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ABSTRACT


Despite the fact that the United States spends more money on maternity care than most other industrialized nations, it continues to have higher infant mortality rates than economically equivalent countries (Rooks, 1997).  In addition, rising malpractice insurance costs and Caesarean sections in obstetrical practices are indicators that American approaches to childbirth need to be reevaluated (MacDonald, 2007; DeVries, 2001).  Midwifery, which focuses on health care in pregnancy and birth, has been shown to be a successful healthcare approach for non-high-risk pregnancies (Rooks, 1997; Mander, 2001).  Midwives are trained in a variety of childbirth-related practices and emphasize pregnancy and birth as normal.  Although many midwives share views on how birth should be handled, midwifery has been divided into various schools of thought that range in their willingness to include medical interventions, affiliate with mainstream health care systems and incorporate alternative, homeopathic remedies into the practice.  


This study was designed to acquire in-depth knowledge about how midwives choose to develop their practices.  Four midwives with different training backgrounds who work in Ithaca, New York, were selected to participate in the study.  Interviews were conducted in the workplaces and/or homes of the midwives and further information was acquired through follow-up questioning.  The information from the interviews was analyzed within the context of the history and politics of midwifery in the US.  In addition, special consideration was taken for the midwives’ international training and work experience.  Comparisons were drawn between midwifery models in the US and other countries such as Canada, Cambodia and England.   


Analysis of the interviews revealed a complex relationship between the midwives’ personal philosophies, training, workplace and practice.  Each of the factors is inextricably tied to the other and influences how the midwives incorporate medical technology, female empowerment and spirituality into their care.  


Because philosophy, training, workplace and practice are all crucial in developing a midwifery practice, limitations on any of these elements could be detrimental to the field.  For example, the US sets strict limits on where certain midwives can work and how they obtain insurance.  As a result, many midwives are forced to make sacrifices in their practice to compromise for the legal and political restrictions imposed on them.  Other regions, such as Ontario, Canada, have designed models for midwifery that promote quality health care without relegating midwives to one specific workplace, training style, philosophy or practice.  There is reason to conduct further research to compare US and Canadian models so that evidence-based changes to maternity care in the US can be made.  
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CHAPTER I: INTRODUCTION

Review of Literature

Introduction to the Problem of Childbirth in the US

The state of pregnancy and childbirth in the US is of deep concern.  The 2009 Center for Disease Control (CDC) “National Vital Statistic Report” describes a decrease in the percentage of mothers obtaining prenatal care in the first trimester and an increase in induced labors and Caesarean sections.  Furthermore, the Report explains there a rise in preterm birth rates, low birth rates and teenage pregnancies (Martin et al, 2009).  These statistics are cause for alarm and are indicators of systemic health care issues.  In addition to the worrisome birth statistics, obstetricians are facing a malpractice crisis in which they are forced to endure increasing insurance costs and decreasing reimbursement (Schwartz, 2001).  The financial pressures on obstetricians have pushed many out of the field or have compelled them to focus on maximizing the number of deliveries while minimizing the time dedicated to each patient.  As a result, childbirth in the US is suffering from lower quality care.  There is a need to reevaluate how childbirth is handled in the US.  In order to do so, non-obstetrical models within the US and other countries should be examined.  
Introduction to Midwifery


Midwifery is a model of care that focuses on the health during and related to pregnancy, child-birth and breast-feeding.  While other woman’s health specialties, such as obstetrics, focus on the complications and risks of pregnancy, midwifery emphasizes pregnancy and birth as normal processes (Rooks 1997; MacDonald 2007; Wertz & Wertz, 1989).  Midwives generally avoid pathology-oriented interventions and participate in a wide range of practices to prepare women for pregnancy and birth.  Midwifery is a valuable field of investigation because it directly addresses issues of maternal and child care and safety; uses of technology; female empowerment and rights; spirituality; and cultural traditions.  This section will review a brief history of midwifery in the US, the England, Ontario, Canada, as well as describe government support of birthing practices in traditional aboriginal and Cambodian communities.  These practices will be explored as a basis for understanding different government and cultural approaches to midwifery and will help elucidate some of the issues inherent in the US system.  

Birth, Technology and Safety in Research 

Midwifery is a less commonly-used birthing model in the US, however it is the standard in most developed countries.  In 2006, only 11.3 percent of all vaginal births in the US were reported to have been attended by midwives (Martin et al., 2009).  More technology and money is spent on maternity care in the United States than other developed countries, but the infant mortality rate in the US is higher than economically and medically equivalent countries (Rooks, 1997).  Similar trends are true of other infant and maternal health indicators, which suggest a great discrepancy between scientific evidence and clinical practice in the US (DeVries, Benoit, Teijlingen & Wrede, 2001).  In 1991, a study investigating vaginal births in the US delivered between thirty-five and forty weeks gestation compared the results of midwives and obstetricians.  After controlling for risk factors, researchers found that midwives had significantly lower rates of infant mortality and neonatal mortality and better outcomes related to birth weight (DeVries et al., 2001).  Numerous studies have compared health outcomes between midwife- and obstetrician-attended births including the lower rates of Caesarean section, episiotomies, and third and fourth degree lacerations among births by midwives (Marland & Rafferty, 1997: Rooks 1997).


Female Empowerment in Birth

In addition to differences in physical safety outcomes, women, care-providers and scholars have noted distinctions between obstetrical and midwifery practices that contribute to maternal confidence, control and sense of empowerment.  Feminist theorists such as Jean Donnison and Ann Oakley have argued that the shift from childbirth at home to the hospital represents an effort to subjugate women to male power.  By moving pregnancy and delivery into a male-dominated sector (medicine) women and female caregivers are forced to give up autonomy and control of their bodies (Donnison, 1988; Oakley, 1986; Marland & Rafferty, 1997; MacDonald, 2007).  Other scholars such as Margaret MacDonald describe “space” as an important component of the differences in distribution of power in obstetrical and midwifery births.  Even if a birth takes place in a hospital, midwives are attentive to the surrounding atmosphere and energy (MacDonald, 2007).  Studies have investigated a variety of ways in which female control and power differ in obstetrical and midwifery births.  Analysis of gendered knowledge in obstetrical and midwifery practices revealed distinct variations in the language used in the two practices.  Studies found that while obstetrics emphasized words such as “goals,” “intervention” and “examination,” midwifery focused on “acceptance,” “process” and “feeling.”  Obstetricians used language that reinforced the idea of managing a pregnancy and midwives used words that characterized the woman’s state as natural and normal (Pitt, 1997).  In addition, the midwifery model is designed so that a considerable amount of time is spent educating women so they can make decisions about pregnancy, birth and motherhood for themselves.  In comparison, obstetricians have many more time constraints and as a result they cannot spend lengthy visits educating their patients.  Active participation and decision-making about one’s own care and health experience have been identified as crucial components of feeling empowered during pregnancy and birth (Rook, 1997).  More informed decision-making helps women to feel positive, confident and in control. (MacDonald, 2007; Mander, 2001).  

Spirituality Surrounding Birth 

While spirituality is explicitly incorporated into pregnancy and birth in some cultures such as Mohawk Native Americans and Native Cambodians, for many women in mainstream American culture, spirituality is omitted from conversations about healthcare.  However, In 1975 Ina May Gaskin, a farm midwife, published Spiritual Midwifery which sold more than half a million copies over the next twenty years.  She became one of the premier advocates for the importance of spirituality in pregnancy, childbirth and postnatal care.  Her book, which is now on its fourth edition, covers a range of topics including the role of religion, partner intimacy and mind-body connectedness.  In the fourth edition, Gaskin (2002) writes: “Since mind and body are One, sometimes you can fix the mind by working on the body and the body by working on the mind” (p.340).  She argues that the mother’s mental, emotional and physical health care are closely related to each other and to the baby’s health.  Gaskin also describes the value in physical connections between the mother and her partner.  She explains that partner sensuality and sexuality during labor help to open up a woman’s womb.  Gaskin asserts that physical connection between the mother and midwife is also important because it fosters a sense of friendliness, relaxation and trust.  


Gaskin incorporates Christian, Jewish and Buddhist teachings into her explanations of spirituality and describes birth as holy.  She offers guidelines to maintaining positive energy during labor so that the birth is successful and the baby comes into the world feeling loved.


Gaskin uses detailed explanations and diagrams of anatomy and physiology to support her understandings of spirituality during childbirth.  

Types of Midwives

Midwifery is an approach to maternity care which includes a spectrum of practices.  Contemporary midwifery in the US encompasses certified nurse-midwives (CNMs), lay midwives, direct-entry midwives (DEM), certified professional midwives, American College of Nurse-Midwives Certification Council (ACC) certified midwives (CMs), and licensed midwives (LMs).  Granny midwives, or community midwives in the southeastern US, are historically important though were nearly non-existent by the end of the twentieth-century (Rooks, 1997).  
CNMS are registered nurses who have completed a midwifery education program and have passed a national certification exam as regulated by the American College of Nurse-Midwives (ACNM).  Most CNMs have received a master’s or other higher degrees and are legally permitted to practice in any US jurisdiction.  Their scope of practice includes independent management of health for women and babies during normal pregnancy, labor, delivery and postpartum/ postnatal periods.  Care also involves gynecologic examinations and family planning.  They work within the health care system to provide consultations, collaborative management and referrals.  While many are employed by hospitals, some CNMs are employed by free-standing birth centers.  (“About the midwifery profession,” 2005; Ventura, 1996).  The CDC reports that in 2006, 94.3 percent of midwifery births were attended by CNMs, most of which were in hospitals (Martin et al., 2009).    


While sometimes lumped into the same category as non-nurse midwives, the Midwives Alliance of North America identifies lay midwifery and direct-entry midwifery separately.  According to MANA, a lay midwife is an uncertified or unlicensed midwife who has been trained informally through self-study or apprenticeship (“Definitions,” 2008).  Direct-entry midwives are independent practitioners who have been educated in midwifery through self-study, apprenticeship, a midwifery school or a college- or university-based program that is separate from nursing (“Definitions,” 2008).  Both lay midwives and direct-entry midwives offer care to women during pregnancy, child-birth and postpartum periods.  They provide health counseling and guidance on natural and barrier methods of contraception.  They often have working relationship (in the absence of formal agreements) with physicians (Rooks, 1997).


Certified Professional Midwife designates certification by North American Registry of Midwives (NARM).  The examination for certification process was established in 1994 to ensure the competency of direct entry midwives (Rooks 1997).  ACC Certified Midwives (CMs) are direct-entry midwives who have fully completed basic midwifery education programs and have been evaluated by the ACNM.  ACNM’s accreditation requires that direct-entry midwives meet the standards of nurse-midwifery care without the nursing component.  Licensed Midwives (LMs) are direct-entry midwives who are legally recognized by the state in which they work.  Laws regarding licensing vary from state to state (Rooks 1997; See Appendix A for more detailed information).  

A Brief History of Midwifery in the US: Eighteenth through Twentieth Centuries

The Midwifery Years


With some exceptions, childbirth has historically been part of a women’s domain.  Knowledge rooted in experience and observation has been passed down through generations (Robinson, 1984, Rook 1997 p.18).  In the colonies, women continued the long-standing English rituals related to birth.  Laboring women were surrounded by female friends and relatives to provide comfort and aid (Wertz & Wertz, 1989).  Assistance became a regular exchange between women in the community, helping to foster social childbirth, or birth as a communally-supported experience (Wertz & Wertz, 1989).  Midwives also contributed significantly to social childbirth because they offered reassurance for having witnessed births before.  


Some midwives were licensed in some colonial cities, however most practiced without regulation (Rothman, 1983).  Even so, they were granted community recognitions and benefits (Wertz & Wertz, 1989).  


By 1750, American men were returning to the colonies from overseas medical schools.  They were eager to exercise their new knowledge and were chosen increasingly more often by American women.  Until 1810, American doctors saw childbirth as a field to be shared between themselves and midwives.  During the nineteenth century, childbirth did not show any clear patterns other than the decrease of female midwifery practices.  Newly educated physicians brought competition to the field and introduced various interventions, such as forceps, which were believed to improve safety during birth.  As the childbirth became more medically-oriented, it was viewed less suitable by mainstream society for women to have a place in the process (Wertz & Wertz, 1989; Litoff, 1982).


Medicine became professionalized in the second half of the nineteenth century in the US and the American Association of Obstetricians and Gynecologists was established in 1888 (Leavitt, 1986).  Legal definitions of medical practice were broad, however they made it illegal for unlicensed individuals to carry out any acts described in the provisions (Safriet, 1992).  While there were efforts to license and improve the education of doctors, midwifery was largely unregulated through the 1920s (Rooks, 1997).  

Hospitalization of Birth


Fertility and maternal mortality rates were high prior to the middle of the twentieth century.  In an effort to decrease the loss of women’s lives to pregnancy and childbirth, male physicians and supporters joined together to abolish midwifery (McCool & McCool, 1989).  Resistance to midwifery from physicians, as well as major social and economic changes in the US, contributed to a movement of childbirth from the home to the hospital (DeVitt, 1979; Rooks, 1997).  Some of the most important components of the shift from childbirth at home to the hospital included the decrease in self-sufficiency of the family unit making families more consumer-oriented (Tom, 1982); scientific discoveries contributing to the advancement and trust in medicine (Walsh, 1992); improvement of medical education and consequently health care laws and status of physicians (Starr, 1982; DeVries, 1985); a great increase in the number of hospitals and the invention of the automobile which increased accessibility to hospitals (Litoff, 1982); and the introduction of prenatal clinics in hospitals (Roberts, 1995).  Attitudes towards midwifery also changed as economic prosperity contributed to a growing middle class.  Middle- and upper-class women were no longer expected to work for pay, which distanced them from working-class midwives (Wertz, 1983).  Upper-class women were the first to subscribe to the belief that physicians were better skilled for delivery (Starr, 1982).  As more upper- and middle-class women chose doctors for childbirth, midwives became thought of as poorly trained and only suitable for women who could not afford better services (Rooks, 1997).  


Other phenomena contributing to a preference for hospital births was the introduction of “twilight sleep” to the US, which included a mix of morphine and chlorophorm to relieve pain and act as an amnesiac to make the laboring woman forget what was happening.  The treatment gained particular support from feminist and suffragist groups who argued that twilight sleep freed them from the suffering and bondage of childbirth (Wertz & Wertz, 1989).  The campaign to promote twilight sleep was successful and attracted more women to hospitals.  In turn, hospitals became more equipped to treat greater numbers of pregnant women (Wertz & Wertz, 1989).


Midwives were an easy target for blame for the poor status of maternal and child health during the early twentieth century.  Many had no formal training and despite the fact that doctors were more likely to spread communicable diseases, midwives were believed to be less sanitary (Rooks, 1997).  Many midwives were poor, immigrants or racial minorities, which made it difficult for them to gain political clout in the fight to defend midwifery (Rooks, 1997; Wertz & Wertz, 1989; Litoff 1986).  In addition, sexist attitudes prevailed that women were incapable of learning obstetrical methods and properly attending births (Litoff, 1982).  Midwives came to be seen as an obstacle to the progression of obstetrics, which was becoming increasingly favorable for managing pregnancy and birth.  In “the midwife debate” between 1910 and 1935, pregnancy was presented as “a dangerous condition [which] required complicated care available only from highly trained medical specialist” (Rooks, 1997; Litoff, 1986).  Influential obstetricians spoke out to fellow doctors, arguing that childbirth was a pathologic process in which only a small portion of women could come out unscathed (Rooks, 1997; Leavitt, 1988).  They announced the evils that were “natural to labor” and concluded that delivery with instruments and medical interventions was safer (DeLee, 1920).  


From the 1930s into the 1960s, medicine continued to stress prevention methods in labor and delivery and as a result treated each woman as if some rare occurrence might happen to her (Wertz & Wertz, 1989).  Speed and efficiency were also heavily emphasized.  Women were routinely strapped into beds, given an assortment of analgesics, and surrounded by machinery in anticipation of emergency.  The delivery rooms were filled with equipment for resuscitations, blood transfusions, heart monitoring and stocked with medications to artificially speed up or slow down delivery (Wertz & Wertz, 1989).  Doctors also continued to be trained to identify problems and cure pathology in birth.  They felt an obligation to improve the safety of birth for mothers and children by actively managing birth.  

Beginnings of the “Natural Birth Movement” and the Resurgence of Midwifery


Even though mainstream American culture promoted hospital births with physicians, smaller movements promoting natural birth arose as early as the mid-1940s when books about intervention-free delivery began to be circulated.  These books defended the notion that pain in labor and delivery resulted from tension induced by fear of the process.  They argued that women who were confident in their health and childbirth as normal could experience delivery without fear.  Supporters of the natural birth movement emphasized women’s participation in and control of pregnancy and childbirth.  


During the 1950s, women began to publicly express their dissatisfaction with American obstetrics.  They wrote to Redbook and Ladies Home Journal describing their feelings of alienation, isolation, dehumanization and abuse during their childbirth experiences (Daviss, 2001).  The 1950s also saw developments in nurse-midwifery.  In 1955, the American-College of Nurse-Midwives (ACNM) was established which provided certification and licensure to nurse-midwives (DeVries & Barroso as cited in Marland & Rafferty, 1997).   


In the 1960s and 1970s social movements calling for peace, protection of the environment and equality for ethnic minorities and women pervaded North America.  Among these demands for social change, the alternative birth movement (ABM) emerged to help women regain their control of childbirth.  The ABM was strongly associated with the effort to restore and preserve midwifery.  Although the ABM was most robust in the US and Canada, it was also evident in Europe, and in particular the United Kingdom.  The spirit of reform and the growing feminist movements served as catalysts for the ABM (Daviss, 2001).  In addition to growing distrust in authority figures and bureaucratic institutions and increasing doubts about the widespread use of technology, more family planning options became available to women in the 1960s.  As a result, women were having many fewer children and demanding more meaningful childbirth experiences (Rooks, 1997).  


Social and cultural reform in 1960s and 1970s helped to advance the growth of nurse-midwifery.  In the middle of the 1960s, most nurse-midwives worked almost exclusively in jurisdictions that legally sanctioned their practice.  By the middle of the 1970s nearly every state had legalized nurse-midwifery.  Nurse-midwives began to be recognized by health care workers and government agencies as a successful part of the healthcare system.


By 1970, 99.4 percent of births in the US occurred in hospitals.  However, a trend toward planned homebirths during the 1970s more than doubled the number of out of hospital births from 0.6 to 1.5 percent (Rooks, 1997).  Homebirths were largely chosen by middle-class women who sought out non-interventionist deliveries where they could be surrounded by their families.  Many of the homebirth families in the 1970s identified with counterculture movements or traditional religious practices and others were highly educated and believed in the avoidance of medical intervention (Raisler, 1978).   


In the late 1970s, more than ten direct-entry midwifery education programs existed in the US.  Among these programs was The Seattle Midwifery School which opened in 1978 upon the discovery of a Washington State law requiring formally trained midwives to be recognized in the state.  In most other states, direct-entry midwives had to practice illegally or outside the law.  The program required 350 classroom hours and clinical experience.  The curriculum was designed for two or three years of study.  (University of Washington, 1980).  

Midwifery at the end of the Twentieth Century


During the 1980s and 1990s, concern for the high infant mortality rate, insufficient care for high-risk pregnant women and high cost of maternal and newborn health in the US continued.  Midwifery became more widely recognized as a means of reconfiguring maternal and child health.  Both nurse-midwifery and direct-entry midwifery programs developed (Rooks, 1997).


In the 1980s, the malpractice insurance crisis limited the growth of nurse-midwifery, but by the early 1990s an increase in number and type of education programs, such as distance learning, made the training much more accessible to women.  The ACNM and the Department of Health advocated for a master’s degree in nurse-midwifery.  In addition, certified nurse-midwives were able to practice legally in every US jurisdiction (Rooks, 1997).  


In contrast to certified nurse-midwives, most direct-entry midwives worked illegally or outside the law.  The term “direct-entry” developed in the 1980s in order to distinguish the practice from nurse-midwifery but maintain the same level of professionalism.  Defining types of midwifery was difficult, however direct-entry midwives focused primarily on homebirth and were committed to apprenticeship and experiential learning.  Many women who became direct-entry midwives in the 1970s and 1980s had to forge their own paths because few training programs existed.  There was little trust amongst direct-entry midwives in university and hospital-based programs and direct-entry midwives tended to support tuition-based schools under the control of midwives (Rooks, 1997).  In 1982, MANA formed with the hopes of uniting all midwives (“Definitions,” 2008).  Although exact counts of midwives are unknown, direct-entry midwifery grew quickly across the US.  By 1994, the North American Registry of Midwives, NARM, began to implement a process to certify experienced direct-entry midwives and in 1996 expanded the certification to allow entry-level midwives (Rooks, 1997).  Despite support gained from MANA and NARM, response to direct-entry midwifery varied across the country which was reflected in the range of laws for licensing and regulating direct-entry practices (Rooks, 1997).  


In 1992 New York State signed the Professional Midwifery Practice Act, which defined midwifery as a profession with a specific scope of practice.  The act also called for a Board of Midwifery to manage the field.  The board included obstetricians, pediatricians, certified nurse-midwives, but not direct-entry midwives.  The act established that licensure for nurse-midwives included completion of a midwifery education by a New York State Education Department approved program.  Licensed midwives were also required to pass a licensing exam and make arrangements with an obstetrician or a physician affiliated with an obstetrics unit.  The law affirmed that given appropriate pharmacological training, a licensed midwife could prescribe medications, administer drugs and order diagnostic tests (Rooks, 1997).  Even though the Professional Midwifery Practice Act intended to support the expansion midwifery in New York, it was detrimental to the development of direct-entry midwifery (Berhmann, 1996).  Before the law was enacted, practicing without a license was a misdemeanor, however the act established unlicensed, practicing midwives as felons.  As a result, many midwives stopped practicing for fear of imprisonment (Rooks, 1997).  


Despite attempts to criminalize midwifery in the US, numerous European countries, such as England, have long-standing traditions of midwifery in their health care systems.    

A Summary of Midwifery in Twentieth Century England


Midwifery is an essential part of maternal health in many parts of Europe.  There is a large group of practicing midwives in Western Europe and every woman is guaranteed maternity care.  Most midwives work for government health services in clinics or hospitals.  European rates of infant mortality and Caesarean sections are also lower than in the US (Rooks, 1997; Miller, 1987).  (See Appendix B.1 for more information on the history of midwifery in England).  

During the late 1970s and early 1980s, midwifery was dominated by nurse-midwives.  Nurse-midwifery had government support and by the early 1980s all but one direct-entry midwifery education program had closed (Allison, 1994).  Tension grew between nurse-midwives and direct-entry midwives and consequently, a revived interest in direct-entry midwifery emerged (Rooks, 1997).  By the end of the 1980s, the Department of Health allocated funds to develop fourteen direct-entry midwifery programs across England.  In 1993, the British government mandated the Changing Childbirth policies which sought to achieve women-centered participatory care; accessible and appropriate services; efficient and effective care and increased autonomy for midwives (Wrede, et al., 2001; Rooks, 1997).  

A Summary of Midwifery in Twentieth Century Ontario, Canada


Unlike England, Canada has not always integrated midwifery into its health care system.  Throughout the twentieth century until the middle of the 1990s midwifery was illegal in most of Canada, except for the most Northern regions.  In 1994, Ontario became the first Canadian province to declare midwifery as a legally sanctioned health profession with the Midwifery Act of 1991.  It was included into the government funded health services (Rooks, 1997).  (See Appendix B.2 for more information on the history of midwifery in Canada).  


Midwifery in Ontario is distinguishable from models in other provinces and countries because it is a fully funded by the provincial government and is a direct-entry profession.  In addition, midwives act as primary care providers for their patients from pregnancy through six weeks postpartum and women are able to choose their preference of birthplace.  The Ontario model of care emphasizes three principles: informed choice, continuity of care and choice of birthplace.  These components of the model are designed to contribute to healthier and more positive birth experiences for women.  Midwives are also granted hospital admitting and discharging privileges.  They most often work in groups of two to eight other midwives. (MacDonald, 2007).  


Because midwifery in Ontario is primarily direct-entry, nursing degrees are not required, or even recommended, by the Association of Ontario Midwives (AOM).  Instead, college midwifery programs are suggested for training because they are not subjected to hospital control (MacDonald, 2007).  Many of the midwifery educational programs use “problem-based learning” and small group discussions (DeVries, 2001).  The Midwifery Act in Ontario also has exceptions for aboriginal midwives which allow them to be accredited by internal criteria in order to serve women and families in their community (MacDonald, 2007).  The Regulated Health Professions Act of 1991, which provided common legislative framework for all regulated health professionals in Ontario, provided a specific exemption for aboriginal healers and midwives who were healthcare providers for their aboriginal communities.  (See Appendix B.3 for information on aboriginal health care in Canada.) 

A Brief Explanation of Twentieth Century Cambodian Midwifery

Although much of twentieth century Cambodian history was marked by violence, famine and political turmoil, efforts to restore the country brought hope for its citizens.  One of the first reconstruction programs included long-term plans from the Ministry of Health (MOH) to improve maternal and child health practices.  The decided approach was to work with non-government organizations, international organizations and local government organizations to integrate indigenous knowledge and practices (IKPs) into a government curriculum that was guided by modern medical knowledge (IIRR, Plan & SCF, 2000).  Women who follow IKPs are attended by traditional birth attendants (TBAs) (IIRR, Plan & SCF, 2000).  (See Appendix B.4 for more information on Cambodian midwifery). 

Conclusion


From the literature it is evident that each country has a different approach to incorporating or excluding midwifery from mainstream health care.  The Cambodian government has looked to traditional midwifery knowledge to help rebuild its maternal and child health programs.  Canada, and in particular Ontario, places trust in traditional aboriginal and non-native midwives to determine what is in the patients’ best.  The Ontario government promotes flexibility in birth place, choice and continuity of care midwives and their patients.  While the English government has consistently incorporated midwives into the health care system, the level of autonomy midwives have has fluctuated.  British midwives’ power and influence on maternal care has greatly depended on how much they have been limited to working in hospitals under physicians.  Unlike the British, the US government has not always included midwives into health care.  As American medicine developed, political decisions were made to eliminate midwifery.  Obstetrical and social movements argued against the safety and appropriateness of midwifery births.  At the same time, Americans culture fostered a trust and emphasis on technology and hospital-based care.  As a result, midwifery was almost entirely relegated to smaller, counter-cultures until recently.  In addition, the exclusion of midwifery from maternal health care in the US contributed to a failure to keep medical practices in check, which resulted in some dangerous and harmful uses of pharmaceuticals and technologies.  


The following section delves into the methodology of how a study of four American midwives in Central New York was conducted. 

CHAPTER II: METHODS

Research Goals

The purpose of the study was to explore the relationship between midwifery training, personal philosophy and place of practice.  The aim of the research was to gain insight into how these three elements inform the care that midwives offer, and in particular, care involving medical technologies, spirituality and empowerment.  These questions were explored in light of problems with childbirth in the US.    

 Research Approach


The study sought to understand the experiences and beliefs of the midwives.  Many of the concepts expressed by the midwives were descriptive and were often explored in great depth, therefore main goals of the study were best met using qualitative methods.  An unstructured interview approach in which the interview format is not standardized and the interviewer does not try to obtain predetermined responses was chosen.  This interview style allows for the problems of interest to come about through the respondent’s reaction to the broad issues raised by the interviewer (Guba & Lincoln, 1981).  This style emphasizes the interviewee’s understanding of the situation at hand and encourages the participant to structure an account of the situation by including what he or she deems relevant (Dexter, 1970).  The unstructured interview is rooted in the constructivist idea that realities and truths are individually formed.  These realities may share commonalities associated with cultures, values and knowledge pools, however every individual has unique life perspectives (Guba & Lincoln, 1998).  Instead of using the participant’s information as a means of supporting the researcher’s predetermined ideas, the value of research is in the participants’ perspectives and the researcher’s ability to conceptualize and organize these thoughts (Glaser & Strauss, 1967; Strauss & Corbin, 1990).  This approach supported the goals of the study because of the flexibility and creativity required of the researcher.  


Quantitative methods would have been unreliable due to the small sample size of participants in the study.  A quantitative approach may have also resulted in a loss of valuable descriptive information.  Furthermore, it would have been difficult to quantify characteristics such as philosophy and spirituality.   

Participant Recruitment


The midwives were located through community sources including personal recommendation and through encounters at a local birth-education fair.  They were familiar with one another and were all identified to some extent as members of the Ithaca community.  The fact that the midwives were connected to the community provided a common ground and experience between them.  Furthermore, the word-of-mouth recruitment was characteristic of how most women and families in Ithaca find out about the midwives.  Therefore, this style of recruitment contributed to a sense of authenticity.  

The midwives were contacted by letter or email to participate in the study.  Four midwives agreed to be interviewed by procedures that were approved by the Cornell University Human Subjects Committee.

The Interviews

Interviews were conducted during October and November of 2008.  Each conversation was between one and two hours and was videotaped with the participant’s permission.  The questions asked during the interview fell under several categories such as: personal background information, lifestyle, care-giving, professional obstacles, comparison with obstetrics and hospital birth, and culture and community.  Although all the topics were covered, the midwives were given leeway to discuss what they felt most important.  The midwives were also asked to add any thoughts or information that they deemed valuable that wasn’t previously covered.  

After the interviews were completed, clarifications and follow-up questions and responses were obtained through email. 

Data Analysis


The tapes were viewed and the entire interviews were paraphrased and partially transcribed.  At regular intervals the time was demarcated on the interview notes so that it would be easier to refer back to the tapes later on.  When the notes were analyzed, themes were identified.  Flexible coding was used to help identify commonalities and differences between the midwives’ experiences.  The coding was not used for statistical analysis of any kind.  Themes and connections were developed as described by the constant comparative method, which supports continual analysis of concept relationships that have been identified, as well as newly emerging ideas (Glaser & Strauss, 1967; Strauss & Corbin, 1990).  The constant comparative method suggests that emergent ideas are categorized, noted and compared.  This approach was appropriate for the research because it fostered creative thinking and elucidated strong, but subtle relationships described in the interviews.   In addition, to help organize the analysis, various schematics were drawn.  The diagrams were helpful in understanding how different elements of the midwives’ experiences and training related to their practices.   

Strengths and Weaknesses

The unstructured interview format was well suited for addressing the research questions.  The midwives did most of the talking so that that the interview was not directed by the opinions of the researcher.  This minimized the presence of bias by decreasing the degree to which the researcher’s personal perspective was shared.  The midwives also were able to use their own language, and not simply respond with word choice suggested by the researcher.  This enriched the study because the language helped to demonstrate the values, philosophies and differences between the midwives.

The interviews took place in the midwives’ offices and homes.  The sense of being “in their own territory” may have helped them be more open and comfortable during the interview.  The informal qualities of the interview also may have encouraged the midwives to share personal information.    

While the small sample size allowed for in-depth interviews, the study may have benefited from additional participants.  With a small number of interviews, it is not possible to draw conclusions about midwifery at-large.  

In addition, some topics were difficult to address in the analysis because not all of the midwives commented on the subject matter.  In some cases, the midwives were comfortable discussing issues, such as finances, while others were not.  This discrepancy is a drawback to the study.  

CHAPTER III: RESULTS

Introduction to the Midwives


The following section explores the backgrounds of each midwife.  Their educational experience, work history and details of their current practice are discussed.  Their names and identifying information has been changed to protect their privacy.  The order in which they are described is according to the degree to which they spend time in hospitals, starting with the most active in medical institutions.  

Lily, A.A.S, C.N.M

Description of Visit

Lily’s office is situated across from a medical center.  Lily and her colleagues held their practice on the second floor of a refurbished old barn.  The waiting room was open and furnished with large, comfortable couches.  The walls were decorated with images of pregnancy, mothers, children and families and the tables were covered with pregnancy and parenting magazines.  A receptionist who greeted the clients and managed the appointments had her desk in the waiting room.  The second floor has a small playroom for children, several offices for clinical check ups and a few for post-examination conversations.  Following a tour, the interview was set up in an office.  The room was furnished with a bookshelf and desk.  The walls were decorated with framed diplomas and medical certifications.  

Educational Background

Lily received a Bachelor of Arts in Psychology at Cornell University in the 1970s.  She studied nursing at Hudson Valley Community College where she earned an Associate in Applied Science degree in the 1980s.  She then attended the Regents External Program.  She culminated her formal education in Midwifery at University of Pennsylvania where she received a master’s in nursing.  

Work History

Lily’s first career was in television.  After what she calls a “career crisis,” she decided she needed to change her field of work.  She realized that even though she grew up with the book, Our Bodies Our Selves, as did many of her contemporaries, she knew more about her car than her body.  She decided to chose a two-year nursing program because it was short-term study commitment and afforded her a great deal of flexibility.  She was exposed to labor and delivery while working on the obstetrics floor.  After doing several rounds in other concentrations she decided that her interest was in childbirth and consequently decided to complete in master’s degree in the field.  

Degrees/Certifications

Lily has a degree as a certified nurse midwife.  She is a registered nurse with special training that allows her to care for pregnant women.

Current Practice

Lily views her practice as a bridge between the medical community and more traditional midwifery.  Her work is hospital-based and she feels very comfortable in that environment.  Even when she does not use the technology available to her, she finds security in knowing that it is there.  She believes that the hospital setting is well suited for many women.  She is comforted by the fact that she can help facilitate natural birth but also provide pain medication if needed.  The midwives in her group perform forty percent of the vaginal births in the hospital.  Her practice is made up of six physicians and four midwives.  She works four days a week which includes two office days and two call days, each twenty-four hours.  After working a full on-call day she has a day off. The group practice provides flexibility and relief after long days.  Lily stated that it is important to know when she has done all she could and she is able to pass on the labor to a colleague who has come to relieve her.  Lily’s work hours are long, so it is very important that she has learned to nap and trust the people around her.  She said she is good at functioning on little sleep which is a skill she learned while working in the operating room.  Lily explained that the lifestyle is difficult but she finds the bond she establishes with women very rewarding.  When she visit the local grocery store she is almost certain to run in to at least two or three patients.  

Lily acknowledges that there are benefits and drawbacks to being involved in a ten-person practice.  She finds it comforting that her patients will never deliver alone and there will always a midwife available.  She said that most of the midwives in her practice have similar styles and that they are very compatible and supportive of each other.  If one of the partners makes a plan with a patient, the other colleagues do their best to abide by it.  The midwives of the practice communicate this to their patients and ensure that there is overlap in the care.  Most pregnant women meet all of the midwives before they deliver.  In certain cases, a midwife is able to “special” a patient so that she could try to guarantee that she would be present at the birth.  Lily explained she especially enjoys delivering the babies of patients with whom she has previously worked. Despite the benefits of a large practice, Lily described that the disadvantage of having multiple healthcare providers is that a woman may be assisted in delivery by someone who she had only met once or twice.  Lily recognizes that this may bother some people, however, she maintains that it does not worry her.   

Finances

By working in an office and performing deliveries in the hospital, Lily is provided a consistent salary.  However, she is also subject to high malpractice insurance costs.  She explained that when she began working at a midwife insurance only cost her $1,500 a year and more recently she has been required to pay $30,000 annually.  While this is still less than her obstetrical counterparts, she is also not reimbursed at levels comparable to the physicians.  Lily explained that is it more difficult for midwives to lobby against the rising prices of malpractice insurance due to the fact that they are generally less organized and have less political clout than doctors.  

Role as a Midwife/ Types of Care

Although Lily sees many women for gynecological visits, she says her role as a midwife usually begins at the start of a pregnancy.  Her responsibility as a healthcare provider lasts through the pregnancy up until the last office visit four to six weeks after the birth.  Insurance does not allow her to have contact with her clients at home.  However, she thinks that home visits could help respond to breast feeding problems, depression or other issues that result as a consequence of feeling overwhelming after giving birth.  Lily encourages her clients to call her if there are any problems.  


As a nurse midwife Lily administers a range of gynecological services including yearly exams, pap smears, birth control prescriptions, sexually transmitted infection diagnoses and treatments and orders for mammograms.  She provides various types of primary care such as cholesterol tests and contends that for some patients she is their sole healthcare provider.  She supports the use of acupuncture and herbal medicine and offers her patients references to such types of care within the community.  Lily’s specialty is in normal births and if a pregnancy appears to be abnormal she refers her clients to her obstetrical colleagues.  She considers abnormal pregnancies those that require surgery or result in miscarriage.  In the case of high-risk pregnancies, such as those involving twins, hypertension or diabetes, Lily does not take on the care alone but sometimes co-manages it with an obstetrician.  She explained that her expertise in non-surgical deliveries is comparable to that of an obstetrician.  Even though she did not perform surgeries, she is able to recognize abnormalities at a sophisticated level.  She explained that by spending more time with patients and by listening to them, she is capable of picking up on information that is necessary to investigate further.  Furthermore, Lily expressed that she has a very good relationship with the obstetricians.  They respect her opinions and will be as involved or detached from a pregnancy and birth as she requires them.  

Additional Information about Care

 In addition to establishing a rapport with her colleagues, Lily also encourages her clients’ families to participate in the pregnancy and birth.  She has established ways for children to get involved by measuring their mother’s stomach.  Lily argues that feeling the belly is very important.  She also defends the importance of flexibility during pregnancy and labor.  She says that there is a wide range of normal occurrences in the pregnancy process and that it is impossible to plan for all the possible outcomes.  Lily expresses that she prefers that her patients share their desires for specific types of births, for example, medicated or un-medicated, however she says it is really important that they are realistic and accommodating to their bodies’ needs.  She considers herself an expert guide through childbirth and can describe to her clients what their options are.    

Nora 

Description of Visit

Nora’s home was situated about thirty minutes from the downtown area of the city.  The inside décor combined traditional Mohawk design with contemporary American style.  She was immediately welcoming and began to prepare tea in the kitchen.  The interview was conducted at her kitchen table which was scattered with books and papers.  Friends and family came and went as they pleased and she insisted on stopping the camera tapes for a proper introduction.  Nora chose to answer most of the questions in a lengthy, descriptive manner.  True to the Mohawk tradition, she spoke of her experience through stories, insisting that it was the best way to convey the information.  She described her family and her own birth story as well as accounts of former clients.  She talked about her patients’ dreams in detail and explained how this information helped to address her patients’ deepest fears about pregnancy and birth.  At the same time, she shared how she tackled her patients’ clinical problems with her knowledge of chemistry and natural herbal remedies.  

Educational Background

When asked how she became involved in midwifery, Nora said that she was born into it.  Unlike many people, she knew the details of her birth story.  She was delivered at home by her grandmother who was a midwife.  Nora proudly explained that her grandmother, who came from a long line of midwives and obstetricians, sewed her cord stump up with a needle and thread.  Nora was raised in her grandmother’s house which exposed her to midwifery.  She admired her grandmother tremendously and was inspired by the fact that so many people referred to her as “mother” on account of the fact that she delivered them.  Her grandmother worked with a backup obstetrician and both of them had to rely heavily on their own common sense.  Nora values their practicality, resourcefulness and self sufficiency.  

In the 1970s, Nora studied Biology at Skidmore College.  A few years later she attended the University of New Mexico Women’s Health Training Program.  In between both programs she participated in Plenty International Midwives Training Program.  During the 1980s she studied Biology and Society at Cornell University.  In the early 1990s she attended the Michener Institute in Toronto, Ontario, for the Applied Health Sciences Midwifery Pre-Registration Program.  

Work History

Nora worked extensively in a variety of native and non-native organizations to promote women’s health and environmental awareness.  She has sat on various traditional aboriginal councils and has worked on numerous health research development programs.  She retains affiliations with several American and Canadian universities.   When Nora first started to work, her community’s health service clinic was the last place with which she wanted to be associated.  More recently she has been closely affiliated with them.  She attended many conferences with the organization and has agreements with the clinic for sharing practices and knowledge.  When she began working at a traditional aboriginal birthing center, she encouraged other women to become involved in midwifery.  The federal government saw the success of the program and supported its baccalaureate program.  

Nora described herself as being a part of a generation of midwives that helped professionalize midwifery.  She was active in preparing a new generation of midwives and creating a bridge between the midwifery her grandmother practiced and professional midwifery.

Degrees/Certifications

In recent years, there have only been ten Native American certified nurse midwives in the US.  Although her training at Michener Institute could have afforded her the opportunity to be licensed, she chose to exercise her rights as a Native American to be a free-standing midwife.  Nora is not a certified nurse midwife or registered midwife in the US; however the “1992 Midwifery and Regulated Health Professions Act” enables aboriginal healers and midwives to practice free of government restriction in specific jurisdictions.  Her practice followed the Ontario model in which women get to choose their caregivers and birthplace.  According to the model, midwives must be confident and competent to deliver in the home and the hospital.  In addition, these midwives are free-standing and do not have contracts with obstetricians.

Current Practice

Nora previously practiced aboriginal traditional midwifery or indigenous midwifery.  Since she has stopped practicing she decided to spend her time as an educator and an advocate for what she calls reproductive justice.

Nora’s original practice was on her reservation in Upstate New York.  She chose to do about ten to twenty births a year.  Over the years, she redirected her focus to the movement aimed to protect sovereignty of her people.  She has worked with other native people to further the rights of her community.  According to Nora, the current generation has no idea of how to take care of a sick baby and, as a result, mothers demand antibiotics for everything.  Nora explained how ignorance has created an imbalance among her people which has manifested itself in drug addiction.  She saw midwifery as the model of responsibility and education.  Nora argued that the fifteen minutes women spend with their obstetrician is not enough.  Instead she worked under the framework of reproductive justice, which she defines as inclusive of all social, economic, environmental and justice movements.  She applies this concept to the health and rights of women and has employed these ideas in tribal clinics in the US and Canada.  

Finances

Nora partially attributes her ability to do the work she loves to her family who has helped support her financially.  She was not paid for her work as a midwife and depended on additional employment.   

Role as a Midwife/ Types of Care

Nora’s role as a midwife fostered her association with other health movements in the community.  She explained that it is the community’s responsibility to take care of a pregnant woman.  Nora saw her work as a midwife within the context of nutrition, psychology, the family structure as well as cultural and social elements of the Mohawk tradition.  The style of practice she employed was very intense, Nora explains.  She “wasn’t just delivering babies— that was the easy part” (personal communication, November 4, 2008).  She contended that managing the proper “opening of a woman” is very challenging.  She explained that a woman’s mind, body and spirit all have to work and that the body is complicated.  She maintained that it involved a lot of talking to really understand what is going on with her patients.  Nora also placed emphasis on the postpartum experience which she defined as the proper closing of a woman.  It is a “huge undertaking,” Nora said, “she needs a lot of emotional, physical and spiritual support” (personal communication, November 4, 2008).  As an aboriginal midwife, Nora participated in the traditional rituals surrounding birth.  She played an important role in the ceremonies and relationship building that she describes as important to the pregnancy.  She had to go into the medicine society of the long house to teach about women’s health.  She described her obligation to reinforce cultural values while also grounding her lessons in medical knowledge.  Nora shared her practice with an obstetrician who would order laboratory tests on her behalf.  Nora would receive the results and analyze them with her patients or she would accompany her clients to clinical visits.      

Nora explained that her work is different from that of a nurse midwife in that in addition to keeping track of the physical data, she also took careful note of the dreams and relationships of her patients.  Nora says, “There is data in a woman’s dreams just like there is data in blood” (personal communication, November 4, 2008).  She has extensive practice in interpreting her clients’ dreams and explained that such work provides her with crucial information about their psychological states.  Nora also claimed responsibility for the overall well-being of her patients.

 Although Nora also has worked with non-native women, much of her focus remained on improving the health and wellbeing of her community.  She has helped to develop models that specifically address the concerns of native people, such as specific approaches to diabetes.  She explained that diabetes presents itself differently in native people and that tribal clinics need to learn how to tackle these issues.  She believed her role is to recover indigenous knowledge relative to pregnancy, birth and child rearing that would have been lost.  Although she no longer delivers babies, she continued to stay active through email and phone consultations.  

Abigail C.P.M., C.M., L.S. 

Description of Visit

The interview took place in her home.  Her office was small and warm and was barely demarcated as a working space other than the desk by the window which had papers and sticky notes strewn across it.  The wooden furniture was covered by floral pillows.  On the wall, a large corkboard covered with pictures of babies and their families as well as midwifery pamphlets and information hung on the wall.  

Educational Background

Abigail attended Cornell University in the 1970s where she studied Biology and Life Sciences.  Although she intended to be a doctor, she chose not to go to medical school because she could not see herself constrained to an office.  She had an interest in genetics and a real attraction to human and animal birth.  She met a midwife after graduation and two months later she enrolled in a midwifery program.  “I felt like Cinderella,” she said “It happened to be as much as I happened to it” (personal communication, October 23, 2008)  She felt as though she was fated to be a midwife and that she understood that it was what she wanted to do professionally as soon as she discovered midwifery.  

Work History

She moved to Lancashire, England, and attended the Northern College of Nursing, Midwifery, and Health Studies.  The three-year comprehensive program trained her in large general hospital OB wards, prenatal clinics, neonatal intensive care units as well as homebirths and post-partum care.  After graduating in the 1980s, she moved to France to work in private maternity homes, also known as birth centers.  After her practicing in France she relocated to Ivory Coast, West Africa, and worked in a rural maternity clinic which was 50 miles from the nearest doctor or hospital.  She described this experience as the place where she “learned to trust birth and the positive power of women to give birth naturally and normally” (personal communication, October 23, 2008).  

Degrees/ Certification

Abigail earned her licenses as a Certified Professional Midwife, a Certified Midwife and a Licensed Midwife.  She holds certification by the American College of Nurse-Midwifes, the North American Registry of Midwives and the Royal College of Nurse-Midwives in the United Kingdom.  She was the first direct-entry midwife to be recognized and licensed by New York State.  

Current Practice

Abigail’s practice is situated in her home.  She works with women, primarily focusing on pregnancy and childbirth but is also experienced in counseling clients about birth control and menopausal concerns.  Her specialty is in assisting women in homebirths.  While her style appears to be low-tech, she explains that it offers all the same diagnostic testing as a hospital.  She performs basic procedures such as taking blood pressure in her office.  For more complicated procedures that require lab testing, high-tech equipment or alternative care such as acupuncture, she refers her clients to local specialists.  She describes her courses of treatment as generally “more natural and less pharmaceutical” (personal communication, October 23, 2008).  One of her main foci is diet and herbal treatments which she argues makes the biggest difference in women’s health.  

Abigail averages about an hour for each visit with her clients, during which she is the only person they see.  In an effort to maintain lengthy one-on-one visits, Abigail limits the number of births to about two to three a month, totaling 24-36 families a year.  In additional to regular check-ups and attending the labor and birth, Abigail does home visits at the end of the pregnancy and at least two postpartum visits. 

By working as an independent midwife, Abigail is able to set her own hours which afford her flexibility in raising her children.  She is a single mother and describes herself as being very good at staying up long hours at night.  The autonomous practice also means that she is always on call.  In the case that she is unable to assist in a birth, which rarely happens, she can call on two other homebirth midwives.  The problem with this scenario is that the woman in labor may not have known the other midwife or expected to see her.  However, the laboring woman will be familiar with Abigail’s assistant who is at the very least trained in CPR.

Finances

Working alone and limiting her number of patients, Abigail has to carefully manage the finances of her practice.  She has determined a “global fee” for normal prenatal, labor and delivery, postpartum and newborn midwifery care at $4000.  Complications and long-distance travel often make the delivery more expensive.  Abigail  has decided to not limit her clientele on the basis of finances and agrees to treat families on the basis of what they were able to pay according to a sliding scale.  About half of her clients have insurance.   She described many of the families she worked with as “people who are kind of on the fringe, where money is not a first priority” (personal communication, October 23, 2008).  She has learned to establish the finances by keeping open communication and by being flexible.  She was open to accepting barters for payments or waiting until after income taxes to get paid.  She explained that a family was much more likely to stick to a payment plan if they designed it themselves.  

Role as a Midwife/ Types of Care

Although finances are important to maintain, Abigail said she focused most of her attention on the care of her patients.  She described her role as a midwife beginning as soon as a woman calls her.  Some women contact Abigail as soon as they got their results from their pregnancy test while others wait longer.  Many women are eager for information, reassurance and want to know if they can develop a relationship with Abigail.  Although her role as a midwife legally ends with the baby at four weeks and technically culminates when her clients come for their last visit 6-12 weeks after a birth, she maintains relationships with many of them.  Abigail explained that the closeness of her community facilitated the continuation of a connection between her and the families.  Some clients called and asked questions and others came back for annuals or for additional pregnancies.  

Additional Information about Care

Abigail argues that one of the most important aspects of her care-giving is attending to the nutritional needs of her clients.  She has her patients do a diet history and she discusses their current weight and ideal weight gain during pregnancy.  Abigail and her patients talk about general nutrition and nutrients especially important for fetal growth.  She discusses what her clients are eating during every visit. In addition to her experience with nutrition, Abigail also had training in massage and craniosacral therapy and will sometimes use these therapies with her practice.  However, Abigail often refers her patients to specialists for these treatments because the city is a rich community for homeopathic, natural and alternative therapies. 

Emma, M.S., L.M., C.M., C.P.M.

Description of Visit

Emma participated in birthing fair where she spoke passionately about her position has a homebirth midwife.  She expressed how her position as an independent midwife allowed her to work on her own terms and not as a subordinate to a doctor.  During email exchanges Emma continued to be adamant about her style of midwifery practice and described herself as having a very interesting professional history.  The interview was conducted in Emma’s bright yellow home which is also serves as her workplace.  Her office was sizable and comfortably accommodated a large couch and a desk.  The décor was indiscrete, not lending itself to a particularly medical, academic or formal feel. 

The interview began with a few questions, but Emma quickly asserted her preference for explaining her personal path to midwifery first.  She spoke nearly uninterrupted for about thirty minutes during which time she described her college education, how she found midwifery and many of the obstacles she had to face in order to practice the way she does. 

Educational Background

Emma studied nutrition at Cornell University and learned about midwifery during her last year by reading about pregnancy in Heart and Hands: a Midwives’ Guide to Pregnancy and Birth.  After college, Emma worked as a maternal and child health nutritionist in a clinic which she believed to be very disempowering to women.  She felt that the long waits and minimal time spent with the physicians were discouraging and disheartening for women.  During her hours in the clinic, Emma helped women to get their questions on paper in order to speed up visits in the doctors, as a result she learned about the worries and concerns of her patients.  She saw the need for more holistic care-giving and observed the success of community-based midwifery in Boston.  By the 1980s, she decided on obtaining a degree in midwifery.  After reading the literature about nurse-midwifery programs and direct entry programs, Emma enrolled in the Seattle Midwifery School because it required involvement in 100 births to graduate, as opposed to nurse midwifery schools that only mandated participation in 20 births.  She believed that “the more births, the better” (personal communication, November 13, 2008) for her training experience and supported the school’s philosophy of “birth as normal and women as healthy” (personal communication, November 13, 2008).  Emma explained that the Seattle Midwifery School was as academically challenging as Cornell and that the relational and adult learning methods were very effective.  The curriculum began with didactic work and then expanded to mentoring programs in which Emma practiced with a wide spectrum of midwives.  Her training included work with nurse and homebirth midwives abroad and domestically.  

Work History

After graduation Emma went with her husband to Cambodia.  She felt inclined to do reparation work for the war and had experience in nutrition in South East Asia.  She worked with French and British midwives to rebuild midwifery practices that were destroyed during the war.  During this training she realized that the schism between certified nurse midwifery and direct entry midwifery was artificial.

Degrees/ Certifications

Upon returning to the US, Emma realized that it would be illegal for her to work in a lot of states given regulations for direct entry midwives.  In 1992 the law changed in New York State in order to license certified nurse midwives and direct-entry midwives.  In the 1990s, Emma moved to Central New York during which time the licensing board made a last minute decision to only approve licenses to certified nurse midwives, but not to direct entry midwives.  As a result, many direct entry midwives received cease and desists notices on account of their illegal status.  Emma was determined to practice legally and enrolled in a nursing program.  Much of the nursing curriculum was irrelevant to practice so Emma decided to challenge the law.  She argued that her training was more than adequate and that any nursing education for midwifery licensing should be relevant to the profession.  She believed that the effort to deny direct entry midwives licenses was driven by the National American College of Nurse Midwives initiative to create a singular definition of midwifery.  Emma’s application was held up for two and a half years.  Emma decided to handle the problem at an American College of Nurse Midwives conference.  She gave the organization’s president a packet with all of her credentials in order to demonstrate that without a nursing degree she was qualified for a midwifery license.  The president agreed and she was permitted to take the certification exam.  Emma passed and became the first direct entry midwife to be identified equivalent to a nurse midwife in New York State.  She continued her pursuit as a pioneer and applied to a nurse midwifery masters program.  Her enrollment marked the first direct entry midwife to be accepted into the program.  While earning her masters she focused on refining the language to explain the unique competency for direct entry midwives and certified nurse midwives, which she hoped would elucidate the value of each practice.  She explains this experience as “her whole political life journey is about connecting two schools of midwifery” (personal communication, November 13, 2008). 

After receiving her masters she studied hospital practices and applied for privileges at the local hospital in New York.  Emma’s application was accepted which established her as the first direct midwife to get hospital privileges in New York.  Other midwives at the hospital promoted natural birth and were open to training her in hospital procedures such as administering pitocin injections.  Emma decided to enroll in a nurse practitioner course so that she could obtain full prescriptive privileges.  

Current Practice

Between 2000 and 2005 Emma had involvement with homebirths, birth centers and hospital based practices.  Emma assisted her clients in learning about birth and arriving at the ideal birth scenario for themselves.  Now Emma works as an independent midwife in her own practice.  She retains her signing agreement with a local obstetrician.  She believes that she observes the type of practice that allows her to maximize what she considers midwifery and to employ shared decision-making with her clients.  Emma explains that her obligations are to her clients and their needs as well as to her profession.  She pictures herself defending her choices as a midwife among her peers.  More specifically, her decisions have to be deemed acceptable amongst her peers and not by an employer, such as a hospital.

As an independent midwife, Emma makes her own hours.  She values quality time for her patients and achieves this by scheduling open ended appointments.  Because her schedule could be very chaotic, she tries to organize her patients’ visits on one or two days.  In the event of a birth, she has to drop everything so in order to make her lifestyle manageable she limits her number of clients to one to two births a month for ten months a year.  In addition to assisting births and patient visits, Emma handles all of her own scheduling, filing, insurance billing and paperwork.  She explains that she is able to organize her time because many of her clients are very self-directed.  Many of the families she works with are able to take good care of themselves which minimizes the intrusion of her personal time.  In addition, the support of her family has been crucial to her success.  Emma says that her family has made it possible for her to be a midwife and loves her doing it. 

Finances

Her family has also been important in supporting her financially.  She recognizes that in limiting the number of births she attends, she has to deal with the financial consequences.  She has established charges for her services according to what is reasonable given her degrees, what the market can bear and what people will pay.  Her salary is not equivalent to the average income of certified nurse midwives across the US, but she has learned how to navigate the financial realities of her work.  She requests upfront payments and offers discounts for making payments on time.  In addition, Emma has her clients reimbursed from their insurance, if possible, and she did not accept Medicaid.    

Role as a Midwife/ Types of Care

Despite her need to support herself and her family, Emma’s focus is on the care of her patients and their families.  She designed her office so that it feels comfortable and not clinical.  She encourages children in the family to participate in the check-ups by assisting in measurements, listening in on the fetal activity and drawing pictures on the mother’s stomach.  In addition, she supplies toys for the children and encourages mother’s to “play birth” with their children.  Emma argues that having families feel like it is their experience is important so she has her clients do their own health assessments.  By having her patients fill in their own charts with information about their health they were actively involved in what Emma called “shared decision-making.”  She also educates her clients with handouts related to studies from medical and holistic fields which allow them to make informed decisions based on their own value system. 

Additional Information about Care

During her appointments Emma also covers information on nutrition, circumcision, breastfeeding and other baby-related topics.  She discusses types of accessories, such as car seats and snugglies, which facilitate holding the baby close.  She helps prepare women for labor socially, physically and spiritually and tries to identify her clients’ strengths and weaknesses within those frameworks.  Emma also refers her clients to other specialists such as acupuncturists, herbalists and clinicians in the event that it is necessary.  

Importance of
Background


The descriptions and details in this section illustrate the midwives’ educational experiences, lifestyles and approaches care.  The reports of the midwives’ backgrounds provide the context for how each woman developed her practice.  This information is important for understanding the findings and analyses of the study.  

Questions Addressed in Findings

This section presents the major findings of the study and addresses the questions: 1) What are the midwives personal philosophies regarding pregnancy and childbirth? and 2) How are these principles manifested in their care giving?  During the interviews each midwife also addressed what she saw as her role within the community and with her patients.  All four midwives described what they believed to be most important to their job and what they hoped for the future of their field.  

The sequence in which the results are presented reflects the degree to which the midwives incorporate medical intervention into their practice, from greatest use of medical technology to the least amount of use.  

Lily: Certified nurse midwife trained in the US
Philosophy and Ideals for Midwifery


Lily described her role as a nurse-midwife as a bridge or a mediator between the medical community and the traditional birthing community.  She explained that she could offer homeopathic therapies while also providing pharmaceutical treatments.  She believed in the value of giving women options when it comes to their pregnancy and birth:


There are so many different kinds of birth and so many different kinds of women and I get very angry when people say everyone has to give birth the same way…Some people don’t want to give birth at home.  Some people feel comfortable in hospitals.  Some people feel comfortable in birth centers and it’s important that we have a lot of choices.  I think if you said to people that everyone had to have the same diet or had to educate their kids in the same way people would get angry and rise up (personal communication, November 3, 2008).

Lily expressed that there should not be one way to give birth.  She argued that every woman has her own needs and preferences which must be respected.  There isn’t one mode of birth that should be considered better than the other.  While she was not a proponent of scheduled Caesarean sections for most women, she asserted that natural childbirth was not right for everyone:  “We hear so much about natural childbirth, but natural childbirth isn’t always the best” (personal communication, November 3, 2008).  Lily maintained that prior to 1900, when obstetrical options were much more limited, 1 in 150 women died during delivery.  Therefore, Lily has aimed to ensure that the birthing experience is right for each patient.  She tells her patients that she is their guide in pregnancy and she presents them with options each step of the way.  Offering her patients choices is important in large part because birth is unpredictable, according to Lily.  She explained that sometimes she has to deliver women whom she doesn’t know well, however she doesn’t see this as an obstacle to her work:

I find that knowing someone pre-labor does not predict how they are going to act in labor.  You have to just be good at gauging what people need when they are in labor (personal communication, November 3, 2008).

Lily argued that her patients often would act very differently during labor than what she would have predicted.  She explained that sometimes women appear stoic in her office and then do not have a high threshold for pain during labor.    


In order to best manage the unpredictability of birth, Lily recommends that her patients stay open-minded:

I would tell her [a pregnant woman] to be flexible because I get really worried about people who try to plan their pregnancy and plan their births because it’s something you can’t plan.  You have to realize there is a wide range of normal and you have to be flexible.  And a lot if it you can’t control.  You have to trust your body, women have been having babies for thousands of years.  It’s a proven system (personal communication, November 3, 2008).

Lily explained that women must be adaptive and willing to accept different possibilities during birth.  She said that a woman can experience many different kinds of birth, many of which are healthy and normal.  Rather than trying to direct the delivery, a woman should trust her body’s ability to endure labor.  

How Philosophy Directs Care

Bridge and Mediator


By working in a mixed practice of midwives and obstetricians, Lily developed skills for mediating between different approaches to women’s pregnancy and birth.  She was able to guide women through birth or make suggestions regarding care with obstetricians.  Her familiarity with both modes of health care and her experience administering pharmaceutical and non-medical treatment helps her advise her patients to make the best decisions for themselves.

Flexibility and Unpredictability 


Lily works in a hospital where she has an array of treatments available to her and her patients.  She helps her clients to have natural births in a tub, administers pitocin if they request it or refers them to obstetricians for more active interventions, such as Caesarean sections.


Lily’s practice also affords flexibility for her and her patients because more than one midwife or physician could attend check-ups or a birth.  Patients are encouraged to meet all of the midwives in the practice so that they will be comfortable with any midwife attending their birth.   

Nora: Traditional aboriginal midwife trained in the US and Canada
Philosophy and Ideals for Midwifery


Nora’s practice of midwifery was multifaceted and utilized a confluence of knowledge.  She grounded her work in the physical sciences of biology and chemistry while also extracting from the traditional treatments of indigenous communities.  She explained that in order to work properly as a midwife she needed to understand her patients’ physical and psychological needs:

My style of practice was very intense.  I wasn’t just delivering babies…in a way that’s the easy part…the proper opening of a woman during pregnancy- it’s a lot of work.  And the difference between myself and a certified nurse midwife is that ensconced in my cultural context there are ceremonies, there is relationship building that needs to be happening during a woman’s pregnancy that has to be attended to  (personal communication, November 4, 2008). 

Nora’s approach to healthcare was multi-pronged.  She assessed the physical status such as the blood pressure and complete blood count of her patients, but also inquired about their dreams and kept track of their personal relationships.  She employed traditional ceremonies in order to prepare women for birth.  She explained that her methodology is about “the congruency of birth, dream and ceremony” (personal communication, November 4, 2008).  Nora saw the three elements as the foundation for achieving holism in birth.  According to Nora, studying birth, dream and ceremony together sheds light on the child’s purpose on this earth. 

Nora views birth and her midwifery practice as part of a broader context of her community.  She has dedicated her life to the advancement of the Akwesasne tribe, also known by their colonial name as the, St. Regis Mohawk Tribe.  The midwifery knowledge that has been passed down through her family has been of tremendous value to Nora and she sees it as her obligation to preserve it:

I was associated with other movements within my community and they all centered around health and so essentially the context with which women are supposed to be, is the kind of midwife I am.  [It] focuses on the broader family context, the nutrition and all the social and cultural elements… the psychological pieces.  As part of my midwifery practice we established an Akwesasne Freedom School for learning about Mohawk immersion (personal communication, November 4, 2008).  

Nora explained that as a midwife she had a responsibility to be involved in the health care network within the Akwesasne people.  This included participation in medical and cultural traditions and playing an active role in educating future generations about the community’s values regarding health, ritual and preservation.  One of the major focuses of Nora’s career has been achieving sovereignty for her people.  She explained that the Akwesasne were always fighting for their rights as native people and as a community leader she held an important position in maintaining this effort:  

It was about a wave that had to do with sovereignty of tribal communities.  Sovereignty to us was controlling the land base, control of the jurisdiction within that land base, control of your psycho-religious life, control of education and the fifth one was control of production and reproduction (personal communication, November 4, 2008). 

Nora described how power over one’s production and reproduction was a central tenet of the Akwesasne people.  She understood control of reproduction as a crucial right to protect, just as having control over the land was a fundamental need for the continuity of the tribe.  She believes that much of their epistemology is rooted in the power of reproduction and fertility of women.  She describes the movement under which she worked as “reproductive justice:”

A new frame of reproductive justice that just folds in all social movements: economic justice, environmental justice.  Reproductive justice is the holism of a woman’s life—everything she has access to: a job, a life where here is no violence, where she can feel good about herself, a life where she can fulfill everything that a human being should be able to experience in this world (personal communication, November 4, 2008).  

Nora maintains that reproductive justice is an essential feature of general justice issues.  She asserts that reproductive rights are inextricably related to other important equality issues such as economics and the environment.  She advocates for the advancement of women and all native people in their effort to gain employment, maintain healthy homes, and possess positive self-images.  Grounding herself in women’s reproductive health has given her the platform to defend her community’s lifestyle and beliefs.  

How Philosophy Directs Care

Multi-Pronged Approach


Nora attended to a wide spectrum of her patient’s needs.  She explained that her first visit with a patient was usually about three hours during which she would try to understand the woman’s questions, fears and desires for her birth and pregnancy.  She would do a thorough analysis of the woman’s nutrition and health.  She ordered lab tests and accompanied her patients to the doctor for follow-up investigations.  By understanding medical terminology and traditional Akwesasne values she was able to act as a mediator.  

She also explored her patients’ home life, their relationships with their families and friends.  In the event that the woman’s home was not suitable to give birth because it was a physically or emotionally unhealthy environment, Nora sought out a new place for her to live.

Nora explained that a large part of her practice involved listening to her patient’s dreams.  She believes that dreams offer a great deal of insight into their psychological and emotional states.  She was able to learn what was troubling them as well as gather information for predicting the type of birth they would have.  The information she learned from the dreams could also be applied to traditional birth ceremonies.  Nora recounted a story in which a pregnant patient came to her reporting that she had no news to share.  However, in a conversation over tea, Nora helped her to remember a television show she had recently watched which triggered her to have an adrenaline rush because it involved a snake attack.  The recount of the program then elicited the memory of a car accident the woman had the previous week.  In recalling the accident, the patient described her fear and instinct to protect her baby.  Nora explained that the patient broke down into tears and then also immediately remembered a dream she recently had.  The dream involved the patient’s mother cooking a snake-stew while the patient exited from a tent through a zipper.  From the details of the dream, Nora understood that the zipper represented a future Cesarean section and the departure of the woman from her mother’s home.  Nora’s patient did ultimately undergo a Caesarean, which was also indicated by two of the local seers.  Nora advised her patient to participate in particular traditional ceremonies after the birth.

In addition to ritual recommendations for her patients, Nora participates in Akwesasne ceremonies such as puberty rights ceremonies where young girls learn about sexuality and birth.  These gatherings helped cultivate reproductive knowledge among women in the community.  

Reproductive Justice


As a midwife working under the framework of reproductive justice, Nora is motivated to impact the Akwesasne people on local and international levels.  She travels to New York, Ontario and Quebec to advocate for justice issues.  She writes and speaks extensively on topics involving maternal and child health, environmental protection and indigenous education.  

Abigail: Direct-entry midwife trained in England, Africa and the US
Philosophy and Ideals for Midwifery

Abigail  put great emphasis on the notion of “connectedness” during pregnancy and birth.  She described the value of closeness between a woman and her family as well with her provider and other women.  Abigail discussed her interest in doing a photographic study to investigate where people put their hands during births in hospitals as opposed to births at home:  

I think at home people are much more comfortable touching each other and touching the baby….They are all part of the process together and in the hospital I think you have a separation.  You have the mother—she’s not on her family bed.  She is on the table that’s up and higher.  The kids can’t see up there.  There’s no room for somebody else and there’s sterile drapes.  There’s just this environment that says that these people can do what they’re doing, meaning the practitioners, and the woman is here and the family is standing around, but it’s not their environment and they don’t touch and interact as much.  I think there is a real physical difference and then of course there is a real relationship difference because most women don’t feel—it’s very rare these days that you have a care provider that you have gotten to know (personal communication, October 23, 2008).

Abigail identified the structural differences between homebirths and hospitals to illustrate how physical interactions are much more intimate in the home.  She described the hospital experience as divisive between professionals and patients and not conducive to showing affection.  She suggested that touching provides an important sense of support.  She also discussed the value of a pregnant woman knowing her provider which is becoming increasingly uncommon in hospital births.  Abigail explained that most people go to a care provider for security and reassurance.  In the hospital however, women are exposed to protocols and procedures that are often unfamiliar.  As a result, the brain stays engaged, which opposes many of the physiological processes necessary for birth.  

In addition to describing the value of trust in the provider, Abigail explained that women need to believe in themselves.  In order to foster confidence in their birthing abilities and in themselves, Abigail advises women to engage with other women and listen to their birth stories:  

Surround yourself with stories of who have had good births, the kinds of births
 you want to have…because if you can’t visualize it, you can’t have it.  You know, you have to able to be positive.  If you surround yourself with scary stories and things that didn’t go well then you create a negative pathway in yourself.  You need to know that it will work (personal communication, October 23, 2008).

Abigail explained that other women’s stories can cultivate familiarity with birth and relay confidence to pregnant women.  She supported her suggestion by describing the birth in a historical context.  She described that during traditional births, it didn’t matter what building or location the birth was taking place, but it was crucial that there were other women around to assure the pregnant mother that everything was fine.  Abigail  maintained that in the absence of supportive women in the hospital, doctors use medications to disengage the brain or eliminate pain.  In modern births, Abigail  sees the location of the birth as being very important.  She argued that homebirths help women to maintain control over the experience, rather than submitting to the direction or regulations of the hospital and provider.  She explained that the level of autonomy that a woman has in her own home is different from anywhere else.  She described that people tell her specific information and dress and present themselves differently in her office, than they do in their own homes.  Abigail explained that behavioral changes in and out of the home-setting have an important effect on birth: “When I come to your home, even if I know the birth process, I am not in charge of your space.  It’s a completely different dynamic” (personal communication, October 23, 2008).  Abigail claimed that the shift in control from the provider to the birthing mother is imperative.  Abigail  believes that the more in charge a woman is in the process, including the pregnancy, the birth and the environment, the more confident she is and the more likely she is going to be successful.  


How Philosophy Directs Care

Connectedness


Abigail stressed one-on-one care in her practice.  She ensures that all of her appointments are open-ended.  During the appointments, she is the only provider to see the patients.  The long visits allow for patients to have all their questions answered and for Abigail  to address any pregnancy-related concerns.  She has her patients take diet histories and maintain food logs so she can thoroughly evaluate their nutritional needs.  The extensive time spent in the office helps her to build relationships with her patients.


Because she is in an independent practice, her patients are almost guaranteed to have Abigail attend their birth.  Abigail explained that it is very rare that she is not able to assist one of the client’s births. 

Support

Abigail encourages her patients to bring their partners and children to the appointments.  If the family has trouble getting involved in the pregnancy she offers to counsel them on related issues.  Family involvement is important to Abigail because it provides a strong support for the pregnant woman.

In addition, Abigail is active in local initiatives such as birthing fairs which encourages women to share their birthing stories.  She is a strong proponent of women of all ages to come together to share their thoughts and experiences about pregnancy and birth.  

Autonomy

By practicing as a homebirth midwife, Abigail is able to capitalize on the experiences of people in their own homes.  By being in client’s space she affords them control of their own labor and birth.  She explains that she had to evolve as a caregiver to be able to be comfortable in someone else’s home.  She has developed confidence in herself and her skills as midwife to manage the birth while not in her own space.    

Emma: Direct-entry midwife trained in Cambodia and the US
Philosophy and Ideals for Midwifery


Emma is adamant about having a practice in which she is not obligated to answer to anyone besides herself and her patients.  She stressed that her responsibilities are to her clients, their needs and to her profession.  She said that she aims to practice in a way that optimizes her beliefs to care giving:

As an independent midwife, I feel that I am positioned in the healthcare system to be able to maximize what I consider authentic midwifery and what my clients need in terms of shared decision-making. (personal communication, November 13, 2008) 

Emma sets herself and her practice apart from other birthing options.  In addition to her own independence, she promotes her patients’ autonomy.  An important part of her approach involves shared decision-making in which she offers her clients evidence-based information relevant to pregnancy and birthing and encourages them to make choices for themselves.  She guided her patients through the care options, but emphasizes that the decisions were theirs.   


Emma’s confidence in her clients and their abilities extends to her trust in the female body.  She believes in a woman’s body and its capacity to successfully endure a pregnancy and birth.  When asked what advice she would offer a pregnant woman, Emma noted her regard for the natural process of birth:

The way a woman’s body has evolved or been made by God…to be able to create life and bring life outside the body into the world has so many inherent wisdoms that we can’t even know them all.  We can’t measure them or see them.  But they are there and they are these feedback loops (personal communication, November 13, 2008).   

Emma explained her trust in the innate birthing process.  Rather than seeking to dissect or interfere with parts of the birthing process, which she believes occurs in labor and delivery in the hospital, Emma stresses a hands-off approach.  She articulated that birth could not be fully understood and acceptance of the natural process was a much safer and healthier approach.  


When a labor is long or difficult, Emma maintained that it could be due to a client’s psychological or emotional difficulties.  As a result, Emma’s approach to care takes on physical, emotional, psychological and spiritual components.  She delves into the nonphysical concerns of her clients by asking them how they are and how they feel their upcoming motherhood.  She understands that her clients may have concerns about their abilities to take care of a child, which could in turn prevent the patients from allowing the labor to occur:

My care is about what does this woman have to do for herself to get to the points that the baby can come out.  Birth can take a long time while this woman is working on her emotional issue… I will be there for days waiting for her to do that, not trying to hurry the process alone…I can’t figure it out for her.  I can’t make I happen for her and I certainly won’t circumvent it by giving her pitocin…  (personal communication, November 13, 2008). 

Emma described herself as patiently waiting by a woman’s side.  She supports her clients and reassures them throughout the labor, but interferes in the process as little as possible.  Emma noted that often she suggests that the laboring woman go outside of the home.  During this time, Emma explains, the pregnancy woman is able to get in touch with nature and her more primitive inclinations.  She said the experience of being outside often helps a woman to achieve her moment of “surrender” in which she submits to her body’s sensations and pushes the baby out.  


Emma feels as though her understanding of pregnancy and birth is removed from the mainstream, hospital-based concepts of the processes.  In order for her to put the experience into the hands of her clients, she has to guide them towards trusting themselves and their bodies’ natural forces.  

How Philosophy Directs Care

Independence for Herself and her Patients


Emma has been successful in earning privileges in New York State to practice as an independent homebirth midwife.  She fought to minimize restrictions on her profession and her ability to design her own practice.  In addition, Emma’s professional freedom is made possible by making her own schedule, fees and plans for her patient’s care.  She asserts this kind of autonomy with her clients as well.  Although she remarked that many of her clients are already self-sufficient and well-educated, she encourages them to become involved in their own health care assessments.  She teaches them how to fill their own charts and make health assessments so that they are proactively participating.  She also provides articles and research from various sources so that her clients can make decisions about their health according to their own values and opinions.  

Confidence in Nature and Women


By choosing to refrain from medical intervention during birth, Emma exhibits a trust in a woman’s body to manage the labor and delivery.  Her efforts to encourage women to go outdoors during labor also explain her value of nature in the birthing process.


Emma said that she learns something new at each birth she attends.  She described in detail an experience in which a mother delivered her own baby by checking her own dilation with her hands and pushing at her own pace.  Emma said that the experience illustrated the fact that women don’t need to be told what to do during birth.  She believes that women are capable of taking on the birth themselves.  To promote her patients’ self-assurance, Emma chooses not to tell the patients how dilated they were.  She said that they were never as far along as they would like to be, so she refrains from giving discouraging news.   

Conclusion


While the midwives share many common beliefs and practices, they each have distinguishable approaches to midwifery care.  These similarities and differences are best understood in the greater context of their practice.  In the following section, a discussion of their educational training and workplace will shed light on and reveal important connections between their values and styles of care giving. 

CHAPTER IV: DISCUSSION AND ANALYSIS

This chapter includes a discussion and analysis of the results of the study.  Important similarities and differences in the training, ideologies and practices of the midwives are explored.  Comparisons drawn between the midwives will demonstrate how their educational experience, location of work and personal philosophies dictate how technology, spirituality and an effort to foster female empowerment are considered in their practices.  

Importance of Training and Education 


The analysis of the midwives’ practice begins with a discussion about their midwifery education and training because it is the beginning from which each woman learned about the field.  Although all four midwives studied at Cornell University, they each took different paths to studying midwifery.  Presumably their personal values contributed to their choice of training programs, however the type of training undoubtedly influenced their views on midwifery and health care in general.  


Lily was trained within the US healthcare system.  She studied midwifery at The University of Pennsylvania where certified nurse-midwifery was incorporated into a greater hospital system.  She learned how to maximize the resources available to her in the hospital as well as to work along side with physicians. She was exposed to obstetrical attitudes towards birth as pathological phenomenon.  Although she was trained to understand birth as a natural and normal occurrence, she also learned about scenarios where medical interventions would be beneficial to a patient.  Earning a degree as a certified-nurse midwife enabled Lily to feel comfortable working within a hospital.


Emma also trained as a midwife in the US, however, she chose a direct-entry program that was not affiliated with a hospital.  Although she experimented with different types of midwifery practices, she primarily focused on homebirth care.  She trained in the Seattle Midwifery School where midwifery was considered an autonomous health profession which aims to avoid unnecessary intervention during pregnancy and childbirth.  Emma was taught that learning about normal births is best in non-institutionalized settings.  Emma also chose to study in South East Asia, where she experienced low-tech midwifery care rooted in indigenous practices and spent time with Western European midwives.  Within the context of the Seattle School of Midwifery and her training abroad, Emma learned about midwifery as a natural and normal process.  Her training was in opposition to allopathic health care tenants in that it did not treat pregnancy and birth as pathological.  


Abigail’s international training was significant in shaping her beliefs about midwifery.  From the beginning of her midwifery experience, she was in England where dissatisfaction with current birth practices was driving a demand for more options in childbirth.  Movements such as the Association of Radical Midwives were pushing for less intervention and more homebirths.  Exposure to this climate, as well as experience in rural Africa where medical resources were minimal, encouraged Abigail to embrace natural births with little medical interference.


Unlike the other women, Nora’s learning began at a young age in her home where her grandmother practiced as a traditional midwife with the support of a local doctor.  Nora was trained in traditional aboriginal techniques and values, but she also studied health care with a scientific and medical approach.  Her education at Michener Institute required that she be prepared to work both in a home and hospital.  She had to familiarize herself with both approaches to midwifery and understand the institutional and traditional ideologies of childbirth.


For Abigail, Emma and Nora the first-hand international experience offered them a greater platform with which to critique American birth policies.  Lily only had training with childbirths that were surrounded by technology.  Even if medical interventions weren’t used, birth in a hospital context present technology as an option.  Abigail, Emma and Nora also had experience working outside the hospital setting and in situations where technology was not at all available.  They knew that they had to utilize all their personal knowledge and resources in order to assist a woman in delivery.


These varied forms of training surely contributed to the types of practices each midwife chose to espouse.  The training has shaped how they view the institutionalization and medicalization of birth.  

Importance of Location of Practice  


The type of training each midwife received was important to her learning and choice of location for her practice.  In Birth by Design, Benoit and colleagues (2001) articulate the connection between educational training and personal power:  “We have also seen the degree of professional autonomy midwives achieve is strongly related to the way that they are educated” (p.159).  There appears to be a close connection between the type of institution where they received their training, and the style of practice they decided to adopt.  Lily was trained in a hospital-based setting and continues to work in one.  Abigail and Emma studied in direct-entry programs and abroad and decided on independent practices based in their homes.  Nora’s training and practice were not confined to one specific setting.  She learned in the home and hospital and attended births wherever she was needed.  These varied locations influence how the midwives view the scope and limitations of their practice.  

Lily works in the confines of institutional and legal limitations.  She is legally bound to practice within the hospital and honors to its restrictions.  She is also aware of her own boundaries as a provider.  She knows which procedures she cannot administer or when a patient would be better off under someone else’s care.  The hospital network encourages her to rely on a variety of resources including other midwives, physicians, pharmaceuticals and technologies to optimize the birthing experience for women,

As homebirth midwives, Abigail and Emma work within the private sector.  While they both have been influential in advocating for direct-entry midwives’ rights in New York State and within their community, their work is primarily in the home-setting.  They are limited by government regulations to participate in hospital births, but have the control within their homes and the homes of their patients to administer care as they see fit.  While they will involve other health care providers during the pregnancy (to order tests or provide homeopathic remedies), they take the labor and delivery into their own hands.  It is rare, that they have to turn a client over to someone else for labor and delivery.  They are adamant that they and their clients have sufficient resources for childbirth.  Their confidence in themselves and their patients helps them to defend home-birth as safe and healthy option.  


As a traditional aboriginal midwife, Nora was able to work without strict limitations from the law.  She was not restricted to a physical location or legal guidelines set-forth by the government.  She had to abide by certain health care standards, but her obligations were primarily to her community.  Nora had to meet the needs of her clients and their culture.  The fact that she had almost no physical or legal limitations to her practice mirrors hers all-encompassing approach to midwifery.  Nora believes that her role as a midwife included a range of duties such as searching for proper housing, dream-interpretation as well as ordering labs and accompanying patients to hospital visits.  Nora’s practice was tailored to her patient’s specific needs and not to what she was legally permitted to do.  


It is evident that training and location are crucial in shaping how the midwives have chosen to practice.  Their education and place of practice are inextricably tied to their personal philosophies about midwifery.  Whether their ideologies have dictated the course of their training and choice of workplace or vice versa is unclear.  Nevertheless, their personal philosophies are fundamental in understanding their attitudes towards the capabilities of a woman’s body during labor and delivery as well as the incorporation of technology, the role spirituality and the importance of female empowerment in pregnancy and childbirth.  

Faith in Labor and Delivery

One of the most explicit similarities in ideology of all four midwives is their faith in a woman’s body to be able to labor and deliver successfully.  Each midwife described pregnancy and birth as a process that has withstood the test of time and has proven to be successful.  They talked about trusting a woman’s body to be able to deliver a baby, while accepting the fact that many complexities of labor and delivery are unknown.  (It is important to note that all of the midwives agreed that specific scenarios exist in which obstetrical births are appropriate.)  Emma and Nora illustrated the intricacies of the female body with the concepts of biological feedback loops and “locks and keys,” respectively.  These representations of birth demonstrate that the birthing process cannot be dissected into removable parts and should be accepted as a whole process.  Emma and Nora acknowledged that birth may involve a lot of work in order for a woman to be prepared and it is often difficult to understand what it is that holds a woman back from delivery.  Despite the fact that labor is frequently long and arduous, Emma and Nora defended the female body’s ability to undergo birth when it is ready.  Lily and Abigail also described the value of encouraging patients to believe in themselves despite the stresses of labor.  They promoted the idea of their patients having confidence in strength of their own bodies.  

These midwives’ notion that a woman’s body is designed for childbirth is very much in line with the fundamental ideas of midwifery.  Although schools of midwifery differ in their understanding of “natural birth,” MacDonald (2007) asserts that the concept of natural birth is what midwifery fundamentally stands for:  

In many ways the idea of natural births stands for midwifery itself and for a particular set of gender expectations: that women’s bodies are naturally competent; that with proper support women can handle the pain of labor and even find it empowering; and that women can trust their gut feelings and in a context in which choice is paramount, the interventions are negotiable, and trust characterizes the midwife-client relationship (126). 

MacDonald (2007) explains that natural birth isn’t about the degree of intervention or the location of birth, rather the notion that women’s bodies are innately capable to birth.  This was echoed in all of the interviews, making it a uniting feature of all the practices.  MacDonald (2007) also notes that trust, support and choice are important for successful delivery.  She states that these qualities can help childbirth to become an empowering experience for women.  The following section describes how the midwives addressed the issue of power and control in the context of birth.  

Birth and Empowerment


In addition to defending the female body’s capability during birth, each midwife identified her approach to pregnancy and birth as an experience interconnected with female empowerment.  Abigail described the role of a woman’s autonomy in her home during birth.  She explained that much of the value of homebirth was rooted in a woman’s ability to assert herself in her own house.  Within the confines of her own home, a woman is able to express herself freely and feel in control of her situation.  Abigail believes that the home-setting is advantageous for understanding how her patients are feeling because they are more inclined to express themselves at home than they might elsewhere.  Abigail makes an effort to translate control in the home to empowerment during birth.  In addition, some scholars argue that caring for pregnant women at home helps to maintain female power over birth because it keeps the experience out of male-dominated hospitals (MacDonald, 2007).  

Emma advocates a woman’s involvement in her birth by encouraging her patients to actively manage their health during pregnancy.  She described that she encourages her patients to check their own birth progress, fill out their own charts and participate in shared-decision making.  Involved in their own pregnancy and birth, women feel more in charge of their situation, according to Emma.  This approach is valuable to Emma because many of her clients are independent and proactive.  She believes that they are individuals who are well-informed about health and want to have control of their bodies.  

Lily emphasized the value of choice during birth.  She discussed that having birthing options are crucial so that women can choose what they believe is best for themselves.  She explained that her duty as a guide during birth is to help women manage their own choices and feel as though they are doing what is in their best interest.  Lily works within a greater healthcare system but she focuses on how to optimize her patients’ experiences.  

Nora’s ideology is perhaps most overtly linked with notions of empowerment.  She explained how she has incorporated her role as a midwife into her greater mission to promote reproductive justice within her community.  By acting within a framework that promotes the advancement of the Mohawk community and particularly its women, Nora integrated midwifery into strengthening female traditions and fostering advocacy.  She has worked to educate younger generations about their rights to their land and their bodies.  


All of the midwives argue for women having control over birth decisions and their birthing experiences.  Autonomy, active participation, choice and justice all embody important elements of female power over pregnancy and labor.  These approaches to female empowerment during birth echo feminist ideas that were voiced when midwifery reemerged in the second half of the twentieth century.  As midwifery developed as a social movement to promote women’s rights, liberal feminists began to incorporate natural birth rhetoric into conversations about choice, rights and health.  Midwifery became integrated into a greater call for control and choice for women in all facets of reproductive health (Rushing, 1993).  Cultural anthropologist, Heather Paxsons explains that making choices about sexuality and reproduction is an important part of being a modern person (MacDonald, 2007).  MacDonald (2007) argues that the types of choices available during birth are less important than the fact that options are available for women to choice from during labor and delivery.  In helping their patients make choices for themselves, the midwives are assisting the women to feel in control of the space they are in, their bodies and their births.  

Attitudes and Use of Pharmaceuticals and Medical Technology 

Although the midwives share a belief in the power and ability of women’s bodies to endure pregnancy and labor, they differ in their attitudes of how modern medicine and technology can be incorporated into maternity care and childbirth.  

Lily’s practice involves regular use of technology and pharmaceuticals.  She expressed her comfort with medicine and technology and her feeling of reassurance that certain equipment is available to her in the hospital, even if she doesn’t use it.  She incorporates different tests and machinery during pregnancy and birth, according to what she sees serving the best interests of her patient.  She acknowledges the benefits of pitocin and argues that some women need the medical relief in order to safely give birth.  Lily’s access and familiarity to pharmaceuticals and medical technologies make it a regular part of her practice.  Given her training and work experience in hospitals, it is not surprising that Lily promotes the use of pharmaceuticals and technology during birth.  


Nora, who has experience working in homes and hospitals, argues for what she calls “appropriate use of technology” (personal communication, November 4, 2008) during pregnancy and birth.  She explains that understanding the science behind birth is important and recognizes that technology plays a role in identifying the biological and chemical mechanisms that occur during gestation and labor:  “It is a given that you need to know all the biomedical stuff.  You have to be able to interpret what you are seeing…it goes along with indigenous knowledge” (personal communication, November 4, 2008).  Although she defended the use of technology, she argues that the health care system is too dependent on technologies.  “More drugs and ‘health care’ isn’t necessarily creating better health in this country,” (personal communication, November 4, 2008) Nora asserted.  She believes that people are reliant on technologies and medical advancements and they don’t trust themselves to use common sense and creativity.  She explained that her particular strength is in developing the “parallel narrative” for her traditional practice to the biomedical approach.  She described that her practice incorporates the need for justice, communication, research and she has learned how to convey these demands to professional bodies such as obstetricians and medical boards.  Nora’s work as a midwife in homes and hospitals, as well as her leadership roles in her community and as a public advocate for reproductive justice fit well with her belief in combining traditional, holistic care with modern medicine.  


Abigail’s discussion of medical intervention using pharmaceuticals and technology was limited.  While she can provide medical referrals to her patients, she generally does not perform medical procedures herself.  As a homebirth midwife, she does not have access to pharmacological pain relief or electronic fetal monitoring.  She argues that use of pharmaceuticals during birth is employed in hospitals because patients aren’t comfortable enough in the environment to disengage their nervous system.  Instead of using drugs, Abigail seeks non-medical ways to relax and prepare women for delivery.  She is more comfortable and supportive of low-tech, non-medical approaches to pain relief and is a proponent of herbal medicines, massage and homeopathic techniques.  Abigail does not have a great deal of experience and comfort with technology and as a result has little reason to trust it.  Instead, she has faith in her own skills which she has developed while she was training without access to modern medical techniques.  


Emma is perhaps the most adamantly against the use of modern medicine and technology during birth.  She spoke out firmly against the use of pitocin in her homebirth practice and explained that the birthing process can’t really be improved with technology.  Emma also described her frustration with the rise of Caesarean sections in the US.  She noted that a hospital in Chicago was being built to accommodate a 50% Caesarean section rate, which she identified as being associated with a higher risk of maternal death.  She attributed the rise of Caesarean sections to “backdoor” political decisions and not to research findings.  Like Abigail, Emma trusts herself more than technological and pharmaceutical innovations.  She is critical of the politics behind maternal and infant health decisions in the US.  She believes in her own training and experience as the best resource for women. 


In the case of these four midwives, their willingness to incorporate medical technologies into their practice is directly associated with the proximity of their practice to a hospital.  In Lily’s case familiarity with hospital procedures has earned her trust in the use of technology.  In contrast, Emma and Abigail are detached from the hospital setting and are opposed to incorporating medical interventions into their practice and are skeptical of those who advocate for the use of technologies during birth.  Nora, who worked in both home and hospital settings, argues for the merit of incorporation of medical interventions with limitations.  These midwives’ training and choice of practice location have contributed strongly to their perspectives on medical technologies by dictating which resources they are exposed to and comfortable with.  


Medical anthropologists have argued that understanding the human body, and in turn the relationship of medical intervention to the body, operates within spatial and temporal contexts: “all knowledge relating to the body, health and illness is culturally constructed, negotiated, and renegotiated in a dynamic process in time and space” (Lock & Scheper-Hughes, 1990).  Interpretations of how reproductive functions of the body should work depend on cultural beliefs of the body which are manifested in institutionalized practices related to the female body (MacDonald 2007).  The institution, in this case the hospital, encourages the idea of birth as a pathology which is to be fixed through medical intervention.  Therefore, even though hospital-based midwives may ascribe to the belief that a woman’s body is capable of childbirth, it is difficult for them to be completely removed from the concept of pathological birth within the hospital setting.  Homebirth midwives, though not nearly as formally institutionalized as certified-nurse midwives, are influenced by the context of their practice as well.  By working on the outskirts of the health care system (at least in the case of American midwives), they are pushed to defend their practice, which in part means critiquing hospital births.  They are positioned opposite hospital-based medicine and have redefined healthy birth and female bodies as existing in the home and away from medicine.  While the ideas about the female body and medical technologies are not always so polarized, such as the opinion held by Nora, the medical anthropological interpretation of the female body in the context of institutionalized spaces contributes to the understanding of why these midwives’ practices (and the training leading up to their practices) are deeply rooted in their place of work.            

Role of Spirituality in Birth


Spirituality was an element present during childbirth that was only discussed during some of the interviews.  While some of the midwives placed great emphasis on spirituality as a key component of pregnancy and birth, others did not describe spirituality as a fundamental part of their practice.  The discussion of spirituality is limited to the midwives’ impressions of the presence spirituality in their client’s births.  Spirituality can be communal or individual experience and even though the midwives are intimately involved with their patients, it is possible that the pregnant women choose not to include the midwives in their spiritual feelings about pregnancy and birth.  Therefore, this discussion of spirituality explains each midwife’s approach to spirituality in her practice and not about whether spirituality is actually present or absent during births.  

During her interview, Lily did not refer to spirituality when describing her practice.  While one cannot make the assumption that spirituality is absent in her practice, hospital births have been noted as more difficult settings to incorporate personal spirituality.  For example, Gaskin describes the importance of partner participation through sensual touch.  She describes how affection and sexual activity such as rubbing nipples and other erogenous zones and kissing during labor can contribute to a sense of holiness during birth and can facilitate the opening up of the womb.  These practices are generally less common in hospitals then in the privacy of one’s home (Gaskin, 2002).  

Abigail described birth as an experience that encompasses mental and spiritual elements, in addition to the physical demands.  She explained that for many people with whom she works the spirituality of the experience only emerges when a baby death occurs.  She described that when a baby dies or is stillborn, people often try to accept the loss as a natural process.  They look to gain something from the death.  Abigail also believes that this attitude is more difficult to adopt in a hospital where the institution revolves around preventing pain or death.

Emma asserted that spirituality is a fundamental element of her practice.  For religious clients, prayer and blessings may be incorporated into pre-delivery appointments and labor.  Emma described that for some patients, the challenge of birth is “soothed by directing their connection with the strength of God and relying on their faith for sustenance.”  She encourages these patients to incorporate these religious practices and involve their communities in prayer as well.  Community participation in spiritual elements of birth, according to Emma, is a great source of encouragement during labor.  For nonreligious patients, spirituality can come from a biological and evolutionary understanding of pregnancy and birth.  Emma explained that for many of her clients, understanding embryonic development is deeply meaningful.  She added that many women find value in learning about how women have evolved in their bearing of children:

Relying on the wisdom of the innate, instinctual processes, women are strengthened in their own task.  They take solace in connecting with the strength of the women who have been child bearers through the ages before them (personal communication, November 13, 2008).  

According to Emma, the understanding of biological processing instills confidence and a sense of purpose for many women.  Emma also noted the incorporation of other spiritual practices such as the use of altars with candles and representations of babies as well as blessingway, a movement in which ceremonies foster preparation for pregnancy, birth and motherhood:

The blessingway ceremony helps a woman to prepare mentally, emotionally, and spiritually for the work of birthing, and it opens her to her instinctive abilities, which will guide her as she steps into the role of mother. (“Mother rising: The blessingway journey,” 2008)

Women can gain support from through community by participating in blessingways, Emma remarked.  These women take part in activities where they connect with other women through stories, poetry and making personally meaningful crafts.  Emma takes advantage of the local community in order help her patients engage in birth-related spirituality.  She maintained that the spirituality incorporated into her practice is rarely present in hospital settings.    


For Nora, spirituality is inextricably linked to birth.  Nora leads and participates in Mohawk ceremonies surrounding reproduction and birth.  She explains that ceremonies are some of the essential elements of her practice.  She believes that ceremonies are intricately related to the type of birth a woman will have as well as the need for the community to support and take care of the pregnant women.  According to Nora, ceremonies also shed light on the baby’s reason for existence.  She described that everything surrounding individuals has a purpose and a message.  “Everything has a psycho-spiritual element,” she explained, “until you are doing it [participating in a birth] you can’t know.  It’s sacred and powerful” (personal communication, November 4, 2008).  For Nora, it is easier to incorporate spirituality into birth because she has the support and traditions of her community.


It is difficult to assess whether women and the families who participate in spiritual practices seek out midwives that are inclined to incorporate spirituality in their practice or if they find encouragement from the midwives’ personal spiritual beliefs.  More specifically, it is hard to measure whether women often choose Nora and Emma because they are demonstratively spiritual people or if the midwives introduced these women to spiritual practices.  Also, it is possible that Abigail and Lily’s patients practice spirituality more privately and decide not to involve the midwives in their rituals.  In addition, the role of the birth setting in spiritual practices is not established.  While the institutional atmosphere of a hospital may create obstacles for certain spiritual practices, such as walks outside or the lighting of candles, it is not correct to assume that the hospitals are entirely not conducive spirituality.  

Analysis in Context

Connections between how each midwife has been trained and the ways in which she has decided to practice are strong.  Exposure to institutional practices and traditional health care contribute to how the midwives understand the female body and birth.  In turn, their experiences dictate ways in which they seek the means to provide support for women through empowerment, technology and spirituality.  While arguments for relationships between these factors are persuasive, the results are complex and the research methodology leaves room for questions.  The following is an explanation of the limitations of the study.  

Limitations 

Because the research was conducted using only face-to-face interviews and email follow-up there were many limitations to the study.  The sample size was very small, making it impossible to draw conclusions about midwifery practices at large.  The midwives belong to the same community and therefore their experiences speak to their local environment.  Conclusions about other midwives in other areas of the country cannot be made.  Some of the midwives interviewed were familiar with one another, either through midwifery networks or other community connections.  The midwives were made aware of the identities of the other research subjects, which could have influenced how they answered the questions during the interview.  

The research design did not include statistical information.  Any statistics mentioned by the midwives were a reflection of their understanding and were not verified.  This information was used to illustrate their personal beliefs.  

The interview questions were intended to be a guideline for the interview, however each midwife took the liberty to add whatever information she saw fit.  While this style contributed to the understanding of each midwife’s philosophy, by allowing her to emphasize what was most important to her, it did not standardize the results.  Some midwives discussed certain topics such as finances or spirituality in depth, while others shed little or no insight on these subjects.  It is difficult to know whether the absence of discussion of a topic reflects a lack of interest or value of the interviewee on the subject.  It is possible that time constraints and other variables influenced what the midwives chose to discuss about their practices.  

Interviews have innate biases because both the interviewer and interviewee influence each other through verbal and nonverbal communication.  Leading questions, verbalized agreement and expression of values are some of the ways in which the midwives could have been influenced by the interviewer.  It is also possible that they were uncomfortable expressing certain kinds of information about their practice in person.

In addition, self-reporting creates obvious biases in that people often view themselves differently from how others view them.  It is difficult to extrapolate which qualities or parts of their practices the midwives inaccurately reported.  Therefore, their explanations of their practices were accepted as true.  However, because the study was aimed to explore the values and philosophies of the midwives, it makes sense that they explain their own beliefs.

Drawing conclusions about how the location and training affect the philosophy and care of the midwifery practice is difficult.  While certain arguments can be made based on the midwives’ understanding of their work and historical contexts, causational arguments cannot be solidified because this research is observational, and not experimental.  

CHAPTER V: CONCLUSION


Despite the limitations of the study, the research demonstrates some interesting relationships between the midwives’ personal philosophy, educational training, work place and practice style.  The factors inform one another in a complex, but convincing way.  The following schematic demonstrates the interconnectedness of the elements of their midwifery experience. 

Schematic

Figure 1 Illustrates how the workplace, practice, philosophy and training are linked through important and complex ties. 
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Figure 1. Schematic representation of the relationship between training, workplace, philosophy and practice 

Philosophy

Although identifying the midwives’ personal philosophies was difficult to do in a uniform way, each woman expressed very strong opinions about how care in midwifery should be administered.  While their training and experience in their workplace and delivering care was influential in forming their opinions, it is more challenging to assess how their pre-training beliefs helped them to select their educational programs and in turn their workplace and practice style.  In some cases, their philosophy was also intertwined with spiritual or religious beliefs.  

Training


Training had the most overt impact on how the midwives believe they should administer care.  The techniques they were taught and their experience with technology shaped the types of care they have chosen to offer.  Furthermore, with the exception of Nora, their training dictated their professional degrees and certifications they received and where they could legally practice.

Workplace


The space in which they work is a complex element in the relationship of these factors.  The workplace has legal limitations and varying degrees of technological access.  However, the spaces in which the midwives work also influence their approaches to female empowerment and spirituality.  The workplace affects the patients’ ability to assert themselves, interact with care-providers and family around them, and maintain a sense of control over their birth experience.  As a result, the space contributes to the midwives methods of involvement during labor and level of management of birth.   

Practice


All of the factors--philosophy, training and workplace--contribute to how the midwives conduct their practice.  Their beliefs, experience and work space dictate the type of care they can offer to women and their families.  However, the hands-on experiences from their practice also help to shape their beliefs.  In addition, events in their practices may influence their relationship with other workplaces, such as hospitals by making them feel more or less inclined to seek outside support.  The midwives also argue that each birth is an educational experience for them.

Effects of the US Model for Midwifery and Suggestions for the Future of the Field

Because each factor (philosophy, training, workplace and practice) is important in shaping the others, it makes sense that midwifery models should not restrict one factor so that the others are compromised.  For example, if training is limited to one approach to midwifery, then workplace, philosophy and practice are inevitably biased.  In this scenario, midwives don’t receive a full scope of training, or are limited by the law in their ability to practice in certain places.  The same pattern follows if each factor is confined by a single school of thought.  In the US, midwifery training limits the growth of the field.  These limitations are mostly rooted in historic and political movements, as discussed in the review of the literature on midwifery.  Since midwifery has been identified as the safest and healthiest model for many women, the field should not be restricted by non-healthcare based decision.  The Ontario model, in which midwives are required to be trained in homes and hospitals, encourages them to be well versed and prepared for a variety of births.  Rather than subscribing to one ideal birth scenario (e.g., only non-interventionist homebirths or highly interventionist hospital births), they are trained to meet the needs of all different kinds of women and families.  The US should look to the Ontario model as paradigm to emulate because midwives are not directed by pressure from malpractice insurance, or other political and legal restrictions, to work within specific settings.  If the US adopted this model, midwives would work with individual women and their families to evaluate the best birth scenario for them.  This case-by-case approach would allow women to have flexibility as to the types of prenatal and childbirth care they receive including varying degrees of technological and medical interventions, while also maintaining continuity of care and respect for personal values.  This model would help in the effort to empower women in their birth by designing the experiences best suited for each individual.  

Recommendations for Future Research


Due to the limitations in the methodology, this research is best understood as a preliminary study seeking to identify some of the major issues, concerns, successes and relationships regarding midwifery in a city in Central New York.


The field of midwifery would benefit from large-scale quantitative and qualitative research that compares the physical and emotional health outcomes of different types of midwifery births.  Extensive investigation into women’s experiences with spiritual, empowerment and technological aspects of birth should be organized.  In addition, midwifery patients should be asked to evaluate their experience based on what they feel to be most important during birth.  Information should be collected about women’s expectations for childbirth with a midwife as well as whether these expectations were met.  By exploring the positive and negative elements of women’s experiences, researchers can help to foster a widespread discussion on midwifery births.  This type of conversation can familiarize women with midwifery options and create a large network for women to share birthing stories, as previously suggested by the midwives.   

Furthermore, research comparing outcomes of midwives who participate in the Ontario model, versus American midwives who have been trained through direct-entry and nurse-midwifery frameworks, should be conducted.  This research should evaluate midwives attitudes towards medical technologies, birthing spaces and their role as care-givers.  These midwives should be asked about what they deem the greatest obstacles to their practice, including legal restrictions, resistance from the medical community, myths surrounding childbirth safety and/or trends in technology.  These midwives should be requested to include information about how to improve the quality of their care.  By gathering vast information about the different types of midwives and models, more informed decisions can be made as to what is most beneficial for pregnant women, their families and the future of midwifery.  

APPENDIX A

A: Legal Status of Direct Entry Midwives by State (MANA, 2009)
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APPENDIX B

B.1  History of Midwifery in England

Before the 1930s, midwives in England attended births as independent health care providers.  After World War II, National Health Services in England proposed a new paradigm for maternity care which made health care universally accessible and cost-free.  The new model supported obstetrics and midwifery, but emphasized the role of hospitals in childbirth.  The shift to hospital births contributed to the medicalization of birth and the loss of power midwives had in the system.  In the 1970s the government called for 100 percent accommodation of births in hospitals.  At this point, midwives were working more as maternity nurses than autonomous care-providers.  Although midwives continued to be the senior person in three-quarters of all births in England, they were limited in their abilities to exercise judgment and manage their patients because birth was primarily performed in hospitals (Weitz, 1987).  In the middle of the 1970s approximately four percent of births were in the home (Chamberlain, 1988).  Nevertheless, in the 1970s and 1980s there was a greater demand for choice in childbirth.  Homebirths comprised one percent of all births and there was growing dissatisfaction with childbirth procedures.  This movement came from a network of maternity consumer groups such as the National Child Birth Trust and the Association for the Improvement in Maternity Services, as well as the establishment of the Association of Radical Midwives (Renfew, 1997; Wrede, Benoit & Sandall, 2001).  The Association of Radical Midwives pushed for greater independence for midwives, training for homebirths, decreased medical intervention, increased natural births and continuity of care (Wrede, et al., 2001; Rooks, 1997).

B.2  History of Midwifery in Canada


The evolution of Canadian midwifery followed some of the same patterns as American midwifery in the 1970s.  Ideas about natural birth and homebirth emerged as movements for change and revolution developed.  Canadian midwives were strongly committed to ensuring that the profession was not in the hands of a single authority.  They defended the belief of giving the power of childbirth to women and questioned hospitals’ effects on the experience of childbirth.  They understood the value of social birth and referred to themselves as “community midwives” rather than “lay midwives” (MacDonald, 2007).  During the 1970s and 1980s, the midwifery movement grew stronger and tension with obstetricians intensified.  In an effort to protect themselves, midwives in Ontario united to set formal standards for clinical practices (Bourgeault, 2006; Van Wagner, 1988).  They formed the Ontario Association of Midwives (OAM) and aligned themselves with MANA (MacDonald, 2007).  (OAM later merged with Ontario Nurse-Midwives Association to become the Association of Ontario Midwives or AOM).  Several other organizations such as the College of Midwives of Ontario (CMO) and Ontario Midwifery Consumers Network (OMCN) serve to manage, regulate and promote midwifery in Ontario (MacDonald, 2007). 
B.3 Traditional Aboriginal Midwifery in Ontario, Canada

In addition to the exemption in the 1991 Act, the Ontario government supports traditional aboriginal health care by funding organizations such as The Six Nations Maternal and Child Centre.  The Centre was established to meet the physical, spiritual and traditional needs of aboriginal communities and includes midwifery training as one of its principal programs.  Midwifery practices at the Centre emphasize choice of services for women and their families that complement and support their personal beliefs and customs (“Birthing centre,” 2006).    

B.4 Traditional Midwifery (IKPs) in Cambodia
 IKPs hold the belief that what mothers think is best for the child and the woman.  Pregnancy is understood as a normal part of the life cycle, but pregnant women are considered to be vulnerable.  In order to minimize harm to the mother and baby, traditional practice use physical restrictions, nutritional guidelines and rituals involving breast milk.  

APPENDIX C

Consent Form

You are being asked to take part in a research study investigating the role of midwives in Ithaca, New York.  We are asking you to take part because you have either been recommended or suggested by someone in the local community. Please read this form carefully and ask any questions you may have before agreeing to take part in the study. 

What the study is about: The purpose of this study is to learn how the Ithaca community responds to midwifery and to understand the career decisions made by contemporary midwives.  The aim of the study is investigate what it means culturally, technically and ideologically to be a midwife in Ithaca, New York in the twenty-first century.  

What we will ask you to do: If you agree to be in this study, we will conduct an interview with you. The interview will include questions about your job, the hours you work, the type of patients you work with, your involvement in the community, the obstacles you face and the choices you have made.  You will also have an opportunity to contribute any additional insight.  With your permission, we would also like to tape-record the interview. 

Risks and benefits: There is the risk that you may find some of the questions about your job conditions to be sensitive. 

Possible benefits to the community include increased accessibility to information about local midwifery practices.  The comparative quality of the study may be able to assist individuals and families in making personal family planning decisions.  Benefits to the individuals include recognition and formal analysis of their work which they may utilize for in the future for their careers.   

Confidentiality: You may request that we not use your name in reports and presentations we make about this study.  In addition, you will be asked not to give identifying information about other persons. 

Taking part is voluntary: Taking part in this study is completely voluntary. You may skip any questions that you do not want to answer. If you decide not to take part or to skip some of the questions, it will not affect your current or future relationship with Cornell University. If you decide to take part, you are free to withdraw at any time. 

If you have questions: The researcher conducting this study is Zoe Belkin.  Please ask any questions you have now. If you have questions later, you may contact Zoe Belkin at zrb4@cornell.edu or at 646-505-9234. If you have any questions or concerns regarding your rights as a subject in this study, you may contact the Institutional Review Board (IRB) at 607-255-5138 or access their website at http://www.irb.cornell.edu. 

You will be given a copy of this form to keep for your records.

Statement of Consent: I have read the above information, and have received answers to any questions I asked. I consent to take part in the study. 

Your Signature ___________________________________ Date ________________________

Your Name (printed) ____________________________________________________________

In addition to agreeing to participate, I also consent to having the interview tape-recorded. 

Your Signature ___________________________________ Date _________________________

Signature of person obtaining consent ______________________________ Date _____________________

Printed name of person obtaining consent ______________________________ Date _____________________

This consent form will be kept by the researcher for at least three years beyond the end of the study and was approved by the IRB on [date]. 

The title of the study should appear at the top of every page.
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