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RENEGADE MIDWIVES: ASSETS OR LIABILITIES?

Robbie Davis-Floyd and Christine Barbara Johnson
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How Far Should It Go? e The Role of the Stranger
¢ Living into the Answers

Scratch any midwife, and you'll find a renegade.

—Richard Jennings, CNM

RENEGADE MIDWIVES’ STORIES

A homebirth midwife in Massachusetts receives a knock on
the door in the middle of the afternoon. She opens it to find a
woman she has never met before in early labor and in tears.
She had planned to give birth in a birth center run by nurse-mid-
wives, but was refused at the last minute because she was two
days past the forty-two-week deadline the nurse-midwive§ by
state regulation were obliged to comply with. They had officially
transferred her to the hospital, but instead she drove to the home
of this particular midwife because she was known as a renegflde
who would sometimes ignore protocols in the interests of serving
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the woman. The homebirth midwife conducted an exam, con-
cluded that the baby and mother were fine, and proceeded to
assist the mother to give birth in the midwife’s home, with an
excellent outcome.

A nurse-midwife in California attended homebirths in her
community for many years; in so doing, she was practicing
outside the protocols of nurse-midwifery in the state because
she had no physician backup. She was honored and revered by
the women she served, and by many California midwives who
saw her as a courageous, skilled, and compassionate midwifery
pioneer. One day she had a mother with an obstetric emergency
and transported her to the hospital appropriately. Both mother
and baby were fine, and the birth turned out well. But the hospi-
tal and the state prosecuted the nurse-midwife for illegally
attending births at home; she was not supported by the local or
national nurse-midwifery associations, some of whose members
had long considered her a renegade. She was forced to stop prac-
ticing. A few years later she died both of cancer and of grief. Her
name was June Whitson.

A young nurse-midwife in Washington state opened a highly
successful homebirth practice. One day she made an appropriate
transport for an emergency; the baby died in the hospital.
She experienced immediate ostracism from the hospital-based
nurse-midwives, but was supported during the trial by the
homebirth midwives. Her license was revoked; nevertheless, she
continues to practice.

A highly experienced direct-entry midwife in southern California,
who had been in practice for twenty years and had trained many
of the younger homebirth midwives in her community, was
attending over ten homebirths a month, a huge stress factor in
itself. When the births happened back to back, she was going
without sleep for days at a time, and she was taking on cases
that even the midwives she had trained as apprentices felt were
“way too far out of protocol.” (At the time, all of the DEM:s in Cal-
ifornia were illegal, but they had formed a state association and
created their own set of protocols and their own peer-review pro-
cess.) Several peer reviews of this particular midwife’s practice
resulted in censure, but she paid no heed. Then she was
approached by a woman with two previous cesareans who asked
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her to attend a VBAC at home. The midwife went to the library
and did some research, and warned the couple that there was
approximately a three percent risk that the woman’s uterus would
rupture. The couple declared their willingness to accept this risk.
In early labor the woman’s uterus did rupture. The midwife trans-
ported her immediately, but the baby died. On this and several
other counts, the midwife was prosecuted by the state. None
of the midwives in her community would testify on her behalf,
Even though they loved her and many of them had been trained
by her, they were angry that she had not heeded their warnings,
which they had repeated over four or more years. She was con-
victed and spent four years in prison. The letters she sent from
prison to her supporters and friends were published in newsletters
and widely distributed. They revealed her enormous courage,
strength of will, compassion for other prisoners, and her openness
to learning and growing as much as she could from the often dev-
astating things she experienced during her imprisonment (from
extreme verbal abuse to leg chains). Finally she was released,
returned home to her family and friends, and as far as we know
has not gone back to attending births.

A couple in one state, deeply committed to homebirth,
received their prenatal care from a direct-entry midwife. Toward
the end of the pregnancy, she diagnosed the position of the baby
as footling breech. This condition is perceived as dangerous, but
breeches often change their status from footling to complete
to frank at the end, as well as during, the delivery. The client
insisted that she did not want a cesarean and did not want to go
to the hospital. A straightforward breech (bottom first) only
occurs in about three percent of all births, and is medically con-
sidered a risk condition. In states where they are licensed and
regulated, homebirth midwives are usually prohibited from
attending any kind of breech birth. In this particular state,
homebirth direct-entry midwives are illegal anyway, and so their
practice is entirely unregulated and autonomous. This midwife
felt that she had the skills to handle a breech birth, so she agre.ed
to go ahead and attend the birth at home. She successfully deliv-
ered the baby’s feet, but there was a significant delay bemjreen the
emergence of the feet and the emergence of'the‘babY s head.
The baby did not breathe upon birth. The midwife attempted
resuscitation, which failed. The baby died. The cquple remained
supportive of the midwife, but she was put on trial by the state.
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At the time she attended this birth, she was already on probation
because the state had discovered that she was attending home-
births illegally. Her attendance at this birth constituted a
tremendous risk for her, for the parents, for the baby, and for
the efforts of the direct-entry midwives toward legalization.
The birth was videotaped, and the tape was widely circulated to
midwives for legal purposes.

Some months later, Robbie attended a meeting of highly experi-
enced midwives involved in the national midwifery movement. This
case came up for discussion. Some of these midwives had seen
the videotape and had concluded that the midwife was guilty of irre-
sponsible practice: (1) she should not have taken on the birth in the
first place, given the risks of footling breech and her own already
probationary status; (2) she waited too long between the delivery of the
feet and the head, when she could and should have intervened to make
the birth happen faster; (3) they believed her neonatal resuscitation
skills were not up to par, as her efforts as recorded on the videotape
seemed to them to be inadequate and inappropriate. There was general
agreement at the meeting that her care had been substandard, and that
she had not only been responsible for the baby’s death, but also had
enormously impeded the legalization efforts of the midwives in her
state. But the discussion did not focus on the issue of footling breech
in itself.

So, ever the anthropologist, Robbie asked these experienced mid-
wives how many of them had attended footling breech births at home.
About half of the hands in the room went up. Then she asked, "Have
any of you experienced a bad outcome as a result?” No one had. Her
next question was, “How many of you would do it again?” and the
same midwives who had raised their hands in the first place did
so again. For them, the issue was not attendance at a footling breech
per se, but the particular instances of this particular birth: a challenging
delivery position, known about in advance, and attended anyway by
a midwife already on probation in a state currently in the midst of leg-
islative procedures involving midwifery in general. (“Too many ten-
sions and risks all in one basket,” one midwife noted.)

A bit shocked that footling breech, considered an immediate indica-
tor for a cesarean in the hospital, was not per se the issue for this group
of experienced midwives, Robbie was forced once again to realize how
much these midwives’ philosophy, practice, and experience differf;d
from American norms, how deeply reliant and confident they were In
their hands-on skills, and how willing some of them were to take what
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any obstetrician, most nurse-midwives, and about half of all homebirth
midwives, would consider a totally unacceptable risk. Further ques-
tioning revealed that the midwives who had raised their hands both
times had attended, over twenty or thirty years of practice, dozens and
sometimes over 100 breech births, footling and otherwise, and consid-
ered themselves the preservers and guardians of this skill, which they
pointed out, the vast majority of American obstetricians do not have
because they are taught simply to do a cesarean for any type of breech.

STORIES FROM WOMEN CHOOSING TO GIVE BIRTH
WITH RENEGADE MIDWIVES

Mary’s first birth by cesarean section had taken place years
before, but she still lived with the deep psychological scarring
that she sustained as a result of this experience. In fact, for close
to a year after the birth she was deeply depressed and unable to
function, a recluse in her house. Before this birth she had been
vibrant, active, and professionally and personally successful,
Eventually, she began to sense that she had mostly put this
tough birth experience behind her, and was feeling more and
more like her old self. Then Mary discovered that she was preg-
nant again. She did not feel ready to handle a hospital birth, as
she was still in the final stages of completing her recovery from
the first one. A number of midwives she approached declined
to attend her, due to her VBAC status. Finally, she located a
renegade midwife in her state who agreed to attend her. This
homebirth was deeply healing and nurturing for her; afterward
she felt that all the scars from the first birth had healed. She
emerged from this second birth with an enthusiasm and
strength that she “had never experienced before.”

Celene was pregnant and planning to give birth at holme
when she and her midwife determined that she was carrying
twins, which made her ineligible for a homebirth because hfer
midwife was unwilling to jeopardize her professional standing in
the community by risking a bad outcome in what most woul.d
consider a risky birth. Celene was beside herself; she was terri-
fied of hospitals and believed that if she were to be forced into
this option she would have a very difficult birth and an even
more difficult time recovering. She called midwife a&er :mdw:fe.
but they all said the same thing: “It’s not worth the risk.
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Celene was desperate to find someone who would attend
her at home; finally, some midwives referred her to a midwife
willing to fly in to attend her. Ultimately, two midwives came.
The birth of the first twin went smoothly, but the second one
was stuck and the midwives urged hospital transport. They
transported, with one midwife from the team remaining behind 1
and another accompanying Celene to the hospital to ensure that
she was supported. The second baby was delivered by cesarean
section and emerged healthy and well. The hospital staff was
aghast and gave Celene many severe looks and lectures, but
Celene herself was ecstatic that she was able to labor and have
the first baby at home. She was sorry about the hospital birth,
but was grateful that she had her midwife there to support her
through it. She feels very empowered and is most grateful that
this alternative was available to her, certain that had she been
forced to start out in the hospital she would have been dis-
counted and disempowered in ways that would have been diffi-
cult to recover from, and would have adversely affected her
parenting.

A woman whose first homebirth ended in cesarean section
was so emotionally traumatized by this birth that no midwife in i
her state would agree to attend her second birth at home. The ‘
mother was a highly respected professional with a demanding
career, a commitment to social activism, and an enthusiastic
attitude for life, but the scars from her first birth ran deep. This
emotional baggage, coupled with a VBAC at home, seemed just
too risky for the midwives in her state. Some were willing to
assist at the birth, but refused to be the primary midwife in
charge. Rather than leave the woman stranded, these midwives
suggested a midwife from out of state who would fly in and |
attend her at home. The woman elected this option and the :
result was a healthy baby born at home. This birth was deeply
healing, and in the aftermath she noted that her parenting |
improved immensely as well as her overall emotional well-being.
She stresses that if she had been forced to enter the hospital, she
is not sure what shape she would be in today.

A mother in Connecticut was diagnosed with severe schizo-
phrenia and depression. She believed that part of the cause lay in
the highly medicalized hospital birth she had endured a few
years earlier. She was pregnant again and desired a homebirth,
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not only for the experience but also
would help her to heal. No homebir
would take her on because they all considered her “crazy” and
therefore high risk. Finally she found a doula in another state
who was willing to fly to her city to assist her, and the doula
found a midwife who was also willing to fly in from another
state. She successfully gave birth at home to twins, and her psy-
chological health improved enormously. She became a birth
activist, organizing various conferences and meetings in her

community, and advocating for midwives to expand their defi-
nitions of normal,

because she believed it
th midwife in her state

After Robbie completed a talk on humanistic childbirth at
a university in Michigan, she was approached by a student/
mother with tears her eyes, who spoke of the trauma of the
cesarean birth of her first baby. Pregnant with her second child,
this woman deeply desired a homebirth, but had been told that
no homebirth midwife in Michigan would attend a VBAC at
home. Certain this was not the case, Robbie made a few calls to
various homebirth midwives, and was assured that some of
them would attend home VBACs. She gave their phone numbers
to the mother, who went away radiant with the hope that her
dreams of an empowering birth might yet be achieved. Robbie
was close to tears herself: her certainty had been reaffirmed that
these professional Michigan midwives, although prohibited by
protocols to attend VBACs at home, would not deny the option
to this mother who so deeply desired it and had nowhere else
to turn.

NORMALIZING UNIQUENESS: HOW FAR SHOULD IT GO?

Licensure is not something that should be forced on recalcitrant mid-
wives by a paternalistic government. It is something that should be cre-
ated by midwives; it is the next step in self-actualization.

—Ida Darragh, North American Registry of
Midwives Newsletter, 2004

All midwives can be considered renegades to some extent. Just to bea
midwife, any kind of midwife in the United States, is to constitute a
radical critique of the dominant obstetrical system in which physicians
attend ninety percent of all births. But there is a special category o.f ren-
egade midwives, illustrated in the preceding stories, which we wish to
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specifically address in this chapter because they are very important to
American midwifery in both positive and negative ways.

The term renegade midwife is used by midwives themselves. Some-
times they use it pejoratively, as a criticism of the midwife who prac-
tices, in the majority peer opinion, too far outside the protocols of her
peer group or state regulations. Some midwives apply the term to
themselves, using it to acknowledge the fact that they often practice
outside of protocols, and to emphasize that their doing so constitutes a
very conscious critique of those protocols.

The midwife who calls herself a renegade believes that other mid-
wives adhere too strictly to protocols and standards of care and do not
go far enough to serve the birthing woman. She believes that a woman’s
desire to give birth naturally, even in conditions that others would
regard as adverse to homebirth, should be primary and that the mid-
wife should serve the client and not the regulatory system. Thus, rene-
gades are often highly skilled and experienced midwives who
feel confident in their abilities to handle such conditions as VBACs,
breeches, and sometimes even twins at home. Unless there are signs of
fetal distress or insufficient amniotic fluid, they are often willing to let a
woman go two or three weeks past her due date and still attend her at
home (most protocols state that women should be induced after forty-
two weeks). They will take on women whom other midwives might
screen out because of gestational diabetes (which many midwives think
is a medical myth), or, ‘s the preceding stories illustrate, because of
odd psychological characteristics or even complications as extreme as
footling breech. These midwives believe they are placing the desires
of the client first, and that doing so is appropriate. When there is a con-
dition that they truly believe they cannot handle, even renegade mid-
wives refer the woman to a physician in advance or transport her if the
condition develops during labor. What makes them “renegades” is
usually not ignorance, arrogance, or lack of training, but rather the fact
that they will take on women whom most other midwives would reject.
Thus they constitute both a liability to other midwives, and an asset.

The asset has to do with the services renegade midwives provide.
Licensed professional midwives who are not renegade, who do practice
within agreed-upon peer protocols or within established state regula-
tions, often feel conflicted when confronted with a woman who deeply
desires an out-of-hospital birth but should, according to protocols, be
screened out in advance or transported if certain conditions develop
during labor. As we have seen in earlier chapters, homebirth midwifery
itself began as a renegade social movement in which midwives and
mothers together agreed to flout obstetrical norms and to jointly take
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respons_ibility‘for-conductir}g births in radically alternative ways. Many
homebirth midwives are still loyal to the flavor and force of this move-
men:. ar‘1d ft?el a strong pull‘to Place the interests of the client first, as
“lay” midwives (in the beginning) tended almost always to do. But
those were the da_ys (the ear_ly 1?7()5) when lay midwives had little
experience with birth con?pll_cat:ons and risk management. Because
homebirths attended by mldwj.'lves turn out fine for the vast majority of
the women \_»vho pl'fm them, it took years for some of the early home-
birth midwifery pioneers to encounter enough complications and
dangers to begin to take more seriously their responsibility to acknowl-
edge and deal with risk. When they did begin to get together to discuss
and establish protocols, it was usually in individual regions or states
where they were illegal anyway, so any protocols they set were ones they
themselves agreed on. Herein lies the liability: in spite of the fact that
babies die in the hospital too, because homebirth is so culturally
marginal, all it takes is one death at home that would most likely have
been prevented in the hospital, or one “botched transport,” to undo
years of goodwill.

As the battle for legality and licensure in various states got under-
way, the homebirth midwifery movement in some states became
deeply divided over the issue of the renegade midwife. On one side
were the professionalizing midwives who were willing to accept regu-
lations (such as prohibition from attending VBACs, breeches, and
twins) in return for legality and the benefits of not having to live in
terror of arrest or prosecution and of opportunities to serve many
more women. On the other side were midwives who refused to accept
any restrictions on their practice and preferred to remain illegal or
alegal, completely outside the system, because as long as they were not
regulated they were fully autonomous and able to practice in any way
they pleased. In Pennsylvania and a few other states, such midwwes
refer to themselves as “plain midwives.” This rhetoric constitutes a
deep critique of labels such as “direct-entry midwife” or “nurse-mid-
wife,” which these plain midwives perceive as restrictive. For the sake
of clarity, in this chapter we will use the term plain midwife to refer to
midwives who reject legalization, licensure, and the usually resultant
restrictions on practice.

In The Rhetoi;ir: of Midwifery: Gender, Knowledge, and P S (2000),
Mary Lay thoroughly described this divide as it occurred in Minnesota,
where the professionalizing midwives developed a 1:hctor1cal stratlegy
that stressed accountability, protocols, and regulation, and the plain
midwives stuck to their insistence on keeping the woman central andf
not being restricted in any way. This rhetorical strategy on the part o
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the professionalizing midwives impressed state legislators; at the same
time, it clarified and magnified the gap between the professionals and
the “plains.”

Some plain midwives are so because of religious reasons. There are
hundreds of Christian midwives practicing in various states completely
outside the law and the health-care system; their belief system revolves
around the concept that “God is the real midwife,” that God’s will
should and will prevail, and that any complications that develop during
birth can be resolved through prayer and openness to the Holy Spirit.
Christine has interviewed a number of these midwives who are deeply
committed and can recount story after story about the practical results
of relying on divine intervention at birth. One recounted her own birth
story—she had an unassisted birth with her husband because she could
not find anyone willing to attend her. This was in the 1970s when the
homebirth movement was in its nascent stages. During her ninth
month she sensed that something “felt funny,” but she did not know
what it was and this filled her with fear. At this time she was not yet a
full-fledged midwife. She stayed in prayer almost constantly for three
days. During labor, she could feel that “something was in the way”;
again she was not sure what it was and she continued her prayer vigil.
(See Klassen 2001 for a cogent analysis of the various types of spiritu-
ality that influence the choices of homebirthers and the midwives who
serve them.)

Eventually a healthy baby girl emerged. The mother’s subsequent
midwifery experience showed her that what she experienced was pla-
centa previa. Many professionalizing midwives do believe in God and
do pray during birth, but tend to take the more pragmatic approach
that “God helps those who help themselves.” Thus they transport to the
hospital when they believe they do not possess the necessary knowledge
and skills to handle complications at home. Such professionalizing
homebirth midwives are the ones who have worked hard to create
CPM certification and to lobby for legalization and licensure of the
CPM (achieving it in twenty-one states to date; see chapter 1). Their
nurse-midwifery counterparts worked hard in earlier decades to
achieve the same thing for the CNM.

It would be easy to say that the plain midwives are the renegades
while the professionally oriented midwives, most of whom are CNMs
or LMs or CPMs, are not, but reality is not that simple. As we noted
previously, renegade midwives are often highly skilled and experienced-
Many of them practice outside of protocols because they believe that
they can handle the complications the protocols would instruct them
to avoid. They observe that such protocols are often set by regulatory
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boards or state legisla}torls who understand little about the knowledge
base of hox_rnebirth m:d»:mres. .And they know from statistics and from
long experience that their services are the only means by which women
with complications deﬁpgd obstetrically as “high risk” can avoid a
cesarean. (qut obstetricians will automatically do a cesarean for
breeches or twins, and often for VBACs; many younger OBs have no
experience with vaginal delivery in such situations.) Many such mid-
wives achieve CNM or CPM certification and state licensure. In the
process, they fight for regulations that will allow them the broadest
possible scope of practice. But if they lose the regulatory battle and are
forced to accept narrow protocols, they deal with this failure by occa-
sionally flouting the state regulations they resisted in the first place. In
this way, they distinguish themselves from midwives who stick carefully
to such regulations. Such midwives place a higher priority on protect-
ing the profession of midwifery in their state than on putting the
desires of the client first. They believe that protecting midwifery is
essential to maintaining out-of-hospital birth as an option, at least
for women who do meet protocols, and that endangering it by taking
obvious risks is irresponsible. They are often angry and resentful of
renegade midwives who threaten the status of professional homebirth
midwifery. But these same professionally oriented midwives are often
grateful for the existence of the renegades (who are often also licensed
or certified), because when a professionally oriented midwife is con-
fronted with a potential client whom she has to screen out, she does
not have to let the woman down utterly by telling her that her only
option is the hospital birth she dreads. Instead, she can refer the
mother to the renegade midwife who lives down the road or perhaps
many miles away, who is more likely to go out on a limb to honor the
mother’s wishes.

At the 2001 MANA conference in Albuquerque, New Mexico, Robl?ie
was asked to moderate a panel entitled “When Clients’ Wishes anﬂtcl
with Midwifery Protocols.” The room was packed—obviously this was
an issue of great import to MANA members because, as we merlmtmn.ed
above, it places the social movement of midwifery in direct conﬂ{a \flth
the professionalization process (see chapter 10), leaving many midwives
in a quandary that they are often unable to phi!osophncally resolve. If
they refuse care in high-risk cases, they are letting the woman down.
If they grant care, they are endangering the profession they have worked
$0 hard to build. Quite a dilemma! :

On the panel was a mother who had two previous cesareans and
wanted a home VBAC, her husband (who had fully supported her
choices), the midwife she had originally approached but who had
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refused to take her case because it was out of protocol, and an obstetri-
cian who is very supportive of homebirth. The woman described how
devastated she was when the professional midwife refused to take
her on for a homebirth, and how relieved she was when that same mid-
wife provided her with the option of going to an illegal, unlicensed
(and therefore unregulated) midwife who lived over 100 miles away in
an adjacent state. The woman and her husband went to talk with that
renegade midwife, who agreed to take them on. The result was a “fan-
tastic” birth experience for the couple, who had such faith in their
choice that they gave birth in a remote desert location.

The professional midwife who had originally refused homebirth
care keenly felt her responsibility to her profession, and did not regret
making this her priority. At the same time, she was thrilled that the
renegade midwife had been able to provide the birth experience the
woman had so deeply desired. (The alternative would have been giving
birth completely unassisted. Some women do choose this option
[Moran 1981; Shanley 1994], but because this book is focused on mid-
wives, we do not fully address such choices here.) Again paradoxically,
the gratitude of the professional midwife to the renegade midwife was
accompanied by the fear that the renegade would eventually have bad
outcomes that would then endanger the status of midwives everywhere.

The obstetrician on the panel at first spoke about the importance of
risk management and of appropriate referral. She noted with regret
that this would mean that women like the mother on the panel might
not be able to have the birth experience they longed for, but felt that
this was the price that had to be paid for assuring safety in birth. She
was challenged by several homebirth midwives in the audience, and
toward the end of the discussion did a complete about-face. In essence,
she acknowledged her fears, noted that they were inappropriate and
that they reflected her socialization as an obstetrician, and apologized
to all the midwives present for forgetting that “trusting birth and
awoman’s ability to give birth is the most important ingredient ina
successful birth outcome.”

Near the end of the scheduled time for this session, Robbie noticed
that the audience was about to be left with an irreconcilable conceptual
split between sticking to protocols for the sake of the profession, and
flouting them for the sake of the woman. Seeking to provide the mid-
wives on the panel and in the audience with another way of thinking
about this opposition, Robbie attempted to provide a deeper, less
oppositional approach. She reminded the audience of her study of
midwives’ use of intuition during prenatal care and birth (Da\ris—l:lojr"iI
and Davis 1997), noting that midwives themselves had told her that




Renegade Midwives 459

one of the’ir greatest sk'ills is listeni.ng to the inner voice that can inform
them which woman is truly at risk and which woman can actuall
afhiEV§ th.e homebirth she wants. She .spoke of the importance of indi}-(
vidualization, as op;?c:sed to standardization, of care, reminding them
that whereas obstetricians are taught to standardize (Davis-Floyd 1987
7’200.4;.Davi§-Floyd :’tnd St. ](-)hn 19.98)’ midwives ideally are taught tt;
individualize—to “normalize uniqueness” (Davis-Floyd and Davis
1997).

As an anthropologist who had studied midwives for over a decade,
Robbie was able to speak a truth that every midwife in the audience
recognized. Almost all homebirth midwives, and many nurse-mid-
wives, will respond to the individual beliefs, desires, and circumstances
of an individual woman in individual ways. The standards and proto-
cols of midwifery care and of evidence-based medicine are there in
front of them. But for midwives, standards are only “standard” (in
other words, representative and expressive of the hegemonic obstetrical
system), and research that compares two groups within a hospital can
be irrelevant and often actually misleading and detrimental to home-
birth practice.

For example, the famous Friedman’s curve, which has for many years
set the standard for how long women should be allowed to labor, was
based not on normal, natural childbirths but on women drugged on
scopolamine and whose labors were often augmented with pitocin. In
spite of this extreme deficiency, obstetricians still utilize Freidman’s
curve to justify radical interventions to speed up labor (from pitocin to
episiotomy to forceps to cesarean section). Midwives’ experiences of
homebirths teach them that Friedman’s curve is not a reliable standard
but rather a detriment to successful homebirth outcomes, because
labors with no medical intervention can vary in time from a few hours
to a few days without danger to mother or baby. Thus every midwife
who practices outside the hospital has good reasons to ignore, even to
scorn, obstetrical standards that many midwives who practice in the
hospital are obliged to heed. In some cases, their scorn results from the
inadequacy or misuse of medical “evidence.” In other cases, such as
VBACs, breeches, and twins, homebirth midwives acknowledge that
the evidence does indicate increased risk, but they also note that t.he
risks are small, and that hospital birth entails its own set of risks, which
include unnecessary cesareans and iatrogenic damage to mother and/or
child.

Thus, homebirth midwives who look carefully at the data come to
understand that negative outcomes can occur as rnu.‘:h ormose from
inappropriate obstetrical interventions as from deficiencies of nature.
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Thus when confronted with specific women with specific complica-
tions, their only viable option becomes individualization of care.
Sometimes a homebirth midwife’s intuition tells her that in this partic-
ular case, this particular woman needs, and can achieve, natural birth
even if her condition does not meet protocols, and consequently the
midwife will accept the risk of attending the woman at home.
Conversely, when everything seems normal and totally within protocol,
that same homebirth midwife may transport simply because she intuits
that something is wrong (for potent examples see Roncalli 1997).
In other words, midwifery care tends to be individualized, not stan-
dardized, and some of that individualization comes from the deep reli-
ance many midwives come to develop on their inner knowing and that
of their clients.

As Robbie spoke, every midwife in the audience nodded her head;
some were sobbing. What we noted at the beginning of this chapter was |
displayed in that moment—the spirit of the renegade lives in every |
midwife, whether she acts on it or not. And in fact, every midwife {
cither of us has ever interviewed (over 400 practicing midwives of all |
types) admits or is overtly proud of the fact that she will sometimes |
practice out of protocols in any setting in order to protect a woman
from unnecessary intervention.

It is important to note that hospital midwives too have a whole |
myriad of strategies for subverting the system: they fudge charts to ‘
keep the laboring woman off of Friedman’s curve and thus give her
more time, let her family members slip in food and drink although the
hospital prohibits it, avoid the monitor when they can, break amniotic
sacs covertly (and/or stretch the cervix) with their fingers to speed
labor when the threat of pitocin looms, and sometimes even lock the
door to the labor room to give the couple the privacy they need to
make love and thus strengthen labor through nipple and clitoral stimu-
lation (which naturally increases oxytocin levels) instead of through
a pitocin drip. As the quote from Richard Jennings (director of the
Bellevue Birthing Center and the midwifery practice in Bellevue Hospi-
tal, New York City) with which we began this chapter was intended to
express, many hospital-based midwives are closet renegades; they just
do subtly what homebirth midwives do much more overtly. !

The great myth about themselves that nurse-midwives have created :
is that they only attend low-risk, normal births—an area in which they
are the experts. In truth, from the beginning of their entry into hospi-
tals in the mid-1950s, nurse-midwives have been attending the births
of poor, inner-city, malnourished, and therefore high-risk women—and
they have been doing an excellent job, as all their studies show (see
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Rooks 1997 for summaries). But t?lei_r attendance of these high-risk
women is in contrast to the public tmage of themselves they have
sought to create, an image they hope makes them appear to be less of a
threat to physicians and safe practitioners for normal women, Their
frequent attendance of poor, rellativcl_v high-risk women, in tandem
with the many subversive strategies they develop in the hospital, rein-
forces our point tha.t CNMs are often closet renegades, flouting the
system whﬂe appearing to corpply with it, and expanding the choices
for their clients while appearing to normatively conform to medical
protocols and state regulations.

We acknowledge that Robbie’s take on homebirth renegade mid-
wives is necessarily influenced by her 1984 experience of a home VBAC
at forty-three weeks with a three-day labor and a ten-pound baby. This
birth would not have been allowed to take place naturally in any hos-
pital in the United States. In her written birth stories (Davis-Floyd,
n.d.), Robbie notes that the pain was stunning but the accomplishment
was far more so. Her deep intuition that her choice was right and that
the baby was safe all the way through seemed to Robbie and to her
midwives to be far more meaningful than “risk factors”” Robbie's expe-
rience of pushing through the pain to give birth with her own psycho-
logical strength and physical power was utterly life transforming. Had
she not been able to find two renegade midwives in Austin, Texas, in
1984, who were willing to attend her VBAC at home even though their
state regulations made that illegal, she could not have experienced the
empowerment of that birth, but would have had to relive the devastat-
ing disempowerment of her previous cesarean.

Is the price of the risk worth the value of the reward? Robbie is, in
effect, in the same dilemma as the midwives she studies. She supports
and has actively aided the professionalization of lay midwifery and the
development and implementation of national certification for direct-
entry midwives and national recognition for direct-entry schoqls,
which perforce has entailed some degree of standardization of skills
and care. At the same time, she is also keenly aware (through h.f.:r own
experience and her interviews with over 100 women about their bn:th
experiences) of the importance of normalizing uniqueness though with
individualized, intuitive care—the kind of care that in some cases can
only fully be offered by those midwives who proudly claim the term
‘renegade.” ; )

Renegade midwives acknowledge that their existence and p}'axz
threaten the tenuous toehold in the technocracy tl‘nat their professmnb
compatriots, and often they themselves, are working so hard to estah-
lish. They are also aware that their existence and praxis help to keep the
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spirit of the homebirth midwifery movement alive and the full range of
options open to American women. Here again the differences between
plain and professional midwives come into play. Plain midwives have
made it clear that they prefer to practice completely outside the law;
they desire neither national certification nor state licensure. Thus plain
midwives who are renegades can at least be rhetorically excluded
(Lay 2000) by the professionally oriented CNMs, CPMs, and LMs, who
have both worked for the creation of, and have themselves obtained,
national certification and/or state licensure. But when one of these
professional midwives practices as a renegade, she cannot be rhetori-
cally excluded or differentiated from licensed or certified midwives
who do (usually) stick to protocols (or at least try to appear to) in the
interests of protecting their profession. Thus the overtly renegade pro-
fessional midwife constitutes the greater liability. And yet the fact that
she has achieved licensure or certification as a CNM, CPM, LM, or CM
at least demonstrates that she has obtained the requisite knowledge,
skills, and experience to practice safely and presumably to trust her
own judgment, and thus is perhaps more qualified to be a renegade
than the plain midwife who has not been formally tested.

Many midwives have noted that “the CPMs remind the CNMs about
the dangers of overmedicalizing, and renegades remind both groups of
the same danger.” One very experienced CPM reaffirmed this percep-
tion: “I'm glad there are people out there pushing the envelope—if they
didn’t, people like us would be on the edge. I don’t want to put mothers
and babies in danger to be on the edge.” Another longtime midwife
who had been somewhat of a renegade in her early years, responded, “1
don’t want to go out on a limb anymore. My heart can only handle so
much stress. You end up on the edge often enough without knowingly,
premeditatedly going there.”

Our awareness of the existence of various renegade CPMs in the
United States is the reason why we waited with baited breath for the
outcomes of the CPM2000 statistical study. When the data finally did
become available, our fears were allayed. To recap from chapter 3,
eighty-eight out of every 100 women who planned a homebirth with a
CPM did give birth at home successfully and safely. CPMs transported
twelve out of every 100 women to the hospital during labor, and only
3.6 percent of the time was it considered urgent. The cesarean rate for
CPM clients was 3.7 percent, and the perinatal mortality rate was two
in 1,000 (1.7 in 1,000 if breeches are not included)—equivalent to what
it is for CNMs attending out-of-hospital births and for physicians
attending low-risk women in hospitals (in other words, exactly what it
should be given optimal care) (Johnson and Daviss 2005).
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: We are certain that the data subrmttP:d by 350 CPMs for this study
included da_ta fr.or.n a number of k.nown ‘renegades” And we are i
ful that their willingness to practice outside of re
cols dc_res not statistically generate neg:'ative data, but rather reinforces
the point that CPMs attending homebirths have outcomes as good as
and often better than, other kinds of birth practitioners, But the result;
of this study are not yet widely known; thus one bad outcome from
a CPM-attended birth still has the detrimental effect of reinforcing
cultural stereotypes and making midwives of all types appear incompe-
tent to the general public. Such stereotypes constitute part of the rea-
son why these midwives, after decades of practice, still attend less than
one percent of American births. Combating such stereotypes through
an emphasis on professionalization and professionalism has been
adominant ethos of nurse-midwifery from its inception; such an
emphasis only became important to the former lay midwives in the
1990s. Now they too wish to change the cultural image of midwifery,
but at what price? This is a question many nurse-midwives also pose to
themselves.

And so we repeat at the end of this section the thought with which
we began this chapter: all midwives are, to some extent, renegades.
Yet there is a spectrum of renegadeness, and those at the further end of it
threaten the cultural acceptance of professional midwifery. Every mid-
wife must decide for herself to what extent and under what circum-
stances she will adhere to regulations and protocols, and to what extent
and under which circumstances she will flout those protocols in what
she believes are the best interests not of her profession, but of her indi-
vidual client. And every midwife must also keep in mind that protect-
ing the profession is also ultimately in the best interests of mothers and
babies, because it is the existence of midwifery that keeps the options of
safe, non-interventive, and nurturant birth open to all who choose
midwifery care.

gulations and proto-

THE ROLE OF THE STRANGER

The stranger does not share the local assumption and so becomes essen-
tially the one who has to place in question nearly everything that seems to
be unquestionable to members of the approached group.

—Zymunt Baumann

Renegade midwives are to professional midwives what midwfifery is tg
biomedicine—a challenger to everything that appears evident an
beyond question. This is the role the “stranger” has played from time
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immemorial. Without exception, all societies produce strangers, and
most subgroups in society produce their own unique set of strangers.
Knowledge systems are self-evident as long as no one from a contesting
ideology is around to ask questions “about their grounds and reasons,
point out the discrepancies, lay bare their arbitrariness. This is why the
arrival of the stranger has the impact of an earthquake. The stranger
shatters the rock on which the security of daily life rests” (Baumann
1997:9). Such outsiders make life uncomfortable. Encounters with the
stranger stir things up and produce uncertainty, anxiety, and questions
about boundaries. One of the most exasperating things about this state
of affairs is the difficulty in creating definitive guidelines for action
when “the stranger exhales uncertainty where certainty and clarity
should have ruled” (Bauman 1997:18). The stranger impedes the pro-
fessionalization effort at every turn by stimulating this uncertainty.
In so doing the very ground of professionalization—building methodi-
cal and secure knowledge systems—is undercut.

In confrontations with the stranger, one of two options is usually
chosen: assimilation or banishment. In the case of the renegade, no
matter how many are assimilated, there will always be more who refuse
and resist this assimilation. Is banishment a viable alternative? With
banishment the lines of communication are broken and there is
precious little chance to develop shared meanings leading to construc-
tive dialogue and transformation (as we point out in chapter 12, on
home-to-hospital transport).

There is a third alternative—a middle way between these two extremes
that involves recognizing the key point that “social actors can and do play
a crucial role in creating new combinations of compliance and commit-
ment, power and autonomy, control and trust” (Reed 2001:13). This
third and most radical alternative is remaining in dialogue and keeping
the channels of communication open. Nothing meaningful can be
accomplished if trust is not established. Midwives have the opportunity
to chart new territory in today’s world, not only with respect to their
systems of knowledge, but also with respect to innovating new typologies
for collegial conduct. They have the chance to pioneer groundbreaking
forms for staying in discourse despite ferocious disagreements with one
another, This effort will take a tremendous commitment of time and
energy, but what is the alternative? Keeping these lines of communication
open can only add to the rich heritage and contemporary viability of
midwifery.

Judith Rooks (1998) discusses three possible models for future rela-
tionships between nurse-midwives and direct-entry midwives. We can
extend her analysis to include the relations between protocol-oriented
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a".d renega_de_ mi_dwives. The first path involves co-option, which is
akin to assnmﬂ:'atl.on; the second path is remaining isolated
another with m_mlmal cont-act——a path where hostility and co
prevail. The third alternative calls for a convergence of view
the best of both are combl'ned Into a unified whole. While renegade
midwives and Protocol—orlented midwives will continue to reside in
separate domains, a great deal more convergence between the two
models can be gccgmphshed. This convergence can only add to the
vitality of the midwifery knowledge system.

The renegade’s very existence can contribute to clarifying the bound-
aries and parameters of the midwifery knowledge system. As mentioned
earlier, homebirth midwifery itself arose as a renegade movement that
captured society’s attention with regard to the need for reforms in bio-
medical birth practices. At her best, the renegade can serve as check and
balance that professional homebirth midwives do not stray too far from
the heart of their commitment to women.

During one of Christine’s conversations with a CNM, the nurse-mid-
wife explained that she remained in continuous contact with a renegade
midwife to keep her from straying too far from her midwifery origins.
Plain and renegade midwives can sharpen the edges of midwifery social
change by imploring careful consideration of the compromises that are
made in the bid for social legitimacy. In addition, renegade midwives
serve as keepers of alternative knowledge, which thereby remains avail-
able to both protocol-oriented midwives and their clients to provide
alternatives that formal regulations deem unacceptable. Given enough
evidence over time, VBAC, breech, and twin births may become
acknowledged as variants of “normal,” and thereby become viable can-
didates for both homebirth and vaginal births in the hospital.

I'he potential for radical change in institutional views about mid-
wifery with respect to issues such as breech birth became evident in
California court case in which a renegade licensed mid‘?rife was sued
by the medical board for vaginally delivering a breech birth at home.
The court brief noted that “the medical ‘standard of care’ for breech
birth is to do a cesarean section in most cases,” however, the court als_o
emphasized that “the medical model’s applicability to midwifery is
inappropriate and summarily dismissed” (Department of Consumer
Affairs, State of California 1999:3,11). The tribunal h_eanng the case
allotted the midwifery model the same level of authority as the medi-
cal model:

from one
mpetition
s in which

Midwives employ a midwifery modtftl_of PfacFi‘fe diSti:d. f."”,"
the medical model of practice. . . . Unlike physicians, physicians
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assistants, physician assistant midwives, registered nurses, or
certified nurse-midwives who practice within the context of a
medical model, licensed midwives practice within the context of
a midwifery model. Complainant contends that the medical
model should function to define the scope of a midwife’s prac-
tice. This issue arises because the ACT provides that a licensed
midwife is authorized by his or her license, “under the supervi-
sion of a licensed physician and surgeon to attend cases of nor-
mal childbirth.... “Normal” within the context of the medical
model specifically excludes, inter alia, breech presentation
because of the risk for complications. Within the context of the
midwifery model, breech presentation is merely a variant of
normal childbirth. (Department of Consumer Affairs, State of
California 1999:11,14)

This case is noteworthy and instructive in that it dramatically illustrates
how important renegade midwifery can be for mainstreaming mid-
wifery practices often sacrificed in the name of state sanction.

At her worst, the renegade midwife can go too far with resultant
bad outcomes either at home or in a hospital transport. These inci-
dents do considerable damage by spoiling the reputation of mid-

wifery and requiring years to reestablish the legitimacy of midwifery
in a given community. In a tit-for-tat way, protocol-oriented mid-
wives can provide a check and balance for renegade midwives by
reminding them of the larger context in which they practice. Much as
the renegade would prefer the luxury of only considering the needs of
the individual woman she is attending, the renegade acts in a larger
context and is responsible for this whether or not she chooses
to acknowledge it. Ongoing dialogue with professionally oriented
midwifery groups will give the renegade midwife a stronger sense of
orientation.

Battles between professionally oriented and renegade midwives over
the proper domain of midwifery invoke larger philosophical issues of
choice and responsibility. “The acceptance of responsibility does not
come easy—not just because it ushers in the torments of choice (which
always entails forfeiting something as well as gaining something else), but
also because it heralds the perpetual anxiety of being—who knows?—in
the wrong. . . . The snag is, though, that foolproof recipes are to freedom,
to responsibility, and to responsible freedom what water is to fire” (Bau-
man 1997:202-203). Creativity comes through the courage to engage the
tension of opposites until a new synthesis can be fashioned.
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LIVING INTO THE ANSWERS

Trust is not something out there but rather a social
for and by people and a matter of the choices and

jects.

process that is constructed
actions of individuated sub-

—Christine Garsten (2001)

[n ending this chapter we propose that each midwife ask of herself the
following question: What is my responsibility to the “other” midwife?
What is the best way to address this issue from a position of higher
consciousness rather than a position of lower consciousness? The
answers to these questions cannot be intellectually crafted or analyti-
cally developed, but rather must be lived into. How each midwife
decides to answer these questions involves nothing less than the quality

and integrity of the legacy contemporary midwives bequeath to the
future.
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. HOME TO HOSPITAL TRANSPORT: FRACTURED
. ARTICULATIONS OR MAGICAL MANDORLAS?'

Christine Barbara Johnson and Robbie Davis-Floyd

* Disparate Knowledge Systems and Magical Mandorlas ¢ The Nature
of a Crisis » Mandorla Transport Stories * Contextualizing the
Mandorla Transport e Articulating Transport Mandorlas

Ihe Mandorla signifies the place . . . where miracles arise. It is beyond our
ordinary way of seeing . . . where two irreconcilable opposites are over-
pped into a sublime whole.

—Robert A. Johnson, Owning Your Own Shadow

DISPARATE KNOWLEDGE SYSTEMS

AND MAGICAL MADORLAS
ldeologies and institutions are not smoothly functioning monc_rliths.
Rather, they form amalgams of internally contested and inconsistent
deas. In complex societies, for each cultural ideology, para‘llel knowl-
edge systems exist. Th roughout history a selected few gain cultural
scendancy while numerous others are marginalized and disappear or
survive on the cultural fringe. The cultural ascendancy of a particular
knowledge system must not be mistaken for truth, but rather seen asan
Yutcrop of social power. As Bauman (1997:13) notes:
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The dispute about the veracity or falsity of certain beliefs is
always simultaneously the contest about the right of some to
speak with authority which some others should obey [and]
about the establishment or reassertion of the relations of superi-
ority and inferiority, of domination and submission, between
holders of beliefs.

The biomedical model and the midwifery model characterize two par-
allel, often conflicting, and sometimes overlapping knowledge systems
(Giddens 1991; Jordan 1993). The biomedical model is culturally
ascendant while the midwifery model is culturally marginalized and
devalued. Both systems of knowledge encapsulate vital truths about
birth, which all too often remain fragmented from one another, espe-
cially in states where midwifery is illegal or unlicensed.

In this chapter we explore what happens when the ascendant knowl-
edge system (biomedicine) and the devalued one (midwifery) are
forced to confront one another on today’s postmodern terrain. The
postmodern technocracy offers an unprecedented opportunity for
deconstructing and reconstructing knowledge systems. Postmodernism
dismantles and disembeds traditional institutions by popularizing the
principles of relativity and radical doubt. In this venue, “all knowledge
takes the form of hypotheses: claims which may very well be true, but
which are in principle always open to revision and may have at some
point to be abandoned” (Giddens 1991:4). These postmodern develop-
ments have particular importance for the health-care arena. Alternative
health-care models that directly challenge the biomedical model have
gained widespread public support. This public acceptance, coupled
with the modern emphasis on consumer needs, puts enormous pres-
sure on the biomedical environment to innovate new health-care
systems that combine standard and alternative care (Best and Kellner
1997). In the United States, midwifery transport to the hospital exem-
plifies a place where conflicting ideologies, hegemonic and alternative,
are forced to encounter one another during a crisis to resolve a prob-
lem. These compulsory interactions have the potential to heal the split
or further solidify the division.

In “Home Birth Emergencies in the US and Mexico: The Trouble
with Transport,” Robbie Davis-Floyd (2003) presented and compared
transport stories told by American homebirth midwives and Mexican
traditional midwives. She noted that:

biomedicine and home-birth midwifery exist in separate cultural
domains and are based on distinctively different knowledge systems.
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midwife, and hospital staff, and a further pathway to the mainstream-
ing of midwifery care.

We will use the mandorla as a conceptual ideal type to investigate
the nuances of these more positive transport sagas. The mandorla is an
ancient symbol for the place where opposites can meet and honor one
another, and in this reconciliation forge a new reality that is greater
than the sum of its parts. “A mandorla is the almond-shaped segment
that is made when two circles partly overlap” (Johnson 1991:98). Inside
the overlap, separate domains are united and merged into innovative
structures, within which effective solutions can emerge. This perspec-
tive can offer us a conceptual prototype for transcending the bounds of
ordinary consciousness by overlapping opposites and integrating them
into a transcendent whole in which everyone’s interests and concerns
are appropriately addressed. This chapter takes an in-depth look at
what conditions facilitate a transport mandorla in states where mid-
wifery is either illegal or allowed to exist, but remains unsanctioned by
a legislative mandate. In these cases, the individual actors must tran-
scend the limits of their knowledge systems without benefit of struc-
tural guidelines. Studying such smooth articulations between systems
provides an opportunity to view how, when, and under what circum-
stances mutual accommodation by opposing parties become the
predominant theme. These mandorla encounters embody what Gross-
berg (1992:57) calls the recasting of separate spheres into “active struc-
tures . . . that cut across domains and planes.”

THE NATURE OF A CRISIS
Dialogues among homebirth midwives and physicians are uncommon,
especially in states where homebirth midwives remain unlicensed.
Most often, these practitioners inhabit separate worlds that only inter-
sect when a homebirth goes awry and a transport is the necessary

Fig. 12.1 The Mandorla.
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result. Most home-to-hospital transports are
place during genuine crises. Such cri
nities. The Chinese depict a crisis as
ous wings.” (The Chinese pictogra
character for danger and the chars{cter for opportunity.) A homebirth
transport is a threshold moment in which the seeds fo
present but not yet manifest., Vulnerability and its potential for lower-
in g of defenses. can make crises a fertile ground for creating new ways
of undcrstapdmg and forging innovative structures, In meeting the
“other” during such intense and vulnerable encounters, alliances that
might never otherwise be made can be forged. The inertia that typically
supports alienation from one another can be transformed into creative
amalgamation.

Analyzing the crisis scenario has another advantage. Institutional
behavior constantly reaffirms itself through regularized patterns, rituals,
and routines that take on the appearance of being “evident.” These regu-
larized encounters promote a trust founded on predictability. The pre-
dictable nature of the environment masks the dynamic and active
process of maintaining trust. A crisis breaks the routine and exposes the
often forgotten fragility of social processes, and in so doing allows
the unmasking of the social processes that undergird daily reality and
the degrees of freedom that exist for reconfiguration. “In circumstances
of uncertainty and multiple choice, the notions of trust and risk have
particular application” (Giddens 1991:4). By exploring the interplay of
risk and trust, constellations that promote social integration or disinte-
gration can be clarified.

Hospital transports capture the interactive and dynamic processes
through which meaning structures are generated and regenerated by
the actors themselves. By analyzing these events, we can observe
how the meaning of a particular transport situation is actively con-
structed—created and recreated through shared interaction, whether
or not the actors are conscious of this process. While it is true that
institutions generate unspoken rules that tend to regularize encounters
between biomedical and “outside” practitioners, their interaction dur-
ing a crisis can nevertheless generate a sense of freedom from these
rules in the interests of serving the mother and child. What emerges
from the mandorla transport narratives presented.inlthls chapter are
the ways in which everyday life interactions carry within them s Onl);.
the possibility of conformity to stereotypes, but also the possibility o
transformation of those stereotypes into systems of n.qutual undelr-
standing and trust. These narratives reveal the poten‘nal for flow, in
which involved individuals participate through acting, reflecting,

r the new are
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adjusting their opinions to input from others, and negotiating in order
to achieve a shared meaning of the situation (Wallace and Wolf 1995).

All midwives who practice out of the hospital must occasionally
transport. In the United States, homebirth midwives have a transport
rate of twelve percent (Johnson and Daviss 2005). In other words,
eighty-eight percent of their clients give birth safely at home, while
twelve percent are transported to the hospital during or after labor for
various reasons (see chapter 3). In only 3.6 percent of intended home-
births does the midwife consider the transfer urgent. The transport sto-
ries we have culled from our interview data and selected to recount
cluster inside that three to twelve percent. We ask our readers to keep in
mind that the circumstances they recount are rare and not representa-
tive of the vast majority of births. These experiences are often encoded
in narrative because they are so unusual, and because of their heavy
emotional charge. Stories give meaning and coherence to experience.
Midwives who transport under frightening circumstances often need
to find that coherence and to evaluate through narrative, with the ben-
efit of hindsight, their own actions and those of the mother and the
biomedical personnel.

As we describe in the Introduction to this volume, both of us have
conducted extensive interviews with midwives and their clients. During
the course of this research, which involved hours of formal interview-
ing and even more hours of “hanging out” with midwives and mothers,
we both heard many transport stories. Over time, these transport
stories began to emerge for both of us as a narrative genre that richly
encapsulates the continuum of possibilities that result when a subaltern
system encounters a dominant system.

We chose the particular stories we present here primarily because
they represent and typify the integrated mandorla type of transport we
seek to highlight in this chapter, illuminating the ground upon which
opposite systems find their reconciliation. The stories thus embody
both the collision of worlds and the merging of worlds, portraying
integrated mandorla transports as positive models of smooth articula-
tion between the medical and midwifery knowledge systems. (All
names used here are pseudonyms.)

MANDORLA TRANSPORT STORIES

The stories Robbie presented in her article on transport were all told by
midwives. Here we present primarily stories told by mothers who
elected to give birth at home with a midwife, so that we can see how an
integrated mandorla transport looks and feels from the birthing
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woman’s point of view. We also include
want to highlight the significance of the mandorla transport for th

midwife and her relationships with the technomedical system Bef:.ause
we have no way of ascertaining the truth or untruth of these st.()ﬁes, fo:
the purposes of this chapter we take them at face value and unpack
them for what they reveal about midwives’ and women’s perceptions
of, and meanings they attribute to, events as they unfold. We seek to
elucidate the social processes through which adherents of a dominant
knowledge system sometimes dismiss what adherents of a marginalized
i’. system have to say, and other times fionor and include the

one midwife’s story because we

Mothers’ Stories

Gradually, the two disparate circles begin to overlap and the mandorla

Zrows.
—Robert A. Johnson, Owning Your Own Shadow (1991:106)

The following stories illustrate the wide variety of transport problems
that can culminate in a creative amalgamation of the biomedical and
midwifery models. These narratives unmask the process through which
boundary renegotiation occurs. The first story shows how even a neo-
natal death can provide fertile ground for forging connections. The
next account is from a woman interviewed both before and after her
first birth, and demonstrates how a transport ending in a cesarean can
strengthen the connection between opposites. The final story in this
section is also from a woman who was interviewed both before and
after her second birth. This woman became the first in her family to
give birth without a cesarean. Were it not for the emerging respect and
appreciation of the “other” that took place in the hospital after trans-
port, this woman would have been the next in a long line to give birth
by cesarean. This particular story is illustrative of how a transport that
begins with strained communication can end with a mutual respect
that enlarges the worldview of all those involved.

Kate’s Story: The Long Journey Kate Sims, a white female i-n her early
forties who straddles the fence between lower-middle and middle-class,
has a BA in social science and owns her own small busines'& She has
been married for over ten years and has given birth three times. Her
first child was born in a hospital by cesarean in 1991. Her second child
was born at home in 1995, was transported to the hospl_tal in critical
condition, and died shortly after the transport. Her-thlfd baby was
born at home in 1996, healthy and well, without hospital involvement
of any kind.

.
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Kate’s first birth, which took place in a large teaching hospital, left
her devastated. At the time she was unaware of the difference between
the midwifery and the biomedical model of birth. Against her better
judgment, Kate agreed to have her labor induced. As her contractions
became increasingly intense, she was left alone for most of her labor.
Even when she felt that the biomedical suggestions she received were in
error, Kate had no point of reference from which to evaluate them.,
Lacking access to alternative information, Kate felt that the least risky
option was to capitulate, but she left this birth experience convinced
that a trusted support person would have transformed its nature and
that the outcome would have been radically different. We recount the
following narrative of her first birth to demonstrate the extent of her
aversion to the hospital at the time of her second birth transport, and
to show that despite Kate’s negative predisposition and the critical
nature of her second birth, the subsequent transport encounter paved
the way for new understandings and an embracing of the cultural
other.

As Kate’s labor intensified, the force of the pitocin-induced contrac-
tion “frightened me and no one reassured me that I was okay. And that
would have made a huge difference to me.” Eventually, Kate asked for
an epidural, and soon after:

I was numb from my breasts to my toes. . . . And I remember
my blood pressure dropping right after I got the epidural—it
was eighty over something. I felt woozy, breathless, and 1 was
passing in and out of consciousness. It was very clear that the
hospital staff was worried and someone came in and gave me an
injection to stimulate things. I began to stabilize and they turned
out the light. I remember waking up after about an hour and
looking around and feeling that “this is no way to have a baby.
Now I can’t even tell that I am in labor. This is the most momen-
tous day of my life and I am not even able to participate in the
experience. I have all these machines that are keeping an eye on
me so no personal contact is necessary.” I just remember feeling
so disappointed and so let down. After a while they started to
prep for a cesarean section and it hit me that I was about to have
major abdominal surgery. The only surgery I had ever had in my
life was a tonsillectomy when I was a child. I was just beside
myself and I totally forgot I was having a baby and I started
shaking. They put an oxygen mask on me and I just remember
being so claustrophobic and terrified. Eventually I noticed the
physician standing there holding a baby and I thought, “Why is
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he telling me to look?” I was so disoriented. This birth was an
awful experience and not something I would wish on anyone

After this devastating experience, Kate launched an extensive investi-
gation into her birthing options. Eventually she decided to give birth at
home with a direct-entry midwife. Three years later she became preg-
nant. During this pregnancy Kate immersed herself in building solid
and trusting relationships with her caregivers. In addition to her one-
hour prenatal care visits, she elected te take an independent childbirth
course with another direct-entry' midwife she met during her research
endeavors. This childbirth class was instrumental in leading Kate
through the tragedy of her second birth:

[n one of our childbirth classes, we explored our worst-case sce-
nario. During this class, my husband and I felt that we really
needed to become settled in taking responsibility for a home-
birth even with the possibility of a poor outcome. Not that we
were being cavalier about our baby’s health. We had already
completed a copious amount of research and became convinced
that homebirth was a safe option. So in this childbirth class my
husband and I wrote out our worst nightmare to bring it down
to size and make it manageable. Both my husband and I had a
very similar worst case: the baby might be severely compromised
and wind up on a lot of machines with a medical limbo status
with always more that could be medically done with unknown
consequences. This process was very powerful for us. It had a
huge impact on how we addressed all our fears about a worst-
case scenario birth outcome. So when it actually happened I was
never afraid. I was frustrated, angry, excited, elated, joyful, and
sad, but I was never afraid.

This narrative makes it clear that Kate now felt empowered Fo trust t}er-
self and the midwifery model of care with respect to what kinds of risks
were acceptable to her and what kinds were untenable. ‘

Kate was well prepared for her second birth by the time she went
into labor. She had a complete trust in the midwifery model of birth
and was ready to fully embrace any risks involved. On the ,Othef hand,
she distrusted the biomedical approach to birth and pe.rcel_ved it to be
fraught with a greater set of risks. This unwavering faith in the mid-
wifery model helped to promote an integrgted transport. W

As her labor began, Kate felt a multitude of emotions: aPP!S
excited, comfortable, and relaxed, knowing she was well prepared an

e ——— e
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attended to by midwives she trusted. These feelings were augmented by
the awareness that she didn’t have to go anywhere because she would
give birth in her own haven—her home. She called a few family mem-
bers and friends to join her as her labor began. As the contractions
became more intense, the midwives arrived. Kate commented:

I got what I asked for. I was not detached from my experi-
ence—I was very present and connected. The result was a real
family experience with a couple of friends there as well. This
time I had all the support that was lacking in the first birth. I got
into this labor rhythm and I remember feeling very connected in
particular with my friend. It was so important to me just to
know that she was there. Suddenly I let out a roar and felt this
uncontrollable urge to push. My baby came out really fast,
she just pushed out and I only had a tiny little tear because the
midwives did perineal support, massage, and stretching.

Kate’s second birth unfolded exactly as she had dreamed it would.
The birth began and ended at home with the support of family, friends,
and supportive and competent caregivers she trusted completely. As a
result of this birth, Kate gained a new appreciation of her own strength.
Her extensive research had been well worth it, culminating in a joyful,
empowering birth experience. But Kate had little time to assimilate and
savor this moment.

After about ten minutes we noticed that his ribs were starting to
retract. At this point I began thinking, “This is starting to look
like the worst-case scenario.” The midwives called the hospital
and they told us to bring the baby in. We had been in the hospi-
tal for a while when finally the neonatologist came out to meet
with us. The neonatologist and all the staff were very gracious
and included my midwife in all the professional conve rsations.

Here we see that the inclusion of the midwife in the lines of commu-
nication laid the foundation for the reconciliation of opposites.

As we all met (my husband, myself, our midwife and the neona-
tologist), our midwife Maria [said to the neonatologist] “I need
to ask you, is there anything that I or any of the other midwives
did or did not do that contributed to this baby’s problems?”
I must say that is the greatest act of personal courage I have ever
witnessed in my life. The doctor responded immediately, saying
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“Absolutely not. This baby was in such great condition when it
came in! We were expecting to get a disaster when we heard that
it was a homebirth transport. Instead, this baby was in terrific
condition given what is wrong.” After an initial exam the doctor
noted that our baby had severe lung and heart problems, and
she suspected a fatal genetic disorder and that there wasn‘t‘any-
thing that could really be done. The neonatologist talked about
how strong he looked and what & great job we had done with the
prenatal health and that most babies with this condition don’t
grow to be this big and strong. The temp was normal, the baby
was pink—"This baby is doing really, really well.”

As illustrated in Kate’s words, in the mandorla transport, two oppo-
sites meet, and in the encounter see for the first time who the “other”
really is, devoid of stereotypes. In the process, these opposites renegoti-
ate the boundaries of their own worldviews. The meaning of home-
birth was profoundly redefined by the biomedical team as the
physician herself openly acknowledged the validity of homebirth mid-
wifery care. At the same time, Kate and her midwife changed their
definition of the hospital as hostile territory as it became increasingly
obvious that they were being met with honor and respect. Kate’s narra-
tive documents how the trust between the biomedical team and the
midwifery team was a cumulative process with each interaction build-
ing and reconstructing the nature of trust between these separate
cultural spheres. From the onset, both the midwife and the neonatolo-
gist were able to accommodate one another and thereby establish a
mutually beneficial line of communication. Each communication
solidified and built upon the previous communication, as if each side
were feeling the other out and only too happy to respond in kind when
met with respect. The hospital team initiated the contact in a respectful
and honoring manner. The midwife in turn responded b.y exposing
herself to a potentially scathing critique from the biomedical system.
The neonatologist followed this response by emPhHSIZIF'g the high
quality of midwifery care that she observed, while stressing that her
own evaluation of midwifery was being reconstructed to accomr_nﬂdatf
this new evidence. If one or both parties had insisted on de_valumg the
proverbial “other,” this transport could easily have resulted in a further
entrenchment of the alienation each had previously felt. Instead,
through this transport such a strong connection was mi‘tde tha? hlomfci
birth transports by this midwife became welcomed at thls ]_10519“3 ’ 3b"
the midwife bcce{me more willing to transport earlier in the labor
rather than later because of this receptive environment.
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The nature of the infant’s condition was a major contributing factor
promoting the trust and the reverence that each party exhibited toward
the other. The baby was genetically fatally ill and there was nothing
anyone could do medically to alter this fact. Rather than blaming
the midwife and the couple, the neonatologist kept her mind open to
recognizing the midwife’s quality of care. And the midwives kept their
minds open to learning from the neonatologist. This psychological
openness on the part of both parties is essential to the emergence of a
mandorla transport: we have both recorded stories of similar genetic
problems becoming evident at homebirths, yet in these other stories
when the midwife transported, she was not received with openness but
with blame. Kate said:

The neonatologist told us that “this transport has really altered
mine and my staff’s view of what homebirth midwifery is and the
level of care that is provided. We were all incredibly impressed.”
Since then our midwife Maria has had to transport several times
and has brought them to this doctor because this team developed
a respect for homebirth midwifery as a result of this transport.
The result has been a friendly transport environment.

After the geneticists looked at him they were very sure that he
had a genetic disorder that was fatal 100 percent of the time. We
said, “Okay, now it is time to take out the tubes so we can be
with our baby without all the tubes and wires.” We were in the
neonatal care unit at that point, but once we made the decision
to unhook everything, they moved us to what they call a family
room so we could have privacy. Our midwife stayed with us the
whole time. The hospital staff was very supportive and they
brought in a camera and took numerous photographs. Thank
God! I would not have thought of doing that and I am so grate-
ful to have them. The whole experience was really peaceful and
powerful and the nurses came in very quietly and one kneeled
down next to me and just put her hand on the baby’s foot. They
were so caring and supportive.

At this point in the encounter Kate and her midwife have actively
reconstructed their concepts about hospital care to incorporate the idea
of the hospital as an environment where their needs could be met in a
supportive and respectful manner. As trust and respect became the
framework for the communication between parties, each side became
increasingly accommodating to the other. Each side engaged in count-
less versions of “perhaps this, perhaps that, maybe it follows that, I
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wonder if . . "(Johnson 1991:106), which broke the bounds of ordinar
consciousness to heal the split and recombine biomedicine and mid)-(
wifery into parts of an innovatively emerging whole,

[ remember the neonatplog!sr saying to us after this experience
how moved the hospital staff was by the way we had just
embraced the baby’s passing and how we were able to be with
her through everything. The neonate told us that this outcome
is not something people want to think about so they are usually
just totally unprepared to deal with it. She went on to say, “The
fact that the two of you could just look at each other and know
that you needed to take the tubes out and just be with your baby
is so powerful.” My husband and I had already come face to face
with this worst-case scenario in our childbirth class and knew
that we wanted the human connection and did not want to use
the technology to avoid it.

Here we see the growing respect by the hospital staff for Kate’s
choices. Kate is not blaming medicine for the death of her baby, but
rather understanding the limits of medical technology and welcoming
the emotional support. Recognition of the limits of medical techno-
logy, and the accepting presence by both the biomedical team and the
midwifery team at an impending death, created an opportunity for
communicating through shared symbols that allowed an overlap in
worlds. There were no angry accusations on either side, and each party
vas stretched to new depths by this encounter with the other.

Kate, her family, the midwife, and the nursing staff attended the
aby until she died in Kate’s arms. She was more grateful than ever that
he had so diligently prepared for this birth, including facing her worst‘—
-ase scenario much prior to it actually happening. After the baby’s
death, Kate and her family had an added burden that most bereaved
parents do not face: the need to assure her community that the baby’s
death had nothing to do with being born at home. Consequently, they
held a neighborhood memorial service for their infant about one week
after the birth/death. The midwife, her apprentices, and a few of the
hospital staff attended., including the neonatologist, who ,;pgl'ce about
how unusually healthy the baby was given the genetic “f"_dmon‘ and
how there was nothing anyone could have done, emphasizing that the
death was “definitely not the result of a homebirth.” Her wortvis‘ turned
this newly created transcendent whole (integrating bi():}chlclne an.d
homebirth midwifery) into a public announcement. Kate’s tlran;porzlls
an extraordinary cxa'mple of how stereotypes can be demolished and a
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new integration of formerly conflicting ideologies can then become
possible. The “other” is embraced as companion. One year later Kate
gave birth again at home with the same midwifery prenatal care team.
This birth was ideal from start to finish, and on this occasion Kate “felt
like the sun came out again and a cycle had been completed.”

This transport story illustrates how even a fatal outcome, if evalu-
ated objectively by the dominant knowledge system and met openly by
the midwifery model, can lead to expanding the boundaries of both the
dominant and the alternative ideological systems.

Rose’s Story: The Best-Laid Plans  We recount the following birth
story for two major reasons: (1) to include both a before and after birth
sequence to avoid using only retrospective accounts of situations; and
(2) to illustrate the wide-ranging effects that accumulate over time
when opposites are united into a transcendent whole. Christine inter-
viewed Rose both before and after her first birth.

Rose was a white, upper-middle-class woman in her late thirties and
pregnant for the first time. While she never felt an intense biological
drive to give birth, she decided to get pregnant because she sensed that
her opportunity to have a family would soon disappear if she did not
act. At the time of her birth, she had been married for almost a decade
and felt very securely grounded both economically and emotionally.
Her husband had a successful business as a consultant and she was the
president of a thriving corporation. Rose was a participant in an eight-
week childbirth course that Christine attended as a research participant
observer. Consequently, Christine was able to witness Rose’s struggle to
define the set of risks she was willing to accept and the concomitant
levels of trust she accorded to the biomedical and midwifery models of
birth. Rose initially planned to give birth in the hospital, but eventually
opted for a homebirth in 2000.

Prior to her pregnancy, Rose was familiar with homebirth and mid-
wifery. While she was attracted to the idea of homebirth, she was ini-
tially not ready to make that choice because she perceived it as too risky.
On the other hand, she also knew that hospital birth entails another set
of risks. Unable to fully trust either model, Rose decided to straddle the
fence between models in order to reduce her set of risks. She engaged
the services of both an obstetrician and a direct-entry midwife for pre-
natal care. Her initial plan was to use the midwife as labor support
in the hospital, but also to provide for the possibility that if she changed
her mind, she would have already established a relationship with a
midwife. This arrangement had the additional advantage of enabling
Rose to evaluate closely the level of trust she was willing to invest in each
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caregiver and a more extensive know
each situation. Rose’s story exempli
tension between opposites until a gr
be formed.

As her pregnancy progressed, Rose became increasingly knowledge-
able about the many aspects of pregnancy and birth. About eight weeks
before Rose was due to give birth, she was able to choose where her
allegiance would _Ile. She discovered that having her questions answered
in a way that suited her needs was an essential ingredient for trust
building and risk reduction. Rose experienced the obstetrician as
increasingly defensive and began to wonder just what kind of a birth
she would have with this woman when communication was already so
strained. The obstetrician exhibited minimal willingness to incorporate
midwifery tools and techniques that Rose desired. If the obstetrician
had been more flexible, Rose would have felt secure in the boundary-
spanning behavior she was attempting to generate between the bio-
medical and midwifery worlds, and probably would have opted for a
hospital birth. Simultaneously, Rose was feeling more and more com-
fortable with the care and expertise of the midwife, who was not only
willing to answer her questions, but also embraced the value of the
biomedical model. Rose opted for the model that was more inclusive
rather than less, as this choice reduced her efforts to stretch between
worlds. In addition, Rose and her husband had been doing a lot of
research into the safety of hospital and homebirth and had come to the
conclusion that homebirth was a well-considered and safe alternative.
Before the birth, Rose said:

ledge about the risks endemic to
fies the advantages of holding the
eater and more unified reality can

We started out with an obstetrician because we were not sure
that homebirth was for us. At the same time, we had been seeing
[this midwife who was to be our labor support] from the begin-
ning and really got to know her and developed a lot of trust and
confidence in her. She had already done over 800 honlebirlh§.
And we feel that she has a really great approach to transport; !f
there is an issue she has no problem bringing us into the hospi-
tal and that is what we need in a midwife. I also know t-hat
I want to be fully present for my birth. My choice of hc?mcblrth
is interesting because several years ago a few of my family mem-
bers had homebirths and I thought they were crazy..I thought,
“They are really taking a risk.” I had no facts on which I baseﬁ
this judgment. And now based on our own very thoroug.‘
research it really is clear that the decision to give bll.'th at holme is
a safe one. This has been a major concern of mine all along.
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At this point, after checking all the options and exhaustively
doing all the research, we can’t imagine not being at home.

So Rose decided to stay home to have her baby—a decision made
with relative ease given that she already had developed a strong and
trusting relationship with the midwife. If Rose had not chosen the
unique path of utilizing the services of both models from the outset,
she would have had a more difficult time exiting the hospital structure
because she would not have fully understood the alternatives. Building
trust takes time, and the eighth month of pregnancy is a difficult time
to begin a new relationship with prenatal care provider. As Rose
recounts below, an unexpected hospital visit during her pregnancy
became a primary factor nudging Rose toward a homebirth:

I had tightness in my leg and I went to the hospital to check if it
was a blood clot. I was anxious the moment I walked in the
door. The whole culture was awful and I knew that I did not
want to give birth in a culture like this. But I also want to make
it clear that I am not at all anti-mainstream medicine. There are
places for it and there are places not to use it and birth is one
place not to use it if it is a healthy normal pregnancy. We want a
safe, easy, and relaxing birth. We would also like a spiritual expe-
rience and this was the final piece that convinced us to do a
homebirth.

Two months after her homebsirth ended in a hospital transport and a
cesarean section, Christine again spoke with Rose:

As labor began we had all these candles in my bedroom and the
lights were down. It was great. My husband was with me as well
as another midwife. When the midwives said “it is time to push,’
I said “I don’t feel like I have to”—I had no urge to push.
I pushed for four hours but nothing was really happening. At
this point we decided to transport for failure to progress. I was
then at the hospital for another four hours without any real
progress before we decided to go forward with the surgery.

During this time the midwives were welcomed as an integral part of
Rose’s caregiving team. This relationship between the hospital staff
and the midwife had been built over varied and numerous previous
transports by this midwife during which each side had gained an
increasing respect for the other.
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This background was one of the ma

Rose’s midwife’s \_villir}gnes_;s to transport earlier rather than later.
W hile the presenting Situation is substantially different from Kate’s
birth, the pcrcel_\'ed lev§l of risk is similar, in that through mutual
agreement, Ihe_ risk was judged to be minimal. Kate’s healthy home-
birth of a genctlc;‘]lly u.rwlahle baby forged an opening between worlds.
In contrast, RU‘SC s trfu] toward an overlap in worlds had already been
blazed by the time of she gave birth, Rose’s midwife reported that her
initial rapport with this hospitai had been established previously,
when she brought in a high-risk mother and the exemplary nature of
her midwifery care was so obvious that the biomedical team substan-
tially reconstructed their concepts of homebirth, The postmodern
influence (see Introduction) in promoting this reconstruction became
salient when someone from the hospital requested a meeting with this
midwife shortly after the birth. In this meeting the hospital represen-
tative elucidated the postmodern theme of relativity by noting that
expert knowledge is continually changing and that in today’s world
itis entirely possible that medical definitions of the situation can be
supplanted by midwifery definitions. This openness to the smooth
articulation of knowledge systems could only take place in a post-
modern setting, where all knowledge is potentially open to question
and continual revision.

Rose had an epidural and pitocin but still no progress was evident.
After four hours in the hospital, it became obvious that that baby was
stuck in a position that made delivery very difficult.

jor factors contributing to

At this point I just made a decision to have cesarean section. The
midwife came into the surgery with the hospital staff. It was a
really hard time for me. My husband and I were crying before
the section because it was so disappointing. We had worked so
hard and had really been committed to the homebirth.

Because the relationship had already been solidified, the hospital
staff did not judge Rose for choosing to initially give birth at home. In
fact they did just the opposite—they openly embraced her dec'lsu.an de‘
supported her, even as she elected for the cesarean section. Fh:s care
changed Rose’s view of birth in the hospital. In this example, it is possi-
ble uL) see how trust continued to build and deepen on both sides over
time:

is the

_ , ‘ /e—that
In the hospital we were just so surrounded by love ht et
best way for me to describe it. I felt so connected to the nursing
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staff, especially the one who came in and kissed me on the check
and held my hand. We received so much support because people
knew how disappointed we were not to have had a homebirth.
Everyone knew that we started off with a homebirth and so
there was just this outpouring for us. The head of obstetrics and
gynecology came down to see me for a couple of days in a row.
He was wonderful and he asked me why I chose a homebirth. He
wanted to know. As for my decision to have a homebirth, | defi-
nitely feel that I got more of a spiritual intensity by starting out
at home—there is no way I could have had that at the hospital.
[ have to say though that I was absolutely treated very well in the
hospital.

While Rose’s story does not have the drama of Kate’s, her narrative
depicts how attitudes can continue to be profoundly and subtly
changed in the direction of increased wholeness and seamlessness over
time. The transport provided an opportunity for Rose to see another,
more compassionate side of hospital culture, and a chance for the chief
of obstetrics to interact with a couple who chose homebirth and in the
process soften stereotypes on both sides.

Jane’s Story: Against All Odds The following integrated mandorla
transport story was recounted by Jane, an upper-middle-class Hispanic
female in her early thirties who had been married for four years at the
time of the first interview. Both Jane and her husband have advanced
degrees. Jane’s first child was a planned hospital birth in 1997, and her
second a planned homebirth in 1999. Christine interviewed Jane both
before and after her second birth. Jane was so traumatized by her first
hospital birth that she was certain she could not withstand another
hospital encounter during labor. Nevertheless, her second birth
required hospitalization. Jane’s narrative unpacks the process through
which a transport that begins as fractured can morph into integration.
Jane’s before-birth interview was inundated with references to her first
birth to illustrate exactly what she hoped to avoid with the second
birth, which began at home:

I had a bad experience with my first birth—I didn’t have an
empowering idea about birth. I had a vision of what I wanted
from my birth but no one around me was mirroring that vision
back to me. I went to the doctor I chose because it was easy 0
get to him and close to my house. I didn’t like the doctor but 1
thought, “He is competent—it doesn’t really matter if I like him
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or not.” The doctor told me, “People make such a big deal out of
the birth—it is the baby that matters” | got the impression :
that it was almost as if my contribution to the birth did \11-01 mla.l:
ter. In my family all the women had had cesarean sections
[ wanted to be the first one in my family not to have a SGCIin{‘I‘
A lot of people around me, including my family, gave me a sens;-
that this attitude was ridiculous. They told me that the baby s
all that really matters, not the birthing experience itself. ;

Lines of shared communication between Jane and her physician were
nonexistent, but because Jane was unaware of any other L)ptinns. she
felt constrained to operate within the bounds of the biomedical
encounter. This lack of trust made it impossible for Jane adequately to
assess her birthing risks and discern those she was willing to accept and
those she was unwilling to engage. Without any symbols of shared
meaning, Jane entered the hospital for her first birth feeling isolated
and alone.

My first experience in the hospital—I was always trying to
protect myself emotionally while trying to relax and have my
baby. My water broke and nothing happened for about twelve
hours. The doctor came in and said, “We can put you on pito-
cin.” I told him, “No, I want to wait and give it more time.” |
waited about a half-hour and then I started to cry. I told the
doctor that I was scared. He promptly replied, “I know what
your problem is—you need to let go of control.” The nurse said,
‘Honey, you gave up control when you got pregnant.” | felt so
unsupported and unheard at that point that I just withdrew into

myse

In an ironic twist, Jane came to believe that the only way she C““‘[d
have any power at all in the hospital was to demand what she did
not want, a cesarean section, before she was informed that she had to

have one,

Twelve hours later they started the pitocin and they told me that
I had to be continually monitored. They put me on the non-
portable fetal monitor because the portable one was broken.
What this meant is that I only had a three-by-three area th‘dlll
could walk in because I had to be plugged into the electronic
fetal monitor. And it was awful—the little room to move about
and I kept hearing the noise of the monitor. Finally I asked for

S ————

e




488 o Christine Barbara Johnson and Robbie Davis-Floyd

an epidural. After I got the epidural the doctor said that he was
going to take a nap. At that point I said “No, don’t take a nap, |
want a c-section.” Asking for a c-section was my way of taking
control of the situation and getting some of my power back.
They had told me before that [ was a on a timetable and the
baby had to be out within twenty-four hours. All I was thinking
about was the clock and they had told me about the twenty-
four-hour time limit because of the risk of infection after the
water had broken. But I had no fever and no indication of a
problem.

Jane had no reference point to dispute the necessity of a cesarean
after a prescribed time period. Although Jane did not trust her careg-
ivers, under the circumstances she felt forced to comply with the hospi-
tal definition of risk.

This whole terrible birth changed my life in a wonderful way.
[ was just not informed the first time I gave birth. The second
time I got pregnant, I eventually found a direct-entry midwife.
When I spoke with her on the phone for the first time I really
liked the connection. As I learned more I thought, “I want a
homebirth” I was so happy with my direct-entry midwife,
I thought, “she is emotionally connected with me. ... At this
point in my life I cannot imagine giving birth with a stranger.”

For my birth this time I have bought bouquets of flowers in
every room and I am making soup that I love. I can smell it
when people are on my side. I dislike the nursing mentality
more and more. Everything is about shutting you down and
managing you.

This time I am totally prepared. I have chosen a homebirth
because I don’t want to go back into the hospital . . . because I
don’t want to be physically guarded while I am trying to let go
while giving birth. I am hoping to be really present and that my
midwives will help me be present and I want it to be a life-
changing spiritual event. I don’t want it to be just something |
have to get through.

Jane and Christine spoke again a few months after her second birth
and subsequent hospital transport. As will be seen in her postbirth nar-
rative, through an extended hospital transport stay Jane modified her
view and eventually came to trust the biomedical team and develop a
shared language and dialogue about the nature of risk.
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This time [second birth] my water broke early i :
and by the afternoon I was feeling surg y in the morning

: : es. And all the next d
the same thing again—every hour I would have 3 few contra:)-(

tions and that would be it, My water had been broken for
twenty-four hours. In addition to my direct-entry midwife, |
also had asked another labor support person who knew abo;.lt
relaxation therapy to come. She just was really good at helping
me focus and would say things like, “Let your birthing body take
over.” She put her hand on my belly and told me to breathe into
her hand and breathe up the surge and then she would breathe
with me and it was about taking really slow deep, deep breaths
and slowly letting them out. I would let my birth team know a
contraction was coming—"“It is intense, help!” You can see it
in the video when my direct-entry midwife kneels down and
helps me and talks me through it and I really felt I needed con-
nection during surges. That whole period from about 5 to 10
centimeters was so hard. I had been doing this for two days and
[ felt it was never was going to end.

This scene is radically different from the one described in her first
birth. In this second birth, the trust and connection with her caregivers

are solid.

Eventually the midwives said, “We think the baby is turned the
wrong way and we are going to try and turn her and it will hurt,”
and [ said, “Whatever you have to do.” They couldn’t turn her
and so they said, “Sorry honey, you are going to have to go to
the hospital.” I just started crying and wailing—I was so upset
and I did not want to go to the hospital and I had no backup
plan. Then I said, “Okay it is over—I give up.” I was now sure

that [ would have a cesarean section.

At this stage, Jane perceived going into the hospita'l as entering
enemy territory where all hope of connection and getting her needs
met would be lost. :

The transport began with strained relationsh'ips Pet}veen the hospi-
tal staff and the midwifery team. When the hospital insisted on separat-
ing Jane from her trusted support team, Jane’s fear escalated because
she had no basis for trusting the care she would receive.

. be
We went to the hospital and I wanted my SUPPOIt;eame‘:ait
with me and with the initial evaluation they made m
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alone. For me the mind-body connection was so clear, but
the relaxation exercises went out the window because |
stopped being attentive to relaxing. | was just so tense and
focused on all my fearful and scary thoughts and this cut off all
the blood supply to my uterus and everything tensed up and |
was a wreck. It was not so excruciating physically in the car,
now that I think of it, it was more the emotional piece that was
excruciating.

This particular hospital had been the recipient of many prior home-
birth transports, in which lines of communication and nexuses for
smooth articulation had been established. In fact, in response to the
challenging economic climate, this hospital actively solicited home-
birth transports. The reasons why the initial contact between the mid-
wife and the hospital team was strained are unclear. Eventually,
however, the midwife was allowed to share her information with the
attending physician and the hospital staff. As a result of previous expo-
sure to the midwifery model, the hospital staff exhibited a willingness
to work more within the parameters of the midwifery model than the
biomedical one by allowing Jane to continue her labor, despite the fact
that she was considerably over the twenty-four-hour limit that the
hospital allows for broken waters.

And then the doctor came in and said, “We realize that you
don’t want to be here and we are going try and work with you,
but let’s be very clear. Your water has been broken for three
days—this is a very serious situation and we are going to
monitor you very closely and as long as there are not signs
of infection we are going to work with you. But if we say that
we have to prep for a cesarean section, we expect your cooper-
ation.”

This accommodation on the part of the hospital staff was tainted by
the subsequent devaluing and discounting of the midwife's account
of Jane's labor progress. The transfer of knowledge from midwife to
hospital staff was partial and disjointed, with distrust mounting on
both sides. Nevertheless, due to the prior positive experiences with
other homebirth midwives at this hospital, the entire midwifery team
was allowed to remain with Jane in her room.

The willingness of both teams to remain in contact and dialogue,
disjointed though it had been, proved to be key in eventually paving
the way for a smooth and mutually transforming mandorla transport.




rapport for Jane to make requests and have them
upnn.
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As my midwife relayed her information to this physician, she
also told him that I had been to ten centimeters twice [lr; the
midwifery model, it is accepted knowledge that a ce;vix can
dilate and then retract, usually as a result of emotional tension
The biomedical model does not recognize this possibility, | Ai
this point l?e rolled his eyes to one of the other women there like
my midwife was crazy. And I thought, “I am supposed to relax
and trust this doctor when he doesn’t believe my midwife,” and
that was hard. They gave me an epidural and pitocin.

Despite the rift in communication on both sides,

[ made them turn off the monitor because I did not want to hear
it and they could have turned it off last time but I didn’t know
that. The doctor told me, “we are not going to check you a lot
because of the risk of infection” and when he checked me I was
at six centimeters and he looked at me and said, “You are at six,”
and he said it in such a way that was like, “Don’t delude your-
self—ten centimeters!” I didn’t like him at the beginning but it
got better later.

The biomedical expertise of the anesthesiologist and his eventual
willingness to open the lines of communication began to alleviate
Jane’s fear and distrust of the hospital. Trust was established as the dia-
logue ensued:

When the anesthesiologist came in we were talking about the
possibility of a cesarean section. I told the anesthesiologist that I
had to have a general before because there was a window in my
back and I was terrified of it. He explained to me that, “Th?rc are
many things we can do short of a general.” He kept trying to
brush me off and move on and I told him, “I need to k'now S0
[ can move on.” Finally he got engaged in the conversation and
he explained to me what other things could _be done to nqmb you
short of a general. Then 1 started to feel a little better being |:l€l‘f
at this hospital—“At least these people know what they e domhg,
at least they have modern technology here.” I was pissed—why
didn’t my other doctors know this? Ao

After spending all day in the hosplial. my Fon”admtr}l:';?of
not getting closer together. They said, “You will have to thi

there was enough
heard and acted
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what you want to do—we can keep upping the pitocin but there
is a limit to how far we can go and at that point we will need
something else”—obviously the something else was a c-section.

On the basis of prior experience with other homebirth clients who
had transported into this hospital, the staff, wherever possible, was
willing to honor the decision-making power of the woman who was
giving birth. Almost all women electing to give birth at home become
very knowledgeable about the process of birth and risks and benefits of
each intervention. Hospital exposure to these homebirth clients created
options for Jane that would not have been possible without this accu-
mulated experience.

The attending physician had given Jane and her midwifery team
time to confer with one another.

After they left I said to my team, “Huddle up, huddle up,” and
they surrounded the bed—and said, “What are we going to do?”
It was a major group decision for me—I needed to hear what
they thought. My direct-entry midwife said, “Let’s keep trying
with the pitocin and see what happens.” Her assistant said, “Well
I am looking at this and thinking the baby is doing great and
your uterus is tired and not performing the way it should, why
wait until the baby is not doing great, now would be the time
to stop and have a ¢-section—you are tired.” And to me her
assistant made more sense than pushing the limit. I was so
focused but tired and I thought, “I don’t want to wait until code
red” And I said, “Okay, let’s do it” [the c-section] and [ started
to cry again and I said to my midwifery team, “Help me have
peace about this.”

At this point, with everyone in agreement, Jane would have received
a cesarean section if not for an emergency situation that occupied her
obstetrician for a time.

We called the doctor in and he said, “I hear you want a c-section
but I can’t do it right now. Why don’t we just keep the pitocin
going and we will see what happens. I have an emergency down
the hall I have attend to now.” I fell asleep at this point for the
first time.

When the attending physician returned about one and one-half
hours later and found Jane ready to give birth, he was happy to support
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her in a vaginal birth. At this point he took the

: ’ lead from Jan
honored her wishes without insisting that he direc vl

t the show,

I slept until midnight when he came
. totally dilated and his face was just
shocked, and he said, “Well you are ten and you can push now,”
and the whole room lit up. Suddenly everyone got up and gc;t
ready and got me positioned. My midwife said, “You can turn
off the epidural if you want to, it might make you feel more and
make your pushes more efficient.” I agreed. Before doing this the

physician asked, “Are you sure? A lot of women have a hard time
| when doing this.” I said yes.

n and checked me. [ was
totally shocked, happy

As the midwifery team and the hospital team interacted during the
. intimacy of the moment, they become more integrated. The physician
| facilitated their integration by making himself vulnerable and becom-
' ing interested in the outcome. He personalized his care, saying that he
would treat Jane as his sister and give her the best care he could.
[n time, the midwives and Jane came to trust him to such an extent that
they saw him as part of the birthing team. This created a space for Jane

to respond in kind and share an intimate detail about birth:

[ told the physician that I wanted my husband and myself to be
the first ones to touch the baby. He replied, “Okay, but that
might be kind of hard for me—I get really excited when the
baby comes out.” At that point we all actually liked this doctor.
He had made himself very human and he had been so patient.

It later became clear that the doctor’s prior exposure to the midwifery
model had been a major factor in his willingness to accommodate
Jane’s wishes and to do all he could to facilitate her vagina_l birth.

After several hours of pushing with a great deal of unified support
from her midwifery team and the physician, her baby was born vagi-
nally. By this time the biomedical team and the mlidwifery team had
bonded to the point of becoming a united, close-knit team with every-
one enjoying the miracle of the moment.

I told [here she calls her physician by his first name] 1 wam;d
the baby put on me immediately with the cord cut when t e
baby is on me. I don’t want my baby taken away a.nd : don(;
want her to be given a bath. I want her just to be W'Fh e

I asked him to do whatever he had to do to make this happen.
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He said “Okay.” There she was and she was born and she was on
my chest and we were all around her. Then [again she calls the
physician by his first name] came in and said, “It has been five
minutes, we have to cut the cord.” I will never forget it—I just
wanted to say no and then I said, “Fine.” They cut the cord and
kept her with me for a while and then they took her away.

The doctor was able to convey the effect that this birth had on him
and some of the transformation he had undergone as a result.

He came in the next day and he was really beaming and he said,
“Wow, that was a really great experience. It was really good for
me.” I didn’t quite know what he was referring to then, so I went
back to see him a couple of weeks after the birth and talked to
him about it. He said that it was really nice the way we cut the
cord and that we waited a little bit. He had to really push it to do
that because the hospital demands that it be done right away
and that he was glad we waited. And he really liked that we cut
the cord on top of me. Hospital protocol is to hold the baby
down and cut it below the mother’s body, which he said he
thought was ridiculous and that he thought it should be done
just the way it was done. The way we did it—he thought that
that is the way birthing should happen. It felt really good.

Jane’s story illustrates how individuals who inhabit separate concep-
tual worlds, when forced into an encounter, often begin the initial
communication reluctantly and with resistance—with uneasy tolera-
tion rather than acceptance. But a generous amount of time spent
together in a potentially critical situation can allow the possibility for
establishing the rapport essential to a mutually satisfying and trans-
forming, and eventually smooth, articulation of psyches and knowl-
edge systems. Jane came away with a respect for biomedicine and trust
in the care provided by the physician. The physician, in turn, allowed
himself to be positively influenced by midwifery ideologies of birth,
and initiated a reconstruction of his former concepts. Each made
allowances to accommodate and adjust to the “other” along the way. In
this case, extensive prior rapport with other homebirth midwives was
the backdrop that facilitated the mandorla. Jane’s transport illustrates
how institutional protocols can be significantly and continually altered
in individual situations as cultural opposites sustain continued contact
with each other over time. We will return to the power of this theme in
the conclusion of this chapter.
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“A Home Birth in the Hospital” We close this section of midwifery
scribing a transport that

counted to Christine. Both the
midwife and the woman who gave birth shared

homebirth client storijes b\ briefly de

occurred a few months ago and was re

their narratives

Christine conducted before and after birth iE][('I‘\‘i\‘W.\ with the
mother

Prior to her birth, the ode thing the woman most wanted w.

as to stay
it home. However, she was eventu

ally transported for failure to
ss. Upon arrival at the hospital, the midwife and |

ilh(l}‘lllg couple
cted respectfully and warmly, Tt

1e midwife showed the staff the
hart and answered any questions asked. The mother stated
inted an epidural, as she had been laboring throughout the
s ready for some relief, She was given the epidural and
ing her hospital stay, the mother noted that for the most
were treated respectfully and midwifery knowledge was hon
in extent that when the time came for her to push, the

ted the midwife to massage the mother’s perineum with oil.

1
]

saged, the midwife remarked to the parents that this was

h in the hospital.” She said, “There we were, I was attend
» her husband was holding one leg and the nurse the other,

1s can De, just as we had planned, only in a different loca

re grateful for the epidural and pitocin— it facilitated the

l DIrth. |
point of crowning, the hospital staff gathered around. The
recounted how she kept waiting for the doctor to say, “Okay,
ove aside now,” but that didn’t happen. Much to the
s the baby was arriving, the attending chief resident stood

1sked the midwife if she needed anything else. The mui@ru
uze and promptly a table with the necessary s:hsu‘-lru‘ull
as 3~rnu~ﬁ:h? over to her. The staff watched as the midw |_h-
aby and put him on his mother’s chest. Soon after this,

. 1 B e are 1 * paby ume
tal staff left to give the midwife, parents, and the l”l. t

. k s SVINEODES ' POSI

he mother and midwife enthusiastically expressed how ill"‘l

ey el ol
xperience was for them. The mother emphasized that ‘i‘f

reviously very anti-transport, she has now changed he

. is necessary. In retrospect she
zed that sometimes it is necessary. | F

ind rea ; _
' | ! mitocin were welcome aides. In this trans
the epidural and pitocin wer . b e
1n witness the profound 2 nd extensive mandorl .
s om up to reconstruct

o -cur from the bott e
ons that can occur fr the midwifery

. . hiomedical and
ng of birth from both the biomedical a




496 o Christine Barbara Johnson and Robbie Davis-Floyd

A Midwife’s Stories: Bridging Worlds

The following story comes from Carrie, a certified professional mid-
wife (CPM) who has practiced in Georgia for almost twenty years,
attending during that time over 850 births. Her practice is “unlawful”
(meaning that it is punishable in the misdemeanor category in her
state). Most of the homebirths she attends are for white middle-class
couples. She does prenatal care out of her own home in an Atlanta sub-
urb. She began her birth career in the late 1960s working as a volunteer
in labor and delivery, and then took training as a biomedical assistant,
working in labor and delivery and for a pediatrician for several years.
Starting in 1977 she began attending the homebirths of friends; in the
early 1980s she undertook an apprenticeship (1.5 years) with another
homebirth midwife who later became her partner.

A mother pregnant with her second child, whose first birth had been
very fast, started bleeding during mild early labor with contractions six
to eight minutes apart. Carrie had sent her for an ultrasound at thirty-
four weeks, which had been normal, so she knew she was not dealing
with a placenta previa (the placenta does not move after thirty-four
weeks). Carrie noted that “If the mother had not had the ultrasound,
there is no way 1 could have checked her with that much bleeding at
home.” (In a case of true placenta previa, doing a cervical check can
cause harm.) Carrie checked the baby’s heart tones, which sounded
good. Carrie was concerned by the dark red color of the blood, which
indicated that it was not from a superficial cause. She called the hospi-
tal and talked to the nurse-midwife who works for Carrie’s backup doc-
tor, telling her it looked like some kind of placental abruption might be
occurring. They drove the mother to the hospital, where the nurse wel-
comed them into the labor and delivery unit and put the mother on an
electronic fetal monitor, hooked up an IV, and drew blood to type and
screen in case she had to have a cesarean. The baby’s heart tones
remained steady and strong. The doctor came in about ten minutes
after they arrived and said to Carrie and the nurse, “It looks like you
have everything under control.” Carrie expressed her concern about the
color of the blood, but the doctor was not worried. He stayed for only
about five minutes. After he left, the mother labored for another three
hours. She spent time in the Jacuzzi, sat on the toilet, and then on the
birth ball for a while; eventually she got in bed to try to rest. Carrie and
the nurse-midwife turned all the lights off in the room. When pushing
contractions kicked in, the mother pushed for about ten minutes, as
Carrie recalls, and delivered on her hands and knees while the nurse-
midwife caught the baby. The baby stayed with the mother. The pla-
centa came fairly quickly after the birth; when Carrie and the CNM




examined lt,ﬁthey could see a five centimeter clot on it—an indication
that the placenta had partially detached in that area and had been
bleeding from that plat':e for a while. (If 2 placenta detaches uniformly
a_ttcr_the birth, there wnllvnot be many clots on it unless it has been sit-
ting in the uterus for quite a while, but if there is a partial separation
there will be clotting or additional clotting at the site of the partial "-ep-’
aration.) The mother and baby went home the next morning. Aﬂer‘ the
birth, the doctor told Carrie that she probably could have stayed at
home for this one. And Carrie told him, “You have to realize that it’s
important for me to transport sooner rather than later when I have
the option.” And he said “You are right—I don’t always see it from your
side.”

[n the hospital, a partial placental separation is not cause for major
alarm because facilities for a cesarean are there at hand. But homebirth
midwives like Carrie prefer to err on the side of caution—if you see too
much bleeding to feel okay about it, you transport, A primary ingredi-
ent in Carrie’s willingness to transport early rather than late was the
trust she had established over time with this doctor and this particular
hospital. This trust has evolved into a smooth articulation of knowl-
edge systems in which risk assessments can be mutually understood.
She said:

Since the early years of my practice, over time we have built upa
lot of really good rapport, so that we have a lot of unofficial
backup [it can’t be official as Carrie’s practice is not legal or
licensed in Georgia]. We now have a doctor who is providing
backup for us in that during the pregnancy he will see the
mothers if we need him to—if we need an ultrasound he’ll do
one in the office. He says he doesn’t like homebirth, but also he
doesn’t like the fact that many doctors are refusing to see home-
birth mothers. He says everybody deserves good medical care
when necessary. And if something comes up in labor, we can call
the nurse-midwives who are always in-house. They listen to what
we have to say on the phone and have everything set up when we
arrive—the operating room ready, the doctor.alreald!y in-house.
So it is a really good situation—there are no animosities or reper-
cussions or “attitudes” toward homebirth mothers. The 90ct9rh
aren’t exactly thrilled—they have said to the ?NM.S’ !W!Sh
you'd quit befng so nice to these midwives so tjley I quit brmg}:}ng
women in.” And the CNMs have answered, “Would you raf "
leave them at home?” And the hospital is wonderful! It habdrllo
newborn nursery—I would consider them mother-baby friendly.
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The babies are never taken away from the moms unless they are
really in trouble and need to be in the NICU.

Carrie’s experiences point out that different kinds of articulations can
happen in the same location as the actors come to know and develop
trust in each other over time.

In 1978 with the publication of Birth in Four Cultures, Brigitte
Jordan issued a call for the replacement of top-down, culturally inap-
propriate obstetrical systems with models of mutual accommodation
between biomedical and indigenous systems—a plea that is equally
significant for all homebirth midwifery systems. The stories recounted
above illustrate the positive results of this sort of mutual accommoda-
tion. These mandorla transports can reconstruct institutional knowl-
edge and protocols from the bottom up. Nurse-midwives are especially
well placed to achieve such relationships, as they inherently straddle
and bridge (and occasionally fall into the fissures between) bio-
medicine and homebirth midwifery. Establishing close relationships
with homebirth midwives who are not legal is simultaneously a trans-
gressive and a boundary-spanning act.’ The prior communication
between Carrie, the nurse-midwives, and the supportive physician cer-
tainly facilitated the smooth articulation of systems illustrated in these
stories. Carrie feels that the key to this sort of smooth articulation is
mutual respect and a cooperative attitude on the part of all concerned.
Carrie’s long and safe practice in her community has earned her this
kind of respect from the hospital practitioners who know her best. She
notes that it can take years to build this kind of relationship, especially
with physicians who start out mistrusting midwives. Once established,
though, such relationships tend to last. Many homebirth midwives do
presently enjoy mutually accommodating relationships with one or
two supportive physicians, which they have worked hard to build over
the years. But they note that such smooth articulations are jeopardized
when the supportive physician moves away or retires and is replaced by
a younger doctor “with an attitude,” as Carrie puts it, and then the
midwife has to start all over again on the process of building trust.
Midwives cannot always count on the availability of the physicians who
support them, and even those who have spent years building good rep-
utations and good relations with certain physicians sometimes still
have to deal with fractured articulations during transport.

But in Carries case, because of her long-term relationship with the
nurse-midwives in her local hospital, the articulation between her
knowledge system and that of the hospital and its practitioners is so
smooth that she is more than willing to transport even for situations
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that have nothing to do with risk, but rather with the mother’
alone, as the following short story shows: -
A primapara (mother giving birth for the first time) had ulled

muscle in her back at the end of her pregnancy and was in a loF of in
as a result; she called Carrie to her home in the middle of the nil)?ll?
Carrie arrived to find the mother was in very early labor, at two ceﬁti-.
meters dilation, but with close to unbearable pain from the back
spasms. Carrie spent hours trying to relieve the pain in her back with
showers and warm compresses and massage. She said:

After a while we were running into brick walls as far as pain
relief for the spasms, so we decided to go into the hospital where
they have Jacuzzis in the labor rooms. By the time we got there,
she was six centimeters. The nurse-midwives who received us
told her she was doing great. The jets did good counterpressure
on the back pain. They never started an IV and she had no pain
medication. The baby’s heart tones always sounded great. [ was
able to catch the baby as “the grandmother” on the chart—the
nurse working with us had had her babies at home, and the
nurse-midwife was very supportive and felt this mom really
deserved the continuity. The baby was fine and the family went
home twelve hours after the birth.

As these two stories illustrate, smooth articulation between knowl-
edge systems proceeds through points of overlap, transition, and com-
munication, which facilitate the seamless flow of information and
linked, imbricated decision making in which the actions taken by one
person or group build on the information supplied by another. The
relationships between Carrie and the hospital-based CNMs encompass
such points. This kind of bottom-up decision making within t?le
top—down biomedical system requires a rejection of its tendency to.dls-
count or dismiss as irrelevant other ways of knowing. Such rejections
can and do take place at the level of the individual even when the_sys-
tem as a whole remains dismissive. The process of forgmg connections
between practices and effects across the midwifery!b'lomedlcal dnndef
can produce not only safer transfers but also a merging of the best o
midwifery and the best of biomedicine.

CONTEXTUALIZING THE MANDORLA TRANSPORT ’
What motivates or inspires a physician to reject the t(:p—down syszerl;r; r??e
give credence to homebirth midwifery knowledge? In our exp )
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the ingredients key to an individual’s rejection of biomedical hege-
mony in favor of mutual accommodation include: (1) exposure to
midwifery care, (2) exposure to midwives, and (3) attention to the sci-
entific evidence. We will briefly deal with each of these in turn.

Exposure to midwifery care. Some doctors train in hospitals where
nurse-midwives practice and thus are able to observe first-hand the
benefits of midwifery care. Physicians we have interviewed are often
awed by the midwife-attended births they witness, which are often
visually and aurally nothing like the births they have seen. Women
attended by midwives in hospitals are more likely than women
attended by physicians to give birth in upright positions, with lots of
vocalization, without an episiotomy, and with a great deal of hands-on
support. Nurturance and consideration tend to characterize the mid-
wife’s approach to the mother; shared decision making takes place in a
context of mutual respect. Physicians who do not ordinarily witness
this kind of birth can find the experience transformative, can become
imbued with a desire to incorporate this kind of respectful, humanistic
approach into their own practices, and will be more likely to work with
nurse-midwives in the future from a partnership, rather than a hierar-
chical, perspective. Occasionally a brave physician will venture outside
hospital bounds and observe a midwife-attended homebirth—an expe-
rience that tends to be emotionally evocative and ideologically trans-
formative (see for example Wagner 1997).

More profoundly, it is important to note that clinicians judge other
clinicians as individuals, not just as members of a class or category;
individual judgments can overcome prejudices based on subcultural
differences. Does a practitioner give good care, make good decisions,
and communicate accurately? Individual practitioners make decisions
on the basis of experience. All clinical practitioners constantly gather
experience and information, and react differently to a comment, order,
or action from someone they trust as opposed to someone whose judg-
ment has been faulty in the past or whom they do not know. Midwives
work best with the doctors they have come to trust as a result of experi-
ence, and vice versa. But most doctors have little or no experience
working with homebirth midwives; the experience they do have may be
skewed if it comes only during emergency transports. Lack of experi-
ence with working together creates problems that exacerbate and
perpetuate lack of experience with working together (Judith Rooks,
personal communication, 2002).

Exposure to midwives. We can say without overstatement that Ameri-
can homebirth midwives tend to have huge hearts, impressive personal-
ities, a strong sense of commitment and dedication to serving women,
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a secure sense of their own self- and professional worth, and a large
fund of knowledge about parturition that seamlessly permeat ths'
conversa;ion. Simply spending time with them can turn a hnspa;t;r pr:cl:
titioner from an opponent ol
smooth articulati(ﬂ? chara-:tt(e)rzl?zsf:l.:,ptilf:z'i'rl;tsern:.:':i1 HS‘ Cummunltlf: : whc':rc
wives, and sometimes physicians occasipon i 3 hogpnal g

R ) ally participate in periodic
potluck dinners where models of mutual accommodation begin to
emerge over casseroles and drinks. Hospital midwives who develop
respect for, and good relationships with, homebirth midwives often
transmit this trust to the physicians with whom they work in a kind of
spillover effect that paves the way for future smooth articulations during
transport.

Attention to the scientific evidence. There is increasing emphasis these
days on “evidence-based medicine” (Rooks 1999). As we have seen,
midwifery tends to be more evidence based than obstetrics because
midwives are generally less interventive than physicians (Frye 1995;
Davis 1997; Gaskin 1990; Rooks 1997) and the scientific evidence
(Rooks 1997:345-384; MacDorman and Singh 1998; Goer 1999; Enkin
et al. 2000) shows that many common interventions do more damage
than good. Any doctor who actually looks at the evidence, instead of
relying solely on what he is taught by biomedical tradition, will take
note of the benefits of midwifery care, will thus be less likely to assume
a blanket superiority for obstetrics, and will be more open to learning
in the moment, “going with the flow.”

ARTICULATING TRANSPORT MANDORLAS

Articulation is the production of identity on top of difference, of unities
out of fragments, of structures across practices. Articulgnon links this
practice to that effect, this text to that meaning, this meaning to that real-
ity, this experience to those politics. . . . And these links are themselves

articulated into larger structures.

— Lawrence Grossberg, We Gotta Get out of This Place: Popular
Construction and Postmodern Culture

iduals continually form and
ally true that it is difficult to
ut the contextual coor-
ion and structure are

While trust is only possible when indiv
reform institutional structures, it is equ
keep trust sustainable among individuals witkot
dination enabled by social organizations. Ac
inextricably inter]in}lr(ed into different aspects of the same whofle an(f
cannot be disconnected from one another. The besF guarantees of mall:
dorla transports are legislative statutes that institute and clarify the
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rules and resources available to midwives, and in so doing greatly
reduce uncertainty and stabilize transport encounters.

Today in most developed countries, the homebirth rate hovers
around one percent. That homebirth might be more widely chosen in
the developed world if it were more readily available is indicated by the
Netherlands experience, where the homebirth rate has never dropped
below thirty percent (DeVries 2004); and by New Zealand and the
Canadian province of Ontario, where in recent years it has risen signif-
icantly as the result of acknowledgement of the scientific evidence sup-
porting homebirth and a strong alliance between midwives and
consumers, which has generated active government support. These
three regions stand as models of what Davis-Floyd calls seamless articu-
lation—their midwives practice, and their health-care systems fully
support, birth in all settings, creating ease of choice and continuity of
care across what in most other countries can only be seen as the home/
hospital divide (DeVries, van Teijlingen, Wrede, and Benoit 2001). In
the United States, we find few examples of institutionalized seamless-
ness, but as we have shown in this chapter, smooth articulation that
leads to an integrated individual birth experience can be manifested in
the mandorla transport. The more such transports occur, the thicker
will be the webs of articulation mandorla transports build between
individuals across biomedical and midwifery knowledge systems and
worlds. Until and unless institutional systems of seamless articulation
can be created, the further mainstreaming of American midwives will
depend on the continued weaving of these fragile, easily ruptured, but
always reweavable webs.

ENDNOTES

1. Portions of this chapter are adapted from Davis-Floyd 2003.

2. Medical practitioners who only see problematic homebirths that are transported to
the hospital tend to think that all homebirths are “botched.” The rate of problems
derives as a function of a numerator (number of cases with problems) and a denom-
inator (total number of cases—the majority—that have good outcomes). If one only
sees the numerator, it is impossible to realize that the rate of transports is actually
very low compared to the number of successful homebirths (Johnson and Daviss
2005).

3. About 200 nurse-midwives attend homebirths in the United States. Ideally, their
transport experiences should be smooth but often are not. While there is excellent
data on the statistical outcomes of nurse-midwife-attended births in the U.S., includ-
ing home to hospital transports (MacDorman and Singh 1998), we know of no
research on American nurse-midwives' transport experiences. Further research should
also include thorough quantitative and qualitative studies of the treatment of trans-
ported women and the specific outcomes.
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WHY MIDWIVES MATTER: OVERCOMING
BARRIERS TO CARETAKE THE

hristine Barbara Johnson and Robbie Davis-Flovd

Fostering Autonomy through an Ethic of Caring ¢ Barriers to
y Care and Efforts to Overcome Them ¢ Conclusion: Integrating

Care and Autonomy

1 science of midwifery are characterized by these hallmarks
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centered care

powerment of women as partners in health care

itation of healthy family and interpersonal relationships

omotion of continuity ol care

ilth promotion, disease prevention, and health education
notion of a public health care perspective
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POWER OF BIRTH

I menopause as normal physiologic

for informed choice, shared decision making, and the right to
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