, political and national ideologies contribute to
whether women prioritize medical information over their embodied knowledge. The women in
her study equated fetal imaging with “putting the baby on television” (Georges 1996:162), a
metaphor that Georges suggests emphasizes the modernity inherent in fetal ultrasound imaging
and therefore the authority these women ascribe to information derived from it. Though these
arguments begin to recognize the individual’s embodied experience as a contributing factor in
her interaction with medicine, many still insist on the hegemonic influence of medical and
scientific information. Browner and Press (1996) also comment on the potential for conflict
18
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between embodied knowledge and medical information. Unlike Greek women, the American
women in Browner and Press’s research recognize the fact that society relies on information
from technology and medicine, and they still utilize such sources, but they also prefer to listen to
their bodies (Browner and Press, 1996). These studies and others like them highlight first the
potential for conflict between a woman’s embodied knowledge and the authority of medical
information and second, the fact that women do not reject their embodied experience in the face
of medical authorities.19
As the use of reproductive technologies increased, scholars suggested that the
normalization of NRTs and the consequent commodification of fetal life had an effect on
women’s attitudes towards the technologies.20 Regarding the normalization of IVF, Sandelowski
(1991) states, “Women and couples in our studies who were fully aware of the physical and
psychic pain involved in pursuing medical treatments for infertility nevertheless had difficulty
saying no to the possibility of a child, because they were everywhere surrounded by evidence
that IVF and other techniques do result in babies” (35). Furthermore, Rothman (1988) suggests
that prenatal testing and surrogacy arrangements have particularly emphasized the
commodification of life and women’s bodies; however, she found that women awaiting results of
prenatal testing “cannot maintain the medical language, the needed distancing, but feel the baby
within as a baby, as their baby…Motherhood resists commodification” (99). These studies show
the individual struggling with the normalization of reproductive technologies and the
commodification of reproduction.

19

Another example is Saetnan 2000 of Norwegian women’s narratives of ultrasound.
See, for instance, Becker 2000; Browner and Press 1996; Browner and Preloran 2000; Morgan 2000: Saetnan,
Ourdhsoorn and Kirejczyk 2000; Rapp 2000; Saetnan 2000.
20

47

Despite influence of commodification and normalization on reproductive experiences,
Gay Becker (2000) found that individuals negotiate the various ideologies of technocratic
medicine along with cultural values to construct their perspectives. Part of her research involved
attending meetings of Resolve, a self-help and activist group for people who are struggling with
infertility and have not been successful in getting pregnant after many attempts with reproductive
technologies. The organization accepts the cultural ideology of parenthood but rejects the
dominant ideology of biological parenthood and therefore promotes alternative methods of
becoming parents, such as adoption. Becker realizes that while infertility generally creates a
sense of failure among women when they have tried using various reproductive technologies and
not given birth to a child, the shared experience of women with infertility problems helps all of
the women involved feel more normal. Becker (2000) notes that even within Resolve, “Women
and men do not necessarily subscribe to all the principles the organization supports. While
people sometimes reframe their views to reflect those of the organization, they may remain
resistant to social pressure to do so” (115). This kind of analysis is novel in the anthropological
literature on reproductive technologies. Becker argues that these men and women reject not only
the medico-scientific ideologies about reproduction but also the cultural pressure of the
organization.
Others specifically highlight the agency involved in reproductive decision-making.21
Thompson (2005) conducted ethnographic research in an assisted reproduction clinic and
questions the common argument that “medical technology objectifies the patient, which deprives
her of agency” (180). She rejects the notions of women as victims of technological hegemony.
Instead she suggests that objectification may occur but “involves her active participation and is
21
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managed by herself as crucially as by the practitioners, procedures and instruments” (Thompson
2005: 185). Although this discovery is encouraging from a feminist perspective, it must be kept
in mind that the participants in Thompson’s study were investing a great deal of money in
fertility treatments, leading them to reject any suggestion that they were not in control of the
process. Scholars have not critically considered the role of class and economic status in the
attitudes towards reproductive technologies, but this brief overview suggests that these are
indeed significant factors in one’s attitudes towards medical authorities and the prominence of
reproductive technologies.

Reproduction in Israel

Although the literature I have surveyed thus far focuses for the most part on reproduction
in the United States, scholars have also considered reproduction in Israel, primarily as a case
study in how pro-natalism shapes policies and practices towards pregnancy, reproductive
technologies, and abortion. The first set of analyses examined pro-natalism as a driving force
behind Israel’s reproductive policies and practices. Similar to the early anthropological literature
on reproduction, these accounts focused on cultural and religious determinism of pro-natalism in
Israeli society. One approach considers the Jewish textual and Zionistic origins of the pronatalism prominent in Israeli policies towards reproduction. The second approach considers how
pro-natalism manifests itself in Israeli culture and reproductive practices. Both of these
approaches, however, are reductionist. The former cites random quotes in Jewish sources to
attribute Israel’s pro-natalism to its Jewish roots. The second ignores the realities of reproductive
practices by failing to conduct research with women. As we will see, recent scholarship
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challenges the latter approach with a nuanced anthropology of pregnancy in Israel that does take
women’s voices into account.
Scholars claim that the Israeli government had two primary reasons for pro-natalist
policies, which all agree were directed specifically at increasing the birthrate of Israeli Jews, as
opposed to the minority populations in Israel. One body of scholarship focuses on the Zionistic
argument that because the Jewish people in Israel were in a demographic war with the Arab
population, increasing the Jewish birthrate would ensure the survival of Israel as a Jewish state.
Portuguese (1998), Amir and Benjamin (1997) and Yuval-Davis (1989) advance the argument
that these policies understood encouraging reproduction among Jewish women to be essential to
the growth of the state of Israel as a Jewish state. Portuguese (1998) writes that the need to
“maintain a Jewish majority vis-à-vis the Arab Palestinians, and the desire to replenish the
Jewish people following the destruction of the Holocaust” originated from Zionist concerns (32).
Those who criticize these policies for encouraging Jewish women to reproduce while restricting
the reproductive freedom of Muslim women, also maintain that Zionism is driving pro-natalism
in Israel.22
Others argue that Jewish religious values contributed to the pro-natalist policies
particularly the National Health Insurance coverage of fertility treatments.23 As Shalev and
Goldin (2006) argue that infertility is socially constructed as a disease, they explain,
In Jewish tradition, procreation is seen as a positive duty (mitzvah) and a sign of
prosperity, while barrenness is viewed as a curse. The biblical commandment to ‘be
fruitful and multiply’ (Gen 1:28), the mythological suffering of the barren woman, and
the theological interpretive discourses…are all part of a Jewish cultural code of
22
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in/fertility. This code is part of the contextual ground upon which ‘barrennness’ is made
into a concrete and meaningful experience for many people in the Jewish state (152)
The authors do not show how these textual sources inform the public, nor do they draw upon
data to suggest that the Jewish tradition is driving the high usage of assisted reproductive
technologies. Similarly, Portuguese (1998) claims that Jewish religious ideas about the
importance of childbearing and halakhic (Jewish legal) attitudes towards birth control and
abortion shaped Israel’s fertility policies. Portuguese argues, “Halachic interpretations of
abortion and contraception are significant to the study of Israeli fertility policy because of
Orthodoxy’s influence, via infiltration of the state and manipulation of the parliamentary process
on the decision-making process in Israel” (47). Portugese and others do not support this claim
with a close reading of the Jewish legal positions or demonstrate how they influenced Israeli law
or policies. Instead, these scholars rely on generic claims about Judaism’s support of
reproduction.
Critics of the pro-natalist position adopt a feminist response to these policies. For
example, Berkovitch (1997) argues that encouraging Jewish women to reproduce solidified their
role as wife-mother. She looks specifically at the 1949 Defense Service Law, which exempts
Orthodox women and married women from military service because, Berkovitch claims, it was
more important for them to be reproducing than serving in the military. Similarly, Weiss (2002)
argues that the Zionist ideals of masculinity, strength and procreation have led to the definition
of women in “traditional gender roles” who should procreate “for the glory of the state of Israel”
(2). Although the maternal role has national significance, similar to serving in the armed forces,
Sered (2000) claims that in practice women hold great responsibility for their reproductive
capability without real authority. Furthermore, Weiss (2002) found that women internalize the
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Zionist bodily ideals of strength and standardization in their choices of donor sperm and abortion
of fetuses with deformities. These feminist critiques argue that Israel’s pro-natalist policies
reduce women to their reproductive capacity and neglect to appreciate women as agents in their
own right.
As has been shown by a number of scholars, most notably Susan Martha Kahn (2000),
Israel has embraced various reproductive technologies.24 Therefore, it is no surprise that we see a
technocratic analysis similar to the one we saw with the scholarship on the anthropology of
reproduction writ large. Even Kahn admits that her study lacks an investigation into the way men
and women use reproductive technologies, emphasizing instead Israeli policies towards
reproductive technologies and the rabbinic oversight of the clinics.25 In her comparative study of
pregnancy in Israel and Japan, Ivry (2010) claims this technocratic model is prominent
throughout Israeli medical care. Ivry argues that geneticism drives prenatal care in Israel. She
defines “geneticism” as “a fatalistic theory that explains fetal health through genes and
chromosomes that are independent of the pregnant woman’s willpower” (2010: 11). Due to this
focus on genetics, Ivry can only conclude that biomedicine still reigns supreme as the most
authoritative source of information for Israeli women. Therefore, though Ivry conducts
ethnographic research with women to understand their relationship to the medical system during
pregnancy, she concludes that Israeli women emphasize the role of genetics in the creation of a
healthy baby. This is in contrast to her research with Japanese women, who, she found, express
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authority over their pregnancies. Israeli women, however, seem to be passive recipients of
prenatal care. They are merely “embodying culture,” but nothing else while pregnant. 26
Other scholars who have gathered data on Israeli women’s reproductive experiences
suggest that women challenge these dominant norms within Israeli culture.27 Elly Teman’s
(2010) investigation of surrogacy offers an example of women manipulating cultural norms of
motherhood so that their act of surrogacy is not construed as unnatural. Surrogates, Teman
(2010) found, distinguish the “strong emotional attachment they felt for their own children
prenatally to their emotional distance from the surrogate child” (39). They draw on the use of
technology in the surrogate pregnancy to “undo the natural tendencies” that would otherwise
come along with a pregnancy (42). In this way, surrogates can avoid being seen as abnormal
Israeli women who get pregnant and do not want the baby.
Another dominant theme in the anthropological scholarship of reproduction is Israel is
the focus on the ways religious authorities promote and encourage the use of reproductive
technologies. In Reproducing Jews, Kahn (2000) considers how the prominence of reproductive
technologies encouraged rabbis to create religious law that would accommodate their use. As
rabbis interact with medical professionals to sanctify the spread of reproductive technologies,
Ivry (2011) found that sometimes this overlap leads to conflict. Some rabbis advocate for the
usage of medical treatments to rectify a problem created by adherence to Jewish law, while
doctors claim that it would be much easier and safer to change Jewish law. The cooperation and
conflict between religion and medicine is, many scholars argue, an inevitable result of the
proliferation of reproductive technologies. However, the analyses of rabbinic oversight of IVF
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clinics consider organizations that cater to the National Religious, or Modern Orthodox Jewish
communities in Israel. These religious communities already exhibit a great deal of integration
with the modern state, as seen in their attendance at universities and the fact that they do not live
in enclave communities, unlike the Haredi population. The scholarship tends to combine all
religious populations in Israel without a critical analysis of the religious affiliation of the rabbinic
leadership.
Furthermore, despite the interest in religious appropriations of reproductive technologies,
until recently scholars have not focused on reproductive practices among Haredi women. Haredi
women have the highest birth rate in the country, and yet scholars treat their reproductive
practices as robotic and unquestioning. In fact, as we will see in this manuscript, Haredi women
exhibit a great deal of agency over their reproductive lives. The cooperation between religious
and medical authorities is prominent in the Haredi world, but women’s responses to this
relationship are anything but automatic. Therefore, although the scholarship on reproduction in
Israel generally recognizes the complexities that result from the interaction of political, cultural,
religious and medical ideologies towards reproduction, my research provides a much-needed
analysis of Haredi women’s reproductive ethic as a response to the pro-natalist and technocratic
tendencies within the scholarship on reproduction in Israel.
My attention to the reproductive practices of Haredi women does not include an analysis
of assisted reproductive technologies, primarily because I support Ivry’s argument that we need
an anthropology of pregnancy as a distinct subfield of the anthropology of reproduction. She
argues, “Pregnancy is first and foremost a process a process of physical and social change, and,
as such, marked with fundamental uncertainties within any system of cultural categories. For this
and other reasons, experiences of pregnancy might be very far removed from what the
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noneventual language that designates them as ‘expecting’ suggests” (Ivry 2010:5). Although
anthropologists of reproduction have focused on conception and birth, there are good reasons to
pay significant attention to pregnancy: first, it is a much more common experience for many
women than birth; second, women spend more time pregnant than they do giving birth; third,
while biomedicine can assist and replace acts of conception and birth, there is no substitute for
pregnancy (Ivry 2010:6). This approach suggests that pregnancy is not just a means to an end but
a significant event in women’s lives on its own.

Jewish Bioethics
As I argue in this manuscript that Haredi women develop a reproductive ethos in
response to the medical and religious authorities in their lives, it is necessary to situate this
argument within the discourse of Jewish bioethics. How, I must consider, can this descriptive
study relate to a field that is dominated by normative Jewish ethics and informed primarily by
Jewish textual sources? What role do women’s experiences have in this conversation? On the
one hand, the core interaction of rabbi and Jewish practitioner is an ethnographically-minded
relationship, meaning that they take into consideration the practitioner’s context, the sources
relevant to the particular problem, and they consider—together—the possibilities given a certain
reality. And yet, as the field of Jewish bioethics entered into the conversation of normative
bioethics, scholars attempted to generalize and canonize Jewish responses to bioethical issues.
Along the way, the centrality of that particularistic Jewish ethic disappeared. This approach has
been primarily text-based and focused on responding to ethical issues using legal norms.28 In this
section I outline the many problems with this approach and maintain that an ethnographic
28
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approach to Jewish bioethics comes closest to the intimate interaction between rabbi and
practitioner that still structures the individual’s quest for a Jewish ethical response.
As a subset of religious bioethics, Jewish bioethics commits the same follies as other
scholarship that attempts to provide “religious responses” to bioethics issues. In the field of
bioethics, scholars of religion present religious dogma or religious scriptural or legal responses in
a deductive fashion. Religion, though, is not just dogma. Religious bioethics guided solely by
moral abstractions does not satisfy the messy, inconsistent reality of individual’s lives. An
example helps to elucidate this point. In Jewish bioethical literature on gestational surrogacy
arrangements, scholars focus on the question, “Who is the mother?” They debate whether the
official mother—and therefore the one who passes on Jewish identity and earns the rights of
respect from the resulting child—is the gestational surrogate or the provider of the egg (and
therefore the genetic material) (Bleich 1998; Mackler 2000; Spitz 2000). From these evaluations
of the practice of surrogacy, one would think that this technical, legal question was the pressing
ethical issue for couples and the surrogates they hire. In anthropological scholarship of
surrogacy, however, we see that this question is easily resolved, whereas larger issues arising
from the relationship between the two women needs consideration. Teman (2010) found that in
Israel, surrogates adamantly oppose the notion that they might be the mother of the fetus they
carry because this would imply that they relinquished their child. In pro-natalist Israeli society, a
woman who gives up her child is stigmatized. Instead, surrogates focus on the woman they are
making into a mother, thereby increasing another woman’s social standing in Israel. Through her
ethnographic research with both commissioning couples and surrogates, Teman (2010) raises
more questions about the practice of surrogacy and shows us that the Jewish legal question is not
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the only issue we must consider. The incorporation of the social sciences improves bioethics by
considering issues in a multi-vocal context.
Furthermore, bioethics is not an abstract field. It has always been concerned with the
concrete situations of medical care, the interaction between doctor and patient. These are unique
and dynamic individuals for whom the discussions of bioethics reverberate in the intricacies of
their lives. The significance of religious bioethics is rooted in Engelhardt’s (1999) description of
the “richness of the tradition on which it draws, the poetic power of the narrative it possesses, or
the perceptiveness of its particular cultural insights into the human condition” (114). By
including religion in bioethics in an anthropological sense, one appreciates the thickness of
narrative necessary to truly contemplate such complex issues as seen in bioethics.29
I argue that an ethnographic approach to the inclusion of religious studies in bioethics
will yield a particular humanism and sensitivity to concerns that philosophy or religious dogma
cannot offer, while allowing for the kind of multi-vocality bioethics requires. In 1999, Dena
Davis and Laurie Zoloth articulated goals for scholars of religious ethics, among which are two
that call for an anthropological approach to the conversation: “Religious ethicists should explain
the role and function of religious beliefs in the lives of individuals and in the culture as a
whole…Religious ethicists should describe how real people actually believe and act” (10-11).
take Jewish bioethics as my starting point to show how a deductive approach has reduced the
relevance of bioethics and to maintain that social science research methods are necessary to
improve the field. I will return to this point at the end of the section but first I turn to my main
critiques of Jewish bioethics.
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Critique of Jewish Bioethics

Primarily, scholars of Jewish bioethics turn to legal texts for ethical norms. David
Ellenson (1995) refers to this reliance on the text to find precedents and principles for Jewish
ethics as “Halakhic formalism” (130). Users of this method presume that Jewish ethics are
located in the legal texts because these texts carry the most authority in Judaism (Ellenson 1995:
133).30 For example, in Introduction to Jewish and Catholic Bioethics, Aaron Mackler (2003)
examines the ways various scholars of Jewish law rely on legal texts, showing that although
scholars use texts differently across denominations, the text remains primary. Mackler, among
others, understands the legal texts as the sina qua non of Jewish ethics:
The very fact of the centrality of halakha to Jewish ethics over the millennia might be
regarded as itself carrying normative weight. A halakhically centered approach simply is
the Jewish way to do ethics; to use Wittgenstein’s image, such are the rules of the
language game of Jewish ethics (2003: 45).
Elliot Dorff’s scholarship provides us with another example. Dorff (1998) justifies the use of
legal discourse in Jewish bioethics because Judaism is framed in the “legal expression of its
views and values” (401). Furthermore, Dorff claims that “most rabbinic writers in all three
movements are united in their assumption that identifiably Jewish moral positions can emerge
only through interpreting and applying the legal precedents and statutes of the Jewish tradition”
(1998: 405, emphasis in original). What this implies is that only legal discussions will capture
essentially Jewish bioethics. Dorff goes on to explain that “if a decision is going to be Jewish in
some recognizable way, it must invoke the tradition in a serious, not perfunctory way” (1998:
413, emphasis in original). While this methodology includes a consideration of contemporary
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morality, socioeconomic considerations, and the particular context of the situation, Dorff insists
that what is Jewish about Jewish bioethics is its use of legal texts.
There are a number of critiques of halakhic formalism that are relevant to my project
here. First is the claim that this method contains what is certainly a fallacy of Jewish law. In his
article, “Woodchoppers and Respirators,” Newman (1998) argues that this method presupposes a
universal translation and application of Talmudic discourse. Newman highlights that there are
problems of translation regarding both a concept’s original meaning as well as a Talmudic
concept’s application to modern medical interventions. A second problem is that this method
reduces the multi-vocal dialogic of Talmudic discourse to a singular legal decision. Claiming to
present “the” Jewish perspective, these scholars ignore the contestations and disagreements that
are an integral part of rabbinic narrative. Furthermore, choosing which voice in the rabbinic
writing is authoritative and decisive regarding one’s particular ethical problem is ultimately a
moral choice each reader makes. Mark Washofky (1997) states, “It is not the conclusion of a
formula that distinguishes correct from incorrect interpretations of the halakha. It is a judgment,
a reasoned but not logically required (and therefore defeasible) choice between plausible
alternatives based upon an evaluation of substantive fact” (266, emphasis in original). In other
words, contemporary bioethics scholars who claim to be using the rabbinic texts to inform their
moral positions are actually relying first on their moral positions and searching for justification
in the text.31
In addition to these critiques, there are two other significant arguments that problematize
the over-reliance on Jewish texts for ethical discourse. Feminist ethicists such as Rosemarie
Tong (2004) show that the “view from nowhere” legal code is actually a view from male
31
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privilege that does not consider women’s positions (155). Tong (2004) adds that the legal or
ethical code is almost always created by an elite segment of society who simply cannot—or
chooses not to—imagine how these laws or principles would apply to others (143). According to
Sinclair (2003), although the rabbis often express concern for the individual, the individual’s
ability to make an ethical decision is ultimately rejected in light of the authority of the text.
Feminist ethics takes a keen interest in any power imbalance and seeks to correct it not only in
the issues it sees but in the way in which ethics are created. In this way, feminist ethics seeks to
give voice and agency to those who have been overlooked in the creation of ethical systems.
Jewish bioethics, however, removes decision-making capacity from the hands of the patient and
the patient’s family and places it into the hands of rabbis who adjudicate based on their
interpretation of the texts.
Another of the critical deficits of a method that relies on texts is that it obscures salient
ethical issues. Daniel Gordis (1989) maintains that for Jews committed to the halakhic system,
the ability of the text to speak to a variety of ethical issues is appealing, but this impression is
simply erroneous. He explains that the traditional legal texts simply have nothing to say about
the ethical issues that arise from the complex medico-technological advances. He states, “To
pretend to find any precedent for this type of issue destroys the meaning of the original case, and,
in many instances, stresses a non-essential trait which the cases share in common at the expense
of never addressing the new ethical agenda at hand” (Gordis 1989: 29). In addition to ignoring
the ethical issues, the scholars’ reliance on the text leads to an inability to respond to the
emotional issues involved in situations requiring bioethical guidance. While Jewish bioethicists
focus on the legal intricacies involved in a particular technology or medical situation, the
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individuals dealing with these challenges respond quite differently. The ethical issues, then, are
never discussed because the conversation is overwhelmed by legal rhetoric.
Barry Wimpfheimer (2004) explains that the exclusion of emotion from legal
formulations is often a distance imposed by later exegetes. In his search for the emotional
marker in legal narratives, Wimpfheimer (2004) shows “analytically how the emotional marker,
a seemingly gratuitous detail, is the heart of a more textured understanding of these stories that
puts law in conversation with the emotional realities of human life” (52). While legal narratives
are important for deducing legal information, they are also narratives that convey emotion
(Wimpfheimer 2004: 71). Wimpfheimer finds emotional markers in the context of legal
narratives, thus showing that the rabbis of the Talmud merged emotion with legal decision
making. In “Reading like a Girl,” Zoloth (1999) suggests that reading the texts from a feminist
perspective would allow us to see that the narrative and emotional content of many legal
decisions has been excluded. She provides an example from the Talmud in Gittin 35a, where the
death of a woman’s child is overlooked, the horror being ignored, in order to highlight the legal
implications of the text. A gendered reading of the text “deconstructs the narrative logic of the
passage because the reader resists the forward going movement of the narrative with a motion of
her own” (Zoloth 1999: 170).
Narrative bioethicists suggest that there are more reasons for supporting a less principled
method of bioethics. Building on the arguments of Stanley Hauerwas and David Burrell, Hilde
Lindemann (2004) argues that applying universal, law-like principles to the specifics of cases is
problematic because it strips individuals of their moral agency and separates ethical reasoning
from its historical context (163). Lindemann discusses illness narratives as paths to understand
the concerns and values of the patient and thus appreciate the context in which moral reasoning
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must take place. These stories provide moral guidance for a particular situation that the
theoretical-juridical model cannot provide. Lindemann (2004) explains, “Stories are better than
propositions at displaying relationships among people, between people and institutions, and
among responsibilities that are in some tension with one another” (177). These relationships are
so vital because they reveal the particularities of a patient’s life that can both create and limit
ethical responses.32 While ethical principles can respond to moral dilemmas, they cannot do so
adequately because they “produce impoverished and distorted accounts” of the situation
(Lindemann 1997: ix). Narrative, however, allows for a thick understanding of the problem and
thereby allows the ethical response to encompass the moral context.33
An ethnographic approach appreciates that ethical decisions are not made in a vacuum
but rather with attention to context, detail and particularities. Ethics are not made or found in
principles, rules or legal decisions but instead in the relationships of individuals to each other.34
Ethnographically-based bioethics challenges the primacy of philosophical and religious dogma
and text. It focuses on the dialogical, uniqueness and complexity of each situation while
32

A common example used to show how narrative both creates and limits ethical responses is in the case titled,
“Please Don’t Tell.” The case is about a young Hispanic male named Carlos R. who contracted HIV and would need
his sister to care for him. However, Carlos did not want his sister to know about his HIV status because he did not
want her or anyone else in his family to know that he was a homosexual. When this story is first analyzed
according to principles of bioethics, uneven results surface. However, when we retell the story “sideways and
backward,” we learn that Consuela, Carlos’ sister, has been serving the role of head of household since she was
twelve. Consuela would like to go to college on a scholarship she won, but the burdens of taking care of the family
and Carlos would keep her from this dream. She wonders if Medicaid would have paid for nurse visits if she were
already living on campus, but she feels guilty deserting her brother (Lindemann 2002).
33
“Narrative” is being used in this context to refer to stories people tell while also referencing Clifford Geertz’s
(1973) concept of “thick description.” Geertz speaks to anthropologists and considers an outsider ethnographer to
be one who does not comprehend the “webs of significance” within a culture and therefore cannot conduct a thick
description of an event, an interaction, or a relationship (1973: 5-7). Thick description is not merely noting all the
details one observes but rather “sorting out the structures of signification” (1973: 9). Individuals partake in a
variety of behaviors which cannot be understood immediately by an outsider. It is in this way that culture is
semiotic and the ethnographer’s task is to decode the signs (1973: 5). A narrative, then, is not just a story, but a
means to decoding the “webs of significance” in one’s life.
34
This perspective has been informed by Levinas (1998).
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recognizing the role of moral agents involved in medical decision making. With all this in mind,
we embark on an exploration of Jewish bioethics from an anthropological perspective. What new
questions does it raise? Whose voices are heard? What authority is supreme? What conclusions
can we draw, and finally, where do we go from here?
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Chapter Three: Haredi Women and “Life Tradition”
When looking out upon a group of Haredim (pl. of Haredi), it may seem that one is
“drowning in a sea of black” (Efron 2003, p. 99), but in truth there are just as many differences
within the Haredi world as there are in the society surrounding it. I will do my best to
differentiate where I can, but my project was not broad enough within Haredi society to
adequately describe the differences among the sects.35 This background information is geared
towards helping the reader appreciate the radical (and yet paradoxically traditional) nature of
Haredi women’s reproductive ethics. I will argue that while the majority of literature on Haredim
surrounds male culture and the loss of the “living” tradition,36 this unbalanced perspective
overlooks the prominence of the lived tradition that remains in women’s lives.
Much of the scholarship on Haredim focuses on Haredi Judaism from the perspective of
Haredi boys and men, particularly the Yeshiva culture.37 Currently it is the practice for young
boys to begin their Yeshiva studies when they are three years old and continue throughout
adulthood. Once young men marry they transfer to a Kollel, essentially a Yeshiva for married
men. Haredi men could spend the majority of their lives in this learning community, a fact which
affects, in particular, the practice of Judaism. In “Rupture and Reconstruction,” Haym
Soloveitchik (1994) claims that Orthodox Jewry in general has transformed in recent decades

35 One significant problem with providing any generalizations about Haredim is that it is difficult to quantify them.
Since 2006, statisticians and demographers attempting to estimate the mass of this population have conducted at
least four different studies, but they each define “Haredi” differently. Thus estimates range from 400,000-950,000
Haredim currently living in Israel. Furthermore, though surveys that ask individuals to self-label would presumably
be the most accurate, Haredim generally do not respond to these surveys, thus yielding a lower response rate and
inaccurate numbers.
36
See, for example, Friedman 1995; Soloveitchik 1994.
37
See, for example: Baumel 1996; Bilu 2003; Stadler 2002, 2007, 2009; Heilman and Friedman 1991. Heilman
1992; Friedman 1991, 1995.
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from a religion focused on following customs and practices of earlier generations into a religion
much more reliant on legal norms and textual sources, as interpreted by approved rabbinic
leaders. Soloveitchik claims that the major change among religious Jews in the past generation
has been the “new and controlling role that texts now play in contemporary religious life” (1994,
p. 2). Soloveitchik’s argument coincides with Friedman’s (1995) description of the difference
between “life tradition and book tradition.” Friedman attributes shifts in Haredi Jewry to the
central role the Yeshiva plays in Haredi life, canonizing religious practices and making them
more stringent. Though it might seem that Haredi Jewry has always been concerned with
stringencies, Friedman (1995) points out that “Haredi Jewry considers itself by definition as
bound to tradition. This means that there is an inherent tension between the obligatory
attachment to tradition and its own inherent dynamism that encourages the breaching of the
framework of tradition in the name of fulfillment of the halakha.” (p. 133). Commitment to
tradition is about not insulting those who came before but respecting the practices of Eastern
European Jewry that Haredim are working so hard to preserve.
The tradition is passed down through what Friedman terms the “living tradition,” and
what Soloveitchik refers to as “mimetic norms.” Friedman explains that the living tradition is
“expressed in relationship and common memories extending back for several generations and
embodied in 1) the lives of individuals whose very existence testified to the validity of that
tradition; 2) written testimony; and 3) the actual objects (both apparel and ritual artifacts), which
were passed on from generation to generation” (1995, p. 133). Soloveitchik’s example of the
kosher kitchen is a good one: few of the practices with a kosher kitchen actually have “a basis in
Halakha. Strictly speaking, there is no need for separate sinks, for separate dishtowels or
cupboards…The simple fact is that the traditional Jewish kitchen, transmitted from mother to
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daughter over generations, has been immeasurably and unrecognizably amplified beyond all
halakhic requirements. Its classic contours are the product not of legal exegesis, but of the
housewife’s religious intuition imparted in the kitchen” (1994, p. 2-3). Following practices they
have seen for generations erodes, however, as young boys and men return to their homes armed
with the latest stringencies they learned at Yeshiva or Kollel. Instead, they emphasize accuracy,
which can only be found when interpreted “correctly” from the texts. The Yeshiva culture
emphasized stringency, and the need for stringency in turn can only occur in a text culture
(Soloveitchik 1994, p. 7). Therefore, it is no surprise that the emphasis in the scholarship on
Haredim has been on this Yeshiva culture, which seems to be shaping the practice of Haredi
Judaism.
However, it is my argument here that Haredi women are still part of the “living
tradition.” Particularly in those areas where their husbands and fathers are not involved, such as
pregnancy, Haredi women learn what to do practice, not through books or from legal authorities.
As Soloveitchik (1994) states, “Books cannot demonstrate conduct; they can only state its
requirements” (p. 7-8). Haredi women, however, repeatedly “practice” pregnancy, so they have a
number of opportunities to “perfect” it. In other words, my findings suggest that though text
culture and stringency seem to dominate much of Haredi life, pregnancy remains an area where
experience is the method of instruction. In what follows I will consider various elements of a
Haredi woman’s life in order to provide the necessary background information to suggest that
pregnancy is itself a form of instruction for Haredi women. Instead of turning to books or outside
sources of authority to know what is ethical, Haredi women remain within the life tradition that
many scholars claim has disappeared.
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Development of ultra-Orthodox Judaism
The distinction of ultra-Orthodox Judaism from other forms of Judaism was a result of
changing circumstances in the world during the post-Enlightenment period of the nineteenth
century. Throughout the 19th century, individual states slowly emancipated the Jews and
accepted them into public life. In exchange, Jews were now expected to participate in and
support the state. This caused a split in the Jewish community. Some leaders called for more
integration and a more lenient attitude towards the “burdens” of ritual life, while others reacted
by calling for complete segregation from public life and the adherence to a strict Jewish legal
lifestyle. In certain ways, the momentum of the Reform movement led by Rabbi Samuel
Holdheim and other German Jews influenced by the Enlightenment resulted in the creation of a
more stringent sect of Orthodoxy. Although some Orthodox leaders such as Rabbi Zecharias
Frankel advocated moderate reforms to Jewish practice, others rejected any change outright and
held on to tradition with great vigor. This latter group became known as ultra-Orthodox Jews
(Schiendlin 1998; Segal 2009).
By this time, however, Judaism had already undergone a series of ideological divisions.
When Jews were expelled from their homes in Western Europe in the 16th century, they found a
home in Poland and Lithuania, known as the pale of settlement. Flourishing as middle class
businessmen, linking the rural and urban economies and improving trade, the Jewish
establishment of this region was able to grow. Rabbinic representatives from Poland, Lithuania,
Russia and the Ukraine created a system of leadership known as the Council of Four Lands,
which operated from the late 15th through the 18th centuries. The Council negotiated with
political authorities, collected taxes and provided Jews with security that allowed rabbinic

67

scholarship to flourish. Unfortunately, Jews’ stability was dependent on the political stability of
their hosts. By the end of the eighteenth century much of the political and group strength they
had gained was lost. Realizing that Jewish leadership was not as powerful politically as it once
was, a more popular trend grew in Judaism. The founder of Hassidic Judaism, Israel Ben Eliezer,
known as the Baal Shem Tov, emphasized the fact that personal ecstasy was available to
everyone, not just select scholars engaged in the study of rabbinic texts. He rejected the scholarly
focus of many of the Jewish leaders at the time, and his student, Rabbi Dov Ber, developed the
concept of the Tzaddik, a particular rebbe (Hassidic rabbi) who would serve as the center of
Jewish life for any particular group. As the council of four lands collapsed and the major
rabbinic leadership faltered, more popular rebbes became prominent among their followers since
they provided everyone with access to the highest levels of mystical religious belief (not just
those who had access to the rabbinic texts). Meanwhile, rabbinic scholars such as the Vilna
Gaon, Rabbi Elijah ben Solomon Zalman, banned Hassidism because it repudiated scholarly
activity. The Vilna Gaon inaugurated the group known as “Mitnagdim,” (literally, “opponents”)
(Schiendlin 1998; Segal 2009).38
Over the course of the nineteenth and twentieth centuries, Hassidim and Mitnagdim have
interacted to the point where some customs have crossed boundaries, but even today they remain
separate social groups. For instance, Hassidic Jews each follow a particular rebbe, and they
identify themselves accordingly, i.e. one might be a Gerrer Hassid, another a Lubavitcher Hassid.
Furthermore, Hassidim are organized according to different dynastic groups, or “courts,” which
are tied to their geographic origins. The court, Baumel (2006) explains, became the “economic
basis for most Hassidic movements…[and] enabled Hassidism to merge the politics of identity
38
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with the politics of distribution, assuring its place as a mass movement within Judaism” (24-25).
Due to the proliferation of rabbinic authorities in Hassidic Judaism, there are sometimes more
differences between Hassidim than there are between some Hassidim and Mitnagdim. For
instance, one Hassidic group, Habad, is known for their interaction with the outside world in
order to engage unaffiliated Jews. Other groups, such as the extremist Satmar Hassidim and
Neturei Karta, remain enclave communities and reject any involvement with the outside world.
Most groups of Hassidim fall somewhere between these two extremes (Baumel 2006, 3).
One significant difference between the Hassidic and Mitnagdic (now called Lithuanian)
Haredi Jews is that the Mitnagdic lifestyle aims to be increasingly separatist, particularly
regarding men’s education. Men remain in Yeshiva for a large portion of their lives and reject
any secular education. Regarding rabbinic leadership, Baumel (2006) explains, “Unlike the
dynastic succession of Hassidic courts, which usually allowed for one central rabbinical
authority per sect at any given time, the Mitnagdic world often had several Gedolim (Great Torah
Scholars) to turn to in one generation” (p. 41). Furthermore, in the Hassidic world, rabbinic
leaders generally deliver teachings during the Sabbath tish [literally “table”], or celebration open
primarily to men on Friday nights, while the Lithuanian leadership holds mass gatherings or
lectures in a more formal atmosphere.
In the State of Israel another group of Haredi Jews have joined the Mitnagdim and
Hassidim. Sephardi Jews, those with African and Asian backgrounds, struggled to receive
recognition by other Haredim. Practicing a form of Judaism that was often not familiar to either
Hasidim or Mitnagdim, the Sephardi Jews in Israel were forced to create their own subculture of
Sephardi Haredi educational, religious and cultural norms that has attracted not only the newly
religious but the traditional Jews of Sephardi origin (Baumel 2006, 4).
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In an insightful sociological analysis of theological and religious commitments in
changing Haredi society, Menachem Friedman (1995) captures the difference between Modern
Orthodox and ultra-Orthodox ideologies. Regarding Modern Orthodox Jews, he describes
A group which consciously aspires to adapt itself in one way or another to the technical,
social and political changes taking place around it, while maintaining an essential loyalty
to halakha. This results in tension between the accepted halakhic norms and traditional
practices, and the changing social, political, and technological reality; this tension is
frequently resolved by means of compromise granting legitimacy to the modern, up to the
limits of halakhic possibility (p. 131).
According to Friedman, ultra-Orthodox ideology, however
Denies the legitimacy of this trend, not only because it deviates by definition from the
established norms, but also because the very capitulation to changing reality, regardless
of its formal legitimacy from the halakhic point of view, is seen as a first step in the
erosion process which will undoubtedly end…in the complete abandonment of halakha
as an obligatory norm (2005, p. 131-132).
Because Haredi Jewry maintains that humans are fundamentally weak and thus are constantly
struggling with “basic (evil) inclinations,” they view observance of halakha as the only way to
fulfill their obligations (Friedman 1995, p. 133).
Observing halakha, though, becomes increasingly difficult as new technologies and
phenomena of the modern world pose questions that the rabbis of the Talmud and legal codes did
not have to confront. Therefore, Haredi society—and this is one of the similarities between
Hassidim, Litvaks and Sephardim—believe in da’at Torah: only rabbinic scholars have the
ability to interpret daily events in light of Jewish law (Friedman 1992, p. 25).39 It is currently the
practice among Haredi Jews to get rabbinic sanction for a variety of activities that were not
previously subject to rabbinic oversight. Before this trend became prominent, one would ask
one’s rabbi a strictly Jewish legal question, such as the kashrut [Kosher status] of a kitchen
39

For a thorough discussion of da’at Torah see Baumel 2006: 45-83. This practice coincides with the earlier
mention of the loss of mimesis in Haredi Jewry and the emphasis on text to teach stringencies.
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utensil, or whether or not it was permissible to drive on the Sabbath in the case of a lifethreatening emergency. Currently, however, rabbis provide “legal” analysis of possible cities in
which a family might be considering living, and they sanction or condemn certain business
choices. Furthermore, it is now common practice to ask one’s rabbi for suggestions for doctors
and for hospitals in which to birth one’s baby (Weingarten and Kitai 1995). Rabbis are also in
the business of approving or certifying various businesses, not just for their kashrut if they sell
food, but also for their modesty and their conformity to Haredi community norms. Some
medical clinics in Haredi neighborhoods display certification letters from prominent rabbis or
even the Edah Haredit, an organization of rabbis that oversees activities within Haredi
communities. We will discuss this more in chapter four, particularly how this practice affects
prenatal care. In the sections that follow we will see how the practical realities of education,
economics and marriage and family life ensure the continuation of this approach to community
norms within Haredi Judaism.

Education
Haredi women’s education must be considered in light of how their education contributed
to the furtherance of community goals. One of the fundamental elements that contributed to the
creation of the “book tradition” was the increase of Yeshivot like the Volozhin Yeshiva. After
WWII and the destruction of Eastern European Jewry, the Yeshiva became a community
institution—where young boys were sent to learn and were provided for completely, apart from
their own families. There they learned religious practice according to the stringent interpretation
of halakha, thus developing a critical attitude towards the living tradition with which they had
grown up with. Friedman (1995) explains, “The Yeshiva enables a new community to be built—
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one where life according to the codes can be practiced…Yeshiva provided organization and
social support to do things against social norms and create a more stringent alternative” (p. 135).
In effect, these Yeshivot created what Friedman calls the “institutionalized expression of
stringency” (1995, p. 139).
In Israel in the 1950s, Volhozhin-type Yeshivot increased in number due to the
development of the modern welfare state, coupled with economic growth and government
support of Yeshiva students. As the Israeli government began to offer financial support to young
men who remained in Yeshiva, more Haredi men flocked to the Yeshiva as a source of income.
The Yeshivot encouraged the creation of young men much more stringent in halakha than their
parents, which in turn led to the deligitimation of familial traditions and practices and the
dissemination of strict practices that had been approved by particular rabbinic leaders (Friedman
1995, p. 140). These Yeshivot became not just places of learning but social formation—
locations where stringency to the law could be institutionalized and spread through the intensive
training of young men. The social pressure to enter these Yeshivot, combined with the
exemption from military service in Israel provided one remained in a Yeshiva or Kollel, (adult
learning community), created a situation in which young men remained in learning communities
their entire lives (Don-Yehiya 2005). In order to guarantee that young men could remain in
Yeshivot and continue to learn the stringencies that the rabbinic authorities wanted to enact,
young Haredi women needed to be educated to become breadwinners for Haredi families. These
new families became known as Avrech families.
The creation of a Haredi woman who will provide for her growing family begins in early
childhood education (Yafeh 2007) and continues throughout adulthood (El Or 1994). Although
the Haredi school system, Beit Yaakov, provides young women with both a Jewish and a secular
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education, they also have extra-curricular goals of ensuring the continuity of Yeshiva culture
among Haredi men. Haredi girls receive an education in a Beit Yaakov school until the age of
eighteen. The first Beit Yaakov school was established in Cracow, Poland in 1917 by Sarah
Scheineirer. The school’s mission was (and still is, primarily) to train ultra-Orthodox Jewish
women to become teachers within the ultra-Orthodox school system. There the girls and women
learn Jewish (but not legal) texts and some general studies. These schools spread throughout
Europe and into the state of Israel, where, with the support of the Ministry of Education, all ultraOrthodox girls could attend the schools at a minimal cost to their families (Friedman 1988;
Weissman 1995).
In the early 1950s, a leader in the Haredi community, Rabbi Karelitz (the Chazon Ish)
aimed to create a community of scholars by encouraging all young men to devote themselves
completely to Torah study. In order to pursue this vocation, however, the men needed wives who
could support them, both financially and domestically. In 1952, in partnership with Karelitz,
Rabbi Wolf, then director of the Beit Yaakov school in Bnai Brak, charged young women with
the goal of marrying Yeshiva students. Indeed, by the end of the 1950s this became the trend in
Israel: Young women graduated from the Beit Yaakov school system, married Yeshiva students
who continued with their Yeshiva education while their wives pursued an educational career in
the Haredi world. After some time, due to a surplus of women graduating from the Beit Yaakov
schools, there were not enough teaching positions available. Thus, still with the mission of
supporting their husbands, these young women went into other fields, such as business, clerical
jobs, other educational initiatives, or the arts (Friedman 1988).
Recently, it has become clear that this system of continuous learning within a singleearner family is not sustainable considering the growth rate of the Haredi community and the
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need to support these large institutions. This realization led to the development of Haredi
Colleges, aimed at teaching Haredi men and women a vocation so that they can participate in the
job market outside the Haredi world. A couple such Bachelors degree programs exist in Israel,
offering Haredi men and women the opportunity to learn secular subjects in an environment that
respects the student’s religious and modest lifestyle. One of these colleges is located in Bnai
Brak, and the other is located in Jerusalem. The Haredi College of Jerusalem was founded by
Adina Bar-Shalom, the daughter of the ultra-Orthodox Sephardi Shas party spiritual leader,
Ovadya Yosef. Around 2000 Haredi men and women enter the program each year. Furthermore,
the council for higher education indicated that in 2009, four times as many Haredi students were
enrolled in higher education, compared with those same statistics for 2005. Professor David
Leiser of Ben Gurion University (BGU) of the Negev, who is heading the new psychology
program at the Haredi College of Jerusalem, maintains that Haredi rabbis have not interfered in
the curriculum and that the examinations are the same as those given at BGU. Bar-Shalom
indicates two primary reasons for this shift in Haredi higher education. First, she believes Haredi
men and women are best suited to treat some of the problems particular to the Haredi
community. In order to treat psychological disorders, for instance, the community needs
professionals who they trust. Secondly, Bar-Shalom recognizes that in order to increase their
income (which is crucial for women working and raising children), Haredim need more
professional training. The colleges aim to do just that (“Number of Ultra-Orthodox” 2009).
Most Haredi women still do not receive a college education, but many participate in adult
learning sessions, taught either by educated Haredi women or prominent rabbis in the community
(El Or 1994). In her study of women’s education in a Hassidic community outside Tel Aviv, El
Or (1994) argues that just as scholarship has become of ultimate importance for Haredi men,
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Haredi women are also seeing an increase in the number and structure of their educational
options. The goal of women’s education, though, “is to duplicate the Jewish mother’s home in
Poland” (El-Or 1994, p. 89). On the basis of her observations of women’s classes, El-Or
concludes that women’s education “strives to pragmatize the social reality and emphasize the
material side. Women’s education generates an ongoing translation of complex problems into
simple actions. It levels questions of morality, faith and justice into instructions for action in
daily life” (1994, p. 90). Women’s education, then, returns to mimesis. Though they are educated
in a formal setting, women repeatedly request the practical application of these lessons. They
want to know how to express the values they learn and how they can repeat them at home.

Economics
Despite the fact that Israeli Haredi women work outside the home, the Haredi population
is suffering from extreme poverty. In 2010, the National Insurance Institute of Israel released a
report indicating that one in four Israelis live below the poverty line. The report explains that
most of the poor families are either Arab or ultra-Orthodox. Another report, this one released the
same year by the Industry, Trade, and Labor Ministry, found that over half of the country’s ultraOrthodox citizens live below the poverty line. Though Haredim only account for 10% of the
population in Israel, they make up 20% of the country’s poor citizens. The report found that the
average Haredi household has a gross monthly income that is roughly half as much as a secular
household. Whereas the secular household has a gross monthly income of NIS40 12,000 (roughly
$3,400), the Haredi family’s gross monthly income is around NIS 6,100 (roughly $1700). Haredi
men make NIS 2850 less than their secular peers, and Haredi women earn NIS 2000 less per
40
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month than their secular peers. Additionally, their work hours and occupations differ
significantly from the secular work force. While 71% of secular people work 35 hours a week,
only 52% of Haredim work that many hours. However, most Haredi women (66%) work in
community jobs, education, health or public service, compared to only 42% of secular women.
Furthermore, because the use of the internet is extremely restricted by Haredi rabbis, only 38%
of Haredim use a computer, compared with 76% of secular individuals (Weiler-Polak 2010;
Zrahiya 2010). This lack of computer literacy severely limits their ability to work, in addition to
the fact that the many years of Jewish education both men and women receive often does not
provide them with marketable skills in the secular workforce.
These numbers must be balanced against the claim that Israel’s Haredim may be making
less in monthly salary from employment but are benefitting greatly from the government’s
numerous subsidies. Noah Efron (2003) deals with claims of these sorts as he investigates the
actual economic benefits Haredim enjoy from the government. Efron explains that Haredim
receive government support for their schools, government stipends for children, and those who
are extremely poor receive welfare money as well.41 Therefore, Efron found that it is quite
difficult to determine precisely how much government support Haredi communities receive. For
instance, calculating the comparative support for their schools from the Ministry of Education
and the Ministry of Religion is complicated by the fact that the Ministry of Religion also funds
religious Zionist schools as well as the adult Yeshivot, or Kollel, without differentiating between
the schools in their reports (Efron 2003:87-98).42
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Efron (2003) found that these social welfare measures, combined with the fact that most Haredim do not serve
in the army or pay taxes, gives secular society the impression of Haredim as “parasites” on the Israeli public.
42
See Efron 2003 for more on the difficulty gathering specifics about government support for Haredim.
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One of the obstacles for young Haredi men entering the workforce (besides having few
marketable skills in the secular society), is that a significant number do not speak Modern
Hebrew. These men were educated and raised speaking Yiddish and are familiar only with the
medieval Hebrew and Aramaic of rabbinic literature. Many Haredi newspapers and community
postings are written in Yiddish, and public events are often held in Yiddish as well. One notable
exception to this is the Haredi newspaper, B'hadre Haredim, written in Modern Hebrew. This
language barrier ensures that young men remain part of Yeshiva culture while their wives work
and support the family. As part of their education, women learn Hebrew in addition to Yiddish
and thus find secular society more welcoming. As will be seen later, this also puts women at a bit
of an advantage when conversing with the Hebrew-speaking medical community.

Marriage
Marriage is another area that receives a great deal of oversight within the Haredi
community. Haredi women are generally married around the age of 20 or 21, men perhaps a year
or two later. Their marriage is usually set up by a matchmaker and approved by the respective
families, though sometimes a family member serves as a matchmaker. A professional
matchmaker charges families around $1000 when they finds the right match. Though this price
has been adjusted in recent years due to the economic recession, matchmakers have lowered the
price only for yeshiva students and their families. Some matchmakers now charge affluent
Haredi families up to $1300 for their services (Galahar 2009).
Matchmakers play an important role in the maintenance of social priorities. The
matchmakers and other community leaders often teach young girls and boys how to judge their
intended: by particular characteristics that should be compatible, including religious perspectives

77

and observance. Hassidic parents are generally more involved in choosing their son/daughter’s
intended than Litvak parents (Lehman and Siebzehner 2009, 288). Matchmakers also ensure that
strict boundaries are maintained between Sephardic and Ashkenazi young men and women so as
to prevent the marriage of the two different practices (Lehman and Siebzehner 2009).
There are other deciding factors that determine whether a match is a good one. One, for
instance, is the genetic compatibility of the pair. When Haredi young adults become of marriageable age, they undergo testing for a variety of genetic diseases commonly found among their
particular ethnic heritage. Dor Yesharim (literally “straight generation” or “upright generation”),
an organization started in the 1980s, performs the test and works with matchmakers to guarantee
the results are shared in a Haredi-friendly way. Each tested person is given a code number so as
to provide anonymity to the testing. When setting up a couple, a matchmaker will first call Dor
Yesharim to ask whether or not this couple—identified only by their code numbers—is
“compatible,” meaning whether or not they will pass on a genetic disease to their offspring. If
the pair will transmit a genetic disease to their offspring, Dor Yesharim does not tell the
matchmaker which person is carrying the affected gene, but instead will say, “They are not a
match” and the matchmaker has to start over. The young couple also must agree to the match.
Though they do not “date” for very long, a young couple on a match date will meet in a hotel
lobby or another public place and get to know each other. They may discuss their families, their
plans for the future, how many children they would like to have, major philosophies, religious
inclinations, and where they would like to live. If the match is suitable to the couple, then they
will talk to their parents and, assuming all other things fit, the parents will begin planning for the
wedding, a community affair that usually takes place within a couple of months after the match.
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Before marriage, young women and sometimes young men attend gender-segregated premarital education classes where they learn about their roles in marriage and the observance of
menstrual laws, an entire body of Jewish law that has, until now, been hidden from them. Tova
Porush’s (1993) MA research on these marital preparation courses revealed that they taught
women in particular about the values of selflessness, the importance of giving rather than
receiving, communication with one’s spouse, and finding common ground, especially on
religious issues. They learn about the laws regarding family purity and how to mark their
menstrual cycles in accordance with Halakha, but they learn very little about physical intimacy.
The brides, Porush found, were eager to learn about physical intimacy, but their teachers, older
Haredi women who had not been trained to provide this type of instruction, were embarrassed
and reluctant to discuss these topics with the young women (1993, 74). An American-born
health care worker in the Haredi community who frequently speaks to older Haredi women
whose daughters are getting married explained to me that whereas other communities may use a
book to help mothers speak to their daughters about their changing bodies or about sex and
procreation, the Haredi community does not have any of these resources. Furthermore, Haredi
mothers may not be comfortable enough with their own bodies to go into great detail with their
daughters. Thus, sex education is minimal for young girls. In an essay entitled, “Growing up in
Geula,” Goshen-Gottstein (1980) writes that this talk between mothers and daughters, “is usually
given with much embarrassment, which prevents the daughter from asking further questions” (6).
Goshen-Gottstein (1980) continues to explain that though girls discuss these issues with their
peers, the information usually involves fantastical stories and horror tales about men. Boys, for
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their part, are generally taught about a woman’s world as a world full of emotions, much
different from the rational, text-centered world of Haredi men (Lehmann and Siebzehner 2009).43
Many Haredi parents try to purchase a modest apartment for their newlywed children,
most likely in close vicinity to their own. The parents that are more comfortable financially will
usually pay for the apartment and help the couple get established. Despite the modest economic
situation of Haredi families, parents manage to throw lavish weddings for their children and
purchase apartments for them as well. This is done through a complex network of loans from
other Haredi businesses and donations of wedding dresses, furniture, etc. from charitable
organizations.

Family
For Haredi couples, family means children. Haredi families have an average birth rate
that hovers between six and eight children per family. Most recently, the Israeli Central Bureau
of Statistics released figures that revealed that the birth rate among Haredi women in 2005 was
7.5 while in 2010 the birth rate was 6.5 (Jeffay 2011). Though this number seems high, and it is,
compared to birth rates around the world, I encourage readers to think of this number as actually
rather low. In other words, to be sure, the Israeli Haredi birth rate is undeniably high compared to
the birth rates of other population groups outside of Israel. Israel’s birth rate in general,
however, is higher than the rest of the developed world. In Israel the birth rate is about 2.9
43

These classes, however, often do not sufficiently prepare young men and women for the new sexual encounter
that faces them on their wedding night. After having grown up in a completely sex-segregated community and not
ever exposing one’s body to a member of the opposite sex, the wedding night can be a terrifying experience. At a
film screening for a documentary about individuals who left the Haredi community, one such individual spoke
about his wedding night as the “mutual rape” of both him and his wife. The community pressure for them to
consummate their marriage was compounded by the fact that neither he nor his new wife felt comfortable with
one another, or with their own naked and now sexualized bodies.
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children per family, whereas in the US and other Westernized, developed and democratic
countries the birth rate is around 1.2; it is even lower in certain European countries. Thus, even
compared to the Arab birthrate in Israel, which is around four children per family, the Haredi
birth rate is high. However, when one considers the fact that a Haredi woman is expected to
utilize all twenty-five years of her reproductive life span, beginning from the time she gets
married around twenty years old to when she stops ovulating, around 45, an average of six to
eight children is actually low and indicates a good deal of spacing and/or limiting of births. If a
Haredi woman were trying to get pregnant for the entirety of those twenty-five years, she would
have many more children. Some women, indeed, do have more children, but since the average is
much lower, we must conclude that there is a good deal of spacing.
As I showed in the previous chapter, many scholars have been interested in the
reproductive practices of Israeli women.44 Some, such as Kahn (2000) and Ivry (2011), have paid
particular attention to the role of religious leaders in the propagation of reproductive
technologies. Few, though, have looked specifically at reproduction among Haredi women,45 and
we have not seen any analysis of the ways in which Haredi rabbis (as opposed to more liberal
rabbis) negotiate Jewish law with new reproductive technologies. Many do not seem to realize
that the well-known fertility support organization, PUAH, does not cater to Haredi Jews. PUAH
provides religious guidance (not medical treatment) primarily to Jewish couples who identify
with the National Religious (Dati Leumi) group in Israel. Haredi individuals, however, do not
seek out advice from PUAH because they do not follow the teachings of non-Haredi rabbis. As a
result, Haredi rabbis and fertility specialists have established their own organization, Zir
44
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See, for example: Ivry, Teman and Frumkin 2011; Ivry and Teman 2011
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Chemed, which combines the medical with the religious needs of the Haredi community. Zir
Chemed, unlike PUAH, actually performs fertility services, prescribes medications, and conducts
surgeries, all under the watchful eye of Haredi rabbis. On the one hand it is important for
scholars to note that the Haredi communities in Israel have distinct religious needs, cultural
attitudes and reproductive practices, and therefore they need separate scholarly attention.
Furthermore, though, the fact that the Haredi fertility organization so closely combines the
medical with the religious oversight is something that must be investigated, criticized and
reconsidered.
A few scholars have begun investigating reproductive practices in the Haredi community.
Of note are Ivry and Teman (2011), who advance an argument about pregnancy as a “way of
life” for Haredi women. Pregnancy, they found, weaves into Haredi gender norms and
theological narratives. Additionally, Tsipy Ivry, Elly Teman and Ayala Frumkin (2011) argue
that Haredi women understand fetal anomalies as a test from God, reinforcing the fact that
pregnancy is a divine mission for Haredi women. As they pursue prenatal testing, they trust that
God would not overwhelm them with a challenge they could not handle (Ivry, Teman and
Berhnhardt 2011). This research has provided great support for my own theories and contributes
to our growing knowledge about the reproductive practices of Haredi women.
Raising such large families while working outside the home is not easy when one does
not have an abundance of financial resources (Goshen-Gottestein 1980; Brandman 2010).
Brandman (2010) found that Haredi women who are raising families and working struggle to
find balance in their lives. The women Brandman spoke to would rather be taking care of their
families, but they acknowledge the importance in working so that their husbands can study in
Yeshiva all day. That being said, they often talked about ways work interfered with their family
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responsibilities, and they preferred to think of work not as a career but as something they had to
do. Other Haredi women turn to birth control to help them balance the competing demands of
family and work. Michal Gantz (2003) found that educated and economically successful Haredi
women commonly used hormonal birth control. Haredi women are well aware of the difficulties
in complying with the norms of Haredi society, which dictate big families and the avoidance of
birth control. Educated women expressed their conscious will to bear fewer children, and they
found ways to do so, sometimes without telling their husbands or getting permission from rabbis
(Gantz 2003, 2). My research into the reproductive practices of Haredi women supported the
findings here, but because I conducted my research almost ten years after Gantz it is important to
note that the use of birth control in the Haredi community has increased significantly. As more
women have entered the workforce, and stipends from the government have decreased, many
women told me unabashedly of their use of birth control, not necessarily just those who were
educated or economically independent. Though they still may keep their practices secret from
their husbands, hormonal birth control has indeed spread to many different sects within Haredi
society.
One possibility of respite for some Haredi women is a few nights away from the family
after the birth of a new baby. Sarah Malik (2005)’s research into a post-partum convalescent
home revealed that Haredi women look forward to a few days outside of the house and with a
nursing staff to help them with the newborn. Women described their stay at the mother-child
center as “a dream” (Malik 2005, 26). As they compare the atmosphere to the center to the
atmosphere at home, they explain that the situation is especially difficult with many other
children at home. Many women request specifically to stay at the center after the birth so that
they can rely on someone else to care for the baby at night and they can rest (Malik 2005, 38).
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Though each night costs around NIS 300, this cost is supplemented by the Haredi community
and social welfare organizations. Malik (2005) maintains that by supporting the mother-child
center, the community provides an important medical need and makes child-rearing easier for the
Haredi women, therefore aiding in the larger goal of reproduction.
Because I will discuss this much more in the rest of the manuscript, I will only say here
that many factors can affect the birthrate of Israeli Haredi women. However, merely to illustrate
the self-maintenance of Israeli Haredi society, I will mention that high fertility itself leads to the
pressure to “marry off” one’s children as soon as possible. Large numbers of children in one’s
household are difficult to manage in the small homes Haredi families maintain, particularly as
children become teenagers. Thus, families that can afford to do so send the boys off to Yeshiva,
but this is not practical for an Avrech family, where the mother is the only breadwinner, despite
government subsidies. The economic incentives from the government simply do not offset the
cost of raising children for these families. But when it is not affordable to send the boys off to
Yeshiva, families may begin marrying off young men and women sooner (Lehman and
Siebzehner 2009). Though according to state law one must be eighteen years old to marry, this
limitation still allows for a short extension of a woman’s childbearing years.
Although Haredi women bear the brunt of childcare and childrearing responsibilities,
Stadler (2012) found that in recent years Haredi men have become domesticated, taking on more
responsibilities and are frequently seen walking the streets of Haredi neighborhoods with
strollers and children in hand and sitting at playgrounds with their children (77). This is in stark
contrast to the extreme gender segregation that has become common on Haredi bus routes and
even along certain streets in Haredi neighborhoods, where men and women are instructed to
walk on different sides. This gender segregation is connected to the importance of modesty
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regulations in the Haredi world, which spread into Haredi families so that even husband and wife
exhibit a great deal of segregation, a phenomenon that facilitates a certain amount of freedom,
which I address in chapter five. However, Stadler found that in recent years, Kollel leaders have
encouraged Haredi men to take a more active role in family duties so as to help their wives and
prevent the family duties from taking a toll on her. Literature for Haredi men talks about “the
emotional instability of ultra-Orthodox woman and the ‘stumbling blocks’ that female frustration
is liable to mount on the road to maintaining a functional family” (Stadler 2012, 79). With this in
mind, leading rabbis in the Haredi world teach their students the importance of serving a
therapeutic and practical service for their family. While I agree somewhat with Stadler’s
findings, which are based on an analysis of manuals for Haredi men, my account of Haredi
women’s private lives finds there is still a great deal of segregation between husband and wife,
an issue that becomes relevant with reproductive practices.

Living Space
Haredi neighborhoods are located in a few major areas of Israel. The most Haredipopulated areas are Bnai Brak (near Tel Aviv) and Jerusalem. Inside Jerusalem Haredim live
mostly in Meah Shearim, Geula and the surrounding neighborhoods, Har Nof, Giv’at Shaul, and
Neve Yaakov. Invariably, every Haredi household I entered had a similar arrangement. The
front door opens to a white or off-white painted living room that is also used as a dining room
and the kids’ play room. Against one wall is a dilapidated sofa. Against another wall sits the
dining room table, a large wooden expandable table with a number of chairs. Depending on the
day of week, sometimes Shabbat (Sabbath) paraphernalia remains on the table, left out from the
previous week’s celebrations. Along the other two walls are usually bookcases, filled with sfarim
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(books) with a variety of rabbinic commentaries or sacred texts. Hung randomly on the walls are
pictures of certain rabbinic personalities (depending on religious affiliation) or perhaps a family
portrait with siblings, parents and children. On the floor, toys are strewn randomly—trucks,
magnets, blocks, dolls and mini strollers that allow a young Haredi girl to imitate her mother and
older sisters—all the women in her life whom she sees pushing strollers. Off of the living
room/dining room is a small kitchen, sometimes with a table for eating. None of the kitchens are
particularly modern, and some are more cleanly kept than others, but I commonly entered
kitchens where it seemed like dishes had not been washed in days.
On one occasion, I walked into a woman’s home and found pretzels strewn all over the
floor. She started sweeping as soon as I arrived, seemingly a little embarrassed by the mess. I
helped her straighten up and she explained to me that because she was not feeling well the
previous night she asked her oldest son (eight years old) to prepare dinner for his younger
siblings. Since he could not cook, he gave them pretzels for dinner, and her husband fed them
again when he returned home. The pretzels, however, spilled all over the floor, and she didn’t
have a chance to clean until I arrived. Down a hallway from the living room and kitchen area I
found some bedrooms, usually one for the parents and any babies, another for the girls and one
more for the boys. Older boys (13+) often live at their yeshiva, but older girls remain at home,
frequently taking care of the younger children. Some parents, though, try to accommodate the
older girls’ maturity and give them a room of their own. The apartment may have one and a half
or two bathrooms. Carpets are scant, as tile floors are better at keeping a cramped apartment in
Israel cool when the heat outside rises. These living arrangements reflect the economic scarcity
within the Haredi community while serving the function of raising a large Haredi family.
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Conclusion
This overview of Haredi women’s lives is not comprehensive, but it does provide some
necessary background information. As we will see in the rest of this manuscript, the reproductive
ethics of Haredi women are shaped by the contextual realities outlined here. In particular, we
will see how Haredi women do not learn about the norms of reproductive ethics through texts or
from rabbinic authorities, though their husbands may very well be learning these in Kollel.
Instead, Haredi women make reproductive decisions based on what they learn from their
previous pregnancies. As they continue the tradition of reproduction, Haredi women reinforce
the relevance of the living tradition in negation of the book tradition.
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Chapter Four: Bioethics in Israel: Religion and Medicine, Rabbis and
Doctors
Amos Shapira (1987), a professor of Law and Biomedical Ethics at Tel Aviv University,
explains that the bioethical discourse in Israel has evolved within a “unique mix of orthodoxy
and secularism, of communal paternalism and assertive individualism, of proscription and
permissiveness, of religious norms and liberal ethical values” (12). Resolving bioethical conflicts
that may arise between the religious and secular values is a process that Ravitsky and Gross
(2003) maintain is merely an example of the larger dynamic between Judaism and democracy in
Israel. They argue, “Inasmuch as important religious norms such as sanctity of life may clash
with dignity, privacy, and self-determination, conflicts frequently arise as Israeli lawmakers,
ethicists, and healthcare professionals attempt to give substance to the idea of a Jewishdemocratic state” (247). Synthesizing the “secular and traditional values,” then, is part and parcel
of bioethics in Israel (2003, 249).
This merging, I argue, occurs not only in the state bioethics committee, in hospital ethics
committees, or on the policy level. The cooperation between religious values and medicine is
played out in the interactions between rabbis and doctors, and it extends to the examination room
and the rabbi’s office. Following the previous chapter’s explication of the role of rabbinic
authorities in Haredi Judaism, we can now look more specifically at the role of rabbis in the
prenatal care of Haredi women. As Ivry (2010b) argues, many have considered how religious
law has played a role in the spread, use, and appropriation of reproductive medicine and
technologies, “but in all of these accounts, religious experts themselves are absent from the
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clinical setting” (663).46 In this chapter I show how this “bioethical” arrangement works on the
ground. I will argue that though others, such as Susan Martha Kahn (2000; 2002), maintain that
this relationship yields better access to reproductive technologies for women and men in certain
religious communities in Israel, this situation is bleaker in Haredi women’s reproductive medical
care. Here I found that a history of mutual mistrust between doctors and rabbis yields a system of
care best described as manipulative and particularly dangerous for the women whose bodies are
the site of contestation between these two authorities.47
In what follows I review the historical tension between rabbis and doctors in the early
twentieth century in Israel, a tension arising from a conflict about autopsies in a new medical
school in Jerusalem. Using the autopsy conflict as evidence, I maintain that rabbis have not
always been compliant with medical representatives and supportive of medical advancement. As
I look at the contemporary relationship between Haredi rabbis and doctors who treat Haredi
women, I argue that the mistrust that resulted from the autopsy controversy established an
enduring relationship of mistrust between rabbis and doctors. I will show that in an effort to
regain their authority over medical decisions, rabbis involve themselves in the medical care of
their Haredi constituents. Doctors, for their part, comply with rabbinic involvement because they
are aware that their acquiescence to rabbinic demands will have a positive effect on their
business. I will then consider a few ways in which this triangular relationship among a woman,
her doctor and her rabbi can have positive health benefits. More often than not, however, this
relationship is dangerous to a woman’s health. Here I criticize the hybridity of Israeli bioethics as
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See, for instance, Kahn (2002) who has done extensive work on the legal oversight of fertility treatments but
who simultaneously claims that ethnographic research is needed in this area.
47
Ivry (2010b) makes a similar argument regarding the danger involved in the overlapping of doctors and rabbis. I
will consider her work later in this chapter.
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I argue that the overlapping of the medical and rabbinic roles does not reflect the ideal of
melding religious and secular values in Israeli bioethics.

The Historical Context
The complex relationship between doctors and rabbis in Israel is part of a longer history
that involves the collaboration of and competition between Jewish legal and medical authorities.
In one particular controversy in Israel’s history, a disagreement between rabbis and doctors over
autopsies in one of pre-state Palestine’s newest medical schools resulted in a decades-long
divergence. This historical account is relevant for two reasons. First, I contend that the feelings
of mistrust that resulted from this conflict have affected rabbinic responses to medical care
today. Secondly, the current rabbinic attempts to maintain authority over the health care
decisions of Haredi constituents are a response to this mistrust. In an effort to remain involved in
health care and to avoid the possibility of their authority being overlooked (as we will see this
was the breaking point of the autopsy controversy), Haredi rabbis today exert a great amount of
influence within medical care.
The complicated relationship between Judaism and medicine informed Israeli medical
services from the beginning of modern medicine even in Palestine. Before the late 1830s there
was not one certified medical doctor, hospital or clinic in Palestine that served the Jewish Yishuv
(settlement), in part because the religious establishment was wary of the influence of Jewish
doctors trained in “secular” universities. According to Shifra Shvarts (2008), the rabbinic
leadership of the Yishuv was concerned that these doctors would “bring with them modern ways
that would disrupt the religious life of the Jewish community in Eretz Israel” (1). In 1838,
however, the British Mission established a medical clinic in Jerusalem, and because the rabbis
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feared even more the impact of Christian missionaries providing medical services to the Jewish
community, they eased their prohibitions against Jewish doctors. Then, in 1854, philanthropist
Moses Montefiore financed the first Jewish clinic in Jerusalem. Following the opening of the
Montefiore clinic, more Jewish medical institutions were founded. Baron de Rothschild, for
instance, founded the first hospital in 1885, and by 1902 four other Jewish hospitals were
operating in Jerusalem, but the demand was greater than the number of hospital beds available
(Shvarts 2008).
Medical and Jewish authorities coexisted peacefully for the next three decades, but by the
1930s, a controversy over autopsies shattered their uncomplicated relationship. In the 1930s,
Hadassah Hospital in Jerusalem sought to establish a full medical center for the country, which
would include a center for medical research and a program for training doctors and nurses.
Hadassah received approval from all the necessary individuals and secured funding to begin
building the hospital but was not able to initiate training medical professionals until almost a
decade later (Shvarts 2008). In order to teach pathology and medicine, the heads of the hospital
knew that they would need to be able to perform autopsies. However, aware that Jewish law had
traditionally forbidden autopsies, the heads of Hadassah Hospital turned to the Chief Rabbinate
for permission to overturn the ruling on autopsies and open the medical school (Rosner 1979).
Jewish legal rulings on autopsies had been restrictive for centuries, primarily because
rabbis saw the prohibition against desecrating the dead to be rooted in Biblical sources (Rosner
1979). They saw justification in violating this prohibition only if another’s life could be
immediately saved as a result of the autopsy. In the absence of this possibility, two leading
rabbinic authorities in the 18th century, Rabbi Ezekiel Landau and Rabbi Jacob Emden,
prohibited autopsies. In the 19th century, additional rabbinic authorities ruled against autopsies
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on similar grounds: as long as there were no existing patients whose lives would be saved by the
autopsy, it could not be done. In a controversial ruling from the 19th century, Rabbi Ettlinger
permitted an autopsy if one indicated during his lifetime that he agreed to the procedure.
Rabbinic authorities in the 20th century drew on a number of fundamental principles from the
Biblical and Talmudic sources to prohibit autopsies while ultimately resting their decision on the
18th century restrictions (Rosner 1979).
When Hadassah Hospital turned to the Chief Rabbinate in the early 1940s, the Chief
Rabbinate followed Ettlinger’s position—even though he was a minority opinion—and ruled that
as long as the deceased had agreed to the autopsy there was no restriction (Rosner 1979).
Furthermore, Dr. Yasski, then director of Hadassah Hospital, and Chief Rabbis Herzog and
Frank signed an agreement indicating that the rabbis would not oppose autopsies performed for
one of the following four reasons:
1. In forensic cases where an autopsies was required by law
2. In order to save the life of another patient with a similar condition
3. In the case of hereditary diseases where surviving relatives could benefit from knowledge
gained by an autopsy
4. If the cause of death could not be determined without an autopsy. This difficulty had to
be confirmed by three physicians (Glick 2008; Rosner 1979).
The agreement also included specific guidelines about respectful treatment of the body in a way
that conformed to Jewish law. It is important to note, however, that complete decision-making
was granted to the physicians, over the rabbis and especially over the family. In 1953, the
Knesset (Israeli Parliament) enacted the Anatomy and Pathology Act, essentially ensuring by law
the above guidelines (Glick 2008). Although in this law the legislators attempt to clarify the
importance of the family’s role in the decision to perform an autopsy, the legislation remained
vague and the physicians maintained their authority over the decision (Rosner 1979).
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Although the doctors and rabbis who wrote this agreement intended to minimize the use
of autopsies, in practice the agreement resulted in routine autopsies in Israeli hospitals. Shimon
Glick of the Medical Ethics Schlesinger Institute in Israel estimates that in some hospitals, over
90% of deaths resulted in autopsies. Glick (2008) claims that doctors prepared pre-signed forms,
and doctors sometimes performed autopsies even after the objections of families. In light of these
allegations, the government formed a special committee of doctors and rabbis to revise the 1953
legislation, but each version of the legislation was insufficient to the concerns of either the
religious or secular parties in the Knesset. As rumors of body-snatching and organ-selling spread
across the country in the mid 1960s, 400 rabbis in Israel signed a declaration forbidding
autopsies under almost all circumstances (Rosner 1979). Meanwhile, doctors continued to
perform autopsies at Israeli hospitals.
This controversy is still not fully resolved. After decades of slander, fear and abuse of
power, the de facto situation improved, in part because autopsies are no longer medically
necessary in most circumstances, but there are still remnants of this mistrust. What follows is a
description of the ways in which Haredi rabbis have institutionalized their mistrust of Israeli
doctors in their attempt to maintain authority over the medical decisions of Haredi men and
women.

Trust and Mistrust
Ezra L’Marpeh, an organization that provides medical referrals to Jews around the world,
is another important site in the conflict between rabbinical and medical authorities. This
organization, whose name means “help to cure,” is designed to offer medical referrals to connect
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patients with what the organization deems to be the best care available.48 In practice, however, it
encourages patients to rely on rabbinic guidance for their medical decisions while reinforcing a
sense of mistrust in the medical establishment. On their website, Rabbi Firer, the founder and
director of Ezra L’Marpeh, writes
People don’t come to us to get a remedy for their illness or a prescription for a cure.
Instead, they come to receive support and advice. People come to us to strengthen their
feeling of security to continue their fight, to know if the path that was offered to them is
the right one, or rather if they should be looking elsewhere, with a different doctor, a
different center or a different course of treatment.
Firer’s justification for the organization reflects the underlying mistrust that many Haredim have
for the medical establishment. In fact, many Haredi individuals already turn to their rabbis when
engaged in medical decision-making. Based on a study of general-practice consultations in
Israel, Weingarten and Kitai (1995) found that Haredi men and women were more likely to turn
to their rabbis than Israelis with other religious affiliations. Though patients turned to particular
rabbis “to strengthen their faith in their medical healer,” (138), Weingarten and Kitai explain that
the rabbis “took it upon themselves to pass judgment on the quality of care the patients were
receiving from their doctors, even to the point of recommending that they change to the care of
some ‘better’ specialist” (1995, 138). Firer’s organization, then, institutionalizes what Haredi
rabbis are doing already and thereby reinforces the patient’s doubt in the medical community.
Firer repeatedly emphasizes that although doctors are not concerned for the best interest of their
patients, with rabbinic guidance, patients can receive better medical care.
Firer claims that although some patients praise the Israeli medical establishment, he has
frequently seen the opposite:
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In addition to providing medical referrals, the organization loans medical equipment such as wheelchairs,
imports rare medications to Israel and has its own ambulance service in Israel.
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Regretfully, I… encounter cases where the care-givers see only a patient in front of them,
having seemingly forgotten the human being in him, the patient's soul that especially
during his illness becomes more sensitive, more vulnerable to being hurt by those in
whose hands he has put his trust. Even if in most cases the hurt is done unintentionally, it
leaves its mark engraved deep in the patient's heart, doubtlessly fracturing the wall of
trust that is so essential to the success of any treatment.49
Firer sees a connection between a patient not being treated like a human being and that patient
losing trust in the Israeli medical establishment. By claiming that he alone treats patients as
human beings, thus helping them build a sense of trust in the medical establishment, Firer
establishes himself and the rabbinic service he offers as both as an extension of the doctors and
an authority to which people must turn in order to avoid losing trust in Israeli medicine. In this
way it seems as if Firer’s goal is to help patients maintain trust in their doctors, but his
statements imply that the purpose of the organization is to first doubt doctors’ motivations and
then to require the inclusion of rabbinic guidance in medical decisions. Firer argues that the
medical establishment treats patients inadequately, therefore necessitating the inclusion of the
rabbinic authorities.
Medical professionals are suspicious about how Ezra L’Marpeh comes to recommend
certain doctors over others, implying that these decisions are based on money and not medical
expertise.50 When I asked Dr. Gabai, an OB/GYN and department head of one of the hospitals in
Jerusalem, what he knew about Rabbi Firer, Gabai revealed his skepticism by relaying to me a
rabbinic saying he heard once: “In addition to money, halakhic decisions should be based
halakha.” Gabai implied that money—not Jewish law or medical knowledge—guides the
organization’s decisions. He explained that Rabbi Firer and his “crew” of rabbis are known for
snooping around hospitals and following doctors, as if they are medically trained themselves.
49
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http://ezra-lemarpe.org/he/page/עבודתו-על-פיורור-הרב-של-מאמר
To the doctors’ credit, the organization does not disclose how they make their determinations.
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Aviva Cohen, a licensed midwife in Israel, expressed to me a similar disgust with this practice.
“On the basis of what are you making a decision about where a patient should go? They have
these guys like Firer who claim, ‘go here for this and go here for that,’…these rabbis are sitting
and learning.” Cohen meant that the rabbis learn Talmud all day and thus have no knowledge of
the medical field. She continued, “I want to know who is feeding them this knowledge. I want to
know where it’s from.” Cohen’s statements, like Gabai’s, also reflect the impression that Ezra
L’Marpeh is corrupt and guided by non-medical advice.
The activities of this organization provide us with an example of how Haredi rabbis
institutionalize the mistrust they feel for the medical establishment in Israel. Though Ezra
L’Marpeh does not work solely in reproductive medicine, Ivry (2010b) and Kahn (2002) have
already shown that there are rabbinic organizations that oversee the procurement of assisted
reproductive technologies. What I will focus on, however, is the nature of this relationship
between doctors and rabbis in the clinic, not on the institutional level. Some doctors respond like
Gabai and Cohen with mutual mistrust, rejecting rabbinic inclusion in medical care. Many
others, however, note the benefits to their business of practicing medicine in cooperation with
Haredi rabbinic authorities. In the next section we will see examples of the concessions and
accommodations doctors make for their Haredi patients in an effort to satisfy the rabbinic
establishment and in turn receive rabbinic sanction of their medical care.

Accommodations, Concessions and Their Discontents
Whereas Dr. Gabai and Aviva Cohen expressed dismay that the rabbis play such a critical
role, Bikur Cholim, a hospital that sits on the outskirts of one of the large Haredi enclaves in
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Jerusalem, takes numerous steps to accommodate Haredi rabbinic preferences and to earn the
rabbis’ goodwill. In 2009, Rabbi Dov Fobersky, a journalist for the Haredi newspaper, B’Hadrei
Haredim, interviewed Dr. Pollack, the medical director of the hospital and one of the doctors
who treated Fobersky’s son’s life when he was born prematurely years earlier. In the interview,
Rabbi Fobersky applauded Bikur Cholim for making a number of adjustments recently to
accommodate the Haredi community. Pollack stated that Bikur Cholim “is the hospital of the
Haredi community. The Haredi community founded this hospital” (Fobersky 2009). Pollack
explained that his is the hospital of the Haredi community not only because it is located within a
Haredi area of Jerusalem but also because the doctors there try to serve the needs of the Haredi
community (Fobersky 2009). After Bikur Cholim updated its birthing rooms, B’Hadrei Haredim
interviewed Dr. Pollack again. In this later interview, Pollack explained that though the entire
population of Jerusalem is welcome in the hospital, “our birthing rooms could even be said to be
Haredi (birthing) rooms” because of the amenities for Haredi women and the services the
hospital provides them (Gil 2011). These statements reflect Pollack’s interest in maintaining and
increasing Haredi business to his hospital.
The services a Haredi woman receives from her doctor and the hospital in which she
decides to birth are many, and they range from linguistic harmonization to more functional
adjustments in order to accommodate a woman’s religious needs. The changes in the birthing
rooms at Bikur Cholim include increased privacy for the modest Haredi woman and a special
curtain that allows her husband to stand at her head and not see any part of her exposed body
during the birth, among other things. Sarah, a nurse who has worked in Bikur Cholim in the labor
and delivery ward, explained to me that religious language becomes part of a doctor’s repertoire
when speaking with Haredi patients. Sarah often hears secular doctors responding to a woman’s
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questions with “b’ezrat hashem” (with God’s help). Though this is a common refrain among
observant Jewish individuals, for a secular doctor to utter it indicates sensitivity to his/her
patient. Sarah also witnessed doctors making certain medical concessions for Haredi patients.
During a post-date check-up during the holiday of Chanukah a Haredi woman asked her doctor if
she could go home and light the candles of the Chanukiah before being induced. The doctor
replied, “Yes, you live in Meah Shearim, so just come back to the hospital later tonight.” This
concession indicates the doctor’s familiarity with religious customs and her willingness to oblige
to the Haredi woman’s request. The gesture, in other words, signifies a much greater
commitment to Haredi needs.
Many women told me about the special services they receive as part of their births. For
instance, Bikur Cholim and another hospital frequented by Haredi women, Shaarei Tzedek, have
copies of Sefer Noam Elimelech for Haredi women. During labor, Haredi women customarily
place this book, a collection of writings by a Kabbalistic rabbi in the 18th century, under their
pillows because they believe this serves a protective function during labor. Sarah says that she
has seen women draw on a variety of superstitions and customs to help the labor progress. The
hospital, she claims, willingly accommodates these women and the segulot (superstitions,
amulets) they bring to the birth. A common practice is to recite the names of infertile women
while in labor. While many women will bring names with them to the hospital, some nurses,
doctors or ambulance drivers provide the laboring women with a supplemental list. Other women
bring hallah dough with them to the hospital and perform the mitzvah of separating the hallah
dough while in labor.51 By providing women with names of infertile women to recite and
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This is considered a significant commandment to perform during labor since it relates to the rabbinic adage
repeated during prayer, “For three transgressions do women die of childbirth: because they have not been heedful

98

allowing women to knead dough in the hospital room, the medical professionals show their
support of Haredi women’s religious needs.52
Haredi women also see these accommodations as part of their prenatal care. In addition to
basic prenatal services such as ultrasound screening, prenatal testing, prenatal examinations with
a doctor, and post-date care, a prenatal clinic in Har Nof caters to the Haredi community in a
variety of ways. On a table in the waiting room are a plethora of magazines, books, siddurim
(prayer books), and dozens of back issues of Mishpacha Magazine (a magazine for Orthodox
families).53 Books about the medical and religious aspects of pregnancy are left in piles. And at
least ten different siddurim (prayer books) are available for women to use while they wait for
their appointment. Some of the prayer books contain collections of prayers and psalms
specifically for women. They feature prayers a woman should say during each month of
pregnancy or particular psalms to recite before a prenatal medical examination. Others are
generic prayer books so that women can pray one of the three daily services while they wait for
their appointments. All of these items make the clinic a more friendly place for Haredi women.
These accommodations benefit not only the women seeking medical care but the doctors
providing them. For each hospital birth, the hospital receives a sum of money directly from the
National Insurance Institute.54 Thus, hospitals have a great deal of incentive to encourage women
to give birth in their hospital. One doctor at Bikur Cholim explained to me that a few years prior,

in regard to their menstruation, in the separation of the priest’s share of the dough, and in kindling the lamp”
(Mishnah tractate Shabbat, Chapter 2.6).
52
See Sered 1993 for an overview of how women incorporate religious and secular rituals into childbirth. My
explication here is not meant to be exhaustive but merely to indicate how the hospitals cooperate and facilitate
women’s observance of certain rituals.
53
See Baumel 2006 for a comprehensive discussion of Mishpacha Magazine and other magazines that cater to
Haredi women.
54
Though the National Insurance Institute publicly shares how much money a mother receives for each birth, there
is no information on the website regarding the exact sum the hospital receives.
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Shaarei Tzedek had the highest birth rate in the city—1500 births per month—compared to 500
at Bikur Cholim and 500 per month at the two Hadassah hospitals combined. When Bikur
Cholim began offering free strollers and a voucher for a night in their post-natal hotel for women
who gave birth there, their birth rate climbed along with the benefits they received from the
National Insurance Institute.
Hospitals, clinics, and doctors that accommodate Haredi needs receive not just monetary
benefits but also the public support of the Haredi rabbinic establishment. Just as Bikkur Cholim
has taken numerous measures to accommodate Haredi preferences, the prenatal clinic mentioned
above has also earned the respect of the rabbis, which they advertise proudly. Behind the desk
where the Haredi receptionists sit are various signs, including posters about upcoming events and
instructions for the patients. Most are typical of announcements one would see in a doctor’s
office in America: an advertisement for a nutrition seminar or phone numbers for lactation
specialists. Some contain information about insurance companies or when to pay one’s co-pay
and when to present a referral note. One sign stands out, though. “This clinic has been certified
by Rabbi Meir Cohen, head rabbi of Har Nof.” It was laminated and tacked onto the bulletin
board. The certification, teudah in Hebrew, is proof of the rabbi’s haskama, his approval, of this
clinic.55
The certification in the clinic mimics the more conventional practice in which rabbis and
rabbinic organizations certify the kashrut (dietary laws) of food establishments. Teudot (plural of
teudah) are most frequently seen in restaurants or supermarkets because they certify that the food
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Kahn (2000) extensively discussed the rabbinic oversight of medical professionals in her analysis of PUAH, the
rabbinic organization for infertile couples affiliated with the National Religious movement in Israel. By overseeing
practices at IVF clinics and recommending a rabbi who will approve of a particular technology, PUAH functions
similarly to these rabbinic certifications for the Haredi community.
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is kosher according to a particular rabbi’s standards. Each restaurant must seek approval from a
few different umbrella organizations, each of which is considered to hold to the laws of kashrut
a particular level of stringency. The specific certification hangs at the entrance to most
restaurants so that a passerby knows who has given his approval and thus whether or not it is an
establishment with appropriate supervision. For example, Haredim do not follow the approval of
the government-sponsored rabbinic organization, the Rabbanut; instead, they will look for the
Haredi rabbis’ approvals in order to know that the restaurant meets the Haredi standards of
kashrut. Particularly they are looking for signs that read “Kosher L’Mehadrin,” which indicate
that the establishment meets more stringent kashrut standards than those approved by the
Rabbanut. The individual Haredi rabbinic approval for clinics, then, represents an extension of
the current practice for restaurants.56
It is important to note that clinics, unlike restaurants, do not have certification from
mainstream Orthodox rabbis in Israel. The Rabbanut does not approve of certain clinics or
doctors over others. This would be politically problematic and extremely unethical as the clinics
are supported by the government-sponsored health care system, and the Rabbanut is also a statesponsored political post. The certification of medical organizations is a practice limited to Haredi
rabbis. By certifying that certain doctors, clinics and hospitals are “kosher,” the Haredi
leadership, haEda haHaredit, sends a public message both to the doctors and to the patients.
These certifications are intended for Haredi patients to know that those doctors or clinics
cooperate with the rabbis and adhere to rabbinic involvement in health care. Furthermore, they
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In recent years, some clothing stores in particular display signs of approval from Haredi rabbis. These signs
certify the modesty of the clothing sold within the store.
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remind doctors that cooperation with the rabbis will bring more customers—more pregnant
Haredi women in particular.
Sometimes these medical accommodations go beyond using particular language and
supporting religious practices to more significant submission to rabbis. As doctors make
concessions for their Haredi patients, they yield their medical authority to the rabbis. This
happens particularly with two medications: birth control pills and clomid, a medication used to
induce ovulation. Some doctors are willing to write prescriptions for birth control pills for
women so that they can return pills to the gemach—the free loan society.57 The gemach has a
supply of birth control pills that it distributes to Haredi women who either cannot afford to get
them from their doctor or do not know what their rabbi will say about the decision to go on birth
control. Thus, instead of asking her rabbi, who might have a few months supply of hormonal
birth control pills to give her, a Haredi woman might turn to the gemach for her birth control
pills. In this way, she avoids risking her rabbi’s refusal of her request for birth control—a
decision she is obligated to follow. When she has enough money to pay back the gemach, she
gets a prescription from the doctor, fills it, and then replenishes the stock at the gemach. Other
doctors provide rabbis with clomid for them to distribute on their own. Clomid, when monitored
by doctors, is given in small amounts and supervised closely so that a woman does not get
pregnant with triplets as a result of the medication. One doctor reported to me that when young
boys come to the doctor with a “shopping list” for their mothers, they are probably shopping for
the rabbi. The doctor, in turn, provides the medications and documents it all on the computer
without even examining a patient.
57

“Gemach” is an abbreviation of “Gemilut Chasidim” meaning acts of kindness. A Gemach is a free loan society
for Jews, but they do not just provide money. They also provide furniture, medical equipment such as wheelchairs
and baby paraphernalia like strollers. In this case, they also provide medications.
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Dr. Azulai, an obstetrician and gynecologist who knows her colleagues participate in this
practice, is disgusted by these actions. She thinks they are “horrible” and “very dangerous” but
she can understand why doctors will participate. “If you don’t give it to her, someone else will
give it to her, and then she’ll be that person’s patient.” The incentive for the doctor is to remain
in the good graces of the Haredi community. To the doctor, that patient does not just represent
herself. She represents a community of individuals with a vast network of doctors and rabbis
who support their particular needs. Thus, refusing to participate means losing a great deal of
business from the Haredi community, a risk many doctors are not willing to take.58 Azulai’s
awareness that there are many doctors who participate in this corruption and her attitude that one
refusal will not stop the system reflects the reactions of many other doctors with whom I spoke.
Manipulation

Between the two rather extreme practices exhibited above—mild concessions and
complete acquiescence to rabbinic demands—lies a more subtle but effective form of
manipulation by the Haredi rabbis. Miri Levin, an obstetrician who works at Bikur Cholim and
some clinics around Jerusalem, says that sometimes being a doctor for Haredi women means just
being the “hand of the rabbi.” She explains, “A woman comes in and says, ‘I want to do this,
this, and this,’ but really she received instruction from the rabbi. The first person who tracks the
pregnancy is the rabbi. A woman who is not Haredi comes to the doctor because she wants to
hear from the doctor what the possibilities are.” She seemed bothered by this, so I asked Miri
what she thought about it. “It upsets me because I became a doctor so that I could work with sick
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See also Ivry 2010b for pressures rabbis place on doctors who do not comply.
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people in cooperation with them. But here there is no cooperation. I’m like a secretary. That’s
frustrating.”
Karin, a nurse-midwife who has worked extensively in the Haredi community and who
has written books on prenatal care for the Haredi woman, is intimately familiar with the long arm
of rabbinic influence. Karin has benefitted from her cooperation with Haredi rabbis. She is
widely endorsed by the rabbinic leadership, seen in the fact that she frequently receives phone
calls from pregnant women whose rabbis told them to call her. Her books are sold in Haredi
book stores alongside books from famous rabbis. Furthermore, her clinic receives certifications
from many Haredi rabbis. However, in order to maintain the rabbis’ support, she must constantly
negotiate a delicate line between the advice she wants to give and the care the rabbis expect her
to administer.
Karin hosts an annual seminar on prenatal health in Meah Shearim. It is an opportunity
for her to spread her message about the importance of prenatal medical care and to sell her
books. Vendors from around Jerusalem sell prenatal vitamins, give out information about cordblood banking and instruct women about techniques for breast-feeding. Each year she expects
about five hundred women to attend. For her seminar in 2010, Karin was looking forward to
teaching about the proper timeline for prenatal tests, the importance of discussing things with
one’s doctor, prenatal nutrition and postnatal contraception. She felt more confident than she had
in the past because this year she was releasing her new book about post-partum depression,
which she knows affects Haredi women and yet is still a taboo topic for Haredi families.59 Just
two weeks before her event, Karin received a phone call from the Haredi rabbinic leadership,
59

In the Haredi community, negative views towards psychological disorders lead to the social stigma surrounding
the presence of psychological disorders within one’s family. This can damage the family’s standing and making it
difficult for siblings or children to find a “good” mate.

104

threatening to excommunicate her if she did not promise to avoid certain topics at the seminar. In
an effort to control the medical information Haredi women would receive, the Haredi leadership
told Karin to avoid discussing contraception, prenatal testing, or post-partum depression with the
women. Though she resented having to spend three hours talking solely about nutrition, wasting
this prime opportunity to talk about more pressing issues, Karin understood that
excommunication meant that her books would not be sold in the Haredi bookstores and her
clinic’s certifications would most likely be revoked. Karin was frustrated, exclaiming to me,
“They’re holding these women hostage!” However, she wanted to guarantee that women would
still have access to her and her information in the future, so she agreed to the restrictions.
At the seminar it became clear that although the rabbis attempt to restrict the type of
information that doctors pass to Haredi women, Haredi women nonetheless seek out the
information they need. During the first half of the seminar, Karin lectured about prenatal
nutrition. She talked about prenatal vitamins, making sure to get enough calcium and folic acid
in one’s diet, and especially about the need to drink water. As the twenty-minute break began,
dozens of women rushed to ask Karin questions about prenatal tests, contraception and other
medical issues she was not permitted to mention. Repeatedly, she gave them her phone number.
“Call me anytime, or come see me at the clinic,” she responded to them. Despite the fact that the
rabbis had regulated the type of information she could share publically, Karin wanted to ensure
that women still received the information they needed and wanted. Though Karin was aware that
contradicting the rabbinic authorities in public was dangerous for her career and her ability to
still provide medical care to Haredi women, she asserted her own authority by telling the women
to meet with her privately. Although the rabbinic reach is long, Karin knows that it does not
regulate what she says behind closed doors.
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Another prominent female medical provider for Haredi women, Dr. Segel, was forced to
change her specialty as a result of the immense influence of the rabbinic leadership on the
medical choices of Haredi women. Segel was introduced to the rabbinic influence on medical
care when she moved to Israel from England. Segel specialized in surgical gynecology and
obstetrics, but when she moved to Israel and began amassing a client base among Haredi women,
she discovered that after one appointment the women did not return. A few of the women
explained to her that the askanim recommended different doctors, claiming she was not the best
in her field. Askanim, Segel learned, are male assistants to the rabbis who specialize in knowing
the best doctors in each field. When Haredi individuals need to know which doctor to call to treat
an ailment, they ask the askanim, who recommend a particular doctor. So when Segel contacted
the askanim and asked why they were not recommending her even though she was the best in
England, they told her they did not need her to do surgery because they already had specialists in
gynecological and obstetrical surgery. Instead they had decided that she would be best for
providing hormones and fertility treatments to Haredi women. Segel understood that she either
had to switch her specialty or forfeit the Haredi client base, so she is now a fertility specialist for
the Haredi community.
It is no coincidence that Haredi rabbis have attempted to manipulate female medical
professionals in particular. This hearkens back to the rabbinic suspicion over Jewish doctors
trained at “secular” universities discussed earlier in this chapter. Female medical professionals
treating Haredi women are generally not Haredi themselves, and even if they do identify as such
they work in a profession that the rabbis do not trust. These female medical professionals, then,
pose a threat to the status quo of Haredi women, which the rabbinic leadership attempts to limit
by asserting their authority. In early 2012, the Israeli Health Ministry awarded Channa Maayan,
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professor of pediatrics in Israel, a prize for her book on Jewish genetic diseases, and she was
invited to an award ceremony in her honor. Since the acting health minister at the time was
Haredi and Maayan knew that other religious Jews would be in the audience, Maayan dressed
modestly for the occasion. When she arrived at the ceremony in her honor, she was shocked to
discover that not only were men and women sitting separately at the ceremony but that the health
minister asked her to designate a male colleague who would accept the award on her behalf since
women were not allowed on stage (Bronner & Kershner 2012). According to Haredi standards
of modesty it would not have been appropriate for a woman to speak in front of a mixed crowd
of men and women. Despite the fact that this was a state-sponsored event, and the state awarded
Dr. Maayan the prize, the health minister organized an event that conformed to Haredi standards.
These standards included limiting Dr.Maayan’s public voice and presence, as had been similarly
done to Karin and Dr. Segel by the Haredi leadership.
The Haredi rabbinic manipulation of medical providers is not limited to women,
however. An Israeli HMO learned about rabbinic manipulation when Haredi rabbis threatened to
remove all Haredi patients because the HMO rejected the rabbis’ authority. In the summer of
2009, a news story about a young Haredi mother gripped the country for weeks. This mother was
accused of starving her children due to her battle with Munchausen syndrome by proxy, a
controversial term used to describe the practices whereby a caregiver deliberately induces or
fabricates health problems in those who are under his/her care. When the Haredi leadership
discovered that eleven doctors from Meuchedet, one of the largest providers of health insurance
to the Haredi community, had cooperated with the police to arrest and charge the mother, they
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decided to pull all Haredim out of Meuchedet.60 After a meeting of askanim and the leadership
from Meuchedet, one askan (sing.) explained his aggravation as follows:
We are talking about doctors who work in our clinics, in our community in Meah
Shearim, a portion of them many of us know and have intimate relationships with. We
know their children and their families. We support their salaries with our bills. How can
we stand knowing that they testified against a woman from our community who hasn’t
done anything. Not just one doctor but eleven! This is something we cannot just let pass
(B’Hadrei Haredim 2009).
The doctors, the askanim claimed, were “their” doctors and they worked in “their” clinics. The
rabbis, as such, assert their ownership over the practice of medicine. The Haredi community
viewed Meuchedet reporting to the police as an act of treason, and because of this, the Haredi
leadership organized massive street demonstrations and ultimately announced that they would
pull all of their constituents from Meuchedet. Because Meuchedet clinics heavily populate
Haredi neighborhoods all over Jerusalem and its surrounding environs, this was a logistical
nightmare. Nevertheless, the rabbis knew that just the threat would send an important message to
Meuchedet that they did not have the support of the Haredi leadership.
Although Haredi rabbis encourage—and facilitate—the procurement of medical services,
they do so in such a way that guarantees rabbinic oversight and influence, thus maintaining their
own authority. Doctors serving the Haredi leadership are aware that the rabbis have a great deal
of sway over the preferences of their constituents when it comes to medical care. Thus,
complying with Haredi demands will have a positive impact on the success of their practices,
clinics, hospitals, book sales and lecture attendance. Conversely, challenging the Haredi
leadership could have significant negative effects, and in many cases doctors choose to
compromise their own authority rather than risk losing the Haredi population.
60

It is important to understand that it is not just that the doctors reported to the police out but rather that they
cooperated with state authorities, who are seen by Haredim as being antagonistic to their needs.
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Three Partners in Medical Care
Despite negative tone thus far, it is also important to consider how the relationship can
be beneficial to women’s health care. As we will see, the benefits of a collaborative rather than
adversarial relationship between a woman, her doctor and her rabbi can be remarkable. However,
this type of care also has risks.
The involvement of rabbis in medical care can be seen as a way of providing holistic
medical care to a community of individuals who seek out the advice of their rabbis on a variety
of topics—from the minutiae of kashrut laws to business practices. In this way, it may help
patients if their doctors are already familiar with the rabbis and if the rabbis are interested in
negotiating with the doctors to reach a method of care that best addresses the patient’s medical
and religious needs. Sometimes the involvement of rabbis in medical care can present the doctor
with a partner who can help convince a woman that she should not make medical decisions on
her own. In these cases, the doctor and rabbi work in concert instead of as adversaries. In
contrast to many doctors, Dr. Sameh explained to me that she is actually in favor of doctors
discussing medical information with a rabbi. Sameh has found that when women or their
husbands call their rabbi for medical advice they dilute the information so that they receive the
answer that they want. If the doctor recommends a cesarean section, but his/her patient does not
want one, the patient’s husband may talk to the rabbi and say that the c-section is not medically
indicated and she can continue laboring naturally. This, Sameh claims, is extremely dangerous,
so she prefers to speak to the rabbi and explain the situation. “There are crazy rabbis, definitely,
but many are not, and instead of having the information passed on in a way that dictates how the
woman would like it to turn out, it is better for the rabbi to receive correct information.” Sameh
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sees the agency in the decision as having shifted from the rabbi to the woman. Unlike Miri
Levin, who saw the rabbi pulling all the strings from the background, Sameh views the woman
as extremely misguided and the rabbi as a resource to support the doctors. I will address this
significant shift in future chapters, but it is important to note here that women are not excluded
from the rabbi-doctor relationship.
Dr. Eshkol, a fertility specialist and a gynecologist with many Haredi patients, realized
after considering Haredi women’s particular issues that she could improve their medical care by
educating medical professionals to perform a vital religious role. When a Haredi woman
menstruates, she remains in a state of niddah (physical separation from her husband) from the
day her period begins until a week after it ends. During this time she cannot engage in sexual
intercourse (or any physical contact with her husband), and she must observe certain stringencies
in their relationship to prevent any form of sexual arousal, either on her part or her husband’s. If
a woman sees blood from her vagina but does not know if it is menstrual blood, she needs to
seek out a doctor or nurse who can examine her and tell her the source of the bleeding. The
source determines the length of her separation from her husband. However, determining the
source of the blood is difficult, because most doctors, nurses or midwives are not trained in doing
this type of medical-halakhic examination. Thus, Eshkol found, if a woman is unsure of the
source of her bleeding she is more likely to assume that it is blood that renders her a niddah and
thus prohibits any physical contact with her husband for almost two weeks.61 For some women,
this separation could lead to what has been termed “Halakhic infertility,” meaning a woman who
otherwise would have no problem conceiving misses her ovulation period because she cannot, in
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Erring on the side of stringency is a practice that has become common in the Haredi community. Especially
regarding laws of menstruation when conception during the niddah period could have a significant impact on the
religious status of that future child, women are more likely to be more strict in their observance.
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accordance with Jewish law, resume sexual activity with her husband. Because it is increasingly
difficult to find a rabbi who will permit a woman’s entrance into a Mikvah (ritual bath that marks
the end of niddah) before she is technically allowed, rabbis and doctors increasingly recommend
the use of hormone treatments to delay ovulation. One religious doctor, Daniel Rosenak, is
leading a crusade in opposition to this practice, advocating instead changing the law, but most
doctors comply unquestioningly (Ivry 2010b, 674).
In a desire to avoid both the medical treatment of a Jewish legal issue or the alteration of
Jewish law, Eshkol began training nurses and midwives to become an achot bodeket (a nurse
who checks). In conjunction with Jewish legal experts, Eshkol compiled a booklet that begins
with the basic anatomy of the female reproductive tract as a review for nurses and midwives, but
she added a definition of dam niddah (menstrual blood) and where the blood has to originate in
the tract in order to be considered menstrual blood. In the traditional Talmudic sing-song voice,
Eshkol describes what she tells the nurses: “When the blood comes from here, this is niddah
blood. When it comes from anything else, it’s a petzah (wound).” Eshkol gives her trainees
images of granulomas, cysts, endometriosis and other things an achot bodeket might see when
she examines a woman. After reviewing the basics of the laws of menstruation, Eshkol provides
the nurses and midwives with form letters that they should write to the woman’s rabbi,
specifying the origin of the blood so that the rabbi can determine whether the woman is indeed a
niddah or whether she has a wound that will heal on its own. She tells the nurses explicitly, “An
achot bodeket is not a rabbi. Therefore, she does not give a psak (legal decision)…Just write
your findings, the rabbi will decide.” Eshkol also tells them when they need to refer a woman to
a doctor for further examination. In this case, Eshkol uses the partnership among a woman, her
rabbi, and a medical professional to improve not only the woman’s observance of Jewish law but
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also her medical care. In contrast to the examples we’ve seen thus far, in this type of partnership
the doctor serves a halakhic role instead of the rabbi serving a medical role. But moreover, the
emphasis here is not on competition but on improved medical care.
Other medical professionals have taken it upon themselves to help decrease the mortality
rate for Haredi women diagnosed with breast and ovarian cancer. According to research that
tested the efficacy of breast cancer screening programs in Israel, Haredi women are significantly
more likely to be diagnosed with breast cancer at stage three or four (Isak 2001, 81). Not only are
Haredi women more likely to die of breast cancer because of this late diagnosis, but they are not
availing themselves of preventative screening at the same rate as their peers in other sectors of
Judaism (Isak 2001, 130). Founded in 2004 by Sara Siemiatycki, Bishvilaych, meaning “for you
(feminine form),” is a medical organization that provides well-health services to women in the
Haredi community: early detection, education, and empowerment. The staff of Bishvilaych
recognizes that there are a number of obstacles preventing Haredi women from receiving the
medical care they require. First, Haredi women raise on average eight children and also work
outside of the home to support the family; thus, Bishvilaych maintains, many women neglect
themselves. In a video advertisement for Bishvilaych, the voiceover begins, “there is so much
that we need to look after, so many that need our care…as women, we are there for them…but
when do we use that nature to take care of ourselves?” Siemiatycki asks on the video, “How can
a mother of six schedule tests and appointments on different days, in different parts of the city
when she is working and trying to raise her family?” Here Siemiatycki is referring to an added
obstacle: due to the nature of medical care in Israel, a woman must attend three different doctors
in order to receive the comprehensive examination she receives at Bishvilaych, which includes a
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gynecological examination, a breast examination, ovarian cancer screening, a cholesterol test,
and a physical.
During women’s reproductive years, Siemiatycki explained to me, Haredi women are
“badgering the [medical] system” because at least once a year they are going to fertility doctors
or gynecologists when they are pregnant. This means that these women are in the system but are
neglected for their non-reproductive health care needs. In other words, we are not talking about
women who avoid doctors or who are opposed to seeking medical treatment. Haredi women
avail themselves of medical care during pregnancy but either do not understand the importance
of medical care during their post-reproductive years or simply do not prioritize it. The selfneglect of Haredi women and the difficulty facing them if they do want to address their medical
needs are clearly two of the primary obstacles Bishvilaych attempts to address. Because
Bishvilaych addresses the medical needs of Haredi women by first recognizing the sociological
obstacles to their care, Bishvilaych is able to successfully reach many women and provide them
with much-needed medical care.
With the help of Dr. Diana Flescher, a specialist in women’s health in Israel, Siemiatycki
created Bishvilaych as a place that would provide comprehensive medical examinations, train
doctors, and educate women. The staff of doctors, nurses and social workers in their office in
Jerusalem provides cancer screening, routine examinations, and counseling to women during a
two-hour appointment. Bishvilaych also hosts educational seminars in the evening about
menopause and the importance of breast and ovarian cancer screening. During my research with
Bishvilaych I sat in on one of these educational nights. About twenty-five Haredi women slowly
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walked into the mostly unmarked building located off of a side street in Meah Shearim.62 Many
of the women did not know what kind of services Bishvilaych offers, so Sara Siemiatycki began
the evening with a short discussion of their medical care, the costs and the time required of the
women to take care of themselves. She thanked the women for “doing something for
[themselves]” and attending the event. Siemiatycki then shared a story about a woman who came
into Bishvilaych for an exam on a Wednesday, and the doctor wanted her to follow up with a
specialist the following day. The woman responded that she probably would not be able to go
because she had to prepare for Shabbat and clean the house. The doctor at Bishvilaych
responded, “Talk to your husband. Do you think he would want you to cut vegetables or get this
checked out?” Sara concluded that both this woman’s husband and her rabbi preferred to have
her follow through with her appointment.
Rabbinic support on an organizational level is part of what has propelled Bishvilaych to
prominence in the Haredi community. Multiple leading Haredi rabbis have approved of
Bishvilaych’s work and have publically offered their support. On promotional material for the
organization, they advertise the praise of Ovadya Yosef, the chief Sephardi rabbi of Israel:
I was happy to hear about the special clinic for women, ‘Bishvilaych’…this special clinic
for women is run according to modesty and purity…and with great medical care. This is
for the times when the daughters of Israel avoid going to a doctor because of lack of
modesty and especially for things that in women’s health care if they were discovered
earlier they could be treated, and therefore women who are at that age must go and get
checked from time to time.
Yosef applauds the all-female atmosphere for its maintenance of modesty and implores all
women to attend the clinic. On this same material, another prominent rabbi, Shmuel Auerbach,
cites both the Torah and Maimonides for the importance of taking care of oneself and protecting
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oneself from harm. Like Yosef, he praises the clinic for providing a modest medical office for
women to go for examinations. Many rabbis also applaud Bishvilaych’s attention to Haredi
women’s busy lives in their approval of this clinic. Due to the rabbinic support they receive,
Bishvilaych has gained a significant following in the Haredi community, and the organization is
widely respected for the work it does.
While Bishvilaych and Dr. Segel represent success stories of medical and religious
cooperation in women’s treatments, this triangular relationship can also yield rather dangerous
results because rabbis do not always realize that their instructions regarding medical care can
actually be dangerous to a woman’s health. For example, in an effort to limit all prenatal tests,
some rabbis do not allow women to take a glucose tolerance test. As a result, doctors do not
know if a patient is at risk of developing gestational diabetes. Untreated gestational diabetes
could be dangerous for the woman and lead to a higher birth weight for the baby. In Israel, birth
weights that are estimated to be over four kilogram (approximately 8.8 pounds) are
recommended strongly for a cesarean section. Most Haredi rabbis and women prefer to avoid csections because doctors try to impose limits on the number of c-sections they will perform for
each woman. Limiting c-sections might mean limiting childbearing, a problem for Haredi rabbis.
If the rabbis understood that monitoring gestational diabetes could prevent a c-section, they
would surely advocate for the testing and monitoring of this disease, but because the blurring of
the medical and rabbinic roles does not actually include the medical education of the rabbis, the
rabbis make their rulings absent of informed analysis.
In other instances, even the communication between doctors and rabbis that Azulai
praises above does not work to benefit a woman’s health care. Dr. Levin related to me a story of
a woman who was in labor when the baby’s heart rate dropped significantly. The doctor wanted
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to perform a c-section, but the woman’s husband called their rabbi and he objected. After
multiple phone calls sent back and forth between the doctor and the rabbi, the rabbi refused to
approve of the operation. Eventually, the doctor called a judge, who mandated the c-section.
“This is rather scary,” I remarked to Dr. Levin as she told me the story. She agreed and I
continued, “…because a rabbi is not a doctor.” Levin laughed and responded, “I’m glad you
think that, but many Haredi women do not know the difference.” This, Levin claims, is what
makes it difficult for the doctor to contradict the rabbi. Because women do not see a difference
between their rabbi and their doctor, they may see the disagreement as evidence of a mere
difference of opinion, instead of as a rabbi providing extremely misguided medical advice.
This partnership has the possibility of creating a holistic form of medical care, one that
appreciates that a Haredi woman lives with a system of laws, traditions and social norms that
dictate the treatment of her body. When the rabbis, doctors and women work together, the results
can be beneficial to women’s health, but the results also yield a great deal of confusion regarding
who is authorized to make a medical decision.

Conclusion: What is at Stake?
In this chapter I have argued that individuals interfere in the health care of Haredi
women, preventing women from making informed decisions about their health. In an effort to
maintain authority over medical care, many Haredi rabbis manipulate doctors and impose
restrictions on the medical procedures doctors are permitted to perform. I found many medical
professionals who comply with rabbinic demands out of their own self-interest. In order to
maintain a Haredi client base, they make accommodations and reduce their own medical
authority. Although this arrangement seems to reflect the compromise between religious and
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secular values as it is exemplified in institutionalized bioethics in Israel, the relationship between
doctors and rabbis does not reflect the needs of patients and frequently amounts to malpractice,
causing extreme medical risk.
Bioethicists in Israel, responding to the socio-political character of the country,
established a method of compromise between religious and secular values as the driving force
behind ethical decisions in medical care and research. As I looked at the manifestation of this
relationship in clinics, doctors’ offices and hospitals, however, I found that this interaction is far
from ethical. On the ground religion and medicine are represented by rabbis and doctors,
concerned for their own interests and acting out of a desire to maintain authority over medical
decisions. The result is not a consistent compromise between doctors and rabbis but rather a
constant competition between systems of authority.
Furthermore, instead of benefiting from a bioethical arrangement that reflects their
needs—religiously and medically—most Haredi women receive medical care that is inferior to
the care that their secular counterparts receive. Ivry (2010b) explains that the interaction between
rabbis and doctors depicted here “reminds one that culture-sensitive medical care might not be
fully cognizant of the pleas of individual patients” (675). In the next chapter I will show that
within the context of external authorities attempting to limit her choices and freedom, a pregnant
Haredi woman is empowered during pregnancy and has the capacity to make reproductive
decisions. The reproductive ethic that results relies on Haredi women rejecting male
authorities—doctors and rabbis—and insisting instead on their independence to make
reproductive decisions.63 Though they may not make identical decisions regarding prenatal
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By “male” authorities I mean both the literal fact that rabbis are all men in the Haredi community as well as the
perception that doctors are an extension of rabbinic influence. It has been argued that American reproductive
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testing, birth control or abortion, all the Haredi women I spoke to emphasized their independence
in making reproductive decisions. This power play among women, doctors and rabbis over
reproductive decisions results in women pushing back against rabbinic and medical oversight.
The more rabbis and doctors have tried to assert their own authority over reproductive decisions,
the more women avoid them and rely instead on their embodied experience. In the chapters that
follow we will consider the ways Haredi women negotiate their own authority over reproductive
choices within the matrix of control described here.

medicine and technology are paternalistic and male-dominated (Davis-Floyd 1992; Martin 1987; Rothman 1989).
This feminist argument has great merit, but it is different than the argument I am making here. I maintain that in
this situation medicine and doctors are seen as part of the male, normative system because of their participation
with the rabbis.
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Chapter Five: Embodiment, Ethics and Reproductive Agency
At the conclusion of our two hour interview, Naomi walked me out of her apartment to the
bus. Because Naomi loves thinking about names and their origins, she asked me about the
connection of my name to my namesake in the Hebrew Bible. “Do you know why Michal didn’t
have any children?” She was referring to King David’s first wife and the daughter of King Saul.
“Because she yelled at King David when he was dancing in the streets with the Ark,” I
responded. In the Biblical story in the second book of Samuel, Michal rebuked King David when
she saw him celebrating the arrival of the Ark of the Covenant. Immediately after she yelled at
him, the text states that she died without having any children, leading many to believe that God
punished Michal with barrenness for rebuking King David. Naomi continued with the lesson,
“Yes, but what did she yell at him about? Michal yelled at David because he put God ahead of
kingship (malchut).” Naomi explained that Michal’s father, Saul, always considered himself a
king first and a servant of God second. As she saw her husband—the king—dancing with the
Torah in the streets, Michal thought King David was putting God ahead of his image as king,
something that conflicted with her upbringing.
Until this point I thought that Naomi intended to teach me about the importance of humility,
but here the lesson changed drastically. Naomi added a midrash (rabbinic addendum) to Michal’s
narrative that helped explain how Michal made up for the fact that she was barren—a curse too
great for Haredi Jews to fathom. “Michal also wore teffilin (phylacteries) and she was the only
woman who wore teffilin and was not yelled at by the rabbis.” Even though traditionally only
men are commanded to put on teffilin, Naomi explained that Michal wore the teffilin voluntarily
to remind herself of God’s presence in her life. “Unlike other women who know God intuitively,
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Michal needed to teach herself, and she did this through teffilin.” Naomi clarified that whereas
women who are able to get pregnant “know God intuitively,” Michal’s inability to have children
prevented her from experiencing God through her own pregnant body. As we approached the bus
stop, Naomi concluded, “Pregnancy is that bodily reminder of God. You can’t ignore God when
you are pregnant or say that anything is higher than God.” Even though, according to Naomi,
Michal used teffilin to help her experience God through her body, for most Haredi women,
pregnancy is the embodied experience that enables their subjectivity to shift due to the
theological importance of this bodily act.
This example helps to explain the feeling that pregnancy connects women to God. Haredi
women expressed to me that pregnancy allows them to feel a privileged position in relation to
God, and they recognize their bodies to be the conduits for this relationship. In other words,
according to the women with whom I spoke, because reproduction—the act of creation—occurs
through women’s bodies, women maintain authority over reproductive decisions. This line of
authority runs directly from God to Haredi women, without needing the interpretation or legal
application of the rabbis who, as we have seen, otherwise play a central part in Haredi life and
reproductive medical care. In this patriarchal culture, women are actually capitalizing on their
bodies—the sites of their gendered limitations in Haredi society—as they draw on their bodies’
ability to participate in the act of creation with God. In this way, the female body becomes a
source of authority for Haredi women. I found that this theological understanding empowers
Haredi women to ignore or contradict the patriarchal culture that otherwise dictates their lives.
When it comes to reproduction, women avoid rabbinic guidance and medical instruction in favor
of an authority that grows out of the embodied experience of pregnancy. This autonomy over
reproductive decisions is their reproductive ethic.
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In this chapter I will argue that the theological belief that gives rise to women’s authority in
this area is supported and buttressed by a number of cultural factors. We will see how Haredi life
actually makes space for women to exert agency over pregnancy. Drawing on Saba Mahmood
(2001; 2005), I maintain that a Haredi woman’s agency and empowerment must be seen in the
cultural setting in which it is fostered and grows.64 As a result, I will first provide a description of
the context that makes room for pregnant Haredi women to exert agency over their reproductive
lives in particular. This allows us to see what agency really means for Haredi women. The
second part of this chapter will look at the sources a Haredi woman draws upon to exert her
authority. First I consider how framing pregnancy as the embodiment of divine authority allows
a Haredi woman to alter her own subjectivity in the community and rebuff her rabbis and
doctors. Then, while drawing on Mahmood’s theorization of docility and agency, I will consider
the ways a Haredi woman relies on her previous reproductive experiences for authority. We will
see a how Haredi woman’s subjectivity in her community and sense of authority changes
throughout—and as a result of—her reproductive life.
As a whole this chapter provides an analysis of how women create a reproductive ethic that is
enabled by their assigned gender roles in the Haredi community and justified by their belief that
pregnancy enables them to embody God’s authority. We will see how women use their bodily
experience and their context to remove pregnancy from the gender norms of Haredi society and
transcend the religious authority structure so that they have agency over their bodies. And yet,
their move away from religious norms relies on their conformity to those same norms. What will
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Mahmood’s argument is an adaptation of Butler’s analysis of Foucault, “If there is no formation of the subject
without a passionate attachment to those by whom she or he is subordinated, then subordination proves central
to the becoming of the subject” (Butler1997, 7). The subject, even one acting with agency, is always inextricably
connected to his/her subordination by virtue of being formed by it.
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become clear is how Haredi family life, religious practice, and the cultural setting actually allow
for and facilitate women taking actions during pregnancy that run counter to religious and
cultural norms.
It is important to note that the reproductive ethics I found among Haredi women —that is, the
specific decisions they make regarding pregnancy and reproduction—vary from woman to
woman and even from one pregnancy to the next. My point is not to articulate a universal
reproductive ethic but rather to highlight the fact that a woman’s claims to independence and
individuality drive her choices during pregnancy. I argue that this is their reproductive ethic.65

Part I: Making Room for a Woman’s Agency
Pregnancy is the Haredi Woman’s Domain

It might seem odd to suggest that by participating in reproduction a Haredi woman is able
to exert agency and authority. The maternal body, after all, is understood to be the “reproduction
of the social body” (Diprose 1994, 25), and in our case, the pregnant Haredi body is reproducing
the male-dominated religious and cultural norms of Haredi life. How, then, one might ask, can
women, by participating in this structure of domination, find agency? Following the work of
Saba Mahmood, I suggest that we define agency in terms of the “capacity for action,” enabled
and created by the “historically specific relations of subordination” in which Haredi women’s
identity is formed (2001, 203). Thus, in order to make the case that Haredi women do have a
capacity for action during their pregnancies—agency, in other words—I will first argue that the
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Shaw (2004) makes an interesting point regarding the ethics of breastfeeding. Breastfeeding, she asserts, is not a
passive action a woman performs but rather an active choice, constantly subject to public moral scrutiny. “It is very
easy to perform breastfeeding ‘wrong’ or ‘incorrectly’ and to be reprimanded for doing so,” Shaw asserts (101).
Because it is an act laden with ethical scrutiny and it is, according to Shaw, “embedded historically in sociocultural
practices, it falls squarely within the purview of ethics” (101). Likewise, decisions made during pregnancy are
ethical decisions.
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context in which they live, pray, work and raise families actually facilitates and creates a space
for women to act. 66
In this section I will demonstrate that cultural norms create a space for Haredi women to
use their pregnancies as sources of authority. In the private realm, the nature of a Haredi
woman’s relationship to her husband allows her to make reproductive decisions without his
knowledge. Strict gender segregation in the Haredi community has led to problems of marital
communication and a lack of mutual support.67 Furthermore, without the involvement of her
husband, a Haredi woman does not have access to the rabbi. Therefore, she can make
reproductive decisions without the participation of male authorities. Meanwhile, in the public
realm, pregnancy is seen as so normative that it is not usually a topic of conversation. Thus,
unlike in North America where a woman may be subject to a stranger’s hand placed on her
pregnant belly or the persistent “Do you know what you’re having” inquiry, pregnant Haredi
women in Israel are so conventional that they garner little attention. 68 To say that they are
ignored, however, would not be accurate, because one reason for this silence is the observance of
prominent superstitions. In an effort to avoid attracting the evil eye, the custom is to not mention
a woman’s pregnancy. I will elaborate on this tension in the sections that follow. I will show that
this absence of cultural and familial commentary allows a woman to make decisions without
concern that she will be judged by her community. In this section I discuss some of the public
and private social realities that create a space for Haredi women to construct their individual
reproductive ethics.
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It is important to note that I am not saying Haredi women have agency in all areas of their lives but rather that
the cultural norms facilitate the capacity for action in reproductive matters in particular.
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For more on gender segregation in the Haredi community see Stadler (2012, 70-72).
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Tsipy Ivry (2010) discusses this cultural tendency among secular Israeli women as well.
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Private Realm: The Problem of Zugiyut

Shira, a mother of five, is an eighth generation Yerushalmi, or Jerusalemite. She—
alongside her mother, grandmothers and aunts--has seen the Haredi community change over the
course of many generations. As a social worker for the Haredi community, Shira focuses on
problems of zugiyut, or couple hood. The term has a positive connotation but Shira finds that this
positive element of marital relationships is lacking within Haredi households, due largely to
financial stresses on Haredi families. Remember that, typically, a Haredi couple gets married
when the two are between the ages of 18 and 21. Though a Haredi woman receives training for a
job that can provide money for the family, her husband’s education cannot be marketed outside
of the Haredi world. As a result, he often remains in Kollel (Yeshiva for married men) and she
enters the workforce. A married man in Kollel generally receives about NIS 1500 (roughly $400)
per month from the Yeshiva, an amount that is subsidized by the Israeli government. The
family’s modest social security stipend increases with each child they have, but not enough to
support a growing family. Recent accounts report that one in four Haredi families lives below the
poverty line in Israel (Weiler-Polak 2010).
In addition to the financial stressors on Haredi families, Shira added that there is a lack of
education within the Haredi world about how to communicate with one’s spouse and how to
build a loving home. Though the resources are available, she claimed, many Haredi families
struggle. Some of this, Shira explained, is due to the fact that couples marry very young and
begin having children before they even know each other. It is important to remember that a
Haredi man and woman do not “date” for a long period of time before marriage. Thus, during the
first few years of marriage Haredi couples struggle with their new lives together as they bring
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children into the world. Shira explained, “We see many situations where there is a lack of
knowledge, where couples need help with zugiyut, and pregnancy and birth put lots of stress on
these already rough relationships.”
I saw this phenomenon repeatedly among the women I spoke to. None articulated it quite
as well as Dalia, who described herself as a “non-typical Bei[t] Yaakov girl.”69 While “typical”
Beit Yaakov girls eagerly marry Torah scholars, Dalia met over twenty potential suitors—all
scholars—before she decided on her current husband when she was twenty-one years old. They
quickly got married but Dalia knew she was not ready to become a mother. Instead, because she
loves dancing, she joined a Haredi dance group in her neighborhood. Soon she opened her own
studio for young Haredi girls to learn dance. Ten years ago this was a radical business venture,
because girls in the Haredi world were not encouraged to dance or perform publically.70 Due to
her success, however, her husband began working on the business end of the studio while Dalia
still functions as the artistic director. Dalia knew that getting pregnant would not only interrupt
her dance and performance schedule but also lead her into another definition of herself for which
she was not quite ready.
Quickly, though, Dalia did become pregnant and now, as a woman in her thirties with
four young children, Dalia attributes her decreasing anxiety and increasing confidence with each
pregnancy to the improvement of her marriage. She recognizes that as a young bride with a
husband she barely knew, she did not enjoy being married or getting pregnant. With the help of
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Beis Yaakov (Beit Yaakov) is the school system for Haredi girls and young women. Traditionally, the school
educates them about the virtues of marrying a Torah scholar and supporting him so that he can study in a Kollel for
the majority of his life. See discussion in chapter two.
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Still, the performances are only for female audiences.
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marriage counseling, though, her marriage stabilized, enabling Dalia to embrace her identity as a
dancer. She explained,
I knew that my basic instinct was as a dancer, and today I just know that is the way it is. I
don’t even try to change it. I’m just also a mother…At the beginning it was embarrassing for
me. What is wrong with me? Why is everyone different? Why does everyone want to be a
mother and I want to be a dancer? It wasn’t something I mentioned to anyone because it was
such an embarrassment. In the Haredi world…motherhood is put on a pedestal, but in fact
we’re all human beings. We all have our issues…even when it [motherhood] is great it’s not
easy.
Dalia also explained that attitudes towards big families began to shift in the last ten years,
and Shira confirmed this. Now, it is more likely that rabbis will permit the use of birth control
when a family already has a few children and the couple would like to wait a little while before
having more. Dalia remarked,
Today birth control in the Haredi world is wide open. In my days, in the last twelve years, it
was different. I know because I see my sisters and the way they talk to their friends. They
talk about birth control freely. In my circles, we never discussed these issues...Today it’s not
even an issue. In my days, we never spoke about it between friends.
Dalia told me that her rabbi has become increasingly supportive of birth control, expressing his
opposition to big families in the Haredi world. His opinion is that these big families lack love,
support and financial stability, thus leading to unhappy marriages, children, and women. Despite
the fact that Dalia’s rabbi would easily give her permission for birth control, she said that now
“If I feel like I need birth control I’ll take it right away,” meaning she would not ask her rabbi for
permission. She feels that his consent is unnecessary. Ten years ago, Dalia would not have asked
her rabbi because she would have been too nervous, but then she also would not have used birth
control. She explained, “I wouldn’t have even mentioned it to my husband. I would have avoided
the topic.” According to her reproductive ethic now, however, Dalia maintains that it is solely
her decision to use birth control. She admitted that given the cultural norms ten years ago and her
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own discomfort in her marriage she would not have discussed the issue at all, but now, because
of the cultural changes and the confidence she has gained, Dalia would make the decision on her
own.
Recognizing the difficult state of many Haredi marriages, some rabbis will even consent
to abortions in order to preserve a positive family atmosphere. I asked Shira about unexpected
pregnancies and those where a deformity is found in the fetus. She responded that, “Of course”
there are rabbis who will permit abortions in these situations. Shira continued, “There are many
rabbis that will deliver a legal judgment from the position of shalom bayit (a peaceful home) or
for health [of the mother].”71 Though she lowered her voice for this part of our conversation,
indicating that there might be something illicit in what she was saying, Shira assured me that
there are an abundance of sources of guidance on these matters for the Haredi community. Shira
is confident that despite the fact that problems of couple-hood remain, there is a greater
awareness of the toll that many children take on young, impoverished families, and many rabbis
are sensitive to this reality.
The economic stresses on marriage and the lack of communication among young Haredi
couples play out in a practical way when it comes to making decisions about pregnancy. Because
a Haredi woman does not approach her rabbi directly but instead requests that her husband ask
the rabbi a question, the process depends upon her feeling comfortable discussing issues with her
husband. As we saw with Dalia above, if a young woman is afraid to broach the topic of birth
control with her husband, her rabbi will never receive the question. The problem of zugiyut, then,
affects the extent to which one’s rabbi is involved in reproductive decisions. Without direct
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“Shalom bayit” is considered a more lenient justification, and “health of the mother” is also lenient since it is
often stretched to account for her psychological health.
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access to the rabbi and without the comfort needed to discuss issues with her husband, a Haredi
woman has space to make reproductive decisions.

Public Domain: Pregnancy is “What a Jewish Woman Does”

Pregnancy is such a common occurrence in the Haredi community that my research
question often elicited some strange responses. Some women remarked, “yeah, so what? We’re
pregnant a lot. It’s not a big deal.” Others said, “Well, you won’t have a hard time finding
pregnant women to talk to!” Indeed, walking down the streets of Haredi neighborhoods one can
easily spot dozens of pregnant women—pushing strollers, running to a meeting, or picking up
some groceries. Some have referred to pregnancy as a “way of life” for Haredi women (Teman
and Ivry 2011), which can be confirmed by Haredi women struggling with infertility. Infertility
causes many women to feel excluded from Haredi female society because they cannot do what
they think is supposed to come naturally to them. On her sixth wedding anniversary, after years
of fertility treatments and reflexology, Talya recalls reciting a prayer that she never told anybody
about for fear they might rebuke her. She said, “Hashem, [God] if you don’t want me to have
children, I accept that.” Upon repeating it to me she felt embarrassed for accepting that she
would not have children, but Talya told me she felt completely exhausted and depressed to the
point of wanting to give up. Talya explained that her extreme distress was due to the fact that in
Israel infertility is harder “because everyone is always pregnant all the time…within my five
years of having two children, I have friends who have had four or five children.” Though Talya
is grateful for the children she has, her impression is that that in her Haredi community, women
are pregnant constantly. She said that even for women with six children it is difficult to not be
pregnant because “in Jerusalem, everyone is pregnant all the time.” The problem is not just that
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the women around her have more children but that they seem to exist in a constant state of
pregnancy.
Verred’s struggle with infertility differed from Talya’s, but she experienced similar levels
of sadness when she realized she could not do what was expected of her as a Haredi woman.
Verred had three children right after she got married and then spent ten years trying to have a
fourth. After receiving many blessings from rabbis and advice from doctors, she and her husband
decided to start fostering children. They participated in a marginal practice in the Haredi
community: Verred and her husband fostered three sick babies whose Haredi families could not
care for them. Though she loved having a baby in the house, Verred was aware that this practice
set her apart from mainstream Haredi society, since she was caring for children that did not “fit”
into the normative Haredi family. After they decided to stop fostering children, Verred focused
her energies on various business ventures and learned to accept her small family size. She still
felt sadness, however, when she saw older mothers with babies. “Being young and having babies
is just normal, but it’s such a gift when an older couple has a baby. You appreciate it. At the
beginning you expect it…but after a while you really appreciate what a child is.” Verred’s
remarks here reflect the fact that pregnant women are a staple of the Haredi community. When I
asked Verred if she was frustrated that she was working so hard to have a baby with no success,
she said she felt sadness, confusion and longing more than frustration. Verred explained, “If this
[having babies] is what a Jewish woman does, then what am I supposed to do?”
Though admittedly painful to women who struggle with infertility, the depiction of
pregnancy as a prevalent and common bodily state among Haredi women shows that pregnancy
is viewed as commonplace in the Haredi community. Therefore, a pregnant Haredi woman is not
a topic of conversation. Remember, though, that due to superstitions and customs surrounding
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pregnancy, a woman’s pregnant body is, in some way, constantly under the gaze of the Haredi
community. In this way, though the pregnancy is seemingly shielded from public conversation,
the avoidance of this conversation is an active choice and places pregnancy under the silent and
fearful gaze of the community.
For the individual Haredi woman, this space to experience her pregnancy free from the
involvement of her husband and the community results in her ability to make reproductive
decisions independently. She is not forced to defend every decision—or even to discuss it—
because nobody is asking. Simultaneously, however, she is aware that those decisions could be
subject to moral and religious scrutiny. When I inquired why women were so open to discussing
their pregnancies with me, women often responded by saying that nobody had ever asked them
before. They were thrilled to discuss pregnancy with someone who would not pass any judgment
on their choices.72 Though the women with whom I spoke were aware that their reproductive
decisions might have been controversial, they felt empowered to make these decisions and to
develop a reproductive ethic in the space that had been created for them.
This socio-cultural and religious perspective provides not just important background
information for understanding the context in which Haredi women reproduce, although this is
significant. Instead, what becomes clear is how Haredi family life, religious practice and the
cultural setting allow women to take actions during pregnancy independent of religious and
cultural norms. The silence between a woman and her husband on issues related to pregnancy,
the lack of direct communication between a woman and her rabbi, and the constant yet fearful
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All the women I spoke to were aware that I would be publishing the results of my study, but they also knew that
nobody from their community would read my book or articles. In other words, nobody who mattered to them
would judge their actions. They also knew I would be concealing their identities, a fact that offered them great
comfort.
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gaze from the wider cultural setting leave a fertile lacuna for the Haredi woman to express her
agency on matters related to pregnancy. Because they understand their purpose in Haredi society
to be primarily to get pregnant and give birth to more Jews, Haredi women adopt an air of
ownership over this role. “If this is what I’m supposed to be doing,” they claim, “then I must
know the right thing to do.” Haredi society has placed pregnancy and childbirth in the hands of
women completely, and women capitalize on the fact that this should be within their realm of
expertise. Furthermore, if nobody is asking a woman which prenatal tests she is getting, for
instance, she does not have to tell anyone that she might have made a decision that is counter to
what her rabbi may advise. So not only do women see pregnancy as within their purview of
authority, as the community has granted them this role, but they also find that due to cultural
taboos others remain silent and do not openly criticize or comment on their decisions.
Viewed in this way we see that the specific structures of the Haredi world actually help to
create women’s agency. Anything but apologetic, my perspective allows for a more historically
and culturally situated analysis of agency in that it appreciates the differences in one’s capacity
for action. Agency, therefore, does not translate into the same action for Western liberal
feminists and for Haredi women in Jerusalem, though both may express a capacity for action.73
Furthermore, an analysis of the cultural setting allows us to see that agency does not derive from
an outside source or influence, nor is it due to an internal “spark,” but rather is the result of the
hegemonic forces of culture, religion and society.

Part II: The Sources for a Woman’s Authority
Theological: Embodying Divine Authority through Pregnancy
73

See Mahmood (2001) on the fact that “agency” in the way Western feminism defines it is not universal.
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Most often when women explained to me how they came to make a particular
reproductive decision without consulting a rabbi, husband, or doctor, or by contradicting those
same individuals, women justified their choices by invoking the idea that pregnancy is a time of
connecting to God. Returning to Naomi’s story about Michal from the Hebrew Bible, we see that
viewing pregnancy as the embodiment of divine authority is not just about seeing pregnancy as
the physical manifestation of God. In this section I will explore what it means when Haredi
women refer to their pregnancies as a time of divine embodiment. Informed by Bourdieu (1977,
1984) and Merleau-Ponty (1962) I see embodiment as the role the body plays in shaping the self.
In other words, pregnancy itself is an embodied experience in that it is a time when cultural and
religious norms are applied to the female body, but here we will see how women transform these
norms through their pregnant bodies and the interpretation of their bodily practices as divinely
sanctioned.74 First it is important to identify the religious significance of pregnancy within
Haredi Judaism, which pressures Haredi women during their reproductive lives. Then I will
elaborate upon the privileges that Haredi women enjoy as a result of seeing pregnancy as the
embodiment of a divine activity. By understanding pregnancy as the participation in the divine
act of reproduction, Haredi women remove pregnancy from its gendered limitations and give it
metaphysical importance. With this perspective, women can exert authority over their bodies,
which are generally under the controlling gaze of rabbis, doctors and Jewish law.
The Pressures of Embodying Divine Authority

The theological belief that pregnancy is the participation in a divine act and thereby
sanctioned by God is found in educational materials for Haredi women. A number of women told
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me about tapes they listen to during pregnancy, recordings of lessons provided by the wives of
prominent Haredi rabbis.75 Despite the fact that women refer to them as prenatal classes, the
tapes do not teach them about the physiological aspects of pregnancy or the stages of birth.
Instead, these classes teach them how to take a particular hashkafa (religious view point)
regarding pregnancy and labor. In one such lecture titled, “Chava’s Curse,” the rebbetzin
(rabbi’s wife) addresses women who view their pregnancies as an obstacle, who dread being
pregnant because of the discomfort. She makes it clear that men and women have distinct roles
in bringing the Messiah. Pregnancy is a woman’s contribution to the hastening of the Messiah’s
arrival, and through their responses to difficult pregnancies, women are tested in their faith. If
women complain about nausea, vomiting and backaches during pregnancy, or if they decide not
to have children, then they will be failing the test and thus preventing the arrival of the Messiah,
essentially bringing an end to the world in its entirety. Though I never heard a woman phrase her
reproductive activities in quite this way, the rebbetzin’s position is a prominent theological
stance in the Haredi world and signifies the extraordinary worth of women’s participation in
reproduction.
Furthermore, the rebbetzin maintains that women impart the spiritual essence to their
children through pregnancy and labor. On the tape she refers to pregnancy as “chevel leida,”
literally “the rope of birth.” It is a play on the word for umbilical cord, “chevel tabor.” Unlike the
umbilical cord that connects the fetus to the woman, pregnancy, the rebbetzin explains, connects
the woman to God through the chevel leida. Using this metaphor, the rebbetzin makes the case
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While each tape represents the view point of that particular teacher, in disseminating tapes they are attempting
to broaden their message and unify the variety of perspectives that exist. See Caplan (1997) for more on these
audiotaped classes in the Haredi world.
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that the physical experience of childbirth and pregnancy pull a woman closer to God by giving
her the opportunity to display her faith in God and thus hasten the Messiah.
This bodily connection to God through pregnancy is so significant because women see
the body as a cli—a vessel or conduit for God to bring about new life. Thus when women are
pregnant they are emulating God’s creative powers and in this way each decision is of the utmost
importance. For Hava, a mother of seven and a doula (labor coach), it means a woman must take
care of her body because God is using it to increase the Jewish population. Thus, Hava’s reason
for eating organic food and staying slim is precisely that God is using her body as an instrument
for populating the Jewish people. A Haredi woman who views her body as a cli for God then
sees her task as divinely inspired. Any decision she makes—whether to seek out prenatal testing
or what foods to eat—is a choice she makes with the weight of God behind her.
Hila, a mother of four and pregnant with her fifth, believes that this pressure is written
expressly onto her body. She explained, “God gave me this body, and I have to provide for it,
and I have to take care of it. And, I’m raising a child in me that’s not only a child but a Jewish
child.” Hila and other Haredi women view their bodies as direct gifts from God, a gift endowed
with great responsibility. This responsibility is also what sanctions Hila’s authority. Because God
has trusted her with this responsibility, in other words, Hila has moral authority and does not
need to trust anybody else to tell her what to do during the pregnancy. In fact, trusting someone
else would contradict her obligation to God and her body. Significantly in the words that she
uses, she is raising the Jewish child, not God or her doctors, rabbis or husband.
As a doula, Moriah encourages Haredi women to see their bodies as pathways towards
reaching God. Moriah sees that women focus on remaining modest in the birthing room or
saying the correct psalms during birth, but she wants them to instead look at pregnancy and birth
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as a gift from God and thus imbued with significance. “You are so religious? You say blessings
all the time? Start seeing Hashem. Hashem gave this to you. Know that. Trust that. Let him talk
to you…it’s a very physical experience, but it is a paradigm for life…we have a spiritual goal for
it. We can rise above the physical and touch the other side.” Moriah emphasizes that it is through
the physical act of pregnancy and childbirth (and not through the performance of more “minor”
commandments) that women can reach God. Thus, women should feel free to moan during birth
if that reduces the pain, hold their husband’s hands even after they have technically entered a
state of niddah (impurity), or remove articles of clothing that are too restrictive.76 Modesty, for
Moriah, is a religious ideal that does not help women see that birth is already imbued with
religious significance. Instead of remaining modest, Moriah requests Haredi women to remember
that the ability to birth is a direct gift from God and thus it is a physical experience that
transcends the material realities.
The embodied connection to God during pregnancy both grounds women in the
physicality of pregnancy, teaching them to rely on their bodily experience while also reminding
them that precisely because of their bodily connection to God their authority exceeds that of their
rabbis and doctors. The body, then, is both a symbol of physicality and a source of
transcendence. Fader (2009) explains that for young Hasidic women in America, the constant
tension between the body and the soul or the material and the spiritual is resolved by those who
“elevate the physical world of the body in order to serve God and eventually be rewarded in the
world to come” (37). The elevation occurs through ritual for the Hasidic women Fader
interviewed. The performance of divinely-commanded yet physical rituals gives them a method
for moving their bodies from the physical to the spiritual level. Similarly, Haredi women in
76
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Jerusalem grant metaphysical significance to the overtly material acts of pregnancy and
childbirth by arguing that pregnancy is participation in a divine act. In this way they remove
pregnancy from its gendered limitations as an act performed through the woman’s body and
transform it into a Godly act that imbues women with divine authority.
The Privileges that Accompany the Embodiment of Divine Authority

As we think about pregnancy as an embodied experience we can see how Haredi norms
are applied to the female body. Recall from chapter two that Haredi life relies on a particular
hierarchical authority structure wherein one asks his/her rabbi for permission or guidance
regarding issues related to all parts of one’s life—religious and not. In this way, everything
becomes a matter of Jewish law, and one’s rabbi is established as the ultimate decision-maker.
According to this system, people are obligated to adhere to the answers of their rabbis, answers
believed to derive from the sources of Jewish law and therefore seen as coming straight from
God. As women see pregnancy as a divine act, however, they see themselves as privileged to
supersede this authority structure. Many women with whom I spoke grew resentful of rabbis who
tried to tell them what decision to make during pregnancy precisely because the women felt
entitled to make these decisions on their own. This shift challenges the entire structure of Haredi
Jewish life.
Talya faced a tough decision regarding the hospital where she would give birth to her
fourth child. She preferred a particular hospital that is more inclined towards natural birthing and
has a policy of allowing the baby to remain with the mother as tests are performed on the
newborn. This hospital, however, is not “Shabbat oriented,” meaning they do not observe the
laws of Shabbat, something problematic for Haredi Jews. The other hospital is Shabbat oriented
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but will take the baby away right after the birth. Her rabbi responded to her dilemma by saying,
“Which is more important to you? To have the birth go ‘exactly the way you want it’ or to have
someone not work on Shabbat for you?” This answer hurt Talya, since he undermined her
preferences for natural labor in favor of observing the Sabbath. Talya continued, “It’s not an easy
thing for a woman. This is my avodas Hashem (service for God). I carry this child for nine
months, and I don’t want someone taking it away from me after it’s born.” Her response can be
seen as responding both to her rabbi’s words and to what would result in the Shabbat-observant
hospital. Talya’s rabbi had taken away from her the ability to make her decision based on her
individual preferences, which she felt entitled to exercise. Instead, he wanted her to decide on a
hospital because of its observance of Jewish law. Another reason Talya wanted to avoid the
Shabbat observant though non-natural hospital was that by removing the baby from her after the
birth, this hospital removes the source of a Haredi woman’s authority immediately after it leaves
her body. Talya’s desire to privilege her own pregnant positionality even after the birth over the
prohibitions of Sabbath indicates that the authority she derives from the embodiment of
pregnancy exceeds her obligation to Jewish law. Allowing someone else to make a decision for
her, or to tell her what she needs to do during pregnancy, birth or the immediate post-partum
period would violate what Talya sees as her divinely-ordained role.
Moriah also understands pregnancy to be the performance of God’s work and therefore
as something that supersedes the law. She was six months pregnant with her fourth child when
she talked with me about pregnancy as a prime opportunity to connect with God. Moriah’s
reflections on a woman’s connection to God during pregnancy and labor bolstered her views on
the irrelevance of rabbinic legal rulings for pregnant women. Not only is the Talmud outdated on
issues related to pregnancy, Moriah claimed, but the rabbis know nothing about pregnancy and
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birth. Moriah did not mean that the rabbis do not possess basic information about reproduction
but rather that their bodies have not been imbued with significance by God as a woman’s
pregnant body has. This intimate relationship—expressed through a woman’s body—gives
women authority over pregnancy and birth, an authority that the rabbis do not possess simply
because they are all men. Pregnancy, then, allows women to connect with God in a way that men
cannot.
The fact that women connect with God through their bodies should, according to Moriah,
teach women that they need to rely on their bodies more. This is Moriah’s reproductive ethic,
and it is something she teaches the pregnant women who utilize her services as a doula. Moriah
explained that relying on one’s body is closer to what God wants from us than what one may find
in a book. Sarcastically she insisted, “You trust doctors, you trust medicine, you trust everybody
but you do not trust yourself. Trust anybody because they went to school and they learned. Don’t
trust yourself even though you’ve lived in your body for twenty years.” Relying on one’s body
for knowledge during pregnancy is, for Moriah, relying on God. During her third pregnancy,
Moriah was diagnosed with Cytomegalovirus (CMV) at 14 weeks gestation.77 As Moriah
remembers, the doctors wanted to perform an amniocentesis at 26 weeks to check to see whether
the baby was also carrying the disease. Because a baby born with CMV can sometimes develop
health problems throughout infancy and childhood, some physicians suggest aborting fetuses
diagnosed with the virus. Moriah and her husband, Eitan, agreed to the procedure and booked the
appointment. As the date approached, however, they began to feel hesitant. Moriah had to have
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emergency root canal surgery, and she took this as a sign that God was trying to communicate
something to her.
I learned that I can’t make a decision five months in advance. I have to just listen in the
moment…Hashem brought me this tooth thing that totally knocked me out. It made Eitan
say, ‘What are we doing? I don’t want you to go and have to deal with more things.’
Hashem brought it in the moment…and I really saw that right now, that’s it.
Eitan did not want Moriah to have to consider whether they would have an abortion if the test
came back positive. Moriah understood the physical ailment of root canal surgery to be a direct
message from God. She believed that God had communicated to her through her body, and
because she was attuned to the message, she understood that it meant she should not go through
with the amniocentesis.
Hila also came to rely on her pregnant body and had a difficult time thinking of anything
she would ask her rabbi about her pregnancy. She said that if a test revealed a deformity in the
fetus, first she would either do research or ask her mother. After pausing to think about what she
would ask her rabbi, Hila stated, “I never had to [ask my rabbi] a question, but if you’re
bleeding, then you have to.” Here we see that Hila would ask her rabbi about her status as a
niddah if she begins spotting during pregnancy. This question is decidedly halakhic (Jewish
legal) in nature and not ethical, but it is the only one Hila would actually discuss with her rabbi.
After thinking for a few moments she added that if there was a question of whether she would be
induced to begin labor she might ask her rabbi. This, however, is not so simple “It’s a difficult
thing because some rabbis only listen to what the doctor says and not all doctors necessarily do
what’s medical.” She corrected herself by saying, “well, they don’t do the right thing.” Hila
added “because a rabbi will just say ‘do what the doctor wants’ it is important to find a doctor
who will do what you want.” She confirmed the discussion in chapter four about the cooperation
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between rabbis and doctors, and she echoed what Moriah said above about the dangers of
trusting doctors and rabbis. Although Hila admitted that there might be some cases where the
fetus is diagnosed with a serious deformity that would warrant asking a rabbi about an abortion,
she also offered a counter-example of a couple who asked the rabbi about an abortion but
ignored his answer. Hila sees her doctor as a potential adversary and her rabbi as slightly
unnecessary during pregnancy, save for the particular legal questions one might have. Instead of
these two authorities, Hila relies on herself and her embodied experience of pregnancy to make
reproductive decisions.
By viewing pregnancy as the embodiment of the divine act of reproduction and thus
sanctioning their reliance on their bodies, Haredi women are changing the hierarchical structure
of this branch of Judaism. The women in this section—Hila, Moriah and Talya—have rejected
rabbinic advice and relegated their rabbis’ opinions to minute legal questions. Instead, when
constructing a reproductive ethic, these women found that pregnancy granted them all the
knowledge and authority they needed to make reproductive decisions. By explicitly rejecting
rabbinic influence and the authority that Jewish law holds, Haredi women are rejecting the book
tradition that others (Soloveitchik 1994; Friedman 1995) have claimed is now prominent in the
Haredi community. Instead, women rely on a sort of lived tradition—the experience of
pregnancy and the mimesis of being pregnant and listening (somewhat) to what their mothers did
when they were pregnant. In this way, they draw a direct line to God through the embodiment of
pregnancy, thereby justifying all their preferences and desires. Paradoxically, by removing
pregnancy from its bodily restrictions and emphasizing the connection between their bodies and
God, Haredi women can return to their bodily experience with a sense of authority and
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responsibility. In the next section we will see how this move develops throughout a woman’s
reproductive life and is not instinctual during her first pregnancy.
Experience is the Best Educator

Haredi women develop a sense of independence as a result of their multiple pregnancies—
independence from the medical authority of doctors and the religious authority of rabbis. In this
section I suggest that in addition to bolstering their bodily experience theologically, Haredi
women also draw on cultural norms and expectations for repeated pregnancies in order to
support their claims of authority. With each pregnancy, then, a woman gains more bodily
experience and therefore more authority.78 In this section, I will compare women’s reproductive
ethics in their first and second pregnancies with their ethics in the third pregnancy and beyond. I
will show that during their first and second pregnancies, a woman’s reproductive ethic is largely
determined by what her doctors, rabbis and families recommend. As her reproductive life
progresses, she develops a sense of confidence and empowerment that lead her to make her
individualized reproductive decisions, oftentimes in opposition to the doctors and rabbis.
At the beginning: First pregnancy and learning about the body

Karin, a nurse-midwife in the Haredi community, teaches prenatal classes to Haredi women
in Meah Shearim. The six-week course that I attended was populated predominately by
Lithuanian-descended Haredi women who were pregnant for the first time. Thirty women in their
early twenties sat around a large conference table in Bikkur Cholim Hospital to learn from Karin
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for six weeks. They turned to Karin as a certified nurse, a midwife, and an Orthodox woman who
can provide them with guidance that is not only medical but also religiously informed. Though
Karin was born in America she moved to Israel almost twenty years ago and speaks Hebrew
fluently. She begins a new course every two to three months, and they are always enrolled at
capacity. Each session of the six week course lasts about three hours, but Karin stays after
answering a variety of personal questions for her students. The class costs NIS 500
(approximately $125), but some of the health plans subsidize up to fifty percent of the course.
Though this expense could still be onerous for a Haredi family struggling to make ends meet, I
did not witness any woman complaining about the cost or requesting a discount from Karin.
Karin’s classes provide an indication into the needs of Haredi women during their first
pregnancies. Of course, these are the needs the medical community thinks they have, and
therefore Karin builds her courses on the gaps she has perceived in Haredi women’s knowledge.
After administering to thousands of Haredi women during her extensive career as a nursemidwife in Jerusalem, Karin knows what Haredi women do not know and she uses her course as
an opportunity to educate them for the future.79
Haredi women do not receive basic science lessons as part of their regular education, so
many are ignorant of the physiological elements of their menstrual cycle. Though most of the
women were already in their seventh month of pregnancy when they began the course, Karin
used a power-point slide on the first day of class to show them how they got pregnant in the first
place. In this anatomy lesson she showed what happens during a normal ovulation cycle and how
fertilization occurs during this period. Though she used medical terms to label the parts of the
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female anatomy, Karin did not actually refer to men or name where the sperm comes from,
preferring instead to talk about it in the abstract. As she is aware of Haredi modesty norms, Karin
knows that using the word “penis,” even in a medical setting, would be inappropriate and thus
make women uncomfortable.
The Ministry of Health encourages women to get an early ultrasound in their first trimester
so that doctors can date the pregnancy, check the location of the placenta and the location of the
fetus to make sure that it is not an ectopic pregnancy. Karin repeated these guidelines and then,
in a more casual and friendly voice added one of her own: “Listen, already at the beginning
you’re experiencing a number of changes like nausea, dehydration, exhaustion, and you want to
know if there is something there. You don’t feel it and you don’t have a stomach yet, so you
might not know you’re pregnant, especially in your first pregnancy.” From her experience Karin
knows that for their first pregnancy Haredi women do not immediately recognize the signs of
pregnancy. As newlyweds who have not received a sufficient sexual education, these women
may not even suspect that they are pregnant until the doctor tells them. 80 Though the women in
her classes have long-since passed the early signs of pregnancy, Karin gives them this advice for
their next pregnancy, an event that may surprise them just as much.
As a result of a lack of information regarding one’s body and the process of pregnancy, labor
and delivery, Haredi women have “awefulized” their first births, as one doula explained to me.
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When I was observing in the ultrasound unit of a prenatal clinic in Geula, I encountered a number of Haredi
women in precisely this situation. One such Haredi woman, twenty-one years old, came into the ultrasound
examination with her friend, an unmarried woman who was equally surprised when the ultrasound technician told
her newly-married friend that she was pregnant. The young bride responded, “But we just got married last month!
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first time. This is not unique to Haredi women, but it is symptomatic of a larger issue in the Haredi world.
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Chana, a doula from Ramat Beit Shemesh who moved to Israel with her family when she was
thirteen years old, found Israeli Haredi women in particular talk about their first births as
completely traumatic experiences, filled with surprises and unexpected pain. Chana suggested to
me that this is based on the general lack of knowledge that women have going into their first
births. Chana explained that the lack of education about pregnancy and labor only adds to a
Haredi woman’s inability to make decisions regarding the labor and birth. Because young Haredi
women have been raised to turn to the rabbi with all of their questions, they become paralyzed
when they are finally confronted with the need for a quick decision in the hospital during labor.
Chana has found this frequently amongst her Israeli Haredi clientele, as she has spent hours
waiting for a rabbi’s approval of a medical procedure during birth. 81
As a result of this lack of education, many women turn to their doctors for a great deal of
information. During her first pregnancy, Hila was upset with her doctor for not being more
responsive. Though the doctor agreed to see her as a patient, Hila only remembers one
appointment when she was thirty-six weeks into the pregnancy. Disappointed at the lack of care
she received, Hila admitted, “I knew the baby was growing. I knew, but it was still my first
and…they just should not have taken me on as a patient.” Early in her reproductive life, Hila did
not rely on her embodied knowledge telling her the fetus was healthy. Instead, she expected (and
wanted) the doctor to play a more active role. During labor, however, Hila’s attitude towards her
own authority changed. She refused an epidural, believing that her prayers would be more
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“intense” if she could feel the pain of birth. As a result, Hila remembers that the birth was a
powerful experience that changed her perception of herself. “After my first baby was born,” Hila
explained, “I remember thinking, ‘Now I really feel like a woman.’ I never really understood,
and now I feel like a woman. This is what a woman is, this is what happens, this is what I am.”
After she completed her first pregnancy Hila finally “understood” herself differently. The
experience of pregnancy and birth educated her to see herself as a woman in the Haredi
community who would be repeatedly performing these acts and in this way would be empowered
to rely on her embodied knowledge instead of on her doctors.

Experience Breeds Confidence

Despite the difficulties of their first two pregnancies, many Haredi women expressed an
ease and confidence that accompanied their later pregnancies. My division between the second
and third pregnancies is slightly arbitrary here, because some women (like Hila) were
significantly transformed by their first pregnancies. Many women, however, expressed to me that
they were surprised to be pregnant for a second time so quickly after their first, since they
operated under the common misconception that breastfeeding would prevent ovulation and
conception.82 Thus their second pregnancy caught them off guard much like their first. As a
result I have grouped a woman’s second pregnancy with her first in terms of the development of
her authority and indicated the shift to occur between her second and third. My point is to show
how authority develops on a continuum throughout one’s reproductive life.
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I frequently heard that Haredi women believe breastfeeding is a sufficient form of birth control, and they often
attribute any significant gaps in their pregnancies to breastfeeding, even if it was not consistent.
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For many women, like Talya, it took a pregnancy or two to embrace the authority that they
believed to be entrusted to them. Talya said explicitly that during her first pregnancy she went to
the doctor all the time. She did everything they wanted her to do, without even thinking about it.
“They did all the weighing, the blood pressure, the ultrasounds. But I was so busy. I was in
seminary and I had to take off of class to go. By the second pregnancy, I don’t think I went at all!
I know I went a lot less. With her [pointing to her third child] I went once.” While pregnant with
her fourth, at the beginning of the third trimester Talya finally asked her rabbi if she should be
going to the doctor and he said, “’Yes you should be doing what needs to be done.’” This
injunction from her rabbi was not sufficient, however, as Talya explained to me that “even the
midwives say you should just go for one ultrasound at least to make sure everything is in the
right place.” For her first pregnancy, then, Talya relied entirely on the doctor’s instruction. After
she spent two pregnancies rejecting the doctor’s involvement, she finally asked her rabbi, but
even he did not convince her. Talya, like other women, made reproductive decisions based on the
medical authorities for her first pregnancy but relied on her previous experiences to shape her
reproductive ethics for the subsequent pregnancies.
Dalia also distinguished her pregnancies based on when she began to reject male and
medical authorities. Remember that she had always defined herself as a dancer, and getting
pregnant meant she would be redefined as a mother, a role she feared would limit her. Dalia’s
first pregnancy was difficult because, as she described it “limited me physically.” She wanted to
continue dancing, but her husband was very scared that dancing would “hurt the baby.”
Conforming to the demands of others, she decided that she should “please him, please the baby,
please everybody, just like all Haredi women.” Here, Dalia expressed her tendency during the
first pregnancy to do what others wanted of her; she knew dancing would be good for her, but
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she abided by others’ demands and requests in order to make them happy. This, as we have seen,
is common throughout Haredi women’s narratives of their first pregnancies.
After purposefully breastfeeding for two years, intending to prevent ovulation, Dalia got
pregnant again naturally. Because of some light bleeding at the beginning of this pregnancy, the
doctor instructed Dalia to go on bed-rest for a few weeks. Dalia challenged this restriction. “I did
have thoughts of ‘what do I need this for?’ It’s not like I’m committed to babies. If not this one,
another will come.” She admitted that she would not have had an abortion because that’s not
“responsible,” but her thoughts and feelings indicate that Dalia was beginning to express herself
and her own desires in this pregnancy, as opposed to the first. After she completed the short
period of bed-rest, Dalia’s second pregnancy proceeded normally. It was easier than the first one,
primarily because she had “done this already.” Dalia knew how she would balance her life
afterwards, and she knew she would love the baby, so she was not as anxious as she was during
the first pregnancy.
Throughout the third pregnancy, Dalia remembered feeling more confident. She danced
and felt comfortable with the fact that she would be welcoming a new baby into the world. In
fact, immediately after she brought her third baby home from the hospital she recalls wanting a
fourth. Although she struggled with depression during her third pregnancy, as soon as the baby
was born she was excited for the next one. Dalia explained that “I knew it would be OK if I had
more. I won’t lose myself and my identity.” In light of this, Dalia described her most recent
pregnancy as asymptomatic. She had no nausea, she felt very light, and she danced throughout
the entire pregnancy. This pregnancy blended seamlessly into the life Dalia had already grown
accustomed to, and in this way it made her the happiest. For Dalia, each pregnancy gave her
more confidence to lead the life she wanted to lead, as opposed to what she perceived as the
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paradigmatic Haredi female life. Instead of emerging from each pregnancy exhausted and
frustrated, as she had seen women around her and as she herself had reacted after her first two
pregnancies, Dalia learned how to make motherhood just one piece of her life. When she learned
how to do that, Dalia became a much more confident and independent woman.
When she was pregnant for the fourth time, Dalia even disagreed with her doctor
regarding a certain prenatal test he wanted to perform. She had used this same doctor for three
pregnancies and liked him immensely, so she usually did whatever he asked of her. During the
most recent pregnancy, however, Dalia felt she had enough experience to contradict him. “This
time he wanted me to do more [testing]. He said, ‘You’re getting a little older. Maybe you should
do skirat maarachot’” [an advanced ultrasound performed in the second trimester, wherein
doctors check fetal development]. Dalia said he did not push the matter, but it was also clear that
she was going to be making this decision—not the doctor. “If I feel good, and I know that I’m
OK, then I’m OK.” Though for Dalia “feeling OK” about the pregnancy did not preclude a fetal
anomaly, she relied on her instincts—a honed sense of what a pregnancy is supposed to feel
like—because she had experienced this before. As a woman pregnant for the fourth time, Dalia
expressed her reliance on her own embodied experience.
For other women also the embodied experience affected their attitudes towards medical
opinions. Devorah, a thirty-year-old mother of two pregnant with her third explained to me that
during her first pregnancy she did anything the doctor asked of her, and she was worried all the
time. Already by the second, however, she felt that she just needed to humor the doctor but not
really take her doctor’s authority seriously. When her doctor asked her to go through extensive
screening for gestational diabetes, Devorah decided she would have one preliminary test, but was
“sure it will come back fine…[the doctor] will see there’s nothing to worry about.” When I asked
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how she knew it would be alright, Devorah justified her decision by explaining her doctor’s
over-cautious attitude. She added that she has never had gestational diabetes before and thus she
is not worried.83 Instead of listening to her rabbis or her doctors, Devorah relied on her own
experience to guide her during pregnancy.
Hila also doubted whether doctors are truly effective in preventing or treating certain
issues that arise during pregnancy. Regarding gestational diabetes, she says that “whether the test
comes out positive or negative, women should be eating appropriately.” Regarding high blood
pressure, Hila said, “I know when my blood pressure goes down. If you listen to your body,
you’ll be OK.” According to Hila, doctors claim they know what they’re doing, that the tools
they use are safe, but she insists that “we don’t know.” During her fifth pregnancy, when Hila’s
doctor was “overreacting” again about the small size of her babies, Hila tried to reason with him
that her babies always emerge perfectly fine, but he persisted to order more prenatal testing. In
the end she stormed out of his office. She recalled saying, “This is ridiculous. You obviously
never listen to me. You never care what I say.” Hila’s doubts regarding scientific knowledge and
the authority of doctors derives not just from her own pregnancy experiences but also from
Haredi suspicion about medicine and science, similar to what was documented in the previous
chapter. Here, however, we see how this tendency to doubt scientific knowledge, combined with
reliance on embodied experience, leads Haredi women to make medical decisions about their
pregnancies without the advice of a doctor.
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Of course, one can have gestational diabetes with one pregnancy and not with another. When Devorah and
other Haredi women rely on their experience, it is not always supported with sound medical advice. This is one of
the dangers of this practice and something that I address in the conclusion to this manuscript. In order to provide
Haredi women with adequate medical care, we need to address the medical system that pushes the women to
grow skeptical of doctors due to their involvement with rabbis. Then, Haredi women will hopefully work with the
doctors and not against them.
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For many women this sense of empowerment extends into labor. Chana, a mother of
eleven who I met while observing in the ultrasound unit of one of the hospitals in Jerusalem,
came to the ultrasound unit already in labor, because the doctor wanted her to get another scan
before they proceeded. Chana described herself as a “yalda tovah yerushalayim” roughly a “very
good girl” so she gets all the tests her doctor wants. Unexpectedly, for two of her earlier labors
she had to have c-sections, and she decided that for this one she would do all she could to
prevent another c-section. Though she had already given birth vaginally since her c-sections,
Chana was concerned that the doctor this time would force her to have a c-section because earlier
scans indicated she was carrying a large baby. Chana called her rabbi, who told her to call Dr.
Maran, the head of obstetrics at the hospital. Maran is sympathetic to Haredi concerns and works
frequently with this community and with the rabbis in charge. I asked Chana why she does not
want another c-section and her first response was “I know my body.” For Chana this was less
about whether or not a c-section was medically indicated and more about accommodating her
preferences, which had been built on her previous embodied experiences. She continued, “If I get
a c-section now I’ll always need one.” Chana, then, was thinking not only about her past
pregnancies but her future ones as well as she made the decision to proceed with a vaginal birth.
Chana’s reliance on her past experience continued during the ultrasound. As she was
scanning Chana’s abdomen, the technician asked her, “You’ve already had a c-section?” When
Chana confirmed this, the technician excitedly responded, “So what are you doing here? Go get a
c-section!” Chana objected with confidence as she said, “I’m having a regular labor, and the
birth will be today…I already gave birth naturally twice since the c-sections.” The technician at
this point eased off the topic of the c-section and tried to focus again on determining an accurate
weight for the fetus, because in Israeli medical practice, fetuses that measure greater than 4 kilo
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(about 8.8 pounds) are recommended for a c-section. As the technician measured the fetus to get
an accurate weight, she asked Chana, “What weight do you usually birth?” Chana said “about 4”
The technician said she was measuring about 4 or 4.2 kilo. “But I could be wrong…I’ll keep
scanning.” Chana shared with the technician that frequently the measurements on the ultrasound
are incorrect, either estimating a fetus much bigger or much smaller than what emerges. The
technician had her own stories like Chana’s so she kept measuring until she was able to write
down measurements that would allow Chana to give birth vaginally. In the end the technician
admitted, “The ultrasound is not precise.”
When it comes to educating Haredi women about what it means to be a Haredi woman,
Shira’s wisdom seems most appropriate. “Experience,” she claimed, “is the best educator.”
Experience—the embodiment of pregnancy and the cultural participation in reproduction—
educates Haredi women about pregnancy itself and about how to develop one’s authority as a
Haredi woman. These findings are in stark contrast to Teman (2010) and Davis-Floyd & Davis
(1997) who claim that women draw on their intuition during pregnancy and birth to inform their
choices. If at all, Haredi women are drawing on learned intuition. They do not “naturally”
possess this knowledge because they are women or even because they are “supposed to” be
pregnant. Rather, experience teaches them that they should rely on some sort of intuition. Using
learned intuition, though, is not embedded in their sexed identities but is bolstered by cultural,
religious and theological elements. The resulting authority becomes the basis of reproductive
ethics among women in the Haredi community. As women develop a greater sense of self as
divinely-inspired reproducers of Haredi children and values, they feel more empowered to make
reproductive decisions.
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Conclusion: Rethinking Agency with Embodiment
Paradoxically, the sources of a Haredi woman’s oppression are also the sources of her
agency and empowerment. By participating in biological reproduction, it could be argued that
Haredi women reinforce the gendered norm that their bodies were intended for this purpose, a
norm often seen to buttress inequalities and subordination. This perspective, however, lacks a
nuanced understanding of subjection and agency. Rereading Foucault, Butler (1997) suggests
that because of the inherent connection of the formation of the subject to his/her subjection, the
act of refusing or opposing subordination actually reiterates one’s subjection (11). In other
words, by refusing the male authorities during pregnancy, Haredi women are first acknowledging
their subjection to the male authorities and second, they are using pregnancy—the bodily site of
their subjection—as the source for their opposition to subjection. This is what Foucault and
Butler have referred to as the “paradox of subjectivation” (Butler 1994). The norms that require
the Haredi woman to remain in a state of pregnancy are those same norms that she draws upon in
order to resist her oppression. The conditions that have led to her gendered role in the
community—the requirement for her to reproduce and raise the family—have also been the
sources for her self-formation and her agency.
Butler’s reading requires that we see agency as the opposition to authorities and norms.
In this way, then, the Haredi woman would not be seen as an agent since she is not rejecting the
norms of her community. And yet her expression of autonomy and authority are surely
expressions of agency. Mahmood (2005) offers a nuanced perspective of agency such that
agency does not need to be understood as actions that resist or reject cultural norms. In
complying with dominant norms one can also find agency, that is, the capacity for action.
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Applying this perspective, we can see that in order to reject their rabbis and doctors—medical
and religious authorities—Haredi women conform to religious norms regarding a woman’s role
in biological reproduction. Furthermore, it is only through the belief that her pregnancy is the
embodiment of a divine act and divine authority that a Haredi woman can have the authority to
reject the rabbis and doctors. Thus, by complying with dominant theological norms about
reproduction, women find space for exerting their authority over their bodies and their
pregnancies.
We also saw, however, that by participating in the act of reproduction—not just
propagating the theology—women were empowered to exert their agency. I suggest that this has
something to do with the fact that the embodiment of pregnancy actually changes a woman’s
subjectivity in the Haredi community. Talya, like many women quoted above, sees her identity
as tied to her pregnant body. She feels ready to get pregnant again when she scolds herself for
being so “selfish” with her body; when she begins to think of her body as “only her own” she
knows it is time to have another baby. Even though she has conceived three times while nursing,
Talya still feels like there are times when she says, “I can’t believe I am living my whole day and
nobody is inside of me…and it gets to that point where I want to be taking care of someone
inside of me. Even though I’m taking care of everyone around me, there is something so special
knowing that it’s growing inside of me.” For Talya, pregnancy means fulfilling her greatest
responsibility to take care of someone else with her body. This is the task she understands as
most crucial for her body and therefore herself, a task that has been ordained by God. In fact,
Talya thinks of her non-pregnant body as a body that is not fulfilling its potential to perform a
God-given task. Pregnancy, then, represents not just the physicality of the body but the potential
of the body—and the person—to perform a divine task.
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Embodiment theories, such as those from Bordieu (1977, 1984) and Merleau-Ponty
(1962), neglect to account for the pregnant subject, who is not a unified Cartesian self.84 Iris
Young (1984) suggests that the pregnant subject is “de-centered, split, or doubled in several
ways. She experiences her body as herself and not herself. Its inner movements belong to another
being, yet they are not other, because her body boundaries shift and because her bodily selflocation is focused on her trunk in addition to her head.” (1984: 46). Talya cannot imagine her
body without a fetus growing inside of it. When she is not pregnant, she is not comfortable in her
body. Her body as herself is always a body with another body inside. Furthermore, the pregnant
body itself is in flux, Young explains, and the pregnant subject is not always aware of “where
[the] body ends and the world begins” (49). Therefore the pregnant subject’s embodiment is
split in multiple ways. First, she is sharing her own body with another’s body, but that other is
not completely other, since it is part of her. Second, her body is not consistent but rather
changing constantly, leading the pregnant subject to rediscover her body at every turn. I add that
in the Haredi world there is a further “doubling” of the pregnant self. The pregnant Haredi
woman experiences her body as not just herself and her fetus but also as that which is God-like.
As she rediscovers herself and her pregnant body with each pregnancy, the Haredi woman is
reminded of the divine act she is performing and therefore the authority she is granted. By
performing a task required of all Haredi women, she allows her body to transcend the physical
attributes that lead to her subordination. In so doing, she can exercise agency over her
reproductive life. The embodiment of pregnancy leads one to consider these reproductive
experiences as splitting the body and the self in a way that encourages the agency of women who
are otherwise restricted by their bodies.
84

See Csordas (1990) for a complete discussion of Bordeiu and Merleau-Ponty on embodiment.

154

Chapter Six: Hishtadlut and Bitachon: Negotiating Autonomy and Divine
Intervention
On a warm fall afternoon, Devorah, seven months pregnant, and I sat in a park near her
apartment in Jerusalem, watching her two-year-old son play in the sand. As one of my most
helpful participants, Devorah constantly stated in an obvious and articulate way what I often
found difficult to express. I asked her about two terms I had heard frequently in my interviews
with other Haredi women—hishtadlut and bitachon—because women seemed to use them to
refer to a wide range of actions and choices during pregnancy. In Modern Hebrew, hishtadlut
means “endeavors” or “attempts.” The verb form of this noun, l’hishtadel means “to make an
effort” or “to lobby.” Bitachon, in Modern Hebrew, means “security” or “confidence” and can be
used to refer to safety, a guarantee, or confidence—as in bitachon atzmi [self confidence]. Even
so, Devorah struggled to define hishtadlut and bitachon when I asked her, because she
understood them as complex elements of Haredi theology.
Though she uses these words frequently and effortlessly, she knew that explaining them to
me would be tricky. Devorah said that the difficulty was not in defining the words to me, per se,
but in knowing that I would be writing for a diverse audience of Jews and non-Jews. Though she
was hesitant to admit it, Devorah truly felt that the concepts of hishtadlut and bitachon are
concepts that only a Jew can understand:
I don’t know if you’re going to really be able to write about it in your paper, because…
there’s a difference between Jews and goyim [non-Jews]…there just is…there are certain
things they are not going to understand. …A Jew will never be satisfied…they are not
going to be. They are always going to be searching. But a goy will be (satisfied). They
are satisfied. They don’t have this thing that we have.
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According to Devorah, these concepts describe a dynamic relationship between a Jew and God, a
relationship that a Jew must constantly be cultivating. Because Devorah believes that non-Jews
do not have this type of relationship with God, she thinks they could not possibly understand the
concepts that constitute it. Nonetheless, Devorah proceeded to define these two words that
pervade women’s pregnancy narratives. She continued, “Hashem [God] rules the world, but he
created the world in such a way that we have b’chira [choice]. Yiden [Jews] are not ruled by the
constellations…” At this point, Devorah switched to a pregnancy example:
If someone is going to drink alcohol the entire pregnancy, the way God created the world,
there is natural teva [natural course of events]. That means that the baby will be born
with alcohol problems…If you want to walk in the middle of the street with a hundred
cars going, you’re not going to get extra sh’mira [guarding]…Ein Somchim al HaNes
[We don’t trust/rely on a miracle]…But if you’re doing a certain amount of natural safeguarding yourself, then Hashem will help you.
Central to this ideology and theology is the understanding that God only gives one what she can
handle and that anything that happens to a person, she deserves. According to this explanation,
then, God has a plan and he “rules the world,” but humans are expected to play their part by
doing their hishtadlut—putting forth a good faith effort.
Furthermore, if humans do their part, God will take care of them. This is bitachon—knowing
that one is in a relationship with God that guarantees God’s protection as long as one has already
taken particular actions and lobbied for herself. In other words, bitachon is not just faith in
God’s existence but rather faith that God will intercede in one’s life. Bitachon expresses the
guarantee of that relationship with God, and even though hishtadlut implies that human actions
are required in this relationship, one can be sure that God will intercede even if she does not
perform enough hishtadlut.
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This chapter is part of a two-chapter argument about the sources of a woman’s authority and
the way she exercises agency during her pregnancy. 85 In the previous chapter I explored the ways
a Haredi woman uses her embodied experience and Haredi theology to buttress her authority
during her reproductive life, despite the matrix of control enacted by doctors and rabbis. In this
chapter, I will address the way Haredi women see their relationship to God and their
accountability for pregnancy outcomes during pregnancy. I will also consider how women
understand the unavoidable reality of biological disasters that threaten to limit a Haredi woman’s
control over her pregnancy. Through an analysis of hishtadlut [efforts] and bitachon [faith]—
concepts rooted in the Haredi ideology of humanity’s relationship with the divine—I will argue
that women understand their impact on the process of fetal development to be significant.
Additionally, as Haredi women apply these concepts to their reproductive lives, they exhibit the
belief that pregnancy itself is what facilitates their intimate relationship with God. Lastly, I
argue that women manipulate their usage of these terms in order to theologically rationalize their
own limitations over pregnancy outcomes (of which they are acutely aware) and in turn maintain
a sense of dignity when even their best intentions and actions do not yield their desired results.
Furthermore, in my analysis of hishtadlut and bitachon, we will see how women negotiate and
limit the authority of the medical community during pregnancy and birth. Throughout this
chapter I further my argument that Haredi theology bolsters and contributes to Haredi women’s
agency.
In this chapter I define hishtadlut and bitachon through women’s expressions of these
concepts. First I address the fact that hishtadlut often refers to physical actions one must take in
order to ensure the proper development of the fetus. Despite the socially-constructed nature of
85

Here I continue my use of “agency” as the “capacity for action,” as explored by Mahmood (2005).
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what is considered one’s hishtadlut, there is, indeed, great variability and historical change in the
way women demonstrate hishtadlut. I maintain that because the concepts are part of Haredi
theology, when women consider their actions to be hishtadlut, they ascribe religious significance
to otherwise mundane actions in the reproductive process. In fact, it indicates their belief that
according to Haredi thought a woman’s participation and actions are just as essential as God’s
involvement.86 In the second section of this chapter I argue that bitachon reflects the individual’s
relationship with God, a relationship that requires a woman’s involvement but simultaneously
acknowledges that God’s actions are essential. Particularly during labor and delivery, women
embrace bitachon as they recognize that the source of their authority—their pregnancy—is
ending. In order to reduce the doctors’ involvement, women stress that labor is a time of
bitachon, trusting in God’s actions, thereby solidifying a woman’s ability to work with God in
order to bring about a healthy baby.
In the last section I will argue that when faced with the possibility of reproductive
catastrophe women manipulate their usage of these concepts in order to maintain their dignity.
According to the Haredi understanding of hishtadlut and bitachon, reproductive catastrophe—
such as infertility, miscarriage, fetal developmental abnormality or maternal death—might
indicate that a woman did not do enough hishtadlut or that her relationship with God is not
intact. Instead of accepting those terrifying and shameful possibilities, women provide a slightly
different understanding of these terms.

Hishtadlut: Taking Care of the Physical
86

Levine (2003) found that among “rebellious” Hasidic girls in Crown Heights, Brooklyn it was precisely the
Lubavitch philosophy of distinctive and personal souls that allowed the girls to develop an individuality that then
drove their desires to rebel. This has been helpful in thinking about the ways Haredi ideology actually inspires the
women to express agency and authority.
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A Haredi woman understands her hishtadlut during pregnancy to be the actions she can take
to shape the physical development of the fetus. She indeed imagines her role—and her greatest
responsibility—to be forming the fetus. As will become clear in this section, some of this work
begins even before a woman meets her spouse, but it continues through conception and
pregnancy. In contrast to recent scholarship in Israeli fetal medicine that highlights genetic
determinism (Ivry 2010), I found that Haredi women believe their actions—their hishtadlut—
influence fetal development. Thus, women heavily value maternal nutrition during pregnancy.
Furthermore, during pregnancy a Haredi woman understands her selective interaction with the
medical field as part of her hishtadlut, thereby granting greater importance to her choice to
pursue certain tests or procedures. In this way she minimizes the perception that the doctor
contributes to the creation of a healthy baby. By claiming these actions count towards their
hishtadlut, women consider them to be integral to cultivating a mutual relationship with God.
Moreover, as they see themselves influencing the development of the fetus to such a great
degree, women elevate the religious significance of otherwise routine activities and ascribe great
importance to their actions.
Hishtadlut is Proper Nutrition

Maternal nutrition is a major health concern in the Haredi community. Just as in many lowincome communities, sugary drinks and other processed food products are pervasive because
they are more affordable and easy to prepare. In order to prevent childhood obesity and
complications during pregnancy, nurses, doulas (labor coaches), and community health leaders
advocate healthy eating among women of reproductive age in particular. Women, for their part,
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have taken this message seriously. Many women emphasize the importance of healthy eating
during their pregnancies. For some, eating healthy was their primary hishtadlut.
A petite woman in her 40s, Batya has eight children, including two sets of twins. Though she
conceived easily at first, she needed hormone shots and then in-vitro fertilization to help her
conceive as she got older. Though she describes the pregnancies as not particularly pleasant—
nausea, bed rest, nightmares—Batya was so happy to be pregnant and thrilled to have an excuse
to eat a lot, because, she explained, “You’re eating for someone else.” She took great pride in her
food intake throughout her pregnancies. Batya explains that eating during pregnancy is “avodat
hashem,” literally God’s work, but it is work that humans do in order to fulfill God’s objectives.
When she was pregnant with twins for the first time, Batya made eating her hishtadlut.
Separating every syllable of the word to give emphasis to her effort, Batya said, “It was a-vo-da,
[work], with meaning and intention.” Following the instructions in a prenatal advice book for
carrying twins, Batya—5’2 and 110 pounds—ate 4000 calories a day, 2000 milligrams of
calcium, and 90 grams of protein.87 She did not want to say, “God you do everything and make
everything OK,” meaning she did not want to rely on bitachon.
Batya contrasts her pregnancy to her friends’ pregnancies in that they did not pay as much
attention to their eating habits. These women, Batya claims, gave birth to twins two months early
and the babies were in the hospital for weeks before being released. Batya’s twins, however,
were only born a month early and “they were both five pounds, so they were OK. They were
really OK. Thank God.” Despite the fact that Batya adds the obligatory “thank God” to the end
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Women in the United States are generally advised to eat approximately an extra 300 calories per fetus per day.
For a woman on a normal 2000 calorie diet, then, she should eat about 2600 calories per day if carrying twins.
(Eating right when pregnant).
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of her statement, she still says, “Eating was a really serious thing.” According to Batya, her
healthy eating habits determined the birth of her healthy twins.88
Like Batya, Ronit understands her hishtadlut during pregnancy to be her eating habits. Ronit
loves being pregnant. She feels that this is her achrayut [responsibility] and her avodat hashem.
Ronit sees some of the responsibility as executed through her food choices, which she
understands to automatically change when she becomes pregnant. When she got pregnant for the
first time, she instantly stopped drinking coffee and eating white flour and junk-food and began
craving only vegetables and natural, healthy food. She explains, “Knowing I’m carrying
children…it’s a huge achrayut.” Ronit clarifies that this responsibility of “making a child”
extends to everything a woman sees, hears and thinks because this all “goes into this child.”
When walking through non-Haredi neighborhoods Ronit takes off her eye-glasses so that she
does not see the immodest signs around her. Ronit says, “It is written somewhere that the
thoughts of a pregnant woman affect this baby.”89 When she prays, Ronit pleads, “Hashem,
please don’t let me hear things, don’t let me see things because there is a neshama [soul] in me.”
Here two things become clear. First, Ronit is not asking directly for God to guarantee the
correct development of the fetus. Instead, the fulfillment of the prayer is filtered through her
actions. Ronit must see, hear, and, by her extension, eat the correct things in order for the fetus to
be healthy. By asking God to prevent her from seeing or hearing the wrong things, she ensures
88

Some may see Batya’s emphasis on the importance of eating as a reaction to her lack of control during
conception. Batya, it could be said, tried to control what she could during pregnancy—her food intake—because
her autonomy over conception was usurped by her need for medical intervention. Nonetheless, as it will become
clear from further examples, even women who did not undergo fertility problems understand their physical
actions to have a great effect on the development of the fetus.
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Ronit expresses here a superstition that I heard a few times. It is claimed that if a woman sees a certain figure or
animal during pregnancy the baby will end up looking like that other being. Thus, many pregnant women who
believe in this superstition will avoid visiting the zoo during their pregnancies. The original superstition, as far as I
heard it, though, was just about sights. Ronit extends it to sounds, smells, tastes and even thoughts.
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her own role in the process of fetal development. Secondly, Ronit considers seeing, hearing and
eating to contribute to the baby’s soul, not just to the baby’s physical development.90 Instead of
seeing food merely as a contributor to biological development, Ronit equates eating with the
metaphysical development of the fetus. Therefore, her food choices become religious choices,
signifying the importance of her contribution, her hishtadlut. As we saw in the previous chapter,
in this way women transform the physicality of pregnancy to have metaphysical significance.
It is important to note that Haredi men and women already ritualize the act of eating through
the consumption of Kosher food, the process of food preparation, and the blessing of food before
and after eating. In this way, Fader (2009) argues that Jewish ritual practice for food is the act of
making the mundane sacred. Nurit, a Hassidic mother and prolific teacher of Hassidut in
Jerusalem, taught in one of her classes that eating becomes a holy act by saying a blessing over
the food. Nurit explained that this is accomplished, “by having good intentions while we eat, by
using the energy from the food to connect with Hashem and serve him.” All of these actions,
Nurit stated, are necessary in order to elevate the importance of this routine and physically
indispensable act. 91 Though Nurit does not see pregnancy as a mundane act that requires
particular actions to help a woman connect with God, Haredi women find great significance in
their nutritional efforts during pregnancy. Using the language of “hishtadlut” to refer to healthy
eating during pregnancy provides Haredi women with the opportunity to mark the religious
significance of their commonplace and extremely physical experiences (eating and pregnancy)
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Bynum(1987) is helpful for thinking about this argument. Bynum states, “Not only was food a more significant
motif in late medieval spirituality than most historians have recognized, food was also a more important motif in
women’s piety than in men’s” (1987, 4).
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and understand their actions during pregnancy as religiously and theologically significant.
Indeed, it is these actions that ensure the correct formation of the next generation of Haredi Jews.

Medical Hishtadlut

Much of a woman’s reproductive hishtadlut begins even before a young man and woman
meet for the first time. As high school students, Haredi men and women take a genetic test for
diseases that occur most commonly in their particular ancestry.92 Dor Yesharim, meaning
“Straight Generation,”93 is the organization that tests Jews for their carrier status and then helps
establish “good” matches. After Dor Yesharim tests their blood, individuals receive an
identification number, but they do not get the results of the test. In this way, individuals avoid the
stigma of the community knowing they are carriers of a particular genetic disorder.94 Part of
normal and expected protocol in the Haredi community in Israel is for a matchmaker to check
with Dor Yesharim to find out if the suggested pair carries a gene for the same disease. If both
individuals carry the gene, the organization tells the matchmaker, “They are not a good match.”
As a result, the matchmaker never knows—and thus nobody in the community knows—which
disease they both carry. Due to the prominence of Dor Yesharim, the Haredi reproductive
hishtadlut includes genetic testing even before marriage.
Tsipy Ivry (2010) has extensively discussed what she found to be the Israeli obsession with
genetics and the emphasis Israeli doctors put on genetic testing and prenatal testing as critical to
the formation of a healthy Israeli baby. Ivry writes that “geneticism,” is a “fatalistic theory that
92

This list of diseases is constantly growing. Currently it is recommended that a person of Ashkenazi lineage from
both parents test for twelve genetic diseases.
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Also defined some places as “upright generation.”
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This stigma can be very powerful, in some cases preventing all of one’s siblings from being paired because of the
fear that the family’s genes are somehow problematic.
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explains health through genes and chromosomes that are independent of the pregnant woman’s
willpower” (2010, 11). Ivry claims that unlike their counterparts in Japan, who stress the
importance of nutrition, pregnant Israeli women seem to rely on doctors’ advice and medical
tests as the key ingredient of a normal pregnancy and healthy baby. She continues,
“Responsibility to bear a healthy fetus, in the geneticist truth regime, rests with the mother, but
she must rely on diagnostic technologies to be able to fulfill this responsibility to her family and
to society” (2010, 11). Of course, Ivry’s argument can be confirmed by the fact that genetics are,
in fact, a major contributor to health and play a particularly large part in fetal development. Her
critique of Israeli healthcare rests on the fact that this ideology reinforces the centrality of
doctors to the prenatal experience. Though Haredi women support the “fatalistic theory” of
geneticism through their participation in Dor Yesharim’s premarital genetic testing, they see this
as part of their hishtadlut. This different perspective on the procurement of genetic testing
reveals that women do not view genetic testing as part of the medical community’s purview but
rather as something that falls within their responsibility. Haredi women re-appropriate the
prominence of genetic testing so that procuring these tests should not be seen as contributing to
the “fatalism” of Israeli medicine but rather something women can use to control the process of
fetal development and limit possible outcomes.
Many Haredi women interpret any prenatal care as satisfying their hishtadlut. Rachel, a
young mother of two, maintains that going to the doctor, napping and taking vitamins were
important elements of her hishtadlut during pregnancy. In other words, she knows that she has to
do those things in order to show that she is not taking her pregnancy for granted. Rachel
explained, “You can’t say, ‘everything will be OK.’ You have to make an effort for your child.
That’s my job as mother.” Bayla adds, “The hishtadlut I was doing was going to the doctor and
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taking my prenatal vitamins and making sure I was eating healthy and taking care of myself and
sleeping. In general, taking care of myself was my hishtadlut.” Instead of seeing these actions as
reinforcing the doctors’ role, these women understand procuring prenatal testing as a
reinforcement of a woman’s role in fetal development.
When I asked women to specify what tests they did or how frequently they saw their doctors,
they answered with something like, “whatever tests we usually do” or “I did whatever the
minimum tests are.” A woman’s generalized response to this question indicates that she
recognizes that her hishtadlut—the effort she is required to take—is shaped by communal
practices. When I asked Hannah, twenty-six years old with three children, what her hishtadlut
was during the pregnancy, there was a long pause. Like Devorah, she had a tough time defining
“hishtadlut” without an example:
There is a virus called CMV.95 It’s a virus that is like a kid’s illness. If you’re not
checked for it, then you can’t be immunized for it. And many women are not vaccinated
for it. In general we only know about the virus in regard to labor and pregnancy. It’s
very dangerous to the fetus. The test for CMV is in the first trimester of the pregnancy.
But, if the woman is positive for the test, it’s not definite that it will pass to the fetus.
And if it passes to the fetus, it’s also not definitely going to hurt him. But, if it does pass
to the fetus, it’s not possible to know what will happen. So I am not vaccinated because I
do the blood tests each time, and I don’t have it. You only know if you have it from
blood tests. Even before I got married, women told me that when you’re pregnant you
can’t get near children with a high fever. This is obviously not a practical suggestion.
Hannah says “This is obviously not a practical suggestion” in response to the advice for a
pregnant woman not to come near a sick child because she knows that many pregnant women
have other children who are, inevitably, sick and in need of care. To avoid one’s children is
simply impossible for a pregnant Haredi woman and therefore, testing for CMV poses a real and
likely ethical challenge for a Haredi woman.
95

Cytomegalovirus. See note 77 for definition.

165

At this point Hannah mentioned a secular friend of hers who had an abortion after a blood
test revealed she did in fact have CMV. According to the Center for Disease Control (CDC),
“Among infants born with CMV infection (congenital CMV infection) about 1 in 5 will have
permanent disabilities, such as developmental disabilities or hearing loss.”96 Hannah is grateful
that her blood tests never came back positive, but through this example she is able to show that
her hishtadlut is to “get the blood test, wash hands, drink fluids, do what I can to protect myself.”
Contrary to what Hannah says above, the CDC explains that there is no vaccine for CMV, so the
most she can do to prevent herself from being infected with CMV is to wash her hands and avoid
contact with children who have CMV.97 Because Hannah would not get an abortion even if she is
diagnosed with CMV, she does all she can to prevent this diagnosis.98
Regarding all the other prenatal tests, Hannah clarified that she does the “minimum.” For her,
hishtadlut is performing all the tests that will be helpful to her during the pregnancy. Any test
that provides information that she cannot use, Hannah does not consider part of her hishtadlut.
What she means is that she does not want to ever be in a position to get results from a test that
would potentially warrant an abortion but not justify it from a halakhic standpoint.99 When she
knows that a particular disease does not justify an abortion, she would rather avoid knowing
information that she cannot “do anything with.” Because hishtadlut regarding medical
intervention has so much to do with a woman being able to take credit, prenatal tests that might
96
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require a woman to make a decision about abortion put her in a precarious position, one that
would possibly require her hishtadlut to work against her desired end—that of forming a healthy
baby. In this way, Hannah knows the limits of her hishtadlut with doctors and prenatal tests; as
she thinks about which tests to get from her doctor, Hannah has to think about not only what her
current hishtadlut is but also where her hishtadlut must end.
Though Hannah considers when her hishtadlut might include terminating a pregnancy,
medical hishtadlut for pregnancy sometimes starts even before conception, as women struggling
with infertility must consider which medical interventions they will pursue. Though most women
I interviewed did not experience periods of infertility, a few did need some hormonal
supplements in order to help them conceive. Regardless, many women discussed whether these
types of treatments were considered part of their hishtadlut.
Some, like Malka, see hormone treatments as a necessary effort in order to get pregnant. As
an older mother with eighteen children, Malka was described as someone with a lot of
experience who could “really” tell me what it is like to be a Haredi mother. When I called her,
she agreed to participate in an instant. Malka was so excited because she wanted my dissertation
to “show people that the benefits of having a lot of children outweigh some of the difficulties.”100
Malka has been pregnant fifteen times, including one set of twins and a set of triplets. For each
pregnancy except for the last two, Malka used hormone shots to help her get pregnant. She also
miscarried a few times, events that were particularly upsetting since they went through “so much
effort to get pregnant.” Malka, like other women who needed hormone treatments or more
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Though I told Malka that was not the point of my dissertation, she just thought that after I shared her story this
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extensive assisted reproductive technologies (ARTs), views these medical inventions as her
hishtadlut in order to get pregnant.
Interestingly, however, Malka does not think the hormonal shots are necessarily what helped
her conceive; until she was forty-three, Malka drank juice culled from seven pomegranates hung
in seven different sukkot [festival booths]. I found out about this juice when Malka gave me
some, thinking I was infertile.“How long have you been married?” she asked. “Four years,” I
answered. She eagerly asked me another question: “Any kids?” “No, not yet,” I responded. With
that Malka jumped out of her chair and said, “Oh then I’ll get you a segula [a superstitious
charm].” Malka came back with a ball of aluminum foil wrapped around a small plastic bag.
Inside the bag was about an ounce of red pomegranate juice. I asked her if she ever drank it, and
Malka responded, “Yes, for years! But then I turned forty-three and enough people warned me
about Down’s Syndrome. And then I stopped having children.” As I explained above, Malka
only used ARTs until she was forty, but she got pregnant twice more, occurrences that she
attributes to the pomegranate juice. Malka’s hishtadlut, then, was both the medical interventions
and the segula, since Malka attributes the end of her childbearing years to when she stopped
using the segulah. Though Malka knows that she needed the hormonal treatment in order to get
pregnant for twenty years, she also finds great significance in the fact that after she stopped using
the medical treatment and continued drinking the pomegranate juice she still got pregnant. This
allows Malka to see her own hishtadlut (the segula of the juice) as greater, or more effective,
than the hishtadlut of hormone shots. Furthermore, as she explains, Malka stopped performing
her hishtadlut of drinking pomegranate juice in order to prevent the birth of a baby with Downs
Syndrome. The direct cause and effect that she attributes to her hishtadlut is consistent with the
overall belief in the impact women have on the development of the fetus.
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Haredi women recognize that doctors and modern medicine are unavoidable during
pregnancy. Sometimes this is because a woman cannot get pregnant without the help of her
doctor or particular drugs, but more frequently this is because the practice of medicine is
currently an integral part of the prenatal experience for Israeli women (Ivry 2010). It is important
to see here that despite the fact that Haredi women see prenatal tests and doctor visits as
hishtadlut, it is more in the form of social obligation or an abstract requirement to involve one’s
doctors. Hannah and Malka’s respective rejection and diminishing of medicine shows that
Haredi women limit the significance of medical involvement. In turn, they elevate the impact of
their own efforts. When women understand these medical and physical actions as part of their
hishtadlut—as actions that are required of them in order to rely on God when needed—they
emphasize both the practical effect of their efforts and the religious significance of these actions.
However, as Haredi women respond to the multitude of choices for prenatal health and tests that
they face, it is clear that the concept of hishtadlut is situationally defined and in many cases
individual. One of the reasons women had difficulty defining hishtadlut was merely because
despite the fact that women speak of a “normal” or “accepted” hishtadlut, there is actually very
little consistency between women’s hishtadlut. Some of this is due to the fact that medicine has
advanced and prenatal tests have become more commonplace in medical practice. Devorah
explained to me that getting an ultrasound is now expected of a pregnant woman, but fifty years
ago getting an ultrasound was not part of a woman’s hishtadlut. Seeing a doctor, too, is part of
common hishtadlut now, even though regular visits with a doctor were not normal in the past.
Devorah rationalizes, “So you have to do what general hishtadlut is. If general hishtadlut is to
get ultrasounds, then many rabbis say that you should do it. But if it’s not general hishtadlut, and
it’s more, then you don’t have to do it.” Though the ideology of hishtadlut acknowledges that
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there is a natural course of events that is, to a certain extent, unavoidable because it is preordained by God, the influence humans have in this natural course of events changes throughout
history.
As they identify which actions are hishtadlut and which are not, Haredi women attribute
religious and theological significance to their prenatal care. Therefore, as they view their
nutritional choices and their procurement of medical tests and interventions as hishtadlut, women
claim that these actions contribute to a relationship with God wherein she can clearly be seen to
be “doing her part” in the required exchange. Furthermore, as they see these actions as
hishtadlut, women classify these actions as having a direct effect on fetal development. In this
way they continue to see pregnancy as their method of partnering with God.

Bitachon: Working with God
Now we turn to the other half of this relationship with God, a feature that appears primarily
(and most clearly) during labor and delivery. Bitachon refers to one’s faith in a God who is
actively (and positively) involved in one’s life. In A Covenant of Creatures, Michael Fagenblat
(2010) describes “emunah” in Emmanuel Levinas’s ethics in a way that is reminiscent of a
Haredi woman’s usage of “bitachon.”101 Fagenblat (2010) distinguishes “emunah” [faith] from
belief in Levinas’s ethics by saying, “Levinas’s ethics of faith is not a belief that the other is such
and such but a faithfulness to the other” (146). Levinas rejects “belief” because it is
individualistic and cognitively based. An ethics based on faith, however, is an ethic that is
“fundamentally social and nonindividualistic” (Fagenblat 2010, 145). Fagenblat explains, “To
say, then, that someone is faithful is to say that she is a person who exhibits or can be counted on
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“emunah” is connected to “bitachon.” Cited in Fagenblat (2010, 147).
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to exhibit loyalty” (2010, 146). This is precisely what we will see with Haredi women’s
expressions of bitachon. Bitachon is not a belief in God but rather assurance that God will,
faithfully, protect someone who has put in her hishtadlut. In a similar manner, faithfulness, for
Levinas, cannot be separated from action, just as we know that bitachon, for Haredi women,
cannot come without their previous action, or hishtadlut. Though Levinas puts emunah in the
context of a human’s actions, (a man of faith is an ethical man in that he is loyal and
trustworthy), bitachon refers more specifically to confidence in God’s faithfulness.102
Bitachon indicates a security in God’s faithfulness to her, but it also entails an understanding
that a woman must do certain things in order to create that relationship and ensure that God’s
involvement is positive.103 With that, one woman told me, “If you don’t include God in your life
he will put himself in your life,” indicating that women are at times fearful of God’s strength.
Bitachon points to the fact that women are aware of God’s power and the fact pregnancy is a
risk. With each pregnancy they chance a variety of reproductive catastrophes—miscarriage, fetal
deformity, maternal death—and they rely on a personal relationship with God to prevent any of
those disasters from harming them. If they do not show their trust in God—their bitachon—then
they are placing themselves and their families at risk. Thus, in order to create a positive
relationship with God, women must know how to express their bitachon—their confidence in
relying on God. In this section we will see how women draw on bitachon during labor and
delivery in order to express an intimate relationship with God while simultaneously limiting the
involvement of medical authorities. I will argue that this expression is shaped both by the doulas,
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who factor prominently in the birth process as well as by the fact that pregnancy—and therefore
a woman’s agency—ends with the birth of the baby.
Birth: A Prime Opportunity to Work with God

Birth is the time when women utilize bitachon to express their relationship to God. Batya,
who rejected medical control through her avoidance of hospital births, said, “When it comes to
the actual birth, of course the bitachon takes over. We are not in control…Hishtadlut is a mitzvah
[commandment] and it’s a good thing to do hishtadlut, but the results are not in our hands.”
Women, then, view the pregnancy as part of the process and thus intricately linked to hishtadlut
and the effort each must expend, but the birth is the result—a result that is dependent not on a
woman’s effort but rather on God.
A number of factors contribute to Haredi women shifting from hishtadlut to bitachon when it
comes time to give birth to their babies. First, many women expressed their resentment that
birthing in a hospital in Jerusalem would entail medical professionals pushing their own agendas
and result in a variety of unwanted medical interventions . Haredi women are naturally skeptical
of the medical community, as I explained in Chapter Four, but they generally give birth in
hospitals so that they can receive the maternity grant from the State. The State awards families a
one-time subsidy for every birth that occurs in the hospitals. This practice has been in effect for
decades, most likely as a public health initiative aimed at encouraging women to give birth in
hospitals, but many Haredi women in particular use this as incentive to give birth in a hospital.104
Furthermore, rabbis encourage their Haredi constituents to give birth in hospitals, either because
104
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they believe it is safer than the alternative, or because it is part of their exchange with the
medical community. Hospitals, too, receive a grant from the State for every birth that occurs
within their walls. And while a woman can hide from her community and her rabbi the fact that
she got an ultrasound during pregnancy, she cannot easily hide the fact that she is giving birth in
her apartment.105 Therefore, though they generally are not happy about the extent of medical
interventions, Haredi women give birth in hospitals.
Anthropological scholarship has long since noted the medicalization of reproductive
processes from conception through birth, a process that effectively strips women of their
authority over reproduction.106 Scholars have built upon this ideology, noting the patriarchalism
inherent in current birthing practice in North America.107 In the early anthropological analyses,
the focus was clearly on the medico-technological model of reproduction in America and its
control over women’s bodies and choices.108 This observation only became more prominent as
reproductive technologies permeated all of the elements of pregnancy, such as conception.109
Reproduction in Israel is no less medicalized than it is in America,110 and while Haredi women
may be able to avoid medicalized pregnancies by expressing their authority over reproductive
decisions, once they are forced into the hospital, they are not able to express the empowerment
that otherwise pervades their reproductive experience. During birth, then, the only recourse
Haredi women have to reject the authority of medical knowledge is to express their relationship
with God. Just as we saw Haredi women draw on their embodiment of divine authority to
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override the rabbis’ authority, now we see that Haredi women use the concept of bitachon as an
alternative to medical intervention as they remind themselves and the doctors that God is in
charge. Though Haredi women might feel powerless when they confront the medical field,
drawing on an intimate relationship with God empowers them once again.
The other factor that contributes to the shift from hishtadlut to bitachon for labor and
delivery is that Haredi women understand birth to be a particularly daunting time. They see birth
as a time when many things can go wrong, so they turn to God to protect them. For instance,
many women said that during labor they recited names of infertile women, praying to God to
help these women conceive. They believe that praying for others at a time when one’s own life
is in danger will curry favor with God and thereby prevent any harm during delivery.
Furthermore, the birth of their baby signifies the end of pregnancy and therefore the end of a
Haredi woman’s direct line to God. As I argued in Chapter Five, pregnancy empowers Haredi
women due to the view that pregnancy is the embodiment of divine authority. By participating in
the divine act of reproduction, Haredi women view themselves as partners in creation with God.
The birth, then, marks the end of this embodied experience (until they are pregnant again).
Bitachon provides women with one last opportunity to express their intimate relationship with
the divine, and they do this by claiming that even at this dangerous time they trust in the
relationship they have cultivated with God.
Effectively, though, as women draw on bitachon during labor and delivery, they express a
tension between controlling (limiting) the medical authorities and releasing control to God. Here
is precisely where doulas (labor coaches) play a significant role in helping Haredi women give
birth. The doulas that many Haredi women employ are mostly American expatriates who grew
up during the 1970s feminist movement. They follow the teachings of Ina May Gaskin, a famous
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homebirth midwife, whose book, Spiritual Midwifery (1975), introduces pregnant women, doulas
and midwives to the natural birthing process and encourages women to pursue this path for their
own births. The doulas in Jerusalem who work with Haredi women espouse Gaskin’s ideology
and express anti-medicalization sentiments. Although many of the Haredi women I spoke to
were not opposed to medical interventions on principle like the doulas or like Gaskin, Haredi
women hire doulas to help them negotiate what they perceive to be an overbearing medical
community. Furthermore, many Haredi women hire doulas to be their coaches during the labor
and delivery. Because of menstrual purity laws and modesty laws that restrict the physical
involvement of one’s husband beginning at an early stage of labor, Haredi women invite doulas
to help them manage the pain of labor and delivery and to encourage them through the birth.
Many of the doulas identify as Orthodox Jews, and they incorporate into their coaching a
theology that helps Haredi women combat the medicalized birthing practices. In particular, they
encourage women to see birth as an opportunity to rely on God through bitachon instead of
relying on doctors and medicine.
In order to prepare women for what they describe as a jarring and controlling experience,
doulas encourage women to release control. Birth, they claim, is in God’s hands; there is no
hishtadlut that anybody can do that would actually matter. Rabbanit Cohen offers a similar view
in a recorded birth course that many women listen to while they are pregnant.111 She teaches that
women want to be in control (of the birthing process) but that the uterus is not really a voluntary
muscle. God, she claims, is truly the one in control. Though many women connect the pain of
childbirth to the Biblical story of Eve’s sin in the Garden of Eden, Rabbanit Cohen offers a
different view. She explains that Eve’s curse was not due to eating from the forbidden tree but
111
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rather due to her desire for control. As a punishment, women are eternally reminded—through
the pain of childbirth—that they are not in control. Some women in North America who choose
to undergo the pain of vaginal childbirth without any anesthetic interventions also justify this
choice in religious language. Pamela Klassen (2002) found that in order to imbue this pain with
meaning, women turn to religiously inflected language that "describes the newfound knowledge
of self, and sometimes tells of renewed or novel intimacy with deities and loved ones" (75).
Similarly, Haredi women are encouraged not to anesthetize the pain of childbirth because only
by feeling the pain can one show her reliance on God.
Another interpretation of childbirth pain came from Rabbanit Rubin, who also provides
childbirth classes for Haredi women. Rubin claims that women can feel in control when they are
working with God, but, like Cohen, Rubin clarifies that the pain is meant to remind women that
they are not in control. Little girls, she claims, think they control the world simply because they
can biologically reproduce; women, however, need to be reminded that God is in control, and
only by working with God can they have control. Rubin provides two linguistic examples of this
relationship. The letters of the word leidah [birth] in Hebrew can be split into two words, L’yad
Hashem, meaning “next to God.” This means that birth is inherently about being near to God.
Secondly, the word for “faith,” emunah contains the word em which means “mother.” Becoming
a mother, Rubin claims, is about exerting faith through bitachon.
Rubin’s comment is a criticism of what she sees as hubris, or the sentiment I described in the
previous chapter, that Haredi women feel a great deal of empowerment and authority as a result
of their ability to reproduce. Haredi women, as we saw in Chapter Five, feel that because of their
reproductive capability they embody divine authority, thus possibly leading them to think they
can “control” everything. The pain of childbirth, in Rubin’s estimation, is meant to remind
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women that God is in fact in control. Of course, as doulas and other female religious leaders like
Rubin intervene to remind women that they must rely on God during labor and birth, they insert
themselves as those who can teach women how to cultivate their bitachon.
Paradoxically, though women are encouraged to release control to God, doulas also remind
them of the importance of maintaining control over the medical establishment. Rena, a doula
committed to empowering women, describes a successful birth as a birth where a woman feels in
control the entire time. Her doula philosophy is to help “a woman birth the way she wants to.”
Though she believes in a more natural birthing process, Rena wants women to think about what
they want and to help them get to that point. The end goal, she explains, is for a woman to say, “I
want to do this again.” This ideology is meant to empower women and to teach them that birth
does not have to be a completely scary and uncontrollable experience for them.
The first step in this rejection of medicalization is to educate oneself. Despite a woman’s lack
of control over things that fall within God’s realm—the birth of a healthy baby and the survival
of the mother—doulas teach women that they do have control over the number of medical
interventions they receive. Aliza, a doula and a young mother, feels that it is her responsibility to
educate women about birth. She is saddened that doctors “rush” women into c-sections,
increasing the number of medical interventions; moreover, Aliza is unhappy that women are not
empowered to say otherwise. Though she blames doctors for cultivating this practice, Aliza also
blames women for not doing “their homework.” She continues, “They come in and they don’t
know anything about birth, or they read one book, which isn’t enough. They just don’t know.”
She relayed a story to me of a recent birth she attended:
After this birth the husband said to me, ‘you know, you totally have to have emunah
[faith] when you birth.’ And I said to him, ‘it’s true, and you also have to have yeda
[knowledge].’ You have to have knowledge. Especially if you walk into a hospital you
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need to show them that you know. Once they see you know they back off a little bit, or
once they see you have someone with you who knows, they back off…that’s why doulas
at births in hospitals end up with less c-sections, less epidurals, less intervention, because
someone there knows. It helps to know.
Soon after this, however, Aliza repeated the tension between having control over the birth
and yet acknowledging that God is in control. She added, “What I’ve always believed in is
really empowering women…not that she’s in control. She’s not in control.” She wants women to
know that they are “active participants (in the birth). She’s having the baby…don’t sit there
waiting for someone to have the baby for you. You have to get up, you have to move, you have
to be informed.” Aliza wants women to know that while they are in control of the doctors, God is
in control of the outcome. The doulas I spoke to are aware that the anti-medicalization rhetoric
they espouse, particularly surrounding labor and delivery, originated with the feminist movement
of the 1970s, but they are wary of being labeled “feminist” because of the connotations this
would have for them in a religious setting. Therefore, they maintain a feminist attitude in
response to medical interventions but advocate for women to recognize the supremacy of God
and accept their lack of ultimate control. In this way, doulas are also negotiating a particular
identity as empowered and educated Orthodox Jewish women.112
Women, for their part, enjoy claiming control over birth. After Batya needed in-vitro
fertilization (IVF) in order to help her conceive, she had a strong desire to claim autonomy over
her births. She jokes with me, “Most women conceive at home and give birth in the hospital. We
do the opposite.” Because the process with IVF had taken away from her something very private,
Batya wanted to have control over her births, which meant giving birth at home. Batya rejected
112
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suggested model of “dianomy” fits well here.
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the doctors’ control over her birth. . Ronit similarly speaks of controlling the involvement of
doctors because she claims that only by avoiding certain medical interventions can people
connect to God. As we walked back from her ultrasound in the thirty-second week of her
pregnancy, Ronit explained to me that planned C-sections are opposed in the Haredi community
precisely because they place too much faith in doctors. The result of this misguided faith, she
claims, is that women do not have the opportunity to show their emunah and bitachon. When a
woman understands the pain of childbirth as part of her relationship with God, she shows that the
only way of dealing with the pain is to acknowledge God’s role in it. By rejecting certain
medical interventions, such as pain relief, women have an opportunity to show their bitachon—
their faith in God’s ultimate control. The exchange is reciprocal. Haredi women must exert
control over the medical establishment in order to display their acknowledgement of God’s
control over birth. But only by drawing on their belief that God is in control can they mitigate the
involvement of the medical field.
In a review article on embodiment theories in anthropology, Steven Van Wolputte (2004),
draws on Karp’s (1990) term, “the paradox of agency,” to elucidate this tension. Karp found in
the case of Iteso spirit possession in Kenya that when a woman’s body is taken over by a spirit,
the body becomes the most powerful locus of agency. the “victim” of spirit possession has to
surrender herself and her body so that she can find herself in the center of power and once again
in control of her life. It is only by surrendering to the power that she can gain control. We saw
this with pregnant Haredi women: by participating in a divine act of reproduction, a woman’s
body becomes the source of her agency. In our case, women draw on bitachon as a way of
surrendering the power that they maintained throughout the pregnancy. They have, in a way,
surrendered their bodies throughout the pregnancy, but during birth especially, they must

179

surrender to the pain of childbirth and express their bitachon in order to once again be in control.
During birth, she must exert control over the medical establishment, but in order to do this she
must surrender to God’s control.
By using the birth as an opportunity to exert bitachon and connect with God, a woman limits
the involvement of doctors and medicine. Granted, this requires her to do her hishtadlut
beforehand, educating herself so that she can be authoritative about birth. In a way then, women
use this opportunity for bitachon as a chance to exercise control over their immediate sources of
authority, while also demonstrating their relationship with God—bitachon—through birth. Just as
we saw with hishtadlut, women understand bitachon to be a crucial element in actions only they
can perform, such as birth. In this way, the Haredi ideology of bitachon and hishtadlut enhances
the religious, theological and cultural importance of a woman’s participation in the process of
reproduction.

Reproductive Catastrophe: Manipulating Hishtadlut and Bitachon
As we have seen, by drawing on the ideology of hishtadlut and bitachon to define their tasks
during pregnancy and labor, women theologically validate their cultural and religious roles in
Haredi society, while displaying how pregnancy and birth bring them into an intimate
relationship with God. In this way, Haredi women ensure that others appreciate their importance
and significance in reproduction. This responsibility over the outcomes of pregnancy becomes
threatening when women are faced with reproductive catastrophe. According to the current
ideological framework as outlined here, a miscarriage, stillbirth, fetal defect, or maternal death
might indicate that a woman did not act correctly or (worse) that she did not cultivate the proper
relationship with God so as to ensure divine protection. I found that when faced with
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reproductive catastrophe, women manipulate their usage of hishtadlut and bitachon preserves
their dignity. In this section I will argue that as Haredi women manipulate the understanding of
hishtadlut and bitachon, they avoid blame and ascribe to God (or another acknowledged
authority) the responsibility for undesired outcomes.
Sarah, a mother of two young girls, relayed to me a story of reproductive catastrophe. A
young, healthy, Haredi woman she knew went through her entire pregnancy without any
problems, but at the very end she started having seizures and died. Sarah told me that when this
happened, it made her obsessively nervous for months, especially during her own pregnancy.
After discussing it with her husband she concluded that, “It’s clearly from God. Something so
crazy like that has to be clearly from God. She gave birth to her baby and then died.” The
episode taught her “that we have no control.” After being nervous that there was something
perhaps this woman should have done, or that Sarah should be doing something—hishtadlut—in
order to prevent the same thing, Sarah concluded that this was completely in God’s hands.
According to Sarah, God was responsible, not the woman.
Other women find that they have no control over their fertility itself. Orah learned this after
various fertility treatments failed. Orah remarked that not being able to have the number of
children she always wanted “humbled” her. “You see that you are not in control.” Orah
particularly felt she was being controlled by God because having a baby was simple for her at the
beginning of her marriage. After three healthy children Orah suffered from secondary infertility,
and she felt that God had suddenly said, “You know what? No more. God ‘humbles the haughty’
and he has humbled me many, many, many times.” In the case of tragedy (as opposed to normal
conception, pregnancy and birth), Orah understands that control is something that either a
woman has or God has, but never both. This is in direct contradiction to what we saw, for
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instance, with birth. In a normal birth, a woman is expected to work with God and to utilize her
authority to make a space for God’s involvement. It is the woman, then, who facilitates God’s
presence in a normal birth. In the case of infertility, Orah claims God is fully responsible.
Just as women understand bitachon to free themselves from control or responsibility, they
also refer to hishtadlut when they want to show that they have done all that the community
requires of them. I posed a question to Hannah about a hypothetical woman who found out late
in a pregnancy that the baby was not going to survive for long after the birth. I wanted to know,
according to Hannah, if abortion would be justified in that case. Hannah first said that probably
most rabbis would not allow for an abortion, though she admitted there are probably differences
of opinion on the matter. Then she thought about how she would respond:
To wait nine months and then after all that time, he’s dead? That’s really difficult. So
let’s say you go to the rabbi and he tells you not to get the abortion. Obviously that’s a
halakhic [Jewish legal] answer, but maybe it’s also possible to calm you from a
psychological perspective…you did your hishtadlut...it’s too much to decide on our own.
It’s not that everything is out of our hands, but not everything is in our hands.
Hannah claims here that just asking her rabbi for his advice or for halakhic governance on the
matter is hishtadlut. In this way, Hannah removes herself from the responsibility of making this
difficult decision. Though many Haredi women I spoke to attribute the entirety of their prenatal
choices to hishtadlut, by asking her rabbi and considering that to be hishtadlut, Hannah
effectively makes the rabbi accountable. By manipulating what constitutes hishtadlut, Hannah
avoids having to decide about the abortion of a fetus.
Reproductive catastrophe presents women with a reality that threatens not only their
theologies but their images of themselves. Throughout pregnancy and birth, women claim a
degree of authority and control over the outcome, which they base on the relationship that their
embodied experience establishes with God. When we look at the possibility of reproductive
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catastrophe, we see that women are eager to claim responsibility for a healthy and successful
pregnancy but that the alternative threatens to destroy their pride and, moreover, the standing that
they have created in their community. As a result, women blame God and rabbinic authorities for
reproductive catastrophe. In this way they can avoid considering the possibility that their agency
contributed to the catastrophe.
This chapter showed tensions, inconsistencies and contradictions in the way Haredi women
understand their role in creating a healthy baby as well as in their relationship to God in that
process. Their use of hishtadlut and bitachon shows how women negotiate this complex
relationship and the unpredictable outcomes. I argued that hishtadlut is the Haredi
acknowledgement that faith alone will not yield the results that one wants, and, even the
opposite, that solely relying on faith could put one at risk. Thus, Haredi women accept great
responsibility for biological reproduction, and they welcome the opportunity to be recognized for
the formation of a healthy baby. And yet, Haredi religious observance is intrinsically about being
aware of one’s limitations as a human. Bitachon, then, is how women respond to a lack of
control. Even so, I argued that women maintain their authority by taking certain actions
(rejecting the authority of medical professionals) to facilitate God’s involvement in their lives.
However, when faced with undesirable situations that highlight an individual’s inability to affect
the outcome, Haredi women eschew responsibility entirely and instead attribute authority to God
or rabbis. In this way they change the theology instead of accepting that they might have had a
role to play in the undesired outcome.
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Chapter Seven: The Reproduction of Poverty: Economics and Abortion
among Families “Blessed with Children”
In a popular phrase from the Talmud, the rabbis claim, “There are three partners in
creation—God, the father and the mother” (Kiddushin 30b). The rabbis describe the various
parts of the baby’s body that derive from the father, the mother, and God, combining their
limited scientific knowledge with a more metaphysical statement about God’s participation in
creation. In a promotional video for Efrat, an anti-abortion social welfare organization in Israel,
one scene features the director of the organization, Dr. Eli Schussheim, holding a baby boy at the
baby’s circumcision. Schussheim gave a small speech to accompany the event. He said, “Chazal
[roughly: the rabbis] say that there are three partners in the creation of a baby—Mom, Dad, and
God. This creation that I’m holding in my hands has an additional partner: Efrat.” Schussheim
gives Efrat credit because the organization convinced this baby’s mother not to end her
pregnancy. His mother appealed to Efrat for help because she found herself pregnant but could
not afford to raise a child. Efrat, in response, provided her with financial support for the first year
of her baby’s life. This chapter considers the relationship between socioeconomic need and
reproductive practices in the politics of abortion in Israel.
The connection between finances and abortion has seen many different permutations in
Israeli politics since the 1960s. Some, noting the dire situation of many poverty-stricken families
in Israel, advocated for easing abortion restrictions so that these families could exercise family
planning and have a chance to succeed. Others with pro-natalist goals opposed easing abortion
legislation but supported instead providing these families with financial help. In Israel, one thing
has been clear: the state’s pro-natalist agenda cannot be separated from the socioeconomic
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situation of Jewish families in Israel. More specifically, biological reproduction in Israel is
inherently tied to the financial needs of particular Jewish ethnic groups. Encouraging the
reproduction of Jews in Israel requires inviting a fourth partner into creation: someone who
provides for a family’s financial needs. In the previous chapters I have made the case that
although doctors and rabbis have a vested interest in ensuring certain reproductive decisions
among Haredi women, women enact agency as a result of their context and construct
reproductive ethics that reflect their independence in reproductive decisions. This is contrary to
what many would expect from Haredi women and from Israeli medical society, which has been
painted as overly medicalized and controlling of women’s reproductive choices. In this chapter, I
turn my attention to the state as another group that has a special interest in biological
reproduction, particularly the reproductive practices of Haredi women.
Although others have made the case that the state has consistently attempted to increase
reproduction among Jews and has taken steps to encourage a higher birthrate in order to
guarantee the survival of the Jews in the “demographic race,” I introduce another, oftentimes
conflicting state interest. I argue that while some pro-natalist ideologies have been prominent in
Israeli politics, many members of the Knesset (Israeli Parliament) expressed an equally strong
concern with the socioeconomic condition of Israeli families with many children. This debate
erupted in the Knesset during deliberations over the legalization of abortion in the 1970s. As I
review these proceedings and highlight the socioeconomic concerns of many members of
Knesset, we will see that the imagined Haredi woman and her reproductive practices became the
focus of this new legislation. Though Haredi families were not the intended target of a new
abortion law that would allow for abortions in the case of socioeconomic need in large families,
the debate in the Knesset quickly turned towards these women and whether they should be
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allowed this option. This chapter will show that the state’s interests in reproduction have not
been monolithic but rather reflect competing concerns within Israeli society.
I will also use this chapter as an opportunity to look more closely at how economic
concerns drive reproductive decisions among Haredi women. As we will see with the Knesset
discussion, economic need was considered by many members of Knesset to be a legitimate
reason for legal abortion. The same can be said by many Haredi women today, struggling with
large families, low-paying jobs, decreases in government support,113 and poor living conditions.
Haredi women are aware that while their rabbis will not permit them to use birth control if their
reasons are economic, they do have another option if they find themselves pregnant and need
some financial support. Women in this situation know they can turn to Efrat, an anti-abortion,
social welfare organization that provides women with economic support in exchange for
maintaining a pregnancy. Based on a year of ethnographic field work with Efrat, I will show how
this organization balances the competing desires of quality versus quantity in the reproductive
practices of Jewish women by “purchasing” babies that would have otherwise been aborted out
of economic need. This is one option available for Haredi women raising large families in
poverty. As I have argued in previous chapters, I will continue to maintain that a woman’s
context figures greatly into her reproductive ethics. This focus on economic concerns emphasizes
the fact that a Haredi woman’s socioeconomic situation is a factor in her reproductive choices
and influencing the choices she has and what resources are available to her.
I will begin this chapter by briefly reviewing the prominent pro-natalist argument that
many scholars claim was the driving force behind all of Israel’s reproductive decisions from
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1948 through the present. Though I do not deny the validity of this argument, I intend to show
that pro-natalism reflects only one set of motivations. As I turn my attention towards the other,
competing interest—socioeconomic stability of particular ethnic groups in Israel—I will show
that this interest was originally directed squarely at Israel’s fast-growing and extremely poor
Sephardi and Mizrahi population. Many, even representatives of these communities, argued that
the struggles of Jews coming from Africa and Asia to ascend the Israeli social ladders were due
to their continued poverty and their high birth rate. One attempt to help lower the birth rate was
to legalize abortion for these large families. Once the abortion debate in Knesset began, though,
Haredi parties took this clause to be directed at Haredi women and objected on the grounds that
secular members of the Knesset were attempting to liberalize Haredi women and particularly
their reproductive practices. I will review the Knesset proceedings, highlighting the development
of this debate and looking at the culture wars that developed over the reproductive practices of
Haredi women. In the last section I move forward forty years to contemporary abortion politics
among Haredi women, drawing primarily on the data I collected at Efrat. Here I will argue that
the competing interests of pro-natalism and raising the socioeconomic status of Israel’s poor are
still alive and well today and remain focused on abortion and the reproductive practices of
Haredi women.

Pro-Natalist Claims
Many scholars (see, for example, Kahn 2000; Portugese 1998; Yishai 1993) point to a
variety of economic incentives the Israeli government provides for having children. They claim
the incentives arise from the state’s pro-natalist goals of increasing the Jewish birthrate so as to
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guarantee a Jewish majority in Israel.114 The first of such incentives was Ben Gurion’s 1949
announcement of a cash prize (100 IL) to every woman who gave birth to her tenth child.
Though the government presumed they would be awarding this prize to Jewish women every
year, this was not the case. Ten years after the prize began, Ben Gurion and others realized they
consistently awarded Arab women with the prize and so decided to abolish it altogether (Yishai
1993, 292).
In 1959, Rabbi Shlomo Lorincz of the Haredi Agudat Israel party suggested a type of
maternity grant115 given to families “blessed with children.”116 The amendment of the National
Insurance Law provided tax-free monthly grants for each child under the age of fourteen in a
family with four or more children (Schiff 1981). Some see this support as a pro-natalist
incentive. Honig (1974) disagreed, arguing that these child allowances were meant as an
“income maintenance measure” (1974, 1), since the government could not have encouraged
contradictory goals of increasing the birth rate and income simultaneously. Simply increasing
family size, Honig argues, would “thwart [the] objective” of raising per-capita income of the
family (1974, 1). Despite Honig’s objections, these grants provided to large families have served
as proof of Israel’s pro-natalist agenda.
Israel’s contemporary support of assisted reproductive technologies (ARTs) has also
provided many scholars with proof for their claims of the state’s pro-natalist goals. The state
funds extensive use of reproductive technologies for Israeli citizens up to the birth of two live
114
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children (Kahn 2000). In order to encourage religious Jews to partake of these technologies, the
state has also provided rabbinic supervision and certification of ARTs (Kahn 2000).
Furthermore, as Kanaaneh (2001) has shown, the state’s pro-natalist interests still rest heavily on
Israeli Jewish women and not Israeli Arab women, who do not have the same access to IVF
clinics.
These examples lead scholars such as Yuval-Davis (1989) and Berkovitch (1997) to
conclude that Israel recruited women to serve their country as reproducers of Jews. Just as men
(and unmarried women) served their country in the army, married Jewish women were tasked
with bearing children, a job with national and religious significance. The state’s pro-natalist
agenda, many claim, presents an environment where babies are the pride of the state and a
woman must reproduce in order to qualify as a woman in the state’s eyes (Teman 2003).
Berkovitch (1997) adds that the state construes the Jewish-Israeli woman as a wife-mother, a
public role with national significance. This argument indeed has merit, and some scholars have
shown that it pervades Israeli culture as well (see Kahn 2000; Teman 2010), but it does not
account for the fact that for many years the government was also concerned about the state’s
economic stability. Encouraging the entirety of the Jewish population to reproduce required
supporting ethnic groups who lived in poverty, something the state could not afford indefinitely.
Faced with the reality of these competing interests, policy-makers suggested methods of
curtailing the birth rate among certain populations while encouraging other Jewish women to
reproduce.

Quality117 vs. Quantity
117

Meira Weiss (2002) makes a slightly different argument using the word “quality” when referring to
reproduction in Israel. She has shown that Israeli medicine is particularly concerned with diagnosing fetal
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Despite many scholars’ insistence upon the impact of pro-natalism on state reproductive
policies, there has been an underlying concern with these policies. In the late 1960s, the Israeli
government began to come to terms with the fact that increasing the birth rate among certain
ethnic populations of Jews was contradictory to its goal of raising the quality of living among
other citizens. Balancing these competing needs required lawmakers to reconsider abortion
legislation.
Attempting to resolve the often-conflicting desires of raising the birthrate and
encouraging economic stability, the government formed the Natality Committee in 1962.
Chaired by Professor Roberto Bachi, an advocate of raising the Jewish birthrate, the committee
was charged with advising on both quantitative and qualitative aspects of population policy
(Schiff 1981, 258). In an effort to increase the fertility of Israel’s Jews in relation to that of the
Arab minorities while also hoping to improve the economic development of the state, the
Natality Committee’s 1966 report recommended creating “a more conducive atmosphere for
fertility” which would “reverse the extremes of family limitation…and replace it with the
concept of ‘responsible parenthood which would also take into consideration national
requirements’” (cited in Schiff 1981, 259). “Responsible parenthood,” as it was outlined by the
report, emphasized both the social welfare and pro-natalist concerns of the government. The
report recommended utilizing pro-natatalist psychological inducements, educational programs
and propaganda campaigns to encourage parents to not have more children than they could
afford but have enough to contribute to the state’s pro-natalist goals (these being the “national

deformities so as to ensure the reproduction of normal, strong and healthy babies that can fight in the army in the
future. Ivry (2010) also refers to the “quality” of fetuses as monitored throughout pregnancy. This is not the
argument I am making here. I am talking about the quality of families, particularly in the socioeconomic sense.
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requirements”). These responsible parents, the report claimed, would benefit the most from the
pro-natalist economic incentives provided for by the state. The report also recommended
improving the conditions of children in large families, preferably through social services (Schiff
1981).
After the 1967 war, it became clear that the pro-natalist goals of the state had to be put on
hold in an effort to close the socioeconomic gap between Ashkenazi and Sephardi families
(Schiff 1981). A few scientific studies funded by the Demographic Center found that larger
families, usually of Afro-Asian ethnicity, had a more difficult time succeeding in Israeli society.
Therefore, the Center concluded, these large families were associated with the perpetuation of
the social gap (Schiff 1981, 265). After 1967, in light of these findings, the government changed
the regulation of maternity grants so that grants began for the third child while the first two
children were included in the employee’s mandatory children’s insurance, paid by the employer.
Significantly, the government made the allowances subject to taxes, forcing smaller, generally
Ashkenazi, families, to return much of their allowance while the poorer, Sephardi families kept
theirs (Schiff 1981). The intention here was to shift the attention away from pro-natalist concerns
to those of social welfare.
In addition to these suggestions, some advocated for the legalization of abortion,
specifically among large, poor families, as a possible solution to the widening social gap.
Admittedly, the call for new legislation was not entirely about economics or pro-natalism.
Doctors and health professionals claimed that many women were already procuring unsafe
abortions, so they called for legalization in order to offer greater medical oversight (Yishai
1997). Additionally, feminist immigrants from English-speaking countries advocated for the
legalization of abortion on human rights grounds (Yishai 1997; Portuguese 1998; Levine 1994).
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These catalysts, however, are not my focus here, and as we will see, they are not points of
conflict in the debate.118 The Natality Committee had already suggested legalizing abortion in
their 1966 report (see Schiff 1981), but the other group demanding new legislation was the
young, politically active Israeli Black Panthers. The Black Panthers represented Sephardi and
Mizrahi Jewry and called upon the government and their own constituents to correct the social
inequalities.
The Israeli Black Panthers were a grassroots organization of Jewish second-generation
immigrants from Arab countries. The organization formed in the early 1970s as these young
Israelis noticed that Mizrahi and Sephardi Jews comprised nearly 50% of the Israeli population
and yet suffered from a great deal of inequality built into the Israeli system, which they saw as
favoring Ashkenazi Jews. The group modeled themselves after the Black Panther movement in
America, sometimes resorting to violence, but consistently advocating for civil rights for Mizrahi
Jewry in Israel (Herschthal 2010). The Israeli Black Panthers held protests and marches and
created their own newsletter (Schiff 1981). Fundamental to the concerns of the Israeli
government and the Black Panthers was the economic and social deprivation of large families,
which they saw as not only fostered by Israeli policies but also leading to the continual social
disenfranchisement of Sephardi youth. In a newsletter from August 11, 1972, one can read an
anonymous letter written to the university student who is in a position to help Sephardi Jewry.
The letter states, “Have you ever thought about the fate of those who have not merited to go to
high school? Who won’t be accepted into the military? Who won’t learn in university? Have you
ever thought about those who were born into a family with many children and who live in
118
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192

conditions of poverty?” The author of the letter continues by making a direct connection between
growing up in large, poor families and not having the opportunity to enter the army or study in a
university, actions that would help him stop the cycle of poverty.119 Throughout their
newsletters one can see that the Israeli Black Panthers connected the poverty among Sephardi
families to their large size, explaining then that the unbridled fertility of Sephardi couples
contributed to the social deprivation of the Sephardi community.
Yishai (1993) argues that the Black Panthers made not only the government but also the
Israeli public aware of two things: 1) a multiplicity of children leads to deprivation; and 2)
abortion can be a method of birth control as a last resort (1993, 294). This resonated with policymakers who had been struggling with balancing the social welfare and pro-natalist goals of the
state for some time. With their minds absorbed by the connection between fertility rates of poor,
large families of Mizrahi and Sephardi origin, policy-makers considered changing the legislation
on abortion.

The Socioeconomic Clause: “The Heart of the Law”
Dr. Lotan, the director of the Israeli National Insurance Institute and a member of the
Natality Committee, first voiced the socioeconomic concerns associated with a restrictive
abortion law. In 1966, in an effort to increase the overall birth rate of Jewish women in Israel, the
Natality Committee suggested restricting performance of abortions to “recognized hospitals and
only with the approval of a specifically constituted medical committee at each institution”
(Schiff 261). The hospital committees, the report indicated, would attempt to dissuade women
from the abortions they were seeking. Lotan, however, strongly disagreed with these
119
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recommendations, objecting on three grounds: 1) medical—women unable to obtain abortions
through the hospital would turn to unsafe medical conditions; 2) socioeconomic—the impact of
the restrictions would be most felt by poor, Sephardic women, whereas the well-off Ashkenazi
women would be able to afford private, safe abortions; 3) civil libertarian—Lotan argued that
abortion was a “private matter” for the individual (Schiff 261). Lotan’s objections highlighted
the fact that easing restrictions for the poor needed to be a focus of Israel’s new abortion
legislation. The poor families in question were the Sephardi and Mizrahi families that had
become the focus of government and public concern.
Interestingly, however, as the debate developed in the Knesset, these families were ignored
while the spotlight shone on large Haredi families. I argue here that religious parties opposed
particular elements of the proposed law that allowed for abortion in the case of socioeconomic
need of large families because they thought the law was directed at Haredi women. They
objected, therefore, because of their perception that secular members of Knesset disapproved of
Haredi reproductive practices.120 I will show that quickly the debate turned away from efforts to
close the social gap through abortion legislation to the merits of religious families with many
children. Here the members of Knesset (MK) discussed the imagined Haredi woman’s
reproductive practices as objects of control or derision.
Until 1977, the official abortion law in Israel was a remnant of the British Mandate in
Palestine, which derived from an 1861 British law. Because Israeli law outlawed abortion, a
person performing an abortion was liable to imprisonment for fourteen years while the woman
120
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procuring the abortion could be imprisoned for five years. This law, however, was rarely
implemented in Israel. In 1952, though, the district courts of Haifa declared that abortions for
medical reasons were permissible. The Attorney General, who supported the legality of abortion,
devised a set of instructions for future cases, but in 1963 these instructions were repealed due to
doubts regarding how to prosecute such cases. Three years later legislators amended the law to
forbid any penalties on women seeking abortion, although doctors remained liable for five-year
prison terms for performing non-medically justified abortions (Yishai 1993). The largest sick
fund, a part of the Jewish labor movement (Histadrut), provided the legal abortions after the
consent of the woman’s husband and the approval of a committee consisting of two physicians.
As a result of a few deficiencies in the committee, most women procured private abortions
outside the system that were expensive and unsafe (Yishai 1993).
At the Knesset meeting on July 11, 1973 the members of Knesset finally had the
opportunity to debate abortion legislation openly. The Committee on the Study of Abortion
submitted its recommendations for the abortion law. The Minister of Health, Victor Shem Tov,
as head of this committee, defended their proposal which included five conditions under which
abortions can be performed: 1) If the woman’s physical or emotional health is in danger; 2) when
pregnancy endangers her life; 3) when pregnancy results from rape or incest; 4) when there is a
fear for the fetus’ physical or mental health; 5) when there is a possibility of disruption of the
woman’s life or the family’s life (as with large families) (Yishai 1993). These five
recommendations become the template for future manifestations of the abortion law.121
In January of 1975 the Knesset met again to discuss two new private member bills.
Marcia Freedman of the Feminist Movement, a sub-movement of the Citizens Rights Movement
121

Note that abortion is not legalized but rather illegal except for five particular conditions.
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(CRM), submitted one bill that was based on a woman’s right to decide whether and when to
have a child. Chaviv Shmaoni, a member of Knesset from the Labor party submitted the second
bill, which was based on the 1973 recommendations of the Minister of Health. He added two
conditions under which abortion would be permitted: 1) pregnancy out of wedlock; 2) the
woman’s age (under 17 or over 40) (Wilder 2000; Portugese 1998; Yishai 1993). In Shmaoni’s
comments he framed the bill first as a corrective to the many illegal and unsafe abortions women
procured in Israel, but he turned quickly to the fact that the law on the books favored women
who have the means to pay for an abortion. Shmaoni repeatedly mentioned the economic gap in
Israeli society and the need for abortion legislation to contribute to closing it. He then focused
heavily on the large families that need, in his opinion, to learn to use birth control in one form or
another, claiming these families are not wanted by society. “There is a large doubt,” Shmaoni
began, “if the birth of children that are not wanted by their parents is wanted by society. Families
with many children are blessed by their many children122 only if the parents have the financial
and emotional ability to raise them and educate them.” He continued to explain that families with
three children are better than families with nine children because there is a limit as to how much
help the country can actually give. If the goal is to close the economic gap, Shmaoni maintained,
then abortion and pregnancy prevention must be part of the equation. Though Shmaoni did not
specifically mention which large families he referred to, he wrote a letter a year later to the
Israeli Black Panthers, which was published in their newsletter in March of 1976. In it, Shmaoni
explicitly mentions the economic obstacles facing large families.123 Shmaoni, then, was aware of
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Shmaoni played on a common phrase in Hebrew to refer to large families, “families blessed with children.”
Israeli Black Panthers Newsletter, March 1976.

196

the economic and social gap in Israeli society between Ashkenazi and Sephardi families and that
a lack of fertility control was contributing to widening this gap.
After Marcia Freedman introduced her bill with traditional feminist rhetoric, the Minister
of Health took the podium and defended not only the need for better family planning but also for
better social services to poor families. Following a debate about Shem Tov’s ability to represent
the country, MKs representing various religious parties spoke up. Menachem Perush of the
Haredi party, Hazit Datit Toratit, spoke first, aligning the legalization of abortion with Pharaoh’s
sentence in Egypt regarding the killing of all Jewish baby boys. The Knesset, he claimed, was
doing something much worse by allowing for the murder not only of the boys but also of the
girls. After he brought in a few Jewish legal references decrying abortion, Perush set his focus on
the clause in the law that he claimed was contradictory to all national interests—to permit
abortion when a woman has many children. After Perush’s comments, many religious members
of Knesset focused on this clause in particular. Dubbed the “socioeconomic clause,” the religious
parties objected most ardently to this part of the law. Although they brought in Jewish legal
sources decrying abortion entirely, their main objection was to this particular section of the law,
a section they believed to be addressing the lives and practices of their constituents.
At the end of the session the Knesset held a vote on the two bills proposed, to see
whether either would be considered during a full debate of the Knesset. Both Shmaoni’s bill and
Friedman’s bill received enough votes to pass the committee hearings and proceed to the
procedurally-required three readings in the Knesset.
A year later, in January of 1976, the Knesset met for the first reading of the abortion bills.
Chaika Grossman, the chairperson of the social service committee, explained the reason for a
new law, mentioning medical and social rationales. The committee, she explained, came up with
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particular suggestions for a new law by considering the struggle of large families and the lives of
fetuses and mothers. She made the point about big families relevant by imploring the Knesset to
understand the connection between the psychological well-being of a mother with many children
and the health and well-being of the entire family. Grossman stated that “in developed societies,
[having] multiple children does not need to result in economic reasons to stop a pregnancy, but
in our reality, sadly, it does.” A number of members of Knesset followed Grossman’s comments
about the economic strain of large families; some supported the new bill while others claimed the
government was taking a role in family planning.
The debate turned directly to the topic of large Haredi families when MK Orah Namir
stood up to speak. Namir commented directly on the clause that permitted abortion “on the basis
of difficult family or social conditions of the woman and her surroundings, to those with many
children in one house.” These religious families, she claimed, could not participate in regular
family planning because they were not properly educated in birth control or sex. Namir expanded
by saying:
Already many women are found in a situation of constant pregnancy, women who at the
age of 27, 28, 29 are mothers to eight, nine or ten children. These women are exhausted,
sad, have no energy and no money and are sick. The responsibility to care for them (the
children) and educate them falls on their shoulders, since her husband spends many hours
of the day and sometimes the night, in many different businesses…
Namir mentioned this scenario in order to ask the crucial question: “Is there in this situation a
protection of the holiness of the family? The holiness of the person?” Namir’s aimed her final
statement on the issue directly at the religious parties, “What is not good for the person—and the
woman-mother is also a person—and what is not good for the family, will not be good for the
army and will not be good for the nation. And permit me, the secular woman to say, it will not be
good for religion.” Namir’s comments were not only directed at large families but at ultra-
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Orthodox families. Her focus on the socioeconomic clause as the critical element of this
legislation because of its implications for religious families significantly altered the course of the
discussion.
At this, Shlomo Yaakov Gruss of the Hazit Datit Toratit party responded by saying that
abortion cannot help to solve these problems in the large families. He offered an alternative
solution. “If you want to worry about the families with many children, you can do this: You can
give them more money for a full day of learning.” Gruss was referring to the support the Israeli
government gives to Haredi men to remain in Yeshiva. Though this suggestion did not
materialize in any way as part of the abortion discussion, Gruss’ statement shows that the
socioeconomic clause was interpreted by many members of the Knesset, including the religious
parties, to apply to Haredi families where the husband spends his days studying Jewish texts.
Interestingly, though the discussion over the economic needs of large families was originally
about Sephardi families, in this reading it becomes clear that Haredi families were receiving all
the attention. This is not to say that Sephardi families were not also part of the consideration, but
significantly the religious parties in the Knesset understood the law to be directed at their
families and more specifically “their” women.
Just a few weeks later, on February 10 1976, the Knesset continued the first reading of
the proposed abortion bill, and one bold member of Knesset suggested that the religious parties
were concerned for particular socio-cultural reasons. Meir Pa’il of the left-wing Moked party
spoke first, supporting the bill on the basis of women’s rights and an insistence that Israel should
not be as concerned about demographic issues as it was, given that small nations can also be
strong nations. He offered an explanation for the anger of the religious parties: “The new bill
permits and will permit the religious woman the freedom of choice to do with her pregnancy
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what she wants.” In other words, it would have given Haredi women the legal recourse to
procure abortions without consulting their husbands or rabbis. And yet, Pa’il maintains that this
objection is irrational since,
The bill does not force one to have an abortion; it provides women with the
opportunity… to request the termination of her pregnancy. It does not force her…a
woman can continue her pregnancy or stop it according to her desire, even if she is
religious. If a religious woman wants to continue her pregnancy, nobody will bother her.
To the contrary, I think many of us would praise this.
Though Pa’il repeatedly extolled the “modernity” inherent in the freedom of a woman to choose,
I maintain that this is precisely what upset the Haredi parties. After listening to Pa’il’s
comments, various members of Knesset representing religious parties reacted with support for
big families, sharing personal stories about their happy, fulfilled children. The fact that a Haredi
woman would have the opportunity to procure an abortion was increasingly threatening to the
Haredi political leadership.
A year later, in January 1977, the Knesset gathered to discuss the abortion law. Chaika
Grossman introduced the bill, noting changes for the second and third reading. Once again, the
members of Knesset turned their attention towards the socioeconomic clause, but this time sparks
flew as members of religious parties directly confronted those they perceived to be engaging
them in a culture war about procreation. Shlomo Gross of the Hazit Datit Toratit accused the law
of justifying the murder of children, but he focused his comments on the last clause. Vaguely
referencing the laws of Torah and Jewish ethics, Gross said that abortion by-passes all ethical
limits. “The pregnancy termination law is not just contrary to the laws of the Torah and the laws
of ethics. It is a law that is anti-national, anti-Jewish, a law that leaves a black stain on the
Knesset, if, God forbid, it passes.” Gross continued by saying that the clause “those with many
children” would allow “anyone with children or even one child…to get an abortion. This is
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written in the law and this is murder.” Gross’s comments highlight not only the vagueness with
which members of Knesset referenced Jewish law or ethics to make their case but also the fact
that the part that most upset the religious parties was the socioeconomic clause. It was the clause
that allowed for abortions on the basis of family size that made these members of Knesset refer
to the entire law as “murder.”
Gross continued by accusing women of being selfish if they chose to abort for a
socioeconomic reason, and he denied that there was extreme poverty in Israel. Pinchas Groper of
Likud interjected, saying that eight people living in a one-room apartment is poverty. Feeling
personally attacked, Gross responded that most of the members of Knesset grew up in
apartments like that, but Groper insisted that this was before the establishment of the state and is
something that should no longer be tolerated. Gross continued by arguing that the Arabs were
beating the Jews in the demographic race and by advocating for large families in Bnai Brak and
Jerusalem, two cities with historically high Haredi populations. Other members of Knesset
echoed the opposing sentiments of the debate; some supported Groper’s argument that Haredi
families live in poor conditions and thus the socioeconomic clause was necessary, while others
maintained that these large families were crucial to Israel’s demographic growth, particularly
after the Holocaust.124 Aptly, Aharon Abuchatzira of the Zionistic and religious Hazit Datit
Leumit party, also focused his objections to the law on the socioeconomic clause, which he
maintained was the “heart of the entire law.” After he claimed that the law effectively tells
women that if they live in certain poor neighborhoods with many children they will not be
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References to the Holocaust commonly appear in the proceedings, as Knesset members claim that Jews must
have a higher birth rate in order to replace those Jews lost during the Holocaust.
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allowed to give birth, Abuchatzira admitted that without the socioeconomic clause, the bill might
have had merit. He explained:
The fifth clause ruins the entire law. The fifth clause reveals the impure intentions. This
clause comes to harm families with many children, who maybe are not comfortable to
certain people; it comes to harm those families that live in certain neighborhoods; and
more serious than this—you are using this clause to say to these large families…’stop
having children, because we are not capable of solving all of your problems.’
Abuchatzira, a Moroccan-born Jew, admitted that some of these families might be Sephardi
families, but the attention throughout the Knesset debates was on large Haredi families.
The following day, the Knesset resumed its debates to define the stipulations of the law
as they had developed throughout the proceedings. First, according to the law, an abortion must
be performed at a recognized medical institution by a gynecologist. All abortions would follow
the approval of a three-person committee. These proposed committees would be composed of a
gynecologist, a doctor with a specialty in childbirth as well as gynecology, internal medicine,
psychiatry, family medicine or community health, and a social worker. Second, in order to be
approved the woman or her situation must fit into at least one of the following categories: 1) She
is below 17 or over 40; 2) pregnancy is the result of rape, incest or extra-marital relations; 3)
There is a possibility the baby will be born with a physical or mental deformity; 4) The
pregnancy could endanger her life or mental health; 5) continuation of pregnancy can cause
danger to her other children, particularly if there are many of them. After qualifying for the
abortion a woman had to put in writing that she understood the risks. If the committee rejected
her application she had the right to appear before them. The law also recognized some special
circumstances that might necessitate an abortion without the committee’s approval. First, if the
abortion was necessary to save her life immediately, and second, if the abortion occurred
spontaneously during another medical procedure. Furthermore, according to the law, doctors had
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the right to refuse to participate on the committee or to refuse to perform the abortion according
to their consciences. This law would go into effect a year after its passage through the Knesset. It
is important to note that the stage of pregnancy is not a factor in the decision to allow abortion,
125

nor is parental permission required for minors. Furthermore, one need to appeal to the

committee only if one wanted to have her abortion paid for under the national health insurance
law. Today, private abortions are estimated to comprise approximately half of the abortions
performed in Israel, but because they do not go through any approval and are paid for by the
woman procuring the abortion, there are not accurate statistics.
At this point, most members of Knesset were in agreement about the bulk of the law. Still
under debate was the fifth clause that allowed for abortions for socioeconomic or family reasons.
Over the next two years this clause again became the focal point of political deliberations and
Knesset discussions. In February 1977, the Knesset discussed the stipulations of the law.
Focusing on the fifth clause they removed the last piece that stated, “Like having many children
in the house.” This, they felt, targeted particular families and allowed for abortions “merely”
because of a large family.

125

This has only recently changed. In December 1994, the Ministry of Health created “high-level regional abortion
committees” that consider third-trimester abortions (after 23 weeks of pregnancy) Since then, if a woman wants
an abortion during her third trimester she must appeal to one of the six high level committees and not her hospital
committee. The high-level committee includes five members: three who have a vote (the head of the hospital, the
head of the women’s department and a senior social worker) and two who serve merely as advisors (the heads of
the neonatal department and the genetic institute). Ten years later, attempting to resolve the vagueness in the
clause that allows for abortion in the case of fetal deformity, the Ministry of Health provided these committees
with some guidelines according to which they could decide whether or not to approve an abortion (Rimon-Zarfaty
and Jotkowitz, 2012). Because these high-level committees are only located in a few, select regions of Israel,
women who need an abortion after the 24th week of gestation face a slightly more difficult task. That being said,
during the years 2006-2009, these committees approved 92-97% of all those women who appealed to them, with
87-90% referencing the fetal deformity clause. This high rate of approval falls only slightly short of the general
approval rating for abortions in Israel (98-99%) (Rimon-Zarfaty and Jotkowitz, 2012; Sociodemographic
Characteristics of women applying for Pregnancy Terminations in Israel 2003, Central Bureau of Statistics,
Jerusalem).
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Later in 1977 the Knesset changed hands from the Labor to Likud party and the fifth
clause again moved to the center of the discussion (Levine). In late January 1978 the Knesset reexamined the abortion law with the new Likud coalition government with the religious parties.
Kelman Cahane of the Haredi party, Hazit Datit Toratit, attempted to repeal the whole law
because so many members of Knesset had already opposed the fifth clause, which he viewed as
the main piece of the law. Because his call for an early vote did not pass, later in 1978 the law
was enacted according to what was approved a year earlier (Wilder 2000). In November 1979 the
Knesset added that at least one member of every abortion committee must be a woman. At that
point, Haredi political party Agudat Israel (AI) attempted to repeal only the fifth clause of the
1977 law, but the votes reached a tie and the proposal was defeated because many Likud MKs
refused to support the bill. (Wilder 2000; Portugese 1998). One month later, Likud called a vote
of confidence for the abortion law. Because one of the stipulations of Agudat Israel joining
Likud’s coalition was the repeal of the fifth clause of the abortion law, the coalition was able to
repeal the clause in the December 1979 vote (Portugese 1998). Interestingly, AI did not request
for the repeal of the entire law; their focus, as before, was on the socioeconomic clause.
It is difficult to estimate the effect the removal of the socioeconomic clause has had on
the procurement of abortions. In her discussion of a survey about abortion from the 1970s, Peled
(1978) predicted that the annulling of the socioeconomic clause "will directly, and most
unjustifiably, harm the underprivileged groups of the Israeli society. One of the possible results
of this annulment, if carried out, will be to push these groups into seeking 'cheap' abortion in the
free market, which promises neither medical safety nor any educational merit toward future
progress of the women in the area of family planning" (vii). Levine (1994), however, maintains
that this clause was written for married women whose pregnancies did not fit into any of the
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other categories. She claims that most of the women who came before the committee fit into this
last category and would have benefited greatly from the expansion of the grounds for abortion.
Ironically, even after the removal of the clause, the number of abortion approvals did not
decline. Levine argues, “No longer able to justify an abortion based on explicit reference to the
number of children in a household or the economic conditions of the family, abortion committees
invoked alternative exemption categories, most notably physical or mental risk” (1994, 327).
These ad-hoc accommodations were possible because of the flexibility and the discretion
afforded to each hospital committee (Levine 1994). In other words, even though not technically
permitted by law, women in Israel do indeed procure abortions for socioeconomic reasons, but
they have found a way to get around this restriction. Responding to this reality, Efrat, an antiabortion organization, has taken as its mission the prevention of abortions sought for purely
socioeconomic reasons. As we turn to Efrat’s work in the next section we will see that Haredi
women are aware of the financial support Efrat provides in order to prevent women with large
families from procuring abortion on the basis of economic concerns.

Efrat: Negotiating Quality and Quantity in Contemporary Pro-Life Politics
The overlapping and at times competing concerns of pro-natalism and social welfare still
appear in abortion politics in Israel. There are two prominent pro-life organizations in Israel
today.126 Bead Chaim, a name that means literally “pro-life,” is run by Messianic Jews, many of
whom emigrated from English-speaking countries. Their primary mission is to prevent Jewish
women from having abortions, a task they see as hastening the arrival of Jesus Christ. Bead
Chaim “saves” approximately 70 babies a year. Another, much larger and more prominent
126

There is actually a third pro-life organization, Just One Life (Rak Nefesh Achat), but due to funding difficulties
they have not functioned in some time.
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organization, Efrat, was established in the 1970s and claims responsibility for preventing
approximately 3,500 abortions among Jewish women in Israel each year. Efrat sees this pro-life
mission as a step towards replenishing the Jewish population after the Holocaust and maintaining
a Jewish majority in Israel. Because of Efrat’s impact and its relationship to the Orthodox and
ultra-Orthodox population in Israel, this section looks at their methods of preventing abortions.
Despite Efrat’s pro-natalist goals, their pro-life activities are limited to providing
financial incentives to women seeking to end their pregnancies because they cannot afford
another child. These are what Efrat considers “unnecessary” abortions. In this way, Efrat’s pronatalist goals are tied up with their awareness that many women in Israel, including those from
the Haredi sector, consider abortion because they cannot afford another child. In this section I
will draw on data I collected from over a year of participant-observation with Efrat.127 I will
argue that by providing women with financial incentives to maintain their pregnancies, Efrat
offers a compromise between the pro-natalist and socioeconomic interests of the state.
Furthermore, I will show that though Efrat attempts to support all Jewish women seeking
abortions out of economic need, the organization responds to Haredi women in a slightly
different way than to others.
Efrat’s staff members are proud of all of the babies they have “saved” as a result of their
work. Along most walls in the small four-room office in a residential area of Jerusalem are
pictures of children whose parents received financial help from Efrat. These parents considered
terminating their pregnancies because they could not afford a child. After supporting women
with baby clothing, food, a stroller, or a crib immediately after the birth and for the year
following, Efrat stays in touch with these families every year on the baby’s birthday. Efrat asks
127

I also conducted ethnographic research with Bead Chaim, but that data is not relevant for this discussion.
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for a new picture that is then shared with their staff and donors as inspiration. At the monthly
staff meetings, the twelve-member staff—composed of eleven women and one man, Director Eli
Schussheim—looks at the pictures that came in that month and revels in the abortions prevented.
Every year, Efrat makes a booklet for major donors, filled with baby pictures of all those babies
born during the year because of Efrat’s support.
In addition to the pictures on the walls, the staff has also collected newspaper articles that
highlight Efrat or the economic struggle they are trying to remedy. One article sits in the center
of the bulletin board in the director’s office and catches the eye of all visitors. It is from
November 7, 2002 and was featured in the newspaper, Yediot Achronot. The story is about a
woman who had an abortion because she could not pay the debt she had accrued. The article
discusses her various debts, and the woman says that she simply could not afford to have the
baby. Efrat responds directly to this situation in their slogan, “Don’t end a life because of
money.” This slogan is printed on letterhead, banners, and stamps, and hung in various places all
over the office. On their website Efrat explains that their name derives from the biblical midrash
of Yocheved and Miriam saving Israelite babies after Pharoah’s decree to kill all Israelite male
babies. Shortly thereafter Miriam received the name “Efrat” which has the same root as the
Hebrew words, “pru ur’voo,” (be fruitful and multiply). The organization explains, “Today, the
Efrat Organization plays the same role in Israel, as Miriam did in Egypt. When so many women
say they worry whether they can afford having a child, Efrat is there to provide the social and
financial support to help these women bring their babies to term.”128 Undoubtedly, Efrat’s prolife concern is focused on women who cannot afford to have another child and seek abortion as a
remedy.
128
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On my first day volunteering at Efrat, I asked Ruti, the assistant director of the
organization, to sign a consent form, allowing me to conduct research with the organization. Ruti
read through the form and said, “I will sign this, but we need to change one thing. We are not a
‘pro-life’ organization. We are pro-woman.” Though I was shocked to hear this, Dr. Shussheim,
the director of Efrat, explained their position to me a few months later: “We are not opposed to
abortions! We are for women who want to have their babies but cannot.” In other words, Efrat is
not opposed to all abortions. They have medical experts “on-call” to determine when an abortion
is necessary to preserve the health and life of the mother, and they provide support systems to
women who discover during pregnancy that their fetuses will be born deformities. They counsel
such women about whether abortion or birth is a better option for them. These are what Efrat
refers to as “necessary” abortions. Efrat is, however, opposed to women having abortions solely
because of economic difficulty. These are what Efrat refers to as “unnecessary” abortions. Efrat
frames its mission as giving women a choice in their reproductive lives by providing them with
the financial means to support a child. In this way they see their work as in line with the feminist
pro-choice movement.
And yet, Efrat does not provide financial support to just any woman who needs it. A
woman needs to prove—during her pregnancy—that she will get an abortion if she does not
receive Efrat’s financial help. Women contact Efrat either by calling in directly or through social
workers who volunteer with Efrat and reach out to pregnant women in distress. Although Efrat
has a fleet of social workers who are constantly engaged in speaking to pregnant women and
helping them to decide to maintain their pregnancies, many do call in to the office. On a typical
day I often heard Ruti speak to about a dozen pregnant women who called Efrat for more
information. Once a woman fills out an application form, complete with bank statements,
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information about current jobs, debts owed, and marital status for both the woman and the father
of the child, Efrat creates a folder for her in their computer system. The application also requests
information on other living children, on whether the woman has procured an abortion in the past
and whether someone recommended that she abort this current pregnancy. This information is
crucial as it provides the committee with some way of estimating how likely an applicant is to
seek an abortion without their support.
A little while after a woman sends in her application, she receives a letter with the
committee’s decision. The committee breaks applicants into three categories: those who are not
considering abortion, those who are considering abortion but have not decided, and those who
have been convinced not to have an abortion. The first group receives a note explaining that
Efrat prefers to support women who are thinking about abortion and thus they will not be
supported by Efrat. They are encouraged, however, to appeal to the committee if their economic
status should change. These women have until twenty-five days after the birth to provide Efrat
with a birth certificate. The applicants who have not decided whether to have an abortion have
fifteen days after the birth to fax the details of the birth to Efrat’s office. Once they receive this
information, Efrat sends them baby clothing. If the woman still needs Efrat’s help she has
another ten days to fax the birth certificate; at this point she can choose to receive either a crib or
a stroller and either diapers and food or a larger portion of diapers. The last group, those who
have been convinced not to have an abortion, receive the most help from Efrat because they are
considered “saves.” Like the other women they must send in the birth certificate in a timely
manner to prove that they did, in fact, give birth to the baby. At this point Efrat allows them to
choose among a crib, stroller or bath, and between food and diapers or just diapers for an entire
year. When women receive these letters notifying them of the committee’s decision, they also
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receive a pamphlet encouraging them to breast-feed. Ruti explained to me that this is not only
cheaper but healthier.
Even though a woman must prove that she does not have the financial means to support
the baby alone and that she fully intends to abort without Efrat’s help, there is a part of Efrat’s
mission that is not about helping women but about increasing the number of Jewish children
born in Israel. Efrat links its donors with women thinking about abortion. When Efrat sends the
donor his/her first thank you note during a woman’s pregnancy, the donor is told of the woman’s
due date. After the woman gives birth and the baby has been named, the donors receive letters
saying, “Mazal tov! I am pleased to inform you of the birth of ‘your’ child.” It is as if the donors’
money goes towards purchasing babies they can claim as their own. And yet, the letter continues
with more communal overtones:
Thanks to your donation, Jewish children were given the gifts of existence and the privilege
to see the light of day…you can see no greater return on your investment than the lives you
saved, no greater dividend than the generations to come…These children will both increase
the population of Israel and contribute to the survival of our Jewish nation.
The letters acknowledge the fact that this baby is not alone but part of the collective Jewish
people and that this donation has helped to increase the Jewish population in Israel. Donors who
have made significant contributions to Efrat receive certificates honoring their generosity and
listing the names and birthdates of all the babies saved through their donations. The organization
makes it clear that saving a baby costs $1,200, and during my time at Efrat, we recognized many
American donors for “saving” multiple children. Efrat’s dual mission—supporting women and
increasing the Jewish population—is accomplished by responding to the economic problems
facing many Jewish families in Israel. Here we see how pro-natalism is, once again, tied up with
economics in Israel.

210

Efrat describes the money and materials they provide women after the birth as the tools
they use to convince women not to abort. In a video sent to prospective donors, social workers
and even women considering abortion, Schussheim states that when a woman becomes their
client, Efrat promises her they will follow up with her and take upon themselves all the monetary
responsibilities of pregnancy and the new baby. He explains, “And these are the ways in which
we convince a woman that she cannot have an abortion and cannot end the life.” Efrat recognizes
that for many women in Israel, abortion is motivated by financial need and thus can only be
prevented by providing that woman with the support she requires.
Haredi women are also aware of Efrat’s services and turn to Efrat for the financial
support they provide. As I mentioned in earlier chapters, many Haredi women use birth control
as a method of family planning. Although some do not turn to their rabbi for his approval, many
are aware that rabbis now permit birth control for a variety of reasons. One reason that will not
sway one’s rabbi, however, is if one wants to begin a course of hormonal birth control for
economic reasons. Many young, Haredi couples contemplate starting a regimen of hormonal
birth control soon after marriage because they are not yet working and thus do not have an
income. Other older families struggling with the cost of raising multiple children expressed to
me their desire to have a break from babies so that they could pay off debts. And yet, they know
that rabbis do not approve of birth control if one’s reason is economic. This, many women
confessed to me, is not, according to the rabbis, a sufficient reason to prevent pregnancy.
Therefore, a Haredi woman must either lie to her rabbi about her reason for requesting birth
control or procure the pills without his approval. Many, unwilling to do either, find themselves
pregnant without any means to support another baby.
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Based on Efrat’s records of those who have appealed to them for help, the highest income
among a Haredi family with 3-12 children is 4000 NIS per month (roughly $1000). Some earned
as little as 1200 NIS per month (approximately $300). Incomes this low are supplemented with
government support, and many in the higher range are that way due to the various welfare
services the family receives. Haredi families receive a monthly income from the government if
the husband studies in a Yeshiva all day (approximately 1,700-2000 NIS or $400-$500), and all
families of a certain size in Israel receive support for each child. It is a modest income, to be
sure, but it bolsters the small wages a woman may contribute to her household when she is not
raising her children.
In one of my extended conversations with Ruti about who appeals to Efrat for help, she
said there are two kinds of Haredi women who apply. The majority, she explained, need some
economic help. These women speak with a social worker from Efrat, talk about their situation
and prove their economic need. These women get something “symbolic,” as Ruti referred to the
package of diapers, food, bottles and pacifiers for the new baby. Another smaller, though
nonetheless significant, group of Haredi women are those who do want abortions because they
simply cannot afford another child. These women, Ruti claimed, gets lots of help from Efrat.
Provided they maintain their pregnancies, these women are referred to as “saves” and receive the
most Efrat can offer plus more from other organizations to which Efrat has access. Though many
women in Israel are in similar economic situations, I understood from Ruti that Haredi families
contemplating abortion present a more dire and emergent problem for Efrat.

Conclusion
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In a report from the Bank of Israel in December 2009, titled, “The Effect of Child
Allowances on Fertility,” scholars argue that as child allowances declined, fertility rates of
particular populations also dropped. All families in Israel with children up to the age of 18
receive allowances, regardless of their income or whether they have served in the military. In
January 2001, the rates of these allowances increased for the fifth child and beyond. Thus, the
report explains, “the child allowances for a family of seven children grew from NIS 3,558 [per
month] in December 2000 to NIS 4,415 in January 2001” (8). A few years later, in 2002-2003,
the state reformed welfare policy and cut child allowances drastically. The changes led to a
reduction in the size of the child allowances for the third child and beyond. Therefore, a family
of seven children born before June 2003 received NIS 3,558 per month at the end of 2000, but by
2007 that income dropped to NIS 1,755 per month. And if all their children were born after June
2003, a family of seven only received NIS 1,016 as their child allowance (8).
Based on records of all women in Israel ages 15-44, scholars for the Bank of Israel
discovered that among ultra-Orthodox women, there was a small decline in fertility in 2001-2002
(from 7.5 total fertility rate 1996-1999 to 7.24), but there was a sharp decline following the 2003
cuts in child allowances. In 2006-2007, ultra-Orthodox women had a total fertility rate of 6.74, a
drop that exceeded what many predicted. Furthermore, though ultra-Orthodox women’s fertility
dropped during that period, among non-ultra-Orthodox Jewish women, fertility remained
constant (11).
The results of this report are relevant to our discussion here regarding the extent to which
poverty or economic strain weighs on a Haredi woman’s decision to get pregnant or maintain a
pregnancy. As we can see from this report, financial support from the government does indeed
provide ultra-Orthodox women with an incentive to continue reproducing, and when these
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allowances drop, it becomes more and more difficult for a Haredi woman to raise a large family
on her meager income. Faced with this reality, a Haredi woman who finds herself pregnant may
turn to Efrat for financial support or seek out an abortion because Efrat’s support only lasts for
the first year of the baby’s life.
As is clear from the Knesset proceedings on abortion legislation, the state’s pro-natalist
agenda does, indeed, have a limit. Though many members of Knesset advocated for a hard-line
pro-natalist policy on abortion, others were concerned with ensuring access to abortion for
families living in poverty. This concern reflected both the state’s obligation to support these
families with many children and the woman’s inability to pay out of pocket for her abortion,
unlike more wealthy women in Israel. As this debate ensued, many Haredi party members
objected to the implication that Haredi women needed access to abortions because of their dire
economic situation. The Haredi woman remained an imagined figure who either loved and cared
for all of her children or who needed access to abortion as an option that would enable her to
have a little more control over her reproductive life. As I have argued in previous chapters, the
contemporary Haredi woman reflects both of these projections. The context within which she
makes reproductive decisions is one wherein she both loves being a mother and is concerned
about her ability—financially, socially, physically—to raise more children. In the next chapter
we will consider what is at stake for Haredi women and for reproductive politics when we
consider the context of ethical decisions in the lives of real women.
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Conclusion: (Re)Producing Reproductive Ethics
When I set out to explore Haredi women’s reproductive lives, I did not anticipate finding
such variety within their reproductive experiences and their decisions regarding prenatal testing,
birth control and abortion. Although I knew intuitively that individuals experience pregnancy
distinctively, I (along with many others) assumed that Haredi women would be following similar
rabbinic instruction and would, therefore, make the same reproductive decisions. This hypothesis
was also clearly supported in the anthropological literature of reproduction and pregnancy where
we have seen that women adopt cultural norms about medicine or knowledge during pregnancy.
After a year of research I knew that this assumption could not have been farther from reality, but
I could not, at that time, comprehend precisely what was guiding Haredi women’s diverse
reproductive choices. This manuscript traces the process of discovery through the building
blocks that contribute to the production of a reproductive ethic of autonomy for Haredi women.
And yet, I argue that Haredi women produce a particular reproductive ethic through the
reproduction of Haredi gender norms.
In this conclusion I sketch the various pieces of this reproductive ethic of autonomy and
the significance it has within the Haredi community. I will remind the reader that this form of
ethics is produced within a particular context that makes it, on the one hand, quite impressive in
its opposition to the many forms of female bodily regulation in Haredi Judaism, and yet
interestingly compliant with Haredi gender norms. I will then outline the cultural and
theological elements that Haredi women draw upon in order to bolster their reproductive ethic of
autonomy. Haredi women are able to produce a new reproductive ethic through the reproduction
of cultural ideologies of pregnancy and theologies connecting them to God during pregnancy. I

215

suggest that this reproductive ethic contains elements of theological, areteic and consequentialist
ethics. Lastly I consider what this manuscript produces. What impact do my findings have on the
field of reproductive ethics? Of Jewish ethics? Of bioethics? Of religious ethics? On a meta-level
I will consider how ethnography should change the field of ethics, and I will show how these
changes can be implemented through a few normative suggestions for Haredi women’s medical
care. Finally, I demonstrate how my findings among Haredi women can speak to public policy in
other contexts.

Haredi Women’s Bodies and their Agency
As I evaluated Haredi women’s reproductive experiences, I found that women identify
their embodied experiences of pregnancies as the source for their reproductive agency.
Significantly, then, it is their bodies that provide them with authority. One of the primary
presuppositions underlying the impact of my findings is the fact that Haredi Jewish law and
customs regulate women’s bodies in a variety of ways. Requirements of modesty restrict not
only the shape and style of Haredi girls’ and women’s dress (men’s too) but also the fabric and
color. Rabbis have determined stocking color, type of shoes (those that do not make sound) and
skirt length such that young Haredi girls all look similarly modest in their clothing. There is
slightly greater style variety for women, but once they are married, Haredi women are obligated
to cover their hair in a manner that identifies them with a particular sect of Haredi Judaism.
Some wear wigs, others scarves, but all hide their hair from everyone except their husbands at
prescribed times of the month.
These times of the month are determined by their menstrual cycle. Each month that a
woman menstruates, she must establish distance between herself and her husband through
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various practices for at least five days until a week following the conclusion of her bleeding (for
a total of at least twelve days). During that week following her period, a Haredi woman checks
herself internally twice a day (at specific times) using rabbinically-certified cloths. Rabbinic laws
extensively detail the size and color of blood stains that render a woman “impure” or forbidden
to engage in any sexual activity with her husband. If a woman sees a stain on a cloth she used for
the internal inspection, she must take that cloth to a rabbi for his determination. In a dark room,
facing a rabbi and possibly one of his students, a Haredi woman must put her blood-tinged cloth
on a desk where these men carefully inspect, measure, and hold up to the light a cloth that bears
her blood. From their determination she can either resume counting her seven “clean days” or
start all over again.
The discomfort women feel, exposed to the watchful eye of the rabbi in this dark room,
can only be exceeded by her discomfort at her wedding when, clothed in white from head to toe
(many wear thick veils through which they cannot see), she is surrounded by men in black. This
is probably the first—and only time—in her life that she will be in such close proximity to so
many men. Most notably, however, her wedding night is the first time she is alone with her new
husband. Their first sexual encounter is also sometimes overseen by the rabbis who, the
following day, check the sheets for blood that proves the couple consummated the marriage. In
all these ways, rabbis regulate women’s bodies and determine their status based on the blood of
reproduction.
As I showed in chapter four, though, doctors also participate in the regulation of Haredi
women’s bodies. In conjunction with rabbinic leaders, doctors serving the Haredi community
regulate their patients’ choices and their access to medical care. Though rabbis appear to be
directing doctors and manipulating their actions, doctors are surely complicit in this act of
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oversight and control. As doctors allow rabbis to make medical decisions, the medical system
views Haredi bodies as objects that can earn them more money or greater respect among Haredi
rabbis. Although this relationship between doctors and rabbis permeates the entirety of medical
care that Haredi Jews in Israel receive, many scholars (Kahn 2002; Ivry 2010b) have shown that
this is particularly prevalent within the practice of reproductive medicine.
Despite the predominance of control that doctors and rabbis attempt to exhibit over
Haredi women’s reproductive choices, I found that Haredi women create a space of de-regulation
during pregnancy. Although they are faced with patriarchal religious authorities and doctors who
cater to rabbis instead of their patients, Haredi women find space for—and insist upon—their
autonomy regarding the use of contraceptives, prenatal testing, fetal ultrasounds and other
reproductive practices. Against the backdrop of a patriarchal medical and religious system that
works in concert to control her choices and her body, a Haredi woman does not bow in the face
of pressure but rather turns to her body for confidence. Therefore, the same body that the rabbis
regulate is here—during pregnancy—used by women as a source of agency.
Paradoxically, then, Haredi women draw on their bodies—the sites of their gendered
limitations and the objects of regulation in Haredi life—to empower them during pregnancy. In
so doing, they re-appropriate the Haredi imperative for reproduction as justification for their
authority over reproductive choices. Because reproduction is seen as the human performance of
the divine act of reproduction within Haredi ideology, women claim that their bodies are Godlike and therefore above the regulation of the rabbis. Furthermore, as women come to realize that
this act of creation is shielded from public conversation and public oversight due to cultural
superstitions about pregnancy, they learn that their reproductive choices can also be excluded
from the public gaze. A Haredi woman, then, excludes rabbis, doctors and husbands from her
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reproductive choices in an effort to create a particular reproductive ethic that relies on her
embodied experience and her autonomy.
She is empowered to do so, she maintains, by the theological and cultural elements of
Haredi life. Similar to Saba Mahmood’s (2005) analysis of piety among women in an Islamist
movement, I have argued that this agency is not counter-cultural. In fact, a Haredi woman’s
agency is predicated upon the theological and cultural assertion that reproduction is supposed to
be a woman’s role. Therefore, many women claim, they have the right to make reproductive
decisions, while their rabbis (all men) will never be pregnant and are, therefore, limited in their
authority over reproduction.
This finding is unique in the literature on the anthropology of reproduction. As I argued
in chapter two, scholars have largely focused on the medicalization of reproduction and the
influence cultural systems have on reproductive practices. This lens has either left women’s
approaches to reproduction largely out of view or presented them as oppositional to cultural
norms. Here, however, I focus on women’s reproductive practices and show that their agency is
not counter-cultural but rather rooted in societal ideologies or religious beliefs. My findings also
provide an important contribution to the scholarship on reproduction in Israel. First, I offer a
critical analysis of the ways in which Haredi Judaism as a cultural and religious system
influences reproduction. Second, I suggest that pro-natalism is not the only driving force for
reproductive rates in Israel. On an individual level, pregnancy itself is a source of empowerment
for Haredi women. Although the resulting child is a source of pride for women, it is the
pregnancy that forms her moral agency. Furthermore, women are not just interested in producing
children but also in maintaining economic stability in their families and ensuring their own
mental health. We also saw that socio-economic concerns affect Israeli policy on reproduction,
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thereby proving that Zionist or Jewish interests in pro-natalism are tempered by a desire for
economic security within the country.
In addition to the contribution I make to the anthropology of reproduction, in particular
reproduction in Israel, my findings also point to the importance of ethnography in ethics. I turn
now to consider my particular findings regarding Haredi women’s embodied ethics.

Haredi Women’s Reproductive Ethics
Given the general structure of Haredi life that has been outlined by many scholars before
me (Friedman 1991, 1995; Heilman 1992; Soloveitchik 1994), one would expect to find a
deontological structure of ethical decision-making within Haredi society. This is how many
scholars have described the structure of Haredi life. Drawing on principles and laws, Haredi
individuals, in consultation with their rabbis, deduce certain obligations. This, however, is not
what I found within the reproductive ethics of Haredi women.
As I have already explained, women establish autonomy as their primary source for
reproductive ethics. This autonomy, I argue, manifests itself in women relying on their embodied
experiences of pregnancy and rejecting rabbinic and medical guidance. Haredi women are
empowered to do this, I maintain, because when they are pregnant they are participating in the
culturally and theologically-endorsed act of creation. In other words, women view pregnancy as
providing them with a direct line to God, which allows them to supersede the rabbinic guidance
that would have otherwise forced them into a deontologial ethical framework. Instead, what I
found was an ethical structure that reflects a blend of theological, areteic and consequentialist
influences.
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First, women draw on theological elements to inform this ethic of autonomy. Haredi
women emphasize that participating in reproduction is participating in the divine act of creation.
They also adhere to Haredi beliefs that emphasize women’s bodies as vessels for God’s use
during pregnancy. As they see pregnancy connecting them directly to God, they can bypass their
rabbis. In so doing, women are free—for the first time—to interpret divine command. I found
that women embrace this unique role as a source of authority; particularly when faced with the
threat of involvement from other sources of authority (such as doctors during a hospital birth),
women claim the theological component of their ethic of autonomy in order to regain control.
This ethic of autonomy is also significantly shaped by certain areteic components. As I
argue in chapter five, Haredi women’s moral agency develops over the course of her
reproductive life. Autonomy over reproductive decisions, then, is a certain character that a
woman must foster and help to shape. She does this by continually engaging in the process of
reproduction. Women understand reproductive autonomy to be the ultimate virtue. They reflect
on their early pregnancies with horror, embarrassment and shock. Their later pregnancy
narratives, however, are those of mature, knowledgeable women who are in control of their
choices. This development reflects the fact that I refer to this reproductive ethic as a reproductive
“ethos” in chapter one. Diprose (1994) refers specifically to one’s embodied character as
“ethos,” and in this way establishes that this should be part of what we mean by “ethics.”
Lastly, Haredi women’s ethic of autonomy is also a form of consequentialism. Many
women, for instance, decide to view the ultrasound image of their fetus because seeing the image
of a healthy, growing fetus calms them for the remainder of the pregnancy. Others refuse to see
the image due to the anxiety that testing causes. Those who used hormonal birth control did so
because taking a break from childbearing would be beneficial to their health—physical and

221

mental—and would benefit their other children. As I argue particularly in chapter seven but
scattered throughout the manuscript, women make reproductive decisions in a particular context.
This context shapes their reproductive ethic because the consequences of their decisions are a
prominent factor.
This blend of ethical approaches that I discovered within ethnographic research of Haredi
women’s reproductive ethics raises a number of questions about an ethnographically informed
bioethics. Can we draw principles from the individual lives of Haredi women? Is normative
ethics possible? How can the specific reproductive ethics of Haredi women speak to situations
far outside this particular context? I maintain that the normative project is not lost but rather
greatly improved from an ethnographic approach to ethics. In the next section I consider the
benefits and the challenges to this approach, and in the final section I suggest a few ways this
study can speak to other contexts.

Ethnography and (Religious) (Bio) Ethics
My contention that ethnography must be a significant factor within ethics is made with
specific attention to the field of religious ethics, and bioethics. That being said, I maintain that
our entire discourse of ethics and particularly its implications for public policy and applied ethics
would benefit tremendously from an ethnographic approach. I suggest three ways in which the
field of ethics would benefit from ethnography.
First, and perhaps most obviously, ethnography provides the attention to context that is so
necessary in bioethical discourse. Fadiman (1998) and Farmer (2005) made this case strongly by
showing that cultural and situational competence is necessary for successfully enacting any
solution to an ethical dilemma in both the clinical arena and in public policy. We also saw this in
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our account of Haredi women’s reproductive decisions. In fact, this ethnography could be seen as
providing that cultural context for a variety of ethical dilemmas that arise in Haredi women’s
reproductive health care. If a public health worker seeks to provide Haredi women with safer
access to birth control mechanisms, for example, I hope that they will use this manuscript as an
account of the difficulty reaching Haredi women through the medical system and the ways in
which their doctors are complicit in this obstacle. Arthur Kleinman (1999) distinguishes
between philosophy and bioethics on the topic of the particular. “For philosophers, the gulf
between the universal and the particular may be regarded as an irksome and perennial barrier;
but bioethicists, like clinicians and policy implementers, simply cannot function without finding
a way of relating ethical deliberation to local contexts” (70). In other words, bioethics is a field
firmly grounded in the application of ethical norms, and it can only be successful at this task if
its practitioners consider what is “locally at stake” (Kleinman 1999, 70).
Second, ethnography opens up a vibrant arena of moral reflection that was otherwise
invisible. As I explained in chapter two, Jewish Bioethics has largely been defined by its
attention to rabbinic sources. Scholars answer complex ethical questions by turning to a number
of sources, all of them textual, but this approach is simply insufficient for Haredi women facing
emotional, physical and financial struggles in their reproductive lives. Though I have no doubt
that ethnographic research among any population of women and men would reveal the failings,
or simply the irrelevance, of texts in the quest for ethical answers, the research I have done
among Haredi women makes this point particularly poignantly. Even among a religious
population of women whose lives are dictated by these same sources, when faced with ethical
decisions of their own, they turn to other sources of authority entirely. The ethnographic research
I conducted allows us to see that embodiment, previous experience, theology and socioeconomic
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context are all part of Haredi women’s moral reflection. Haredi women’s ethics are not
deontological, and ours should not be either.
Audre Lorde’s seminal essay confronting the lack of racial diversity in feminist writings
helps us to consider why deontological ethics are problematic in light of this ethnography. Lorde
(1981) called on feminist writers to embrace the differences among women and to allow those
differences in sexuality, race, economic standing and ethnicity to inform and improve the
feminist movement. Lorde (1981) claimed that academic feminism, dominated by privileged,
white scholars, was preoccupied with feminist theory and in this way severely flawed. By
ignoring the distinct experiences of women of color, lesbian feminists and poor and third world
women, academic feminism is guilty of the same patriarchy it critiques. “For the master’s tools,”
argued Lorde, “will never dismantle the master’s house. They may allow us temporarily to beat
him at his own game, but they will never enable us to bring about genuine change” (1981, 99). If
we continue to structure ethical discourse using the tools of patriarchy then we can never
dismantle forms of oppression or injustice perpetrated by those same patriarchal forces.
Furthermore, if we continue to use a deductive method of ethical analysis, based on principles
established by elite men, we will never allow the varieties of human experience to inform our
ethical discourse. Ethnography should inform the entire structure of our ethical discourse by
allowing the differences between individuals and their embodied experiences to inform our
methodology and our determinations.
Lastly, ethnographic research allows us to incorporate the bodies of those individuals
who are the object of our bioethical discourse. This, remember, was Shildrick’s (2005) important
critique of bioethics: that it is “out of touch with bodies themselves” (2). Ethnographic research
returns us to the individuals for whom bioethics matters, and an attention to bodies in
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ethnography forces us to consider these individuals as embodied moral agents. Therefore, when
bioethicists—religious or secular—consider a new reproductive technology, we must allow the
ethics of embodied moral agents to contribute to the ethical discourse. When Jewish bioethicists
of varying denominations (for example, Bleich 1997; Dorff 1998) advocate for the use of
assisted reproductive technologies (ART) in order to increase the Jewish population, they must
allow the lives in this manuscript to influence their decisions. They should note that the
unbridled enthusiasm we have seen in Jewish bioethics for ARTs has contributed to the situation
wherein a Haredi rabbi distributes clomid to a Haredi woman who has not conceived in the first
six months of marriage. Positions on the ethics of these or other medical technologies must be
informed by the realities of those whose lives are at stake, not just informed by rabbinic
discourse. Furthermore, by focusing on the bodies of those individuals, ethnography brings us
closer to recognizing all manner of embodied difference in ethics. Haredi women understand
their bodies differently than do women in more liberal sects of Judaism. Haredi women in
Jerusalem and Haredi women in America have different conceptions of their bodies and the way
pregnancy contributes to their embodied ethics.
Despite its many benefits, this method introduces a few challenges for the study and
practice of ethics. Primarily, we are faced with the question of how to draw principles from
individual lives. If, as I have argued above, one of the benefits of ethnographic research in the
study of ethics is that it provides much-needed context, then we must consider what happens to
our inferences once we leave that particular context. Can the principles drawn in one context be
applied to another? If, however, we mean to say that context is so important that it requires
different ethical analyses in each location, then we have slid into relativism. Surely this is not
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satisfactory because it allows for serious ethical transgressions to be overlooked under the
umbrella of context. Both possibilities present us with significant problems.
I do not mean to suggest that the normative study and practice of ethics is irrelevant, nor
do I maintain that anthropology is “finally getting it right” (see Hoeyer 2006). Instead, I argue
that it is possible to draw normative conclusions from the ethnographic context. This normative
work can speak back to the particular context in which it originated while also speaking towards
situations far afield. The ultimate goal here is for bioethics and the social sciences to work in
tandem instead of in opposition. Ethnographic work can help the normative discourse of
bioethics by considering issues and raising questions that were previously ignored or overlooked.
Ethnographic work also reminds us that all knowledge is informed by experience. Even those
drawing on texts to support their arguments are first influenced by their experiences, which
affect their readings of the texts. Ethnographic methodology provides us with a framework for
analyzing that experience (Scharen 2003). Meanwhile, the normative ethics work of bioethics
can help ethnographic research have meaning beyond its immediate context.129 In the next and
last sections I provide some examples of how the normative and the descriptive can work
together to provide an evaluation of Haredi women’s reproductive ethics while speaking beyond
the particular situation of Haredi women.

“They are Holding these Women Hostage”
In chapter four I evaluate the mutually-beneficial relationship between Haredi rabbis and
the doctors who treat Haredi women. I argue that although bioethics in Israel (and Jewish
bioethics, as I outline in chapter two) reflects a pleasant compromise between medical and
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Jewish legal interests, we must consider how this relationship is manifested on the ground. As
Karin, a prominent nurse-midwife for Haredi women, exclaimed to me with regard to rabbinic
oversight over medical care, “They are holding these women hostage,” I maintain that we cannot
view medicine or religion as abstract or textual concepts but rather that we must look at these
two fields as populated by individuals with their own interests. Therefore, even if medical
interests and Jewish law can come to an ethical compromise in Jewish bioethics, this exists only
in the conceptual realm and not in the actual medical care provided to Haredi women. In the
fourth chapter I proceed to show how rabbis manipulate doctors so that doctors make decisions
according to the rabbis’ requests, all while overlooking what is in the best interest of the
patients.130 Though others argue (and I tend to agree) that cultural competence is extremely
important in health management, the practices of doctors and rabbis in Jerusalem are not
examples of cultural competence. In fact, cultural competence would, hopefully, lead to the
improvement of health. As we will recall, however, Haredi women’s health is severely at stake
because of the corrupt relationship between doctors and rabbis.
As I mention in chapter four, some rabbis distribute drugs that otherwise need a
prescription and careful medical monitoring. In order to maintain control over the length of time
a woman utilizes hormonal birth control pills, some rabbis provide women with a six month
supply, for instance, and then require women to visit him again if they need more. Not only does
this put women in a particularly dependent relationship with her rabbi, but it is medically risky.
The rabbi is in no position to perform any blood work or discuss risk factors that could make
hormonal birth control dangerous. Even though the American College of Obstetricians and
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Gynecologists (2012) recently announced that they endorse selling hormonal birth control pills
over-the-counter in the United States, the group still recommends that the packaging include an
important insert about proper use and behaviors one should avoid, and they encourage women to
screen themselves for risk factors.131 We cannot know what medical information (if any) rabbis
share with Haredi women about using birth control, or whether women are taught how to screen
themselves, because the exchange is hidden from view.
Haredi rabbis are also known for distributing clomid, or clomiphene citrate, to Haredi
women who report periods of infertility. Instead of telling women to see a doctor to discover the
source of her infertility, some Haredi rabbis distribute this drug on their own. Clomid carries a
series of risks, the most grave of which is ovarian hyperstimulation, which can be lifethreatening. Some patients also experience hot flashes, nausea, abdominal pain and blurred
vision, among other side effects. There is also an increased chance of becoming pregnant with
multiples after using clomid. The drug is generally administered to patients under the care of
specialists in reproductive medicine, and dosages are carefully monitored. Again, because rabbis
provide women with this drug behind closed doors, we cannot know what—if any—medical
discussion occurs. Regardless, women’s health and lives are at risk when they use this drug
without the oversight of medical specialists trained in the area of infertility.
Unfortunately, Haredi women’s health care does not improve after her reproductive
years. Recent research found that Haredi women in Israel have a higher mortality rate for breast
cancer because they are not availing themselves of preventative screening programs at the same
rate as their non-Haredi but Jewish peers (Isak 2001). Bishvilaych, the Haredi women’s health
organization I referenced in chapter four, found that generally rabbis impress upon women the
131
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importance of attending doctor visits when pregnant but make no mention of the importance of
medical care during and after menopause. Though women are familiar with the medical process
of pregnancy, many are unfamiliar with menopause and its symptoms. It seems, then, that rabbis
and doctors value Haredi women’s health during their reproductive years but forget about their
health afterwards. Furthermore, I argue that after twenty years of maneuvering between doctors
and rabbis and eventually rejecting both during pregnancy, Haredi women continue to refuse
medical guidance when their reproductive years conclude.
Immediately, then, we must work to rectify the decline in Haredi women’s health by
condemning doctors who prioritize rabbinic requests, and by exposing those rabbis who are
providing their constituents with birth control pills and clomid. Blurring the distinction between
doctors and rabbis has led to a dangerous medical situation for Haredi women. Instead of
praising the cooperation between medicine and Judaism in legal and ethical discourse in Israel,
we should question whether doctors and rabbis are acting out of the patient’s best interests or in
order to advance their own careers, power and influence.

The Dangers of Reproductive Autonomy: Reproductive Politics and American
Women’s Health Care
Given the fact that one of the primary audiences for this manuscript is readers in
America, it is important to consider how my findings speak to the politics of reproduction in the
United States. The way Haredi women respond to the matrix of control between doctors and
rabbis—by rejecting medical advice—provides us with a warning regarding the creeping of
political motivations into medical care in the United States. While it is encouraging to find that
Haredi women exercise agency over their reproductive practices, they do so in response to a
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patriarchal religious and medical system that attempts to control their lives. In an effort to exert
their authority, women tend to discount and ignore medical advice, resulting in choices that are
often dangerous to their health. By continually limiting women’s reproductive freedom, doctors
and rabbis, then, are putting women at risk. As legislation in the United States similarly functions
to limit the choices available to women and creates a culture in which doctors cannot be trusted
to provide sound medical care, we are also threatening the health of women across this country.
In 2011, state legislatures passed 92 abortion restrictions—double the total from any
previous year. Bills such as “The Abortion Patient’s Enhanced Safety Act” and “The Women’s
Health Defense Act” make it difficult or impossible for abortion clinics to operate in certain
states and make the procedure hard to obtain (Bazelon 2012). Other laws in Texas, Alaska,
Mississippi, Kansas and Oklahoma require doctors to tell their patients that abortion increases
the risk of cancer. Though this idea has not been supported by scientific research, legislation
requires doctors in these states to share inaccurate information with their patients (Bazelon
2012). This violates not only the doctors’ first amendment rights but also the patient’s
integrity.132 This legislation has one common theme, in that it presumes that a woman is not a
moral agent and cannot make decisions regarding her reproductive future without the help of
lawmakers. I ask readers to consider the fact that our trajectory of reproductive medical care is
strikingly similar to the situation for Haredi women described in this manuscript.
My own reproductive experiences have helped me reach this conclusion. As I composed
this manuscript I experienced my first pregnancy and the birth of my son, and even as a white,
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In an analysis of the arrests of and forced interventions on pregnant women in the United States since 1973,
Paltrow & Flavin (2013) explored the role of doctors and other health care professionals in arresting women in
health care settings for breaking laws that were never intended to “punish women in relation to their own
pregnancies” (321).
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upper middle class, PhD student with an extensive knowledge of reproductive medicine, I found
myself grappling with the tension between my capacity for agency and my reliance on medicine.
I fully acknowledge that my context is starkly different from that of Haredi women in Jerusalem,
and in that way I am wary of including this information here, but my own experience sheds light
on the issues I am raising. My reliance on medicine and the authority of my doctors was a
common theme during my pregnancy, as I turned to them even before I got pregnant to discuss a
particular medical condition, and then relied on them to verify what I already knew from a home
pregnancy test. As I waited for the ultrasound examination at the eight week appointment to
confirm a viable pregnancy, I found myself doubting the fatigue, nausea, and bloating I felt in
my own body, fearing these were psychosomatic. The doctors, I thought, could provide me better
information than that which I already embodied. As many scholars have shown, this sentiment is
common within reproductive medical care in the United States (Browner & Press 1996; DavisFloyd 1992; Rapp 1998; Rothman 1989).
My pregnancy progressed with a high level of medical involvement, and yet towards the
end of the ten months, the doctors, surprisingly, turned to me to guide them. When I was rushed
to the hospital for monitoring to follow my fetus’ abnormal heart rate, the doctor encouraged me
to rely on my own embodied experience of this pregnancy. “You know your body better than we
do,” she said as she explained that counting fetal movements would tell me whether the fetus
was thriving. And during labor, my doctor encouraged me to stay away from the hospital as long
as I could so that I would have the birth I wanted. “Michal,” she said, “we can admit you now,
but if you stay here you’re going to end up with every intervention in the book because you’ll
have to labor according to our schedule. I know you don’t want that, so go home and come back
when it’s time.” Despite the fact that I feared I would not know when it was “time,” my doctor
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recognized my authority and my agency. She saw me as a partner, an active participant in the
labor, and that contributed to my ability to ask for a second opinion when even the medical
director of a prominent East Coast hospital recommended a cesarean section because the doctors
could not find my son’s heart rate. When the dust settled from my son’s rushed birth and as our
overwhelming joy with this new life turned into calm happiness, I was amazed that somehow,
even in my moments of pain and exhaustion I asserted my authority. I was lucky enough,
however, to have doctors who encouraged me to do so; this is not the case in many counties,
towns and cities across the United States where doctor-patient relationships are restricted by
lawmakers’ political agendas. Political agendas that, we must note, are cloaked in claims of
religious motivations.
In many ways, however, my expression of agency is not noteworthy, given my
empowered position; Haredi women, though, seek reproductive medical care from doctors who
are also limited by another authority—rabbis—but the women I spoke to do not feel vulnerable
at this time, contrary to what one may expect. They re-interpret pregnancy to be their time of
glory, to do what God intended for them to do. Reinterpreting pregnancy makes space for their
agency to counter the patriarchal control from doctors and rabbis. If, even from under this matrix
of control, women still find room for their embodied experience of pregnancy to provide them
with knowledge and authority, then women in the United States, whose reproductive lives are
being regulated by doctors and lawmakers, will also find space for agency. In other words,
though recent legislation attempts to stifle the reproductive agency of women in the United
States, women know—or will quickly discover—how to circumvent the system in order to
achieve their goals. We can only hope that they will seek medically safe alternatives, but as we
saw with Haredi women, this is not always the case. We must consider, then, whether we will
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make it medically safe for women to exercise their agency, or difficult and dangerous? We have
seen in this manuscript how the Israeli medical system presents Haredi women with no other
alternative for expressing their agency than to eschew medical guidance. This can lead to
disastrous health repercussions for Haredi women. Before we see a similar backlash in the
United States, it is important that we counter the legislation with the understanding that women
will find a way to exert reproductive freedom, regardless of the limits placed upon them.
Drawing on the ethnographic approach to ethics that I have generated here, we have seen
that Haredi women’s approaches to medical care, their bodies and their reproductive experiences
are quite different from textual and normative approaches to ethics. They are also quite different
from what we would have expected to find among Haredi women. This manuscript has opened
the door to finding similar scenarios where the textual, the deductive, the patriarchal approach to
ethics is insufficient in dealing with the complexities of the individual moral agent’s approach to
ethical dilemmas. More research in this area will further the creation of a new form of ethics that
is informed by the ethnographic account of an individual’s embodied experience.
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