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NMs think DEMs have copped out, and DEMs think CNMs have sold out.

—Joyce Roberts, President of the American College of
Nurse-Midwives, 1999

Une group needs to tighten up, and the other group needs to lighten up!
—Katherine Camacho Carr, President of the American College of

Nurse-Midwives, 2005

FROM ROBBIE DAVIS-FLOYD:
RESEARCH, METHODOLOGY, AND THE NATIONAL
CONTEXT

Research and Methodology

[his book builds on my twenty years of research on American child-
birth, which have included since 1991 a growing fascination with
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midwives and midwifery. My first book,.Birthvas an Anz("ru"m.f Rf te h"f
: in nd edition in 2004), analyzes the
Passage (1992, reissued in a seconc/ 3l o t durin

enonses of 100 women to their medical and social treatment 8
TS : ies | comparatively investi-
pregnancy and birth. In subsequent penes ! fi ; als and home-
gated the self- and body-images of pregnant pro ?Sstof 4 1 wohow iyl
birthers (Davis-Floyd 1994 a, b) and the worldviews and va Ut
underlie their birth choices (1992b). This research brqughl midw l?t.b,m
the forefront of my attention, as they are the (m‘ly chﬂdh:rth practitio-
ners who seek to span the spectrum of women’s chom-j‘s, from highly
technological hospital birth to relatively untramme]?d bi_rth at home. It
is that spectrum of choice with which I have beler} primarily conccrnc‘d.

In May 1996 I began a study of the politics z‘md problematlcs
involved in the professionalization and legitimation of d:recticnrr}'
(non-nurse) midwives. The two major midwifery organizations in the
United States—the American College of Nurse-Midwives (ACNM) and
the Midwives Alliance of North America (MANA)—were in the early
stages of designing and implementing two different routes to national
certification for midwives who do not pass through nursing training
(direct-entry midwives [DEMs]). For both organizations, this process
is revolutionary: lay midwives who had in the past maintained their
autonomy largely outside the system were now professionalizing within
it, and nurse-midwives were seeking to move their profession away
from its embeddedness in nursing and toward greater independence
and autonomy. The desire of both groups is to move midwifery from
the margins into the mainstream of American society.

Both new types of direct-entry midwifery certification will undoubt-
edly affect the evolution of the spectrum of choice for childbearing
women in the United States, shaping the extent and style of midwifery
care (read: birth options) that will be available in the future. Thus the
investigation of these processes has formed a logical next step in the
evolution of my research in the anthropology of reproduction.

My research for this study of the development of direct-entry mid-
wifery in the Un‘ited States was multi-sited, consisting of Partiicipant
ubscrvatwp at nine ACNM national and regional conferences, fifteen
?\A/[P:{Nf} ]]ﬂ[!;)l{}‘d.l and ;egional conferences, twenty national or international

ldwifery loday conferences (Midwi e il 4
tional m;;.-’;“ﬂ“eya“d puts on ionlfi:tf:;ﬁjf}l;l:izth . er lqtema-

g together midwives of

numerous other
Maternity Center Association,
al Childbirth Education Associa-
en’s Health, Obstetrical, and Neo-
» Doulas of North America (DONA), and the

al'l types from many countries), and the conferences of
birth-related groups, including the
[jamaze International, the Internation
tion (ICEA), the Association of Wom
natal Nurses (AWHONN)
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Coalition for Improving Maternity Services (CIMS). I played multiple
roles at these conferences—I gave talks at all of them, served on various
committees and one board, attended many workshops and presenta-
tions, engaged in countless conversations about midwifery, took copi-
ous notes, and conducted extensive tape-recorded interviews with over
two hundred midwives,

Seventy of these were leaders and educators in nurse- and direct-
entry midwifery; my interviews with these leaders focused on their
motivations for developing these new certifications, the practical and
philosophical issues that divide them, and the legislative processes in
various states. I also interviewed eighty midwifery students (forty-five
nurse-midwifery students, thirty direct-entry students in the process of
becoming certified professional midwife [CPMs], and five direct-entry
students in the process of becoming certified midwife [CMs]) about
their educational processes, seeking to understand the relative benefits
and disadvantages of each. I traveled throughout New York, California,
and Washington state conducting interviews with midwives, consum-
ers, and public officials about midwifery legislation and regulation in
those states. To date, results of this work have been published in twelve
chapters and articles (Benoit et al. 2001; Davis-Floyd 1998 a, b, c, 1999,
2003 a, b, 2004a, b, 2005; Davis-Floyd and Davis 1997). This volume
represents the culmination of this work.

The National Context of My Research

Obstetrics as a medical specialty accounts for a disproportionate share of
the rising costs of health care in the United States, as a result of over reli-
ance on costly technological interventions and frequent lawsuits. Fear of
being sued and the high costs of malpractice insurance are driving many
obstetricians out of the field. Those who remain tend to cluster in cities,
eaving many rural areas without obstetrical services. In contrast, mid-
wives are rarely sued, many serve rural areas, and their expertise in facil-
itating normal birth results in fewer interventions and less costly care
(Rooks 1997, chap. 10-11; MacDorman and Singh 1998; Perkins 2004;
Johnson and Daviss 2005). In 2002, approximately 6,000 certified nurse-
midwives (CNMs) Practicing in the United States attended 8.6 percent
of U.S. births. Around 3,000 lay and direct-entry (non-nurse) midwives
(no one knows for sure exactly how many non-nurse homebirth mid-
wives are out there) attended approximately less than one percent (0.6
percent) of American births. In contrast, approximately 40,000 obstetri-
cians (and some family practitioners) attended ninety percent of Ameri-
can births, ninety-nine percent of which took place in hospitals.
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The United States and Canada are the only two mdust.na.hz'ec)ifr:itrl:)hr?
in which professional midwives do not atle_nfi the maJ‘orlty (d ubl{é
As the direct result of a campaign by physicians, nursf?s, ag '_p. o
health officials from the early 1900s on, by tbe ll%Os mi \s‘ncsh'
North America had been almost completely ehmmatgd. Dun‘ng t 13
period, birth moved into the hospital and bec‘ame medically maé*l'a‘g.e :
and technologically controlled as the obsftetncal‘ branch of me ll(ul;\lc
developed (Oakley 1984; Leavitt 1986). It is theretore _qulte remar able
that midwives have generated their own renaissance since that.nm‘e. In
achieving this rebirth, midwives have undergone a transformation from
the illiterate grannies and rural midwives who served spealmc ethnic
groups in bounded communities (Susie 1988; Logan and Clark 1989;
Fraser 1992) to full participants in the postmodern world. Thousands
of midwives across North America have become educated, articulate,
organized, political, and highly conscious of their cultural uniqueness
and importance—a phenomenon that I have labeled postmodern mid-
wifery (Davis-Floyd and Davis 1997; Davis-Floyd 2005).

With this term, I am trying to highlight the qualities that emerge
from the practice, the discourse, and the political engagement of
a certain kind of contemporary midwife—one who often con-
structs a radical critique of unexamined conventions and
univariate assumptions. Postmodern midwives as I define them
are relativistic, articulate, organized, political, and highly con-
scious of both their cultural uniqueness and their global impor-
tance. . . . Postmodern midwives are scientifically informed: they
know the limitations and strengths of the biomedical system and
of their own, and they can move fluidly between them. These
midwives play with the paradigms, working to ensure that the
uniquely woman-centered dimensions of midwifery are not sub-
sumed by biomedicine. They are shape-shifters, knowing how to
su!wert the medical system while appearing to comply with it,
bridge-builders, making alliances with biomedicine where possi-
ble, and netwquers = [with a sense of mission around preserv-
e
colleagues must have an or an?} SdPO IlffoII- mlc_l\'fl\.’es iy
survive. So postmodern midgwi‘«'lezse p(;( i A8 iy t.he.v. s Fn
their communities, join nationa]‘f'vOr o bUﬂlerganlzz.ittm.}s .

g ; and international midwifery
organizations, and work within them ’

for policies and legislati
that support midwives and th Iy R
Floyd 2005:13) ¢ mothers they attend. (Davis-
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This book brings together various social scientific analyses of the
efforts of postmodern American midwives and their consumer sup-
porters to achieve sociocultural recognition and acceptance for the two
new types of direct-entry midwifery created by their national organiza-
tions almost simultaneously in the mid-1990s.

Postmodern American midwifery is far from constituting a unified
social movement. Disparate factions have emerged, each of which
employs competing discourses of desire for, appropriation of, and
resistance to the authority of technomedicine and mainstream profes-
sionalization. These separate factions provide an opportunity for the
ethnographic tracking of multiple conflicting relationships to each
other and to medical authority from within what is still widely
regarded by American consumers as a culturally marginal, “alternative”
practice. In the United States, the two major organizations that repre-
sent the majority of practicing midwives constitute the sometimes
competing, sometimes cooperating factions addressed by my research.

The ACNM represents certified nurse-midwives (CNMs), who are
recognized in all fifty states; in some they may operate independently in
hospital and private practice, while in others they must work under (or
cooperatively with) physicians. Their training consists of nursing plus
one or two years of in-hospital midwifery (sixty percent of nurse-mid-
wifery programs also offer some out-of-hospital clinical experience for
their students, usually in birth centers [Katherine Camacho Carr, per-
sonal communication, 2005]). ACNM also now represents the new cer-
tified midwife (CM), who receives both midwifery education and “the
equivalent” of nursing training as it relates to midwifery (see chapter 2).

The Midwives’ Alliance of North America (MANA) primarily repre-
sents direct-entry midwives, who were formerly known as lay mid-
wives—an appellation they came to resent as their commitment to
professionalization increased. Founded on ideals of “sisterhood” and
“inclusivity,” MANA welcomes as members all midwives who support
its nonmedicalized, holistic approach to birth, including CNMs and
both new types of direct-entry midwives—the CM and the certified
professional midwife (CPM), a designation created by the North Amer-
ican Registry of Midwives (NARM), a sister organization of MANA.

Members of ACNM and MANA often sharply disagree over the
nature of midwifery and the definition of what constitutes appropriate
midwifery education and competent care. Most divisive is the issue of
apprenticeship, which many CNMs devalue because they believe that
not tying midwifery to a college degree is disempowering to women
and that university education is fundamental to becoming a health-
care professional. On the other hand, the members of MANA highly
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value apprenticeship for the connective and embodied A

; i des, as well as for the deep trust in
learning (Jordan 1989) it provides, a5 =" i Kaoscinid
women and in birth that apprenticeship training bu1ld§ (SEEE chapters
and 3). Accordingly, the new national direct-entry cert:ﬁca,t,lr.m prc:ic-ess
developed by NARM honors “multiple routes of entr’y, including
apprenticeship, to becoming a CPM. In contrast, ACNM's new process
of direct-entry certification (the CM) recognizes primarily programs
affiliated with universities. ACNM recognizes the value of apprenticeship
learning—indeed, the preceptorship is an integral part of ACNM-accred-
ited training programs—but insists that it be onl)f one comPonept of an
education that should be equally grounded in formal university-type
didactic training. MANA members link university training to medicalf_
technocratic co-option of the midwifery emphasis on the normalcy of
pregnancy and birth, insisting that apprenticeship training, private
vocational direct-entry schools, and small direct-entry college programs
provide a less medicalized, more holistic, and more woman-centered
approach to care—one that is not based on a sense of danger and risk
in birth, but rather on trust in the birth process and the birthing
woman. They affirm that an attitude of trust on the part of the midwife
fosters and facilitates the mother’s ability to trust and believe in herself,
noting that many hospital-trained midwives prefer to rely on
the information generated by the electronic fetal monitor and the sense
of security that if a crisis arises, full-scale assistance is right around the
corner.

After the creation of the CM (described in chapter 2), the ACNM’s
l‘)ivisinn of Accreditation (DOA) immediately set about establishing a
fmmewgr}( and set of guidelines for the creation of university-affiliated
CM training programs. These could potentially have included schools
f such as the Seattle Midwifery School) that are already formally accred-
ited hylM{\NA’s other sister organization, the Midwifery Education
Accreditation Council (MEAC), but the DOA set its standards bevond
the reach of such schools (the major impediments are university affilia-
tion a“fi the “_fQUiremEﬂts that key faculty members be CNM:s or CMs)
clearly intending to keep these two direct-entr
separate and distinct.' Larson (1979)
smnall.zmg project as the attempt to se
etliucatmn and occupation;
nitive exclusiveness and po
ACNM members have so
homebirth midwives ha
wifery knowledge is avai

‘ y certification processes
identifies the core of the profes-
cure a structural linkage between
betxl»veen knowledge as the negotiation of cog-
wer 1n the form of a market monopoly. While
ughF to create and strengthen such linkages
ve tried to weaken them, ensuring that mid:
lable to anyone who wishes to attend births as
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an apprentice, and rejecting monopolistic moves that tie the necessary
knowledge to a particular form of education.

Professionalization is a contentious issue not only between these
organizations, but within each of them. Although the CPM national
certification process enjoys strong support from most members in
MANA, it is a source of tension and polarization for others who have
found great benefit in uncertified, nonprofessional, unregulated status.
To professionalize is to accept a level of regulation and bureaucratic
conformity that can compromise independence of practice (Torstendahl
and Burrage 1990; Witz 1992). For example, in every state where direct-
entry midwives seek licensure, they find that along with the benefits
come limitations (including prohibitions on attending certain kinds of
births at home, such as vaginal birth after cesarean [VBACs], breeches,
and twins). Some in MANA fear that even the self-regulation that
accompanies self-designed national certification will be too constrain-
ing. Likewise, in ACNM there is ongoing tension between those who
wish to preserve nursing as the primary route of entry to midwifery and
those who dream of being freed from the restrictions placed on nurses
and of “getting out from under the thumb” of state nursing boards, to
be regulated instead under newly established state midwifery boards.

Central to many professionalization processes (in addition to creden-
tialing, the development of practice standards, a code of ethics, and
accredited educational routes) is the attempt to gain legalization and
state licensure (MacDonald 1985; Witz 1992). NARM and many MANA
members have been actively lobbying in various states for recognition of
the CPM credential and for state adoption of the NARM exam as the
state licensing exam for direct-entry midwives; these efforts have been
successful in twenty-one states to date. Active lobbying of state legisla-
tures by local ACNM chapters in favor of their own direct-entry certifi-
cation (the CM) and adoption of their exam and their standards has but
recently begun or is yet to materialize in most states; there is no national
plan. In some places the local chapters of ACNM and the state organiza-
tions of homebirth midwives (many of whose members belong to
MANA and/or have become CPMs) are coordinating their lobbying
efforts; in others they have been or may become directly opposed. New
York state constitutes the clearest example to date of the bitterness and
havoc that can be created by such opposition, as Maureen May and I
describe in chapter 2. In contrast, the nurse- and direct-entry midwives
of Massachusetts are working together on joint legislation in a very con-
scious effort to counteract the divisive and distrustful legacy of the New
York legislation, as Christine Barbara Johnson describes in chapter 9.
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g et of ot ariss o s 1 i
professionalization, ‘_tvhich includes not onﬁ;:};‘; = tl{e sy
divisions and legisl‘a t'“fe'turf wa;S betheet?on o.f hu‘mebirth midwifery,
also very real possibilities for the co-op e
including the chance that the autonomous niche in the sys i
midwives are seeking to establish through lu:ensurg ‘and certi ication
could backfire into increased dependence on physicians {Re_‘ld' 198?).
(Indeed, in the 1990s this became a danger. in New York and (jallfornla.
where current legislation requires that mlque} ha\e practice agree-
ments with physicians.) An enticing set of pOSS]hI‘lt.WS accompanies
these problematics, including the growth and expansion of both orga-
nizations and thus of midwifery itself, mutual cooperation betwegn
them to create a birth care system in which CNMs and CMs work in
tandem with CPMs, offering more options and a more ('ompiet%* range
of choice to birthing women, and pooling of resources and eftf)rts in
state legislatures around the country to work for bills that benefit both
CMs and CPMs. There is much to recommend this sort of cooperative
approach; whether or not it develops will depend to a great extent on
the motivations of the prime movers in both organizations—motiva-
tions I have tried to identify and clarify through my research.

My specific objectives have been: (1) to identify the goals and motiva-
tions of those women? in both organizations who are most influential in
setting future-oriented directions and policies in the brand new field of
non-nurse midwifery certification; (2) to examine the dynamics of the
relationships between the ACNM and MANA; (3) to identify and ana-
lyze within each organization the tensions generated around the direct-
entry certification process, as well as its design and implementation; (4)
to study the attitudes of key members of both organizations toward pro-
fessionalization and all that it entails; and (5) to synthesize a clear and
useful.holistic overview of the future directions in midwifery now
emerging in North America and their implications for birth care and
women's reprpductive choices. (A part of this endeavor has been my
edn_tor.lal participation in the recently published volume RE([‘J”L"_"']_;I'”‘Q
Mldwwes, which describes the development of direct-entry midwifer;'
in Canada [Bourgeault, Benoit, and Davis-Floyd 2004]). .
i e a7 o i el
so that I can work fluidly with B ot A

y with both groups. I fully support midwives

:;loafmmc]: both in and. out of the hospital; my focus as a birth activist
: ways been on keep-mg.open the full spectrum of choice for birth-
ng women, and I see midwives as absolutely essenti

RN al to that endeavor.
(While it is not hard to find an obstetrician who will * i

willingly schedule a
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cesarean at his and the mother’s convenience, it is almost impossible to
find an obstetrician who will attend a homebirth—there are probably
only about fifty in the country.)

At present, the status of direct-entry midwives fluctuates wildly from
state to state. In some states, like Missouri and Alabama, direct-entry
midwifery is explicitly illegal. In others, such as Pennsylvania, it is
alegal. This is a misleading term that means that the practice of mid-
wifery is not legally secure. When alegal, midwifery is not specifically
addressed in statutes, but the actions involved in midwifery practice are
considered the practice of medicine and/or nursing; these midwives are
left vulnerable to criminal prosecution whenever anyone cares to pur-
sue such action. (For a full discussion of alegality, see www.fromcalling-
tocourtroom.net.) In others states, such as Florida, Washington, and
New Mexico, midwifery is completely legal and even supported by the
system; licensed midwives in these states can obtain not only medical
backup but also third-party insurance reimbursement. Many are now
looking to these states to see what kind of market will be generated over
time by the increased availability of homebirth. Any significant jump
would generate awareness nationwide of the availability of a huge new
market niche for insurers and HMOs. (But where these institutions are
deeply involved with hospitals, they often act to stop midwifery and
out-of-hospital birth because these take income away from hospitals
[Hodges 2004]).

Planned, midwife-attended home and birth center births have been
repeatedly shown to be as safe as hospital birth. Such births are far
more woman-empowering, and far more baby- and family-friendly.
They are also much cheaper—a homebirth and home midwifery care
cost an average of one-third that of a hospital birth. If this information,
third-party reimbursement, and professional midwives were widely
available around the country, many women who now enter alternative
birth centers in the hospital might wish to choose freestanding birth
centers or homebirth instead.

In 2005, the newly created CMs could be licensed in three states
(New York, New Jersey, and Rhode Island), while the newly created
CPMs are licensed in twenty-one states. Now the consumer must
deal with CNMs, CMs, CPMs, LMs, and RMs (many homebirth mid-
wives are licensed in their states and called either Licensed Midwives
or Registered Midwives) and “plain” midwives who refuse to profes-
sionalize. Are you confused yet? You would think it would be simpler
for the ACNM and MANA to work something out together—one type
of professional non-nurse-midwife that everyone could agree on. They
tried for three years during the early 1990s, in intense meetings of the
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Interorganizational Work Group (sponsorefl by the Carnegle;loulnda-
tion for the Advancement of Teaching), during which ACNM d id agree
with MANA’s establishment of NARM and that NARI\_l-cemt_led' ml.d-
wives and CNMs would have similar scopes of practice (a mmﬂant\y
that later vanished as CNMs moved into gynecological care). But that's
as far as they could get; their differences over the i_ssug of higher educa-
tion were just too deep. ACNM insists that midwives ha‘ve Ct)llege
degrees and graduate from formal training programs; effect'well_v, their
programs require a master’s degree (see chapter 1). MANA insists that
degrees do not a good midwife make. While many MANA members do
graduate from formal training programs, the membership agrees that
apprenticeship should remain a valid route to midwifery.

So for the foreseeable future, there will be three national certification
processes for midwifery, with three titles obtainable—CNM, CPM, and
CM. And there will be five kinds of midwives: CNMs, CMs, CPMs, mid-
wives licensed in their states who have no national certification (such as
LMs and RMs), and the plain midwives who work and wish to stay
completely outside the system. Many bridge-builders want to make
midwifery into one profession with one flexible set of educational stan-
dards on which everyone will (eventually) agree. But those on opposing
sides insist on the utter impossibility of that. ACNM will continue to
insist on formal educational programs leading to advanced degrees.
NARM and MANA will continue to insist that a college degree has
nothing to do with one’s competence as a midwife,’ and will go on vali-
d.“tmg. multiple routes of entry into their profession, including appren-
ticeship, self-study, private midwifery schools, and university programs.
In some §tates these groups may fight each other in the leg:lslatures for
]c.gltlmatlon of their version of direct-entry midwifery, wheLn their ener-
gies would be much better spent fighting the medical system and the
insurance companies for greater public access to midwi't'ery care. The
public will have to deal with five kinds of midwives. And the future of

homebirth and of freedom of choice for the

childbearing w E
North America—which only S g ramennf

midwives can —will hang i
t?alance. In some states members of botgul’z\l;;nli'e:\ a:c;]lz\l](:?gghlin»:li]li
:sfnier:i:“ts,::gtle legislation that I'egit.imates both certifications, as
W i coe n(]):lgo iog(ziozgimzatt}]]onsdanfq are aware of the bene-
. 1On cause. When they do fight each other, it wil
i::?:l):el;;ob:;::]fz tl;a; 'dlfferences are r.eal: many CNMs see homebirthi
v g :13 t 1né< that other midwives are poorly trained; many
B i ;;e le\:ls as slellouts to the medical establish-
b8 e ACNen‘ers fmore interested in making money than in
. M is determined to set the standard for midwifery
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in the United States. MANA and NARM are just as determined to set a
strong standard for nonmedicalized midwifery and their independent
Midwives Model of Care™ (see chapter 3).

I 'was thrilled when I met Christine Barbara Johnson, informally
known as Barbara, who is an experienced and accomplished sociologist
and has been a birth activist for many years. She lives and breathes the
cultural treatment of childbirth and of midwives and midwifery poli-
tics as deeply, on a daily basis, as I do. Her outstanding editorial skills
have contributed substantially to the excellence of every chapter in this
book, and her deep and lengthy involvement in midwifery politics in
her home state of Massachusetts has given her not only local ethno-
graphic understanding but also a broad and informed perspective on
the national midwifery scene, It is that broad and informed perspective
that we try to bring to you, our readers. We declare our complete support
for the survival and prospering of all types of midwives and midwifery
models of care in the United States, and we refuse to take sides in the
debates and disagreements between midwives of differing philosophies
and educational backgrounds. Midwives in general give more nur-
turant, more woman-centered, more compassionate, and often more
effective care than obstetricians (see Rooks 1997; Davis-Floyd 2004c;
chap. 13 of this volume), and so we wish to make clear from the begin-
ning that our bias is in favor of midwives, period. We contribute this
analysis of the philosophical, practical, and political divisions and dis-
agreements, as well as the areas of accord among American midwives,
not in the interest of tarnishing midwifery’s image in any way, but
rather in the spirit of social scientists who wish, through their critical
and comparative analyses, to contribute to healing the traumas and
pain and political prices of the divisions that we analyze in these pages.

FROM CHRISTINE BARBARA JOHNSON:
RESEARCH, METHODOLOGY, AND FINDINGS
ON HOMEBIRTH CONSUMERS

Research and Methodology

My contributions to this book have been shaped by over twenty years
of experience (Johnson 1987, 2000, 2001; Johnson and Galvin 2001),
including extensive interviews with homebirth consumers. I have been
actively involved in studying and supporting midwifery since 1983 and
became so engrossed by the subject that I decided to focus my Ph.D.
thesis entirely on midwifery in Massachusetts, Normalizing Birth (1987,
unpublished). The themes that captivated my interest at that time and
have continued to mature and evolve over the years involve, first, the
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individual/small groups and institutions,
ations, structure and agency. In particular, I
have been fascinated to uncover the process :h{o‘ugh Wh‘cg n‘?i;?_‘“ ‘mg
pioneering social movements gain lsocml ]leg.ltlmaf:yvan dwn t:.:ﬂp(:’;]y
public acceptance while maintaining their 1d_ent1t) and .auh(ow thi,;
With regard to midwifery, I have been most interested in

model of care, through networking and public o.utre.ach_, has the poten-
tial to transform medical, legal, and political mstltutlons..Seco_nd, I
have been equally interested in the chasm between tl?e reality of who
the homebirth consumer is and the public misperception.

From the beginning, the more I studied the homebirth consumer,
the more | became amazed at the conscientious and well-thought-out
research most of them undertook in deciding to have a homebirth.
In addition, their willingness to be proactive birthgivers, and the level
of responsibility they were willing to assume constantly impressed me.
The more I have learned about the homebirth consumer, the more
I have become dedicated to doing everything I can to correct the erro-
neous public image of homebirth consumers as irresponsible and reck-
less. In addition to my research on homebirth consumers,* I have
interviewed over one hundred midwives and have presented and advo-
cated the midwifery model of care in talks around the country, as well
as throughout the New England region.

In my dissertation I observed firsthand how homebirth midwifery in
Massachusetts was transformed almost overnight. One moment it
appeared very likely that this option would be deemed the practice of
medicine and thus outlawed. The next moment homebirth had
the support of all three branches of state government: judicial, admin-
istrative, and legislative (see chapter 9 on Massachusetts midwifery,
t‘(j“"‘"i“lg a Way Out of No Way”). This series of events made a lastiﬁg
impression on me with respect to how individuals can change the
fabric (.)f our societal institutions through their sustained and commit-
ted actions. This realization in turn has fostered in me an avid interest

in cxploring‘ how institutions are transformed and altered at their core
through social action.

As a social activist I served man
of the Massachusetts Friends of Mid
six original members of the Mas
(MCM), a group dedicated to re
nurse-midwives, direct-entry mi
This coalition was created
midwifery legislation effort.
kind in the United States t

relationship between the
micro- and macro-configur

Y Years on the board of directors
wives (MFOM) and was one of the
sachusetts Coalition for Midwifery
Presenting the interests of certified
dwives, and homebirth consumers.
n lt}rge part to support the Massachusetts
This is a joint legislative bill, the first of its
hat would license both CNMs and CPMs
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under a single board (see chapter 9). In addition to these activities,
I have publicly supported midwifery in university classrooms, profes-
sional conferences, state houses, courtrooms, and on many occasions
have agreed to meet with couples wanting to learn more about mid-
wifery so they could evaluate it as a viable option. My evolving research
has been motivated by my social activist concerns and the desire to use
a disciplined and grounded research methodology to further investi-
gate viable ways to disseminate information about the midwifery
model of care to the wider public.

[o this end, I jumped at the chance to be an “expert consultant” on
the prenatal care module of the United States National Library of Medi-
cine’s Information Infrastructure Program (contract NO-LM-6-3539)
and write a report based on these findings (Johnson and Galvin 2001 ).
This project explored how the dissemination of online health care infor-
mation creates new health care spaces by influencing ideas and behav-
iors. In addition, I have completed in-depth interviews with seventy
homebirth mothers and over 100 direct-entry midwives, with the
express purpose of writing a thoroughly researched and accessible book
conveying an accurate profile of homebirth consumers and their mid-
wives. Findings from this research have been incorporated in this book
in chapters 9, 11, 12, and 13. Findings from the National Library of
Medicine’s Information Infrastructure Program are encapsulated below.

Informing the Public about Midwives through the Internet:
Results of the National Library of Medicine Study

The National Library of Medicine Information Infrastructure Program
was set up to fund empirically-based evaluations assessing the impact
of Internet-based health care information, Prenatal care was one of the
five preventive health-care topics that were targeted for in-depth study.
The research team agreed that I could include a research component
assessing the effectiveness of the web for disseminating midwifery
information to the wider public. Previous to this, I had hypothesized
that the web would be an effective tool for informing the public about
the midwifery model of care. Here was my chance to find out how
powerful the web could be as a communication tool for disseminating
information not usually available through official channels.

Our health-care research team produced a specially designed
webpage and the respondents answered two online questionnaires, one
taken before viewing the prenatal care (PNC) webpage and the other
after exploring the PNC site. In addition to the questionnaires (both
closed and open-ended questions were included), we designed and
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ain more in-depth data about process,
omen change their ideas about using
bout them. When the PNC webpage
of the project had not yet been

facilitated three focus groups to g
especially to determine whether w
midwives when they learn more a

went online, the midwifery portion of tf R e
completed. As soon as this section was finished, we e-mailed all partic-

ipants offering this information a.long with extffnsive links c.x_pl‘.limn.g
the philosophy behind the midwifery moc.lel of care. ln.a1dd.1.t:0n. two
types of midwives were described: the certlﬁeq l'llil"St’-mld\\.r'!tt‘ and .the
direct-entry midwife. Extensive links describing thc.fzhllqsff‘}‘hlml
tenets of the midwifery model in general and the specific differences
between the two types of midwives augmented this information. Ou r
Information Infrastructure sample consisted of one hundred women of
childbearing age at a prominent Northeastern university who were
pregnant or planned on a future pregnancy and had ready access to
webpage technology. The sample included representative members of
the staff, faculty, graduate students, and a selected subset of undergrad-
uate students.

When asked if their ideas about midwives had changed as a direct
result of viewing the webpage, a significant minority (twenty-eight
percent) said “yes.” When the respondents were asked to elaborate on
how their ideas about midwives changed, the women answered that
they were more positively inclined to think of midwives as a viable
option. This sample population highlighted three major dimensions
that they felt were involved in creating a new health-care practitioner
narrative—in this case, a new midwifery narrative. First, clear and
easily understandable information must be available to counteract
stereotypes and vague, uncertain knowledge. Second, this informa-
tion must contain enough substance to directly challenge negative
images. Third, the source of the information must be viewed as legit-
L'::(:;:\I:l;: Toh;:ltz :zr;fi;:fr]i;?ria were ‘satisf?ed, the respondents

ng who is and is not an
health care professional.

The focus group participants provided more in-depth access to their

redefinition process. The following quotes illustr
process:

appropriate

ate this reconstruction

B 3 i ;
g Sefg: [regdmg the.webpage] midwives didn’t seem as reputable
Ay ?r:gsm a hozpital, S0 1t was really interesting to see that
urance does cover it and it is an opti
option, not that I'm
personally ready to have this b
s baby now, but [using a midwif
e ‘ ) 3 sing a midwife
Midfvlilg became an Option and before [the webpage] it wasn’t}
ery was demystified on the webpage. I have had no other
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experience of midwifery except through this webpage; it would
definitely be an option now whereas before I don’t think I
would have used it.

The webpage answered a lot of questions that I had that I
wouldn’t necessarily ask anyone just because everyone starts
assuming that you want to get pregnant. For example, the
thing I would call the most [enlightening] was the whole issue
of the midwives vs. the doctors and the hospital, it really
opened my eyes and made choosing a midwife something that
[ want to do.

lhrough the midwifery links I learned about all the categories of
prenatal care providers—physicians and midwives, | found this
very useful because I didn’t know anything about that. Usually,
you just go to the physician and that is it. Now I have more
options.

[ found the part of the webpage on midwives the most interest-
ing. It has really opened my mind, something I've never had to
consider before, especially the differences between them and the
physician. Whether the physicians are male or female, it just
blew me away. It is definitely good to know that midwives exist.

As a direct result of the website I would consider using a mid-
wife now; I never would have considered a midwife before.

I’'m probably a little more aware of questions I should be asking.
For me it was just that everyone in my family has always used a
physician. I have never even considered a midwife. It was always
something that other people do, alternative people do, people
that do alternative medicine. It wasn’t something that I would
necessarily do...so I have never really investigated it. And per-
haps it makes me more comfortable with asking the question, is
using a midwife an option that I want to choose?

After viewing the webpage I think I do know more about mid-
wives. | think I have an open mind to probably learning as much
as I can when I do become pregnant or when I want to become
pregnant. I think it is good that the information about midwives
is out there because I think people will be more open and curi-
ous, including me.
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Now as a result of the webpage I am more curipus about -m]?;
wives. Although it probably won't be an alternative that ‘[ '“ ou L‘
pick in the near future, it could be. I would probably ask mnn
about it, especially when I hear people say thgt the_\" havc use.d a
midwife. I will be more interested to hear thEl.I‘.dt"CIISIOI'.l‘ m‘dks.ng
process and what went into it, rather than writing it off. It's Ahke
you have a certain predisposition almost and the \x’gbpage mﬂlghl
lead you to question your position and what you feel comfort-
able with more than before.

The webpage made me rethink the idea of using midwives (this
woman has had two children with doctors).

The webpage made me open to midwives; it just gave me
another cue to be open when I get to that point in my life.

Despite extensive information detailing the difference between certi-
fied nurse-midwives and direct-entry midwives, the women in the
study were not able to discriminate between them, but rather com-
bined them into one indistinguishable category. We found that the idea
of actually using a midwife was so novel that the difference between the
two types of midwives described on the prenatal care webpage was not
retained. This was a big surprise to us since our study population was
highly educated and able to readily grasp conceptual information. We
hypothesized that the novelty of seeing midwives as a viable option
caused the majority of women in our study to reach saturation at this
point, and the differences between the two kinds of midwives became
excess data.

As the United Statf?s moves increasingly toward a market-driven
E::;}Ziidw}:;;]];?e-:ferref:,:duStr?" h.ealth:t‘:are consumers will turn to the

quency as the} are required to act more as con-

sumers than as patients. Under these conditions the Internet will

be an i i ium f i
ecome an innovative medium for constructing new narratives about

ITllldWIVES. In fact, a little over one-fifth of the seventy women I inter-
viewed for my forthcoming book reported having based their choice to
E:rsue a h()mebirth on information gleaned from the web. In this envi-
th:irrnzli"lftf;:el;ecc;n}?stmure important than ever for midwives to settle
educated segmer.u ofutlﬁy;fpsuﬁftmldwges ‘;’f-’fe ey
i : yulation, then five types of midwives will
Care.t ;Eel;t(;allvnilg c?l?efusg ;he-fmder. public abox_u the midwifery model of
N cgi Midwitery differences of opinion at this historical

0 much to promulgate the proliferation of midwifery.
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Our ardent hope is that this book may contribute in some small mea-
sure to midwifery unity.

OVERVIEW OF THE BOOK
Part 1, Developing Direct-Entry Midwifery in the United States

T'he three chapters in Part I of this book take a national perspective on
the development of direct-entry midwifery, offering a comparative
overview of MANA and the ACNM and descriptions of the creation of
the CM by ACNM members and of the CPM by MANA members.

Many midwives have questioned the existence of two national mid-
wifery organizations in the United States, suggesting that unifying
under one organizational banner would do a great deal more to pro-
mote midwifery and improve women’s health. In chapter 1, the com-
parative overview of ACNM and MANA, Robbie analyzes points that
could have led to convergence, explains the very real reasons (some of
which were briefly described above) why they have not, and points to
some very positive contemporary convergent trends that hold promise
for mutual respect and effective collaboration between these two
national organizations—one large, the other small, but both equally
committed to growing midwifery in the interests of better care for
women.

Another central question often posed by midwives has been, why
would ACNM, an organization whose members took twenty-five years
to attend one percent of American births (by the late 1970s), and
another thirty years to reach close to ten percent and to get its members
legal, licensed, and regulated in all fifty states, challenge its own gains
with a new certification not based on nursing, which at least is already
a culturally accepted and respected profession? Maureen May and
Robbie Davis-Floyd seek to answer this question in chapter 2, which
describes and analyzes the creation of the CM. It might seem more
logical to have separated this chapter, which is by far the longest one in
the book, into two, one describing the national creation of the CM and
the other focusing on the legalization of the CM in New York. These
chapters would have most properly fit into Part II of this book, which
consists of state-based case studies in the legalization of direct-entry
midwifery. But the CM’s national creation and state legitimation are
inseparable: they are really one story and that story is all about the his-
tory, politics, and culture of nurse-midwifery in New York.

New York was formative in the development of both nurse- and
direct-entry midwifery in the United States, and an understanding of
that history is essential to an understanding of why the CM was created
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and the ramifications of the law that allowed its L'I'L‘d‘[illlll, th‘ l‘)f)l .\g;v
York Midwifery Practice Act. The development of direct-entr) 1”“‘|'
wifery is our main focus in this book, dnd the hlb‘t“.l'h k”llur}‘ anc ‘P“"
itics of nurse-midwifery have been intimately tied to this PERGESS.
Much of this history unfolded in New York, .1]011_51 with a P*”'_“L'“l‘”
kind of midwifery politics and a particular type of cuhu.re. which .lhc
authors characterize in that chapter as one of pragmatism, showing
how that culture influenced the political decisions the New York nurse-
midwives made as they created and fought to legalize the CM. This
hefty chapter must also treat the history of MANA-style lay and dircc‘lv
entry midwifery in New York—a history that unfolded snmgtimcx in
synchrony with, and sometimes in opposition to, the efforts of the New
Vork CNMs to create their own version of direct-entry midwifery, the
CM. The battles fought in New York over the type of direct-entry mid
wife that should exist in that state have had long-standing national
ramifications, both for relations between CNMs and DEMs in other
states, and for the creation of the CPM described in chapter 3.

Thus we ask our readers to stick with the authors through all the
pages of the New York story because it is so central to understanding
(1) the creation and legalization of the CM; (2) the history, politics,
and culture of nurse-midwifery in the United States; (3) the history,
politics, and culture of direct-entry (formerly lay) midwifery in the
United States; and (4) the essence of the differences and struggles
between these groups as they were played out on New York’s political
terrain. The New York story is told and retold among midwives around
the United States, usually as a story of betrayal and L‘xp!uit.ttinn of one
side by the other, and as an example of why the groups don't trust each
other and wthat was so awful about one group or the other, with little
th]clcr:stilijdlng of what really happened there and why. We hope that
:fnu .w1ll .hnd the information in this chapter enlightening, the stories

) ! g the motivations and ideals of the

t c 1 5
WO competing groups—the group that lost the battle (homebirth
DEMs) and the group that won.

Wivenntf}l]u ;.]mstmn midwives sometimes pose 1s: Why would lay mid-
S, who ard ¢ i ' v

o un:eg?l;l%héhgrd an;l long to stay independent, autonomous, and
; aled, drop the term “lay” in favor of “dj .

, y  in favor of “direct-entry,” create

a national certification for dir : i piris iy

or direct-entry midwives w i g

ke y midwives who practice out-of-

‘ nd w ctremely h: i i
andprcg;l-mon;)'rk extremely hard to get it legalized ( entailing licensure
4 o - a0 3
In most states? Robbie addresses this question in chap-

ter 3, in whi fals i
she calls ¢ u]aci}"f“Sl:ie .de-ﬁtl‘lbe'g .lht"crcatmn of the CPM in terms of what
S qualified commodification—a successful effort to commodify
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and market midwifery within the legal system without compromising
its essential ideals of autonomy and woman-centeredness.

Part I1, State-Based Case Studies in the Legalization
of Direct-Entry Midwives

The six chapters in Part I document the efforts of direct-entry
midwives (successful and unsuccessful) to become legal, licensed, and
regulated in six states: Florida, Minnesota, Colorado, Virginia, Iowa,
and Massachusetts. Although we wish for more, in this book we cannot
hope to deal with the complexities of midwifery politics in every
U.S. state. Because this book is a work of social science, our decisions
about which states to include as case studies stemmed from our discov-
eries that particular social scientists were actively engaged in studying
midwifery politics in their states, and that the states they were studying
provided the full spectrum of the legal struggles and situations of
homebirth direct-entry midwives in the contemporary United States.

We were fortunate to find that Melissa Denmark, at the time an
anthropology masters’ student at the University of Florida (and now a
graduate of Seattle Midwifery School), was willing to conduct an exten-
sive study of midwifery history and legislation in Florida. Rhetorician
Mary Lay had long been both participating in and observing the pro-
posed direct-entry midwifery legislation in Minnesota and had formed
a professional friendship with Kerry Dixon, a direct-entry midwife who
became chapter coauthor. A similar relationship formed between
anthropologist Susan Erickson and midwife Amy Colo, coauthors of
the Colorado chapter. Anthropologist Christa Craven spent years
studying and participating in midwifery legislative efforts in Virginia,
as did Carrie Hough (also an anthropologist) in Iowa, and Christine
Barbara Johnson (sociologist) in Massachusetts. Collectively, these six
chapters offer profound lessons about what works and what does not in
attempts to legalize midwifery.

With enormous effort over several years, DEMs had achieved legal-
ization in Florida before Melissa Denmark began her research. In Min-
nesota, they achieved it toward the end of Mary Lay’s research process
through combined legislative and grassroots efforts, as also happened
for Susan Erickson and Amy Colo in Colorado and Christa Craven in
Virginia, who had to rewrite portions of her chapter to record legisla-
tive success shortly before this book went to press! Legalization efforts
remain ongoing in Iowa and Massachusetts. Salient successful strate-
gies that emerge from the analyses in these chapters include organiza-
tion, communication, savvy lobbying, education of consumers and
legislators, collaborative efforts among midwives and related groups,
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cultivation of particular officials and phymc:a.n‘.‘%.‘gtfeclt 1\c;;;:1::::§:
support, perseverance over many years‘.and Ou-dhit‘?[‘la_t _\lt e [‘I e
doses of luck. (We offer much more detal-l about successfu s m egies
the Introduction to Part IL.) The foundational b‘dbls of the success of all
of these strategies is the midwives’ documentation of, and the consum-
ers’ testaments to, the excellent, evidence-based, and woman-centered
care they provide.

L‘“;S p:;yrt[ of her original research project, Robbie conductqi exten-
sive interviews in California and Washington state on the history of
midwifery in those states, direct-entry midwives’ s‘uccesatul. legislg{i\'c
efforts in both, and the problematics resulting from their achieve-
ment of legalization, licensure, and regulation. She originally
intended to include chapters on these states in this volume, but space
limitations intervened, along with her discovery that sociologist
Bruce Hoffman is actively engaged in an in-depth research project on
these issues in California, Washington, and Oregon. His research and
subsequent publications will tell the stories of the development of
direct-entry midwifery in these key states (supplementing the work of
Raymond DeVries [1996], who recounted the early history of the leg-
islative efforts of the California midwives), and we urge our readers
to watch for and read the results of his work. Suffice it to say that
midwives’ legislative success in these states benefited from all of the
strategies mentioned above, and that the problems this success has
generated are echoed and reflected in the descriptions of these same
problems recorded in the chapters we do include in this book.

Part I1, Core Issues in Mainstreaming Midwives

The four chapters in Part I1I of this book treat core issues in main-
streaming direct-entry midwives, from impediments to positive
change. In chapter 10, midwife-sociologist Betty Anne Daviss describes
ic overarching tensions between midwifery as a social movement and
its professionalizing enterprise, showing how social movement theory
can both illuminate and inspire contemporary :
engage in “social activist moments.” ‘

Some of the problems generated by legislative success are
IaFed in chapter 11, which deals with the ‘ f
wives—those who occasionally or regularly
peer protocols to attend the births of wo,
Renegade midwives, more dedicated to ser
preserving midwifery as a viable professi
essential clslements of midwifery knowleci
home delivery of breeches and twins, a

American midwives to

encapsu-
issue of renegade mid-
reject state regulations or
men considered high risk.
ving women’s desires than to
on, simultaneously preserve
ge, such as techniques for the
nd jeopardize the professional
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gains made by midwives in their states who are willing to abide by state
regulations or peer protocols prohibiting such practices. Thus they
constitute both assets and liabilities to contemporary American direct-
entry midwives’ struggle to enter the mainstream.

Chapter 12 describes the vagaries and successes of home-to-hospital
transport, in which the very different worlds of homebirth midwifery
and hospital obstetrics either collide or (temporarily) merge. Barbara
and Robbie hoped, in writing this chapter, to offer a positive model to
hospitals and homebirth midwives alike for the most effective forms of
transport, which can constitute magical mandorlas (wholes created in
small spaces by the merging of separate worlds).

The concluding chapter explains, fundamentally, “why midwives
matter” through Christine’s work on how midwives “care women into”
a sense of autonomy and empowerment through pregnancy and birth.
This chapter also addresses the primary barriers to a widely held
dream—that midwives become the primary health care givers for the
majority of childbearing women in the United States, while specialized
obstetricians concentrate on the high-risk care they are trained to give.
As Christine and Robbie delineate these barriers, they seek also to indi-
cate the myriad strategies midwives and their many supporters are
employing to overcome them.

Further information about the chapters in Parts I, II, and III can be
found in the introductions to those parts.

The midwifery story we tell in this book is about politics, profession-
alization, and positive change; it is also deeply about identity. American
midwives are still in the process of deciding and becoming who they
want to be, both as professionals and as members of a social activist
movement that seeks to change not only American birthways but also
the cultural beliefs and values behind contemporary technocratic modes
of birth. Collectively, midwives are still so marginal that their profession
might vanish tomorrow if insurance companies, obstetricians, and
health-care officials should decide to unite against them. Nevertheless,
midwives do their best to provide women with birth options they would
not otherwise enjoy and with lifetime health care based on notions of
the normalcy of women’s bodies and a sense of the importance of an
ongoing relationship between the client and the practitioner. Legal or
illegal, plain or professional, nurse- or direct-entry, American midwives
remain dedicated to serving women and babies in woman-centered
ways. We contend that in this endeavor they deserve the full support of
the society whose need for childbirth alternatives generated, and contin-
ues to demand, their existence and their sociocultural, economic, and

legal viability.
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ENDNOTES

I This original clarity has been blurred in recent years by the certification and licensure
in New York of several CMs who graduated from MEAC-accredited programs, includ-
ing the Seattle Midwifery School, as described in chapter 2

2. Throughout this book we use female nouns and pronouns to refer to midwives. But it
is important to remember that one percent of American midwives are male, and that
many of these men have made important contributions to the development of Ameri-
can midwifery,

. Indeed, a study conducted by nurse-midwifery rese:
higher education did not equal increased clinical
vold 1991). But it does bring research skills, socia

4. Christine sought to obtain a representative s
contacting midwives, their clients, fr
the snowball technique to increase
most women who choose homebirt
class. However, there is a significan
also consistently choose homebirt
sufficient rapport for an authent
interviewed using the in-depth, se
took from two to ten hours each

archers clearly demonstrated that
competence (Rooks, Carr, and Sand-
| credibility, and prestige.

ample of women who chose homebirth by
iends of homebirth organizations, and by using
the sample size. The sample reflects the profile of
h—predominantly professional, white, and middle
t minority of poor and working-class women who
h and are also included in the sample. To establish
ic narrative account to emerge, each woman was
mi-structured interview technique. The interviews
» With the average interview running about four

n collecting only retrospective data, Chris-
pregnant and were planning to give birth at
nterviewed both before and after their birth
transcribed in its entirety. Foll

tine also located eleven women w
home. Each of these eleven wom
€Xperience. Every interview was

ho were
en was i

owing this, recurring
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themes and issues were identified in the resulting data, using a grounded theory
approach. This technique is based on the generation ufan'uiytlcally—based categories
through the constant comparative method, which validates the categories against the
data in which they are grounded.
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