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ABSTRACT
BIRTH AND THE DIVISION OF LABOR: THE MOVEMENT
TO PROFESSIONALIZE NURSE-MIDWIFERY AND ITS RELATIONSHIP

TO THE MOVEMENT FOR HOME BIRTH AND LAY MIDWIFERY.
A CASE STUDY OF VERMONT

By
Regi Teasley

This is a study of the changing social organization of
the work of birth attendance. I examine the process by which
a profession (obstetrics) emerged and achieved hegemony,
dominating an extensive division of labor. This relationship
was subsequently challenged by several social movements which
politicized birthing practices and critiqued physician hegemony.

This is a case study of Vermont; the primary source of
data is interviews with nurse-midwives, lay-midwives, physi-
cians and others. This material was supplemented by an
informal content analysis of state newspapers as well as an
extensive review of historical, sociological and medical
and nursing literature which enabled me to locate the processes
studied both historically and nationally.

Drawing on Larson's (1977) neo-Marxist analysis, I examined
the processes by which nurse-midwives attempted to profes-
sionalize within a highly articulated medical division of
labor.

This study focuses on conflicting claims to occupational

jurisdiction and the processes by which a client revolt (the



home birth movement) and client reform movements (in-hospital
birth reform) alter the work terrain, creating new opportuni-
ties for emerging occupations (lay-midwives and nurse-midwives)
and resulting in conflicts over the division of labort It
also examines the process by which segments of the dominant
profession (colleague-centered physicians, especially obste-
tricians) resist or attempt to co-opt challenges to their
monopoly while other segments (client-centered physicians,
especially family practitioners) augment client revolts and
align themselves with emerging occupations.

I concluded that within the hospital, the institutional
matrix of the dominant profession, nurse-midwives have located
a market which is inherently subordinate.

Acceptance of this location in the medical division of
labor would assure that nurse-midwifery would never achieve
one of the primary goals of professionalization: autonomy
in practice. At the same time, the growth of nurse-midwifery
practice in the obstetrician headed '"team'" has the effect of
undercutting an independent market for midwifery services.
This effectively places CNMs in hospital practice in market
competition with lay-midwives and nurse-midwives in indepen-
dent practice.

Potential directions of occupational trajectories and

interoccupational relations are suggested.



The industrialization

of love, of birth,

this is the last besieged castle
the last tower
and of this particular war

this is the last hour

the great, pink walls
of this genetic treasure cave
are being shaken
and this will be the final city
ever taken.
Judy Grahn. 'Like a Woman

in Childbirth Wailing."
The Queen of Wands.

Only now, we name ourselves....

we know ourselves to be made from
this earth. We know this earth is
made from our bodies. For we see
ourselves. And we are nature.

Susan Griffin.
Woman and Nature
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Chapter I

Introduction and Methods of Study

Introduction

This is a study of the changing social organization of
the work of birth attendance. It focuses on conflicting
claims to occupational jurisdiction and the processes by
which client revolts (the home birth movement) alter the
work terrain, creating new opportunities for emerging occupa-
tions (lay-midwives and nurse-midwives) and resulting in
conflicts over the division of labor. It also examines
the process by which segments of the dominant profession
(physicians, especially obstetricians) resist or attempt
to coopt challenges to their monopoly while other segments
of the profession (especially general practitioners) augment
client revolts and align themselves with emerging occupations.

This case study of the movements for home birth, lay-
midwifery and nurse-midwifery in Vermont points to more
general processes in the changing organization of work and
occupations. It addresses Larson's (1977) assertion that
a division of labor is dynamic and results from both larger
societal transformations and collective responses to them.

It examines the manner in which occupational collectivities
pursue strategies aimed at locating and monopolizing turf

in a division of labor by acquiring both "license and mandate"

1



from the state for the exclusive performance of their
services (Hughes, 1964). Occupations' claims to this

status derive in large part from their assertions of unique
expertise. The ability of emerging occupations to success-
fully claim expertise requires that they either discredit
the dominant profession's claims to a monopoly on relevant
knowledge or persuade it to delegate a portion of its exper-
tise and related task performance. The role of an activated
clientele may be pivotal in enabling emerging occupations

to gain state sanction for their claimed expert status
(Kronus, 1976).

Larson (1977) notes that occupational collectivities
engage in a process of unification, standardization and,
typically, credentialing in an effort to create a specific
commodity which is both useful and salable. At the same
time they endeavor to construct a market for their specialized
skills and services (the commodity). Emerging occupations
may be aided in this process by client revolts which redefine
both the object of the service (e.g., pregnancy and child-
birth as normal processes) and the nature of the skilled
assistance it requires (e.g., supportive, non-interventive
care). This may have the effect of creating a new market
for the services of new kinds of occupations. However,
Larson suggests that some markets may be ﬁinherently sub-
ordinate'" because of the structures in which they exist.

Thus while an occupational collectivity may monopolize



specialized work it cannot be an autonomous profession since
its relationship to its market is controlled and mediated

by institutions or organizational collectivities to which

it is structurally subordinate. An examination of this
question enables me to ask if it is reasonable to speak of
the process of '"professionalization'" by an occupational
group (nurse-midwifery) which is structurally subordinate

to the dominant profession.

Background

In the 1960's and 1970's in the United States, the
convergence of several social movements on the issue of
health care created an environment in which birthing prac-
tices came to be critically evaluated and the professional
power of obstetricians challenged. In this context, two
major strategies developed which aimed at birth reform and/or
the creation of birthing alternatives. First, within the
medical system, childbirth educators and a few medical care
providers worked to reform hospital birthing practices and
to prepare birthing parents for hospital births. Second,
outside the hospital, some birthing parents began to create
their own alternatives, especially home birth. Increasingly,
a new health care provider, the lay-midwife, aided by a few
defecting physicians, attended them. As this phenomenon
began to spread among physicians' white, middle-class,

paying clientele, organized medicine sought to eliminate it.



Another occupation, the nurse-midwife, emerged in this
changing context of childbirth practices. As I will suggest,
the nurse-midwife is somewhere between these two strategies
of birth reform and birthing alternatives and incorporates
elements of each. Like the more medically-oriented child-
birth educators (such as Lamaze prepared childbirth instruc-
tors), nurse-midwives seek to professionalize in order to
improve their status, facilitate their autonomy and to
carry out their reform-oriented approach to childbirth and
the care of pregnant women. They have endeavored to locate
a suitable niche in the medical division of labor. But,
like lay-midwives, nurse-midwives, although under physician
control, are more client-centered than the vast majority of
obstetricians and they encourage client involvement and
participation.

Begun in the 1930's and originally serving the under-
served, nurse-midwives developed with independence and autonomy
remarkable for a nursing specialty. By the 1960's however,
nurse-midwives were largely being drawn into the physician-
dominated, hospital-based medical division of labor to meet
projected obstetrician shortages. Their numbers and their
schools began to expand, as did their salaries, and their
claims to a special contribution to health care began to
shift somewhat. Still, the framework from which they dev-
eloped was nursing, a care-giving, rather than a cure-provid-

ing occupation. In addition, the early influence of British



midwifery in their shcools, afforded them a view of child-
birth as a normal event. Thus, latent tensions between
nurse-midwifery and obstetricians, which were minimized when
nurse-midwives functioned relatively authonomously (with
physician back-up) serving "marginal populations,'" began
to emerge as nurse-midwives worked more closely with obste-
tricians to whom they were structurally subordinate.
Meanwhile, lay midwives and home birth parents, pursued
a strategy of deprofessionalization in order to create viable
birthing alternatives outside the hospital. The challenged
obstetricians' claims that the hospital was the only safe
place for birth and physicians the only safe attendants (or
supervising attendants). In contrast to physician-oriented
childbirth educators, the home birth movement generated more
independent-minded childbirth educators who included in
their courses critical perspectives on hospital birth as
well as preparation for home birth. This movement thus
developed both an ideology in which childbirth was recon-
ceived and a strategy for realizing its goal of alternative
birth. In so doing, it significantly altered birth reform.
Thus, the period of the 1960's and 1970's was a time of
particularly dynamic change in the social organization of
birth and birth attendance in the United States, though
there was also strong medical resistance to fundamental
change. In this context, I chose to focus primarily on the

occupation of nurse-midwifery since it both changed its locus



of work during this period and increasingly became wedged
between the client revolt and the medical profession's
response to it. While the home birth movement critiqued
hospital birth and created alternatives to it (including
potential competitors for the turf of nurse-midwives),
organized medicine sought to shape nurse-midwifery to fit
into the obstetrician-headed team while attempting to eradi-
cate home birth. Meanwhile, a few general practitioners
broke ranks with the medical establishment and used their
professional status to support home birth and lay-midwifery.
Nurse-midwives carefully sought to make the most of this
turn of events by continuing their professionalization efforts
while regarding themselves as birth reformers and client-

centered practitioners.

Methods of Study

In order to understand the interplay of these elements
and actors on a smaller scale, I undertook a case study of
Vermont. The case study is not a method best suited to
observing either the organized actions of a profession's
leadership or national trends in birth reform, but it was
the method best suited to my purposes. What the case study
can illuminate is the manner in which relatively complex
social processes play out in a particular social context
over a specific period of time. It is an approach which

constitutes, '"...a way of organizing social data so at to

preserve the unitary character of the social object being



studied" (Goode and Hatt, 1952: 331).

This study is exploratory, aimed at understanding a
complex of events and actions rather than testing present
hypotheses. It also embodies elements of social history.

As an examination of social movements in an arena of work,
this study sheds light on the reasons, and the methods by
which individuals worked in collectivities to either promote
or block social change. Thus, I chose to study a small pop-
ulation of actors in a clearly delineated area, (the state
of Vermont), over a relatively short period of time, (1970-
1980). This enabled me to examine in detail events which,
in the larger sweep of historical research and social theory
are typically overlooked or obscured. Such complex social
phenomena leave few artifacts and rapidly metamorphose into
new forms. A 'snapshot" such as this study, may be able to
represent some of the relationships and directions of motion.

Vermont is an attractive study site for several reasons.
Nurse-midwives have worked in the state in various capacities
for over ten years, however, their position in actual practice
is still being negotiated. Legislation enabling the practice
of nurse-midwifery is of relatively recent origin and legis-
lation concerning lay-midwivery practice has been discussed
at some length in the state legislature in the past few years.
During the period examined by this study, the practice of
lay-midwifery was extra-legal (outside the legal system).

The movements for home birth and lay-midwifery had recently



been active in the state. In addition, this study site had
the advantage of allowing me access to four different settings
in which nurse-midwives practiced. The final focus of my
research shifted to northern and central Vermont since my
entree to southern Vermont was restricted. However, the
activities in the area under study were relatively removed,
particularly for the nurse-midwives, from those in the south.

I chose Vermont as a study site primarily because it
afforded me entreé. A friend of mine was a practicing obste-
trician/gynecologist in one of the study sites. This physi-
cian provided me with initial contacts among the lay-midwives
from whom I acquired additional names creating a snowball
sample. (This particular physician seemed to have a rela-
tively unique, if not wholly neutral, position in the diverse
population of subjects interviewed. At no time did I sense
that this physician's sponsorship inhibited either access to
subjects or the candidness of the interviews.) I obtained
the names of the nurse-midwives from the American College of
Nurse-Midwives.

I interviewed ten nurse-midwives including all the
practicing nurse-midwives in the northern two-thirds of the
state and two nurse-midwives who worked as instructors of
nursing. In addition, I interviewed five practicing lay-
midwives (two of whom referred to themselves as '"birth
attendants'") and two former lay-midwives. Midwives them-
selves estimated a population of eight to ten midwives (more

if birth attendants were included) in the area of the state



studied and my sample included most of the central actors.

To round out my study, I interviewed four physicians, two
childbirth educators and two home birth parents who were

also health care workers. This last group of interview
subjects was chosen because they were important actors in the
processes under study, they had special access to information
or a favorable social location which enabled them to achieve
an overview.

Interview subjects did not neatly fit into the categories
of home birth mother, nurse-midwive or lay midwife, etc.

This indicates the complexity of the process of social change
in which these actors were involved and suggests their
""careers'" in these movements. For example, one former lay-
midwife was a childbirth educator while another was applying
to medical school. Some of the nurse-midwives were also home
birth mothers or former childbirth educators.

While my focus throughout the research was on nurse-
midwifery, I also interviewed most of the central actors in
the home birth movement. Unfortunately, I was never able to
contact a "lay" midwife in the southern portion of the state.
She was actually a Canadian-trained nurse-practitioner who
could not legally function as a nurse-midwife in the United
States and she was a key actor in the promotion of lay-mid-
wifery legislation.

As my research in the state continued, I came to realize

the importance of other actors and managed to interview some
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of the most active among them, including childbirth educa-
tors and a defecting physician. If I had had more time, I
would have more thoroughly sought out general practitioners
since at least a few of them either attended home births

or covertly supported the practice. For example, two or

the lay-midwives I interviewed worked as physician's assist-
ants with physicians sympathetic to home birth. Also, inter-
views with staff nurses would have improved my understanding
of hospital birth reform.

I chose the method of open-ended in-depth interviewing
(ranging from 1 to 2% hours) in order to elicit subjects'
interpretations of events and social relationships, in their
own words. Much of my interview schedule was comprised of
informational questions interspersed with questions about the
respondant's opinions.

Since both the claims of occupations and the challenges
raised by a clientele in revolt concern, among other things,
the social construction of reality, interpretation of events
and the terminology used to describe them is particularly
important. The quite specific nature of many of the questions
asked helped to draw the subjects into the material. The
fact that I asked a few major questions in many different
ways, allowed the respondant's perspective and interpreta-
tion of events to emerge. Toward the second half of the
interview, even those subjects who indicated initial wariness

appeared to be quite candid. In addition, in analyzing the
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data, the several interpretations of events and relation-
ships both created a composite picture and enabled me to
sort out collective perspectives.

Most of the interviews with the nurse-midwives were
conducted in their offices during work or lunch hours. Two
nurse-midwives I interviewed at home, one because it was
unavoidable (she had car trouble and apologized for my
inconvenience) and another, the nurse-midwife in independent
practice, because she chose to and in any case did not have
an office. A third interview began at work and continued
through the lunch hour at the nurse-midwife's house. 1In
contrast, most of the interviews conducted with lay/independent
midwives took place in their homes, though I met one at the
physician's office where she worked and spoke with her during
lunch at a restaurant.

The location and nature of the interviews suggested to
me different kinds of practice. Not surprisingly, the
nurse-midwives spoke with me in locations which increased
the social distance between us while the lay-midwives spoke
with me admist their home clutter. Interestingly, the nurse-
midwives who chose to meet me at their homes were both influ-
enced by alternative birth orientations, and were sympathetic
to home birth. The conversations with them were more like
the casual interviews with the lay-midwives in their homes.

I experienced a similar situation with my interview of the
defecting family préctitioner who had been engaged in home

birth. The social distance was minimized and an easy rapport
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was readily established.

In retrospect, while this method proved to be much more
time-consuming than other methods (for example, mailed
questionnaires) it did provide detailed and grounded infor-
mation--and a gestalt--which was relevant to the questions
this study asked and which could not have been otherwise
obtained. 1In addition, since much of my interest concerned
complicated relationships, and differences, between and among
subjects and groups, as well as material which subjects
might regard as sensitive, I decided that actual on-site
interviewing would be the most appropriate method.

I began conducting interviews using a structured inter-
view schedule and I continued to use it as a framework for
the interviews. However, as I began to grasp the larger
complex of events associated with birthing in the state, as
well as the subtleties of the relationships, I was more
able to direct the interview to the specific expertise and
awareness of the particular subject. It was for this reason
that I chose to interview some subjects with special or
unique expertise and information in the last phase of inter-
viewing. Interviewing was begun in June, 1980 and was com-
pleted in September, 1981. A few subjects were re-contacted
to check information or to discuss developments in their
situations or practices.

My ability to anticipate issues in home birth and birth

reform was enhanced by my earlier field work in childbirth
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education. This research, which I did in Lansing, Michigan
in 1979, increased my familiarity with medical, birth reform
and home birth terminology and concepts. In addition, these
experiences improved my understanding of the issues of
concern among those elements of birth reform and alternative
birthing. I also became a member of NAPSAC (the [Inter]-
National Association of Parents and Professionals for Safe
Alternatives in Childbirth) and read its newsletter. In
1980, I attended NAPSAC's eastern regional conference in
Williamsport, Pennsylvania, and, during the course of writing
the dissertation, I attended the NAPSAC-sponsored Alternative
Birth Crisis Coalition Conference in Washington, D.C. in
1982. I also assembled and examined an extensive collection
of home birth and birth reform literature.

To gain greater familiarity with nurse-midwifery, I
reviewed the literature in the '"new health professions"
(cf. Bliss and Cohen, 1977) including the '"expanded role
of the nurse" (Teasley, 1978). I also attended a conference
on nurse-midwifery education in Philadelphia in the spring

of 1981 and regularly read the Journal of Nurse Midwifery.

These experiences helped me to both get a feel for
the issues and the movement participants' vernacular and to
locate the case study within the larger social movements
and national scene.

While I was not an objective observer, neither was I

clearly a partisan. I shared with birth reformers and home
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birth parents the critique of professional hegemony but my
loyalties were split. After all, my sponsor who facilitated
my entreé and supported my work was an obstetrician, a pro-
gressive person and a dear friend. In addition, my inter-
views with nurse-midwives included frank discussions of the
problems of "professional women" in which I participated
gratefully. At the same time, the independent midwives in-
cluded "outsiders'" by virtue of their work who understood
and empathized with my marginal status as a lesbian. 1In
some ways, my own ambivalence worked to my benefit, when a
few of the interview subjects asked me, after my introduction
to the interview, which side I was on, I could honestly
explain my ambivalence. This satisfied them, and they seemed
to appreciate that I was not about the business of testing
some hypothesis on them or gathering up confirmation for some
preconceived argument. Nonetheless, I did encounter some
resistance from a few interview subjects. A few people eyed
me critically, as an academic, I might be university--and
thus professionally-oriented. Some resented the fact that I
was watching them participate in their lives and offering

no assistance. I felt considerable ambivalence about this
myself. In addition, as a lesbian with no children of my
own, I felt very ambivalent, and even somewhat ridiculous,
moving about in actively and overtly heterosexual circles
abounding with babies. Hopefully, my profound marginality

in these circles did not obscure my vision; it did provide
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me with a source of detachment.

Confidentiality is of particular importance in this
study even though as one subject quipped, '"Half of the state
of Vermont is keeping a secret from the other half." Some
of the information I obtained would place respondants in an
awkward position. However, this seems to be because the infor-
mation would have to be formally acknowledged and dealt with
rather than because the information is truly secret. Further,
since virtually everyone who has a central stake in this infor-
mation has already been interviewed, it seemed fruitless to
attempt to obscure the state about which I was reporting.
Because the study population is small, every effort has been
made to obscure the identity of the subjects who revealed
truly "inside'" information. Some sensitive issues I have
chosen to avoid altogether.

I used several other sources of information about the
situation in Vermont. One of the midwives with whom I spoke
supplied me with copies of the proceedings of hearings before
the Health and Welfare Committee of the Vermont House of
Representatives concerning the licensing of lay-midwifery
practice. 1In addition, she shared with me an extensive
collection of clippings from state newspapers pertaining to
home birth, lay-midwifery and birth reform. Other information
was obtained through correspondence or telephone interviews
with other actors involved in important events or from

whom particular important pieces of information could be
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acquired or checked. From the Vermont Public Health Depart-
ment, I obtained copies of their annual publication of vital
statistics as well as information about locations of hospitals
and numbers of obstetrical beds. The State Board of Nursing
Practice provided me with information on legal guidelines

for nursing practice. A physician passed on to me a letter
from the State Board of Medical Practice (Appendix )

which I later consulted for a position on medical support

for birthing alternatives.

While I brought to the study previous field research,
familiarity with the literature on professions and social
movements and training as a medical sociologist, I have sought
to generate sufficiently varied and in-depth information to
allow issues to emerge from the data. Glaser and Strauss
(1967) suggest a method of analyzing data which is aimed at
generating explanatory frameworks derived from the location
of emerging patterns within the data.

However, I regard this suggested methodology as an
ideal type and think that few, if any, researchers are actually
able to "face the data alone,'" free of preconceived expecta-
tions which color their vision. Nonetheless, I have attempted
to allow patterns to emerge from the information I gathered.

I have also endeavored to avoid forcing the data into pre-
viously developed and perhaps ill-fitting frameworks.

I came to this research with hunches about the complex
of events I was studying. I had derived these from my exami-

nation of theorists such as Larson (1977) and Freidson (1970a).
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Thus, the method of data analysis which I used might best
be described as the grounded modification of theory (Glaser

and Strauss, 1967: 2).

The Organization of the Study

Subsequent chapters provide an overview of the broader
social movements of which these examined in the case study
are particular versions and moments. While I am not suggest-
ing that Vermont represents a microcosm of national trends,
it is a useful vehicle for understanding a part of the
social processes which make up the national whole. Those
characteristics which are unique to Vermont, or make this
case special, indicate the varied circumstances under which
changes in birthing practices and the development of the
professionalizing occupation of nurse-midwifery occur.

In chapters two through four, I lay the ground-work for
the case study which follows in chapters five through eight.
In chapter two, I describe the manner in which, after the
ascendence of allopathic medicine and the elimination of
the lay-midwife, several social movements converged on the
issues of health care, politicizing childbirth and its
organization.

In chapter three, I examine the historic process by
which allopathic medicine achieved professional status and
came to dominate the medical care system. This enables me

to consider both the general process of professionalization
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as well as the specific situation in which allopaths' achieve-
ment of professional status conferred upon them the ability

to mold and dominante subordinate occupations in an expand-
ing medical division of labor.

Chapter four consists of a brief history of nurse-
midwifery in the United States focusing on its development
and efforts to professionalize on the margins of an increas-
ingly obstetrician-dominanted medical division of labor.

I note broader changes in the medical division of labor which
resulted in medical efforts to draw nurse-midwives into
hospital-based obstetrical care. In chapter five, I take up
the case study describing the manner in which nurse-midwives
were drawn into the medical division of labor in Vermont.

The movement for home birth and lay-midwifery is addressed
in chapter six. Here I consider the goals and strategies of
the movement, actually a client revolt, and the emergence
of lay-midwifery as an occupation. I focus on the manner in
which this movement has altered the social environment of
birthing in Vermont.

In chapter seven, I consider the manner in which Vermont's
obstetricians responded to growing lay criticism and attempts
at intervention (birth reform) or innovation (home birth).
Obstetricians and hospitals attempt to reassert normative
hospital birth through conservative birth reform while some
other physicians tried to create progressive and substantial

changes through birth reform. Having looked at changes in
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the social organization of hospital birth, in chapter eight
I examine the manner in which nurse-midwives negotiate for
professional status in these altered contexts. Finally, in
my concluding chapter, I consider the way in which the
findings of the case study shed light on questions about
changes in the division of labor and the social organiza-
tion of childbirth.

It is my hope that this case study, located within the
larger social movements and historical context, will enable
the reader to feel, as I do, a closeness to these people--
mostly women--who are actively engaged in making history
in a crucial social realm, the social organization of
childbirth. They are negotiating and struggling to change
their social world and they do so with little fanfare, day

by day.



Chapter II

The Politicization of Childbirth Practices

Introduction

Childbirth practices in America have become contested
terrain both within and without the medical establishment.
At least two social movements have actively and explicitly
challenged the professional hegemony of American obstetri-
cians in the press, the courts and in daily life. These
activities by the Feminist movement and the Home Birth move-
ment, met with the active response by obstetricians to re-
assert their hegemony, have made problematic a sphere of
social reality which was previously taken for granted. The
organization of childbirth has become politicized; it has

become a social problem.

Birthing as a Social Issue

In the United States, during the first half of the
twentieth century, childbirth increasingly became regarded
as a medical event, typically referred to as a '"delivery."
As allopathic physicians usurped birth attendance from lay
midwives, they both reshaped the social meaning of the event
and gradually altered both its location and the social rela-
tions of the participants. By the 1950's and until the

relatively recent past, both the place of birth and the

20
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appropriate attendant were virtually undisputed and alterna-
tives were largely unavailable. There were twonotable excep-
tions to this trend. For many generations, ''granny' mid-
wives and, since the 1930's a handful of nurse-midwives,
have served poor, minority and/or isolated populations (Litoff,
1978; Lee and Glasser, 1974; Cox, 1973; Mongeau, et al., 1961;
Maternity Center Association, 1956). Among the middle classes,
birth reformers have, since the mid-1900's, sought more
"natural" hospital deliveries, calling for the option to have
births in which the mother was '"awake and aware'" (Karmel, 1959;
Read, 1944).

In recent years, the appearance of consensus about child-
birth and birthing practices has been replaced by a heated
and thorough-going debate concerning almost all aspects of
childbirth, especially the role, status and autonomy of the
woman giving birth and the person(s) attending her. To better
understand this change we need to consider the larger histor-
ical scene, since some of the actors previously involved, as
well as some ideological positions, are reappearing, if in

altered forms.

Historical Overview and Reinterpretation

For most of the 19th century, the (lay) midwife was the
typical birth attendant for the vast majority of women, as
indeed she has been for centuries. Even after the turn of
the century, midwives held their ground against competitors,

continuing to attend at least 50 percent of all births in
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the U.S. However, by the late 19th century the rise of
allopathic medicine had begun in earnest and by the time of
the Flexner Report of 1910, the '"men midwives' (physicians)
were edging out (lay) midwives. This occurred first among
the middling and upper classes and later among the working
and poorer classes as well (though less completely). Allo-
paths, especially obstetricians, eventually restricted or
eliminated their female competitors through legislation and
licensure, though public relations campaigns were also impor-
tant. Midwives' numbers not only declined dramatically as
their practices were legally restricted or outlawed, they
also became geographically restricted. Fully 80 percent
were reported living in the South by 1930 (Litoff, 1978:

58; 141). They were allowed to persist on the fringe of the
health care system because they provided services to those
whom physicians could not or would not serve.

Recent literature has re-examined and challenged the
mainstream history of this period which is typically related
from the perspective of the now dominant medical establish-
ment (Shryock, 1936). The new scholarship challenges the
interpretation that the historical transformation in birth-
ing practices and birth attendance constituted an evolution-
ary process in which progress occurred as the skilled experts
(obstetricians) replaced untrained and inept caregivers
(midwives). These studies have taken up issues of power,

inequality and social conflict, which they see as crucial
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factors in this shift to medical control of birthing. It

is important to observe, and should not be surprising, that
as the current social and political climate in this area
changes, the interpretation of the history which preceded it
is re-examined.

An instructive example of this historical reinterpre-
tation is Litoff's (1978) examination of the ideological and
political struggle between physicians and lay-midwives and
their supporters prior to the development of medical hegemony
in birth attendance. For the first three decades of the
20th century, a lengthy and heated debate took place between
proponents and opponents of midwives. (Though the impact
would be far-reaching, the actual contest was largely con-
fined to legislatures, public health offices and medical
societies.) Physicians typically called for the elimina-
tion of the midwife on the grounds that, due to her ignor-
ance, she was responsible for the high rates of infant and
maternal mortality which plagued the U.S. Further, they
asserted that her status as common birth attendant had the
effect of degrading the prestige of obstetrics as she
inappropriately competed for some patient populations.

In contrast, the midwives' supporters argued that, like
it or not, the midwife's common attendance at births was a
reality and she should receive training. At least until
some other solution was found, she should be drawn into the

nascent medical division of labor, perhaps in a manner
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comparable to that of her British counterpart. This could
be done, it was suggested, through state licensing and
regulation. The midwives and supporters countered the
physicians' charges of midwives' incompetence by observing
that much of the high infant and maternal mortality rates
was the result of practices of ignorant and impatient physi-
cians, who were themselves often carriers of deadly ''child-
bed fever.'" Kobrin (1966) suggests that such charges by mid-
wives were not without grounds. She discusses a 1912 study
of obstetrical education in the U.S. which was conducted by
an obstetrician from Johns Hopkins; he concluded that obste-
trics was clearly the weakest area of medical education.
Kobrin (1966: 353) summarizes his findings:

...the result of this neglect of obstetrics...

was that poor facilities and poor professors

were turning out incompetent products who

lost more patients from improper practices

than midwives did from infection.

Examining data on maternal and infant mortality for the
first three decades of the twentieth century, Devitt (1979)
analyzed the statistical case for the elimination of the
(lay) midwife of that period. He concluded that the mid-
wives' performance was, overall, superior to that of physi-
cians, and that physicians overcame midwives in spite of, not
because of, their statistical outcomes (see also Jensen,
1976). 1In spite of this poor showing, obstetricians remained

on the offensive, asserting their irreplacability by stress-

ing that the event of birth was a potentially dangerous one.



25

Claiming a special contribution to health care and demanding
that their field was of significance to the well-being of

the populace, they argued that normal births were the
exception and expertise was necessary to deal successfully
with abnormal births. Thus, obstetricians struggled to
define childbirth as a medical event for which their services
were required. Donegan (1978) argues that the shift from
woman-attended to man-attended births involved a redefinition
of the event from care-oriented to cure-oriented, in part to
justify male presence in the context of the prevailing empha-
sis on modesty for women.

Concomitantly, while the recognition of principles of
asepsis and practices of antisepsis had been central in the
obstetricians' claims to superiority in birth attendance,
these practices were only haphazardly followed. Particular-
ly in hospitals, where 50 percent of all American women and
75 percent of urban women were giving birth by 1939, and
where infections were both more likely and more potent, such
laxity was devastating (Wertz and Wertz, 1977: 133).

Indeed, much of the routinization and standardization of
procedures and thus the dehumanization of medicalized child-
birth, resulted from the deadly outbreaks of puerperal fever
and physicians' struggles to cope with it while maintaining
their claim to being the woman's best attendant in childbirth.
In this context, ''the medicalized posture became one of

manipulation, intervention and active combat,'" in the hospital
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birth environment, (Wertz and Wertz, 1977: 137). While the
hospital which was being touted as ''safer than home" for
birth actually housed potent infectious bacteria, women
were being encouraged to regard their homes as germ-ridden
(Ehrenreich and English, 1978).

Not only did obstetricians claim safer births in hospi-
tals, they offered patients less painful delivery through
the use of anesthetics. These claims and promises, coupled
with the supposed advantages of hospital delivery (such as
24 hour staffing and preparation for any calamity) helped
assure the emergent norm of hospital delivery with an
obstetrician in attendance.

Allopathic domination of birth attendance did not mark
an end to a contest over access to and control of the domain
of birth. Within the ranks of '"regular" doctors, competi-
tion between the general practitioners and the obstetrical
specialists continued for decades, part of a larger competi-
tion between the generalist and specialist practitioners
throughout allopathic medicine (Stevens, 1977). Obstetri-
cians emphasized scientific medicine and cast the physician
as scientist and expert in childbirth attendance, which they
renamed '"obstetrics." The rise of obstetrics, concomitant
with the rise of hospitals, and ever more closely linked to
them, thus involved not only a change in the designated
birth attendant but also in the nature of the '"delivery."

The transformations in birth attendance in Britian
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represented a struggle that pre-dated, paralleled and was
later tied to the American experience. In her examination
of the competition and conflict between physicians and mid-
wives, Donnison (1977) indicates the importance of actors'
access to and control of related technology as well as their
ideological claims to, among other things, the superiority
of their technology and their exclusive use of it. Similar-
ly, Sablosky (1976) emphasizes the use and control of forceps
in the dispute over the terrain of childbirth in America.

In both cases, male physicians controlled and employed these
technologies and inventions. In addition, they were often
charged with hasty and unnecessary intervention with their
tools, often to justify their presence and their higher
prices.

Berliner (1975) has suggested that from the outset,
allopathic medicine viewed the body as machine-like organ
systems subject to both disruption and cure from external
sources; the germs which caused illness could be best attacked
by scientifically trained physicians. Oakley (1979) observes
that a paradigm still central in obstetrics is that of the
woman's body as machine to be maintained and "actively
managed" by the specially trained obstetrician, leaving post-
partal women to feel a loss of self-control and self-esteem.
The political implications of this obstetrical management and
mastery of women are obscured both by the nature of the medi-
cal intervention (which represents itself as objective) and

by dominant ideology about gender (which asserts that what
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transpires in childbirth and the meaning given it are
"natural" rather than socially and culturally created and
thus mutable). In this way, the event of birth has been
"medicalized," claimed by obstetricians, and given a parti-
cular mechanistic/scientific form. This juncture represents
both the completion of a social and political struggle and
the rapid growth of a technology-oriented medical system.
Developments in obstetrical practices continue toward greater
specialization in training, testing and procedures. For
example, the rise of neonatology finds a space for a new
speciality to fit between the obstetrician and the pediatri-
cian. Additionally, increasing use of sophisticated tech-
nology and machinery and ever more active management of
delivery appears likely (Goodlin, 1979; Marieskind, 1979).
The basic transformations in childbirth practices in
the U.S. since the late 1800's may be briefly summarized.
Childbirth was first typically regarded as a natural, if
arduous and sometimes hazardous experience appropriately
attended by (lay) midwives who were women. By the second
decade of the 1900's, with the ascendance of allopathic
medicine, childbirth had increasingly come to be included
within the purview of the (white, male) allopathic physi-
cian's medical practice. Lay midwives were largely absent
from the birthing scene by the 1930's, and hospital-based
obstetric specialists employing forceps, anesthesia and,
not infrequently, surgery, had defined childbirth as a med-

ical event requiring the services of an obstetrician. They
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had managed to gain the bulk of the market for themselves
and had become a dominant profession which regulated and

restricted competitors with the help of the state.

Social Movement and Trends Which Gave Rise to Recent Challenges

to Obstetrical Hegemony and the Politicization of Childbirth

After this lengthy process of the professionalization
of allopathic medicine, the rise of specialization and the
medicalization of childbirth, we may ask why there has
emerged a new era of debate about childbirth in America.
Such interest and activity was "overdetermined" in the sense
that several social movements came to focus on health and
health care, while economic realities of rapidly rising
medical and hospital costs created a social climate in which
medical practices were more critically examined. Partly
because the control by obstetricians was so complete in
such a fundamental area of life, particularly women's lives
social movements which were separate initially have begun to
coalesce or at least intersect on this issue. If, as Zola
(1972) and the Ehrenreichs (1978) suggest, the medical
establishment is an especially effective institution of
social control, such a convergence on this issue by groups

seeking social change is not surprising.

The Women's Movement

In the second wave of the Women's Movement which arose

in the United States in the late 1960's, women's control of



30

their bodies--both physical and spiritual integrity and
autonomy--emerged as perhaps the central principle of Radical
Feminist theory, and it has come to represent a key activist
goal. That this focus on women's reproductive and bodily
self-control is not new is evident in Gordon's (1976) docu-
mentation of the protracted struggle for reproductive freedom
waged by women in the U.S. since the mid-1800's. Control of
reproduction was a core issue in Firestone's (1970) ovular
feminist treatise, and its centrality was reaffirmed in Rich's
(1976) more recent examination of the social construction and
degradation of motherhood (see also Fisher, 1979).

The focus for control of reproduction has been primarily
on access to and safety of contraception, abortion, and
gynecological care; in addition, the movement challenges
professional and male control of medical care and information
and the sexism women face as both patients and providers
(Dreifus, 1977; Scully and Bart, 1977; Waldron, 1977;
Barker-Benfield, 1976; Fee, 1975; Lorber, 1975; Ruzek, 1975;
Ehrenreich and English, 1973b; Frankfort, 1972; Hole and
Levine, 1971: 278-304, 355-362). With the 1971 publication

of the movement pamphlet Our Bodies Ourselves, widely dis-

tributed and later published by a mainstream publishing
house, (Simon and Schuster), the issue of pregnancy and
childbirth began to enter the feminist agenda and the

Ehrenreich and English pamphlet (1973a) Witches, Midwives

and Nurses neatly tied together themes of Radical Feminism
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with childbirth and healing and further politicized both
birthing practices and the role of women as birth attendants
(see also Corea, 1977: 209-261).

Deprofessionalization and (female) lay control of
health care are central goals of the women's health move-
ment, which grew out of the larger women's movement (Ruzek,
1978). This activist health movement, which has mushroomed
since the early 1970's, focuses on women's physical health
and aims to dramatically alter the content and delivery
of health care through a two-pronged approach. First,
activists work to educate women about their bodies, especial-
ly their reproductive organs, via self-help groups; this is
coupled with a critique of the medical establishment and
medical practices. Second, feminists have created autono-
mous clinics, the Feminist Women's Health Centers, which pro-
vide health care (focusing on reproduction) and educational
services. These clinics are organized and run by (lay)
women who structurally seek to deprofessionalize medical
care by hiring physicians to perform restricted technical
services (Health Center Staff, 1977; Women's Community
Health Center, 1977; Mareiskind, 1975; Mareiskind and Ehren-
reich, 1975). The feminist movement for self-help in health
care has its roots most immediately in the second wave of
the Women's Movement in the U.S., but it must be understood
within a broader self-help tendency and tradition in the U.S.
This tradition has deep historic roots and has manifested

itself in a variety of ways.
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Self Help in Health Care

In spite of the dominance of allopathic physicians in
American health care, the movements for self-care have per-
sisted (cf. Levin et al., 1979; Howell, 1978). The Popular
Health Movement of the 1830's and 1840's actually managed
to turn back the allopaths' first major effort at hegemony
by championing populism in health care. Since colonial
times, self-help has been a watchword in American culture
and it persists as a countervailing theme to professionalism
and the authority of expertise (cf. Risse, et al., 1977;
Beecher and Stowe, 1870). Recent versions of self-care
such as diets of natural foods, vitamin therapies and inter-
est in alternative healing techniques may be an outgrowth
of the counter-cultural movement of the late 1960's. This
libertarian movement sought to overcome alienation and
cultural malaise through a return both to '"mature" and to
more ''matural' behavior (that is, less inhibition and
greater physical and mental integration). It created a
counter-culture which persists in varied forms and which
has influenced the dominant culture. In contrast to the
counter-culture's interest in Eastern philosophies and arts
to promote well being, the dominant culture offers counter-
parts such as a multitude of exercise machines, sports clubs
and the immense popularity of running. Items such as the
blood pressure cuff are offered for sale with the claim of

increasing self-knowledge of one's well being; a multitude
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of organizations compete for the emotional self-knowledge
and self-help market. (Indeed, Lasch [1978] has argued
that our culture has become narcissistic and our society
therapeutic.)

But while the self-knowledge and self-help tendency
may create new markets for gadgets and therapies, it is
double-edged and retains its (often latent) tendency to be
critical and challenging of extrinsic control. Ivan Illich
(1975) may be taken as a spokesperson for at least the more
radical elements of the movement for self-care. He asserts
that our lives have been medicalized and we have been 1lulled
into a physically, psychically, socially and culturally
damaging dependence upon physicians. Emphasizing that this
dependence must be stopped, he calls for what is essentially
an anarchist's vision of health care: self-care with a
restricted medical back-up. (As we shall see, the homebirth
movement puts forth a modified version of this system.)
Somewhat less radical, but more practical and influential

are the self-care journals, such as Prevention or Medical

Self-Care.

Citizen Activism: The Consumer Movement in Health Care

The consumer movement also aims to tip the balance of
power in medical care in favor of lay people. Such a ten-
dency is never fully absent in a capitalist society where
social power is characterized as purchasing power and the

motto caveate emptor is offered to the discontented.
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The present basis for the health care consumer movement
may well have been laid in the federally-funded neighborhood
health centers, part of the Johnson administrations' War on
Poverty in 1960's (Twaddle and Hessler, 1977: 267). Programs
such as this were a respone to the Civil Rights and Black
Power movements which, among other issues, had put forth an
angry critique of the inadequate health care received by
minority and poor populations. Health centers funded by
the Office of Economic Opportunity, although eventually
scrapped by the Nixon administration, set a precedent for
consumer participation in health care delivery and provided
the impetus for further consumer activism. Activists who
demand or engineer such changes in medical care are character-
ized by Alford (1975: 191) as "equal health advocates."

(They) seek free accessible, high quality
care which equalizes treatment available
to the well-to-do and the poor. They
stress the importance of community control
over the supply and deployment of health
facilities.

While the radicalism of the 1960's may have diminished,
radical and reform movements did not terminate with the end
of that decade. Boyte (1979) examines grassroots citizen
organizing and activism in the 1970's. Generated from
several discontented sectors of the population, this trend
is evident in a variety of organizations, such as Fair Share,
National Welfare Rights Organization, ACORN, and Gray

Panthers. Many of these organizations took up health care

as an issue of concern. Boyte (1979: 4) summarizes
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developments of the 1970's:
...major developments merged in an increas-
ingly self-conscious citizen's movement....
A groundswell of spontaneous grassroots
activism among formerly quiescent groups of
the population--like senior citizens, farmers
and consumers--brought many tens of thou-
sands of Americans into conflict with corpor-
ate giants and government officials. And
the emergence of a coherent body of organiz-
ing and fundraising techniques resulted in
the creation of several dozen enduring,
multi-issue citizen action groups. Together,
the strands of protest constituted signs of
emerging 'citizen action as a way of life."

Among those seeking reforms in health care, some have
argued that consumers' needs would best be met by better
organization and management of the medical care bureaucracy
(Roemer et al., 1975). Another position, 'market reform'
(cf. Alford, 1975), represents a substantial and growing sector
of the consumer movement in health care. 1In this view, medi-
cal care is a commodity and the patient who purchases it is
the consumer; the hope for reform rests largely on the
expectation that market forces, when properly activated, will
give rise to a health care system which better meets (at
least the informed) consumers' needs. Toward this end,
activists embark on strategies of patient (consumer) educa-
tion, and the creation of reforms aimed at allowing consumer
choice among several alternatives, thereby asserting con-
sumer demand through '"dollar votes." 1In short, physicians
and hospitals are regarded as expert (if sometimes excessive-
ly traditional or monopolistic) sources of care who are sell-

ing their services to consumers whose rights as buyers are
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to be respected (Belsky and Gross, 1975; Freese, 1975; Gaver,
1975). Much of what transpires in childbirth education and
prepared childbirth classes constitutes consumer education
even as it also socializes participants into a more self-
controlled patient status (Rothman, 1978). Such activism is
not without effect; consumers are increasingly willing to
challenge the expertise of professionals (Lopata, 1976) even
as they have for some time consulted one another for infor-
mation about whether, when, how and where to seek medical

care via the '"lay-referral system" (Freidson, 1970a).

Concern with Rising Costs and Physician Practices

The cost of medical care is a central issue of the
consumer movement and is a concern shared by many others.
Dramatically rising medical, and particularly hospital, costs
have been responsible for a sizeable portion of the inflation
rate as well as growing interest in cost-benefit and cost-
effectiveness analyses of medical care. Control of spiraling
health care costs is an oft-heard theme, especially within

the federal government. For example, the 1976 Forward Plan

for Health, after considering the sobering national economic
context and the dramatically rising federal outlays for health
care, concluded "until costs can be contained, Federal policy-
making in health care will be dominated by these basic economic
considerations'" (Collen, 1976: 1).

Several authors have discussed related issues: the

economic impact of inappropriate priorities in health care
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(Lave and Lave, 1970), problems of resource allocation
(Hiatt, 1975; Fein, 1968), and the structural inadequacy of
the health care delivery '"system'" which both creates waste
and fails to meet needs (Roemer, et al., 1975). Working from
a Marxist perspective, a number of critiques of the 1.S.
health care industry have asserted, among other themes, that
the system is better equipped to generate profits than to
meet the nation's health needs (Ehrenreich, 1978; McKinlay,
1977; Navarro, 1976; Waitzkin and Waterman, 1974; Ehrenreich
and Ehrenreich, 1971). Even private industry is more criti-
cally examining the costs of medical care and physician
practices (Forbes, 1977). The facts that hospital costs are
the most rapidly rising medical costs and that obstetricians
are among the top paid physicians (Corea, 1980), are gaining
visibility as issues. 1In this light, assertions by some
home birth activists that up to 90 percent of all births

are essentially normal and do not require hospital confine-
ment or obstetric services contain considerable economic
import.

While costs generated by the health care industry are
closely watched, physicians' practices are ever more closely
examined and criticized. Several authors have criticized
physicians' practices, challenging the scientific basis and
application of medical practice in the past (Ehrenreich,
1974), the influence of non-medical factors in prescribing
mood-modifying drugs (Waldron, 1977), ethnocentrism among

providers and insensitive treatment of women and minorities
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(Weaver and Garrett, 1978), and physicians' use of hormones
(Seaman and Seaman, 1977) or unnecessary surgery (Rodgers,

1975), as a ''cure" for women's normal anatomy and physiology.
Finally, Millman's (1977) study of the processes by which
physicians rationalize and cope with mistakes indicates the
extent of the careful scrutiny under which medicine, physi-
cians and physician practices have come (see also Bosk, 1979).

Thus, several trends and social movements have facilitated
a growing and critical interest in the practice of medicine
and the social ramifications and economic impact of allo-
path's monopoly on healing. In addition, criticism from
other quarters is emerging. While these will be examined in
greater detail in the chapters to follow, they warrant men-
tion here.

Encouraged by the women's movement, general social trends
promoting health care (rather than medical care) and the
growing need for care-giving for the chronically ill (where
there is no cure), nursing is more actively struggling to
achieve professional status and autonomy. Like subordinates
elsewhere, nurses are privy to the hidden side of medical
care and if and when they break their silence, a critical
picture of medicine is likely to emerge (cf. Duff and Holling-
shed, 1968: 66-88). Further, professionalization moves by
nursing are likely to reveal that physicians are as inclined
to protect their professional interests as they are to pro-
tect the nation's health. Meanwhile, advocates of alterna-

tive birthing practices are quick to point out that organized
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medicine seeks to stifle most alternatives even (or especial-
ly) where they provide superior health outcomes among middle-

class patients (NAPSAC NEWS, Spring, 1981).

Birth Reform
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