Abstract

Throughout human history midwives have playedrdareérole in pregnancy and
birth. Recently, physicians with technological kkihd standardized education have
replaced midwives as the primary health care pergith Western society, particularly in
the United States. However, in the twentieth cgninidwives reemerged into popular
culture, not from a tradition dating back thousaafigears, but from a rise in
sociopolitical awareness and from an outcry fomgjea The philosophy of American
midwifery born of these collective movements hasleed with biomedicine, causing
tension and dissension between midwives and dodiecsaiuse both sets of healers have
very different approaches for the same goal: caongregnant women and delivering

babies safely. This paper investigates some o€thesflicts and assesses them.

Table of Contents
Title Page — pg. 2
Introduction — pg. 3
Brief History of Midwifery in the U.S. — pg. 3-5
Background on Literature - pg. 5-8
Discussion of the Literature:
Conflict due to Economic Factors — pg. 8-9
Conflict due to Authoritative Knowledge in relatiom Education — pg. 9-12
Conflict due to Authoritative Knowledge in relatiom Ideology — pg. 12-13
Conclusion — pg. 13-17

References — pg. 18



A Middle Ground?: The Divide Between Midwives an@diérn Medicine

17 March 2008



I ntroduction

The goal of this paper is to examine the confletgveen physicians and midwives. By
midwives | am referring certified nurse-midwivesN/s) and lay midwiveswithin the United
StatesThe literature has revealed three primary sourtesrtlict between biomedicine and
midwifery: economic concerns, education and thestjole of authoritative knowledge, and
ideology and its relationship to authoritative kiedge. This paper will examine the economic
concerns from the doctor and hospital viewpoirg, right of authoritative knowledge based on
education from the doctor and the midwife perspectind ideological differences between
physicians and midwives from patients’ experieradsoth disciplines. A brief review of the
history of midwifery in the U.S explaining the angpf some midwifery philosophy will also be
included. Most of the studies in the literature @veonducted in the United States; however, |
have included a study from Austrdliand a study in countries being influenced by Wested’
medicine. The paper will conclude with a discussibout the possibility of collaboration
between doctors and midwives in the United States.

Brief History of Midwifery in the U.S.

Before the twentieth century midwifery was notsslified as a profession in the U.S.;
instead a community of neighboring women boundxpedence and knowledge of pregnancy
attended each other’s births and acted as infononales (1997:1052). Apprenticeship could be
gained through observation and participation asugh more formal training, and payment was
frequently through reciprocal services. The risthe biomedical profession, changes in
sociocultural perspectives concerning birth, shatalth regulations, and the lack of organization
among the midwives affected and led to the dedirtbe midwives’ prevalence as birth
attendants. This decline reflects a relocationiarihlance of authoritative knowledge. As
Brigitte Jordan defines it, authoritative knowledgéers to the system of knowledge that has the
greatest influence in a society because of effi¢twy perceived best explanation for the state of

the world) or structural superiority (associatethvthe strongest hierarchal power) although



several domains of knowledge frequently coexisf2t9). Members of a society do not think of
the authoritative system’s position of power asiratnor as socially constructed (1992:4), and
authoritative knowledge is a position consolidatetsimply by those with the “higher
knowledge” but with the community’s interactiongihe authority. To a large degree, a
midwife’s knowledge was perceived as inferior te ghysician’s resulting from new cultural and
social values placed on birth and pregnancy.

During the early twentieth century a movementdetter maternal and infant care led
many women, such as Mary Breckenridge and thoss\ieg in the Public Health Movement, to
conclude that nurse-midwifery would provide the treffective care (1997:1053). In 1920 nurse-
midwifery centers opened in poor areas like inngridew York and rural Kentucky, and in
1932 schools for nurse-midwives were establishedinvthe U.S, where previously all schooling
and certification had to be obtained in Great BritAlurse-midwifery experienced a split early in
its history over the question of nurse-midwivesnalependent health care providers or as
physicians’ assistants. The two opposing orgamnatcombined in 1969 to form the American
College of Nurse-Midwives in order to improve nursilwives’ legal status and also likely in
response to the middle-class Natural Childbirth Braent, which increased the demand for
nurse-midwife services. Nurse-midwives began toerfoem their patients’ home to birth care
centers, and their training programs became maacaged with university-based medical
education centers. Nurse-midwives also became meoéved in state-sponsored maternal-infant
programs, which further legitimized their rolessase and cost-effective health care providers
with positive patient feedback (1053). This legitiation translated into growing support from
physicians, with the American College of Obstetins and Gynecologists officially recognizing
nurse-midwives as part of the obstetrical care (eampable of managing normal labor and
delivery with physician supervision (1997:1054) wawer, fear of nurse-midwives displacing
family practitioners led to opposition from otheedical factions and individuals, expressed by

refusing or restricting practice privileges, steegts in liability insurance, ostracism by



collaborating physicians, and misrepresentatiomuo$e-midwifery to the public. Despite this
opposition, currently all states have legislatieaagnizing nurse-midwifery as a legitimate
practice, although the freedoms and restrictiomg waeach state.

In the 1960’s and 1970'’s, born of the countercaltdome Birth Movement, interest in
lay midwifery re-emerged (1997:1054). Proponentisasfie birth emphasized the natural process
of childbirth and that it should occur within theniiliar environment of the home and not in a
medical and technological—therefore unnatural—emnment. Mimicking the early community
of neighbor midwives, lay midwives gained experiaad informal training through observation
and participation by attending friends’ and neigisbbome births. At first their skills as birth
attendants did not equate into a professional caveéthe demand for home birth soon brought
the lay midwives together to share and expand #tkication and information and create a social
network. This caused immense concern in the biocaédommunity because of increasing
competition, lay midwives’ informal education, aifé possible dangers of home birth, and since
lay midwifery was illegal in most states, they weharged with practicing medicine without a
license. The organizations of lay midwives gathdoedhe purpose of legalization and
legitimization. These legal battles occurred stamgously with activism for women'’s rights to
abortion and contraceptives, and midwifery was ¢Beactivists as another step for women'’s
control over their reproductive process (1997:108b)erms of current legal status, direct-entry
(lay) midwives have regulated legal status (cedtibns, license, registration, or permit) in
twenty-four states, legal status in ten, legalstatithout licensing options in two, neither legall
regulated or prohibitory status in four, and pritieith status in eleven (MANA and NARM 2007).
Currently nine of the regulating states offer Medlicreimbursement for direct-entry midwives.
Background on Literature

Within the literature three themes continually adbe conflict between medicine and
midwifery, the ideology and roles of midwives artygicians, and the empowerment of women

through midwife-aided pregnancy and birth. Therditare revealed two main sources of conflict



between midwives and physicians: economic compatiind authoritative knowledge.
According to Steffie Goodman'’s research in 20@Yorder to explain the decline in CNM
employment and restrictions on their practice, diacand hospital officials cited reasons such as
patients “too ‘high-risk’ for midwifery care” orging malpractice insurance. However, these
parties did not provide evidence to support eitifehese claims, and Goodman concluded that
the reasons were related to political economy dfiterviewing obstetric care employees and
employer¥ from two different facilities. Hospitals and phgisins often viewed midwives as
competitors because midwives served a high voluinpeeviously unwanted (low-income)
patients and used minimally invasive strategies.

Phyllis A. Langton’s research in Washington D.Goadlealt with conflict by
investigating obstetricians’ reluctance to supportate CNM practice or provide CNMS with
medical back-up. Medical back-up equates to superviof allied health care providers (like
CNMSs) by physicians (1994:32). D.C. legislation Ha®e levels medical back-up: general,
direct, and immediate collaboration (33). Geneegallkaup, which is the category under which
CNMs fall, refers to communication either via phamen-person; however, health care facilities
can require a higher degree of supervision likedliback-up, which requires a physician to be in
the facility at the time of delivery. The two magurces of obstetricians’ reluctance to support
private practice and provide back-up for a midwiviere professional accountability and
economic restrictions (1994:36). The majority o$tatricians believed that CNMs were meant to
be supplements to a physician, that a physiciattensive education better qualified him or her
to care for patients, and that CNMs would be relotto ask a physician for help (1994:37-39).
Also, obstetricians felt there were fewer payingltiey patients available, and competition for
them was increasin@.994:41). As for economic restraints, obstetrisitgared the high cost of
malpractice insurance for providing back-up for wikks and taking the risk of being sued
(1994:42-43). Finally, physicians wanted reimbursetrfor their services, which the

obstetricians did not foresee occurring (1994:44).



Biomedicine’s influence on authoritative knowledgehe Western world and beyond is
illustrated by Robbie-Davis Floyd’s research onrélationship between biomedicine and
midwifery in developing countri&s. The study included in this review explores indiges
midwives’ or TBAs™ views on the hospitals set up to provide bettes éar women in
developing countries. WHO, UNICEF, and SMave courses lasting several weeks meant to
educate TBAs in a biomedical fashion, especialbaitieg when to transport a pregnant woman
to a hospital (2000). These programs discontinbedraining after mortality rates did not
decrease. Blame was placed on the midwives (2000)n fact the midwives had difficulties
and concerns concerning transportation and hosiftat the programs did not address.

Another major conflict is due to the ideologicdifeliences between doctors and
midwives. In 1995, the rising trend of lay midwivescoming CNMs was examined. At first,
many lay midwives believed nurse-midwifery was cmtnpatible with their philosophy because
of its reliance on and alliance with medicine andtdrs (1995:431). Her surveys of these lay-
turned-nurse midwives revealed that most of thedmdi feel their certification was necessary
although it was useful in practice and allowed themrovide more service to more people
(1995:434-435). However, an even greater numbgrerh felt that lay midwifery had been a
positive experience, and that a tenet of midwifehgme birth—was not covered adequately in
nurse-midwife training (1995:436).

The midwife’s feminist approach seems to havertareappeal to women giving birth.
In Karen Coyle, Yvonne Huack, Patricia Percivalj &mda Kristjanson’s research of mothers in
Western Australian, birthing centers patients whd éxperience with hospital births were
contrasted with midwife-aided births. The autholentified four key elements in their interviews
(2001:183-185). The mothers believed in birth agtarral process, a view which they thought
midwives shared and which caused the midwivestervene as little as possible (2001:185-186).
However, the mothers felt that doctors, and eveiwivies within a hospital, viewed birth as a

disease that must be cured, and that is why iméorewas much more frequent in hospitals



(2001:186-187). Finally, mothers felt that they &vélte equals of midwives and that midwives
educated them so that they could arrive at their decisions (2001:188), whereas doctors were

the experts, and they decided what was best famttber (2001:189-190).

Discussion of the Literature
Conflict between Physicians and Midwives Due to Economic Factors

Maternity care constitutes one-fifth of health cexpenses in the U.S. (Goodman 2007).
In comparison to the U.S.’s 7.45% of midwife-atteddirthg, other industrialized countries
have 50-75% of births attended by a midwife anarejpwer infant mortality and lower overall
maternity care costs, which result from midwiveshgral avoidance of technological
intervention unless absolutely necessary (2007geheral, midwives present several financial
difficulties to physicians and hospitals. Midwife&sst efficiency could lead to an increase of
previous hospital patients seeking cheaper obstedre or, if midwives are employed with the
hospital, a decrease in funds received from theitad's billing patients for intervention and
technologically dependent procedures, which thewifiddgenerally avoids. The traditional
patient demography of midwives is frequently lowame, immigrant, or uninsured women,
which according to Goodman have become more vaduahphysicians as Medicaid
reimbursement has improved (2007). In Goodman'@ystone hospital stated an increase in
high-risk patients as a reason to limit midwifamhich Goodman rejects as a facade (2007).
He/she stated that the obstetrics department hpalyta fine because doctors were billing
patients for midwifery services inappropriatelygdgrhysicians felt they were losing patients to
the midwives. However, in Langton’s study, obstédns cited high-risk patients, like
Goodman’s two facilities did, as unsuitable for miig delivery (1994:41), which will be
discussed in the next section.

Also, both a hospital in Goodman’s study and okistahs in Langton’s study cited

rising insurance costs as reasons to not endodgifary, although Goodman doubted the



hospital board’s veracity because of announcemabtspt nature. However, Langton’s
obstetricians stated that their premiums woulddase if they filed claims to back-up midwives
or if they were sued (1994:42-43). It seems thatnsurance companies do not value the
professional midwife and the physician cannot degfsupporting a midwife who usually has less
training and therefore more liability. Langton’sstétricians desired reimbursement for their
back-up service, but since midwives typically sdowe-income patients, the midwives saw no
way to afford back-up themselves and keep costddotheir patients (1994:44). Obstetricians
state that the monetary amount of reimbursemamitiequivalent to the amount of time back-up
takes because while obstetricians are supervisidgives it puts strain on their schedules. In
this case Medicaid does not provide sufficient &ifat the “best” midwifery services, or with
physician back-up. This contrasts with Goodmanlgbthat physicians wish to take Medicaid
patients in their practice, and one D.C. obst@n@ven states that back-up and Medicaid are not
financially worth the amount of time and risk nesaay (1994:44). This could indicate that
sometimes physicians’ fiscal value exceeds Mediggiidbursement. The portrayal of midwives
serving low-income patients could reinforce a dosti@nding of “lower class” health care
providers among the medical community.
Conflict dueto Authoritative Knowledge in relation to Education

In the past, authoritative knowledge of pregnamuy lirth has belonged to women and
midwives.According to the Midwives Model of Cafehe role of the midwife includes educator,
attendant during pregnancy, delivery, and postparadviser; and support system (1996). The
midwife sets up prenatal visits and regular chegk-and is available to answer questions. The
midwife also helps the mother to set up an emengbinth back-up plan, any necessary
diagnostic testing, or appointments with other theedire specialists. The midwife provides the
mother and family with information about pregnaniyth, infant care, breastfeeding, any
recommended procedures, tests, and treatments)(I986ughout the process, the midwife

emphasizes the natural process of birth and thebdiétp of a woman’s body during birth. The



midwife provides the mother with information abguaiod nutrition and lifestyle choices to make
intervention procedures less likely (1996). Thewiid respects the mother’s and family’s
informed birth plan and supports their decisionsc&ise of the relative freedom of the delivery
settind”, the midwife encourages the mother to move intofootable positions, to eat, and
eases the discomfort of labor with massages, laboater, and other methods (1996). Whether a
lay- or nurse-midwife, this summarizes and geneealthe environment and philosophy
midwives try to foster, usually in the more indegent settings of homebirth or birth centers.
Still, the physician with extensive educationairtirag and technological skills in
Western society has become the main authoritydiguhealth care. Generally, midwives are
seen as inferior health care providers because imediMess formal education significantly
reduces their abilities in the eyes of medical dictDavis-Floyd highlights the difference
between biomedical education and midwifery eduoadi® didactic versus experiential (1998),
with biomedicine emphasizing the didactic and mfdwi the experiential although both
incorporates each. In Langton’s study, the obsiatis thought the role of the midwife was a
supplement and not substitute to the doctor’s (t#94:37). A major issue was that these
obstetricians had spent years and large sums oéyrtorbecome what they are, and a midwife is
required to do far less training (1994:38). It sedranfair to them that midwives could provide
the same service that the obstetricians had lalbmooed intensively to achieve. Obstretricians
also had concerns that midwives would do anythingchieve a natural process of birth, even if
at expense of risking the life of mother and inflayinot calling a doctor as soon as they should
(1994:39). As mentioned earlier, doctors are caomegtabout high-risk women and a midwife’s
ability to provide for them. In Langton’s D.C. styudome examples of high risks are women
waiting to have their first child until their latezenties or early thirties, pregnant women abusing
drugs, and teenage pregnancy (1994:41). Whileitstegioup is fairly stable except for their age,
the last two groups frequently do not have checkregularly or follow directions as well as they

should, resulting in high-risk pregnancies and lrth-weight babies. While technological skill



may prove effective in safely delivering this catggof high-risk pregnancy, the midwife offers

a different option. Langtons’ obstetricians did mawledge that the effectiveness of CNMs in
pregnancy education, especially for difficult-t@ch women (1994:40), and obstetricians defined
CNMSs' roles as mainly counselors, educators, outreaministrators, prenatal caretakers, and
health providers for noncompliant women. This gi@$Ms a predominately preventative role in
high-risk pregnancy situations, at least from thggicians’ point of view and likely from the
midwives’ as well. The Institute of Medicine andficé of Technology Assessment has found
that CNMs can effectively care for at-rilpatients and are more capable than physicians when
providing services dependent on communications patirents and preventative measures
(1994:28)

Robbie Davis-Floyd presents an interesting persgeonh biomedicine’s clash with
midwifery by taking the stand that the biomedigatem infringes on the traditional systems of
midwifery and healing. She claims that frequertly midwives and women are not at fault for
not choosing the biomedical birth care method;hibgpital system is. In this situation, it was
midwife against midwife—the licensed versus thelonidwife. Many midwives reported a
reluctance to transport women because (1) theyotibave reliable transportation and (2) they
did not want to subject their patients to the Hibgtidisrespect, and pain received at the hospital
(2000). Frequently hospitals in developing coustdatside of the U.S. do not have sufficient
funds or staff to provide adequate care and thezefere not necessarily better environments to
give birth in (2000). The mothers opted to sta@he with a midwife instead of traveling to a
hospital, where they could not be sure of themtireent.

Although CNMs could be considered a successfugnatéon of midwifery and
biomedicine, frequently CNMs are under the sup@mwisf a doctor and the biomedical system.
Many lay midwives feel that nurse midwifery is aids with their ideology: CNMs are the
bottom of a hierarchal team, limited in serviced patients by their employers, and too

dependent on biomedicine. Several stufiesentioned hospital midwives acting more like



nurses than midwives. The lay-turned-nurse midwinégentre’s study were asked to prioritize
why they became certified; their top four reasoesento impact the system, to be legal, to serve
a more diverse clientele, and to gain more slélkpertise, and education—particularly
gynecologic (1995:433). They wanted acceptancetirgdealth care community because
fighting against it seemed counterproductive tartheals, and generally they reported being
accepted in a positive light by classmates anchexaq1995: 433-444). Despite attempts at
reconciliation or tolerance of lay midwifery on thart of CNM organizations, CNMs fear the
same displacement by lay midwives that physicianl897:1056). CNMs are the middle
ground between midwifery and biomedicine, and ex$tef combining the two professions
CNMs must choose where their loyalties lie andvaltme discipline dominate the other.
Conflict dueto Authoritative Knowledge in relation to | deology

U.S. lay midwifery arose in conjunction with othesrciopolitical movements for change
and became a part of the feminist movement, clgilhgnvomen to take control of and
understand their own bodies again (Ventre et &51428-429). Since most physicians refused to
attend to pregnant women in their homes, and naideives had legal restrictions and
regulations, lay midwives became the solution asébirth attendants (430). Midwifery views
birth in more a social context, rather than mediCalyle et al. 2001:182). Therefore, the mother
is the focus of the pregnancy and birth, and thebwifié acts as a knowledgeable and respectful
support system for the mother. Midwifery returnghautative knowledge to the mothers,
educating them so that mothers may make informeid@s concerning her pregnancy and
delivery. Instead of emphasizing the complicatiofbirth, midwives insist it is natural and
therefore requires only enough technological aidrtsure success.

Midwives emphasize the role of the woman, and thysigians emphasize the role of the
infant. This gives midwives a fairly egalitarianatonship and shared responsibility of choice
with their patients while physicians become théarity because they will usually know more

about birth and pregnancy than the mother. For pl@mne Australian mother said a doctor



pressured her into giving her child a vitamin Keietjon after the birth when she had previously
decided against it (Coyle et al. 2001:190). Thehmotertainly is an important component in
birth and pregnancy to a physician, but she isllysseen as a vehicle for a potentially dangerous
and fragile living being. Therefore, the doctothe ultimate deciding factor for what will be best
the infant.

The mother’s safety is a primary issue, and phasifrequently express that homebirths
could be potentially hazardous if complicationswcdlidwives’ commitment to natural birth
makes doctors regard midwives with suspicion. Tpartstion could arrive too late and the
midwife would have little to no technological traig or equipment to save the two lives at stake.
Doctors believe that midwives simply do not hawe ¢brrect equipment or the capacity to deal
with unforeseen issues. Even though 70-80% of dimticur without complications, the
possibility that a mother could fall within the etl20-20% (Goodman 2007) is too much of a
risk for most doctors’ preference.

Conclusion

The majority of literature regarding midwives arattbrs has a bias in favor of the
midwife. The marginalization of midwives within tlanerican medical system has impassioned
and infuriated several of the authors, and theypweaoompletely veil their frustration with the
biomedical system. This frustration can occasigradlor the objectivity of their criticisms,
particularly Davis-Floyd and Goodman. In additiafi,of the authors included are females, and
they all focus on the conflict between the biomabgystem and midwifery. | do not question the
validity of their research or that the views exgeabin their research extends outside that small
pool of women because as a U.S. citizen myseadgemns discontent with or mistrust of doctors
and biomedicine is fairly prevalent, something whstiould be addressed by the health
community. This slant in the literature toward dmtfobscures or even omits examples of
collaboration between the disciplines, althoughgesgions do follow in some of the articles’

discussions.



One consequence of some of the authors’ biasesdbsence or skewed representation
of the physician’s point of view. Langton’s studgpents a rational depiction of obstetricians’
reluctance to support midwives. A loss of income thucompetition with midwives is a
comprehensible reason for obstetricians to be whmidwives. Immediate midwife integration
could have a range of repercussions on the meaicthhealthcare community. For example, the
endorsement of midwifery limits the market for dwst and also—if it is as cost-efficient as
studies say—it could become the new preferred ndettfidirth, putting these highly specialized
professionals out of work. Since physicians proddrvice it could be inferred that they view
their patients solely as sources of income. Howgubrsecurity is a concern of all employees,
not just doctors, and competition will rationallguse discomfort. Perhaps because of midwives’
tendency to serve low-income patients they havepestthe idea of viewing patients as a source
of income. However, physicians have a more expernsigctice to support as well. It's true that
some doctors may go into their profession for eatinagain, but the amount of study, time, and
money necessary to attain that goal could detetrtiheselfish. Physicians likely believe their
method provides the best care for the mother anthfant, unaware that in part their authority is
a social construct. None of this means that midsveve not deserving of their own economic
niche. In fact, it seems midwives can fill in thepg that physicians feasibly cannot, like areas
without enough patient density to merit the buigdof a birth care facility. Also, | do see the
advantage of having a variety of options, and tidbwifie is certainly one of those. However,
more than economics, | believe the hostility tovgamddwifery occurs because of ideological
differences.

I included Davis-Floyd's research on TBAs and htapiimplemented by Western
organizations in order to demonstrate an exampleoshedical bias against midwifery. It
exemplifies a common perception of the irratioyadit local people when, as in this situation,
there was a good reason to reject the new way @mtthce with their traditional one. The TBAs

were not even reluctant to institute biomedicakprures or practices into their own; their



environment simply limited them. Since many TBAd dccept Westernized medical practices, it
would be interesting to see if these medical ogtions could also respect the TBAS’ intuitive
knowledge, not so much in the spirit of camaraderianother abstract principle but because the
TBAs have a much better knowledge of their envirentithan the organizations that wish to
assist their communities. Reciprocal communicatiounld offer clarity on both sides.

Birth has the dual properties of a natural and @ty life-threatening process so it is
difficult to ascertain how much or what kind of edtion should be required for an individual to
deliver babies. Interestingly, biomedicidaees incorporate experiential learning into physician
education in the form of residency; however, exgdial learning is applied with a firm didactic
foundation. It seems midwifery—especially whemitarporates home birth—has a more
experiential (tactile and kinesthetic) approach rettee midwife touches the mother’s stomach to
determine knowledge about the infant, althoughliegi@gon has required didactic learning as well
(1998). However, the different emphases of eadtiplise may place midwives and physicians
at odds to a certain extent because their educhtistaught them the importance of their own,
very differing approaches. Overall, the doctor's@ation is most respected in the U.S. As shown
by Davis-Floyd's article, the immediate conclusafrinternational biomedical healthcare
officials is that the problem lies in the indigesaystem and not within its own ranks. Within the
medical community, I've discerned a certain disdaimvariness of the midwife’s education. In
order to be accepted as viable birth care providaysmidwives have become CNMs and
surrendered homebirths—a foundation of traditionawifery—which reveals the bias of
biomedicine and the perceived superiority of ha@diirth within our society. However, Davis-
Floyd brings up an excellent point: why are we poting biomedicine in developing countries
when it is too costly, too invasive, and too tedbgirally and drug dependent for our own
culture? (2000). | ask in addition, “Why are we nbanging our own system to be more efficient
in cost and care?” Biomedicine is not an end-dlitin to birth difficulties. | cannot say which

method of education has more validity because hblo¢ly have strengths and weaknesses.



Completely eradicating midwifery from the healtreeaystem removes a successful birth
alternative to hospital care. Although | do nolidae lay or nurse midwifery are in immediate
danger, some of the research has suggest margitiainf even the most highly certified nurse
midwives, which is concerning. Neither can biomedide disregarded because improvements
in this discipline have led to medicinal breakttgbs, longer life spans, and the potential for
better quality of life.

Successful integration of, or at least coexistdretereen, midwives and physicians has
occurred in other industrialized nations, with iegsive results. If the physicians and midwives
in the U.S. look beyond their ideological differesand realize their common goal of providing
the best care as possible for pregnant women amditifiants, the medical community as a whole
could gain much. However, some significant phildggogl shifts need to occur before the two
disciplines can truly respect and work with eadteotUntil midwifery and modern medicine can
move beyond their differences, | believe each gdisw@ has a niche that is necessary for
healthcare. In Tennessee, obstetric and birth ieate not sustainable in poor, rural areas and
are being discontinued, leaving pregnant women wontly a family practitioner (personal
communication with Mark Farbé&f). Midwives, who have traditionally gone where dwstare
not willing or cannot go, would be a perfect sautbecause they require less technology and,
therefore, fewer expenses. For now, | believertidivives should have some kind of
relationship with a hospital or physician in ordehave biomedical back-up in case of an
emergency, along the lines of D.C.’s general colfabon, but | also see the benefit of
independent midwife practices. The healthcare systeould have options besides hospital birth
for informed mothers. Not all women would chooselwifery, but at least they would have a
choice.

An integration of biomedicine and midwifery hasgmial benefits, especially in the
establishment of patient relationships. What makigsvifery so unique is the amount of

communication between the patient and the midvei$ethe Australian study showed, these



mothers were so much more satisfied in their bighéxperience with a midwife than with a
doctor. A midwife’s communication with her patiemgsa valuable skill often missing in
biomedicine. With a free flow of information betwethe two disciplines and an exchange of
skills, a better healthcare system with more satighothers, more communicative doctor-patient

relationships, more cost efficiency, and lower mfanortality could be achieved.

' The international definition of a midwife is ardigidual who has attended a nationally accredited
educational program and qualified to practice tgfosuccessful completion of the program (Davis-&loy
1998).

" The definition of a lay midwife is complicated. Migfinition of one is an individual who is a prieat
practitioner with education by apprenticeship,-sélidy, midwifery school, or sometimes a nursinigosd
and who usually delivers outside of a hospitalisgttin the home or a birth center facility (MANAJhis
may more formally be known as direct-entry (Davisyd 1998). For simplicity’s sake, | will use lay
midwife here since it is used the most in my soswréaother term TBA (traditional birth assistani)lw
also be used briefly; these are midwives who donmextt the international definition of midwife besalof
less formal education (like no license or certifica) and generally work within a community. Thasher
definition is another frequent use of “lay” midwif@so known as granny or traditional midwife onthpi
attendant.

" On the assumption that Australia is consideredt@vesn cultural background and influence

v By Westernized | mean biomedical and am refertinDavis-Floyd's article on global issues in
midwifery.

¥ Within the U.S.

" CNMs, physicians, hospitals and service admirtistsa nurses, childbirth educators, and policymsker
"' Also, the physicians mentioned the overabundahobstetricians in the D.C. area, but it may be a
regional instead of national concern of doctor9@92).

Y Papua New Guinea, Tanzania, India, Mexico, HEljiypt, Uganda, and Brazil are all examples in
Davis-Floyd's article (2000).

" As defined by WHO and UNICEF (2000)

* Safe Motherhood Initiative

“ According to a 2004 study

“'' A definition of the midwife’s role meant for consers created in May 1996 by national organizations
such as Midwives Alliance of North America (MANAe North American Registry of Midwives
(NARM), the Midwifery Education Accreditation Couh@VEAC) and Citizens for Midwifery (CfM).

" i.e. birth center or home

*¥ Due to social and economic problems

*In this case, the CNM and lay midwife differ maimh legal stature because the services they peoaid
comparable.

*! Davis-Floyd’s “Mutual,” Ventre, and Coyle

 particularly lay midwifery

*Mark Farber is a state health care employee whiewsvhospital plans, etc.



References
Bourgeault, vy Lynn and Mary Fynes. 1997 Integrgtiay and Nurse-Midwifery into
the U.S. and Canadian Health Care Systems. Ssci@hce and Medicine
44(7):1051-1063.
Davis-Floyd, Robbie. 2000 Mutual Accommodation asrBedical Hegemony?
Anthropological Perspectives on Global Issues idvifery. Electronic
document, http://www.davisfloyd.com/ShowPage.absf1, accessed
October 28, 2007.
Davis-Floyd, Robbie. 1998 The Ups, Downs, Inteiig&s of Nurse- and Direct-Entry
Midwifery: Status, Practice, and Education. Elecic document,
http://www.davisfloyd.com/ShowPage.asp?id=51gased October 28,
2007.
Coyle, Karen, Yvonne Hauck, Patricia Percival, amdla Kristjanson. 2001 Normality
and Collaboration: Mothers’ Perspectives of Bittntre versus Hospital Care.
Midwifery 17:182-193.
Goodman, Steffie. 2007 Piercing the veil: The maafization of midwives in the United
States. Social Science and Medicine 65(3):610-621.
Jordan, Brigitte. 1992 Technology and Social Inteoa: Notes on the Achievement of
Authoritative Knowledge in Complex Settings. Etecic document,
http://www.lifescapes.org/Papers/AK.ms.IRL27.patfcessed March 17,
2008.
Langton, Phyllis A.1994 Obstetricians’ Resistarwéntdependent, Private Practice by
Nurse-Midwives in Washington, D.C. Hospitals. Wan&Health 22(1):27-48.
Midwives Alliance of North America (MANA) and NortAmerican Registry of
Midwives (NARM). 2007 Direct-Entry Midwifery Statiey-State Legal Status.
Electronic document, http://www.mana.org/statechtanl|, accessed
March 17, 2008.
Midwifery Task Force. 1996 Midwives Model of CaEdectronic document,
http://cfmidwifery.org/mmoc/brochure_text.aspx¢cassed March 17, 2008.
Ventre, Fran, Peggy Garland Spindel, and Kate BoavlEO95 The Transition from Lay
Midwife to Certified Nurse- Midwife in the Unitedtates. Journal of Nurse
Midwifery 40(5):428-437.



